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Statement by Mary R. Grealy, President, Healthcare Leadership Council
on the National Committee on Vital and Health Statistics Executive Subcommittee
Hearing on “Meaningful Use” of Health Information Technology

Tuesday, April 28 — Wednesday, April 29, 2009

I want to thank you on behalf of the members of the Healthcare Leadership Council for
the opportunity to provide a written statement for the record on this hearing to discuss a
proper definition of “meaningful use” for the purpose of interpreting health information
technology (HIT) provisions of the American Recovery and Reinvestment Act (ARRA,
P.L.111-5).

The Healthcare Leadership Council (HLC), a coalition of chief executives from all
disciplines within the health care system, strongly supports HIT and its ability to increase
the efficiency and safety of care. Improving the accessibility, affordability, and quality of
American health care is the goal uniting HLC members -- hospitals, health plans,
pharmaceutical companies, medical device manufacturers, biotech firms, health product
distributors, pharmacies and academic health centers. HLC members have a unique
understanding and successful history in implementing HIT. Our members are some of
the earliest adopters of HIT systems and have seen firsthand the many benefits of
electronic health records and other HIT tools to improve health care quality, outcomes
and patient safety.

Within the ARRA statute, Congress has already identified three broad parameters for the
basic functionality of electronic health records, including:

o utilizing certified technology (including e-prescribing);

o conducting electronic exchange of information with others (such as, care
coordination); and

o reporting on clinical quality measures.

These are goals that we all share for the promise of improving quality and efficiency
through HIT. Many early adopters of HIT systems are now realizing a return on their
investment in HIT. For example, North Shore University has seen dramatic reductions in
hospital infection rates as a result of incorporating HIT into their practice of medicine,
including a 70 percent reduction in Methicillin resistant Staphylococcus aureus (MRSA)
infections. Another example is the Marshfield Clinic, who, without their sophisticated
HIT system, would not have been capable of participating in the CMS Physician Group





Practice demonstration which has improved the care their patients’ receive while also
saving money for the Medicare program.

These and other HIT success stories are based on different HIT solutions in different
settings — there should not be a one-size-fits-all approach to HIT. This forms the basis of
our first recommendation for this subcommittee: that the initial definition of “meaningful
use” be simple and flexible to ensure that a variety of interoperable HIT products and
solutions are available to qualifying providers. Keeping the definition of “meaningful
use” simple will maximize provider uptake in the short-term. However we define
“meaningful use,” the focus should always be on the end goal, which is achieving better
health outcomes for all patients. To the extent possible, the definition of “meaningful
use” should be simple and achievable. The Department of Health and Human Services
(HHS) has been given broad authority over what may constitute “meaningful use.” We
therefore suggest beginning with a less stringent definition that can be refined over time
as lessons in the field are learned.

Second, coming to a timely and clear agreement as to the definition of “meaningful use”
will be the best way to demonstrate to providers the parameters necessary to qualify for
incentive payments. Ironically, the HIT marketplace has frozen following passage of
ARRA. Health care providers are waiting to purchase new technologies until they can be
assured that: 1) they will qualify for bonus payments to help defray the cost; and 2) they
are assured that the products they purchase will be recognized as meeting government
standards.

It is, to be certain, a delicate balance between making the definition of “meaningful use”
flexible enough to allow providers to practice the art of medicine in a way that improves
outcomes and creates efficiencies yet also makes it stringent enough to ensure that
Medicare dollars are being spent wisely. In order to realize the desired effect of ARRA
and pave the way for improvements in our health care system, policy makers will need to
clearly communicate the requirements of “meaningful use” to the appropriate
stakeholders in a timely manner in as simple terms as possible so that providers are given
predictable expectations.

Third and finally, HLC would like to reiterate and give our support to the notion, offered
continuously by panelists throughout the hearing process, that HIT tools need to be useful
to care providers and patients. A goal of HIT adoption, of course, is to enable providers
to positively impact health at the point of care; so I urge HHS to incorporate actionable,
point of care improvement into the definition of “meaningful use.”

I appreciate the opportunity to submit this written statement on behalf of the members of
the Healthcare Leadership Council. Any questions about this statement or these issues
can be addressed to me or to Ms. Tina Grande, Senior Vice President for Policy,
Healthcare Leadership Council (telephone 202-452-8700, e-mail tgrande@hlc.org).
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INGENIX.

Light EMR as a Means to Achieve Meaningful Use

Testimony submitted by Ingenix, Inc.
Contact: Andy Slavitt, CEO, andy.slavitt@ingenix.com
April 30, 2009

Ingenix would like to thank Dr. Blumenthal and the National Committee on Vital Health Statistics for the opportunity to submit written
testimony regarding meaningful use of health IT, and for the opportunity to attend the NCVHS executive subcommittee’s two-day
hearing on meaningful use April 28-29 in Washington D.C.

While the American Recovery and Reinvestment Act (ARRA) has set the stage for reform, it is now incumbent upon the healthcare
industry itself — care providers, payers and technology vendors — to harness the opportunities created by this investment, collaborating to
create a modernized health system that truly improves the health of our population, reduces costs and addresses the disparities in access
to quality care. We must be mindful of our recent past — our industry has embarked on several ambitious initiatives that created
significant complexity and cost without solving the fundamental issues that plague our health care system. We must ensure that the
investment under ARRA results in true progress.

Web-facilitated technology provides a critical advantage over past attempts to encourage adoption of health IT. Web-based or “cloud”
models simplify adoption and use of technology at a much lower cost than was available in the recent past, and, when administered
properly, with extremely high security. With web-based models, electronic health records (EHRSs) can be implemented in physician
practices for under $5000 a year and with hours, not days, of training. These EHRs serve not only as effective means for managing
clinical and administrative records, but also as receptors into the latest in medical research and comparative effectiveness data that can
expand the use of knowledge-driven care. We are not far from the day when the last costly, cumbersome client-server EHR solution is
installed in a physician’s office. We believe that next-generation, affordable “light” EHRs meet the needs of the majority of U.S.
physicians with easy installation and training, providing usable and automatically updated information to improve care and efficiency.

What is a light EHR? We define light EHR in the following manner:
e Internet based, requiring only a high speed internet connection and a basic browser, both highly secure and highly available
e  Paid for via a small monthly license fee rather than large upfront capital investment (with some small-scale set-up and training
costs)
e  Centrally hosted and therefore able to provide one-to-many connectivity — a single interface to LabCorp, for example, serves all
of the providers on that platform across the country (this applies also to hospital, payer, and clearing house interfaces.)
e  Key functional capabilities including:
0 E-prescribing
Exchange of relevant information — CCD, lab order and results
Comprehensive patient registry
Ability to deliver patient historical information to the point of care
Instant access to the latest in comparative effectiveness research and evidence-based guidance
Automatic updates to comply with evolving standards for performance

OO0O0O0O0

Only when technology is used to solve clearly identified problems can Use be determined to be Meaningful. Therefore, we suggest that
before we define Meaningful Use, we should be clear about the Meaningful Change that the health care industry wants to achieve.

Meaningful Change — What needs to happen?
We propose that the fundamental changes that our industry needs to drive fall into three broad categories:

= Move from Knowledge To Insight: The standardized clinical data made available by EHRs will provide further value to enhancing
analytics, including analytics to support care and health management interventions, advanced payment designs and valid comparisons of
providers based on the efficiency of care We must quickly evolve to an environment where health history and other relevant clinical
information is not only captured and stored electronically but is analyzed and shared in ways that contribute to care decisions. The
current paper-based environment does not support evidence-based medicine. The new technology-enabled environment must. We cannot
risk creating the electronic silos of information that replicate today’s paper silos. To avoid this, EHR vendors must commit to providing
solutions that connect constituents and provide actionable information “out of the box,” without major additional time or investment from
the provider. Providers must commit to using EHR functionality and information, and to driving vendors to innovate to solve more of the
physicians’ problems in providing care day-to-day.

= Evolve the Roles of Key Participants:

e Health IT vendors should treat physicians as customers and design products to suit their needs and improve their practices.
Most commercially available EHRs today are complex, intrusive and do not provide a positive return — of time or money - to
the physician. With stimulus funding and the emergence of Light EHRs, more physicians will be empowered to make
purchases, which should support the transition to this mindset.
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e Physicians have the opportunity to change. Any truly transformative solution will change the practice of medicine and
physicians must embrace this fact; technology that merely replicates existing paper process will not fix our healthcare system.
Physicians need to push vendors to create meaningful solutions.

e  Payer support will be essential for creating a national means of keeping score; only when this is achieved will we be able
to move from fee-for-service to value-based purchasing. Incentive and Pay-For-Performance (P4P) programs must align with
“Meaningful Use.”

e We need to continue to enable patients to play a greater role in their own care: Even with the best HIT, a physician
cannot bring about positive care changes without informed and committed patients.

= Bridge the Medical Divide: Use of low-cost solutions that harness the power of the Internet will help address disparities in access to
best practices, information and quality of care. The key is to make solutions affordable and easy to use so that they are ubiquitous.
Stimulus funding makes investment in EHRs feasible for physicians in traditionally under-served areas. Further investment in the design
of information — an intelligent analytical software layer — is essential for making information usable for those who provide care at all
levels, bringing better care to those who today go without.

Meaningful Use — What should we measure?
With the right technology in place, and agreement on the Meaningful Change we seek to achieve, we can define Meaningful Use. Thus,
we propose an ambitious slate of criteria focused on measurable effect as described below.

Conventional Wisdom Future State Measurable Effect
Certification (CCHIT or beyond) | Expanded criteria per the recent New Total practice administrative costs including
England Journal of Medicine article technology are within one standard deviation
authored by Dr. Blumenthal: user of peer practices

friendliness, quality, efficiency

ePrescribing Full integration with formulary, history, Year-over-year reduction in adverse reactions
allergy, drug/drug interactions and increase in patient compliance with
regimens
Continuity of Care Record Care Planning with patients and across the - Providers treat patients less than 2% of
compatibility care continuum the time without access to key online data

as defined by Continuity of Care record

- Providers supply requested information
for 100% of requests within 48 hours for
non-urgent care

Exchange of Health Information - Patient care data, particularly problem - 100% of patient requests to exchange
and diagnosis, recorded as discrete data information with a PHR are supported
elements - >=80% of clinical documents are received
- Two way interaction with Personal electronically at “go live” of EHR
Health Records is supported solution

- Access to research and care guidelines
at the point of care with “smart
filtering”

- Deep regional connectivity supported
“out of the box”

Computerized Physician Order “Closed loop” ordering — results received Year-over-year reduction in non-compliance
Entry (CPOE) electronically; non-compliance is tracked including reduction of denials due to
and acted upon duplicate services

Population reporting - Ability to identify, track and contact Care compliance rates meet or exceed

patients with gaps in their care national standards

- National standards of population

management
Evidence-Based Guideline Ability to report retrospectively on Physician compliance with care guidelines
reporting physician care choices and measure (1) meets or exceeds national standards

compliance with care guidelines and (2)
comparison to peers treating similar
patients.

Focus on these priorities will enable a health care system that embraces the appropriate flow of information, respects privacy, and solves
real problems to improve patient safety and care. If we don’t focus on these priorities, the ARRA investment could lead to islands of
technology with disparate piles of information and few tangible improvements to our health care system. We applaud the Obama
Administration for making health IT a high priority initiative, and we welcome the opportunity to work across the industry’s constituents
to bring Meaningful Change to bear.






»»
|n It Iatea Initiate Systems, Inc.
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Chicago, IL 60606

+1 312 759 5030

+1 800 992 0300

+1 312 759 5026 fax
www.InitiateSystems.com

April 30, 2009

Mr. Harry Reynolds Jr.

Chairman

National Committee on Vital Health Statistics
3311 Toledo Road, Room 2402

Hyattsville, Maryland 20782

By Electronic Mail
Re: Submission of Testimony Regarding Definition of “Meaningful Use” of HIT
Dear Mr. Reynolds:

Initiate Systems applauds the Executive Subcommittee of NCVHS for conducting a hearing to gather the
views of stakeholders regarding how the definition for “meaningful use” should be constructed.

Attached is our written testimony which recommends that a Patient Registry be included in considering the
definition of “meaningful use.” Several examples of Patient Registries currently being used are included.

We will be happy to have further dialogue given our industry expertise and vast experience. You may recall
that Dr. Scott Schumacher, our Chief Scientist, and Lorraine Fernandes, our Industry Ambassador, spoke
with NCVHS about four years ago regarding a similar topic.

Sincerely,
U Loy
Bill Conroy

CEO and President
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Initiate”

Without Patient Registry and the ability to accurately identify patients, we can not
achieve “meaningful use” from HIT

The ultimate measure of whether the investment in health care information technology (HIT) in the
stimulus bill is a success will not be the amount of computers, software or Internet connections
implemented. It may not even be the extent to which the medical community adopts electronic
health records (EHRs) by 2014. Rather, the ultimate measure of success will be improvements in
the overall cost of care delivery, the quality of health care and population health.

The ability to accurately identify patients and make their medical records available to providers
at the various points of patient care is absolutely essential to the success of the current HIT
initiative.

Currently, patient data, whether in electronic or paper form, is fragmented among providers across
the healthcare ecosystem, with various fragments locked in individual “silos” maintained by each
provider. This prevents any single provider from having access to a complete view of the patient’s
medical record, which drastically increases the difficulty of making treatment decisions and can
result in medical errors. [“As many as 98,000 people die each year from medical errors that occur in
hospitals. That's more than die from motor vehicle accidents, breast cancer, and AIDS -- making
medical errors the fifth leading cause of death in this country.” To Err is Human, Building a Safer
Health System, By Linda T. Kohn, Janet Corrigan, Molla S. Donaldson, Institute of Medicine (U.S.)
Committee on Quality of Health Care in America, National Academies Press, 2000.] This
fragmentation often results in duplicate testing, lost time in replicating patient histories and
records and drastically reduces the efficiency and effectiveness of overall care delivery thus
increasing the overall cost of healthcare.

To ensure that providers at each point of care have access to relevant medical information about a
specific patient, each point of care must be connected to a Patient Registry, which may also be
called an enterprise master person index (EMPI) or record locator service (RLS). To overcome
barriers to adoption that arise from the lack of trust in the completeness of data or a fear of
sharing information, Patient Registries must be in place to facilitate the secure, consistent and
coordinated communication between multiple providers.

A sophisticated Patient Registry that can accurately identify a patient and all treating providers,
regardless of location, will allow healthcare providers to connect, share, and securely use patient
data within and across organizational boundaries. The registry, whether geographic, disease, or
care profile specific, would ensure that the medical records being connected belong to the John A.
Smith seeking treatment and not another John A. Smith living in the US. Providers will then be able





to deliver more effective, patient-centric, coordinated care and reduce the number of medical
errors while also reducing overall cost.

Initiate Systems is the market leader in Patient Registry technology, and has helped leading
hospitals, health plans, and government agencies achieve information sharing and data exchange
while supporting patient safety and cost reduction. Initiate Interoperable Health’ software
provides the foundation for the full implementation of electronic medical records. This claim is
based on the fact that our software is the registry technology used by 180 customers worldwide,
touching over 80% of the US population, including the following:

®= Six of the Nationwide Health Information Network (NHIN 1) and all four of the NHIN |
demonstrations funded by the Office of National Coordinator (ONC);

® 77 integrated delivery networks (IDNs) and 40 health information exchanges in Arizona,
California, Florida, Louisiana, Minnesota, New Mexico, New York, North Carolina, North
Dakota, Oregon, Tennessee, Texas, Utah, Virginia and Washington;

= Several of the largest retail pharmacies in the US, including Walgreens, Wal-Mart and
CVS/Caremark, as well as SureScripts, the largest e-prescribing network, are using Initiate’s
registry technology to connect records across multiple proprietary systems; and

= Eight Canadian provinces, which are using Initiate’s patient registry tech nology to support
the pan-Canadian electronic health record.

Initiate” software reduces privacy and security concerns through a federated data model, which
alleviates governance challenges related to centralized data ownership. This technology works
independently and supports healthcare IT solutions without disrupting current systems. Patient
Registry functionality is key to achieving the goals of Health Information Exchange (HIE)

Initiate’s unique, standards-based communication protocol and proven, adaptable, highly scalable
data model encourage interoperability and eliminate the need to replace or redesign legacy
applications.

Initiate’s Patient Registry technology can help achieve the HIT stimulus goals of delivering patient-
centric care at a lower cost.

Initiate Systems, Inc. testimony to National Committee on Vital and Health Statistics, April 30, 2009
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Healthcare

36 South State Street

Salt Lake City, UT' 84111-1486
801.442.2000
www.intermountanhealthcare.org

April 30, 2009

Meaningful Use Testimony — Submitted by Intermountain Healthcare, Salt Lake City, Utah
Contact Marc Probst, Chief Information Officer, at 801.442.6629 or marc.probst@imail.org with
qguestions or for further information.

Intermountain Healthcare is an integrated system of nonprofit hospitals, clinics and related services
based in Salt Lake City, Utah. Intermountain’s team includes more than 30,000 employees, providing
care in 6 million patient visits every year at 21 hospitals and more than 130 clinics. SelectHealth, a
nonprofit insurance company, is also owned by Intermountain and provides benefits for close to
500,000 people.

As a guiding principle, Meaningful Use of Electronic Health Records (EHR) should include a detailed
vision for the future and a series of steps to achieve that vision. Federal Leadership should assure that
this detailed vision is created, understood and puts the United States in a position to sustain and
enhance healthcare delivery to the populations of the country. The issue of meaningful use is not simply
‘federal funding’ rather it should be federal leadership supported by appropriate funding.

Significant research and development has been achieved over the last 40 years in healthcare
information systems. The increased focus on medical informatics has brought major advances in using
information to improve care processes that increase the quality/effectiveness of care delivery and in
several instances lower costs. Practical examples exist of technology supporting best practice care.
Intermountain Healthcare has achieved very notable results from the appropriate application of
information systems to the clinical process. These results are sustainable, will further increase over
time, are extendable across the country and scalable to large integrated delivery organizations, smaller
clinics and individual practice settings.

Status quo Clinical Information Systems have solved many problems associated with modern medicine.
Indeed, the creativity and skill of professionals across the industry has been amazing. However, on a
broad scale, the currently available systems have not proven effective in systematically solving the
healthcare problems of the United States. Facilitating the ineffective implementation of systems that
are themselves also ineffective, without placing focus on fundamental infrastructure improvements to
these systemes, is likely to only further automate the chaos which healthcare is experiencing.

General principles

1. Meaningful use suggests that the use of the EHR makes a positive difference in the cost and
quality of health care. To the extent possible incentives should focus on measuring outcomes
and surrogates for outcomes, rather than functionality of the EHR systems. We should pay for
achieving measureable outcomes that we want, not for process steps such as simply buying and
installing a system. For example; What percent of BMI's (a HEDIS measure), heights, weights,
are stored as coded values in the EHR? Ideally, incentives should be provided for: decreasing
drug-drug interactions, decreasing adverse drug events, decreasing duplicate orders, decreasing
length of stay, decreasing medication administration errors, increasing the accuracy of
surveillance data sent in standard messages to public health organizations, increasing the quality





and timeliness of data sent to disease registries, lower HgbAlc levels in diabetics, lower blood
pressures in hypertensive patients, discharge with proper medications after Ml, etc.

Incentives should be incremental, not all or nothing so that small or medium steps in specific
areas provide motivation for improvement. For example, rather than all or nothing incentives
for POE, systems should be rewarded for taking individual steps such as online ordering, allergy
checking, barcode medication administration, etc.

Weight should be given to the level of adoption within an institution. Incentives should
depend on the degree of use of the desirable system functions. What matters is that the cost
saving or quality improvement capabilities in the system are in widespread everyday use (and
presumably having an impact on patient care) not just that the functionality exists in the
software. A system that administers all inpatient medications with bedside barcode checks
should be rewarded more than a system where barcoding capability exists but is only used for a
small percentage of the patients.

Incentives should depend on measures that can be easily and objectively verified and
quantified. It should be easy for an independent observer or auditor to see that an incentive
milestone is being met and by what proportion of the system users.

Decreasing costs does not need incentives; it is its own reward, as long as the savings accrue to
the organization that saves the money (e.g. a provider) and not to another group (e.g. a payer)
that was not responsible for saving the money. We should try to eliminate any currently
misaligned incentives. It would be appropriate to provide incentives to providers that
decreased charges to payers.

Meaningful use should avoid increased operating costs or burden. Incentive funds should
facilitate adoption, not justify new costs or regulatory burdens. For example, changes to privacy
requirements (e.g., expanded accounting of disclosures) must be coordinated with incentives
and consider impact, as well as risk, and not undermine adoption or the benefit of incentives.

Specific areas where incentives could/should be created:

1.

o

Order entry
a. Electronic recording and checking of drug and food allergies
Electronic checking for drug-drug interactions
Electronic order entry (non physician entry)
Bar code administration of inpatient medications
Use of evidence based order sets for common diagnoses and procedures
f.  Direct physician entry of orders
Appropriate discharge medications after acute Ml.
Decreases in preventable errors
a. Drug-Drug interactions
b. Adverse drug interactions
c. Decreased rate of ventilator disconnects
d. Decrease in infusion pump rate errors
Improvements in chronic disease/condition management
a. Decreasing HgbAlc levels in diabetics (and lipids, foot ulcers, microalbuminuria)
b. Decreasing blood pressures in hypertensives
c. Decreased morbidity in congestive heart failure
d. Decrease in kernicterus in newborns
e. Decreased bleeding complications in chronic anticoagulation
Decreased rates of MRSA infections
Decrease in NICU admissions and complications in normal pregnancy
Provision of data to disease registries, and public health and quality assurance organizations
a. Use of standards for coding and structuring the data sent
b. Timeliness
c. Completeness and accuracy of the data sent
Decrease in duplicate and redundant tests performed

o a0 o
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Marietta Squire
NCVHS Executive Subcommittee,

As a Pharmacist and health information systems professional for 29 years | have been involved in Health
information systems development, implementation and support. Throughout my career | have seen
both successful and less than successful implementation and use of health information technology.
Commitment to continuous quality improvement is the one common element with successful
implementation of health information systems. Continuous quality improvement should be seriously
considered in the meaningful use definition of Health Information Technology. The continuous quality
environment needs to be multi-disciplinary, provide non-punitive error reporting/review and requires a
financial commitment to continuous improvement.

Health care is clearly a multi-disciplinary environment where physicians, nurses, pharmacists, patients,
family and others can have significant impact. Electronic medical record systems are a tool to support
the communications between different care providers and between care providers and patients. Quality
improvement efforts need to involve multi-disciplinary groups to design and implement processes that
best meet the goals for safe and quality health care. These multi-disciplinary groups need to be patient
focused and create the culture of quality necessary to improve health care delivery.

Systems and standards are needed to support reporting and analysis of errors and near misses in order
to improve safety and quality of health care delivery. The introduction of automated systems has
significant potential to introduce new sources of error in healthcare delivery systems. It is important
that error and near miss reporting systems are available for health care workers and patients to report
problems and potential problems with health information systems. Standards and certification of these
error reporting systems is needed. Quality improvements are realized through defined procedures for
reviewing the reports. Certification of systems and standardized review processes are needed to
eliminate the liability introduced by the legal discoverability of the reported problems. Error reporting
systems should be integrated with the health record systems to support ease of reporting. The system
should support local review of the error reports as well as forwarding de-identified reports to a national
level. These reporting systems will provide evidence of continuous quality improvement efforts, provide
important information to support refinement of standards and support quicker identification of errors
that may impact multiple providers and patients. Error reporting and monitoring systems will ultimately
lead to the development of better system functionality and safe practice standards.

Finally, meaningful use of electronic health records should include the continuous investment in the
maintenance and enhancement of the technology. Initial implementation of health information systems
seldom provide enhancements beyond replacing existing systems and functions. The value of these
systems are normally realized through subsequent investments into enhancement and refinement of
the software and people processes. These improvements and refinements are often not realized or are
delayed due to reduced funding as the systems shift from capital funding support to operating budget





support. Meaningful use needs to recognize the importance of continued investment into these
improvements and refinements.

The value of health information technology is its ability to improve efficiency, increase quality and
safety, reduce costs and increase satisfaction. The common way to accomplish these goals is for a
health care organization or provider to implement the technology in a culture of continuous quality
improvement. Only then will systems, functionality and people processes be adjusted to provide a
better healthcare environment for patients. As patients, we all certainly deserve it.

Sincerely,

Kevin C. Marvin, RPh, MS, FASHP, FHIMSS
Kevin Marvin Consulting LLC

Burlington, VT 05408

phone: 802-951-9821

email: Kevin@MarvinUSA.com






To: NCVHS Executive Committee
Marietta Squire

From: Shannah Koss, Koss on Care LLC

Subject: “Meaningful Use” Hearing

[ have recently completed the research and drafting of an issue brief for the
Foundation for Research and Education of the American Health Information
Management Association on the intersection of the ARRA, Medicaid and State Level
Health Information Exchange. The issue brief research included interviews with
Medicaid Directors and National Medicaid experts. It is with this background
research and insight, along with subsequent dialogues with the Medicaid
community, that [ offer some considerations for differentiating the Medicaid
meaningful use approach.

Medicaid alternatives discussed below are summarized in the following bullets:

1. Take a stepwise and evolutionary approach to applying criteria

2. Meaningful use should either not apply or apply lightly in the first year of
EHR purchase

3. Given the overarching goal of EHR adoption promoting health system
improvement and reform, consider giving states flexibility to select
meaningful use criteria that are tied to quality and reform goals

4. Consider flexibility in the definition of certified EHR technology with
functionality that maps to varying quality improvement and care
coordination

5. Determine what can be realistically accomplished in terms of connectivity
and technological functionality

6. Do not penalize providers that are eligible for incentives regarding exchange
or technology capabilities that they cannot control

7. Consider an advisory panel or task force comprised of providers and
Medicaid program representatives to develop viable meaningful use criteria

Ideally the goal of the Medicaid incentive program should be improved quality and
efficiency of healthcare delivery enabled with the support of EHRs. This goal
however has many components and can only be achieved over time in a stepwise
and evolutionary manner. Acknowledging at the outset that providers cannot
achieve comprehensive reform or reinvention of their practices overnight and that
perhaps options regarding which target health reform goals are being pursued, and





would therefore be applicable, would help set a framework for defining meaningful
use.

A statutory consideration for differentiating Medicaid meaningful use is the
different incentive structures established for Medicaid versus Medicare. Medicaid
incentives can cover initial EHR purchase, where as Medicare incentives do not.
Meaningful use in the first year of EHR purchase either should not apply or should
be more narrowly interpreted. Medicaid providers that qualify for these incentives
will hopefully be emerging from the impacts of the recession, but are still a large
portion of the safety net providers for Medicaid populations and the under- and
uninsured. The implementation and initial training year for EHRs is often a struggle
and adding a level of systematic or more intensive use beyond implementing the
needed changes in business process and workflow is not realistic.

If EHR functionality has evolved to the point of easily generating quality measure
reports that may be an area in which the new EHR adopters can participate, but it
would also depend on the intended use of those reports. Any use of measures
should recognize that the physicians and practices are just gaining insights into
their quality and performance measures and cannot easily improve their measures
with the possible exception of certain process measures.

Prior to the recession Medicaid programs were the incubator and laboratory for
health system reform and have often been the pioneers in disease management,
pay-for-performance and patient-centered medical homes to name a few. Medicaid
leaders agree that promoting EHR adoption has to be tied to a health reform
strategy that leverages the technology and establishes a focus for the adoption. To
avoid adopting technology for technology sake we should consider giving flexibility
to the states to determine what reform and quality goals have priority and therefore
what EHR functionality will be most important.

As aresult of such varied reform targets, the certification component of meaningful
use may also warrant differentiation for Medicaid. Should the technology be one-
size-fits-all, or might there be distinct functionality particularly in light of certain
reform goals and strategies? For example, targeted health disparities that might see
the greatest benefit from disease registries, or medical homes intended to not only
connect care teams, but patients to the care teams would include patient facing
functionality.

The information exchange aspect of meaningful use is critical to ensure that we're
looking beyond fragmented EHR systems to enabling provider access to a patient’s
record that reflects his or her full care needs and services. However, will providers
be penalized for not living in a region where the needed exchange infrastructure has
been established in a sustainable manner? We need to consider what can
realistically be accomplished, in what time frame and by whom. The incentives for
providers should not hold individuals or institutions hostage for an infrastructure
that they cannot independently enable. Similarly we cannot expect EHR vendors to
miraculously enable substantial new functionality and capabilities particularly as





they are also upgrading their technology to meet new privacy and security
requirements.

To enable meaningful use criteria that will support the many important state
Medicaid health reform initiatives. HHS and CMS should consider an advisory body
or task force of providers and state Medicaid representatives that would work with
the agencies to develop viable Medicaid meaningful use criteria.

Thank you for this opportunity to comment. I look forward to seeing NCVHS’
recommendations.
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April 30, 2009

Harry Reynolds, Jr,
Chairman, National Committee on Vital and Health Statistics

Re: “Meaningful Use” of Health Information Technology should include effective electronic exchange of
health information with Long-Term Care, Aging and Support Services Providers

Dear Dr. Reynolds:

The collaborative of associations representing long-term care, aging and support services with respect to health
information technology (HIT) would like to thank you for organizing the public hearing on “Meaningful Use” of HIT, April
28-29. We appreciate the opportunity to submit a written statement and offer comment on “Meaningful Use” of HIT to
support implementation of Sections 4101 and 4102 in American Recovery and Reinvestment Act (ARRA) of 2009 from
the perspective of the long-term care continuum of services.

As you may know, long-term care is the most publicly funded health care and treats the most costly segment of the
increasingly aging US population. Our collaborative has worked to ensure that long-term care providers (skilled nursing
facilities, assisted living, home health entities and others) were included in the ARRA HIT provisions because fully
including this substantial segment of the health care community in interoperable electronic health records (EHRSs) is
critical to reforming the health care system. Long-term care patients and residents have multiple chronic conditions
and co-morbidities that require them to have multiple providers and to transitions between different care settings. We
are pleased with the law’s emphasis on interoperability and the exchange of health information across different health
care settings as it will greatly benefit the long-term care population. Health care expenditures for nursing facility (NF)
combined with home health services represent the third highest expenditures in our country, following hospitals and
physicians services. Total health expenditures made on behalf of individuals who receive these long-term care
services are even higher when taking into account the annual costs of the hundreds of thousands of hospital stays,
millions of physician visits, medication orders, and services delivered by other health care professionals. For example,
three million patients per year receive Medicare and Medicaid services in NFs. Each year, episodes of care that
include NF services is about 450,000 hospital stays, and millions of physician encounters, medication orders, and
Speech, Occupational and Physical Therapy visits. Forty percent of Medicare hospital discharges go to post-acute
care, including 17% to NFs. Forty percent of hospital re-admissions of NF patients are considered “inappropriate” and
result in about $2 billion of unnecessary hospital costs per year (80% of which is paid by Medicare, with Medicaid
paying the remaining balance). In addition, the Medicare and Medicaid hospital costs have increased due to
unnecessary hospital re-admissions of long-term care patients due to the failure of hospitals to exchange timely and
necessary health information from the initial hospital‘. Effective electronic health information exchange with long-term
care providers reduces such errors, improves quality, supports the continuity of care, and reduces costs.

For the above reasons, our collaborative representing thousands of long-term care providers serving tens of millions
individuals, believes that the “meaningful use” of certified health information technologies (including EHRs) by
acute care providers must include the electronic exchange of health information with long-term care
providers. Failure to include the health information exchange on behalf of patients who receive post-acute or long-
term care under Sections 4101 and 4102 will diminish the anticipated benefits of health information exchange, and will
lead to missed opportunities to improve quality, increase efficiencies, and decrease costs. Finally, failure to include the
long-term care providers in the exchange of health information will hinder the advancement of health care reform. In
order to achieve this goal, HIT systems in ALL health care settings must have the ability to exchange health
information with long-term care providers. This goal can be achieved by implementing HITSP interoperability standards
developed.

! Jencks SF, Williams MV, Coleman EA, Rehospitalizations Among Patients in the Medicare Fee-for-Service Program, NEJM, 2009; 360:1414-28.
Available on-line at: http://content.nejm.org/cgi/content/abstract/360/14/1418.
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This is a necessary but not sufficient condition to make the health information actually flow across settings. Such
seamless flow of health information and “meaningful use” can only be achieved if long-term care providers
are included as active partners in the ARRA-funded planning and implementation HIT projects aiming at
facilitating the exchange of health information. In fact, the long-term sector is ready to embrace electronic health
records, with almost 100% of nursing homes and home health agencies having electronic billing and electronic
reporting of federally-required health and functional status assessments (i.e., the MDS and OASIS). These
assessment requirements have enabled 20% (or more) of nursing facilities and more than 61% of home health
agencies to implement electronic information systems functionalities equivalent to an Electronic Health Record
(including physician orders, medication orders/drug dispensing, laboratory/procedures information)®**. Furthermore,
adoption of HITSP-accepted assessments standards by CMS as it goes forward with new patient assessment
requirements for nursing homes, home health agencies, and other provider settings will accelerate the adoption and
use of interoperable EHRs by these providers, and will help improve safety, quality and continuity of care, and reduce
unnecessary costs.

Regarding the certification process and measuring “meaningful use” moving forward, we believe that a setting-specific
certification approach is too slow and may not maximize opportunities to support Sections 4101 and 4102 of
ARRA. CCHIT certification could be accelerated by identifying core functional, privacy, security, and interoperability
criteria that must minimally be met by all certified products, regardless of health care setting. As time permits, setting-
specific certification criteria could be identified. This could lead to tiered certification: 1) minimally necessary criteria;
and 2) advanced criteria. Part of the core functional and interoperability criteria should include the requirements that
certified products be able to: a) produce and exchange HITSP-compliant transfer/discharge documents based on the
Continuity of Care Document (CCD); b) generate and track reports regarding the number/percentage of times such
reports were produced, electronically sent, and to whom/which settings the reports were sent; c) receive HITSP
compliant CCD-based transfer/discharge documents; and d) generate and track reports regarding the
number/percentage of times such reports were electronically received, and from whom/which settings the reports were
received. Process measures related to health information exchange are needed to measure “meaningful use” and
assess the effects of these policies. An example of a type of measure may include the number and/or percentage of
times certain documents (e.g., transfer documents) are electronically exchanged using HITSP standards. This type of
measure could be automatically generated and reported if CCHIT required that certified products track and generate
reports based on the number of documents (by type) electronically exchanged and track the receiving providers and
their settings (e.g., NF EHR, PHR, etc.).

Implementing our recommendations would ensure attaining a meaningful use of HIT, as required by ARRA, achieving
a meaningful return on ARRA funds invested, and meeting the ARRA goal that each person in the U.S. has an EHR by
2014. We would be happy to meet with you in person to discuss our recommendations further, if needed, and we look
forward to including these recommendations and comments that reflect long-term care providers’ perspective in your
Committee’s report.

Sincerely,

Contacts:

AAHSA ~ Barbara Manard at: 202-508-9435 or bmanard@aahsa.orq;
AHCA/NCAL ~ Todd Smith at: 202-898-2854 or tsmith@ahca.org;

AHIMA ~ Michelle Dougherty at: 312-233-1914 or michelle.dougherty@ahima.org;
AMDA ~ Nancy Robinson at: 410-992-3125 or nrobinson@amda.com;

CAST ~ Majd Alwan at: 202-508-9463 or malwan@agingtech.org;

NAHC ~ Mary St. Pierre at: 202-547-7424 or mts@nahc.org;

NASL ~ Annessa Kirby at: 703-549-8500 or annessa@nasl.org.

% Fazzi R, Ashe T, Doak L. Part | Insights From Philips National Study on the Future of Technology and Telehealth in Home. Available on line at:
http://www.ctel.org/documents/Philips 2008 Home Telehealth Study Slides.PPT#327,17,Barriers have slowed telehealth adoption.

3 Resnick HE, Manard BB, Stone RI, Alwan M. Use of Electronic Information Systems in Nursing Homes: United States, 2004. In Journal of the
American Medical Informatics Association (JAMIA). Available on line at: http://www.jamia.org/cgi/reprint/16/2/179.pdf.

4 “Nursing Home and Home Health HIT Use Appears to be At Least Comparable to that of Physician Offices and Hospitals,” available at

http://aspe.hhs.gov/daltcp/reports/2009/HITlitrev.htm







The Louisiana Health Care Quality Forum (LHCQF), is a statewide collaborative of public and private community
stakeholders incorporated as a 501(c)3 organization and designated by AHRQ as a Chartered Value Exchange.
Additionally, the LHCQF has been named the State-Designated Entity for the HIT Promotion Grant and overall ARRA HIT
planning by the Louisiana Department of Health and Hospitals. The LHCQF is firm in its belief that implementation and
optimization of health information technology is an essential component of modernizing the healthcare delivery system,
achieving optimal clinical outcomes, providing safe and efficient care, and developing a sustainable delivery system. We
are committed to seeing this belief realized, as evidenced by our ongoing efforts throughout the state. ARRA provides
significant opportunities to utilize health IT and secure health information exchange to substantially improve the quality
of healthcare. It is our hope that “meaningful use” will be defined in a way that enables maximum potential for success
and enables as many providers as possible to adopt an EHR. It is our recommendation that:
= The entry point of qualification for meaningful use is structured to maximize a provider’s opportunity to qualify
initially, but evolves to become more stringent over time;
=  Meaningful use is measured by outcomes, i.e., by the impact the tool has on individual and population health.
= Regardless of the EHR certification criteria, physicians are using the EHR functionality to provide safe and
effective treatment at the point of care;
= The EHR establishes a mechanism for interoperability and health information exchange;
= Quality measures are used in such a way as to improve care while not creating an inordinate burden on the
provider.

Functionality in EHRs

Rather than a mandate prescribed by a certification body, our preference is for true and necessary environmentally
specific functionality while supporting the privacy and security obligations in the EHR product(s). Our anticipation and
evidence is that this functionality requirement will differ in Ambulatory EHRs, In-Patient EHRs, Emergency Department
EHRs, and Enterprise EHRs.

A more appropriate mechanism for meaningful use may be adoption and implementation success including electronic
exchange of health information. We hope that the frequency of required certification is manageable for practices and
does not pose an inordinate burden, in the event that a certification methodology is deemed necessary. Furthermore,
we hope a methodology for preserving investment in in-house EHRs is critically examined.

Below is not intended as a comprehensive list, but rather an evolving guide to the functionality requirements in EHRs:

= EHR should be a practical tool employed routinely in the care of patients in primary care settings.

= EHR should be an essential element in generating a continuity of care record to be used in referrals of patients
from primary care providers to specialty providers and facilities.

= EHR should be an integrated vehicle for facilitating access to a continuity of care record (without referral) by
healthcare providers authorized to act for the patient's benefit in case of health emergencies or disaster-related
evacuations.

= EHR should positively impact patient safety

= EHR should proactively provide notification of critical problems in care delivery

= EHR should incorporate e-prescribing and CPOE functionality

= EHR should proactively improve the clinical decision support systems

= EHR should be capable of standards based interoperability, thus enhancing coordination of care

= EHR should enable the capture of the true cost of care

= EHR should provide point-of-care reminders and evidence-based decision support

= EHR must include robust registry functionality, support performance measurement, adapt to continuing
enhancements in care delivery, facilitate management of patient populations, and accommodate future
payment reform.

We believe that the essential functions of the EHR must measurably enable improved health and better care at a lower
cost. The Health IT system should make patient care safer, yet more efficient. The functionality requirements above,
when taken comprehensively, should translate to less duplication of services for patients with chronic illness.





Functionality in Health Information Exchanges

Louisiana aggressively supports Health Information Exchange (HIE). Three recent projects are worth noting. First, a
federally funded prototype exchange was developed in south Louisiana after Katrina. Second, implementation of a state
funded network that includes rural Hospital Information Systems, EHR systems for rural health clinics, an extensive
telemedicine network and a web based portal for patient information sharing that connects rural areas in north and
central Louisiana with tertiary care centers for improved access to care. Third, Louisiana Public Health Institute initiatives
in the New Orleans area to implement and then integrate EHRs across federally qualified health centers and more
recently across school based health centers.

HIEs are inherently complex in both scope and scale. As such they need to be defined with broad stake-holder input and
as part of an evolving, iterative process. Connectivity with regional and state HIEs should also be an evolving, iterative
process. With the aforementioned caution, we remain in complete support of HIEs as complementary to the
implementation and adoption of EHRs and the wider Health IT landscape. We believe meaningful use payments should
be structured to drive HIE development, both at the local, state and national level.

HIEs are clinically imperative and we see the core functionality of HIEs as being extremely relevant for seamlessly
tracking care across the entire continuum, providing public health surveillance, enabling secure provider data
aggregation, message routing and providing EHRs the structured data necessary for clinical decision support.

Some of our concerns and focus surrounding HIEs are governance and accountability structures, public trust, financing,
defining organization & functional requirements and HIE use requirements.

Functionality in Quality Reporting

Health IT must translate directly into quality improvement. As such, quality improvement and accompanying measures
are vitally important components of "meaningful use". Again due to the complexity associated with workflow &
technical integration with Health IT, we support an evolving and iterative process. Quality measures & associated
reporting need to be based, at least initially, on the specific requirements of providers and the capabilities of EHRs (as an
example, certified EHRs auto-prompt for PQRI measures).

As a vision, we support NCQA standards and NCQA reform proposals including care organized around medical homes.
Quality measures need to be linked to standards and quality improvement networks. Using common electronic
infrastructure, small physician practices can become part of a learning quality improvement network. In an ideal
environment, care is coordinated and quality measures are well integrated.

Quality measures & reporting should:
= Improve quality of care and help in achieving equity
=  Focus on safety and be tied to value
= Help manage patient populations proactively, with the use of EHR integrated registries
= Be aligned across all stakeholders — e.g. care providers, evaluators, vendors, etc.

Our recommendation is that initially, a narrower list of quality measures be integrated in care delivery. It is important to
note that measuring clinical experience based on administrative data is counter-intuitive and therefore the strict
requirement of good clinical data for quality measures.

In closing, we favor an approach to health IT and HIE initiatives grounded in concepts of improving individual and
population health as well as economic efficiency and operationally oriented business process reengineering. We
support a multidisciplinary approach rooted equally in the technical foundations of health information, clinical
informatics and the financial constraints so crucial to the business of health and health care. We urge that initial
requirements around meaningful use, certification, connectedness, and reporting be crafted to be widely inclusive
followed by rapid evolution and iterative enhancement. We believe this approach will lead to widespread provider
participation and the most rapid achievement of a connected community.
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Health IT Provisions Under ARRA:
Overview Consensus Statement

With the American Recovery and Reinvestment Act (ARRA), Congress established new Medicare
and Medicaid incentives to stimulate critically needed investments in health information
technology (health IT).

The law creates two key concepts to determine whether providers qualify for the health IT
incentives: they must make “meaningful use” of IT and use a “qualified or certified EHR"”
(electronic health record). Besides incentives to providers and hospitals, the law also creates $2
billion in health IT funding administered by the Office of the National Coordinator for Health
Information Technology (ONC). A significant amount of this $2 billion should lay important
groundwork to help providers use health IT meaningfully toward the goals of improving the
nation’s health.

Under the auspices of Markle Connecting for Health, the signatories below have agreed on the
following Seven Principles for Meaningful Use and Qualification or Certification of EHRSs:

1. The overarching nationwide goals of health IT investments are to improve
health care quality, reduce growth in costs, stimulate innovation, and protect
privacy. The investments should be directed toward achieving clear, specific metrics
toward these goals. If the goals and metrics are not clear before technology is
commissioned and the incentives are offered, the government will risk wasting valuable
resources and losing support from both health care providers and the public for further
health IT investments.

2. These goals can be achieved only through the effective use of information to
support better decision-making and more effective care processes that
improve health outcomes and reduce cost growth. The goals cannot be achieved
through the installation of software or hardware alone. Effective use of information is
what enables a consumer to play an active role in maintaining health and getting the
best care, prevents a patient from suffering a medical error, helps a clinician prescribe
the right treatment at the right time, allows a care team to coordinate care in the most
effective and affordable way, and benefits efforts to improve quality, accelerate
research, and advance public health. The definition of “meaningful use” should hinge on
whether information is being used to deliver care and support processes that improve
patient health status and outcomes. The definition should focus on the needs of patients
and consumers, not on the mere presence or functions of technology.

3. Meaningful use should be demonstrable in the first years of implementation
(2011-12) without creating undue burden on clinicians and practices. The
meaningful use definition must optimize achievability for providers and benefits to
patients and consumers. Improving medication management and coordination of care
provides early opportunities for such an optimization. Meaningful use should initially rely
on standard information types (such as recent medications and laboratory results) that
are electronic and already widely adopted — and that can support metrics to improve
medication management and coordination of care.

The Markle Foundation® Connecting for Health, 2009






4. The definition of meaningful use should gradually expand to encompass more
ambitious health improvement aims over time. To support meaningful use goals
that improve health and reduce the growth of costs, additional data types (e.g., problem
lists, allergies, vitals, images, findings, procedures, care plans, hospital discharge
summaries, patient registration forms) can become increasingly standardized over time
to facilitate a set of defined measurements. The phasing-in of expanded requirements
should be well-defined early in the process, so that those building or purchasing systems
have a clear and realistic path to achieve meaningful use at each stage.

5. The definition of “qualified or certified EHR technology” should support the
goals of meaningful use, security, and privacy. Processes for certification or
qualification will be important to prevent fraud or faulty products (e.g., products that do
not sufficiently protect sensitive health information), as well as prevent rewards for
superficial or trivial uses of technology. For a technology to be “qualified or certified,” it
should embed the capability for clinical practices and hospitals to attain meaningful use,
and demonstrate their levels of attainment of such use, without undue additional
reporting burdens. It should also comply with the technical requirements for privacy and
security under the Health Insurance Portability and Accountability Act (HIPAA) and
ARRA. Processes for certification or qualification should allow for product and service
innovation toward meeting the goals of meaningful use.

6. Metrics for achieving meaningful use should account for the heterogeneity of
the U.S. health sector and allow for a broad range of providers to participate.
Medical practices that are capable of installing and supporting a comprehensive EHR
should be incentivized under ARRA to do so. However, assuming that only
comprehensive EHR systems can achieve the goals of meaningful use might delay
progress or lock out other lightweight, network-enabled solutions that may achieve the
same goals in the near-term and can provide greater functionality over time. Small
practices with less technical support should be able to qualify for incentives by using
internet-enabled technologies that can help them to access and use information to help
their patients. By emphasizing rewards for actual use of information, and not the mere
purchase of specific hardware or software products, public policy can expand the
potential of existing information networks and spur innovation to reach health goals and
administrative efficiencies.

7. Consumers, patients, and their families should benefit from health IT through
improved access to personal health information without sacrificing their
privacy.' ARRA clarifies the individual’s right to request electronic copies of personal
health information from EHRs for storage by information services of the individual’s
choosing. This should be considered a form of meaningful use toward helping people
prevent illness, manage their health-related information and transactions, coordinate
care and communicate with clinicians, understand health care costs, and take better
care of loved ones.

! Markle Connecting for Health has published a broadly endorsed, comprehensive framework for enhancing
consumer access to electronic personal health information and protecting privacy. Available online at:

http://www.connectingforhealth.org/phti/index.html.

The Markle Foundation® Connecting for Health, 2009
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Health IT Provisions Under ARRA:
Four Critical Strategic Areas

The U.S. Department of Health and Human Services (HHS), working with other areas of
government, must set a strategic course for the health IT provisions of ARRA. In doing so, it
must set its sights on overarching health improvement objectives and then coordinate and
sequence the necessary activities to achieve them, including:

1. Issuing regulatory and technical guidance on the new privacy and security provisions of
ARRA. (See Section 1)

2. Establishing a definition of meaningful use that achieves the strategic objectives set
forth by ARRA. (See Section 2)

3. Establishing clear metrics for demonstrating meaningful use to achieve health
improvement goals set forth by ARRA, and fostering broad participation and adoption by
a diverse range of clinicians and practices. (See Section 3)

4. Interpreting “certified or qualified EHR technology” to mean a wide array of health IT
tools and communications technologies that fully support the goals of meaningful use,
and focusing on those technical standards and certification processes that are necessary
to achieve and demonstrate meaningful use. (See Section 4)

The Markle Foundation® Connecting for Health, 2009






Health IT Provisions Under ARRA:
Section 1: Privacy and Security Requirements

Consumers and clinicians must trust that personal data will be protected if they are to support
electronic information-sharing in ways that improve the health and care of individuals and
populations. Seen this way, policies to protect the privacy and security of an individual’s health
information are pre-requisites for meaningful use of health IT.

Strong and enforceable policies for the privacy and security of information are the foundational
requirements for everything that Markle Connecting for Health has advocated since its inception
in 2002. Our collaborative has developed a broadly endorsed and comprehensive Common
Framework with detailed policy and technology resources for electronic health information
exchanges (HIEs) and electronic personal health records (PHRs).? A critical requirement for the
successful execution of any IT effort is the co-development of information policies to protect
information with the selection of technology standards and infrastructure solutions that enforce
and implement those policies.

The ARRA provisions make clear the critical importance of coupling technology and policy
requirements. The new law enacts many of the principles and policies specified in the
Connecting for Health Common Framework that had been previously unaddressed in regulation
or federal law. HHS is charged with developing regulations and/or guidance for ARRA's new
health information privacy provisions and enhanced enforcement, including the following:

e HIPAA security and privacy rules extended to business associates of HIPAA-covered entities.
e New provisions for notification to consumers of information breaches.

e Limitations on sales of protected health information.

¢ New guidance on “minimum necessary” (i.e., the notion that no more than the necessary
information should be disclosed).

e Guidance on implementation specification to de-identify protected health information.
e Individual right to access personal information in electronic format.

e Annual guidance on the most effective technical safeguards for carrying out the HIPAA
Security Rule.

e Recommendations on technologies that protect the privacy of health information and
promote security.

e Restrictions on use of protected health information for marketing.

% See Connecting Professionals: Common Framework for Private and Secure Health Information Exchange
(http://www.connectingforhealth.org/commonframework/index.html) and Connecting Consumers: Common
Framework for Networked Personal Health Information (http://www.connectingforhealth.org/phti/index.html).

The Markle Foundation® Connecting for Health, 2009
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e Consumer access required to an accounting of disclosures of information maintained in
EHRs.

Clearly, over the course of implementation of ARRA’s health IT provisions, the regulations
and/or guidance from HHS on these new information policies should drive the functional
requirements of technology for compliance. In other words, the requirements of qualified or
certified EHR technology should, over time, include capabilities to comply with the law’s new
privacy and security provisions. These requirements must be sequenced strategically so that
they can be implemented in a timely way without creating unrealistic software upgrade and
process burdens on clinicians and hospitals.

The Markle Foundation® Connecting for Health, 2009






Health IT Provisions Under ARRA:
Section 2: What Is Meaningful Use?

PROPOSED SIMPLE DEFINITION OF MEANINGFUL USE:

Patient-Centered, Meaningful Use of Health IT:

Demonstrates that the provider makes use of, and the patient has access to,
clinically relevant electronic information about the patient to improve patient
outcomes and health status, improve the delivery of care, and control the growth
of costs.

Initial Meaningful Use Requirements (2011-2012):

Demonstrates that the provider makes use of, and the patient has access to,
clinically relevant electronic information about the patient to improve medication
management and coordination of care.

The Path Toward Early Progress Should Begin with Information That Has the
Greatest Potential to Achieve the ARRA Goals

Given current economic urgency and ARRA’s statutory deadlines, the HHS Secretary should
focus initially on encouraging the use of information that:

1.

Has the highest potential impact on health improvement and control the growth of
costs.

Can be achieved with current technologies and made available at the point of care in
standardized electronic formats in the near-term.

Includes flexible requirements that enable a broad range of providers and patients to
benefit.

Based on these criteria, we recommend an initial focus on the use of standard information types
or packages for recent medication histories, recent test results (particularly laboratory values,
and when available, imaging and pathology text reports), and care summaries. These three
classes of information hold significant potential compared with many other types of health
information for improvements in coordination of care, medication management, and reduction
in duplicative services.>*

In terms of achievability, medication history and laboratory results are among the most
electronically available, as well as among the most codified or formatted for readability by both

% Leape, L.L., et al. 1995. Systems Analysis of Adverse Druge Events. ADE Prevention Study Group. JAMA 274 (1):
35-43. Also: Kripalani, Sunil, et al. 2007. Deficits in Communication and Information Transfer Between Hospital-
Based and Primary Care Physicians: Implications for Patient Safety and Continuity of Care. JAMA 297 (8): 831-841.
* Walker, J., E. Pan, D. Johnston, J. Adler-Milstein, D. Bates, and B. Middleton. 2005. The Value Of Health Care
Information Exchange And Interoperability. Health Affairs Web Exclusive. 10.1377/hlthaff.w5.10.
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humans and machines. Standards exist for sharing this information and are in use in many
places. For example, ARRA sets a clear expectation that electronic prescribing will be a form of
meaningful use. In order to achieve health improvement goals, electronic prescribing systems
can be used to improve medication management (e.g., enable drug-interactions checking,
support evidence-based protocols, present therapeutic alternatives/most cost-effective
alternatives, reduce errors due to illegible handwriting).> There has been significant progress in
use of standards for patient information summaries for exchange during transitions in care.
(See Appendix A.) The ARRA incentives should drive higher demand at the point of care by
establishing quality-improvement goals that rely on these already-digital data types.

Similarly, early and widespread availability of these standardized, computable data formats can
accelerate use of more robust clinical quality objectives. We envision a phased-in series of
improved clinical data capture supporting more rigorous and robust quality measurement and
improvement.

Although we have proposed a much-simplified definition of meaningful use, we fully realize the
complexities of the U.S. health sector and the Medicare and Medicaid programs. It is likely that
HHS will need to create different definitions and metrics to accommodate this complexity, such
as different incentive structures for Medicare and Medicaid. Another consideration will be the
base of clinicians who have already installed EHRs (even those certified by the Certification
Commission for Healthcare Information Technology (CCHIT)) that are not yet capable of the
basic information exchanges of these three priority data types.

The HHS Office of the National Coordinator for Health Information Technology (ONC) should
direct a significant part of $2 billion in ARRA’s non-entitlement health IT funding toward laying
the groundwork to help health care practices connect securely and effectively to networks, such
as privacy-enhancing identity management protocols and directories that allow an authorized
clinician to find the location of the right patient’s records on a network. For example, HHS could
support the development of interface standards that would facilitate the exchange of
information to and from these systems so that the physicians who already have made
considerable investments are not unintentionally penalized, and are able to participate in
incentives to improve quality and care coordination.

Despite a need to accommodate exceptions such as these, HHS can send a strong signal to the
marketplace by keeping its initial focus on improvements in care coordination and medication
management, creating demand for better information and care processes to benefit large
numbers of clinicians and consumers.

° See Markle Connecting for Health letter on CMS incentives for e-prescribing. Available online at:
http://www.connectingforhealth.org/resources/20081229 cfh eprescribing_response.pdf.
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Health IT Provisions Under ARRA:
Section 3: Validation of Meaningful Use

An initial focus for meaningful use on care coordination and medication management using
laboratory results, medication histories and care summaries fits well within the criteria for
Medicare and Medicaid incentives under Sections 4101-2 of ARRA:

1.

Meaningful use of certified electronic health record (EHR) technology, including e-
prescribing.®

Connections to exchange information (e.g., laboratory, medication, or radiology data) to
improve quality of care, such as care coordination.

Reporting on clinical quality metrics determined by HHS.

The goal of validation is to establish whether a certified technology was used to achieve the
objectives of meaningful use. This is distinct from the process of certification, which relates to
system capability. In other words, processes for “certification” ask the question: “Does the
health IT system have the capability to achieve the objectives of meaningful use?” whereas
processes for “validation” ask the question: “Is the provider using the technology to achieve the
meaningful use?”

Therefore, the term “validation” refers to the processes to qualify clinicians and hospitals for
ARRA incentives based on meaningful use of IT.

The law envisions an evolving set of validation requirements to improve health care quality over
time. The approach to validating meaningful use in the three areas designated in ARRA should:

Allow for a broad range of providers to participate through a variety of
mechanisms. A range of metrics and validation mechanisms will be needed to enable a
wide diversity of providers in different practice settings and with varying systems —
including primary care providers, specialists and hospitals — to demonstrate meaningful
use.

Clear and achievable. The metrics and the approach used to validate them should be
clear and goal-oriented, and be achievable whenever possible through automatic
reporting from electronic systems to avoid creating additional unnecessary reporting
burden for clinicians.

Motivate information use to improve health, but not over-specify how to get
there. The metrics should not focus on specific features and functions of technology or
software, but rather on the use of information to innovate care processes that improve
care coordination and medication management.

Stimulate market innovation and “information rich” health IT adoption and
use. The approach to meaningful use can motivate market innovation for the

® Fischer, M. A., C. Vogeli, M. Stedman, T. Ferris, M. Brookhart, and J. Weissman. 2008. Effect of Electronic
Prescribing With Formulary Decision Support on Medication Use and Cost. Archives of Internal Medicine 168
(22):2433-2439.
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development of increasingly usable, useful, and scalable technology approaches that can
be used to achieve and demonstrate health improvement goals. Innovation toward
high—value, more-affordable options is critical in the small-practice market, where
adoption has been the slowest, costs for IT remain high,” and IT support is most
lacking.

e Consider ways to discourage fraud. Early in the processes for validating meaningful
use, HHS should announce efforts to detect inappropriate requests for incentive
payments. For example, HHS could announce that a certain number of audits will be
performed.

ARRA contemplates several mechanisms for validating meaningful use, including through
attestations, submissions of claims with appropriate coding, survey responses, and other means
specified by HHS.

One of the key objectives of the new HIT Policy Committee will be to help HHS set strategies
for meaningful use metrics that become more stringent over time. This, in turn, will require
additional standards and certification requirements that also tighten over time. This pathway
must be well-defined early in the ARRA implementation process.

" Avalere Health LLC. 2009. New Stimulus Incentives Raise Serious Health Information Technology Implementation
Concerns, Accessed on April 21, 2009 at the following URL:
http://www.avalerehealth.net/wm/show.php?c=1&id=808.
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Health IT Provisions Under ARRA:

Section 4: What Is a ‘Certified or Qualified’ Technology?
Do We Have the Standards to Achieve an Initial Set of Health
Improvement Objectives?

What Is the Role of Certification?

In recent years, much of the debate around health IT has focused on existing electronic health
record (EHR) software or ambitions for regional health information exchanges (HIEs). However,
such systems are not the only way to achieve the objectives of meaningful use. The definition
of “certified or qualified EHR technology” should not be narrowly construed within these
contexts.

A broader view of IT would seed innovation® rather than lock in adoption of technology based
on what is available today. Health information services and technologies need to innovate and
evolve rapidly, as other sectors have transformed themselves by embracing and building upon
the internet.

The needs of a large, integrated delivery network will differ greatly from those of small
ambulatory practices. More complex, comprehensive EHR systems must be able to co-exist
alongside just-the-basics health IT systems, personal health records (PHRs), and other internet-
enabled technologies and networks, all of which could meet an initial set of requirements for
secure transport of a core set of standard data types.

Medical practices and hospitals ready to install, support, and manage more complex EHR
systems should do so and receive ARRA incentives for it. However, ARRA must also be an
opportunity for smaller practices — which still account for the bulk of outpatient doctor visits in
the United States’ — to benefit from market innovation, Web-enabled tools, and lighter-weight
approaches that can be demonstrated to improve health and health care outcomes.

For example, ancillary providers, health plans, national laboratories and pharmacy networks
each may collect encounter, medication, laboratory result and registration data. Internet-
enabled technologies that can connect to these sources and feed and manage this information
securely on behalf of providers and patients should be encouraged so long as they achieve the
objectives of meaningful use. There should be opportunities for these kinds of solutions to be
made available or supported by the Regional Extension Centers enacted by the law, or by other
community resources, new market innovations, or other secure, internet-enabled services.

The approaches to standards and certification described below do not take as a starting point
everything documented to date by the HITSP standards-harmonization body, the CCHIT

& Mandl, K.D., and I. Kohane. 2009. No Small Change for the Health Information Economy. The New England Journal
of Medicine 360:1278-1281.

° Table 2 of the 2006 National Ambulatory Medical Care Survey says that in 2006, 76 percent of outpatient doctor
visits occurred in practices of 5 or fewer physicians, and 92 percent of outpatient doctor visits occurred in practices of
10 or fewer physicians. Accessed on April 21, 2009, at the following URL:
http://www.cdc.gov/nchs/data/nhsr/nhsr003.pdf.
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certification body, or the AHIC/NeHC.'® The enactment of ARRA creates new requirements and
urgency that could not have been foreseen by these bodies. However, it is likely that particular
aspects of work by these bodies can be leveraged or adapted to support the goals of
“meaningful use” and “qualified or certified EHR technology.”

Shortly before President Obama appointed him as national coordinator for health information
technology, David Blumenthal, MD, MPP, wrote that some currently certified EHRs “are neither
user-friendly nor designed to meet [ARRA’s] ambitious goal of improving quality and efficiency
in the health care system.”

To support meaningful use, HHS should endorse a simple specification for a minimal set of open
technical standards for secure transport as well as a core set of data types. By creating an
obvious and achievable starting place, HHS will enable many options for clinicians and
consumers to retrieve and use information to accomplish the meaningful use objectives.

The standards that need to be defined to arrive at a simple but workable basis for meaningful
use fall into three broad categories. The first is transport, a set of standards for the secure
communication of the data itself. The second is packaging, a set of message headers for
packaging health information messages that pass from sender to receiver. The third is the
content itself, the standards defining the description of the health information itself.

1. The transport or communication layer: Focus on basic standards and
protocols for secure communication. HHS should endorse a simple specification for
a set of open standards necessary for secure transport of data, and for defining
interfaces between applications exchanging this data over the internet.'? In addition,
HHS and other entities will have to define standard naming conventions and technical
specifications for the use of these services by all participants in the system, in order to
simplify the exchange of messages.

2. The packaging layer (sometimes called the message envelope): Encourage
standards for packaging of health information messages. In addition to data
standards needed to transport data over the network, there is also a need for standard
descriptive data for the information contained in such messages, explaining what kind of
data is contained in the message, and describing the time and source of its
transmission. (See “package” section of table in Appendix A.) There is high potential

19 HITSP stands for the Healthcare Information Technology Standards Panel. CCHIT stands for the Certification
Commission for Healthcare Information Technology. AHIC stands for the American Health Information Community,
which has been succeeded by the National eHealth Collaborative (NeHC).

1 Blumenthal, D. 2009. Stimulating the Adoption of Health Information Technology. The New England Journal of
Medicine 0: NEJMp0901592. http://content.nejm.org/cgi/content/full/NEJMp0901592 (accessed April 3 2009).

12 A minimal set of standards that can transport any data format, present or future, between any two applications,
from the simplest Web-based server to the most complex hospital IT system, is necessary to keep data flowing even
as new standards appear, and new applications are created. These standards should be clear and discrete: the
standards for secure transport of material between authorized health care entities should be insensitive to the
applications any given site chooses to implement. Any given application should be able to consume and produce data
in a standardized format, without knowing what other applications will make use of that data, now or in the future.
Similarly, the transport of health data must be separated from its eventual use — the network must be able to pass
any data unmolested among authorized users, so that individual institutions can create and evolve new data formats
without having to change the underlying network.
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value for HHS to explore standard packages, expressed as XML,13 for describing priority
data types, such as care summaries, laboratory results, and medication lists.

3. The content layer: Raise the bar for data standards (i.e., the health
information content itself) over time. It is important that the proposed work of
2009-2012 be achievable in this short timeframe. For that reason, the required content
standards should be the simplest and most available at launch, focusing on priority
information types. Over time, the bar should be gradually raised for increasing numbers
of data types, expressed in increasing degrees of specificity, based on pockets of early
adoption. Even as standards become more robust and detailed, there will always be lag
times for implementation, and there will never be a time when health networking is
“finished.” There will be need for increased specification as well as innovation for the
foreseeable future. Where no widely adopted open content standards exist, or where
non-standard data is being transmitted, the messages should still be packaged with
headers describing the nature of the contents, allowing for unstructured, semi-
structured, and fully structured data to travel in the same information streams. The
more that ARRA incentives motivate information sharing and use, the more likely that
these content-packaging standards will tighten over time with adoption and use.

It is essential that HHS and the other bodies responsible for specifying those
standards keep these transport standards separate from data standards, and
separate from application functions. The approach must make independent the
standards for sharing any basic information securely over the internet (i.e., the transport
layer) from the standards that define how to express the specific data being shared (i.e.,
the packaging and content layers). Similarly, standards for packaging and describing the
data should not make assumptions about how the data are to be routed over the network,
nor about the functions of receiving applications.

By way of analogy, the Postal Service delivers mail without reading the contents, and
without the sender or the Postal Service knowing what kind of mailbox the receiver has. The
well-understood standards for sharing information securely over the internet are Hypertext
Transfer Protocol Secure (HTTPS) for transport, using Secure Socket Layer (SSL) or
Transport Security (TLS) to ensure that the data are encrypted in transit, and the formats
for the medical data to be transported should start with a small core of working and
application-insensitive standards, and expand over time, as described below. Of the entire
stack of standards, the transport standards must be the most completely defined,
aggressively enforced, and durable. This is because participants in a network who are not

3 In order to electronically organize patient data and communicate it across a network, "XML packages" have been
developed and deployed. At its most basic level, an XML (extensible markup language) package is simply a file that
contains a set of structured data categories (e.g. patient demographics, medications, test results, allergies,
conditions, etc.) in a hierarchical format. This hierarchy allows for the expression of “parent-child relationships” within
data in a given category. For example, a “medications” section of an XML package may contain the entry,
"Amoxicillin 500 MG," with related “child” data such as date/time stamp, information about the clinician who
prescribed the medication, etc.

Using an XML package does not necessarily mean that the data within the package will be coded in a machine-
readable way. For example, “317616” is code for "Amoxicillin 500 MG" in medication vocabulary called RxNorm.
Such computer codes make data “computable,” which enables more advanced decision support such as drug-
interactions checking. Standard XML packages may carry such computer codes, but in practice they often carry data
in text format only.
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using the same basic communication (i.e., transport) standards will not be able to exchange
any information, no matter how similar their use of other data standards may be.

Effective Standards Are in Use and Can Be Specified to Achieve the
Meaningful Use Criteria

1. There is already a stack of standards in use for expressing the content of
laboratory results and medication data, including medication history lookup in the
context of e-prescriptions. (See table in Appendix A for more information.) Given the
heterogeneity of the health sector, the government’s approach should be to specify the
use of minimal but necessary standards. The computability of these standards, which is
to say their expression in terms that both humans and computers can understand, will
also open the door to innovation on novel uses of this data, from decision support to
visualization to rapid composite analysis for research, quality, and public health.

2. Progress under ARRA should not be tied to "harmonization” of these content
standards. Nor should the definition of meaningful use or certified systems be tied to
complex use cases.* Open content standards for medications and lab results are already
in use.

3. The specifications and protocols for these standards can and should be
tested, and over time be made more specific based on real-world use. ARRA
establishes a role for the National Institute of Standards and Technology (NIST) to pilot
test standards and help drive evolution of the implementation specifications and
protocols toward greater and greater specificity over time as user adoption grows.

The Need for Certification Should Be Geared Toward the Objectives of
Meaningful Use, and Not From Assumed or Existing Software Features

To protect taxpayers and clinicians against fraud or faulty products, there must be mechanisms
to certify systems for capabilities to achieve meaningful use. The law is clear that incentives
should not reward or pay for trivial displays of technology. There also must be mechanisms
(including, but not limited to, certification) to ensure that systems and organizations comply
with laws and regulations on information privacy and security. However, certification by itself is
not sufficient to ensure compliance with privacy policies. Examples of other policy enforcement
mechanisms may include strengthened enforcement of existing laws or new statutes (state or
federal), procurement requirements and legal contracts, self-attestation with third-party
validation, consumer or customer-ratings, enforcement of consumer-protection laws, etc.

14 Use cases run the risk of focusing on narrow circumstances, pre-supposing what problems are to be solved, and
presuming a group of users more homogenous than those represented in the real (and messy) world that is our
health care system. The problems common to a large swath of health care practitioners are better solved by
removing barriers and creating incentives for secure sharing and meaningful use of information that can improve
health care, starting with those standard data types already in wide use today.
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Despite these needs, it is important to recognize that the government’s approach to defining
the terms “qualified” or “certified” can either help or hurt our ability to achieve the objectives of
ARRA.

As with standards, we recommend a minimally necessary approach to certification of
interoperability. This paper emphasizes that ARRA incentives should neither require nor reward
the mere purchase of specific applications based solely on their features or functions. Rather,
the incentives should reward the capability for the system to enable a user to achieve and
demonstrate meaningful use and to securely share priority information, with expectations of
data completeness and quality rising over time. The solution for certification should also follow
this logic.

We therefore recommend that HHS' initial approach to interoperability certification take the
following steps:

1. Certification for interoperability: One key thrust of certification under ARRA should
be to determine whether a system can share information to achieve meaningful
use objectives, i.e., whether it can receive and send the priority classes of information,
in standardized formats and using standard protocols for secure transport.

2. Developing criteria for meaningful use, privacy, and security:

a. The requirements for “qualified or certified” technology should have the
capabilities to allow a provider to achieve meaningful use, however defined by
HHS. That is to say, “certified or qualified” technology should embed capabilities
to achieve, measure, and report the meaningful use metrics without requiring
undue extra work for the practice to show it merits health IT incentives under
ARRA.

b. For a technology to be qualified or certified, it also should meet the technical
aspects of privacy and security requirements under HIPAA and ARRA (e.g., audit
trails, data security, authentication of patients and providers).

c. Processes for development of certification criteria must be open to public
comment, and no single stakeholder group should be able to dominate the
proceedings.

3. Testing criteria and network interfaces: In order for a system to be certified, it
would have to pass a testing regimen for the transport and security protocols, as well as
the minimum protocols (patient identity management, location of patient records,
authentication of system users, etc.) for interfacing to laboratory and medication data.
These protocols are definable today, require no new standards or harmonization, and
could be validated using Web-enabled testing environments.

4. Pluralistic approach to applications: This certification testing step should be open to

a broad range of applications (e.g., EHRs, PHRs, HIEs, e-prescribing, Web-browser-
based applications, etc.) that are capable of achieving the goals of meaningful use.
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5. Pluralistic approach to certification testing: The method must be market-ready,
low-cost, and nimble so that certification itself does not become a vehicle, intentionally
or unintentionally, for unduly slowing innovation. As with the issuing of domain names
or SSL Certificates for the Web, a single set of clear criteria for certification, could be
clearly defined and then administered by multiple entities.

The government should publish minimum certification and testing criteria, and then
identify any entities qualified to test and certify products meet the criteria. NIST or
another appropriate agency could set the core criteria for certification of meaningful use
functionality, and allow multiple entities, both public and private, to do the actual
certification testing. So long as these testing services all work on the same definition,
these entities can then compete on their ability to provide value-added services above
the minimum requirements. Once the certification protocols are defined, the door should
be left open to a plurality of private certification organizations, including ones like
CCHIT, to compete for public and private sector business, as there are now for other IT
products and services.
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Appendix A:

Purpose Available ‘Good Enough’ Standard(s)*
Transport
Enable server to server security | SSL, TLS
Enable secure file transport HTTPS**
Codify Content

Codify diagnostic tests

LOINC, CPT4, Snomed CT

Codify medications®

RxNorm (or RxTerm), NDC

Package

Create a clinical summary data
package (XML)

CDA CCD, CCR standard

Create an e-prescribing data
package (XML)

NCPDP SCRIPT

Create a lab data package

HL7 v2 (XML serialized version preferred when feasible, but delimited
data acceptable)

Create an administrative data X12
package

Images
Facilitate image interoperability | DICOM?

between medical imaging
systems

*In several cases, the HIT Standards Committee will need to recommend specific versions of standards. Mappings
between vocabularies (e.g. CPT4 €<= Snomed CT), although never perfect, can be accomplished via efforts such as
the Unified Medical Language System (UMLS), or via proprietary solutions. It is assumed that these standards will
continue to evolve and adapt. Most of the standards listed here have implementation guides (e.g., NCPDP SCRIPT).

** Specification of transport and security standards will need to be accompanied by definitions of network interfaces,
specified as uniform resource locators (URLs) and the way of methods or processes that can be invoked at these
network interfaces. This degree of specification will be required if any two participants in the system are to be able to
work together without requiring advance coordination for each potential pair of communicating entities (which would
create impossible complexity as the network grows large).

Notes:
'Medication notes:

= NDC includes prescription medications only; RxNorm includes OTC medications.
= RxNorm allows for varying hierarchical representations of medication data (from name to name, strength and

form).

=  Pharmacists have greater use for the non-clinical information within an NDC code than other clinicians: e.g.
packaging type/size, manufacturer, etc.

=  The medication SIG (i.e., doctor’s instructions for taking the medication and other data) is not covered here, but
needs to be part of a retail medication feed in order for doctors, pharmacists and patients to maximally benefit
from medication information. The NCPDP Structured and Codified SIG Standard is being piloted.

%Because DICOM (Digital Imaging and Communications in Medicine) is both a communication and content standard,

‘images’ have been categorized separately.
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Testimony on the Meaningful Use of Health Information Technology
Before The HHS National Committee on Vital and Health Statistics

By
Douglas Reding MD, MPH, FACP
Marshfield Clinic
April 30, 2009

This testimony is presented on behalf of the physicians and staff of Marshfield Clinic, who thank you for conducting this hearing to help define and
clarify the term “Meaningful Use” in the American Recovery and Re-invention Act (ARRA). We appreciate your concern regarding the appropriate
functional criteria for “meaningful use” of health information technology (HIT), and how it will support improvements in the quality, efficiency and
safety of health care. We believe that HIT has the potential to revolutionize health care and provide the necessary decision support to incorporate
evidence-based decision making into clinical care processes. We recognize, however, that there is a large public and clinical education gap that
must be bridged for both patients and providers to make full use of HIT resources.

The conference report of the ARRA statute describes “meaningful use” as 1) the use of certified EHR technology; 2) including electronic prescribing;
3) conforming to laws and standards governing the exchange of health information to improve quality and care coordination; and 4) the eligible
professional submits information on clinical quality measures. As a vendor of HIT we believe that HIT products should facilitate meeting the
Institute of Medicine’s aims for health care delivery assuring that care is safe, timely, efficient, effective, patient centric and equitable.

After nearly 40 years of IT development work and expenses equal to three to four percent of its annual budget Marshfield Clinic has completely
converted to an electronic record format and is paperless in all of its 45 facilities. Marshfield Clinic invested in the technology because we firmly
believe that the pace of scientific discovery, the pressure for increased productivity, and the intellectual demands of practicing medicine vastly
exceed any individual's capacity to timely process all of the pertinent clinical information about a patient. Not making this IT investment would
compromise patient safety and high quality care. Through participation in the CMS Physician Group Practice Demonstration, we have shown that our
electronic health record and the associated databases empower our physicians and their staff to improve patient care outcomes and reduce costs to
the Medicare program.

Health information technology has the potential to significantly increase clinical care efficiency by reducing costs and increasing value (defined as
quality divided by cost). To the extent that a provider can manage what he/she can measure, meaningful HIT must enable performance
measurement and the improvement of patient care outcomes. In many, but not all avenues, improvement in patient care also leads to efficiencies
and savings, primarily through reductions in hospitalizations, readmissions and the utilization of intensive services.

Marshfield Clinic has long used information systems to facilitate care process redesign for patients with chronic illnesses. As the Congressional
Budget Office and the Office of Management and Budget have recently shown, 85 percent of Medicare expenditures are concentrated among 25
percent of beneficiaries. According to CMS, this population is predominantly individuals who have four or more chronic conditions. We recommend
that the appropriate functional criteria for “meaningful use” of health information technology initially promote rapid assimilation of the skill sets that
are associated with the management of chronic disease.

There are other appropriate functional criteria for “meaningful use” of HIT. Measures of patient and physician satisfaction can guide the
implementation of meaningful innovations. Marshfield Clinic is unusual in that is has developed its own electronic health record and ancillary
reporting systems over the last 30 years. Called CattailsMD, it was the first internally-developed system to gain Certification Commission for
Healthcare Information Technology (CCHIT) certification. With CCHIT certification, CattailsMD more easily complies with data transfer guidelines,
patient requests for their individual patient health information and second opinions.

Marshfield Clinic’s experience with recent HIT innovations may be instructive: Beginning in 2003, Marshfield Clinic deployed portable wireless tablet
computers that led to a chartless medical environment by the end of 2007. All physicians and their support staff now use the tablet computers,
which are linked to the Clinic’s electronic health record. With wireless computers, providers can instantly access confidential medical history,
radiology reports and images, test results and expert opinions. They can take notes, enter orders and write prescriptions electronically. Our
physicians say that their practices are much more organized and efficient with the use of the tablet computers, bringing to the exam room what
previously was only available at the desktop.

The innovations have enabled our physicians to spend more time with their patients. When a provider can take the time to educate patients about
diseases, risk factors and recommendations to improve their health, patients are more likely to comply. Providers can instantly print out patient
educational materials rather than leaving the exam room to search for information. The ability to quickly retrieve information clearly improves the
quality of the patient visit.

To further enhance the quality of care, Marshfield Clinic developed a comprehensive package of initiatives. HIT was leveraged to redesign care for
chronically ill patients by identifying improvement opportunities, collecting needed information at the point of care, and reporting performance back
to physicians.

For example, our PreServ (Preventive Services) System is able to alert physicians when preventative services are due for a patient during a primary
care visit. The EMR generates a PreServ list on the dashboard of each electronic patient record. This box compares the patient's clinical profile with
evidence-based clinical practice guidelines formed from a number of sources, including the ADA, and input from endocrinologists at Marshfield. It
highlights (in red) gaps in care related to preventive services, immunizations, routine screening, and diabetes care needs. Eventually, this
functionality will be expanded to manage additional diseases. The system prompts the physician to provide or schedule needed preventive services





during the patient visit. In contrast to disease-specific programs and care registries, this list allows physicians to proactively plan and coordinate
needed preventive care, screening, treatment, monitoring, and education across a spectrum of diseases for each individual patient.

Our EHR also includes an Intervention List which shows our providers a list of their patients with chronic conditions who are not meeting quality
measures. This list allows providers and staff to intervene and address any issues that indicate a health care concern. For example, quality
measures for patients with diabetes include annual eye and foot exams and blood tests to see if hemoglobin Alc is at goal. High-risk patients with
serious gaps in care (such as diabetes patients who have not made appointments for annual eye or foot examinations and whose hemoglobin Alc
level is above goal) top the list. Physicians and staff use this list to provide or schedule needed patient care immediately. Physicians receive reports
showing selected quality measures, such as the percentage of foot exams performed with diabetes patients. Since starting to measure and report
these key quality areas, we have seen increases in percentage of patients who meet goals. These goals are specified by several public reporting
organizations and efforts such as the CMS demonstration project for chronic diseases such hypertension, diabetes, heart failure, and coronary artery
disease.

Marshfield Clinic has also implemented electronic prescribing to enhance safety. Physicians use tablet PCs for electronic prescribing, with
prescriptions printed by computer, thus reducing the potential for medication errors.

We have implemented a 24-hour NurseLine telephone service. Clinic nurses listen to the patient’s concerns, refer to the EHR for background data
and care plan, offer advice and triage patients for physician appointments using physician-approved guidelines. An automated e-mail system
notifies physicians whose patients have called the NurseLine and provides a hyperlink to the patient's medical record.

The Clinic is also utilizing the system to facilitate ongoing quality improvement efforts, such as continuing medical education, online provision of care
guidelines, feedback and education by quality improvement medical directors and clinical nurse specialists, and sharing of comparative data on
performance and best practices. The EHR facilitates many of these efforts by allowing physicians to collect data on quality thereby providing timely,
actionable feedback on individual performance.

Marshfield Clinic has also developed additional reporting mechanisms to identify patients at risk of hospitalization (for example, heart failure
patients) who qualify to be added to the disease management program. Once a patient is identified through criteria-driven data-mining, care
management staff review the patient’s health record and determine if the patient meets criteria to be added to the disease management system.
This system provides a worklist and documentation capabilities for the clinical staff to monitor at-risk patient populations, and refer patients to a
physician if required.

Summary

A robust HIT system enhances physicians’ ability to take care of populations of patients without losing sight of the individual needs of patients. This
is why it is vital to adopt a policy and standards to ensure electronic health record systems are meaningfully usable for physicians and patients.
These systems will be the foundation for essential improvements in quality and access to care, progress toward evidence-based medicine and value-
based purchasing.

In considering whether a system is meaningfully usable, we encourage you to ask the following: In caring for patients, is the system used for the
majority of care activities or only a small subset of activities? Is the system used at the point of care or is data entered after the fact in the
background? Does real-time alerting actually affect the process of care? Is the system integrated into the process of care or simply a bolt on
documentation tool? Is communication among providers done electronically through the electronic health record, or are providers forced to go
outside of the electronic health record to coordinate care? Although it may be relatively simple to select criteria that are easy to measure when
defining meaningful use, the criteria may not be meaningful to the patient. For this reason, Marshfield Clinic would consider use meaningful only
after considering the questions noted above.

Another vital link to consider is between EHR'’s and health information exchange. EHR’s must have the ability to interoperate with other systems in
order to improve overall population health. It is important, however, to keep in mind that change in a culture of autonomy takes time. The use of
an electronic health record is necessary but not sufficient to affect change.

Considering the rapid expansion of new medical knowledge occurring today, it might be reasonable to expect continuing variability in care. The
accelerating growth in new medical knowledge, coupled with the birth of new sciences, such as genomics and personalized medicine, suggests that
physicians, nurses, and other health care professionals will invariably continue to fall further behind in their ability to keep up with the latest
discoveries and approved treatments. As information technology has sparked this explosive growth in knowledge, only information technology can
provide an adequate response. By using evidence-based knowledge embedded in clinical decision support deployed within a well-designed
workflow, physicians can manage the ever changing and growing knowledge base critical to the delivery of effective and efficient healthcare.

Health IT on a broad basis is in its infancy and is expensive, perhaps cost-prohibitive for small practices. Physicians and providers are expected to
fund and maintain the infrastructure of systems that utilize population-based information to improve patient health. There is a very small return on
the investment in HIT to the physician, which is a return in efficiency and time. The significant benefits accrue to the patient and the payor,
whether it be employers or the government. Health care organizations have not developed IT to its full potential. Start up costs will always be
high, but the potential for improved patient outcomes and reduced costs far outweigh the initial investment. We need to maintain focus on looking
at what can be achieved in the future through EHR implementation. For this reason, when defining meaningful use, we encourage you to leverage
existing experience of organizations like Marshfield Clinic and others that have developed an electronic health record already meaningfully usable for
physicians, with proven outcomes in quality care for patients.
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As the largest healthcare information technology (IT) company in the world, McKesson is
actively engaged in the transformation of healthcare from a system burdened by paper to one
empowered by interoperable electronic solutions that improve patient safety, reduce the cost and
variability of care and improve healthcare efficiency. We are pleased to be a technology partner
to a broad base of hospitals, physicians and other providers, many of which are actively
implementing a range of health IT systems, including electronic health records (EHRs). The
experience of providers offers valuable insights for policymakers who are charged with defining
“meaningful use”. Over the last few weeks McKesson has convened a series of forums with
hospital and medical group CEOs to gather recommendations on defining “meaningful use”.
These recommendations are summarized below:

To make progress, we need clarity

Providers’ uncertainty as to the requirements for demonstrating “meaningful use” and the
certification standards that will be acceptable has inhibited their willingness to make investments
in new technologies and systems. Expedited decisions on the definition of “meaningful use” are
needed to avoid bringing EHR implementation efforts to a standstill.

Policymakers should issue interim final regulations by September to define “meaningful use” and
publicly state their plan to use already approved Healthcare Information Technology Standards
Panel (HITSP) standards and Certification Commission for Healthcare Information Technology
(CCHIT) certification criteria as a base for future certification criteria and interoperability
standards. These expedited steps will reassure the market, enable vendor compliance and
stimulate provider investments.

Requirements should be achievable, scalable and focused on patient safety

Individual organizations’ priorities and available resources vary, and some requirements may be
more realistic for larger provider organizations than smaller ones. Furthermore, the timeline for
purchasing and installing a certified EHR can vary depending on provider size and the complexity
of the institution’s existing systems. The reach of initial requirements set forth in regulation
should reflect this operational reality to help ensure broad success by all.

Policymakers should establish standards for “meaningful use” that will encourage early adoption
of high-reward strategies. Focusing on criteria with demonstrable impact on clinical utility,
physician efficiency and patient safety will provide a solid foundation for subsequent investment
and deployment of more sophisticated applications.

Early adoption successes foster provider commitment

Short-term success is critically important to sustaining the commitment necessary to achieve the
long-term vision of interoperable exchange of clinical data. To drive this commitment, the initial
“meaningful use” threshold should focus on high-value, high-return and high-visibility functions
or applications. Hospital emergency departments offer one such opportunity. Our experience
suggests that rolling out an EHR in the emergency department can yield a measurable outcome
and demonstrate the value of “meaningful use” by saving lives and eliminating unintended
duplicative steps by focusing on medications, allergies and lab functions of the EHR.

While complete and interoperable exchange of discrete patient information is the ideal, it is
important to acknowledge that even the ability to simply view this information in emergency
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departments would go a long way toward improving patient safety. The threshold could be raised
over time to explicitly require providers to use EHRs to collect, store, send, receive and view a
broader set of patient information in standard formats, including patient demographics, diagnosis,
allergies, medications, procedure history and results.

Build on existing technology standards and certification criteria

Prior to the current economic downturn, many providers struggled to find room in budgets for
healthcare IT investment. The need to invest in new healthcare IT systems competes with other
necessary and often critical capital investments, such as updating aging physical plants. This
challenge is further complicated by fears that currently certified technologies may not qualify
under the forthcoming certification criteria. We urge policymakers to provide assurances by
summer 2009 that certification criteria will build on existing standards, and that once certified,
these technologies will continue to be recognized for the purpose of EHR incentive payments.

Government agencies should enhance their own capability and align conflicting
requirements

In some cases, federal and state government agencies must revise their rules and internal
processes as appropriate to enable greater use of healthcare 1T and facilitate more information
exchange. These revisions are critical to achieve the long-term vision and full potential of an
interoperable healthcare system. An achievable definition for “meaningful use” should take into
account these practical realities. We encourage NCVHS to work with other agencies, including
the Drug Enforcement Agency, state and local public health departments, and federal and state-
funded community health centers, to foster coordination of rules and internal processes.

Privacy requirements must balance patient confidentiality with patient safety

Finally, although privacy requirements are not explicitly included in the definition of “meaningful
use,” we encourage NCVHS to ensure that the definition acknowledges the new responsibilities
providers will face as they use electronic records. The definition of “meaningful use” should
support their efforts to balance the need to protect patient privacy with the charge to support
meaningful information exchange.

The more complex disclosure requirements and expansive privacy restrictions in the Health
Information Technology for Economic and Clinical Health Act (HITECH) are likely to increase
concerns about legal liability and could slow efforts to implement health information exchange.
Policymakers should ensure requirements adequately address privacy concerns without
inadvertently hampering the broader safety, quality and efficiency objectives with burdensome
security provisions.
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April 30, 2009

Written Testimony for NCVHS Hearing on “Meaningful Use”

| am writing to provide our written testimony on Meaningful Use of Certified EHR
Technology, in conjunction with the meeting of the Executive Subcommittee on
April 28-29, 2009. Quest Diagnostics Incorporated is a significant provider of
diagnostic testing, information and services in the United States and a very
strong supporter of the goals and objectives of this initiative.

The American Recovery and Reinvestment Act of 2009 (HR1) provides financial
incentives for physicians to adopt certified EHR Technology and demonstrate
meaningful use of that technology. The recent meeting of the Executive
Subcommittee reflected sound advice about how to foster increased adoption by
utilization of an incremental approach. Set forth below are specific observations
and recommendations based on our experience in working with more than
300,000 physicians and 3,000 hospital organizations utilizing our laboratory
services and information technology solutions.

Our views are founded on our experience as a technology solution provider that
has achieved widespread adoption and utilization of our interoperable Software
as a Service (SaaS)-based Care360 Physician Portal solution and second,
through our experience certifying interfaces with over 100 Physician Office
solutions or EHRs with our laboratory transaction set through our electronic Hub
Services.

From a clinical perspective, our interoperable physician portal solution includes
longitudinal laboratory history and is a SureScripts certified solution for
medication history and formulary information. These two critical data sets are
integrated at the data base level, allowing physicians to make appropriate
decisions concerning medication therapy including, but not limited to,
pharmacogenomic insights, efficacy, appropriate dosing and alerts to ensure
patient safety. This system also allows physicians the ability to share vital patient
information on a peer-to-peer basis, including clinical decision support tools that
enable adherence to evidence-based guidelines. The ability to address public
safety issues and perform data analytics is dependent on the aggregation of
timely and relevant patient information and the use of generally accepted
informatics and modeling methodologies.

Our national network of approximately 70,000 offices consists principally of
primary care physicians in smaller practices. Our results in securing 90%+ daily
utilization of this system is a reflection of a comprehensive understanding of
individual office workflows and providing frequent and customized training to all
relevant end users. Adoption and utilization of ambulatory solutions are





fundamentally dependent on extensive training and support, appropriate
workflow design and pertinent financial benefits.

In addition to the data, tools and utilization observations set forth above, we
would concur with the June 2008 New England Journal of Medicine study
regarding the most useful EHR functionalities as defined by more than 2,500
physicians. This study would suggest that there are very specific types of data
and system capabilities that would provide the greatest likelihood of EHR
adoption and utilization. These functional capabilities, when combined with
clinical decision support tools, would provide the greatest potential to improve
quality, increase safety and manage health care costs. Accordingly, we are very
supportive of the findings of that study and believe these criteria should be given
strong consideration in any final recommendations as to the meaningful use
concept.

ARRA has established the elements of the foundation needed to drive EHR
adoption through meaningful use. Defining a qualified EHR to include concepts
of clinical decision support, physician order entry, quality reporting, and access to
community health information is a fundamental change from simply offering
“certified technology.” We welcome the attention and focus on driving the
relevant interoperability needed to achieve the necessary value equation to
achieve our broader healthcare objectives. We look forward to participating and
contributing in upcoming forums or subcommittees as this process moves
forward.
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3311 Toledo Rd., Room 2402, Hyattsville, MD 20782

Re: National Committee on Vital and Health Statistics, Executive Subcommittee hearings - April 28-29, 2009

Dear Secretary Greenberg,

Thank you for the opportunity to submit this written testimony for the subcommittee’s consideration. We would first point out our ability to
help you determine the impact on EMR developers of any ‘meaningful use’ criteria set.

Medical Strategic Planning (MSP) would like to inform the subcommittee of its extensive data on EMR system functionality. In cooperation
with Bill Andrew, MSP has conducted EMR system functionality benchmarks since 1994, the most recent (13" jteration of which was
participated in by 104 EMR developers and netted over 220,000 assertions about their products functionality, including various quality
measures, [OM, HL7, HIPAA and other standards to mention but a few of the 2,200 attributes per EMR developer catalogued.

We also would inform the subcommittee of more limited information we have cataloged on 43 EMR developers on our MSP EHR Selector™,
a web-based resource we develop and enhance in collaborate with Dr. Caroline Samuels, M.D. The EMR Selector is available to partners
including members of HIMSS, MGMA, ACC, ACP, AGA, AHQA and other CIOs, EMR consultants and individual physicians. It has data
on 400 functional characteristics for each of these 43 vendors and is currently being expanded.

These two databases form a rich repository of EMR functionality against which candidate “meaningful use” (MU) criteria can be evaluated to
determine how various MU criteria would include or exclude various EMR developers’ ability to comply and remain in the U.S. EMR
market; for the criteria you set will become a bar that must be passed to remain a viable competitor. If that bar is set too high, the ARRA will
be anything but revival for EMR workers in these firms. Of course, until the specific MU functional requirements are known, we can’t
determine whether or not they are available in either of our two databases.

If the committee was willing to work with us proactively on a confidential basis, we could model the impact of various criteria (if they already
exist in the databases) or include them as ‘candidate’ meaningful use criteria in updates to the MSP EHR Selector, for the purpose of
collecting this information from our participating 43 vendors or simply run an analysis if the criteria are already included. Responses from
our EMR developers currently on the EHR Selector website is generally quick, and the developers there represent over 75% of all active EMR
licenses in the U.S. physician office space. Perhaps this could expedite your analysis phase.

If you need a broader sample, we have more EMR developers participating in our annual EMR Benchmarks than belong to the HIMSS
EHRVA, and they include EMR developers that specialize in the smaller medical specialties that have not yet adopted EMRs. That is why
MSP could deliver a better response than other organizations such as the HIMSS EHRVA group, which is clearly biased to the larger
healthcare I.T. companies.

We could also include ‘candidate meaningful use’ criteria in our 2009 MSP/Andrew EMR Benchmark, now being prepared. It will launch
this summer, but takes vendors about 5 weeks to complete, so it might not be done in time for your deadlines. The advantage however is that
it would draw responses from a broader cross-section of vendors. In total, 104 EMR developers responded to the last benchmark out of the
161 EMR companies MSP invited. The 2009 benchmark will invite 230 EMR developers, so it is possible that participation might increase,
yielding more data for your use. We would be happy to work with the subcommittee to determine what possible criteria could be included.
In order to get a better response, we could make EMR developers aware the information was being collected for the subcommittee.

Second, regarding requirements for ‘meaningful use’, we offer the following perspective. Meaningful use for whom? We believe that
question is paramount. We suggest that the ‘who’ is physicians first, and patients second, and other EMR stakeholders third. Four years ago
Dr. Brailer cited data indicating that 50% of EMRs deployed ultimately failed to meet the user’s expectations. More recent work by the MRI
indicated the number was now 20%. Studies recently published indicated the primary reasons for failure were: difficulty using EMRs and
slow downs in office workflow after they were deployed. We think therefore that all ‘meaningful use’ criteria must be evaluated against the
impact they will have on physicians, and how they conduct daily office workflow. In many ways, that is NOT in conflict with the ultimate
goals of other EMR stakeholders. Physicians want to reduce Rx errors, want to improve quality, want to have point-of-care, decision support
and would welcome technology that makes care faster.

This last point is critical, particularly if Obama is serious about making health insurance available to 46M new Americans. The coverage will
be meaningless UNLESS there are group practices with the capacity to accept these newly insured Americans into their practices, and that
means that EMRs that ENHANCE workflow are critical to creating the extra care minutes required each day to accept these new patients
into their practices, many of which are now CLOSED to new patients. That means seeing 45-50 patients a day, not 30-35. Enhancing
workflow efficiency is a MUST ‘meaningful use’ criteria.

Home of the Reality Knowledgebase™, the Industry Alert™ newsletter, the Andrew & Associates EHR Benchmark & the MSP EHR Selector
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In order to enhance workflow overall, the issue of how EMR integrates with CPM (computer practice management) is relevant, because
much of total office workflow depends on coordinated capabilities of both computer systems. Indeed, many practices choosing an EMR
today on our MSP EHR Selector™ website are looking for either one that is totally integrated with CPM already or at least has a viable
interface to the CPM they currently have deployed. Workflow is enhanced when eligibility is verified, formularies loaded into the EMR,
patient preferred pharmacies are loaded, reminders are sent so that patients show up at scheduled times, and E&M levels of the visit are sent
back to the CPM. Encouraging the adoption of EMRs that ignore CPM connectivity would be short-sighted, no matter what other MU
criteria they met. This was not discussed at all during the first day of the hearings. By the way, we track interfaces to about 20 of the largest
CPM systems for each of the 43 EMR developers on the MSP EHR Selector, so we could help you there also.

Some EMRSs are built on user-accessible workflow (or information flow) ‘engines’. This means that in addition to the physician being able to
change the EMR’s basic workflow for different patient encounter types, the EMR is aware of the following items: 1) who the patient is, 2)
what the encounter will be (annual physical, whatever), 3) who is staffing the office that day and what their patient care ‘roles’ are, 4) where
each provider is working. With such information, the user is not subjected to “pulling needed templates out of the EMR”, rather the EMR
can proactively PUSH data organized by patient, encounter, problem list and diagnosis (in the case of chronic disease) to the various
caregivers - greatly reducing non-productive time for them to navigate the menu structure of whatever EMR they are working with. Such
systems provide user-accessible workflow automation, yet none of the larger EMR developers that testified mentioned any of this, because
none of their systems support it. Your selection of EMR developers did not represent a broad cross-section of the EMR market, nor does it
cover all of the 39 different practice specialties that EMRs must automate for national priorities to be achieved. We could have provided (and
would be willing to do so) a better list of vendors that do represent the broader medical specialties you are looking to automate and create
‘meaningful use’ requirements for.

If practice workflow enhancement is to be a MU criteria, then this becomes an important function. If you only look at the bigger vendors or
you allow the subcommittee to be stampeded by companies like GE, Allscripts, McKesson, Cerner, etc. then you may well set criteria that
drive more specialized EMR developers out of the market, including those whose systems are more workflow efficient, because they may not
meet other MU criteria you set. You will also greatly increase the cost of deploying EMR solutions, because the vendors you are allowing to
remain are among the most expensive EMR products on the market and are far too complex for most 1-6 physician practices, which by the
way are the very ones who have not yet adopted, but will under the ARRA stimulus program. Of the 104 EMR developers we track closely,
almost 2/3™ specialize in less than 5 practice specialties. That isn’t because they can’t do more, it’s because they specialize in certain medical
specialties. Excluding them, excludes EMRs for mental health, and other smaller specialties, which are not well served by larger EMR
developers that have focused on specialties with a greater number of physicians.

Regarding interoperability, current standards are adequate, what is not adequate is current compliance by some well-known vendors.
Therefore MU should mandate full compliance and demonstration of the same via the IHE/HIMSS/RSNA Connectathons. This also
provides a useful measurement. Each EMR must demonstrate full connectivity with 10 others in year one, 15 in year two, 20 other EMRs in
year three, 30 other EMRs in year four, etc. It is like ‘gas mileage’ requirements, something that can be engineered starting NOW. All
interfaces must support CURRENT connectivity standards, and be kept current with future enhancements to those standards.

eRx, CPOE and ePharmacy - sure, definitely. Surescripts/RXHub is fine. Don’t compete with the private sector, use it to achieve your goals.
Each should be a meaningful use criteria. LOINC codes for national labs should be written into the CLIA certifications for nation labs, and it
would get done tomorrow. Go at it from that angle. SnoMed for data structuring is troublesome, because it is not a front end vocabulary, nor
implemented so that its domain space is limited to current conditions and problem lists. It slows down MD charting which is why is has not
taken off. Why not include Medcin from Medicomp. Works faster, provides cross-walk to SnoMed on the back end. It has enough clinical
detail to solve all but research needs. Don’t make the EMR into a research tool and then burden every MD in the country by mandating it.
You can tell doctors to a point, but don’t dismiss what happened in the UK when the government told them what they would adopt. $18
billion and 7 years later, it still hasn’t been adopted and the problem is publicly criticized and made light of. It’s NOT just about the money,
it’s also about the burden of the slower workflow. Don’t use data from government hospitals to draw conclusions about non-government,
community hospitals. The providers are different. The funding is different. The patients are different and so will be the outcomes.

Regarding quality and outcome measure. Yes, we must include them in ‘meaningful use’, but the trouble is they are fragmented and spread
across too many special interests. Establish the disease states for “mu” for the first 2 years, then more for the next 2 years, etc. and get rid of
the duplicates and variations. This will clarify what is THE QA Standard and what the vendors have to build to. Having too many variations
of too many standards simply fragments the markets and undermines what otherwise might be achieved.

Thank you for your consideration. We look forward to making our data available to you on some basis to help you conduct your modeling
of ‘meaningful use’ alternatives and the impact any set would have on all the significant EMR developers that participate in both our EHR
Selector and in our annual MSP/Andrew EMR benchmark.

Sincerely,

Arthur Gasch

Founder, Board of Directors, Medical Strategic Planning, Inc.
5 Shelbern Drive, Lincroft, NJ 07738

732-219-5090 X20 Voice

732-219-5066 Fax

www.ehrselector.com and www.medsp.com

art.gasch@medsp.com

cc: Denise Buenning and Marietta Squire, also by e-mail
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Medsphere

While others have testified on the definition of the term “Meaningful Use”, it is critical to analyze
why use has been so low and what this definition and certification can do to drive broad adoption.

The HIT industry has been developing electronic heath record solutions for over 20 years. But as we
sit here in 2009, the vast majority provider organizations have not fully implemented electronic
health records. Why? To get to the core reasons, we should look outside of heath care at technology
adoption in general.

The first reason is that EHR’s have not “Crossed the Chasm”. The natural history of technology
adoption proceeds in stages: the early, the mainstream and the laggards. Geoffrey Moore describes
the challenge of moving from the early to mainstream adoption as “Crossing the Chasm”. With the
low level of EHR adoption (e.g 1.5% in US acute care hospitals), clearly EHR solutions have not
“Crossed the Chasm” to achieve mainstream adoption.

The challenge of “Crossing the Chasm” is that the solutions developed by vendors in partnership with
their early adopters are often too complex and thus too expensive. This is because early adopters are
well funded, innovative and comprehensive in their product vision and requirements. They design
for the 100% case, where all potential requirements must be considered. Thus, the result are
complex solutions that the mainstream see as “too much”, too complex and too costly (e.g. the
Newton vs. The Palm Pilot). The early adopters also believe that you must deploy the comprehensive
solution, they see it as the holygrail. There is a fear that if customers don’t do the whole thing right
off they will never get there. Well, the iPhone blows the vision for the Newton away.

In HIT, early adopters have developed the concept of the “full-blown EHR” which while it may be
their holy grail has not been widely adopted. The CCHIT certification has only furthered this problem
by mandating this early adopter complexity in hundreds of certified EHR features and functions.
Certification in support of “Meaningful Use” should not be based on features provided by vendors, it
should be based on the successful implementation and successful safe ‘Meaningful Use” of the
technology.

The second reason is that the proprietary software vendor business model does not serve the
mainstream market well. Proprietary SW model sells licenses for software and services for
implementation and maintenance. Their business model is based on the customers’ dependence on
their code. The more time and services you need the more money they make. Complexity is good.
Project extensions are routine and are the customers’ fault. Challenging interoperability is a big
revenue opportunity. Vendor-lock is a business model.

The service business model is better suited for mainstream technology customers who often do not
have the capital or resources to ‘own’ their own technology or do they want to. They want services
they can pay for out of operations budgets and someone to partner with them on results. Vendors
sell software while mainstream adopters need help getting “meaningful use”. Vendors do get paid
more for adoption or results. Service companies must earn their money everyday. This is why
Redhat has the highest customer satisfaction in all of high tech while Microsoft does not.





In the customer relationship management (CRM) industry, Seibel sold complex software to the early
adopters. Then Saleforce.com provided a much simpler more adoptable flexible solution as a service,
which was affordable by the mainstream. Now the open-source company, SugarCRM is driving the
price points down to where these solutions are affordable and useable by any sized organization.
This shift is occurring in HIT. In West Virginia, the University of WV is implementing a ~$90 million
EHR for its 600 bed hospital and clinics while the West Virginia Department of Health has deployed
and open source EHR for 750 beds for ~$10 million.

The final reason is that the proprietary model does not support collaboration and customer control.
Health care is collaborative. Interoperability requires collaboration. Attaining “Meaningful Use”
requires customer control.

The open source and service oriented business models are the needed disruptive innovations that
will leapfrog health care forward. As Clayton Christensen defined in the Innovators Dilemma: “A
disruptive innovation is a technology that brings a much more affordable product or service that is
much simpler to use in the market.” “and so, it allows a whole new population of consumers to afford
to own and have the skill to use..., whereas historically, the ability was limited to people who had a
lot of money or a lot of skill”.

Driving “Meaningful Use” into the mainstream will be supported by:
* Certifying on adoption, efficiency, interoperability, quality, not CCHIT
* Certifying implementations not codebases, the use of the tool, not the tool
*  Assuring an level field where open source can compete on cost, collaboration and control
* Leveraging VistA and RPMS EHR as public assets and as a public utility
* Adding reform supporting billing for quality to the 2011 incentives

These actions will allow a service industry to develop that helps providers get to “Meaningful Use”
and quality care. Providers will have the money and opportunity to invest in getting use and to their
desired results.

Thank you for your efforts and service.

Edmund






Microsoft Written Testimony on “Meaningful Use”

Microsoft appreciates the opportunity to provide written testimony to the National Committee on Vital
and Health Statistics (NCVHS) Executive Committee in its consideration of the appropriate criteria for
the term “meaningful use” of health information technology. We share the view that the definition of
“meaningful use” must be developed in the context of supporting health care improvements in quality,
efficiency, and safety.

The American Recovery and Reinvestment Act of 2009 (“ARRA”) recognizes the importance of
information technology in transforming the nation’s healthcare system. The significant amount of
funding to incentivize adoption and use, however, needs to be aligned with a new business model for
health care that rewards prevention, chronic care management, and care coordination.

As the term “meaningful use” is integral in this new business model, we believe that the following
requirements must be established as part of the definition of “meaningful use”:

= Data exchange requirement should include granting consumers access to an electronic copy of
their data in a consumer controlled personal health record;

= QOpen access to all data managed and maintained in a healthcare system using existing standards
to transport data. We believe open access is a required action / policy before we get more

prescriptive on certification; and

=  Focus on improving health outcomes, not solely implementing information technology.

“Meaningful Use” Metrics

Consumer access. “Meaningful use” should ensure that consumers have access to their health records
as electronic data. This consumer access to clinical information must be central to “meaningful use.”
The installation of hardware and software and the exchange of information among clinicians alone,
absent consumer access to a copy of their own data, will not engage consumers in their health and
wellness. Engagement of individual consumer’s is a crucial step in driving in facilitating continuity of
care, controlling costs, improving health outcomes — all key pillars for any successful health care reform
effort.

Access to existing data. The “meaningful use” definition should acknowledge the importance of
meaningful use of core electronic health information exchange technologies for medication, imaging,
laboratory and coordination of care, which already have well understood and widely used standard
formats and exchange processes. Hospitals and clinicians must have access to all of the data that exists
today (i.e. any system that operates in a meaningful use environment should be required to publish data
exchange policies and processes that can be used by share healthcare data).





Certification standards. To ensure that the certification process for determining that EHR technologies
enable “meaningful use,” Microsoft supports the use of existing standards to insure data transport and
re-use. Of course, the certification criteria must require that EHR technologies demonstrate they are
enabling providers to meet ARRA and HIPAA privacy and security requirements. Certification that is
overly prescriptive about features and functions has the potential to slow down software innovation.

Health outcomes. The “meaningful use” definition should be centered on whether and how
information is used by healthcare providers to enable efficient healthcare delivery that results in
improved health outcomes. The focus on how information is used directly aligns with the goals of
health care improvements in quality, efficiency and safety. Improved health outcomes from the use of
electronic health records (EHRs) by hospitals and physicians must be the goal of “meaningful use”.
Technology improvements in administrative workflow are necessary, but real-time access to meaningful
and comprehensive data is fundamental to improving health care as a whole. Absent access to
information and coordination of care across the continuum, improvements in health outcomes will not
be realized.

Additional Considerations

Phase-in approach. The definition of “meaningful use” must scale over time and start with the
technologies that exist today. The definition should not mandate specific technologies or development
methods. Continuous innovation must be encouraged so technology will continue to meet the needs of
consumers, clinicians, payers, public health and other stakeholders. This continuous improvement will
move the healthcare system toward the goals of greater patient safety, improved efficiency, reduced
costs, and better health outcomes.

Microsoft Health Vision

Microsoft appreciates the opportunity to comment on this important issue. Microsoft is committed to
improving health around the world through software innovation. Over the past 12 years, Microsoft has
steadily increased its investments in health, with a focus on addressing the challenges of health
providers, health and social services organizations, payers, consumers and life sciences companies
worldwide. Microsoft closely collaborates with a broad ecosystem of partners and develops its own
powerful health solutions, such as Amalga and HealthVault. Microsoft envisions a connected health
ecosystem, allowing patients and physicians to create a dynamic, learning healthcare system.

Together, Microsoft and its industry partners are working to advance a vision of unifying health
information and making it more readily available, ensuring the best quality of life and affordable care for
everyone. We look forward to working with the NCVHS Executive Committee to ensure that the term
“meaningful use” is appropriately developed to improve health care outcomes.
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Introduction

The National Association of County & City Health Officials (NACCHO) is the national organization
representing local health departments (LHDs). NACCHO supports efforts that protect and improve the
health of all people and all communities by promoting national policy, developing resources and
programs, seeking health equity, and supporting effective local public health practice and systems.
NACCHO serves the nearly 3,000 local health departments across the U.S. that have a vested interest in
helping to fulfill the promise of a nationwide health information network (NHIN).

Background

The motivation for development of electronic health records (EHRs) and health information exchanges
(HIE) is often to reduce the cost of health care and improve outcomes in clinical medicine. Yet HIEs and
access to HIT can also transform public health to meet future information needs and provide benefits for
both clinical and public heath practitioners.

Public health can help the clinical sector by using health measures (with data originating in the EHR) to
assess the extent to which chronic disease occurs in the community; the extent to which patients are not
managed in accordance with clinical practice guidelines; and disparities in health care delivered to low-
income or racial/ethnic minorities. EHRs document clinician practices in ordering tests and educating
patients, providing insight into whether lack of provider action or patient action is the cause for adverse
health status. This informs public health action—e.g., to focus resources on providing additional patient
health education. If a comprehensive Nationwide Health Information Network is to be established, the
need for simultaneous investments in public health must be considered and addressed in order to accrue
these benefits.

In its 2005 National Profile of Local Health Departments, NACCHO found that only 29% of LHDs had
implemented electronic medical records. LHDs must be able to harness the potential of integrated
systems with clinical and public health providers.

LHDs also deliver primary care to the uninsured and other vulnerable populations. Use of EHRs will
strengthen their ability to address health disparities and improve quality of care and develop appropriate
interventions to improve population health.

Electronic health information exchange involving patients, professional providers, and lay providers
offers a new field in which public health and its partners can mount a new generation of primary and
secondary prevention programs. Assuring that this objective is supported by the definition of
meaningful use is therefore important.
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A definition of “meaningful use” of HIT as it pertains to public health requires:

Bi-directional exchange of health information between local and state health departments and clinical
care entities

All electronic health record implementations certified by the Certification Commission for Healthcare
Information Technology (CCHIT) should meet the standards most directly relevant to establishing
interoperability for interchange of data and information between clinical and public health information
systems, such as those for bio-surveillance, disease surveillance and outbreak management,
immunizations, and laboratory data interchange for reportable diseases.

Interoperable exchange with professional care and behavioral health information systems. LHDs work
with a plethora of community partners, many of which address the needs of vulnerable populations
including the uninsured, and those in schools and jails. Health outcomes will be improved for everyone
in the community if these sectors adopt interoperable EHRs and participate in HIE.

Supports exchange with members of the public and lay providers of care integrated with professional
care. This type of exchange is essential for health improvement programs that seek to support an
integrated approach to health.

Justification: Why these uses are important to include as a requirement and how these uses improve
the population’s health.

The definition of meaningful use must be intentionally designed to provide public health with the full
range of data and reports needed to assess, prevent and act on threats to the public’s health.

If the definition of meaningful use is inclusive of public health, the potential exists to improve the
response to emergencies and outbreaks.

The definition must support exchange with patients and their lay care givers integrated with their
professional providers in order to incentivize primary and secondary prevention programs. The current
swine (HIN1) flu outbreak offers a stark example of the need for timely data and information exchange
among these parties that can be analyzed and acted upon by public health officials, allowing constant
tracking of clusters of symptoms or illness.

Conclusion:

Including public health uses within the definition of meaningful use of EHR data assures effectiveness
of public health first responders in disasters; provides the data to immunize vulnerable populations
against infectious disease; prevents costly and unnecessary hospitalizations; sets the stage for a sorely
needed set of primary and secondary prevention programs, and helps prepare community organizations,
senior centers, schools and healthcare professionals for public health emergencies.
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Mr. James Scanlon

Deputy Assistant Secretary

Office of Science and Data Policy
Office of the Assistant Secretary
for Planning and Evaluation, DHHS
Humphrey Building, Room 442-E
200 Independence Avenue, S.W.
Washington, DC 20201

Dear Mr. Scanlon and the NCVHS Executive Subcommittee:
Re:  Defining ‘“Meaningful Use”

The National Association of Chain Drug Stores (NACDS) appreciates the opportunity to
provide a statement to the Executive Subcommittee of the National Committee on Vital and
Health Statistics (NCVHS) on our perspectives on “meaningful use” of health information
technology as it relates to the use of that term in the HITECH Act as part of the American
Recovery and Reinvestment Act (ARRA). NACDS represents traditional drug stores,
supermarkets and mass merchandisers with pharmacies. Its approximately 200 chain member
companies include regional chains with a minimum of four stores to national companies.
NACDS members also include approximately 1,000 suppliers of pharmacy and front-end
products, and approximately 100 international members representing more than 30 countries.
Chains operate more than 39,000 pharmacies, and employ a total of more than 2.7 million
employees, including 114,000 pharmacists. They fill more than 2.4 billion prescriptions yearly,
and have annual sales of over $700 billion.

NACDS and the pharmacy industry strongly support the widespread adoption of e-
prescribing to enhance provider access to important health care information to benefit
patients. E-prescribing is a proven technology that can vastly improve the health care
outcomes by reducing prescription errors, saving money for public and private health care
programs, and ultimately improving the quality of patient care. NACDS partnered with the
National Community Pharmacists Association in 2001 to create SureScripts in an effort to
improve the quality, safety, and efficiency of the overall prescribing process. The
SureScripts Electronic Prescribing Network is the largest network to link electronic
communications between pharmacies and physicians, allowing the electronic exchange of
prescription information. Today, there are over 110,000 prescribers registered on the
SureScripts network and 68 million prescriptions were routed electronically in 2008, an
increase from 29 million in 2007.

In 2008, Congress passed the Medicare Improvements for Patients and Providers Act
(MIPPA) allowing e-prescribing adopters to become eligible for financial incentives. Early
signs indicate these incentives may be working, as the momentum behind the adoption of e-
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prescribing continues to grow. In the first quarter of this year alone, SureScripts processed
over 50% of the 2008 volume across their network.

However, we believe it is important that “meaningful use” be defined to mean the actual use
of all of the functionality that will lead to better health outcomes, efficiency, and control of
costs. We believe that the structure for the incentives in MIPPA can be improved upon as the
incentives under ARRA are implemented. Under MIPPA, to be eligible to receive incentives,
a prescriber must have an application that can route prescriptions electronically, access
medication history where available, and access formulary and benefit information where
available. But, to receive the incentives, a prescriber need only route prescriptions
electronically 50% of the time, and the prescriber need never look at benefits information or
medication history.

NACDS strongly encourages the definition of meaningful use to include not only the use of
e-prescribing, but also the full benefits of e-prescribing. In order to realize the full benefits of
e-prescribing, meaningful use should also include the use of all available e-prescribing
capabilities such as prescription benefit review, medication history, and access to formulary
and benefit information.

Going forward, the focus of policy and rule making must be on actual use of a robust set of
available data, and not merely on the availability of the functionality of the application.
Without this emphasis, the full benefits of e-prescribing will not be realized. For example, a
prescription sent electronically to the pharmacy without utilizing benefit information could
result in a phone call from the pharmacy to the practice. If the prescribed drug is not on
formulary, a new prescription has to be issued, all of this diminishing the value of e-
prescribing.

Finally, although meaningful use must be robust enough to require use of data, the definition
of meaningful use must be reasonable and measurable, and cannot be a barrier to adoption.
We must build on current available technologies and move in an iterative way over time to
include more functionality and requirements in meaningful use.

Again, we thank you for the opportunity to share our perspectives on “meaningful use” of
health information technology, as it is used in the HITECH Act of ARRA. If we can provide
any additional information please do not hesitate to contact me at 703-837-4183 or
knicholson @nacds.org.

Sincerely,
Kevin N. Nicholson, R.Ph., J.D.

Vice President
Pharmacy Regulatory Affairs
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Dear Mr. Trenkle:
Re:  Defining “Meaningful Use”

As CMS considers proposed rules on the criteria for physicians to receive incentives for the
adoption of electronic health records under the American Recovery and Reinvestment Act,
the National Association of Chain Drug Stores (NACDS), would like to share with you our
perspectives on what should constitute “meaningful use.” We provided this information last
week to the Executive Subcommittee of the National Committee on Vital and Health
Statistics (NCVHS) in a written statement. NACDS represents traditional drug stores,
supermarkets, and mass merchants with pharmacies. Its more than 170 chain member
companies include regional chains with a minimum of four stores to national companies.
NACDS members also include more than 1,000 suppliers of pharmacy and front-end
products, and nearly 90 international members representing 29 countries. Chains operate
more than 39,000 pharmacies, and employ a total of more than 2.5 million employees,
including 118,000 pharmacists. They fill more than 2.5 billion prescriptions yearly, and
have annual sales of over $750 billion.

NACDS and the pharmacy industry strongly support the widespread adoption of e-
prescribing to enhance provider access to important health care information to benefit
patients. E-prescribing is a proven technology that can vastly improve the health care
outcomes by reducing prescription errors, saving money for public and private health care
programs, and ultimately improving the quality of patient care. NACDS partnered with the
National Community Pharmacists Association in 2001 to create SureScripts in an effort to
improve the quality, safety, and efficiency of the overall prescribing process. The
SureScripts Electronic Prescribing Network is the largest network to link electronic
communications between pharmacies and physicians, allowing the electronic exchange of
prescription information. Today, there are over 110,000 prescribers registered on the
SureScripts network and 68 million prescriptions were routed electronically in 2008, an
increase from 29 million in 2007.

In 2008, Congress passed the Medicare Improvements for Patients and Providers Act
(MIPPA) allowing e-prescribing adopters to become eligible for financial incentives. Early
signs indicate these incentives may be working, as the momentum behind the adoption of e-
prescribing continues to grow. In the first quarter of this year alone, SureScripts processed
over 50% of the 2008 volume across their network.
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However, we believe it is important that “meaningful use” be defined to mean the actual use
of all of the functionality that will lead to better health outcomes, efficiency, and control of
costs. We believe that the structure for the incentives in MIPPA can be improved upon as the
incentives under ARRA are implemented. Under MIPPA, to be eligible to receive incentives,
a prescriber must have an application that can route prescriptions electronically, access
medication history where available, and access formulary and benefit information where
available. But, to receive the incentives, a prescriber need only route prescriptions
electronically 50% of the time, and the prescriber need never look at benefits information or
medication history.

NACDS strongly encourages the definition of meaningful use to include not only the use of
e-prescribing, but also the full benefits of e-prescribing. In order to realize the full benefits of
e-prescribing, meaningful use should also include the use of all available e-prescribing
capabilities such as prescription benefit review, medication history, and access to formulary
and benefit information.

Going forward, the focus of policy and rule making should be on actual use of a robust set of
available data, and not merely on the availability of the functionality of the application.
Without this emphasis, the full benefits of e-prescribing will not be realized. For example, a
prescription sent electronically to the pharmacy without utilizing benefit information could
result in a phone call from the pharmacy to the practice. If the prescribed drug is not on
formulary, a new prescription has to be issued, all of this diminishing the value of e-
prescribing.

Finally, although meaningful use must be robust enough to require use of data, the definition
of meaningful use must be reasonable and measurable, and cannot be a barrier to adoption.
We must build on current available technologies and move in an iterative way over time to
include more functionality and requirements in meaningful use.

We thank you for consideration of our perspectives on “meaningful use” of health
information technology. If we can provide any additional information please do not hesitate
to contact Kevin Nicholson, Vice President, Government Affairs and Pharmacy Advisor, at
703-837-4183 or knicholson @nacds.org.

Sincerely,

(oot Lwl?

Carol A. Kelly
Senior Vice President
Government Affairs and Public Policy
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To: National Committee on Vital and Health Statistics
From: National Association of Children’s Hospitals
Re: Written Testimony Regarding “Meaningful Use”

Thank you for the opportunity to submit written testimony on what constitutes
“meaningful use” of an Electronic Health Record. The National Association of Children’s
Hospitals (N.A.C.H.) represents 136 children’s hospitals across the country and
advocates for public policies that support the ability of children’s hospitals to fulfill their
missions of clinical care, education, research, and advocacy to advance health care for all
children

Electronic health record (EHR) development that provides meaningful use for children
has been lacking since EHR vendors have been focused on the needs of adults.
Pediatricians have not invested in these systems since they do not offer functionality that
actually improves the care of children. Children’s hospitals and the clinicians they
represent aggressively support the following basic functionality as a minimum for
“meaningful use”:

1. An e-prescribing methodology that includes weight based dosing with decision
support.

2. Growth chart data collection, graphing, and reporting of body mass index (BMI)
to identify obesity or growth failure.

3. A capability of recording and reporting newborn screening such as metabolic
disease and hearing screening with flagging whether a clinician has acknowledged
receiving the tests.

4. The capability of having bidirectional flow from state registries reporting
immunizations or deferral of immunization with decision support to flag a child
that needs immunizations.

5. The ability to provide the formulary appropriate to the patient for drug choices
such as the Medicaid formulary.

6. The ability to format and populate a summary list including diagnoses,
medications, allergies, and procedures. This clinical summary should comply with
standardized methodology.

Pediatricians are at a particular disadvantage because they have a majority of the
Medicaid patients. Standards for Medicaid patients are in chaos because the 52 state
systems make their own rules which have inhibited vendors from investing in some
pediatric functionalities. We strongly support that all IT standards for children become
national standards as they are for the Medicare population. If you have any questions,
please contact Jim Kaufman at 703-797-6006.

401 Wythe Street, Alexandria VA 22314 An Affiliation of the National Association of
p 703/684-1355 £703/684-1589 Children’s Hospitals & Related Institutions
www.childrenshospitals.net
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National Committee on Vital and Health Statistics
Comment on “Meaningful Use” of EHRs
National Association of Community Health Centers

Thank you for allowing me to provide comment to the National Committee on Vital and
Health Statistics from the National Association of Community Health Centers.

Founded in 1971, the National Association of Community Health Centers (NACHC) is a
non-profit organization whose mission is to enhance and expand access to quality,
community-responsive health care for America’s medically underserved and uninsured.
NACHC represents the nation’s network of over 1,200 Federally Qualified Health
Centers (FQHCs), which serve more than 18 million people through 7,000 delivery sites
in all 50 states, the District of Columbia, Puerto Rico, the US Virgin Islands, and Guam.

NACHC would ask the Committee to consider the effects of any “meaningful use”
definition on the large population of underserved individuals that NACHC serves 53% of
whom are in rural areas. The issue of requiring the sharing of information among
providers is our goal, however, please be aware of the many areas that lack the
infrastructure to actually share data as the neither the broadband nor the HIE
capabilities may be in place.

Clarification regarding who health centers will need to share data with is also important.
Many health centers approx 40% or more already share data with laboratories and
approximately 20% share some data with hospitals in their area. Will these be enough
or will they need to connect to other local providers or with other health centers?

We would also caution against using administrative mechanisms such as claims
payment mechanisms to identify “meaningful use”. Approximately 38% and in some
instances 50% of patients seen in health centers are uninsured and no administrative
data are available for these patients on which to base the incentive.

We also believe that some consideration should be given to second year payments
under the Medicaid incentives. Installing EHRs is a process that may take 12 — 18
months in many cases. We would encourage the Committee to allow a health center to
be moving along the continuum of “meaningful use” in year two as the health center
may not have been able to fully implement the EHR in year one and be fully
implemented to meet all of the “meaningful use” criteria until late in year two or early in
year three.
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We were also encouraged by the suggestion by Dr. Clancy to implement Quality
Improvement Networks. Federally Qualified Health Centers currently have an
infrastructure to meet these requirements in the organizational structure that has been
advanced and supported by HRSA known as Health Center Controlled Networks.
These are groups of health centers that have agreed to come together to share a core
function, usually around quality improvement and EHR implementation. We would,
however, suggest that these networks need not be all using the same system. What is
necessary is there be a mechanism to aggregate the data from disparate systems and
feed back the data regarding quality initiatives to the health centers in a locality or a
region of the country. We believe that this focus will speed up interoperability of
systems and feedback loops to providers to improve quality care. Requiring QI
Networks to all be on the same system would actually impede the movement towards
interoperability.

The National Association of Community Health Centers hopes to work cooperatively
with the Committee and | will be available to answer any questions or assist the
Committee to better understand the needs of Federally Qualified Health Centers and
the patients they serve.

Thank you for this opportunity to comment.

Michael R. Lardiere, LCSW

Director HIT, Sr. Advisor Behavioral health
National Association of Community Health Centers
7200 Wisconsin Ave, Ste# 210

Bethesda, MD 20814

301-347-0400

mlardiere@nachc.com
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Dear Mr. Reynolds,

Thank-you for the opportunity to provide written testimony to the NCVHS hearing focusing
on "Meaningful Use" of Health Information Technology. Surprisingly three missing and
critical elements to achieving meaningful use were not discussed at the meeting. They are:

1. Cognitive mistakes leading to diagnostic error by clinicians is a recognized driver of poor
quality, patient harm and un-necessary costs in our health system. Recommendation:
Clinical diagnostic decision support to address cognitive error should be defined as a
component of meaningful use

2. Healthcare Disparities: Improved point of care information for clinical decision making in
the underserved patient is essential. Recommendation: Clinical decision support to
address disparities in healthcare knowledge should be defined as a component of
meaningful use

3. Small Companies with innovative solutions in the marketplace today are virtually never at
the podium of national forums. It is typically the small company that brings the
transformative and disruptive technologies to the field and certainly job growth.
Recommendation: Small companies focusing on decision support and meaningful use
need policies that support their ability to innovate and grow jobs. Invite small
companies with innovations to participate in policy meetings

Cognitive Mistakes: Groopman in How Doctors Think, Croskerry, Toker and Graber in
multiple papers have discussed cognitive mistakes leading to diagnostic error. The AHRQ
convened a Diagnostic Errors in Medicine Conference, yet Clinical Diagnostic Decision
Support was barely mentioned at the NCVHS hearing. As one example of the significant
impact of diagnostic error, we have evidence from research at UCLA and the University of
Rochester that 20% or greater of the admissions for suspected cellulitis are not needed.
Physicians routinely “prematurely close” on those patients presenting with red, warm skin
wrongly diagnosing cellulitis, then admitting those patients to the hospital and treating with
[V antibiotics resulting in hundreds of millions (or more) of wasted dollars and the
furthering of bacterial resistance. One of the underreported problems in the American
health care system is that of diagnostic error due to flawed clinician thinking. While
medication and surgical errors get a great deal of attention from the media and policy
makers, diagnostic error is an order of magnitude greater with devastating costs, and they
are preventable.

Healthcare Disparities: Disparities in medical information is obvious to any reader of a
medical text or atlas. On the surface the issue of information disparities might seem trivial,
but it is not, for example the pictures of disease of mostly white skin in our books means our
dark skin patients are marginalized through the lack of quality information. When nearly
30% of the population has dark skin, decision support designed to address the information
gaps in people of color and populations with unique risk factors must be supported through
clear policy for meaningful use and disparities.

Small Companies: Transformational technologies are almost universally created and
pushed forward by individuals or small companies. The innovative work in healthcare IT is
occurring out of the spotlight and by small companies. With the focus of the ARRA
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“stimulus” legislation on job creation, small companies with innovative ideas need
recognition for their work and visibility.

Meaningful use in work today: As Chief Medical and Scientific Officers of Logical Images, a
company working for the past decade in point of care clinical information systems we would like to
make sure that policy encompasses and supports existing systems already fulfilling “meaningful
use”. VisualDx is a point of care, clinical diagnostic decision support tool that is widely used across
the US. While developed to bring specialty level differential diagnosis to the non-specialist, VisualDx
has been adopted because it fulfills a very real need of bringing more accurate diagnosis through
pattern-recognition to generalists. The system includes over 1000 diseases, 17,000 images, and
20,000 searchable patient findings and is in use in more than 700 hospitals in the US. Use of the
system has grown steadily with over 5,400,000 images viewed by users in 2008 alone. The system
has been licensed throughout US military healthcare, it also has also been incorporated into the
curricula of some of our finest medical schools including UCLA, Harvard, lowa, Oklahoma,
Rochester and others. VisualDx is also integrated into California state sponsored telemedicine
programs serving remote rural health care sites in Los Angeles County.

State departments of health have licensed this clinical diagnostic decision support system to
improve general medical care and accuracy in diagnosis for hundreds of diseases. VisualDx also
integrates a parallel database system that allows sponsoring organizations such as state health
departments to insert their local public health alerting and reporting information into the system
24x7 (presented at CDC PHIN meeting). This means that when a clinician user is reading about a
diagnosis of public health significance, that clinician can immediately click and see the local public
health communicable disease related reporting contact information. This feature might seem trivial,
but it is not when one considers that time-strapped clinicians do not know which diseases are
reportable and who in the local public health department to contact. Delaware, South Carolina,
Georgia, Indiana, South Dakota, and Wyoming have deployed the visual diagnostic decision support
system to all hospitals in their respective states.

As another example, as we consider the increasing problem of CA-MRSA and bacterial resistance,
diagnostic clinical decision support can drive forward more accurate diagnosis of skin and soft
tissue infections and therefore more appropriate use of antibiotics. While visual diagnostic
decision support is used for day to day care issues such as medication reactions and common
rashes, the system also has broad applicability to the public health mission, covering not only
bioterrorism and pandemic flu, SARS, and other recent public health events....but sexually
transmitted diseases, child abuse, infections in travelers and the immunocompromised. There is
special emphasis on presenting the variant presentations of disease as well as displaying how
diseases present in people of dark skin color.

Experts in the fields of cognitive theory research and medical diagnostic errors have described
known factors affecting physician decision-making. For example, if a clinician is faced with an
unknown disease presentation, the chance of that doctor making the correct diagnosis depends on
having the correct diagnosis somewhere in the working differential diagnosis within the first 5
minutes. One of the key functions of visual diagnostic clinical decision support is the usability at the
bedside in less than 5 minutes. We are hoping we can meet with you as your schedule allows to
demonstrate “meaningful use” as it exists today for 1300 clinical sites. Itis imperative that
diagnostic decision support is defined as “meaningful use” and our policy makers do not wrongly
assume that diagnostic decision support is for some future day.

Art Papier MD Andrea Pennington MD
Chief Scientific Officer Chief Medical Officer
apapier@logicalimages.com apennington@logicalimages.com
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		Thank-you for the opportunity to provide written testimony to the NCVHS hearing focusing on "Meaningful Use" of Health Information Technology.  Surprisingly three missing and critical elements to achieving meaningful use were not discussed at the meeting.  They are: 

		1. Cognitive mistakes leading to diagnostic error by clinicians is a recognized driver of poor quality, patient harm and un-necessary costs in our health system.   Recommendation:  Clinical diagnostic decision support to address cognitive error should be defined as a component of meaningful use

		2. Healthcare Disparities:  Improved point of care information for clinical decision making in the underserved patient is essential.  Recommendation:  Clinical decision support to address disparities in healthcare knowledge should be defined as a component of meaningful use

		3. Small Companies with innovative solutions in the marketplace today are virtually never at the podium of national forums.  It is typically the small company that brings the transformative and disruptive technologies to the field and certainly job growth.  Recommendation:  Small companies focusing on decision support and meaningful use need policies that support their ability to innovate and grow jobs.  Invite small companies with innovations to participate in policy meetings 

		Cognitive Mistakes:  Groopman  in How Doctors Think,  Croskerry, Toker and Graber in multiple papers have discussed cognitive mistakes leading to diagnostic error.  The AHRQ convened a Diagnostic Errors in Medicine Conference, yet Clinical Diagnostic Decision Support was barely mentioned at the NCVHS hearing.    As one example of the significant impact of diagnostic error, we have evidence from research at UCLA and the University of Rochester that 20% or greater of the admissions for suspected cellulitis are not needed.   Physicians routinely “prematurely close” on those patients presenting with red, warm skin wrongly diagnosing cellulitis, then admitting those patients to the hospital and treating with IV antibiotics resulting in hundreds of millions (or more) of wasted dollars and the furthering of bacterial resistance.  One of the underreported problems in the American health care system is that of diagnostic error due to flawed clinician thinking. While medication and surgical errors get a great deal of attention from the media and policy makers, diagnostic error is an order of magnitude greater with devastating costs, and they are preventable.

		Healthcare Disparities:  Disparities in medical information is obvious to any reader of a medical text or atlas.  On the surface the issue of information disparities might seem trivial, but it is not, for example the pictures of disease of mostly white skin in our books means our dark skin patients are marginalized through the lack of quality information.  When nearly 30% of the population has dark skin, decision support designed to address the information gaps in people of color and populations with unique risk factors must be supported through clear policy for meaningful use and disparities.

		Small Companies: Transformational technologies are almost universally created and pushed forward by individuals or small companies.  The innovative work in healthcare IT is occurring out of the spotlight and by small companies.  With the focus of the ARRA “stimulus” legislation on job creation, small companies with innovative ideas need recognition for their work and visibility.  
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Dear Colleagues:

The Patient-Centered Primary Care Collaborative (PCPCC) is an open forum where health care
stakeholders freely communicate and work together to improve the future of the American medical
system. Over 400 PCPCC members believe that the patient centered medical home (PCMH)
model holds the promise to improve the health of patients and the viability of the health care
delivery system.

In order to accomplish this goal, the PCPCC is structured to maximize the human resources and
knowledge base of our dedicated membership. The PCPCC work is organized under four Collaborative
Centers, each with goals, objectives and functions. The Centers fit together like pieces of a puzzle;

the tasks and functions they perform support one another to illustrate a full picture of the PCPCC

and its work.

This report was developed by the PCPCC Center for eHealth Information Adoption and Exchange (CeHIA),
whose mission is to “evaluate use and application of information technology to support and enable the
development and broad adoption of information in private practice and among community practitioners.”
As a first step in fulfilling this mission, CeHIA is exploring current uses of health IT in the field as a means
to develop case studies and identify best practices. The goal is to build a resource center that can be used

by all stakeholders as a reference and guide as they pursue health IT exchange to support the PCMH.

The work of the CeHIA supports ongoing projects and tasks of the other PCPCC Centers. Resources
identified and made widely available through the CeHIA will inform aspects of the work of the Center for
Multi-Stakeholder Demonstration Projects and the Center to Promote Public Payer Implementation as they
support PCMH pilot projects across the country and share lessons learned from established demonstration
projects. CeHIA resources will also assist the Center for Health Benefit Redesign and Implementation as it
works to engage and educate employers about the PCMH.

Now is an important time in health care. Health IT promises to significantly improve quality, safety,
efficiency and access, but can only do so if effectively implemented. Initiatives such as these—which more
clearly pinpoint how health IT can support new models of care delivery—are critical in the months ahead,
as significant investments are being made across the nation. Whole patient care—considering the mental
and physical aspects of health—can be advanced by effective use of health IT.

As the PCPCC moves forward, the work of each Center informs activities relating to another. We encourage
you to review the PCPCC-endorsed “Guidelines for PCMH Demonstration Projects,” which offer an
overview of how health IT fits within the context of upcoming demonstration projects (Appendix A).

Edina Togun- Dl F Grandy

Edwina Rogers, /D, Executive Director, Paul Grundy, MD, MPH, FACOEM, FACPM,
Patient Centered Primary Care Collaborative President, Patient Centered Primary Care Collaborative,
Director, Healthcare Transformation, IBM Corporation





INTRODUCTION

he U.S. health care system is continuing to face

many challenges, including rising health care costs,

an increasing number of uninsured, and issues

related to quality and safety—driving policy makers

and health care leaders to call for actions on health
care reform. To address these challenges, several strategies
have emerged, including those related to new models of
care delivery, payment reform, and the use of health
information technology.

One model that is gaining significant momentum is that of
the patient centered medical home (PCMH). Efforts related
to the PCMH have largely been based on a set of Joint
Principles developed by four primary care professional
societies: the American Academy of Family Physicians, the
American Academy of Pediatrics, the American College of
Physicians, and the American Osteopathic Association.

The Joint Principles have since been endorsed by 18
additional physician organizations. The principles include
an ongoing relationship with a personal physician,
physician-directed medical practice, a whole-person
orientation, coordination and integration of care, quality
and safety, enhanced access to care, and payment that
recognizes added value to patients who have a patient
centered medical home.' These principles are championed
by the Patient-Centered Primary Care Collaborative
(PCPCQ), a coalition of large employers, primary care
societies, health plans, employers/purchasers, patients’
groups, academic institutions and others, all united in
support of the PCMH model as a comprehensive solution.

One of the key elements of the PCMH is that information
technology (IT) is utilized appropriately and in a
meaningful way to support optimal patient care, perfor-
mance measurement, patient education, and enhanced
communication.? Health IT can play a significant role
in providing a foundation for many key elements of
the PCMH. Specifically, health IT can provide critical
information about the patient to the entire care
coordination team across all stages of care, support
physician-patient communication, enable more timely
and accurate performance measurement and improve-
ment, and improve accessibility of the physician
practice to the patient.

Joint Principles of the Patient-Centered Medical Home,
http://www.acponline.org/running_practice/pcmh/demonstra-
tions/jointprinc_05_17.pdf. Accessed on January 31, 2009.

2 Ibid.

While much has been written about how to implement
the PCMH, and a certification program has been launched,
best practices have yet to emerge. Very little has been
written to provide guidance on how health IT can be
effectively implemented to support key elements of

the PCMH.

Health IT has increasingly been recognized by public and
private sector leaders alike as a key mechanism for support-

ing improvements in health care quality, safety, efficiency
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and access. Such recognition translated into President
George W. Bush’s executive order in 2004 calling for every
American to have an electronic health record by 2014. This
recognition was re-asserted by Barack Obama during his
presidential campaign, with a promise to invest billions of
dollars in health IT to support improvements in health and
health care. This campaign promise has now become real-
ity, with Congress’ recent passage of the American Recovery
and Reinvestment Act, which will result in roughly $19
billion of investment in a health IT infrastructure for the
United States.

This act—passed on February 13, 2009, and signed

by President Obama on February 17, 2009—provides
needed funding for standards and policy related to health
IT, technical assistance for health IT adoption, expansion
of medical informatics education programs, and health
IT-related planning and implementation grants. It also
includes support for loan programs for states and other
entities. The largest component of the package will pro-
vide incentives to physician practices, hospitals and other
qualified providers through Medicare and Medicaid to
support effective adoption of electronic health records.

With these enormous investments in health IT, there is a
significant opportunity to build an information platform
that will support the key elements of the PCMH and to
enable the improvements in quality, safety, effectiveness
and access that PCMH is designed to deliver.

This publication, produced by Health2 Resources for the
PCPCC and the Center for eHealth Information Adoption
and Exchange (CeHIA), is designed to provide capabilities,
functionalities and case examples for how health IT can be
implemented to support the PCMH. This publication is
not designed to be a comprehensive “how-to” guide, but is
instead a guidance document that can educate policymak-
ers, as well as those who support the delivery, payment
and improvement of care. It is also designed to guide the
development and implementation of health IT in the
United States.

Because health IT plays an integral role in the PCMH
model, the CeHIA is embarking on the task to create an
online Resource Center that will provide information for
integration of health IT into PCMH pilot projects and
physician practice transformation, as well as future infor-
mation for value-based purchasing of health IT products
and services.

The Resource Center began with the launch of a survey,
conducted for PCPCC in February 2009. While develop-
ment is a work in progress, the CeHIA envisions that
information available will include:
4 Best practices/case examples of using health IT and
exchange to support the PCMH;

2 ¢ PCPCC.NET

@ Results of other surveys and research;

# Public policy, federal and state legislative language and
executive orders;

# Catalog of pilot or operational projects using standard
format; and

4 Reference guide of health IT vendors and consultants.

The PCPCC, through the CeHIA, is taking on this
challenge by working with leaders and experts across
every sector of health care to develop a set of policies,
strategies and best practices to support effective adoption
of health IT. This will in turn support the PCMH. This
guide is the first step of a long-term effort, as elements of
this publication will continue to evolve and be updated
on the Center Web site, based on continued research

and experiences in the field.

Please join us in this effort as we move ahead.

David Nace, MD, VP, Chief Medical Officer,
McKesson Corporation

James Crawford, MD, PhD,
SVP, Laboratory Services,
North Shore-Long Island Jewish Health System

Janet Marchibroda, CEO, eHealth Initiative





OVERVIEW

ver the past year, two important working groups®
from the PCPCC CeHIA have been hard at work
gaining consensus on a set of health IT capabilities
and functionalities that are informed by the Joint
Principles and that recognize the central role of
the primary care provider in overseeing continuous and
coordinated care. While health IT is a valuable tool to
enable PCMH, it is only one component of what must be a
larger transformation in health care delivery. This Resource
Guide offers a crosswalk between those capabilities and
functionalities. It also introduces important consumer,
family and caregiver functions that should be in place.
Finally, we include a section that offers “boots on the
ground” experience from case examples in the field.

This Resource Guide will expand dialogue to bring

a better understanding of “meaningful use” of health
IT in the context of the PCMH. Recognizing the
broad spectrum of health IT capabilities, the Resource
Guide identifies a beginning set of guidelines for
health IT that focus on what it should achieve in the
context of the PCMH:

# Health data and information must be accessible to
primary care medical home practices, physicians,
and patients;

# Standards, protocols and rules for health data
exchange on the network should be fully open and
supportive of data portability and interoperability;

4 Information technology should support the enhanced
practice efficiency and quality of care that is
required by the PCMH model; and

4 Confidentiality of data should be imperative.

There are also important patient considerations. We have
included in this Resource Guide a chapter that discusses
the value of engaging the patient as an active participant,
and consumer principles to guide this activity. As one
medical practitioner currently using health IT in the field
noted, “People, people, people-build the PCMH around
the needs of the patients, then bring the technology in.
Gadgets and gizmos don't automatically save lives and
reduce costs.”

The second part of this Resource Guide highlights repre-
sentative responses from a non-scientific survey conducted
in February 2009 of members of the PCPCC, key partners
and primary care physician groups. The survey invited

3 The Capabilities and the Functionalities working groups.

“HIT is the tool, not the answer.
Using HIT without rethinking patient
flow, (and) workflow, is a waste.”

—H2R/PCPCC SURVEY RESPONDENT

participants to share their experiences in using health IT
and to identify case examples to educate, inform and
advance the meaningful and effective use of health IT. In
this Resource Guide we present just a sample of responses,
including lessons learned from those who are already
using health IT in the field. The case studies reveal valuable
insight on the ground; as one respondent noted, “HIT is
the tool, not the answer. Using HIT without rethinking
patient flow, (and) workflow, is a waste.”

As you review the case examples, you'll discover:

# Systems in place for provider-to-provider interaction
are better established at this time than patient
connectivity;

# Physicians are using health IT to support a wide range
of capabilities: e-prescribing, in-office messaging,
EHRs, disease registries, reminder systems and more;

@ Health IT is enabling better care coordination and
a true team approach;

@ Health IT is enabling better quality reporting and
bringing measurable results: greatly improved
vaccination rates, diabetes Alc testing and
prevention screenings;

@ Implementation is expensive and time consuming,
but can lead to smoother workflow, fewer patient
phone calls, greater satisfaction for both providers
and patients, higher quality care and better adherence
to best practices; and

@ True quality improvement can only come with
immediate access to information.

This Resource Guide is designed to spur a productive
conversation as capabilities, functionalities and meaning-
ful use of health IT for the PCMH are explored further.

Katherine H. Capps
President, Health2 Resources

www. health2resources.com
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EMPOWERING HEALTH IT TO SUPPORT
THE CONNECTED MEDICAL HOME

he basic premise of the medical home concept is
continuous, uninterrupted care that is managed and
coordinated by a personal provider with the right
tools that will lead to better health outcomes.

In 2007, the American Academy of Family Physicians,
American Academy of Pediatrics, American College
of Physicians, and American Osteopathic Association
released the Joint Principles of the Patient Centered
Medical Home. In this document they state the
characteristics of the PCMH:

@ Ongoing relationship with personal physician

@ Physician-directed medical practice

@ Whole person orientation

# Quality and safety

@ Enhanced access to care

@ Added value

@ Coordinated care across the health system

While these characteristics, in theory, may be achieved
without the use of health information technology
(health IT), it is also true that their realization is more
likely to occur if health IT is successfully deployed
and used in a meaningful way. Health IT can be an
empowering facilitator to the establishment of a
medical home, a fact supported by experience.

What is not obvious are the best ways in which health IT
should be deployed to reach the objectives of the medical
home desired by patients, providers, and payers. Nor is it
clear that “one size fits all” when trying to match health
IT products and services with the desired characteristics,
and how to do so in a manner that is affordable and
sustainable across a variety of practice types, large

and small.

Rather than attempt to list products or suppliers of health
IT, e.g. electronic medical records (EMRs) as single
“solutions” to the problem of transforming practices into
medical homes, a wiser approach may be to describe the
capabilities that health IT ought to provide or enhance if a
medical practice is to become a successful medical home.
This approach has the advantage of being vendor-neutral,
allowing for innovation, variation and choice in reaching
the goal of the agreed-upon medical home principles

and characteristics.

4 ¢ PCPCC.NET

The list below is not intended to be complete or exclusive.
Over time it may expand or be modified according to the
evolution of both the concept of the medical home and
the technologies themselves. This flexibility is necessary
in a time of constant change. However, what follows is a
reasonable description of the health IT that will empower
medical practices to become medical homes in the near
future.

Capabilities to Support the
Connected Medical Home

Ability to collect, store, manage and exchange relevant
personal health information

Ability of providers, patients and other members
of a person’s health team to communicate among
themselves and in the process of care delivery

Ability to collect, store, measure and report on the
processes and outcomes of individual and population
performance and quality of care

Ability of providers and their practices to engage in
decision support for evidence-based treatments
and tests

Ability of consumers and patients to be informed and
literate about their health and medical conditions and
appropriately self-manage with monitoring and coaching
from providers

The health IT functions that support the PCMH follow.
Empowering health IT to support the medical home is
accomplished using computer hardware, software, and
related technology that provide or enhance:

1) The capability for electronic exchange of relevant
personal health data and information, such that this
information is accessible at the times and places where
clinical decisions will be or are likely to be made,

and such that this accessibility improves the patients’
continuity of care experience between and among
various settings of care and different episodes of care.
Accessibility of personal health information and
continuity of the care experience are linked benefits

of health IT that confer the capability of computerized
data storage and transmission of the relevant
information to the point of care.





Examples include EMRs, personal health records (PHRs)
and e-Prescribing software products and services. Popula-
tion registries are also examples of health IT that can pro-
vide or improve this capability.

2) The capability of the provider, patients and other
members of a person’s health care team to commu-
nicate with each other and amongst themselves in the
processes of care delivery and care management, such that
a team approach that assures coordination, quality and
safety of care is encouraged and made possible, and that
access to care is increasingly available to patients both
online and in person.

Health IT allows patients to communicate with providers
asynchronously. It offers the opportunity for providers to
offer more self-management tools through Web portals to
patients who are Web-savvy and comfortable with using
the Internet.

Examples include EMRs, interactive Web portals and
online communications platforms that are designed to
provide communications such as secure email, online
scheduling, access to PHRs and home monitoring systems.

3) The capability of providers and their practices to
collect, measure and report on the processes and out-
comes of individual and population performance and
quality of care, and that can be used to inform providers,
patients and payers through reports and graphic displays
on the success of efforts to make quality improvements

in attaining evidence-based levels of care, especially for
chronic conditions and diseases.

Health IT can help make all health care professionals and
organizations more accountable stewards for quality, safety
and cost results, and for the engineering required for
continuous improvement. But maximizing this potential
capability requires the design of data aggregation into
health IT products from the start, and a national commit-
ment to aggregate, analyze and report the data collected.
Interoperability of various EMRs is absolutely critical to the
ability to cost-effectively collect, manage and report
outcomes data.

Examples include EMRs, patient and population registry

applications or services, outcomes databases with reporting

services, and participation in data aggregation and report-
ing programs established for quality improvement or
pay-for-performance by health plans and others.

4) The capability of providers and their practices to
engage in decision support for evidence-based treat-
ments and tests, and to do this at or close to the point of
care, as well as in a manner that is understandable and
directly useful to patients and consumers through outreach

reminders and alerts, education and online tools and
methods.

Health IT should help patients, clinicians, managers and
purchasers make the best possible clinical and administra-
tive decisions. This includes identifying risks and following
the best path to lowering them whenever possible. Health
IT should help people stay healthy and avoid illness
through active clinical decision support, and make sure
that the system recognizes value. Which patients, according
to past data, have acute or chronic conditions that need
care? Which, do the data show, are the most effective (or
high value) doctors, hospital services, treatments and inter-
ventions—so that the market can work to drive efficiency?
Given a particular set of signs or symptoms, lab test results,
or genetic test, what is the best next step in care?

Examples include EMRs equipped with alerts and
reminders, patient registry applications and services,
PHRs that provide decision support tools, and other
online services that accept and process personal health
data for the purpose of evidence-based guidance for
health risk assessment and stratification, testing,
treatment and health maintenance.

5) The capability of consumers and patients to be
informed and increasingly literate about their health
and their medical conditions, and to appropriately
self-manage with monitoring and coaching from providers.
Health IT that successfully provides or improves this
capability will remove barriers and impediments to data,
information, and tools that can contribute to a person
meeting his or her wellness or health promotion goals,

and will put in place bridges that close the gaps in
collaboration and coordination between the

medical home provider and patients.
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Examples include PHRs and Web services, including some
that are linked to EMRs and registry applications, that
facilitate and direct patient education, information
gathering, and make use of personal health data for
actionable efforts to improve health and treat diseases
and conditions. For the right patients, instituting the

use of monitoring and messaging technologies with
proper integration to providers will result in improved
population management, take some of the burden off

of primary care physicians and keep costs in check.

Benefits of the Connected Patient
Centered Medical Home

By focusing on the capabilities of health IT to connect
providers, patients and other members of the health care
team, we arrive at the concept of the connected medical
home. The connected medical home supports participatory
medicine, reduces costs, makes care more convenient, and
closes the “collaboration gap” between doctors and their
patients in much the same way that online banking and
online airline reservation systems have done. The connect-
ed medical home would engender more parity of patients
with providers, a truly team approach supported by patient
portals, social networking, community health data ex-
changes, shared clinical data collection and intelligent
online tools from Health 2.0. This will allow for meaningful
use of health information technology to support the
patient centered medical home.

Potential of Connected Medical Home
to Add Value to the Community

Health IT supports the “added value” concept that is a

key characteristic of the patient centered medical home.
Health care today has simply become unaffordable, and
any major change must address the issue of cost in tandem
with patient safety and enhanced quality. As a new model
to replace a broken system, the patient centered medical
home should not only offer high-quality, patient-centered
care, but has also save real dollars in health care costs.

Pilot programs like the Community Care of North
Carolina project have already demonstrated that coordi-
nated, patient-centered care can contribute real value and
reduce costs. This Medicaid program has documented
savings of $3.5 million over three years for asthma
management, and its diabetes care initiative saved $2.1
million over the same period. The cost savings arise from
care coordination that eliminates wasteful duplication

of services, tests and procedures, and avoids costly
exacerbations of chronic illness.

Health IT supports all the interrelated capabilities of
the PCMH. Real-time electronic communication offers

providers the opportunity to collaborate and coordinate
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care across geography and time; all members of a care
team can literally be on the same electronic page at once.
The secure flow of information is essential to continuity
of care and vital to problem solving, as well as supporting
prevention activities and medication safety.

To optimize the full arc of health IT’s potential value in
the medical home model, data mechanisms must be

in place so physicians can better understand and become
responsible for management of resources consumed on
behalf of patients who are being managed. Price data
must be married to utilization data as well as quality and
performance measurements. By tracking outcomes of
primary care-sensitive conditions with associated price
factors, and by applying statistically proven case mix
factors, health IT supports but is not sufficient to enable
the PCMH.

In order to demonstrate meaningful use of health IT
resources to both private and public payers, it is impor-
tant that the PCMH shows improved cost per member,
per month savings, as well as improved health and better
outcomes for members served through the medical home.
Ongoing measurement of value as a characteristic of the
PCMH model will ensure continuation of the model
long-term and continued support for health IT.

Contributed by David C. Kibbe, MD, MBA, Senior
Advisor, American Academy of Family Physicians

Chair, ASTM International E31Technical Committee
on Healthcare Informatics

Principal, The Kibbe Group LLC

Special thanks to the PCPCC CeHIA Capabilities
Working Group* for the development of this work.

OTHER RESOURCES

PCPCC-endorsed “Guidelines for PCMH
Demonstration Projects”: Appendix A

Health Information Technology-
Consumer Principles, March 2006: Appendix B

InformationSTAT consumer research and
stakeholder education campaign: Appendix C

* See PCPCC CeHIA Capabilities Working Group
Acknowledgement, Inside Cover.





HEALTH IT FUNCTIONAL PRIORITIES
TO SUPPORT THE PATIENT CENTERED

MEDICAL HOME

key function of the PCMH drives its technology

requirements. This is the process of care coordina-

tion—especially coordination of the care of
patients with chronic diseases. In the current,
fragmented health care delivery system, each of a

patient’s providers may be unaware of other providers that

are treating the patient. Testing and therapies are often
duplicated, resulting in unnecessary costs and risks to the
health of the patient. Lack of coordination can also result
in failure to follow up on the delivery of ordered services,
again adding risk to the patient’s health. In some cases,
multiple providers receive copies of reports of services
performed, such as laboratory tests, but this can cause
confusion among providers over who is primarily
responsible for addressing the results.

When care coordination is done properly, care is coordi-
nated and/or integrated across all elements of the health
care system (e.g., subspecialty care, hospitals, home
health agencies, nursing homes) and the patient’s com-

munity (e.g., family, public and private community-based

services). Care is facilitated by registries, information
technology and health information exchange, all to
assure that patients get care when and where they need
and want it, and in a culturally and linguistically
appropriate manner.

Successful coordination of a patient’s health care cannot
be accomplished without IT support for the key workflow
steps involved. The patient’s medical home will need the
capability to track all of the patient’s providers and all of
their care activities. The medical home will also have to
serve as a communications hub among all of the patient’s
providers, ensuring that each is aware of relevant actions
by others. Finally, each provider of care to the patient

will need the capability of automatically informing the
medical home of actions involving the patient.

Care coordination principally involves collaboration
among care providers. This distinguishes these activities
from other common care workflows:

¢ Transfer of care—responsibility shifts

# Referral—temporary transfer

# Consultation—one-time or limited time

# Collaboration—ongoing co-management

The interoperability requirements of patient care workflow
can be considered as support for a conversation between
two or more clinicians, as well as the patient, at each step.

The charts that follow are an attempt to identify the infor-
mation technology functions that are required to support
the information management needs of a medical home.
Also listed are the information technology functionalities
that patients and families will need if they are to partici-
pate fully in the coordination of their care. Many of the
functions described extend beyond the capabilities of cur-
rent EHR systems. In fact, many of these functions might
best be delivered through technology applications that are
external to an EHR system. Many could be delivered as ser-
vices over the Internet. This list attempts to be technology
neutral and product neutral in identifying needed func-
tions. The hope is that it will spark discussion and debate
over how these functions could be delivered effectively
and efficiently to small medical home practices and to all
patients and caregivers.
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IT support for clinicians involved in the
patient centered medical home

In the previous section “Empowering Health IT to Support
the Connected Medical Home,” David Kibbe et al. outlined
the key capabilities needed to realize successful deploy-
ment and meaningful use of health IT in the medical
home. To expand this further, users should consider some
key functionalities. Below is a list of “Ten Characteristics
of Patient Centered Health IT Support for Clinicians.”
The tables that follow outline how the capabilities and
functionalities link and why it is important to consider
each of these.

. Ability to collect standardized, accurate and essential
data elements

Ability to incorporate data from outside systems
Ability to support care coordination

Ability to facilitate medication reconciliation

. Ability to capture and respond to population health
needs (registry/community view)

Ability to link to community resources

. Ability to collect, store, measure and report on indi-
vidual and population process, outcomes and quality
Ability to engage care team in decision support at the
point of care

9. Ability for providers to engage in risk stratification
10. Ability to support patient self-management, and to
enhance patient access and communication.

8.

Contributed by Thomson Kuhn, Sr. System Architect,
American College of Physicians

Special thanks to the PCPCC CeHIA Functionality
Working Group?® for the development of this work.

>See PCPCC CeHIA Functionalities Working Group
Acknowledgments, Inside Cover.

A. Capability to collect, store, manage and exchange relevant personal health information.

GENERAL FUNCTIONALITY: Collects Standardized,
Accurate and Essential Data Elements.

WHY: Enables data to be analyzed and shared in a
consistent manner.

SPECIFIC FUNCTIONALITY:

 Basic demographic data.

» Language preference.

« Self-identified race/ethnicity.

* Patient/family preferred method of communication.

* Dates of previous visits.

 Current and past diagnoses.

» Status of age-appropriate preventive services.

* Basic clinical data (height, weight, BMI).

* Presence of advance directives.

« Lab/pathology/imaging reports.

» Documentation of patient’s understanding of
problems and plans of care.
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GENERAL FUNCTIONALITY: Incorporates Data from
Outside Systems—Particularly Pharmacies, Inpatient Stays,
Laboratories and Imaging Centers.

WHY: Facilitates effective coordination of care across
clinicians; external data must be standardized and
machine-interoperable if it is to be incorporated into
quality measures and decision support.

SPECIFIC FUNCTIONALITY:

» Ensure that the results of all laboratory tests and imaging
procedures ordered or done by the practice are received and
reviewed by the ordering (or covering) clinician.

* Notify patients of all abnormal results.
* Notify patients of all normal results.
* Find and identify patients receiving care in other facilities.

» Send appropriate clinical information to support patient care
when a patient is being treated at another facility or by a
different clinician.

 Review information received from other facilities to identify
what follow-up support a patient needs.

* Incorporate external records into the practice chart.

* Order laboratory tests online.

 Order imaging tests online.

* Retrieve laboratory tests online.

* Retrieve imaging tests online.

* Track pending laboratory tests.

* Track pending imaging requests.

* Indicate the source of all data, especially when the source is
not the patient or parent.





B. Capability of providers, patients and other members of a person’s health
care team to communicate with each other and amongst themselves in the

processes of care delivery and care management.

GENERAL FUNCTIONALITY: Offers Support for Care
Coordination.

WHY: Continual collection and management of
encounter reports and test results from all of the
providers who are delivering care to a patient. Enables
all caregivers to collaborate in the care of the patient.

SPECIFIC FUNCTIONALITY:

» Use and maintain a problem list for every patient.

* Maintain medication lists with information about both
long-term and short-term prescription medications.

» Maintain a list of over-the-counter medications,
supplements and/or other alternative therapies.

Use flow sheets to prompt age-appropriate screening
and tests associated with particular conditions or risk
factors.

Track urgent or critical referrals for consultation until a
report is received by the practice.

Track all referrals for consultation until practice report
received.

Coordinate visits to other clinicians and/or for tests to
minimize trips for patients.

Help patients without health insurance coverage find
care.

Write and maintain individualized care plans and
treatment goals with input from the patient.

Contact patients (and/or families) soon after discharge
from a facility.

Coordinate post-discharge care with other entities
(specialists, home health, disease management
organizations, etc.).

» Communicate, plan care, and assign and track
responsibilities with care managers or other
professionals involved with management of patient.
Document communication among care team
members.

Provide a written case summary and transition plan
for patients transferring care to another clinician and/
or facility.

Provide help for patients in need of a primary care
physician or subspecialist.

Document patient’s medication experience.

Document medication allergies and adverse reactions,
medication history (including immunizations), and
active drug therapy problem list.

* Document treatment plans for patient and practitioner.

Document links between problems and care providers.

GENERAL FUNCTIONALITY: Facilitates Medication
Reconciliation, Especially Between Prescribed Medications
and Pharmacy Records.

WHY: Improves monitoring of medication adherence,
helps avoid adverse drug-drug interactions, and increases
prescribing efficiency.

SPECIFIC FUNCTIONALITY:
* Provide drug-to-allergy warnings.
* Provide drug-to-drug interaction warnings.

* Provide dosing information and warnings when
recommended doses are not followed.

* Provide warnings when duplicate drug prescriptions
are written or when two drugs from the same class are
prescribed.

* [dentify drugs to be avoided in the elderly.

* |dentify, resolve and prevent drug therapy problems of
appropriateness, effectiveness, safety and adherence.
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B. Capability of providers, patients, and other members of a person’s health

care team to communicate with each other and amongst themselves in the
processes of care delivery and care management. (continued)

GENERAL FUNCTIONALITY: Offers Registry Reporting/
Community View.

WHY: Enables tracking of patients who require better care
management; allows physician, practice, or institution

to systematically monitor and improve care of chronic
conditions; facilitates anticipatory care and patient recall.

SPECIFIC FUNCTIONALITY:

* Identify the most frequent diagnoses seen.

* [dentify at least three of the most clinically important
conditions seen.

* |[dentify the most important risk factors in the population
served.

* [dentify patients who need preventive care (screening)
and facilitate prompting them to schedule appointments.

* [dentify patients on particular medications who
need monitoring or evaluation and facilitate sending
reminders.

* |[dentify patients in need of immunizations and facilitate
sending reminders.

* |[dentify patients who need pre-visit laboratory tests or
other procedures and send reminders.

* [dentify patient with chronic conditions who have not
received necessary follow-up and facilitate prompting
them to schedule appointments.

* |[dentify patients who might benefit from additional care
coordination/care management services and facilitate
contacting them about these options.

* Provide capability to identify and contact patients on a
particular medication.

* Provide capability to identify and contact patients in need
of preventive care services.

* Provide capability to identify and contact patients in need
of follow-up visits or tests.

* Provide capability to identify and contact patients who
may benefit from care management support.
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GENERAL FUNCTIONALITY: Offers Linking to
Community Resources.

WHY: Helps clinicians identify community resources that
can support patients, including disease management
programs offered by health plans, nutrition or exercise
programs, substance abuse and mental health services,
and support groups.

SPECIFIC FUNCTIONALITY:

» Maintain a list of agencies, community-based
organizations, or other entities that support patient
self-management, and support provision of the relevant
resource list to patients when appropriate.





C. Capability of providers and their practices to collect, store, measure

and report on the processes and outcomes of individual and population
performance and quality of care.

GENERAL FUNCTIONALITY: Offers Automated Quality
Measurement.

WHY: Enables practices to monitor quality improvement
activities; allows insurers to compare clinicians and pay
for improved preventive services and improved clinical
outcomes.

SPECIFIC FUNCTIONALITY:
* Provide the ability for the practice to measure:

— Clinical performance on processes such as vaccination
rates and cancer screening.

— Clinical outcomes such as hemoglobin A1c data for
patients with diabetes mellitus.

— Wait or turnaround times for lab results, phone calls
and other service-related activities.

— Medication errors and other safety issues.

Provide the ability for the practice to use and report on
nationally recognized clinical performance measures.

Provide the ability for the practice to measure patient
attitudes regarding:

— Ability to schedule appointments.

— Ability to contact the office via phone or email (if
available).

— The quality of information received from the clinician
providing care.

— The confidence they have in their clinician and practice.

— The level of satisfaction with their experience at the
practice.

Provide the ability for the practice to measure and report
data collected on quality and work processes:

— Across the practice.

— By individual clinician.

Provide the ability for the practice to set and track goals
and expectations of performance.

Connect indication for medication (reason for use)
to specific drug product to dose, duration and actual
outcomes for each medical condition.

Provide post marketing surveillance on appropriateness,
effectiveness, safety and adherence variables.

Record drug therapy problems specific to drug product,
medical condition and patient parameters.

Record and evaluate actual outcomes from drug therapy.

GENERAL
FUNCTIONALITY:

Offers Improved Interfaces
with Public Health Services
(including automated
reporting of mandatory
notifiable communicable
disease, and immunization
information).

WHY: Enhances capacity
to respond to public health
emergencies, facilitates
monitoring of disease
trends and population
health, and helps identify
populations in need of
targeted interventions.

SPECIFIC

FUNCTIONALITY:

* Automatically document
the delivery of
immunizations.

GENERAL
FUNCTIONALITY:
Offers Systematic
Outcomes Evaluation.

WHY: Improves post
marketing surveillance

of adverse drug events,
understanding the
correlates of health
disparities, and predictors
of treatment and treatment
outcomes.
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D. Capability of providers and their practices to engage in decision support for

evidence-based treatments and tests.

GENERAL FUNCTIONALITY: Offers Clinical Decision
Support at the Point of Care.

WHY: Combines patient data and evidence-based clinical
best practices to provide decision-making assistance for
priority preventive care issues.

SPECIFIC FUNCTIONALITY:

» Support use of nationally recognized clinical guidelines
for clinically important conditions.

* Incorporate the guidance of clinical guidelines into
flowsheets, standing orders, training and other
everyday processes to facilitate adherence to the clinical
guidelines.

* Incorporate decision support for medication selection
and dose calculation.

* Incorporate decision support for immunization.

* Document reason when recommendation is not
followed.
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GENERAL FUNCTIONALITY: Offers Risk Stratification.

WHY: Enables use of demographic and clinical information
to identify at-risk patients; assists in disease management
referrals, interpreting quality measurement data, and
targeting anticipatory care.

SPECIFIC FUNCTIONALITY:

» Support conduct of a comprehensive health and risk
assessment for all new patients.

« [dentify patients who should receive age-appropriate
screening tests and/or counseling.

* Identify patients who should receive immunizations.

* [dentify patients who should receive age-appropriate risk
assessments.





E. Capability of consumers and patients to be informed and increasingly

literate about their health and their medical conditions, and to appropriately
self-manage with monitoring and coaching from providers.

GENERAL FUNCTIONALITY: Allows Enhanced Access
via Email, PHR, Web Portal.

WHY: A fundamental aspect of patient-centered care

is that the care does not begin or end in the doctor’s
office. As care activities become more patient-centered,
they move from the time and place of the face-to-face
encounter to Internet-facilitated activities that can occur
whenever it is convenient for patients and care providers.

SPECIFIC FUNCTIONALITY:
* Track each patient’s language preference.

» Track whether a patient has difficulty with hearing, vision
or other barriers to communication.

Generate a written care plan for patients when indicated.

Support scheduling each patient with a personal clinician

except when the clinician is unavailable.

Support scheduling a same-day appointment if clinically

indicated.

Support an “open access” or “advanced access”

scheduling model.

Support scheduling of group visits for some populations

of patients.

Support scheduling team meetings.

» Support workflows to remind patients about

appointments and/or collect information from patients

prior to a visit.

Support use of standing orders for staff to administer

routine care such as vaccinations, preventive services or

laboratory tests for specific conditions.

Support delivery of clinical advice during hours when the

practice is not open.

Support provision of a personal health record to patients.

» Support review of a patient’s stand-alone personal health

record.

Provide a personal health record linked to the practice

electronic health record.

» Support use of email to communicate with patients about
administrative issues.

» Support use of email to provide clinical care appropriate

for non face-to-face visits (i.e., Web visits).

Provide a Web site that enables patients to initiate

requests for appointments, referrals, etc.

Provide a Web site that enables patients to see elements

of their records.

GENERAL FUNCTIONALITY: Offers Support for Patient
Self-Management.

WHY: Helps patients and clinicians work together

to improve disease self-management; incorporates
assessment of patient self efficacy and health literacy;
provides easily understood graphs, charts, and handouts;
improves patient communication through emailed
engagements or mailed reminders, secure messaging, or
Web portals. Helps patient understand and improve the
doctor-patient relationship. This would include EMR/PHR
interfaces and patient portals.

SPECIFIC FUNCTIONALITY:

* Provide self-management support for important
conditions in the patient’s preferred language or mode
of learning.

* Provide self-management tools or a personal health
record for patients to use in support of their own care.

» Compare patient progress towards treatment and
self-management goals with expectations.

* Facilitate review of self-monitoring results and use of
them to adjust the treatment plan.

* Facilitate assessment of barriers when patients do not
move towards their treatment goals (e.g., medication
adherence, costs of care, lack of family support).

* Document the delivery of patient information.
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F. Health IT support for patients, caregivers and family.

GENERAL FUNCTIONALITY:
Allows Consumers to Manage Health
Information.

WHY: As care delivery becomes
dispersed across increasingly varied
settings, it is important for patients to
take responsibility for their health care
information. Patients need tools that
make it easy for them to ensure that
all of their care providers have access
to important information provided by
others.

SPECIFIC FUNCTIONALITY:

* Collect information from external
sources, such as health care providers,
laboratories and pharmacies.

* Enter personal health information.
* [dentify source of all data.

» Share health information as desired
with care providers.
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GENERAL FUNCTIONALITY:
Offers Consumers Self-Management
Tools.

WHY: The health of patients,
especially those with chronic
conditions, is more a result of their
behavior than any actions from their
care providers. Patients need tools
that help to inform and motivate
them to follow their providers’
instructions, and to track their
activities in pursuit of their goals.

SPECIFIC FUNCTIONALITY:

* Exchange care plans with providers.

* Track and report activities and
measurements.

* Locate and access education and
management tools.

GENERAL FUNCTIONALITY:
Coordinates Communications.

WHY: Technology-enabled
communications are beneficial

for patients and care providers.
For patients, these tools are more
efficient and less intimidating than
telephone menus and voicemail.
For providers, these tools allow
better categorization, routing

and management of all patient
communications.

SPECIFIC FUNCTIONALITY:

» Ask questions of care providers.
* Request medication renewals.

* Request appointments.





ENGAGING THE PATIENT WITH

HEALTH IT

hile health IT holds the promise of
improved clinical excellence, it also

holds the potential to greatly improve
patient-provider communication, patient
access to valuable personalized information,
and patient collaboration with the clinician in chronic
condition self-management. Unfortunately, the current
trends in clinical practice and the realities of a financial
focus in health IT applications tend to relegate
patient-centered applications to the bottom rung of

the implementation process. But much is to be learned
from practices that are successfully using patient-centered
health IT to engage patients, as well as efforts to raise
overall awareness of the urgent need for community
electronic health information exchange.

The following is a summary of a research report authored
by Joshua Seidman, PhD, and Ted Eytan, MD, MPH,
and published by the California HealthCare Foundation
(CHCEF). “Helping Patients Plug In: Lessons in the Adoption
of Online Consumer Tools”® is designed to offer insight
into the current application of health IT in a variety of
practice settings, some of which offer a patient-centered
approach to care. For a deeper look into consumer
attitudes and opinions about the use of EHRs, and

to find tools to effectively communicate the benefits

of health IT to consumers, please see Appendix C

for the “InformationSTAT Toolkit.”

The Patient-Centered Health IT Initiative

In 2008, the California HealthCare Foundation, with
support from the United Hospital Fund, Kaiser Perma-
nente and the Group Health Community Foundation,
initiated research to better understand the evolving role
of patient-centered information technology in clinical
care. The authors examined five different types of medical
practice settings; interviewed physicians, patients, and
others; and reviewed the relevant literature. The project
sought to assess:
# The technological innovations in place to facilitate
more patient-centered care;
@ How patients and clinicians used health IT at different
stages of implementation;

¢ The complete report is referenced in the Resource
Guide, and found online at http://www.chcf.org/topics/view.
cfm?itemID=133659.

# How they communicated about improving patients’
health;

# Opportunities for improving clinician-patient
communication and the engagement of patients
and families in all aspects of care; and

@ Access to patient-centered health IT (PCHIT) tools
by safety-net populations and opportunities for
providers to use such tools to coordinate care
for these populations.

The project team focused on clinical settings where health
IT is replacing paper-based systems, rather than those with
mature health IT or none at all, and on health care provid-
ers with a diverse clientele. This approach revealed hurdles
faced by those who are considering, or in the process of
implementing, information technologies.

Key Concepts

PCHIT engages patients in their care by giving them
access to electronic tools, including health records at
physician offices, personal health records on the Web,
online appointment scheduling, and doctor-patient
email. However, there is a significant disparity between
what patients want to do online and what they are
able or allowed to do.
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Consumer Access to Electronic Tools

Tool Would Like to Already Access | Would Pay Extra
Access to Access

Online medical records 78%
and test results

Online appointment 72%
scheduling
Email to doctor 76%

6% 26%
10% 18%
9% 23%

SOURCE: DELOITTE. 2008 SURVEY OF HEALTH CARE CONSUMERS.’

As the table above illustrates, about three-quarters of
consumers are interested in electronically viewing their
medical records and lab results, scheduling appoint-
ments, and exchanging email with other physicians.

Yet few have such access, even though a sizable number
would be willing to pay extra for it.

Some large integrated delivery systems, multispecialty
group practices, and community health centers have
adopted PCHIT, many EHRs now include patient portals,
and commercial PHRs are proliferating. But PCHIT is

far from widespread.®

Any technology that facilitates
communications and helps consumers
organize health information, act upon it,

and weigh the implications of their
decisions qualifies as PCHIT.

Any technology that facilitates communications and
helps consumers organize health information, act upon
it, and weigh the implications of their decisions qualifies
as PCHIT. Along with EHRs, PHRs, online appointment
scheduling, and secure doctor-patient email the term
encompasses electronic access to lab results, decision sup-
port tools, prescription refills, and other applications.

7“Many consumers want major changes in health care
design, delivery.” Deloitte: 2008 http://www.deloitte.com/dtt/
article/0,1002,cid=192717,00.html.

8 According to the National Alliance for Health Information
Technology, PHRs are “an electronic record of health-related
information on an individual that conforms to nationally
recognized interoperability standards and that can be drawn
from multiple sources while being managed, shared, and
controlled by the individual.”
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To be truly patient-centered, an application must link
a person’s health data to content that puts the data in
context for that individual and answers the question,

“What does it mean in my case?”

PCHIT helps consumers take control of their health and

be key partners in health-related decisions. It also improves
the quality and cost-effectiveness of health care. For
example, research suggests that patients immediately
forget 40 percent to 80 percent of everything a doctor tells
them in the exam room.” EHRs can generate an electronic
summary of a doctor visit to be printed and taken home—
a powerful tool because it wraps the clinician’s notes
around health content targeted to the individual.

Technological Innovations to Facilitate
More Patient-Centered Care

Expensive technologies such as EHRs and PHRs are not a
prerequisite for other, more economical patient-centered
tools. At the Whitman-Walker Clinic in Washington,

D.C., which has implemented an EHR system, pharmacists
use Web tools such as MedactionPlan.com to prepare
medication regimens for print-out or electronic transmis-
sion to patients. In addition, MedactionPlan.com enables
consumers to create medication lists for themselves and
family members, and to receive medication reminders.

Patients who receive care at Queens Health Network in New
York City can deliver personal health information to other
providers by swiping their smart card through an inexpen-
sive card reader. The readers, which plug into any personal
computer, are located in emergency rooms in the city.

Patients and Clinicians Use Health IT
at Different Stages

Kaiser Permanente, which serves about one-fifth of all
Californians, and other integrated delivery systems like

? Kessels, R.P.C. “Patients’ memory for medical information.”
Journal of the Royal Society of Medicine 2003;96(5); 219-222.





it, are in many ways a PCHIT benchmark. They have the
highest EHR and PHR penetration in health care. About
20 percent of enrollees at Kaiser, or more than 2 million
members, use its PHR.

Within the last six years, the number of adult enrollees
at Seattle-based Group Health Cooperative who have
taken advantage of access to a PHR through the
MyGroupHealth Web site has grown to 36 percent.’

The U.S. Department of Veterans Affairs actively promotes
my HealtheVet, a portal for benefits, services and access to
some health records. In the future, veterans will be able

to view their appointment schedule, copayment balances,
portions of their EHR and more. Although patient adop-
tion has not reached the levels seen at Kaiser and Group
Health Cooperative, the VA system is innovative because of
its potentially high transparency. Pilot sites allow patients
full access to their entire medical record through
MyHealtheVet, including physicians’ progress notes.

The VA has not integrated patient-centered tools into its
health care system as thoroughly as Kaiser and Group
Health Cooperative have. Physicians do not interact with
MyHealtheVet in their clinical work, and, outside the pilot
sites, My HealtheVet still offers much less access to EHRs
and fewer direct links to health content explaining a
person’s personal data.

How Patients and Clinicians
Communicate about Improving
Patients’ Health

A PHR portal at Harvard Vanguard Medical Associates,

a private group based in Boston, is MyHealth Online.
Similarly, at Partners HealthCare in Boston, clinic manag-
ers work with medical staff to encourage the use of Patient
Gateway—a secure electronic link that patients can use to
communicate with their doctor about appointments,
medications, and more—by posting announcements in
prominent places about new services and by promoting
access opportunities.

However, some Partners physicians communicate with
patients by email outside of Patient Gateway, and clini-
cians there and at Harvard Vanguard did not consistently
explain to patients the benefits of using these specially-
designed patient portals. In addition, accountability for
patient engagement varies: Partners assigns responsibility
for the success of its PHR to a “physician leader,” while
there is no such accountability at Harvard Vanguard.

1°Halamka, J.D., Mandl, K.D., and Tang, P.C. “Early
experiences with personal health records.” Journal of the
American Medical Informatics Association 2008;15(1): 1-7.

...a mobile phone may be the most
effective vehicle for certain popula-
tions to receive health information...

At both Partners and Harvard Vanguard, health IT com-
petes with multiple clinical initiatives for priority status.
This may hinder a coordinated approach to fostering PHR
adoption and use of the patient portals. Moreover, their
payers do not make a significant effort to promote the
tools, and the two practices expressed uncertainty about
the best way to do that in the absence of a PHR implemen-
tation “toolkit”—a repository of knowledge about every-
thing from identity authentication procedures to strategies
for promoting adoption of PCHIT by patients and staff.

Opportunities for Improving Clinician-
Patient Communication and Engaging
Patients and Families

Nationwide, 93 percent of physician practices have fewer
than six doctors, and 96 percent have fewer than 10. Less
than 10 percent of practices in this population have fully
implemented EHRs, although up to 25 percent have
partially implemented them."

Small practices cope with several pressures when they
implement EHRs. One is showing a return on investment
over the long term. A second is justifying the upheaval
caused by transitioning from paper to electronic records.
A third is the competition from local group model
practices, where health IT adoption tends to be higher
and there is more financial, technical and legal support.

Small practices are pooling resources to overcome these
challenges. Ideal Medical Home, a confederation of health
care organizations and individuals, promotes patient-
centered, financially viable information technologies in
physician practices. At IdealMedicalPractices.org, members
share new technologies—including patient-assessment and
feedback tools—and best practices. The goal is to improve
clinical operations at minimal cost.

Access to PCHIT Tools by Safety-Net
Populations

Clinicians and administrators often raise the issue of dispa-
rate access to the Internet among safety-net populations

"' Health Information in the United States: The Information Base
for Progress. Massachusetts General Hospital and Robert Wood
Johnson Foundation: October 2006 (http://www.rwjf.org/files/
publications/other/EHRReport0609.pdf).
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and how that might affect PCHIT use. Although income and
other demographic factors do have an impact, data suggest
that many people—even those with lower incomes—now
have access to the Internet.

Internet Access Among Demographic Groups

Demographic Percent Who
Have Access

Household earns less than $40,000 61%
Household earns more than $40,000 91%
No high school degree 41%
High school graduates 69%
College graduates 93%
Caucasians 78%
African Americans 68%
English-speaking Latinos 75%

SOURCE: DELOITTE. 2008 SURVEY OF HEALTH CARE CONSUMERS.'?

National surveys suggest that the number of community
health centers (which typically serve safety-net popula-
tions) and physician practices with fully or partially
implemented EHRs is about equal.”® (There are no compa-
rable data regarding PHRs.) While one might expect that
extremely limited resources would restrict the ability of
community health centers to innovate in terms of health
IT, observations of the safety-net providers in this report
revealed that many are as technologically savvy as their
non-safety-net counterparts. Some even have state-of-the-
art EHRs. One way they can finance health IT improve-
ments is through a limited number of grants, depending
on the region."

Providers and some patients at these locations—
including those that offer multilingual care—generally
welcomed the idea of patient access to EHRs. Data from

12”Many consumers want major changes in health care de-
sign, delivery.” Deloitte: 2008 (www.deloitte.com/dtt/article/0,1
002,cid%253D192717,00.html.)

13According to the 2005 National Ambulatory Care Survey,
11.2 percent of physician practices had a fully implemented
EHR system. The 2006 Survey of Health Center Use of
Electronic Health Information found that 8.6 percent of
community health centers did.

“Duke, E.M. “Remarks to the National Association of Com-
munity Health Centers.” Health Resources and Services Ad-
ministration, U.S. Department of Health and Human Services:
August 27, 2007 (http://newsroom.hrsa.gov/speeches/2007/
NACHCaugust.htm).
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a recent survey demonstrate that interest in email access,
online appointment scheduling, and electronic access to
medical records and test results is equally high among
insured and uninsured people.’®

It is important to think about PCHIT in the larger context,
beyond Internet use, because there are new technologies
that do not involve a computer on the patient’s end. For
example, a mobile phone may be the most effective vehicle
for certain populations to receive health information, be

it in the form of an automated, multilingual phone call,

a text message such as a medication reminder, or a more
sophisticated combination of audio, graphics and video.'®

Health IT as it Supports the Patient
Centered Medical Home Model

Health IT capabilities focused on patients offer an ideal
entrance ramp for consumers to connect to the PCMH.
Much discussion to date has focused on PHRs and inter-
active Web portals, but less elaborate and costly electronic
tools that broaden patient access to providers, such as
secure email and online scheduling, are also important
considerations. As the CHCF study notes, creative use

of common consumer technologies, such as cell phones
or smart cards, should be a first-line consideration for
patient-centered information delivery systems. As popula-
tions across the socioeconomic spectrum have indicated a
strong interest in IT-supported patient-centered capabili-
ties, this perceived barrier to meaningful use of health IT
in the larger PCMH context should no longer be a road-
block to wider adoption of consumer-focused tools.

OTHER RESOURCES

Health Information Technology—
Consumer Principles, March 2006: Appendix B

InformationSTAT consumer research and
stakeholder education campaign: Appendix C

15“Many consumers want major changes in health care
design, delivery.” Deloitte: 2008 http://www.deloitte.com/dtt/
article/0,1002,cid=192717,00.html).

1°A variety of information delivery strategies are profiled
in Seidman, J., and Barish, D. Health Information Technol-
ogy: Innovative Applications for Medicaid. Center on Children
and Families, Georgetown University Health Policy Institute:
December 2007.





CASE EXAMPLES

n February 2009, the CeHIA and Health2Resources
conducted a survey of physician practices and other
stakeholders regarding their use of health information
technology and exchange in support of the patient
centered medical home (PCMH). From the 116
respondents who completed the survey, selected
examples are presented on the following pages.
Several themes emerge.

@ Simple health IT solutions and work-arounds can
provide much-needed functionalities in support
of the PCMH in the absence of fully-implemented
ambulatory EMRs. These functionalities are internal
to the physician practice.

¢ A fundamental goal is maximizing patient registry
accuracy and completeness.

# There is a pressing need for improving patient access
portals.

# Anecdotal reports suggest that patients welcome
the opportunity to interact with their medical home
through electronic tools, that practice efficiency
is thereby enhanced, and that patient satisfaction
increases.

# Robust, integrated health IT solutions are of
immediate benefit for tracking the quality of health
care delivery, adhering to evidence-based practice
guidelines and managing chronic disease conditions.

® Implementation of PCMH functions, with health IT
support, increases the ability of medical staff to work
one-with-another: Thus the “Connected Medical
Home.”

¢ Adoption of health IT in a meaningful way is
difficult, but not impossible. Change management
techniques and leadership are essential, and the
end result can be worth the effort.

# That being said, health IT is a tool, and is not in and We welcome your perusal of these case examples. There
of itself the answer. Changes throughout the practice, ~ are many lessons learned. Moreover, these participants
in workflow and how medical staff work together are  provide their contact information, and so in turn become

essential. a resource to support community and local transforma-
tion efforts. We expect that this will be a highly dynamic
# Health IT support of medical care becomes a way process and that the CeHIA will add more case examples
of life. over the coming months.
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Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Certified

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. Having the PCMH listed prominently in key places
throughout the Electronic Health Record at UNC
Healthcare.

2. Using telephone messages for virtual consults and
coordination of care.

3. Webcis’ email portal allows secure email to and from
patients.

4. Weekly downloads of data from our central information
system into our departmental chronic disease registry.

How do you use electronic health data to improve
patient engagement in their own care?

1. This is currently lacking; we desperately need a patient
portal.

2. We have plans for patients to enter their own medical
histories online.

3. We have plans for patients to have access to their lab and
radiology data and to be able to access via the Web.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. Phone messages are answered more quickly, which has
directly improved patient satisfaction.

2. Referral tracking is much improved.

3. Our registry has directly led to targeted outreach of
patients who need services.

4. The registry has helped us lower admissions for CHF
patients.
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TYPE OF ORGANIZATION: Physician primary care practice

Sam Weir, MD, Director, Family Medicine Center
UNC Department of Family Medicine
Campus Box 7595 « Chapel Hill, NC 27599
(919) 357-1695 * email: sweir@med.unc.edu

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. Clinicians are keeping the med lists up to date now that
we require that for nurses to refill meds by standing
order.

2. Patients are emailing us, which offloads the phones and
leads to more direct communication.

3. Lab result letters go out more quickly (we still are using
letters until the patient portal is developed).

4. Having discharge summaries, labs, results of studies,
op notes, etc. at time of hospital followup improves
coordination of care.

How are you using your findings regarding the use of
health information technology and exchange to bring
about further improvements?

1. We hope to develop a “virtual case conference” to allow
multi-disciplinary teams of clinicians to coordinate care
for complicated patients.

2. We desperately need to get the patient more engaged-
you can print out a summary of goals/suggestions/
changes from each clinic visit now, but it's cumbersome.

3. We need to develop more process control points and
data that can be extracted from the central information
system—for example, what percentage of phone
messages were finalized or forwarded within 24 hours.

4. Better linkages between the central information system
and our registry—I have no illusions of the central
information system actually incorporating a registry
function—I think two integrated systems would work.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. A registry function is much more important than
an EHR.

2. In the short term, an EHR may make things worse.

3. Right now there are multiple EHRs around the country
that don't communicate—we resort to printing and
mailing or printing and faxing, which is incredibly
wasteful.





TYPE OF ORGANIZATION: Physician primary care practice

Marjorie Miller, Director of Policy and Planning
Ninth Street Internal Medicine Associates
211 S. Ninth Street ¢ Suite 401 « Philadelphia, PA 19107
(215)-275-1755 * email: m.miller@nsimonline.com

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Certified

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. Searchable data for care, monitoring quality, and reporting
across the practice and by individual physicians.

2. Increased adherence to evidence-based guidelines.

3. Access to patient information from outside the office.

4. Improved patient communication.

How do you use electronic health data to improve
patient engagement in their own care?

1. Patients with chronic conditions are given a Health
Progress Report at each visit (with test results and
comparisons to goals).

2. Patients without documented goals are easily identified
and goals are set and reviewed regularly.

3. Electronically produced visit summary is given to each
patient at the conclusion of the visit.

4. Implementation of portal will allow patients to
communicate and access information (near future).

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. Staff is operating as a team—planned visits help assure
preventive care is followed up and appropriate tests are
ordered.

2. Integrated on-site testing (ECG, spirometry, retinal
photographs, etc.) has increased adherence to guidelines
and standards.

3. Availability of bidirectional lab results has helped physi-
cians and greatly improved data collection and reporting.

4. Improved communication between physicians, on-site
health coach, dietitian and patients has resulted in
improved satisfaction for all.

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. Quality reporting is now timely and accurate.
2. Quality reporting in general and reporting on individual
physician performance is changing physician behavior.
3. It is anticipated that the use of ePrescribing
(just started) will provide good information on
adherence to medication.
4. Self-management support has helped patients—
still anecdotal evidence but it is growing.

How are you using your findings regarding the use of
health information technology and exchange to bring
about further improvements?

1. Streamlining work flow.

2. Stratifying patients by risk categories.

3. Implementing new programs, i.e., ePrescribing, use of
patient portal.

4. Looking for ways to communicate with other providers
and health care facilities in the community.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. The associated costs are high!

2. Having timely information is crucial for improvement.
3. Change is hard, but not impossible.

4. Always room for improvement.
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Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Plan to be certified

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. Most of the NCQA recognition points have some IT
component and thus, HIT is critical to nearly all
principles of the PMCH.

2. E-visits.

3. Registry.

4. E-prescribing.

How do you use electronic health data to improve
patient engagement in their own care?

1. Extensive e-care.

2. E-newsletter to encourage self-management and patient
engagement.

3. Registry that feeds to emails to serve as patient
reminders.

4. Visibility of data to the patient.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. We believe extensive, but we have not performed official
studies to validate these points.

How are you using your findings regarding the use of
health information technology and exchange to bring
about further improvements?

1. Improvement and our HIT infrastructure are completely
intertwined.
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TYPE OF ORGANIZATION: Physician primary care practice

Charles Kilo, MD, MPH-CEO

GreenField Health

9427 S.W. Barnes Road * Suite 590 * Portland, OR 97225
(503) 292-9560 * email: chuck.kilo@greenfieldhealth.com

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. It is expensive.

2. It requires a great deal of time.

3. You can reach PCMH requirements without really using
or fully implementing the technology—for example, lots
of people say they do e-care when the reality is that they
do very rare e-visits with a few patients.

4. The technology available today is not the technology
that we really need.





TYPE OF ORGANIZATION: Physician primary care practice

Stephen J. Veit, MD, MDPC
212 East Bow Drive
Cherokee, IA 51012
(712) 225-6431 * email: drv@sjveit.com

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Plan to be certified

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. In-office messaging.

2. Electronic record available to everyone with templates
for completeness.

3. E-prescribing.

4. Communication with our patients and affiliates.

How do you use electronic health data to improve
patient engagement in their own care?

1. They can access their records electronically.

2. Messaging,.

3. They can access in other offices, as a traveler to other
parts of the country, etc.

4. Information for self-care.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. Marked improvement in thoroughly caring for chronic
disease states.

2. Patients have become leading partners in their own care.

3. Patients have used their access to records for better care.

4. Prescriptions are more accurate.

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. Improved self-care like diet and exercise.

2. Better lab results on chronic disease states.

3. Better understanding among everyone with questions
asked and answered.

How are you using your findings regarding the use of
health information technology and exchange to bring
about further improvements?

1. Communicating with insurers and their chronic disease
managers.

2. We are trying to standardize and simplify our in-office
processes.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. Care is now a group endeavor with the patient leading
the care.

2. Safety and completeness and accuracy are important and
require electronic help.

3. The patients live with the care 24/7 and need to do it
their way.
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TYPE OF ORGANIZATION: Physician primary care practice

Harry Strothers, MD, Chair
Morehouse Family Medicine
1513 E. Cleveland Ave. ¢ Bldg 100, Ste. 300A ¢ East Point, GA 30344
(404) 756-1230 » email: hstrothers@msm.edu

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

1. In-house integrated electronic medical record system
2. In-house, stand-alone HIT&E components

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Plan to be certified

How do you use electronic health data to improve
patient engagement in their own care?

1. We review problem lists, medications and preventive
services with patient.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. Improved rates of preventive services.
2. Improved diabetes indicators by systematically
following and improving related processes.

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. Improved HgbAlc.

2. Higher percentage of patients with HgbA1c's twice a
year.

3. Higher percentage of patients with urine microalbumin
testing.
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TYPE OF ORGANIZATION: Physician primary care practice

Carol L. Henwood, DO
PMSI
Stowe Family Practice « 555 Glasgow Street  Stowe, PA 19464
(484) 945-0770 » email: chdocfc@aol.com

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Plan to be certified

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. PQRI reporting and physician report cards.
2. Referral and test tracking.

How do you use electronic health data to improve
patient engagement in their own care?

1. Health maintenance follow up for screening studies.

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. Improved Alc levels on diabetics.
2. Increased compliance with evidence-based guidelines.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. Changing physician behavior is a process.
2. Physicians want to deliver the highest quality care.
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Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Plan to be certified

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. Patient Registry.

2. Necessary visits scheduled and appointments kept.

3. Cost ratio or profit margin in a medical home
versus not.

How do you use electronic health data to improve
patient engagement in their own care?

1. Same as above.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. Increased patient satisfaction through before and after
surveys.

2. Better care over all, less ER visits, less hospitalizations.

3. Better planning time-wise for each visit.

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. See above.

How are you using your findings regarding the use of
health information technology and exchange to bring
about further improvements?

1. Just to continue improving.
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TYPE OF ORGANIZATION: Physician primary care practice

Ted Abernathy, MD, FAAP
Pediatric & Adolescent Health Partners, PC
13821 A Village Mill Drive « Midlothian, VA 23235
\ (804) 794-2821 * email: cw707@aol.com

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. The patient may have one opinion of how you care for
them, and it may not match your opinion.

2. To become certified, and therefore be paid for what you
do, is expensive and in the long run the ROI may not be
worth it!!!





TYPE OF ORGANIZATION: Physician primary care practice

Susan Andrews, MD
Family Practice Partners
515 E. Bell St. * Murfreesboro, TN 37130
(615) 890-9191 * email: sta@familypracticepartners.com

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Plan to be certified

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. Use of EHR with reminders, health maintenance and
disease management features; improved care.

2. Patients are more involved in their own care—
they know what they need and why.

3. Patients have access to us online at any time—E-visits,
communication, and viewing chart.

4. Use of registry has allowed outreach to patients needing
tests, follow-up to improve care.

How do you use electronic health data to improve
patient engagement in their own care?

1. Patients see their charts and results online.

2. System is set up for excellent and easily available patient
education, both in office and online.

3. Patients communicate with us online.

4. Patients enter their own histories at home online.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. Our overall quality of care improved from the 50th
percentile to above the 90th in our research group.
2. Patient satisfaction has been documented to improve.

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. Data show significant improvement in adhering to
clinical guidelines.

2. Point-of-care reminders have significantly increased
adherence to guidelines.

How are you using your findings regarding the use of
health information technology and exchange to bring
about further improvements?

1. We use HIT as part of our overall process to help us
improve the quality of care—this continues.

2. We actively look for new ways to use HIT and change
processes to improve efficiency and quality.

3. Improve use of E-visits to improve access.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. First question always has to be—what would the patient
want? What would be best?

2. HIT is a tool, not the answer. Using HIT without
rethinking patient flow, workflow, is a waste.

3. Must have good data to tell where you are and figure out
where you need to go, what you need to work on.

4. It would be impossible to improve quality as much as
we have without an EHR!!!
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TYPE OF ORGANIZATION: Physician primary care practice

William Zurhellen, MD, FAAP (Managing Partner)
Putnam Valley Pediatrics, PC
4 Morrissey Drive * Putnam Valley, NY 10579
(845) 528-5298 « email: DoctorWMZ@aol.com

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Plan to be certified

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. It runs our entire operation.

How do you use electronic health data to improve
patient engagement in their own care?

1. Continuous quality improvement.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. My practice has served as my “research lab” for over
twenty years, in refining the concepts of the PCMH and
the HIT needed to function properly.

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. Just my own experiences within my own practice.
However, dealing with a paper world with the
non-existence of a NHIN is problematic.

How are you using your findings regarding the use of
health information technology and exchange to bring
about further improvements?

1. We are continually refining our own practice.
2. We are working with the AAP for positive change.
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Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. Any EHR must support CQI through the use of episodes
of care and outcomes documentation.

2. Any HIT must be a fully integrated solution, managing
all the clinical and operational needs of the PCMH.

3. The main goals of EHR are TWO, not ONE:

a) improving the management of the current patient;
and b) serving as a cumulating evidence base upon
which true QI can be done.

4. The basis of HIT should be based on the PCMH and
the patient/physician dyad. Including all the claimed
“stakeholders” has driven the process in the wrong
direction, and is stalling progress.





TYPE OF ORGANIZATION: Physician primary care practice

Christoph Diasio MD, FAAP
Sandhills Pediatrics
195 West lllinois Ave. * Southern Pines, NC 28387
(910) 692-2444 + email: cdiasio@gmail.com

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

1. In-house, stand-alone HIT&E components.
2. Best-of-breed document imaging EMR and pediatric
PM system.

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Plan to be certified

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. Disease registry.
2. Recall of asthma patients without flu vaccine this
season.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. Improved vaccination rates.

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. Improved vaccination rates.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. The HIT must be the means, not the end.

2 . Don’t make perfect the enemy of the good—if it is too
difficult for the docs to use, they won't!
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TYPE OF ORGANIZATION: Physician primary care practice

Yul D. Ejnes, MD, FACP
Coastal Medical, Inc.
75 Sockanosset Crossroad * Cranston, Rl 02920
(401) 946-6200 * email: Yul_Ejnes@brown.edu

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Plan to be certified

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. Improved coordination of care.
2. Improved patient safety through e-prescribing.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. Patient satisfaction with e-prescribing.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. Without full interoperability, which we currently lack,
the full potential of HIT cannot be achieved.
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TYPE OF ORGANIZATION: Physician primary care practice

Tom Jenkins, MD
Cookeville Primary Care Associates, PC
445 N. Cedar Ave. * Cookeville, TN 37405
(931) 528-5787 « email: jenkins@cookevillepca.com

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Plan to be certified

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. Fully implemented EMR.

2. Interface (Labcorp).

3. PPRnet (quality management).

4. Decision support such as Dynamed, Epocrates and
the Web.

How do you use electronic health data to improve
patient engagement in their own care?

1. Reminders (recalls, labs, screenings).

2. Showing trend lines.

3. Tracking health maintenance.

4. We are limited by having a low percentage of patients
with computers and email.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. Pneumovax in diabetics from 50% to 95%.

2. Colorectal screening in patients > 65 is 81%
(up from 67% in 2 years).

3. Near 100% diabetics with LDL drawn, HbgA1lc done in
last year.

4. Influenza vaccine 65% in seniors.

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. Actually, I've been using EMR since 1994 and it is a way
of life with me.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. We knew the lessons about health information
technology before PCMH a concept.
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TYPE OF ORGANIZATION: Physician primary care practice

Patricia Kellner, MD
University Hospitals Medical Practices
14100 Cedar Rd., #320 * University Heights, OH 44121
(216) 291-5454 « email: patricia.kellner@uhhospitals.org

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

1. In-house, stand-alone HIT&E components
2. Off-site, Web-based stand-alone e-prescription software

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Plan to be certified

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. It's possible, but not easy to get a list of patients with
certain diagnoses or demographics.

2. It's possible to access medical records off site.

3. E-prescribing.

How do you use electronic health data to improve
patient engagement in their own care?

1. I email patients their test results.
2. I print educational materials in the exam room.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. E-prescribing is faster and patients like not having to go
to the pharmacy to drop off prescription.

2. It's possible to do paperwork outside of the office after
hours (good and bad).

3. It was possible for my organization to look up test
results off-site so that I was able to get NCQA
certification for diabetes.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. We do not have an EMR at present, and cannot afford

to spend the needed money to fulfill PCMH
requirements.
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TYPE OF ORGANIZATION: Physician primary care practice

John L. Bender, MD
Miramont Family Medicine
4674 Snow Mesa Drive, Ste. 140 ¢ Fort Collins, CO 80528
(970) 482-0213 * email: jlbender@miramont.us

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

1. In-house integrated electronic medical record system.
2. In-house, stand-alone HIT&E components.

3. Off-site, Web-based, stand-alone HIT&E system
components.

4. In-house, stand-alone e-prescription software.

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Participate in a pilot

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. Efficiency.

2. Decreased costs of case management.
3. Enhanced patient safety.

4. Sustainable economics.

How do you use electronic health data to improve
patient engagement in their own care?

1. Patient portal.

2. Web site resources.

3. In-house graphs and calculators to detail trends.
4. Printed care plans that are specific.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. Improved metrics gathering and reporting.

2. Integration with nurse educators and coaches.

3. Improved data management and records handling.
4. Elimination of all paper records.

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. Better documentation.

2. Incorporation of flowsheets for chronic disease
management.

3. Improving metrics for chronic disease.

4. Improved compliance with follow up appointments.

How are you using your findings regarding the use of
health information technology and exchange to bring
about further improvements?

1. Weekly meetings with process improvement as the focus.
2. Metrics tracking.
3. Positioning for NCQA certification.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. Paper records can be effectively scanned into PDF files
and shredded.

2. Using a terminal server environment allows for secure
records access worldwide.

3. Financing IT improvements over 3 to 5 years is
cost effective.

4. PQRI was worth it.
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Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Participate in a pilot

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. Population data/management takes you beyond the
patient-by-patient encounter.

2. Patient data is more accessible, quantifiable and
reportable.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. Providers are more pleased with office efficiency.
2. Patient care is more efficient with an EMR.
3. Data is more accessible with an EMR.

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. Providers get more work done in the same amount of
time.

2. Patients seeing covering physicians feel comfortable that
the covering physician has access to their information.

How are you using your findings regarding the use of
health information technology and exchange to bring
about further improvements?

1. Participating in various quality initiatives.
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TYPE OF ORGANIZATION: Physician primary care practice

David Gorelick, MD, Group Computer Champion
Aquidneck Medical Associates
50 Memorial Blvd. * Newport, Rl 02840
(401) 847-2290 » email: dgorelick@pol.net

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. Improved care requires organization and access to an
immense amount of data, something an EMR provides.

2. Providers’ professional time is more satisfying with
improved efficiency with use of an EMR.





TYPE OF ORGANIZATION: Physician primary care practice
Gregg J. Stefanek, DO

Gratiot Family Practice
160 Warwick Dr. « Alma, M| 48801
(989) 463-3101 * email: gstefanek@gratiotfamilypractice.com

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Participate in a pilot

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. EMR is vital to a fully functioning PCMH.
2. We are still in the process of understanding how to
exchange medical information.

How do you use electronic health data to improve
patient engagement in their own care?

1. I email with patients.
2.1 get patients their lab back often the same day.
3. E-prescribing prevents much of the paperwork.

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. I don’t have objective evidence; I just know it’s better
care.

How are you using your findings regarding the use of
health information technology and exchange to bring
about further improvements?

1. We have not established enough metrics yet.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. EMR was hell—the main facilitator has to be a great

communicator and very organized.
2. Have to have a positive attitude.
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TYPE OF ORGANIZATION: Physician primary care practice

James J. Meyer, MD, PCMH Pilot Physician Lead

Clinix Healing Center

7030 South Yosemite St. « Centennial, CO 80112
(303) 721-9984 « email: docjmeyer@clinixusa.com

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Participate in a pilot

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. Integrating clinical guidelines into point-of-care
health care delivery.

2. Improving access and communication with patients and
other health care professionals.

3. Providing reports that support outcomes data from
the practice.

4. Prescription-writing/checking software integrated in
EHR supports an entire component of PCMH.

How do you use electronic health data to improve
patient engagement in their own care?

1. Using point-of-care reports generated by Clinical
Integration Networks of America to review with patient
what is needed and why.

2. Using registry functionality and encrypted electronic
communication through “Reach My Doctor”

(RMD Networks, Inc.).

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. “Working” patient registries to bring patient populations
“up-to-date” on recommended medical services/tests.
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What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. NCQA recognition for diabetes management for two of
our practice’s physicians since EHR adoption.

2. Participation in Bridges to Excellence program.

3. Easily meeting many health insurance companies’
criteria for Quality and Efficiency designations.

How are you using your findings regarding the use of
health information technology and exchange to bring
about further improvements?

1. Developing practice-wide protocols that can easily be
followed/implemented by non-clinical staff with easy
physician direction and oversight.

2. Integration of national clinical guidelines into
documented patient results with subsequent clinical
recommendations from the HIT.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. HIT makes it simpler for a physician-led practice to
develop and implement evidence-based clinic-specific
protocols that the entire staff follows for each patient
as a team.





TYPE OF ORGANIZATION: FQHC/Safety Net Provider

Jeffrey Brenner, MD, Medical Director
Camden Coalition of Healthcare Providers
401 Haddon Ave., E and R Bldg. * Camden, NJ 08103
(856) 757-9770 * email: brennejc@umdnj.edu

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

In-house integrated electronic medical record system

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Other

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. Citywide claims database used to track over-utilization
of the ED and hospital at the community and
patient level.

2. Citywide claims database used to measure project
outcomes in lowering unnecessary ED and hospital
over-utilization.

3. Using an EHR to track care of individual patients.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. Dramatic reduction in ER and hospitalization rates and
improvement in collections rate.

2. Improvement in getting patients on long-term disability.

3. Increase in housing rate of homeless patients.

What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. Early data shows that hospital charges changed from
$1.2 million per month to $500,000 per month for
35 patients.

2. ED visits dropped by 32%, hospital visits dropped by
56% for 35 patients.

3. Receipts to hospitals dropped by 33% for 35 patients.

4. Collections rate improved by 51% for 35 patients.

How are you using your findings regarding the use of
health information technology and exchange to bring
about further improvements?

1. Adjusting project to better target most expensive patients
in the city.

2. Breaking down categories of patients to better determine
most effective outreach/treatment modality.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. It doesn’t take expensive HIT to achieve dramatic
outcomes.

2. Focus on creating meaningful clinical integration
between hospital and clinics first, then use technology
to build tech integration.

3. People, people, people—build the PCMH around the
needs of the patients, then bring the technology in.
Gadgets and gizmos don't automatically save lives and
reduce costs.
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TYPE OF ORGANIZATION: Physician primary care practice

Hillary L. Browne, MD

Spruce Street Internal Medicine
2575 Spruce Street * Boulder, CO 80302
(303) 449-3594 « email: hbrownered@gmail.com

Please indicate the kinds of Health Information
Technology and Exchange (HIT&E) systems you
now use.

Off-site, Web-based stand-alone e-prescription software

Certified as a PCMH providing direct patient care,
or are you another kind of organization?

Other

In what ways does health information technology
and exchange (HIT&E) support your practice or
organization in meeting the core principles of

the PCMIH?

1. RMD allows us to be alerted for appointments, send labs
and communicate securely.

2. RMD has a diabetes registry and we can track patients.

3. Labcorp has a lab tracking feature so we can see if labs
have not been done; also, they populate our registry.

4. RXNT informs on drug interactions, etc.

How do you use electronic health data to improve
patient engagement in their own care?

1. At the ADA Web site, we use PHR, an interactive tool
in which patients put their measures, numbers.

2. We print out their flow sheet and give it to them with
their trends and numbers.

3. On our Web site, we have a patient “UP TO DATE”
search program, and also interactive risk assessment
programs for cancer, diabetes and heart disease.

4. Mypyramid.gov is a good interactive Web site that we
recommend, too.

What have your results been in terms of improved
care processes, clinical outcomes, or increased
patient satisfaction as a result of incorporating health
information technology and exchange in your PCMH?

1. Our measures for diabetes have improved dramatically,
and so has our interest and knowledge.

2. Diabetes patients are identified in the computer so
when they make an appointment their current flow is
appended, and the MA removes their shoes and
does a tonometry test if it's time.

3. We recall diabetics at least every 6 months.
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What objective evidence do you have that using
health information technology and exchange has
achieved positive impacts on patient and clinician
behavior?

1. Our numbers for diabetics getting aspirin, eye exams,
regular lab tests, etc. have improved dramatically.

2. Patients are more engaged, too.

3. We restarted initiation of insulin, which we had stopped
during the managed care time when we saw way too
many patients to do that sort of thing.

How are you using your findings regarding the use of
health information technology and exchange to bring
about further improvements?

1. NCQA certified.
2. Bridges to Excellence.
3. We inform payers.

Concisely summarize what you consider the “lessons
learned” for your organization in the use of health
information technology to support the functional
requirements of the PCMH.

1. Registry functionality is the most important part of
being able to track and provide good care.

2. Systems to track lab results, referrals and prescriptions
efficiently are very helpful in getting the information we
seek.

3. We realized that we must find the resources for patient
empowerment, because many conditions require self-
management.

4. We realize we have very limited resources for diabet-
ics seeking to educate themselves on diet and glucose
monitoring in our town.





APPENDIX

A: Guidelines for Patient Centered

Medical Home (PCMH) Demonstration Projects

PCPCC Endorsed—March 2009 These guidelines are designed to help ensure that
demonstration projects purporting to test the PCMH
The following chart outlines the guidelines for PCMH model are broadly consistent with the Joint Principles.'”
demonstration projects developed by the American In addition, the standardization promoted by the
Academy of Family Physicians (AAFP), American acceptance of these guidelines will help facilitate more
Academy of Pediatrics (AAP), American College of meaningful interpretation and understanding of
Physicians (ACP), and American Osteopathic Association  the “lessons learned” from the different PCMH
(AOA), which the PCPCC endorsed in March 2009. demonstration projects.
Collaboration and 1. The project is open to input from all relevant stakeholders. Examples of relevant stakeholders
Leadership include professional societies, payers, local large employers/purchasers, health care-oriented
community groups including patient advocacy groups, and representatives from local/
regional quality improvement programs.
2. The project ensures that the leaders of local/regional primary care professional organizations
are adequately briefed about the project.
3. The project identifies an entity that is responsible for convening all participants and
coordinating the activities of the project.
Practice 4. The project uses the National Committee for Quality Assurance (NCQA) Physicians Practice
Recognition Connections (PPC) PCMH tool, or a similar, consensus-based recognition process that
includes validation of PCMH practice attributes defined in the “Joint Principles.”®
5. The project includes participation of a range of practice size, and is representative of the area
in which the project is taking place.
6. The project clearly outlines the responsibilities of all participating parties, including
providers, payers, patients/families and other relevant stakeholders.
Practice Support 7. The project provides participating practices with sufficient financial and non-financial support

to at least cover the costs of the PCMH recognition approval process; additional physician,
clinical staff, and administrative staff work associated with the project; and implementation
of the practice infrastructure required to provide services consistent with the PCMH care
model.

. The project encourages the incorporation of and support for Health Information Technology

(HIT) solutions to facilitate: Care Management and Care Coordination by the medical team;
Patient and Family Access to educational material and electronic communications; and/

or Performance Reporting (including the Patient/Family Experience, Quality Outcomes and
Improvement, and Healthcare Resource Utilization).

. The project design maximizes the number of patients in each participating practice covered

by the demonstration project. This can be accomplished in multiple ways, including the
participation of multiple payers and the use of broad criteria for patient participation (e.g.
child, adult, and elderly participants; patients with chronic and non-chronic conditions).

7 American Academy of Pediatrics, American Academy of Family Physicians,
American College of Physicians, American Osteopathic Association. Joint
Principles of the Patient Centered Medical Home. March 2007. Accessible at http://
www.acponline.org/advocacy/where_we_stand/medical_home/approve_jp.pdf.

#1bid.
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10. The project’s payment model is broadly consistent with the following:

11.

12

13.

14.

* A prospective, bundled component that covers physician and administrative staff work
and practice expenses linked to the delivery of services under the PCMH model not
covered by the most current Medicare RBRVS system.

* A visit-based fee component for services delivered as part of a face-to-face visit and that
are already recognized by the most current Medicare RBRVS system.

» A performance-based component based on the achievement of defined quality and

efficiency goals as reflected on evidence-based quality, cost of care and patient experience
measures.

» The payment model should recognize differences in the level of PCMH care provided and
patient case mix/complexity.

The project provides evidence supporting that it is of sufficient duration to reasonably
expect the impact of the model to be demonstrated.

. The project contains a commitment to an external evaluation to ensure the integrity and

credibility of the project’s data and reports.

The project contains a commitment to transparency of the data set, including the selection,
use and reporting of results from clinical metrics, financial measures and the application of
proprietary measures of performance.

The project includes, at a minimum, the following data collection categories:

* Descriptive data of the participating patients and practices.

* Process and outcome measures of clinical gquality with preference for those measures
approved by the AQA and the National Quality Forum (NQF).

» Measures of resources used, which can include cost of care to the payer and patient, and
net effect of the care model on the financial performance of the participating practices.

» Measures of patient/family experience of care with a preference for nationally recognized
measures.

» Measures of the experience and/or satisfaction of participating physicians, practice staff,
and payers with the model.

15. The project measures the qualitative and quantitative (i.e., resource utilization) effects
of the PCMH delivery and payment model on the broader health care community e.g.,
subspecialty and specialty practices, hospital/emergency room care.

16. The project includes a process to broadly and publicly disseminate its results.





APPENDIX B: Health Information Technology:
Consumer Principles, March 2006

Health Information Technology—
Consumer Principles

Recognizing the need to protect consumers in the use of health
information, the following principles were put forward by a
coalition of consumer groups in March 2006, and should be

considered in the context of the patient centered medical home.

The principles are designed to strike a balance between the
potential benefits for consumers and concerns about personal
privacy, data security, and the potential misuse of consumer
information. (For an expanded version of the principles, go to
http://www.nclnet.org/health/final%202006%20principles%20
PDEpdf))

Principles

1. Individuals should be able to access their personally
identifiable health information conveniently and
affordably.

2. Individuals should know how their personally identifiable
health information may be used and who has access to it.

3. Individuals should have control over whether and how their
personally identifiable health information is shared.

4. Systems for electronic health data exchange must protect the
integrity, security, privacy and confidentiality of an individu-
al’s information.

5. The governance and administration of electronic health
information networks should be transparent, and publicly
accountable.

Recognizing the potential of electronic patient data to support
quality measurement, provider and institutional performance
assessment, relative effectiveness and outcomes research,
prescription drug monitoring, patient safety, public health,
informed decision making by patients and other public
interest objectives, systems should be designed to fully
leverage that potential, while protecting patient privacy.
Implementation of any regional or national electronic health
information network should be accompanied by a significant
consumer education program so that people understand how
the network will operate, what information will and will not
be available on the network, the value of the network, its
privacy and security protections, how to participate in it,

and the rights, benefits and remedies afforded to them.

These efforts should include outreach to those without
health insurance coverage.

SIGNERS

AARP
AFL-CIO

American Federation of State, County
and Municipal Employees

American Federation of Teachers
Center for Medical Consumers
Communications Workers of America
Consumers Union

Department for Professional
Employees, AFL-CIO

Childbirth Connection
Health Care for All
Health Privacy Project

International Association of Machinists
and Aerospace Workers

International Union, United Auto Workers
March of Dimes
National Coalition for Cancer Survivorship
National Consumers League

National Partnership for Women
& Families (Convener)

Service Employees International Union
Title Il Community AIDS National Network

United Steelworkers International
Union (USW)
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APPENDIX C: InformationSTAT Toolkit

inding publically available tools to raise awareness

among consumers, physicians and other stakeholders

about the importance of health information technol-
ogy is not easy. In 2006, through a U.S. Department of
Health and Human Services grant to the Foundation for
eHealth Initiative, the InformationSTAT campaign was
created by Health2 Resources. A public Web site, located at
www.informationstat.com, offers communication tools to
those interested in educating consumers and community
stakeholders about the importance of health information
exchange (HIE).” The Web site provides more than 50
tools, including print-ready ads, radio scripts, billboards
and a multi-audience Media/Education Kit. The Web site is
a distribution center for access to communications materi-
als and the campaign materials are designed for use at the
local, state or regional level.

Many communities are in the early stages of implementing
health information exchange. Individual physician prac-
tices are moving slowly but deliberately to implement
practice-based systems with the capability of sharing
medical information electronically among health care
providers. Given the importance of engagement of a
diverse group of community players, raising awareness
among these stakeholders is essential to the continued
growth and expansion of these efforts.

This publically available toolkit, as well as the research
findings on which the pieces are based (the results of focus
group and telephone surveys), will serve as a starting point
for future efforts. The materials are available free of charge
and may be used by community collaboratives based on
the specifications outlined on the Web site.

Campaign tools are divided into the following sections:
I. Partnership Outreach

Tools for partnership outreach (physicians, consumers,
employers)

II. Media Outreach

Tools for press outreach
III. Ad Campaign

Print-ready, radio and billboard-ready campaign tools
The Web site was made possible by Contract
HHSP23320054104EE from the U.S. Department
of Health and Human Services to the Foundation
for eHealth Initiative.
The content of the material does not necessarily reflect
the views or policies of the Department of Health
and Human Services, nor does mention of trade

names, commercial products, or organizations imply
endorsement by the U.S. government.

Information

ST@T

www.informationstat.com

YThe materials can also be found as part of the eHealth Initiative’s Toolkit

(http://www.ehealthinitiative.org/toolkit/getOrg/InfoSTAT.mspx)
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April 30, 2009

Ms. Marjorie S. Greenberg
Executive Secretary
National Committee on Vital and Health Statistics

Dear Ms. Greenberg:

PeriGen (formerly E&C Medical Intelligence) is an Obstetrical risk reduction company, using
technology to improve outcomes for mothers and babies. We congratulate the National
Committee on Health and Vital Statistics Executive Subcommittee on its productive and
informative two-day hearing on Meaningful Use, and welcome this opportunity to contribute our
testimony to the Committee's deliberations.

ARRA 2009 makes incentives contingent on “meaningful use” of “certified EHRs”. We are
confident our customers' use of our products is indeed "meaningful" by all possible measures — in
terms of timely and complete documentation by physicians and nurses, in the use of advanced
decision support capabilities to reduce error and improve outcomes, and in quantified reporting
of multiple measures that capture these elements. Yet we are concerned that current certification
frameworks do not address departmental applications such as ours.

The existing CCHIT inpatient certification framework is built around the primary assumption that
a single vendor's application or suite of applications is used throughout the hospital. Internal
connectivity between the different modules of that single application or suite is the vendor's
responsibility, and the system is certified as a whole.

For a hospital pursuing a best-of-breed strategy, the challenge is the opposite: a collection of
applications purchased from multiple vendors, each application chosen to address the unique
requirements of specific department(s), with a total system assembled from these components.
The individual components may or may not be eligible for certification (as currently exists) by
themselves, but the assembled system can as a whole perform all necessary functions of a
certified product. While there is nothing in the CCHIT process as such that prevents certification
of self-developed or self-assembled EHR systems, the certification process as it is currently
structured does not easily lend itself to this purpose, and places the financial burden of achieving
certification on the hospital, not the various vendors.

We would argue that hospitals pursuing a best-of-breed strategy — and 10% of US hospitals overall
(18% of teaching hospitals) are currently adopting this strategy according to a recent study
published in the JHIM — are deliberately taking what is in many ways a more difficult route, in
order to pursue excellence. A structure needs to be found that does not penalize this pursuit of
excellence.

The very fact that each application in the best-of-breed environment has been selected as the
"best" suggests that it is not the same as other applications in its class. Certification today
requires compliance with a detailed and lengthy list of functional points, but these "best"
applications may very well have different and "better" solutions to the clinical and operational

700 Alexander Park ¢ Princeton ¢ NJ e 08540
P: (609) 228-7898 « F: (609) 228-8224
www.perigen.com





requirements driving those functional points, but they could potentially fail certification because
they are different.

We would recommend changing the existing certification process to better serve the needs of
hospitals pursuing a best-of-breed approach. There are a number of possible routes, or
combination of elements of these routes, which should be considered:

A. Creating departmental and ancillary certification tracks

By establishing a minimum set of departmental system standards, including clearly defined
interoperability requirements, a light-weight certification for departmental systems would
allow the use of such systems within the confines of the larger, certified enterprise system.
Documentation occurring within one departmental system is available to the other systems via
standard HITSP-available constructs and interoperability standards.

B. Certifying installed systems rather than off-the-shelf applications

Creating a certification framework and inspection mechanism that would be better suited to
certify the functionality of a total installed system as actually configured, rather than certifying
the individual components that make up that system.

C. Allowing one certified EHR to act as a "wrapper" for other systems

Setting the incentive rules in such a way that a hospital would be eligible for incentives by
designating one certified EHR as its primary system, with the hospital being responsible for
interconnections between that system and any other systems that may be in use.

D. Lowering the bar for certification and concentrating on meaningful use

By reducing the list of criteria required for certification, and concentrating on meaningful use,
it may be possible to create a framework that addresses the intent of ARRA while better
meeting the challenge of certifying multiple different systems. This minimal criteria list could
be framed in such a way that individual criteria would be applicable when relevant to the
particular departmental or ancillary system, rather attempting to be a "one size fits all" list.

Whichever of these solutions — or other options — is adopted, we would additionally
recommend a change to the existing requirement of compliance with 1009 of certification
criteria. There is a real need to encourage the pursuit of innovative solutions in order to
improve HIT and through it benefit US healthcare, and there is a real danger of stifling
innovation by adopting a system that requires that all systems use the same solutions.

Respectfully submitted,
|\ A )

Donald A. Deieso, Ph.D.
Chairman and CEO






\

POINT-OF-CARE PARTNERS

HIT Strategy & Management Consultants

April 30, 2009

Mr. Harry Reynolds

Chair

National Committee on Vital and Health Statistics
3311 Toledo Road, Room 2341

Hyattsville, MD 20782

Dear Mr. Reynolds:

I am writing to follow up on my public testimony at yesterday’s hearing on meaningful use of
electronic medical records (EMRs) under the provisions of the American Recovery and Reinvestment
Act of 2009 (ARRA). Before | continue, | would like to congratulate the Committee on a very
successful hearing on this critically important topic. The two days of detailed presentations from
public- and private-sector leaders provided the kind of substantive input the Federal government will
need to create the parameters for this threshold issue.

As | stated yesterday during open comments, there is significant confusion in the marketplace
around the relationship of ARRA incentives to the Medicare Improvements for Patients and Providers
Act of 2008 (MIPPA) ePrescribing incentives.

Specifically, we are aware that some industry stakeholders are interpreting ARRA to indicate that if a
physician accepts MIPPA ePrescribing incentives, he or she may not accept the ARRA EMR incentives
under Medicare. Since the possible compensation for ARRA EMR incentives is much Iargerl, we are
seeing physicians wait to upgrade their EMRs to more modules that have MIPPA-compliant
ePrescribing modules, delay purchasing EMRs or decide not to purchase an ePrescribing system. We
do not believe that this was the intention of Congress because it creates policy consequences that
will adversely impact Medicare providers and ePrescribing adoption.

Can the Federal government clarify this?

There are many reasons why this is important. First, this policy interpretation will penalize providers
who adopt stand-alone ePrescribing systems or upgrade to MIPPA-compliant ePrescribing modules,
in good faith, using the MIPPA incentive to support this investment. Under this policy interpretation,
they will be unable to migrate to EMR —the intent of ARRA—because they will be ineligible for ARRA
EMR incentive payments. Without that financial support, they will be unable to afford this expensive
technology. At the same time, under ARRA provisions, they will have their Medicare financial
payments reduced in the out years if they do not adopt EMRs. This would put Medicare providers in
an untenable position that we believe the Congress did not intend. Moreover, Medicaid providers
are not similarly impacted, which again disadvantages Medicare providers.

In addition, if this interpretation is correct, it will create a perverse incentive for Medicare providers
to not take advantage of the MIPPA incentives and delay ePrescribing adoption until the infusion of
the ARRA incentive payments. (Even if they can receive both MIPPA and ARRA incentives, some may
wait to see the definition of ePrescribing under Meaningful Use before purchasing

! Note: ARRA Medicare incentives can be $44,000 if a physician begins in 2011. On the other hand, we
would estimate that an ePrescribing physician with 30% Medicare patients could earn $10K from 2009-11.

11236 NW 49th Street, Coral Springs, Fl1 33076-2771 e phone: 954-346-1999 e fax: 954-212-0200
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Surescripts testimony attributed the dramatic surge in ePrescribing adoption in 2008 to the MIPPA
incentives, so we know the MIPPA incentive payments are working. However, we believe that unless
the confusion is clarified quickly and communicated to the provider community, providers may delay
ePrescribing adoption.

If this interpretation is accurate, | made the suggestion during my comments that it might be
possible to “raise the bar” on ePrescribing under ARRA, thus possibly incenting physicians for
reaching new milestones (such as what HIMSS has proposed relative to other components of the
definition of “meaningful use” for an EHR). Incentives should be additive, so that a physician who
earns, say, $10,000 under MIPPA, could earn an additional $44,000 under ARRA.

Should you choose to “raise the bar,” | observed that only one speaker really focused on
ePrescribing, that being Rick Ratliff from Surescripts. My recommendations on defining ePrescribing
largely mirror what he said in his testimony, though | do go a bit further. Specifically, in my view, you
might consider the following definition for ePrescribing:

1) checking 75% of medications against a formulary;

2) accessing a longitudinal medication history for 50% of patients, which could also include
incorporating the longitudinal history into the ePrescribing process so that the data could be
used in drug-to-drug interactions;

3) checking 100% of medications against other medications that the patient is using (drug-to-
drug interactions)

4) checking 50% of medications against allergies (drug-to-allergy);

5) transmitting 75% of prescriptions electronically to the pharmacy;

These criteria meet that which was laid out by one NCVHS member: being real, achievable and
existing, and, | would argue, measurable.

To that latter point, as | stated in my comments, | would like to point out to the Committee that it is
possible to gather this and other kinds of activity data. In fact, Surescripts is facilitating getting such
reporting from its ePrescribing and EHR clients on behalf of its pharmacy benefit manager (PBM)
clients. This file could easily be modified to add a broader set of information than ePrescribing data.
As the project manager for the Southeastern Michigan ePrescribing Initiative (SEMI), we are
leveraging such data to determine the return on investment for our employer and payer clients, and
identify which physicians should receive our incentive money which, like ARRA, is provided for use of
the clinical system.

Thank you for your consideration of this important issue. We would be happy to with you and CMS in
finding a resolution.

Respectfully,
@“ﬁvjsﬁuﬁe

Anthony J. Schueth
CEO & Managing Partner
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April 29, 2009

To Chairman Reynolds, Dr. Blumenthal and the NCVHS executive subcommittee,

Thank you for this opportunity of offer testimony on meaningful use criteria. | ask for your consideration to not
forget the ultimate beneficiary of meaningful use — the patient or consumer, whose voice was silent during these
hearings. While the provider absorbs the change, the provider does not bear the consequence of the medical
error or physical harm that can come from the lack of sharing of information. | was a home life support nurse,
and saw the devastation of those families, and wrote about them during the Clinton administration call for public
input. | was the only RN who wrote about her patients in a group of 25 letter writers who were picked out of 1
million letter writers to meet the President and Mrs. Clinton. | went on to Volunteer at the White House in
Healthcare reform reading the devastating letters that citizens and family members would write to the President.
There was family after family wrote of the devastation emotionally of having to repeat histories and be the “data
repository” for their loved ones who were very ill, going to multiple doctors for comprehensive care.

Since that time, | have lived through horror of losing my mother from her healthcare providers not being able to
trend her lab results across visits and across providers. Even more sadly, my family has been affected by one of
the worst hospital acquired medical infections that | know of — my 30 year old nephew is permanently paralyzed
on the right side after getting eColi in his brain when someone did not wash their hands, or his hands during a
hospitalization for a brain tumor. The brain tumor was to be a “simple” removal; the hospital acquired infection
has paralyzed him. We have lived through the horror of him losing insurance, preexisting condition lack of
coverage, then Medicaid coverage, then getting dropped because disability started coming, then no coverage and
finally the long wait was over to now have Medicare coverage. My brother and his family frequently have to have
tests repeated and have to recount my nephew’s entire history if they are out of town.

| have been in the Healthcare Informatics arena for 15 years, and work now tireless hundreds of hours on behalf
of HITSP and CCHIT. The story of Interoperability from a patient perspective that is used by HITSP in their webinar
series is “Steve’s Story”, which | wrote, and it is the real life story of my nephew, the loss of my mother, and the
struggles of my father to get through the healthcare system without interoperability. It aligns with each of the
AHIC use cases, and what the functionality means to the patient and family. | have also attached to this testimony
the electronic file of the large chart | showed in public comment period that shows the elements of HITSP in each
AHIC use case and also the frequency of use for the HITSP elements for review by NCVHS.

While | still do not know the outcome of my nomination as a consumer representative on the HIT Standards
Committee, | make this recommendation on behalf of consumers and | urge the NCVHS in their recommendations
to the ONC not forget these consumers in a complex healthcare world. | ask you to consider including in
meaningful use a care summary phased in with over time with discrete data elements as is the current track for
HITSP and CCHIT. Sharing of the elements of the CCD could absolutely save lives in care coordination and during
large scale evacuations we see during hurricanes. | suggest these goals for meaningful use:
e Goal for 2011 — Share medical summary in CCD format, coded headings, and coded medication list
e Goal for 2013 — Share CCD with coded values for Problems, Allergies, Histories, lab results and send data
to CDC for population reporting
e Goal for 2015 — Share Level 3 CCD “push and pull” discrete data among vendor products
and send CCD summary to Social Security Administration for processing disability claims

Thank you for your consideration of these goals as part of meaningful use.

Robin $. Raiford RN-BC, CPHIMS, FHIMSS
HITSP Education, Communication and Outreach Committee
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Resurrection Health Care
Comments on Meaningful Use of Electronic Health Records
April 30, 2009

Resurrection Health Care (RHC) respectfully submits the following comments on the definition of
“meaningful use” of electronic health records (EHRs) to the Executive Subcommittee of the National
Committee on Vital and Health Statistics.

5023162

Resurrection Health Care (RHC) has provided Catholic-sponsored care to those most in need
throughout Chicagoland for over 100 years through its network of eight community hospitals, skilled
nursing and rehabilitation centers, behavioral health services, immediate care centers, home health,
retail pharmacies and physician practices.

The total Medicare and Medicaid utilization rate for RHC hospitals is more than 80 percent of all
patient bed days, evidence of our role as a vital healthcare “safety net” for the large number of senior
citizens, persons with long-term disabilities and the underprivileged who rely on us for care.

RHC supports the recommendation of HIMSS and other organizations that the definition of
meaningful use should include adopting CCHIT as the certifying body for EHRs.. CCHIT is an
effective and reputable certifying body that has been in existence for several years and has
demonstrated its long-term commitment to an open and transparent process.

As a system of financially challenged community hospitals that operates with significant capital
constraints, RHC supports a phased-in approach to implementation of EHRs and the criteria for
meaningful use. Properly phasing in will give us, and the many hospital systems like us, the ability to
set achievable targets without requiring the rapid acquisition and implementation of extremely costly

systems. Transition from legacy systems and portability are major operational challenges that cannot
be rushed.

Smaller community hospitals, such as the RHC hospitals that serve as the health care safety net for
economically challenged communities, are the most in need, but the most at risk of being left behind
because of the huge capital needs for implementation of EHR systems. Safety net hospitals do not
have the capital to move rapidly to acquire and implement EHR systems.. A phased-in approach that
allows us to implement EHR systems with reasonable initial targets would enable us to apply for
stimulus incentive funds from the reimbursement program that could then be used to help fund future
phases of implementation.

CO-SPONSORS
Sisters of the Holy Family of Nazareth & Sisters of the Resurrection







To: Dr. Blumenthal
Chairman Reynolds
Members of the Executive Subcommittee

SJ:  Testimony on the subject of “Meaningful Use” in EMR adoption

My name is Jack Callahan. | am Executive Vice President of Corporate Development at
SRSsoft, which is headquartered in Montvale, New Jersey. SRS has over 4,000
practicing physicians as clients of our hybrid EMR product, mostly in specialist
practices. Our clients are principally (though not exclusively) high-volume, high-
revenue-per-visit practitioners in medium to large practices. We continue to enjoy a
100% successful implementation rate, a source of great pride for us and our clients. The
reason behind that success rate, we believe, is highly relevant to the important work of
the committee, and is the reason we wanted to present this testimony.

There are three important points that | would like to make. First, the government should
focus on the ends, not the means; they are paying for outcomes, not for specific EMR
products. Second, if widespread adoption is the goal, then the EMRs must be much
more “usable”. There will be no “meaningful use” without actual use, and meaningful
use by a small fraction of the provider population does not deliver the “meaningful use”
sought by the legislation. Third, the there must be definitions of “meaningful use” that
are relevant for all types of providers, specialists as well as primary care practitioners.

Testimony throughout the two days extended the amount of discrete data that “certified”
EMR systems must gather. The discussion of the term “meaningful use” at the hearing
seemed to center on the data that must be produced and shared by “certified” EHR
systems. It is inferred that the end result of having such systems, will be improved
outcomes, reduction of aggregated medical costs, fewer errors and enhanced patient
rights and access to their health records.

But what about those who must GATHER that data—the providers and physicians
themselves? The more discrete data that must be gathered and made reportable, the
more burdens are placed on physicians and practices to enter this data.

There is no reason to believe that by adding the incentives of the Stimulus Bill, the
problem of low adoption rate and poor success rate will be resolved. “Success” is
unlikely to come from the same systems that are part of the poor track record to date.
There is too much money at stake to make that assumption.

The track record of EMR installations has suffered from low adoption rates—as low as
4% of physicians use a “fully functional” EMR, and an additional 13% use EMR partially,
according to a 2008 New England Journal of Medicine study. Why has the adoption
rate been so low? Also, EMR installations have had a very disappointing success rate.
By some sources, the number of EMR installations that have failed is greater than 50%.
Why is the success rate so low?

| would suggest that the answer to the two questions above is the unacceptable
decrease in productivity that results from the data entry demands on physicians.





Are there any studies that can document that the EMR adoption rate or success rate
has improved since the advent of CCHIT standards in 2006? CCHIT now has nearly
500 functional requirements, a minority of which are applicable to ALL practices and
specialties. Given the exorbitant cost of development and testing by CCHIT and the
annual certification fees for vendors, it surely cannot be the government’s intention to
drive out the innovative, specialty-focused vendors who have resisted CCHIT-driven
developments because their clients valued speed and productivity more? Are CCHIT-
driven requirements missing a key element?

Providers who have resisted EMR up to now, by most studies, list “it’s too costly” as
the primary reason. Looked at closely, this “cost” objection has two components: first is
the up-front cost (which providers will still have to bear under Stimulus Bill incentives);
second are the operational costs of adopting EMR such costs as protracted training
times, long learning curves, reduced patient volumes due to lost productivity and time
spent by the provider doing detailed data entry into a computer. What other industry
asks its most highly-paid resources to do so much data entry/clerical work?

The discussion of “meaningful use” has focused on primary care physicians, which is as
it should be, given their role as gatekeepers and coordinator of care for patients with
chronic illnesses. However, it is unrealistic to expect specialists to be subject to the
same definitions of “meaningful use.”

Regarding the CCHIT-model, none of the nearly 500 criteria deal with “usability” of the
EMR product. Whether a product takes a doctor 3 mouse clicks and 10 seconds, or 20
mouse clicks and 2 minutes to accomplish, if the “function” can be demonstrated
adequately, CCHIT passes it. Both products get the same credential.

| submit to this committee that the “usability” of these systems will be the key to better
adoption, a higher success rate and ultimately lead to the “meaningful use” that is
envisioned by all those who have worked so hard for healthcare reform up to this point.
Do not get so focused on the “data output” and “data exchange” aspects of proving
meaningful use that you forget the “data input” and “data gatherer” --the physicians and
providers who are at the front lines of providing the care. Vendors will try to persuade
you that “usability” is how they will compete for business. Specific metrics on usability
are needed to validate usability.

There are alternative EMR products, the hybrid EMR, for example, that allow
practitioners to continue to practice medicine in the most effective way. The legislation
must be open to the meaningful use of these products as well. There is no sense to
having certified products if a broad market of providers won'’t use them continually and
completely, or simply can’t “afford” them to due to productivity declines. Build “usability’
metrics into the certification requirements and look closer at how hybrid EMR has
solved many of the adoption/failure issues that traditional EMR has had for years, and
probably will continue to have. Enable those who will be charged with “gathering” the
data on which healthcare reform is relying. Meaningful Use will find its headwaters in
the notion of “usability”.

Thank you for your consideration.....Jack Callahan (jcallahan@srssoft.com)






April 30, 2009

Marietta Squire
National Committee on Vital and Health Statistics
Executive Committee, Defining Meaningful Use of HIT

Dear Ms. Squire

Thank you for the opportunity to submit public testimony to the Committee on the
“meaningful use of an EHR.”  As Director of the Office of HIT Adoption in HHS over
the past several years, | had the privilege of hearing numerous testimonies from many
diverse sectors of the health care industry regarding adoption of electronic health records
(EHRS), personal health records (PHRS), technologies that support communication
between providers and patients, and technologies that support health information
exchange (HIE).

As a current member of the community of Quality Improvement Organizations, | am
familiar with the robust experience that these organizations have had through the 8"
Scope of Work contracts with the Centers for Medicare and Medicaid Services (CMS) in
supporting efficient adoption and effective use of EHRs in close to 5000 small to medium
sized primary care oriented physician practices.

Based on this knowledge, | would like to submit for the Committee’s consideration two
critical recommendations for the CMS incentive programs outlined in Chapter IV of the
American Recovery and Reconciliation Act of 2009.

1) The definition of “meaningful” use of an EHR must be iterative, given the
evolving nature of the technology available.  Providers can only be expected
to use functionalities that are available in “certified” products and share data that
have been “standardized” by the HITSP, tested by the NIST process, and
recognized by the Secretary of HHS in time for inclusion into the 2009
certification process for 2011 “meaningful use.”  As interoperability standards
annually expand and are included in the certification criteria, the definition of
sharing data for meaningful use can also expand on a cycle to match certification
upgrades. As functionalities (such as clinical decision support) become more
integrated into technical workflow and as EHRs themselves become more
useable, the definition of meaningful use would also be expected to expand.

2) Many of my colleagues have provided important and relevant testimony which
focuses on their need to access specific data elements for the purposes of
payment, public health, or quality monitoring. First and foremost, however, EHR
use must be “meaningful” for patients with respect to the care experience.
This means that certain elements of the encounter, be it in person or remote,
should be electronically integrated into the visit to reach specific goals:





e Viewing of all authorized and available electronic data regarding a patient
at the point of care (presented in a well organized format) to provide more
comprehensive and coordinated care.

e Educating patients regarding possible diagnoses, options, and treatments
so that they can be fully informed and engaged with the decisions
necessary to optimize their health status

e Generating care plans for patients with chronic or complicated clinical
conditions so that patients and/or their immediate caregivers are clear
about steps to be taken under various circumstances

e Communicating with patients when they are no longer physically present
in the care setting, to ensure appropriate follow up and adherence

Again, certified technologies are evolving in their ability to perform these
functions and meet these objectives, as are payment policies. However, in order
to prepare both the vendor community and the provider market for 2011 and
beyond, HHS will need to signal now that these important elements of meaningful
use will be incorporated into its definition.

I would also like to recognize the current debate between proponents of widespread EHR
adoption in the provider community as a first priority and proponents of the development
of a widespread network for sharing of health information as a first priority. | suggest
that both will take time to come to fruition, and both will need to progress in parallel
along thoughtful and realistic timelines. Assuring that all EHRs currently in use are
upgraded to include at least 2009 interoperability criteria and that all new EHR
installations are of products certified at the 2009 level will support whatever health
information exchange structures that are built to these same interoperability standards and
specifications.  The HIE community will need to mature its governance structures,
attune to new privacy policy, and develop more sustainable business models as more and
more useable clinical data becomes available from the delivery system.  The first
priority for both should be use of HIT to support better patient care.

In closing, the CMS provider incentives for EHR adoption are a necessary and critical
component for realizing the future potential of interoperable HIT to create a better
informed delivery system and to improve the health of the population of the US. Thank
you for your efforts in assuring that they are operationalized with better patient care as a
first priority.

Sincerely,

Karen M Bell MD MMS
SVP HIT Services
Masspro

781-801-4145 (cell)
kbell@masspro.org
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Re: The danger of killing innovation with the “Meaningful Use” definition

Computer, “Activate medical hologram” is a line taken from the television space drama
Star Trek: Voyager. The real life Dr. Michio Kaku in his current best non-fiction seller,
The physics of the impossible, states, “ Most of what you see in Star Trek and Star Wars is
just an engineering problem.” “So few things actually violate the laws of physics.”
Narrowing defining “Meaningful Use” to a subset of current thinking will seriously limit
electronic medical record, EMR, innovation in the quest to reach the hopes and aspirations
of society that are expressed in our science “fiction.”

Today, there are many smaller companies like Scriptnetics working on these EMR
“engineering problems.” These innovators' hope is to move the EMR “meaningful use”
closer to the Star Trek “medical hologram.” model. This goal is closer to realization than
most understand but innovation and a truly useful EMR may be devastated by a narrowly
defined “meaningful use” that does not give latitude for innovators to participate in
ARRA funding. The third word of this chosen acronym is re-invention.

Invention with increased complex functionality of computer systems has moved us forward
dramatically as a society . Microsoft has been at the forefront of this with Bill Gates'
vision. That vision has included the view of the Star Trek idea that allows anyone, by
voice, to ask “the” computer a question and get an answer. The ubiquitous, universal
information tool! Is this not the goal we are looking for in electronic medical records?

Microsoft has been working on this “universal” computer problem for decades and is
providing innovators with tools to make the practical applications. What most don't realize
is the handwriting recognition tool that was originally an “add-on, then a special Windows
version, then included in VISTA is about to take a major step forward in the new
Windows 7. Also not realized is the recognition engine for handwriting is the same as the
engine for voice recognition. Handwriting is a simpler step on the way to an universal
computer.

While computer handwriting and voice are of only passing interest to consumers, for
doctors the functionality of these two technologies is recognized as essential to solve the
integration of computers and medical practice. Physicians are the largest vertical enterprise
market for Tablet handwriting computers and voice recognition software. Physicians need
to work standing up, moving from location to location with a documentation and
information retrieval system that can keep up with them. Intuitively they know
conceptually robust handwriting and voice are essential to solve the "EMR" problem.

Clinical management systems that require keyboarding on a computer on wheels,
derisively called COWS, can not keep up. The doctors see them as a ball and chain. A
CCHIT type "templating" or "point and click" system to "work around" the mobility





problem is "too expensive" for primary care physicians. This majority of health providers
measure the "too expensive" not just in dollars but in loss of flexibility in the physical
interaction with the patient and the time expense of using obtuse terminology that may not
have words for what they want to say. Handwriting and voice technologies can meet the
provider where they are, translating their work into terminology that can be analyzed and
shared. Other entry systems are more complex but backward by comparison.

A handwriting and voice focused EMR system aims at taking any input of the health
provider and making it available for analysis and manipulation for improved care. CCHIT
type systems aim at requiring the provider to input sets and subsets of information for
analysis and manipulation. The former uses higher level computer power to make the
computer do the work, the latter legacy systems force the doctors to do the computer work.
Doctors will not ever as a large group accept the latter, they want the computer to work for
them. They do not want to be bound by the computer, they want to be liberated by the
computer.

This higher level of technology is available now and our company, Scriptnetics, is using
Microsoft's and other's innovation tools to make it happen. There are many more
innovations that may be stifled by a “Meaningful Use” definition that focuses on a
restrictive statistics and features model similar to CCHIT.

Currently, one of our customers has ten doctors and support staff using our product,
Medscribbler. The doctors provide much needed home care. A doctor gets up in the
morning, connects his Tablet computer to wireless broadband, sees their patient schedule
for the day, a route, and then drives in their car to the patient. The doctor is in constant
contact through Medscribbler to the “office” and other doctors in the practice. Any patient
changes or new medical information is immediately available even as they drive. They do
this eight hours a day, five days a week and may go into the “office” only occasionally. A
CCHIT type of "meaningful use" definition will exclude this kind of innovative EMR
design.

Is Medscribbler improving “the quality, efficiency and safety of health care,” absolutely.
Are the doctors using Medscribbler in “Meaningful Use,” absolutely. Can Medscribbler
transfer its information to other providers, absolutely. Can Medscribbler give clinical help
to a health provider, absolutely. But Medscribbler will never qualify under a CCHIT like
regime. Medscribbler is innovating past current pedantic information models.

The current templating and "point and click" EMR design has been around over a decade.
Health providers have voted overwhelming by their 20% purchase rate and 4% use rate as
these legacy EMRs not being usable in any real "meaningful" way. Any new standard

needs either to allow innovation through an exemption that still qualifies for ARRA
funding support or a special qualified innovator's category for handwriting and voice EMR
technologies.

Michael Milne,
CEO, Scriptnetics Inc.
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Meaningful Use in Hospitals:
A Vendor Perspective

Written Input
To the

National Commmittee on Vital and Health Statistics

Subcommittee on Standards and Security
April 30, 2009

Chairman Reynolds and fellow committee members, it is my pleasure to provide input to the
definition of meaningful use in hospitals. Siemens Healthcare is one of the world’s largest
suppliers to the healthcare industry. The company is a renowned medical solutions provider with
core competence and innovative strength in diagnostic and therapeutic technologies as well as in
knowledge engineering, including information technology and system integration. With its
laboratory diagnostics acquisitions, Siemens Healthcare is the first integrated healthcare
company, bringing together imaging and lab diagnostics, therapy, and healthcare information
technology solutions, supplemented by consulting and support services. Siemens Healthcare
delivers solutions across the entire continuum of care — from prevention and early detection, to
diagnosis, therapy and care. The company employs around 49,000 people worldwide and operates
in 130 countries. In the fiscal year 2008 (Sept. 30), Siemens Healthcare reported sales of €11.2
billion, orders of €11.8 billion, and Sector profit of €1.2 billion. Further information can be found
by visiting http://www.siemens.com/healthcare.

About Siemens and Meaningful Use Requirements:

The American Recovery & Reinvestment Act of 2009 (ARRA) calls for up to four years of
Medicare incentive payments to hospitals who are “meaningful users” of certified EHR
technology. At the highest level, these incentives have been developed with the goal of improving
the quality of care, increasing the efficiency of healthcare and thus decreasing the cost of
healthcare in the U.S. utilizing Electronic Health Records as an enabling tool.

To be eligible for the payments, hospitals must use the technology in a meaningful manner; must
exchange electronic health information to improve the quality of care; and, must submit clinical
quality measures — and other measures — as selected by the Secretary of Health & Human
Services (HHS). Further, hospitals must meet the definition within a specified time frame, which
as described in ARRA, must be made increasingly stringent over time by the Secretary.

There are many views in the industry regarding how high or low the bar should be set for
meaningful use. We believe that the bar should set initially be low to allow for the broadest
possible adoption. Once the systems are being utilized by significantly more hospitals, true
innovation will be built upon a broader base and the significant benefits will accrue. By having
the bar set too high too soon, it will limit the opportunity for the most adoption, and increase the
risk of not achieving the desired results.

It is also essential to balance the need for accelerated adoption of interoperable, comprehensive
EHRs with the need for clinicians and hospitals to implement these in a careful and non-
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disruptive fashion. To this end, we urge that the Secretary set meaningful user criteria for the
initial years, especially 2011 and 2012, at achievable levels, but with a roadmap for uplift over
time in expected breadth and depth of use. Such uplift should be on a 24-month cycle to allow for
predictability and effective provider adoption. In addition, it is necessary to consider the impact
of the required ICD10 conversion on all lifecycle timelines and budgets.

It is important to recognize the full HITECH Adoption Life Cycle, from use case definition in
support of target outcomes to meaningful use where EHR use and outcome measurements are
obtained, to drive continuous uplift of the bar. A 24-month cycle should allow hospitals to
engage in effective change management processes, and health IT companies to make necessary
modifications to their products. See, for example, the diagram below showing the life cycle from
use case through meaningful use of interoperability using proven standards.

Full Adoption Life Cycle

Intercperahility

Prototype

Criteria Definition

Test Def

Ffrasiructure Deploymrert

Systenn Developrent

Provider Implemertation

[001]0a2 Jon3 Joo4 [101 [102 [ 103 [104 201 [ 202 [203 [204 [ 301 [ 302 [303 [304] 401 [ 402 [ 403 [ 404 [501 [502 [ 503 | 504 [601 [602 [603 [604 |

*  Use Case Definition +  System Development
— Focus on key outcomes requiring — Finalize enhancements to systems to conform
improvement to most current certification criteria, system
. Interoperability Specs test, beta test, and prepare for/perform
Define the necessary Interoperability certification
Specifications, including infrastructure, to * Infrastructure Deployment
support the Use Case(s) in scope —  Establish and expand the infrastructure
. Prototype necessary to interoperate across providers.
- Testand validate both the functional and *  Provider Implementation
interoperakility aspects of the use case in — Install andfor Upgrade to certified system
select prototype environments to gain better versions to hundreds of customers
_ understanding of adoption approach - Migrate to new terminology
+  Criteria Definition - Enhance processes to support targeted
— Establish the criteria for certification. out(_:ome improverments
+  Test Definition - Train staff
—  Establish the tests that measure conformance *  Meaningful Use
to the certification criteria —  Demonstrate during a defined period of time

{e.g., B months) sustained achievement of
specific outcomes during the target year

The specifics around each of the components of a “meaningful user” are open to much
interpretation. With that in mind, we recommend that the Secretary operate from a few guiding
principles, following closely the structure and priorities for meaningful user established in
ARRA. To maximize adoption and ensure administrative simplicity, the number of criteria
should be small in number, while consistent with the statute and overall goals. The criteria
should be simple, and ease of reporting should be primary and reflect the differences between
hospital departments. Meaningful use criteria should be viewed as indicators of use of a
comprehensive EHR; hence, there is no need for specific criteria for all or most EHR functions.
Certification criteria and product function should, however, anticipate and support projected
increased levels of meaningful use.
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In implementing this provision, we urge HHS to build on applicable current reporting programs
in developing meaningful use criteria that can be created well before the end of 2009 and that can
be adopted by providers using certified EHRs. Meaningful use criteria should support the
movement toward standards-based interoperability. Interoperability should be based on HITSP
harmonized standards.

Initial Criteria (FY 2011 & FY 2012)
Meaningful Use: Demonstrate to HHS that the provider is using certified EHR technology in
a meaningful manner.

The impact of IT in support of clinicians with the medication management process is well known
and organizations have made great strides in improving patient safety through the implementation
and utilization of these tools. With greater emphasis on ensuring medication safety, organizations
are focusing efforts on processes surrounding this aspect of care delivery which includes;
identification of patient allergies and problems, medication reconciliation, CPOE with clinical
decision support tools, medication administration with positive identification such as bar coding,
and tools to support monitoring the effectiveness of the process. With that in mind, initial
requirements may include:

e A hospital’s EHR infrastructure which includes the major ancillary department information
systems (lab, pharmacy, radiology), as well as a clinical data repository. Such systems are
vital because they create the diagnostic information that clinicians require to understand the
patient’s status, and to make effective patient care decisions.

o Clinical documentation necessary for effective computerized practitioner order entry (CPOE).
For example, to make effective patient care decisions, clinicians must have a patient’s
allergies, problem list, vital signs, 1&0s, flow sheets, and medication list.

o Medication administration at the point of care, to assist users in performing “five rights”
checking and patient safety, using positive identification such as bar coding.

¢ Implementation planning for and / or pilot of CPOE in at least one nurse station.

Information Exchange: Certified EHR technology is connected in a manner that provides for
electronic exchange of health information, in accordance with law and standards applicable to
the exchange of information, to improve quality of health care such as promoting care
coordination.

In today's healthcare settings we know that access to accurate patient information can make the
difference in the care and treatment of the patient and the patient's outcome. It will become
critical for EHRs to support sharing patient information across healthcare settings to ensure that
clinicians have access to the patient's basic health history information such as allergies,
medications and problems as patients move within their communities and across states to receive
care. With that in mind, initial requirements may include:

e Ability to meet this provision by implementing one of the following criteria using HITEP
standards:

o0 Demonstration of the ability to exchange patient summary data upon admission and
discharge, directly or indirectly, with other healthcare venues, such as physician
practices, hospitals and / or via the patients’ personal health record; and / or

0 Exchange of patient summary data with a certified HIE upon admission and
discharge.
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o Initially, it should be acceptable to send the clinical summary data as textual (rather
than codified) data elements.

Reporting of Measures: Submit information to HHS on clinical quality measures and other
measures (if HHS has capacity to accept electronically, which may be on a pilot basis).

As organizations prepare for transparency, they are increasingly being required to collect, monitor
and report a multitude of information. It will be the EHR that supports the collection of
standardized clinical performance measures as a byproduct of care delivery, aggregates that
information for clinicians to monitor trends in patient outcomes, and provides reports that
demonstrate overall performance. Consistent with ARRA, the focus of this criterion should be
primarily on a subset of existing NQF-endorsed measures that align with national quality and
performance goals.

For transport of quality measure information, we favor the use of HITSP standards as they
become available and endorsed. If some of the needed standards are still under development,
with careful review, we could support the use of initial methods that are consistent with
anticipated standards.

Finally, we support allowing the submission of either patient-level data or population-level
computed measures so long as the process for such computation is sufficiently specified and
validated and the underlying data come from the EHR. The EHR must support the ability to
electronically submit measures using HITSP standards to verify that HIT meets meaningful use
requirements. Examples are included in the chart below:

Outcomes Measurement based on Function / Process

Outcome Indicator Measure

Patients’ vital signs are Data is tracked when vital % of patients whose current
accurately captured. signs are entered either vitals signs are available in the

manually or captured from system.

electronic devices.
Patients are administered Data is tracked when % of medication doses
medications according to the 5 | medications are administered. | administered with point of
rights. care with positive

identification technology.

Patients receive safe Data is tracked when orders % of medication orders
medication orders. are entered into the system by | entered by MD and/or

a qualified practitioner. practitioner.

Criteria (FY 2013 & FY 2014)

Criteria for these years should be determined based on the learnings and progress against the
expected goals of FY11 and FY12. Using two years as the interval between the initial definition
of meaningful use and successive expansions of the definition, the following criteria are
suggested.

o More extensive use of CPOE by physicians to close the medication management loop.
e Support for medication reconciliation during the admission process.

e  e-Prescribing beyond the bounds of the hospital, for discharge medications conditional upon
the DEA (and other appropriate bodies) allowing narcotics (Schedule 11+ ) to be included.

Page 4 of 5






SIEMENS

o Hospitals electronically exchanging patient summary information with external entities such
as, but not limited to, other hospitals, payers, transitional/long-term care, physician practices,
patients’ personal health record, and health information exchanges. Such summary
information should include discrete data for demographics, allergies, medication summaries,
problem lists, diagnostic tests, the patient’s primary spoken language, race, and ethnicity.

e Additional Outcomes Measurement based on Function / Process. Examples are included in

the chart below:

Outcome

Indicator

Measure

Patients receive safe
medication orders

Data is tracked when orders
are entered into the system by
a qualified practitioner

% of medication orders
entered by MD and/or
practitioner.

Patients’ medications are
correctly reconciled on
admission.

Data is tracked when
medications are reconciled

when the patient are admitted.

% of patients whose
medications are electronically
reconciled within 24 hours of
admission.

Patients’ medications are
correctly dispensed upon
discharge.

Data is tracked when
discharge medication are
electronically communicated
at discharge.

% of patients whose discharge
medications are electronically
communicated via e-
prescribing standards.

Patients care safety effectively
continues without rework or
gaps in care during transitions
of care.

Relevant Patient Data is
provided in a timely manner
from one care setting to the
next when a patient is
discharged.

Timely transmission of patient
summary information with
specified elements received
for discharged patients

EHRs will expand to support reporting measures that demonstrate the use of evidence-based care,
improvements in Population Health, and ability to share patient data across transitions of care.

Outcome

Indicator

Measure

Patients with Congestive
Health Disease receive
preventative care.

Data is entered into the
Electronic Health Record.

% of patients discharged with
evidence-based therapy.
(aspirin, beta blockers, etc.)

Patients with diabetes have
their disease under control.

Data is tracked longitudinally
for patients with diabetes.

% of patients with diabetes
whose Hgb A1C is within
acceptable range.

Patients with chronic disease
are care managed to minimize
acute episodes of care.

Data is tracked longitudinally
for the patients with various
chronic disease and co-
morbidities.

% of readmissions within 30
days for selected patient
population.

Contact information:
Charlene Underwood

Director, Government and Industry Affairs

Phone: 610-219-3123
Mobile: 484-919-9952

Email: charlene.underwood@siemens.com
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Written Comments to the April 27-28, 2009 Meeting of the National Committee on Vital and
Health Statistics

Submitted by Cecile A. Feldman, D.M.D., M.B.A., Dean, New Jersey Dental School

The Importance of Defining “Meaningful User” in the Context of Dentists and Academic
Dental Institutions

Oral health is a necessary element of overall health. It has been eight years since the Surgeon General
reported, “oral health is a critical component of health and must be included in the provision of health
care and the in the design of community health programs.” Thus, when considering the definition of
“meaningful user” in the context of health information technology (HIT), a definition must be created that
is appropriate for physicians as well as other health providers including dentists.

It is tragic that it has taken the deaths of children in several states, and most recently, the death of a
young adult male in New Jersey due to miscommunication between the patients, physicians, and dentists,
to point out the critical need for transportability of health information between various types of health
care providers. Thus, any policy to facilitate the implementation of HIT must also consider the role of
dentists, as a member of the health care team

Academic Dental Institutions (ADI) are the largest providers of oral health care services to low-income
underserved patients. The American Recovery and Reinvestment Act of 2009 contains HIT incentives for
health clinics which focus on low-income underserved patients. The Act specifically contains a provision
which enables Academic Dental Institutions (ADI) to be eligible for these implementation incentives;
however, the definition of “meaningful user” will significantly impact the ability of Academic Dental
Institutions to receive these incentives. Given the financial shortfalls Academic Dental Institutions (ADI)
are facing, these incentives are critical to providing opportunities for such institutions to further HIT
implementation with the ultimate goal of increasing the quality of care delivered to patients and
increasing care delivery efficiency. The demand placed on Academic Dental Institutions (AD) across
America, for oral health care access, dictates HIT installation to improve capacity as well.

Specifically the following needs to be kept in mind:

1. Current CCHIT certification criteria are geared to in-patient and ambulatory primary health care
records. CCHIT has no plans in the immediate future to develop criteria to certify electronic
systems which meet the needs of dentists or to eliminate the evaluation of criteria for which
there is no applicability. Such features only make the software systems incredibly cumbersome,
expensive and difficult to use. Because of the non-applicability of many of the CCHIT criteria to
dental systems, there is no dental system on the market today which would pass CCHIT
certification. It is therefore recommended that the requirement that systems be certified should
be phased in for dentists, allowing sufficient opportunity for CCHIT to develop and implement
appropriate criteria for dental systems or enable another certifying agency to develop and
implement a certification process. A third possibility would be for HHS to recognize, as certified,
dental systems which pass a subset of CCHIT criteria that are applicable to dentists and dental
records. (Currently, all criteria must be passed in order for the system to be certified.)

2. Required aspects of HIT systems that are not currently found in dental systems must be phased
in, allowing for vendors to modify their systems to meet such functionality requirements. For
example, there is no dental system on the market today which contains e-Prescribing, yet
appropriately, this will be part of the “meaningful user” definition. Enabling vendors to
incorporate this functionality into the system during the first couple of years will enable this
directive to be achieved.





3.

Incentives for Academic Dental Institutions to implement aspects of the electronic health record,
such as medical histories, drug histories, laboratory test results, problem lists, etc. could
significantly speed up the implementation of these aspects of HIT. Thus, consideration should be
given to identifying the core group of attainable requirements and make this list the appropriate
goal for 2011 and 2012. Even to reach these targets, most Academic Dental Institutions will
have to make great strides over the next 1-2 years. It is critical that reasonable, attainable
targets be established or minimal progress will be achieved.

Transportability of information clearly needs to be a long term goal; facilitating communication
between health care providers will produce the most significant advancement in improving the
guality of health care. Several Demonstration projects have shown that transportability is easy to
conceptualize but extremely difficult to fully achieve. Thus, the actual demonstration of
transportability should be phased in over time.






Written Testimony of Sean Benson, Vice President and Co-Founder of ProVation
Medical on the ‘Meaningful Use’ of Health Information Technology (testimony
delivered on behalf of UpToDate and ProVation Medical)

April 29, 2009

Thank you for the opportunity to provide written testimony to the National
Committee on Vital and Health Statistics on “‘meaningful use’ of health information
technology. As way of background, the two companies | represent provide software
products used by thousands of physicians nationwide. UpToDate is a Massachusetts-
based company that provides more than 340,000 of America’s doctors with the latest
clinical evidence of what works in medicine, covering more than 7,700 topics in 14
medical specialties. ProVation Medical is a Minneapolis-based company whose products
enable doctors to document medical procedures at the point of care. ProVation Medical
products are used at more than 600 facilities in 48 states, including Massachusetts
General Hospital, Duke University Medical Center, New York Presbyterian, as well as 14
VA Hospitals around the country.

Congress’ clear intent in the American Recovery and Reinvestment Act (ARRA)
was that the use of health information technology (HIT) would only be considered
‘meaningful’ if it results in lower costs and improved patient health. ARRA already cites
some examples of what should be considered ‘meaningful use,” include e-prescribing and
quality reporting, but other criteria and/or functionality that should be considered include
physician utilization and adoption as well as the deployment of computerized physician
order entry and clinical decision support tools.

We have been struck by how much of the post-ARRA discussion on HIT has been
narrowly focused on electronic health records containing patient clinical and
demographic data. As the members of the NCVHS are well aware, HIT encompasses
much more than just electronic health records. While the installation of electronic health
records in a hospital or physician’s office may save some money on filing cabinet space,
it will not, by itself, significantly lower costs or improve health quality. Other HIT
solutions must be used in conjunction with, or to complement the electronic health record
in order to improve patient health, reduce errors and lower administrative costs. For
example, UpToDate allows a doctor to log in from the office, exam room, or bedside and
get specific, detailed answers to clinical questions at the point of care, potentially
avoiding life threatening errors. ProVation Order Sets provides physicians with a
checklist outlining the established standards of care for a given condition. Information
from the Order Sets product is automatically imported into an EHR to support physician
usage of CPOE. Clearly the functionality demonstrated by both these products helps
facilitate the meaningful use of the underlying EMR system with which they are
deployed.

There has also been much discussion about the inclusion of CCHIT-certification
in defining ‘meaningful use.” While we generally support the work and efforts of
CCHIT, we do not believe at this time that certification should be a prerequisite to a
determination of ‘meaningful use.” Though CCHIT has accomplished much since its





founding in 2005, there are still dozens of HIT products that have not yet received
certification but are nonetheless assisting doctors and hospitals lower costs and improve
care. For example, UpToDate is the leading clinical decision support tool utilized by
more than 340,000 physicians nationally. ProVation MD helps physicians document a
medical procedure without the need for dictation or transcription and is used by
thousands of physicians at more than 600 hospitals and ambulatory surgery centers.
Despite their widespread use and adoption by the medical community, neither product
has been certified by CCHIT, simply because CCHIT has not yet certified these types of
products. Other HIT solutions still awaiting certification by CCHIT include EHRs used
by oncologists, obstetricians, gynecologists, dermatologists and optometrists. EHRs for
care settings such as Ambulatory Surgery Centers (over 6,000 facilities nationally) are
not even on CCHIT’s current schedule for certification. Requiring CCHIT certification
would also unfairly penalize doctors and hospitals which have already adopted non-
CCHIT certified systems and may be using them in meaningful ways to lower costs and
improve patient care.

To help facilitate provider adoption, we would encourage the adoption of a tiered
approach when defining ‘meaningful use.” Specifically, instead of making this criteria
binary (i.e. either you are meaningfully using or not), allow for a phased-in approach and
remunerate the provider accordingly. For example, the HIMSS Analytics EMR Adoption
Model would reimburse a facility at Stage 3 at one dollar level, increasing those
payments when the facility reached Stage 4, and so on. This tiered approach would
provide access to facilities to some ARRA funds but, more importantly, it would provide
a financial incentive for facilities to continue moving up the curve of HIT adoption.

This tiered approach would also allow more flexibility in defining specific
requirements of meaningful use. Instead of debating what criteria are absolutely
necessary (ex. physician usage, closed loop medication admin, CPOE, CDS, etc...), you
could simply place those requirements at the appropriate stage and reimburse
accordingly. We would also recommend HHS avoid mandating that all of the
functionality in question exist within one software product. If two HIT systems interface
and, under a tiered model, assist in moving a facility from Stage 5 to Stage 6, the facility
should not be penalized simply because the two products came from different vendors.

On behalf of UpToDate and ProVation Medical, we hope the National Committee
will consider our comments and suggestions when making its recommendations on the
definition of meaningful use to the Office of the National Coordinator and we thank you
again for the opportunity to express our views.






Supplemental Testimony:

Developing a Road Map for Addressing the Behavioral Aspects of HIT “Meaningful Use”

April 30, 2009

Robert Schumacher, Ph.D., Wendy Yee, Ph.D., Shelley Myers, RN, MS, Gavin Lew, MA

User Centric, 2 Trans Am Plaza Drive, Suite 100, Oakbrook Terrace, IL 60181 rschumacher@usercentric.com

This written statement is provided in support of verbal testimony provided to the National Committee on Vital and
Health Statistics, Executive Subcommittee Hearing on “Meaningful Use” by User Centric on Wednesday April 29,

2009.

Poor Usability Has a Severe Impact on Adoption and Effectiveness of HIT Systems

Poor usability is one of the key barriers to adoption of HIT systems and a principal reason for rejection once
these systems are installed. There is substantial anecdotal evidence and a growing list of peer-reviewed
published research that shows poor usability is a key barrier to the adoption of HIT systems. Systems that are
perceived as overly time-consuming or difficult to use also have a negative impact on the quality of healthcare

data entered by healthcare providers.

The current criteria for a ‘certified HIT system’ are necessary but not sufficient to ensure user adoption.

Current certification is based on functionality, privacy, and security criteria but lack real-world understanding

on how these systems are actually used. User performance criteria for HIT system performance can be

measured and performance outcomes should be tracked and reported. These data must be used to improve

the learnability and long-term usability of HIT systems.

Potential Road Map for Addressing Behavior Aspects of HIT “Meaningful Use”

We are proposing a standards-based framework for measuring and collecting user performance data and

improving the usability of HIT systems...

User Centric, Inc.

Proposed Framework

Sample Activities

Leverage established tools and methods for
measuring human performance on software systems

Define core task-based
scenarios for clinical HIT use

K

Apply these methods to augment and extend existing
certification processes for HIT systems

Identify human performance
HIT metrics that track across the
continuum of patient care

Measure key pain points of installed HIT systems in
clinical settings to drive the improvement of usability
and adoption of HIT systems

Conduct performance research
with HIT users in clinical care
settings

Independent analysis of HIT
system impact on clinician
efficiency and quality of
healthcare data

Develop consistent interface conventions to minimize
learning across applications

Develop consistent icons and
common visual vocabulatory
for HIT applications

Best practices for clinician-
centered design processes

Create standards-based framewaork for tracking and
comparing human performance data on HIT systems

Assess human performance
during extended periods of HIT

USE: . Initial adoption

« Conversion
+ Leaming curve
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Using Human Factors Methods to Identify and Eliminate HIT Usability Problems

For decades, industries such as aviation, nuclear power, and communications have employed human factors
methodologies to improve human performance with systems. The goal of human factors research - and user-
centered design - is to understand what users do, why they do it, how they do it, and then provide
recommendations for the improvement of technology and systems to support end-user needs and goals.

This level of user research in HIT is not typically seen, but is sorely needed. With research methods already
on hand, HIT system usability can be measured, tracked, and improved today. The human factors community
can take active steps to mitigate many of the risks associated with sub-optimal user interface design and
support stakeholders as they take steps to achieve meaningful use.

Through targeted human factors research, we can help health care stakeholders determine:
¢ High-volume, efficient workflow that should be supported by HIT systems
e Major and minor usability issues faced by clinical team members during patient care activities
e Real-world impact of HIT systems on clinical resources and quality of healthcare data
e Identity of trouble spots on HIT workflow and major interface issues

Using proven user research methods from the behavioral sciences such as...
e Workflow analysis and end-user interviews
e Time and motion performance analysis
e Eye-tracking (which helps assess users' decision-making)
e Context-driven interface evaluations and cognitive walkthroughs
e Surveys of end-user satisfaction and confidence

... we and others in the human factors community advocate an organized effort to understand the needs
of the major HIT end users. Different stakeholders will define ‘meaningful use’ by what is meaningful to
them as part of their specific clinical workflows, needs for quality reporting, decision support, and
interoperability with other HIT systems. There is an urgent need for research activities in these areas,
which we would be pleased to support.

Recommendations for Action:

HIT adoption will substantially increase as a result of integrating user performance criteria within the
certification process.

From other industries and prior experience we have valuable insights that can be used to dramatically
improve the usability of systems. The added focus on improving usability will drive innovation and
ultimately deliver the value promised by investing in HIT. Therefore we recommend the following actions:
e Near-term: Action-oriented workshop to define scenarios and metrics on human performance on

applications with HCPs, quality / standards groups, human factors experts, and HIT solution providers
e Short-term: Immediate attention to establishing:

o Clinician-centered, human performance criteria for HIT solution providers

o Standard user testing protocols

o Minimum system standards for supporting user activities and learnability and long-term use
e Longer-term:

o Development of common user-interface standards and guidelines (e.g. visual vocabulary)

o User research to improve the experience of introducing technology into the clinical environment

User Centric, Inc. Page 2






Comments on Meaningful Use
D. S. Oakley, PhD
WAVi Co. Boulder CO
J. Boone, MD
NFL Alumni Cardiovascular Program and the Boone Heart Institute
F. Hochberg, MD
Harvard Medical School
J. Hill, PhD
Univ. of Colorado Health Science Center

The authors are associated with a company called WAVi, either as a principle or a researcher seeking
to utilize the company’s platform. WAVi will produce a new brain scan device and information
management software with communications system intended to significantly reduce the costs of
effective diagnosis and early monitoring of disease and injuries related to the brain, such as
Alzeihmer’s, Traumatic Brain Injury, early onset Diabetes, Cardiac risk, impacts of pharmaceuticals
on the brain and a host of other applications. One of the most significant benefits of the technology is
the opportunity for the collection and assembly of massive amounts of data related to brain function
and health as a result of extremely low cost scanning technology, and the electronic management of
such information in ways that offer tremendous opportunities for both clinical research and for
physician access to critical data at the time and point of care.

“Meaningful Use” includes efficient flow of new information to and from the end-user at point of care
Efforts to improve quality and reduce cost are practically “meaningful” in so far as the end user can readily
utilize these advances at the point of care. Stated HIT goals include a system that, according to 2009 HR1
“reduces health care costs resulting from inefficiency, medical errors, inappropriate care, duplicative care,
and incomplete information.” Some of the greatest and most practical cost reductions, and improved
quality, may be found not just by reducing errors and completing information, however, but also by
creating a system that inexpensively collects new information and brings that information to the clinician
in a timely manner. (As also stated in HR1, a system that “provides appropriate information to help guide
medical decisions at the time and place of care”, “improves efforts to reduce health disparities”, and
“promotes early detection, prevention, and management of chronic diseases”.) With the ability to build
ultra-large data bases, the new information provided by an electronic-health system has the potential to
provide effective diagnoses, treatments, and preventions in ways presently unobtainable.

Efficient information flow means low-cost assessment tools and imaging devices

Electronic-health initiatives need a disruptive technology movement of the sort that brought low-cost
personal computers to every household, bringing low-cost medical imaging to every patient. These
initiatives, for example, can play a critical role in reducing the costs of epidemics such as Alzheimer’s with
better information on prevention, more efficient diagnosis, and better treatment monitoring. What is
missing, however, are medical assessment devices that promote acquisition of large, in-clinic and “real-life”
data sets that can be seamlessly inserted into the system. Most medical assessment devices used in
Alzheimer’s, again as an example, such as MRI’s, are extremely expensive and time consuming—available
only to patients already showing critical symptoms. For successful electronic initiatives, new tests are
needed that can be implemented over disparate populations. Low-cost devices must become part of
routine examinations— data collection must be fast, inexpensive and valid.

Efficient information flow means a timely dissemination of information to physician

As with the personal computer, low-cost assessment devices would in turn create inexpensive, ultra-large
data sets that would close the point-of-care loop by providing meaningful information back to the physician
and patient. The trick is to provide valid medical information in a timely manner. Presently, the data flow
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W. WAVI ELECTRONIC HEALTH CARE PROJECT

from scientific finding to medical use takes on order of decades. With information volume doubling at an
ever-increasing rate, any electronic-health initiative must include a way to present valid and up-to-date
information to the physician at the time and place of care.

Time urgency of “Meaningful Use” definitions

For diseases related to mental decline in aging, there is time urgency to accomplish HIT goals since every
year the growing group of baby boomers has an increased impact on the healthcare system. Possible
medical advancements achieved through these programs could keep millions of productive years from
being lost. With the global economic downturn taking retirement dollars, many people are being required
to delay retirement. Ensuring the mental optimization in this aging population could be the most
important asset these electronic-health initiatives deliver the country.

3/16/09 final WAV Confidential and Proprietary Page 2
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4341 State Street Road, P.O. Box 220
Skaneateles Falls, NY 13153-0220 USA
Phone: 800.535.6663 Fax: 315.685.3361

www.welchallyn.com

April 30, 2009

Harry Reynolds, Jr.

Chairman

National Committee on Vital and Health Statistics
3311 Toledo Road

Room 2341

Hyattsville, MD 20782

Dear Chairman Reynolds:

Welch Allyn appreciates the opportunity to provide National Committee on Vital and
Health Statistics Executive Subcommittee with its perspective on the appropriate criteria for
“meaningful use” of health information technology (HIT).

Welch Allyn has served the health care community as a primary provider of medical
products and services across frontline caregiver settings. Founded in 1915, Welch Allyn has
remained committed to providing frontline caregivers the tools they need to solve their patient
care challenges. It is because of that commitment to quality and innovation that has allowed
company to become a leading provider of innovative medical diagnostic and therapeutic devices
and solutions.

Physician practices will not only require assistance in selecting appropriate electronic
health record (EHR) systems, but also in preparing to efficiently use the technology. The
definition of “meaningful use” should allow and encourage physicians and hospitals to utilize
resources that would provide technical assistance to efficiently select, implement, and fully
utilize EHR systems.

A New England Journal of Medicine (NEJM) article published on June 18, 2009,
highlighted the fact that despite a clear market need and government push with incentives to
move physicians to purchase electronic health records, adoption remains slow. According to the
NEJM, only 33 percent of physician practices have purchased an EHR, however only half that
group or 17 percent, have fully implemented their EHR for various reasons. Many failures are
tied to inaccurate selection requirements and insufficient implementation preparation.
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The top six issues listed in the study as major adoption barriers by MD’s who had not yet
purchased an EHR were: cost (66 percent); finding an EHR that meets needs (54 percent);
uncertain return on investment (50 percent); system obsolescence (41 percent); loss of
productivity during implementation (40 percent); and, the capacity to select, contract and
implement (39 percent).! It is interesting to note that 26 percent of practices without an EHR,
planned to purchase one within two years.

Welch Allyn believes that the key to making the most of an EHR system is in the
organization and preparation for selection and implementation. Many practices do not prepare
well because they do not have the knowledge required to manage such a complex task. In
addition, many providers do not have a proven process, or the tools, or experience for selecting
and implementing an EHR. As result, many practices either decide to watch from the sidelines,
or struggle to realize the benefits of an EHR after purchase.

Welch Allyn will be launching an EHR Prep-Select Program this year. The program
delivers a flexible set of expert consulting services designed to address the market need for
execution of an efficient and successful EHR preparation and selection process for independent
physician’s offices.

To achieve a maximum return on our nation’s investment, it is essential to build in device
integration to ensure that clinical data also is both considered and allowed to shape the concept
of meaningful use.

Providers who enlist expert, professional assistance to select and prepare for adoption as
part of their EHR solution will maximize the usefulness of the technologies and lead to
improvements in the quality, efficiency and safety of health care. Providers who utilize
resources to efficiently select, implement, and fully utilize EHR systems will improve accuracy,
efficiency, and use of time. Through appropriate selection and preparation for adoption of EHR,
patients will be safer and providers will improve data accuracy by eliminating transcription
errors and lost or mislabeled diagnostic test results. Providers can enhance their efficiency by
eliminating duplicate patient data entry and several manual printing, scanning, and filing steps.
Physicians and hospitals will save time and money by having immediate access to test results
anytime, anywhere, and allow clinicians and staff to focus on patient care.

Thank you for your consideration. If you have any questions, please do not hesitate to
contact me.

Sincerely,
Kim Townsend
Senior Counsel/Director of Government Affairs

1 Electronic Health Records in Ambulatory Care- A National Survey of Physicians; N Engl J Med 2008;359:50-60.
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National Committee on Vital and Health Statistics
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Washington, DC

RE: NCVHS Executive Subcommittee Hearing Defining "Meaningful Use"
Dr. Charles Kennedy Submission on behalf of WellPoint, Inc.

Dear Mr. Reynolds:

On behalf of WellPoint, Inc., thank you for the opportunity to provide testimony for the National Committee
on Vital and Health Statistics (NCVHS) Executive Subcommittee public meeting to help define and clarify the term
“Meaningful Use,” a term used in the HITECH Act (part of the American Recovery and Reinvention Act [ARRA]).

WellPoint, Inc. is the largest health benefits company in terms of medical membership in the United States,
with medical enrollment of almost 35 million members. Through its nationwide networks, the company delivers a
number of leading health benefit plan solutions, along with a wide range of specialty insurance products and services
including life and disability, pharmacy benefit management, dental, vision, behavioral health, long term care and
flexible spending accounts. Headquartered in Indianapolis, Indiana, WellPoint is an independent licensee of the Blue
Cross and Blue Shield Association and serves its members as the Blue Cross licensee in California; the Blue Cross and
Blue Shield licensee for Colorado, Connecticut, Georgia, Indiana, Kentucky, Maine, Missouri (excluding 30 counties
in the Kansas City area), Nevada, New Hampshire, New York (as Blue Cross Blue Shield in 10 New York City
metropolitan and surrounding counties and as Blue Cross or Blue Cross Blue Shield in selected upstate counties only),
Ohio, Virginia (excluding the Northern Virginia suburbs of Washington, D.C.), and Wisconsin; and also serves
members across the country through UniCare.

WellPoint believes Health I.T. can facilitate comprehensive management of medical information through an
exchange of information between health care consumers, providers and payers. Health I.T. has become an
increasingly important public policy issue at both the state and federal levels, as policymakers struggle to identify
means to lower healthcare costs and increase efficiency. In an era of continually rising health care costs coupled with
ever-tightening budgets, Health I.T. holds the promise of both lowering long-term healthcare costs and improving
healthcare quality, while increasing efficiencies in the health care system and empowering patients. WellPoint
supports the widespread adoption of interoperable Health I.T. solutions WellPoint supports the HITECH Act in part
because the Act’s objectives align well with WellPoint’s health care value maximization strategies, however we have
had, and continue to have, concerns that the privacy and security provisions provide a disincentive to health care
technology adoption. The testimony we are submitting contains comments that are based on WellPoint’s experience
in deploying Health I.T. to date.

We appreciate the opportunity to comment on these important issues, and we hope that our testimony will
assist the National Committee on Vital and Health Statistics and the Office of the National Coordinator in defining and
clarifying the term “Meaningful Use” in the hope that it will lead to the widespread adoption of Health I.T. that will
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improve quality and ultimately decrease the cost of health care for everyone in the nation. Please contact me by phone
at (202) 628-7844 or by email at elizabeth.hall@wellpoint.com with any questions.

Vice President for Public Policy





Date: APRIL 30, 2009

Subject: Dr. CHARLES KENNEDY TESTIMONY, ON BEHALF OF WELLPOINT, INC., TO
NCVHS ON DEFINING “MEANINGFUL USE”

To: NATIONAL COMMITTEE ON VITAL HEALTH STATISTICS (NCVHS)

WellPoint and its health plan subsidiaries serve over 10% of Americans, constituting the largest health
benefits company in the United States. It is a major component of the current health care system.
WellPoint supports the HITECH Act in part because the Act's objectives align well with WellPoint's health
care value maximization strategies, however we have had, and continue to have, concerns that the
privacy and security provisions provide a disincentive to health care technology adoption. The
comments below are based on WellPoint’s experience in deploying Health |.T. to date.

Defining a Qualified E.H.R.:

In order to define the term “meaningful use” it is important to first determine what use is meaningful to our
health care system. To be meaningful, an E.H.R. must support the maximization of health care value
through successful completion of the requirements of the HITECH Act. Many of the HITECH Act
requirements are available from a wide variety of vendors in today’s market. However, several
requirements are not. Key capabilities that are less commonly found in the industry, but defined in
statute, include the capacity (i) to provide clinical decision support, (ii) to support physician order entry,
(iii) to capture and query information related to health care quality, and (iv) to exchange electronic health
information with, and integrate such information from external sources.

Clinical decision support

In today’s paper environment, clinicians expend tremendous effort locating and understanding patient
specific information to relate to their medical knowledge. The result of this interaction is a care
management decision and strategy. It is this process of patient specific information interacting with a
physician’s general medical knowledge that must be addressed by qualifying systems to improve decision
making. Qualifying systems should provide patient centered cognitive support consistent with the
National Research Council (NRC) report.1 Patient centered does not mean the decision support is
generalized guidelines applicable to any patient with a given disease. This type of static guideline
presentation is consistent with the 2007 ambulatory E-HR requirements established by CCHIT. Rather, a
qualifying clinical decision support capability should synthesize data from multiple sources and apply
disease specific algorithms derived from the evidence base for personalized decisions unique to each
patient. This process should support the physicians own general medical knowledge and clinical
judgment. In this way, decisions can be improved, care management strategies optimized, and improved
health care value realized. WellPoint has experience in this type of approach. Our Resolution Health
subsidiary routinely analyzes claim data and identifies gaps in care. Despite the limitations of claims data
and the use of paper letters as a vehicle to communicate the results of these analyses, we have routinely
seen increases in health care value as measured by improvements in benefit use and trend reduction
(See appendix 1). We are confident that the creation of a health information network, which would make
these processes more timely, more effective through the use of claim data, and more actionable through
electronic communications with patients and physicians, will take an already valuable program to a
transformational one. Although there are significant technical and data architectural challenges to be
overcome, the expected quality and efficiency improvements as called for in the HITECH Act cannot be
realized without such personalized approaches in mind.

! Willam W. Stead and Herbert S. Lin, editors; Committee on Engaging the Computer Science Research Community
in Health Care Informatics; National Research Council. Computational Technology for Effective Health Care:
Immediate Steps and Strategic Directions. 2009. http://www.nap.edu/catalog.php?record id=12572
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Capture and Query Health Care Quality Information

Qualifying electronic health records must lead to higher quality care in order to achieve maximal health
care value and meet the objectives of the HITECH Act. Key to improving quality is the ability to define
and actively track quality metrics. Quality information within qualifying systems should have as their
primary use an active application of these measures as care is occurring for the individual patient. The
expectation to use quality information as care is occurring will have fundamentally different architectures
than systems designed for reporting physician performance (e.g. Pay for Performance). CMS
interpretation and implementation of this standard will send an important signal to the technical
community. Systems that capture and query this information in a patient centric or personalized way in
the provision of direct care services will influence overall system design and will become an important
guide post as to how this technology should be deployed on a regional basis. For instance, an approach
to real time quality capture and query will require a substantial integration of data from a variety of
sources outside of the physician’s office as it will be critical to make sure only the right interventions are
performed for a particular patient. If another physician performed the test or intervention, this information
is fundamental to advising the treating physician correctly. Systems designed to measure the quality of
care delivered by the physician as part of a quality measurement approach might not be so concerned
with care delivered outside of the physician’s office nor whether the intervention was completed more
than once. WellPoint has experience with this type of approach. Our collaboration with Kettering Medical
Center in Dayton, Ohio has been operational for two years. We have not only seen reductions in medical
cost trends but, more importantly, 10-40% improvements in HEDIS measures—a nationally accepted set
of quality measures (See appendix 2). Improvements in health care quality and safety through effective
use of information technology require technology which has as its primary purpose support of the
patient’s entire health care team through a single, comprehensive, focused, algorithm supported patient
record.

Data Integration

Systems which integrate data across organizational, departmental, and relational silos are fundamental to
maximizing health care value through Health |.T. However, integration can take on a variety of meanings.
For instance, transmission of a static report which is stored as an image in the receiving EMR system
might be suggested as a solution for data integration. However, this image based approach to data
integration is unlikely to improve care quality or efficiency. The main result from an image based
approach is to transform today’s fax into tomorrow’s electronic transmission. These types of transmission
routes include the Continuity of Care Document (CCD) data standard. This approach cannot provide
maximal health care value because it is the inappropriate data foundation to provide cognitive decision
support rules. Without cognitive decision support that result in better care management decisions, health
care value cannot be maximized.

Meaningful Use

Use of a system can certainly be categorized and measured. There is tremendous experience in the
industry in assessing, measuring, and reporting on system use. A variety of metrics — from web hits to
number of sessions, to number of pages viewed to number of patient records created — can all become
components of rigorous use measurement approaches. The challenge is to define meaningful.
Meaningful in WellPoint’s view should be the degree to which use of a Health |.T. system maximizes
health care value. This approach dictates use of measures related to quality such as outcomes
measures, process measures, or health status measures. This more rigorous approach, where the
definition of meaningful is less closely tied to simply using any qualified system, is more likely to result in
more sophisticated, and effective, systems being deployed. However, the paucity of systems that can
meet that objective may risk a backlash from physicians who might become frustrated at their lack of
choice. Further, existing systems already deployed would be unlikely to qualify in many installations. A
middle ground might be to set the bar a bit closer to use of existing qualified systems such as CCHIT
certified systems and then raise the bar substantially over the upcoming three years. This approach was
used by CCHIT successfully in its certification process development.
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Appendix 1

Financial Results

Continuous Enrolled Study Cohort
Health IT Non-Users

2007 2008 Variance
Allowed Cost $ 9,077,150 $ 11,661,058 28.5%
Mbrs 4126 4126 0.0%
MM 37134 37134 0.0%
Cost PMPM $ 244 44 $ 314.03 28.5%
Aw DXCG — 2 13 \
Health I.T. Users

2007 2008 Variance .
Allowed Cost $ 1,839.258 $ | 2226974  21.1% P 7.5% trend reduction
Mbrs 666 666 0.0%
MM 5994 5994 0.0%
CostperPt $ 2,762 $ 3,344 21.1%
Cost PMPM  $ 306.85 $ 371.53 21.1%
Avg DXCG 2.72

— _».60 higher risk score

W





Appendix 2

Quality Results

Measure IHR User IHR Non User Difference
Colonoscopy 41.50% 25.60% 15.90%
Mammogram 10.50% -11.20% 21.70%
Pap Smear 12.70% 0.80% 11.90%
PSA 62.50% 24.40% 38.10%
LdL Test 21.70% 1.10% 20.60%
Hemoglobin A1C 13.90% 2.30% 11.60%

Measured in year over year change
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Health Care Information Technology

Vendors' “Hold Harmless"” Clause
Implications for Patients and Clinicians

Ross Koppel, PhD
David Kreda, BA

EALTH CARE INFORMATION TECHNOLOGY (HIT)

vendors enjoy a contractual and legal structure

that renders them virtually liability free—“hold

harmless” is the term of art—even when their
proprietary products may be implicated in adverse events
involving patients. This contractual and legal device shifts
liability and remedial burdens to physicians, nurses, hospi-
tals, and clinics, even when these HIT users are strictly fol-
lowing vendor instructions. Vendors avoid liability by rely-
ing on the legal doctrine known as “learned intermediaries”
and on warranties prohibiting claims against their own
products’ fitness. According to this doctrine and legal
language, HIT vendors are not responsible for errors their
systems introduce in patient treatment, because physicians,
nurses, pharmacists, and health care technicians should be
able to identify—and correct—any errors generated by soft-
ware faults.

Learned intermediaries are considered medical experts
who, through education, experience, or both, are able to bal-
ance the benefits of any medication, dosage, software, or
medical device against its potential dangers. The choice made
by the intermediary is, therefore, an informed, individual-
ized medical judgment based on knowledge of the patient
as well as medical practice.! The HIT vendors thereby claim
that, because they cannot practice medicine and are merely
creating a software tool, clinicians are in much stronger po-
sitions to identify those errors resulting from faulty soft-
ware or hardware.

Yet the more that HIT software embeds knowledge and
performs complex calculations, the more risks there are to
patients. For example, at a recent national conference on
electronic health records and patient safety,? hospital lead-
ers described faulty vendor software that miscalculated in-
tracranial pressures. Nonetheless, had the trauma team not
caught the error, the hospital would have been responsible
for the resulting harm to the patients involved. In addition,
if clinical decision support systems generate incorrect medi-
cation dosages because patients’ weights are misconstrued
in an internal algorithm (eg, confusing kilograms and
pounds), it is the prescriber’s “fault” for not having caught
the error. Moreover, if electronic medical record software

1276 JAMA, March 25, 2009—Vol 301, No. 12 (Reprinted)

errors remove or change warnings about fatal drug aller-
gies, learned intermediary clauses hold that clinicians should
notice the mistake before prescribing.

The burden that learned intermediary and hold harmless/
nonwarranty clauses place on health care professionals—
who increasingly must use HIT systems—needs to be ex-
amined.

The Health Care Community

Several factors may explain this predicament for the health
care community.

Innovation. Vendors of HIT previously argued that, as a
new industry, they needed “hold harmless” clause protec-
tions. Absent those clauses, innovation would be stifled and
capital investments would wither. Other industries (eg,
nuclear power providers, aircraft manufacturers) have used
similar arguments to limit liabilities. Pharmaceutical and
some medical device manufacturers have argued that be-
cause their products received regulatory approval, the manu-
facturers were not responsible for errors. Many industries
influence legislators and master the art of regulatory give-
and-take (“regulatory capture”), but their legal protections
are neither pure nor perpetual. Vendors of HIT have also
copied software industry arguments that, even without the
learned intermediary cover, sought indemnity from conse-
quential damages.

Negotiation. When hospitals and physician practices pur-
chase HIT systems, they generally act alone rather than as
members of cooperatives or professional organizations. While
associations of physicians, informaticians, and hospitals pro-
vide literature on HIT implementations, such information
isinsufficient to guide the in situ, day-by-day decisions made
by hospital or medical office staff and certainly cannot pro-
tect buyers from software design or execution errors. Fur-
thermore, recommendations from industry-sponsored cer-
tification organizations do not confer legal recourse to buyers
in the event of errors or even when physicians confront poorly
designed user interface screens.

The substantial disparity between buyers and sellers in
knowledge and resources is profound and consequential.

Author Affiliations: Department of Sociology and Center for Clinical Epidemiol-
ogy and Biostatistics, School of Medicine, University of Pennsylvania, Philadel-
phia (Dr Koppel); and Social Research Corporation, Wyncote, Pennsylvania (Mr
Kreda).

Corresponding Author: Ross Koppel, PhD, 113 McNeil Bldg, University of Penn-
sylvania, Philadelphia, PA 19104 (rkoppel@sas.upenn.edu).

©2009 American Medical Association. All rights reserved.

Downloaded from www.jama.com at University of Pennsylvania on March 24, 2009



http://jama.ama-assn.org



Vendors retain company confidential knowledge about de-
signs, faults, software operations, and glitches. Their coun-
sel have crafted contractual terms that absolve them of li-
ability and other punitive strictures, while compelling users’
nondisclosure of their systems’ problematic, even disas-
trous, software faults. Even though enforced nonsharing of
software problems is an industry norm, it is anathema to
improving care, to HIT, and to evidence-based medicine.
In addition, clinicians’ and health care facilities’ leverage is
weakened by fears that vendors’ finances might be so jeop-
ardized that clients’ HIT departments are left to untangle
millions of lines of orphaned software code.

Complexity. Implementations of HIT are massively com-
plex and fraught with delays,** errors,>® resistance,*>%° work
process redesign,'®! frustration,” 1% and outright fail-
ure.> 121 Health care facilities cannot predict the myriad
scenarios in which software failures could result in patient
harm and liability, and they are not likely to be knowledge-
able a priori about frequent vendor updates.

Legislation. Hospitals and physicians have not yet en-
gaged Congress to redress the counterproductive effects of
their historic acceptance of the learned intermediary doc-
trine. As HIT and health care become further conjoined, cli-
nicians may need legislative action to rebalance some of the
historical defects in existing contracts.

The Vendors

Vendors have legitimate self-protection needs and should
not be accountable for health care organizations’ faulty use
or incomplete specifications.

Customization. Medical facilities often request customi-
zation by vendors. These modifications can improve the fit
between HIT and work flow and enhance patient safety by
tailoring menus and options to medical specialties or foci. On
the other hand, changes that might alter data, presentation
of critical information, or connections within and among sys-
tems may have unforeseen repercussions. Even “innocent”
modifications have untoward consequences, eg, changing
background colors may conceal similarly colored text warn-
ings. Similarly, clinical decision support rules and order sets
are almost always locally developed and extensively modi-
fied. Vendors and clinical decision support providers can-
not be responsible for post hoc modifications.

Misuse. Software for HIT can be very complicated and
require considerable training. Even though health care or-
ganizations may carefully train users, implementations of-
ten last years. “Go live” dates may be delayed for many
months, or users may lack full competence for other rea-
sons. Although clear and intuitive software design miti-
gates the probability of errors, unskilled users or those un-
familiar with the software’s clinical applications should not
be vendor responsibilities.

Future Changes. Patient populations and norms may dif-
fer from software-embedded rules. For instance, morbidly
obese patients may exceed smart pump parameters, which

©2009 American Medical Association. All rights reserved.
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thus miscalculate infusion dosages. Software may require
input in kilograms for one function and input in pounds
for another. Many software specifics may not be enumer-
ated in sales contracts or are overlooked in arcane techni-
cal appendices. These situations are numerous and cause
many downstream issues. Vendors cannot predict all even-
tualities and cannot be held responsible for them.

Data-in-Context. In many HIT systems, physicians must
enter patients’ weights before entering medication orders.
For non-weight-based dosages, the physician may esti-
mate weights. However, if the next physician is ordering
drugs for which exact weights are critical, the prior esti-
mates could lead to harmful dosing. Adding weight quali-
fiers (eg, “estimate”) only emerge in hindsight. Another ex-
ample recounts how an infant’s incorrect weight was entered
in the electronic medical record, which then generated dan-
gerous dosing guidelines. Correcting the seemingly simple
error required substantial effort and necessitated the ven-
dor’s “unlocking” the electronic medical record.” Can ven-
dors be expected to anticipate situations like these?

Incentives. Vendors require funds to engineer improve-
ments, to meet user requests, and to enhance marketing
prowess. Distinguishing remedial safety changes from new
functions or fundamental improvements is nontrivial, no
less so than prioritizing changes needed now vs subse-
quently. Exposure to broad product liability would force ven-
dors to alter relations with users, modifying supply-and-
demand deliberations. Vendor fears about liability could
lengthen innovation cycles.

Negotiating a Middle Ground

There should be ways to rebalance vendor and clinician
responsibilities equitably to encourage innovation while
reducing the risks faced by patients. Several approaches are
possible.

State and National Organizations. State and national
organizations with responsibility for inspecting hospitals—
including state health departments and the Joint Comm-
ission through its certification of the Centers for
Medicare & Medicaid Services handbook conditions of
participation—would have the power to reset rules affect-
ing contract terms. However, the HIT industry’s Certifica-
tion Commission for Healthcare Information Technology
has not heretofore protected clinicians and health care
organizations in this way.

Clinicians and Medical Informaticians. Professional medi-
cal organizations could declare that HIT contracts contain-
ing blanket hold harmless/learned intermediary clauses are
inconsistent with professional practice. Vendors would then
have further incentive to focus on patient safety concerns
in addition to marketing prowess.

Clinicians and Health Care Institutions. Individual cli-
nicians or health care professional associations could lobby
their legislators to demand federal law changes that facili-
tate vendors’ acceptance of safety responsibilities—much as

(Reprinted) JAMA, March 25, 2009—Vol 301, No. 12 1277

Downloaded from www.jama.com at University of Pennsylvania on March 24, 2009



http://jama.ama-assn.org



COMMENTARY

with seat belt laws. In many congressional districts, medi-
cal facilities are major employers and economic engines. In
addition, academic medical institutions have extraordi-
nary moral standing and are likewise affected by these con-
tracts.

Counsel. The American Health Lawyers Association,
representing hospitals and health care institutions, has the
expertise to write improved model contracts (and propose
legislative language) to delineate reasonable vendor respon-
sibilities and liabilities.

Disclosure. A safe HIT environment requires disclosure
of problems to the health care community. This is the mini-
mum responsibility of HIT vendors. Provisions in many con-
tracts, however, prohibit health care organizations from dis-
closing software attributes, even to the other HIT licensees
(eg, clinicians, hospitals) using the same products. Such non-
disclosure and the doctrine of learned intermediaries de-
feat patient safety efforts. Users should be quickly in-
formed of suspected HIT errors via e-mailed bulletins. If the
errors are shown to be user generated or idiopathic, all us-
ers should be immediately notified of the resolution. With-
out open presentation of risks, failure to mitigate even fully
verified HIT risks to patient safety remains economically
self-serving.

Accordingly, we are unable to identify litigation involv-
ing harm to patients arising from faulty vendor HIT, de-
spite an extensive search of public records. Nondisclosure,
compelled arbitration, and confidentiality clauses restrict
settlements from public view. Moreover, the hold harmless/
learned intermediary clauses, along with the costs of retain-
ing forensic engineers to “prove” fault, generally prohibit
such suits. Indeed, no party has incentives to publicize its
involvement in errors resulting in patient harm.

Arbitration. The industry can also elect to develop a non-
closeted arbitration solution, included in new and renego-
tiated HIT contracts, to create equitable and efficient incen-
tives for relief. Arbitrators could set redress scope, stipulate
response periods and compensation for failure to redress the
problem, and impose obligations to disclose and provide rem-
edies to affected licensees.

Conclusion

In the 21st century, medicine needs and expects HIT “divi-
dends,” much of which are long overdue. Some of these divi-
dend delays result from legal invulnerabilities HIT vendors
have heretofore enjoyed. Vendors shifted liability to users
and inserted other contractual language that effectively con-
cealed from users the fuller knowledge of serious faults in
their HIT systems. Those steps are both counterproductive
and unethical. Reducing incentives for getting software right
is neither a prescription for HIT health nor for lessened pa-
tient harm. Whether the industry is obliged to accept tra-
ditional liability, regulatory oversight,' or both, restrict-
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ing the hold harmless/learned intermediary clauses should
help to speed the repair of faulty HIT.

There are doubtless many less-than-qualified clinician HIT
users. In these cases, there are no shortages of attorneys will-
ing to pursue those whose insufficient or incorrect use of
HIT was associated with harm to patients. But in many cases,
HIT problems may be caused not by clinicians but by poor
software. While it is proper that HIT vendors should be held
harmless from others’ failures, being held responsible for
their own errors will bring incentives into balance and en-
able learned intermediaries to focus on patient care, rather
than on coping with product inadequacies or failures.
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We are glad to see NCVHS conducting panels on “meaningful use” as defined in the
American Recovery and Reinvestment Act of 2009 (ARRA). On behalf of our 94,600
members, we would like to submit our view on meaningful use and address some of
questions posed to the panelists.

The AAFP is a contributor and supporter of the Markle Foundation’s Connecting for
Health statement on meaningful use, which is to be published April 30". We encourage
committee members to review that statement after its release. In addition, we would like
to make some additional comments to this statement.

ARRA provides incentives to physicians for meaningful use of qualified systems. To
receive these incentives, physicians must meet these criteria by 2011 to receive the
maximum incentive and by 2014 to receive any incentive. This is a very short timeframe
for the selection, implementation, and use of an electronic health record (EHR),
especially since the definitions of meaningful use and qualified system are yet to be
defined. It can take a practice anywhere from one year to five years to select and
implement an EHR.

This investment of $17 Billion must be successful if
we are to continue the health care reform
momentum. This potential reform represents a
paradigm shift in health care finance and care
delivery. Meaningful use must be achievable
within the current market and time constraints.
Meaningful use should be viewed as a train track
switch. A switch causes the train to make a small
movement, but that movement places the train on
a different track and a different path. Meaningful = 1 ,
use should do the same in that it must be a modest change but one that puts practlces
and the health care system on the right track for reform. This modest change should
improve care coordination through health information exchange and create an
infrastructure for quality measurement and reporting.
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For care coordination, we believe the exchange, creation, and consumption of a minimal
patient summary data set is the most achievable use that has a glide path for future
fuller health information exchange. This data set would consist of problems (i.e.
diagnoses, conditions), medications, allergies,

and potentially laboratory results. This structured set of core patient health data could
then be sent to other providers caring for the patient. The standards are already in place
for this data set and its exchange. The market has already begun their adoption;
therefore, this is meaningful use that could be in place by the 2011. We demonstrated
this readiness for the ASTM Continuity of Care Record standard in our February 2009
NCVHS testimony.

Quality reporting is not as far down the standards development and adoption process as
the patient summary data set, but it is critical for our Nation’s health care reform. The
focus of meaningful use, relative to quality reporting, should be around the collection and
reporting of key quality metrics and their submission. Practices should be allowed to
submit metrics to regional or national entities that collect, analysis, and report on quality
metrics to qualify for this meaningful use.

The certification of qualified systems should be focused on the minimal requirements to
satisfy meaningful use. The systems that are needed in the era of health care reform
will not be the same systems of our current era. We must allow systems to migrate to
this new state and not require them to bring forward functionality solely to fulfill
certification. We also need further innovation, which can more easily flourish with light-
weight certification.

Our staff would be happy to provide any further information that NCVHS needs. Just
contact:

Steven E. Waldren, MD MS

Director, Center for Health-IT

American Academy of Family Physicians
1-800-274-AAFP Ext. 4100
swaldren@aafp.org

Sincerely,

m0)

Jim King
Board Chair
American Academy of Family Physicians
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Mr. Harry L. Reynolds, Jr.

Chairman

National Committee on Vital and Health Statistics
U.S. Department of Health and Human Services
200 Independence Avenue, NW

Washington, DC 20201

Dear Chairman Reynolds:

On behalf of the Board of Directors and 20,000 individual and 350+ corporate members of the
Healthcare Information and Management Systems Society (HIMSS), we are pleased to submit, for
your consideration, two definitions of “meaningful use of certified EHR technologies” as approved
by the HIMSS Board of Directors; one for hospitals® and a second for physicians®.

ARRA calls for multiple years of Medicare incentive payments to hospitals and physicians who meet
the requirements of “meaningful use” of “certified electronic health record technology”. To be
eligible for the incentive payments, hospitals and physicians must use the technology in a meaningful
manner; to exchange electronic health information to improve the quality of care; and, submit clinical
quality measures — and other measures — as selected by the Secretary of Health & Human Services
(HHS). Further, hospitals and physicians must meet the definition within a specified time frame,
which as described in ARRA, must be made increasingly stringent over time by the Secretary.

To inform the Secretary’s development of such criteria, HIMSS engaged its members (73% of which
work in end-user settings), and the public at-large, in an extensive consensus-building effort. This
effort resulted in the Board of Directors-approved definitions. In summary, HIMSS recommends the
following:

1. To ensure continuity, recognize CCHIT as the certifying body of EHRs.

2. To achieve incremental maturation of meaningful use, adopt metrics that can be reasonably
captured and reported beginning in FY11/2011, and then made increasingly stringent using
intervals of not less than two years. Our definitions include specific metrics to enact, in phases,
over a multi-year period.

3. To bridge existing gaps in interoperability of health information, coordinate with HITSP and IHE
to create new harmonized standards and implementation guides.

4. Reconcile the gap between “certified EHR technologies”, “best of breed”, and “open source”
technologies.

For our nation to benefit from the spirit and intent of ARRA — and for hospitals and physicians to
have a reasonable chance of achieving the definition — HIMSS asserts that the requirements must be

! Hospitals: http://www.himss.org/content/files/2009HIMSS_DefUseHospitals.pdf
2 Physicians: http://www.himss.org/content/files/2009HIMSS_DefUseEHRUsers.pdf
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introduced — and made increasingly stringent — in incremental stages. In the final phase, which must

commence in FY15, HIMSS believes the mature definition of “meaningful use of certified EHR

technology” includes these attributes:

e A functional EHR certified by CCHIT;

e Electronic exchange of standardized patient data with clinical & administrative stakeholders using
HITSP interoperability specifications and IHE frameworks;

e Clinical decision support providing clinicians with clinical knowledge and intelligently-filtered
patient information to enhance patient care;

e Demonstrated practice of electronic prescribing;

e Demonstrated reporting of quality and patient safety data; and,

e Capabilities to support process and care measurement that drive improvements in patient safety,
quality outcomes, and cost reductions.

HIMSS recognizes, and respects, the complex nature of healthcare and efforts to define meaningful
use of certified EHR technologies. To that end, HIMSS offers our content expertise and our
significant reach into IT professionals working within our nation’s healthcare environment to achieve
the spirit, intent, and benefit of ARRA.

The Act has tremendous potential to improve the quality, safety, and cost-effectiveness of patient
care. To achieve ARRA’s goals, HIMSS looks forward to working collaboratively with public and
private sector stakeholders to advance patient care through the best use of IT and management
systems. If you or your team have any questions, please feel free to contact Tom Leary, Sr. Director
of Federal Affairs.

Sincerely,

/sl Is/

H. Stephen Lieber, CAE Charles E. Christian, FCHIME, FHIMSS
HIMSS President/CEO Chairman, HIMSS Board of Directors

Director 1S/C10
Good Samaritan Hospital

cc: David Blumenthal, MD, M.P.P; National Coordinator for Health Information Technology
Ms. Charlene Frizzera; Acting Administrator, Centers for Medicare and Medicaid Services
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3M Concept Hub

3M Health Information Systems, Inc. (3M HIS) sponsors a terminology wiki called
Concept Hub at www.concepthub.org.  Concept Hub is designed to facilitate
collaboration among users and developers of health care terminologies. Its purpose is to
establish a permanent public source of well-defined concepts that can be encoded for data
exchange between health care systems worldwide. Concept Hub's content is seeded by
contributions from the 3M Healthcare Data Dictionary (HDD), a metadata repository that
facilitates interoperability by providing code translations between systems.
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Figure 1. 3M Concept Hub homepage.

The main objective of Concept Hub is to promote semantic interoperability, the highest
level of interoperabilty between systems as defined by the National Committee on Vital
and Health Statistics. Concept Hub provides a central place where users can quickly look
up and locate 3M’s Numeric Concept Identifier (NCID) codes for medical concepts. The
wiki technology facilitates collaboration among subject matter experts globally, creating
an open, public forum for defining concepts and sharing the multiple ways they can be
represented, their mapping to standard and local terminologies, and how the concepts
relate. Through Concept Hub, 3M grants the user “a worldwide, royalty-free, non-
exclusive, perpetual license to view, reproduce and use for any lawful commercial or
non-commercial purpose, any 3M Content which is accessible to you on this Site” to
promote semantic interoperability.





Contributions from the user community are key to the organic growth of Concept Hub
and how comprehensive the content will become. Initial concepts are loaded into Concept
Hub by 3M HIS. Registered users take an active part in editing the content in Concept
Hub. There are several ways users can contribute to Concept Hub:

e Additions: Registered users can add new concepts, representations,
relationships, and mappings.

o Deletions/modifications: Registered users can identify invalid and
obsolete concepts. Concepts that have been assigned NCID codes are
never deleted. Instead, the status of concepts can be set to be inactive or
obsolete.

o Creating categories: Registered users can create new categories and
subcategories within Concept Hub.

o Creating links: Registered users can create meaningful named
relationships among concepts.

e Suggestions: Users can offer recommendations for enhancements to the
Concept Hub wiki.

Concept Hub is a work in progress. 3M has provided the working skeleton of a
terminology wiki, and the user community will determine how Concept Hub grows. Our
operating principles are:

e Adhere to good vocabulary design

e Maintain transparency in the authoring process

e Grow Concept Hub through user contributions

e Make terminology content freely available
We continue to work with the user and medical informatics community to reach our joint
goal of semantic interoperability worldwide.
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We are glad to see NCVHS conducting panels on “meaningful use” as defined in the
American Recovery and Reinvestment Act of 2009 (ARRA). On behalf of our 94,600
members, we would like to submit our view on meaningful use and address some of
questions posed to the panelists.

The AAFP is a contributor and supporter of the Markle Foundation’s Connecting for
Health statement on meaningful use, which is to be published April 30". We encourage
committee members to review that statement after its release. In addition, we would like
to make some additional comments to this statement.

ARRA provides incentives to physicians for meaningful use of qualified systems. To
receive these incentives, physicians must meet these criteria by 2011 to receive the
maximum incentive and by 2014 to receive any incentive. This is a very short timeframe
for the selection, implementation, and use of an electronic health record (EHR),
especially since the definitions of meaningful use and qualified system are yet to be
defined. It can take a practice anywhere from one year to five years to select and
implement an EHR.

This investment of $17 Billion must be successful if
we are to continue the health care reform
momentum. This potential reform represents a
paradigm shift in health care finance and care
delivery. Meaningful use must be achievable
within the current market and time constraints.
Meaningful use should be viewed as a train track
switch. A switch causes the train to make a small
movement, but that movement places the train on
a different track and a different path. Meaningful = 1 ,
use should do the same in that it must be a modest change but one that puts practlces
and the health care system on the right track for reform. This modest change should
improve care coordination through health information exchange and create an
infrastructure for quality measurement and reporting.
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For care coordination, we believe the exchange, creation, and consumption of a minimal
patient summary data set is the most achievable use that has a glide path for future
fuller health information exchange. This data set would consist of problems (i.e.
diagnoses, conditions), medications, allergies,

and potentially laboratory results. This structured set of core patient health data could
then be sent to other providers caring for the patient. The standards are already in place
for this data set and its exchange. The market has already begun their adoption;
therefore, this is meaningful use that could be in place by the 2011. We demonstrated
this readiness for the ASTM Continuity of Care Record standard in our February 2009
NCVHS testimony.

Quality reporting is not as far down the standards development and adoption process as
the patient summary data set, but it is critical for our Nation’s health care reform. The
focus of meaningful use, relative to quality reporting, should be around the collection and
reporting of key quality metrics and their submission. Practices should be allowed to
submit metrics to regional or national entities that collect, analysis, and report on quality
metrics to qualify for this meaningful use.

The certification of qualified systems should be focused on the minimal requirements to
satisfy meaningful use. The systems that are needed in the era of health care reform
will not be the same systems of our current era. We must allow systems to migrate to
this new state and not require them to bring forward functionality solely to fulfill
certification. We also need further innovation, which can more easily flourish with light-
weight certification.

Our staff would be happy to provide any further information that NCVHS needs. Just
contact:

Steven E. Waldren, MD MS

Director, Center for Health-IT

American Academy of Family Physicians
1-800-274-AAFP Ext. 4100
swaldren@aafp.org

Sincerely,

m0)

Jim King
Board Chair
American Academy of Family Physicians






A Statement by the American Health Information Management Association on Determining the Definition of
“Meaningful Use” to the National Committee on Vital and Health Statistics, April 2009

AHIMA is a not-for profit association of more than 53,000 health information management (HIM) professionals
working throughout the healthcare industry and government. HIM is the professional discipline that is educated and
trained to administer health information and data including the design, implementation, privacy, security, and
management of health record systems — paper and electronic.

AHIMA has been engaged in the development of standards and best practices related to the electronic health record
(EHR) for over two decades. Our members know the inadequacy of the paper record to meet the demands of
today’s healthcare decision makers and the complexity and cost of managing in the current hybrid environment
where information is both electronic and paper-based. With the promise that a paperless environment is always
“five years away,” we are anxious to realize the potential ARRA brings.

The most critical element of meaningful use is widespread adoption of standards-based certified EHRs accepted
uniformly across all the industry and not varied by payer, patient, or provider groups. Gains have been made in the
development of standards that need to be widely used and form the basis of health information exchange (HIE).
Meaningful use must be evaluated on the benefit it brings to consumers through improved coordination of care and
the capture of improved clinical data, which also provides the basis for improved secondary data use in quality and
public health reporting and continued administrative simplification.

The EHR must be a useful tool in the delivery of high-quality and efficient care. While everyone agrees that
standards are a significant means toward interoperability and data consistency, the standards themselves and how
they are used must be consistent as well. Providers cannot be faced with providing and documenting care one way
for ARRA incentives and other ways for other industry parties and partners. Certification cannot be accomplished
appropriately if all that is judged is consistency with ARRA requirements and not all the other demands on the EHR
system. To be meaningful for research, quality, patient safety, public health, etc., data must be produced
consistently and with integrity to actually reflect the diagnoses and care rendered to the patient. If the government
and healthcare industry cannot agree on the priorities for meaningful use, then quality and efficiency will not be
attained.

Meaningful Use Measures and Elements

A longer statement regarding the elements that must be considered in defining meaningful use can be found at
www.ahima.org/dc/commentstestimony.asp. To summarize those comments, AHIMA believes the following are
the key components of a meaningful use definition, and that given these components, HHS must establish a
roadmap that recognizes that incremental definition of meaningful use that must exist given the current nature of
EHRs and HIE. Such a roadmap will permit users and vendors to meet or anticipate the requirements over a period
of the next several years.

Standards Based: The definition must recognize the functional, transactional, and data standards necessary for
EHRs and HIE and the time needed for products and processes to adopt or be modified to meet these standards and
their uniform use.

Health Information Exchange (HIE): The definition must recognize that HIE is a prerequisite for initial
meaningful use measures. Certification must judge the technical capability to move information and preserve data
integrity in a secure and accurate manner from one entity to another and from one system to another within the
same entity. State-level HIE organizations need to be included in nationwide HIE governance to account for both
policy and technical dimensions to these key exchanges.

Coordination of Care: There are several elements of the roadmap that we believe can be phased in over time and
affect the goals that ARRA established:
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Medication Administration and E-Prescribing — is a crucial first function that should be supported; however, current
requirements related to electronic prescribing are not complete and overtime should be improved to include a closed
communication and documentation loop between the provider, benefits manager, pharmacy, and patient.

Laboratory Orders and Results — information is critical to care delivery and is the most readily available digital data.
Presuming functional, transaction, and data standards can be uniformly adopted and implemented in various EHR products
and across the industry, this would make an excellent element of a meaningful use definition. Further integration under
HIE also allows the sharing of results with patients and across appropriate providers.

Discharge Data — standards exist for sending of a “discharge” data set from one provider to another to improve
continuity of care. The need for continuity continues and would benefit patients and providers.

Secondary Data Use: Reporting on certain quality measures will change over time and the means to improve on
quality reporting or other secondary uses of data must incrementally change as well, including:

Quality Reporting — Experience from the DOQ-IT programs suggest it will be some time before physician practices are
ready to use EHRs to meet quality measurement requirements. The complexity of reporting systems and uniform
definitions for data sets for reporting are all being currently addressed but are not yet complete.

Public Health Reporting — concerns are consistently raised regarding the lack of key information being exchanged
between medical providers and public health systems. Resolution of this exchange is slow and inconsistent and could be
addressed by building future requirements for timely and complete information exchange as a byproduct of patient care
and EHR documentation.

Administrative Simplification — could be achieved throughout health data systems with HHS leadership. Patient
acceptance of EHRs appears high when encounters can be simplified. This could include functions supported by uniform
operating rules associated with the standards for all uses.

Ensure Return on Investment: In addition to e-prescribing, HIE, and quality reporting functions already specified
in ARRA for meaningful use, it is important to include other functions that ensure return on investment.

Prevention and Detection of Fraud — measures could be functions that help prevent and detect fraud, the same as those
required for good documentation practices and for establishing the provider’s legal record for business and disclosure
purposes. These functions can be implemented by building an evidence trail that minimizes the potential for fraud within
EHR systems with little additional burden to both physicians and vendors, but can yield multiple benefits to both providers
and the industry.

Use of Existing Processes — for reporting meaningful use requirements. There should not be a separate process for
reporting meaningful use requirements in order to receive pay for performance bonuses or incentives. Having a separate
reporting process will actually direct money away from users of EHR systems.

Conclusion: Meaningful Use Measurements
In order to achieve adoption, care coordination, and improved capture and use of secondary data, AHIMA advises
that measures:

Reflect the end goals: Health information technology is a means to achieving improvements in quality, cost, and health
system performance. Meaningful use should, if feasible, focus on use of the information, not the technology itself.

Be incremental: IT systems and the expertise to use information are evolving rapidly. Meaningful use should be viewed
as a roadmap to be stepped up over the next several years. Initial criteria should be based on what is achievable with
current technology.

Leverage the standards, certification, and information exchange progress of recent years: The definition of
meaningful use and how it’s measured, should build in the approaches taken by CCHIT, HITSP, and AHIC. Measurement
should not create reporting burdens for providers.

Be auditable: The way in which meaningful use is measured and reported must minimize manipulation and mitigate the
risk of fraudulent reporting.

Be relevant to consumers: Taxpayers are funding these investments as a prerequisite to effective health reform. More
broadly, this is an extraordinary opportunity to be transparent and to increase public recognition of the challenge and
opportunity of an interconnected health system and the progress that is being made.

For additional information, please contact Allison Viola at AHIMA’s Washington Office (202) 659-9440 or go to
www.ahima.org.



http://www.ahima.org/




O
AW American Medical
‘ Informatics Association

The professional home for biomedical and health informatics

April 30, 2009

James Scanlon

Deputy Assistant Secretary

Office of Science and Data Policy, Office of the Assistant Secretary for Planning and Evaluation
DHHS Humphrey Building, Room 442-E 200 Independence Avenue, S.W.

Washington, DC 20201

Reference: National Committee for Vital and Health Statistics (NCVHS) Hearings on “Meaningful
Use" of Health Information Technology

Dear Mr. Scanlon:

As the President and CEO of the American Medical Informatics Association (AMIA) and on behalf of
AMIA’s Board of Directors, I am pleased to submit these comments on behalf of the Association
regarding “meaningful use” of Meaningful Use" of Health Information Technology.

AMIA is the professional home for biomedical and health informatics and is dedicated to the
development and application of informatics in support of patient care, public health, teaching, research,
administration, and related policy. AMIA seeks to enhance health and healthcare use through the
transformative use of information and communications technology. AMIA’s 4,000 members advance
the use of health information and communications technology in clinical care and clinical research,
personal health management, public health/population, and translational science with the ultimate
objective of improving health. Our members work throughout the health system in various clinical care,
research, academic, government, and commercial organizations.

We applaud the Committee’s efforts to oversee this important national and public discourse. We are
pleased and not surprised that a number of those who will be offering testimony are among AMIA’s
membership, including two of our board members. AMIA stands ready to work collaboratively with the
Department and other organizations to address these complex public policy issues. If I can answer any
questions for you, or offer testimony on this subject at any future events, please feel free to contact me at
detmer@amia.org or 301 657-1291.

Sincerely,

Don E. Detmer, MD, MA
President and CEO

4915 St. Elmo Avenue, Suite 401 o Bethesda, MD 20814
Phone 301.657.1291 o Fax 301.657.1296
E-mail: mail@amia.org o www.amia.org
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National Committee for Vital and Health Statistics (NCVHS) Hearings on ‘Meaningful Use’ of
Health Information Technology
April 28-29, 2009

Introduction

While there has been a slow but steady increase in adoption of EHRs by the healthcare community, this
increase should now accelerate given the funding being made available for this purpose through the
American Recovery and Reinvestment Act (ARRA) of 2009. ARRA offers the nation its most valuable
opportunity to date to benefit care delivery and health outcomes. The volume of health data collected
and stored in electronic health records (EHRs) will dramatically increase and, as a result, also increase
the potential for EHRs to improve clinical care and decision-making and at the same time to advance
public health activities such as surveillance, measurement of outcomes and performance, research, and
public policy.! However, implementing an EHR does not necessarily equate with effectively using the
system’s available functions nor does adoption necessarily achieve or ensure actual changes in either
clinical practice or patient outcomes. The challenge facing us is to implement EHRs to drive
predictable improvement in health outcomes within and across multiple settings.

Premises and Assumptions. The following premises apply:

® (Quality and performance measurement, reporting, and ongoing improvement require the
foundation of an interoperable health information system including the use of electronic
health records with evidence-based clinical decision support (CDS) systems within learning
care systems.

¢  Only through a sound infrastructure can we improve care across the continuum of providers
and care settings. There has been limited diffusion of electronic health record systems with
the capacity for widespread performance measurement and improvement. The lack of
broader adoption of these systems has been due in part to limited incentives to providers.

¢ Achieving desirable levels of patient safety and centeredness, care quality, and cost-
effectiveness requires consistent, systematic, and comprehensive application of available
health-related knowledge using EHRs with clinical decision support (CDS) and a knowledge
base that is maintained to assure that CDS capabilities reflect current best practices.

e EHRs are an evolving technology, with good applications currently available but substantial
improvements and enhanced interoperability anticipated over time. Thus, the notion of
“meaningful use” is itself best viewed as an evolving concept, with today’s reasonable
expectations more limited that what we are likely to achieve or mandate in five or ten years.

“Meaningful Use”” Should Focus on Process and Care Improvements Over Time. AMIA subscribes
to the principles of the Institute of Medicine (IOM) Quality Chasm Report regarding the aims for quality
care, e.g., care that is safe, timely, equitable, efficient, effective, and patient-centered. Value-driven care
must focus upon both evidence-based practices and policies that support the needs and wishes of
individuals and populations.” This requires the development of learning healthcare systems.™> Such
systems can assure the continuous capacity to improve themselves through teamwork, practicing to the
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Phone 301.657.1291 o Fax 301.657.1296
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best standards of the day, keeping the patient at the center of care, reinventing care processes capable of
assuring superior outcomes for individuals, and accomplishing these ends through the use of
informatics.® Achieving “meaningful use” involves multiple activities and, if done right, will also help
to address population and public health needs, in addition to the needs of individual patients. For
example, meaningful use can help to identify through geo-coding an entire population in terms of
healthcare services and needs and not only those who show up for care in an emergency room or
clinical/hospital. This requires a learning culture that becomes comfortable with change as a routine part
of practice and as a system feature.

Develop and Implement a Robust Definition and Application of ‘“Meaningful Use.” We are now
witnessing profound insights into health and disease through technological advances in biomedicine,
research, and healthcare as well as in health information and communications technology (HICT). This
is certain to continue as the basis for biomedicine shifts from organs and systems to molecules. Thus,
our collective expectations of EHRs (capabilities and functions) today in 2009 and then in 2011 are less
stringent than we would expect them to be by 2015. It is accordingly critical to develop and apply a
definition of "meaningful use" that is robust and suitable for the period when it is being applied, and
then to define evolving criteria to determine/measure meaningful use over time. “Meaningful use” must
include those features of EHRs that are needed to assure the achievement of these qualities and
capabilities. It is apparent that this is a very high expectation. Today, EHRs will not be able to assure all
of the functionalities and outcomes that we know will be feasible in time, but we must proceed from a
perspective of high yet realistic expectation at the start to assure that such goals can be achieved over
time. Thus, the Secretary should focus attention on additional research and evaluation to assure ongoing
refinement of the concept of “meaningful use” including uses relevant to public sector reporting.

EHR Functionality and Capability. In short, no EHRs should be developed, implemented, or
supported that are incapable of evolving into more robust versions capable of “meaningful use” as
defined above. Initial EHR implementations should result in the use of as many functions as are needed
to assure immediate value for enhanced care.” The required functions to comply with “meaningful use”
could be phased in as long as there are mechanisms and processes in place that assure continuing
progress and improvement toward the meaningful use identified above. It is necessary to look ahead to
the potential impacts of the future evolution of EHRs, advances in technology and communications
capabilities, forthcoming biomedical research, and large scale, population-based genomic studies that
will generate vast amounts of data. The emerging patient-centered medical or health home is becoming a
concrete implementation model for achieving the IOM healthcare vision, and it uses a scaled approach
such as we are advocating here. Functions and capabilities for EHRs could include:

= Support for clinical practice
o Improved patient care through communications and documentation, both within a
practice and with other practitioners caring for the same patient
o Improved office efficiency through process improvements
= Data recording and results reporting
o Improved data use and re-use capability for making multiple uses of the data that has
been entered without requiring re-entry or translation
o Basic interoperability capabilities, using standards to support exchange of electronic
health record (EHR) information between EHR systems from different vendors
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o Cognitively sensitive features for reviewing and sharing results
o Movement of EHR data into a repository capable of tracking clinical processes and
outcomes
= (Quality metrics reporting and quality measurement results, helping to assure the effective
implementation of best current evidence
o Measurement of improvements in health outcomes
o Evaluation of outcomes and revision/improvement of processes
= Create and implement/deliver evidence-based workflow guidelines for decision-support
= Implement workflows that assure high quality and efficient processes
= Implement uniform care processes where applicable and appropriate
= Public health reporting

Establish Approaches to and Measures of Meaningful Use. Continued research and evaluation are
needed to determine those EHR functions and capabilities that will assure value and benefits and thus,
can reliably provide meaningful use.® One set of measures could address breadth of use, such as percent
of clinicians, percent of beds, and percent of transactions. Another set of measures could address the
ways in which EHRs are being demonstrably used to support important aspects of care, e.g., medication
safety, patient transitions, quality and process improvement, or public health reporting.

“Meaningful use” is different from “certified (EHR) products.” Although we support the concept of
EHR product certification, such as the approach undertaken by the Certification Commission for
Healthcare Information Technology (CCHIT), we believe that certification is not sufficient as a criterion
for “meaningful use.” Any EHR used should be certified through a suitable process, but “meaningful
use” implies attention to how an EHR is implemented and used for patient care and health promotion.
For example, decision support capabilities should not simply be “present” in an implemented EHR but
should be tested against an external standard, such as the Leapfrog test, which verifies that specific
elements of decision support are in place and in use. Consistent with the National Academies’ Report
on Computational Technology for Effective Health Care’, the criteria should focus on clinical endpoints
achieved. Future efforts should examine the relationship between, and effectiveness of, key EHR
functions and performance on quality measures over time. '*'""'* Sound approaches must be carefully
developed to differentiate “real” meaningful use of EHRs from those that are not. Ongoing research and
evaluation must help to strengthen insights into the effectiveness and efficiency of EHRs.

“Meaningful use” measures could include the following types of functions/capabilities:

= Demonstration that electronic prescribing includes checks for specific important drug-drug
interactions

= Ability to link with other practices and hospitals

= Ability to connect to an HIE or RHIO

= Ability to support comparative effectiveness studies and research

= Linkage with clinical laboratories for test ordering and results

= Identification of new knowledge that can influence research and patient care
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Summary

The adoption and meaningful use of EHRSs is pivotal to strategies aimed at strengthening the U.S. health
system. We urge the Secretary of DHHS to recognize the growing and compelling potential of
informatics tools and techniques to contribute to a more robust evidence base about what “works” as we
assess the functionality of EHRs and seek to assure their “meaningful use.” The potentially
transformative power of EHRs rests with the increased availability of data that we can assess in order to
enhance clinical and preventive care, knowledge building, and evidence creation. The motivation lies
with what the technology can and must do for the nation’s health and healthcare—not with the
technology itself.
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Executive Subcommittee

National Committee on Vital and Health Statistics
U.S. Department of Heaith and Human Services
Hubert H. Humphrey Building

200 Independence Avenue, S.W.

Washington, DC 20201

Subject: Alliance for Nursing Informatics Written Testimony about Meaningful Use

Electronically via: Alliance for Nursing Informatics Submission on April 30, 2009 to
matietta.squire@cdc.hhs.gov

Dear Executive Subcommittee Members:

The American Nurses Association (ANA), the full-service professional organization representing the interests of
the nation's 2.9 million Registered Nurses through its constituent member associations and organizational
affiliates, contributed to the development of the Alliance for Nursing Informatics (ANI) written testimony related
to “meaningful use” of health information technology and fully supports the ANI recommendations provided to
the National Committee on Vital and Health Statistics to:
¢ Include patient-centered documentation from all disciplines within the definition of “meaningful use”;
initially focusing on patient summary data at transitions of care
¢ Collect standardized clinical performance measures as a byproduct of care delivery and clinician
documentation
¢ Submit quality measures to the Department of Health and Human Services using processes and
infrastructure defined by HITSP; initially focusing on a subset of existing NQF-endorsed measures, and
including nursing sensitive measures
*  Use existing initiatives such as HITSP and IHE to guide standards use within all systems that record,
transmit, collect, and share information for care delivery
* Expand the definition of “meaningful use” to encompass support of all healthcare provider practices,
including those of registered nurses and advanced practice registered nurses

The ANA has invested significant resources over many years to enable the most effective and meaningful use of
health information technology solutions, including standards and standardized terminologies, to assist in the
provision and evaluation of safe and effective quality nursing and healthcare services. The ANA continues its
efforts in this arena.

The ANA looks forward to furthering collaborative activities with the National Committee on Vital and Health
Statistics and other federal, state, and public-private entities to improve the quality of health care provided to all
in America through meaningful use of health information technologies. If you have questions, or if the American
Nurses Association can be of additional assistance, please feel free to contact Dr. Carol J, Bickford, Senior Policy
Fellow, by phone (301-628-5060) or e-mail at carol.bickford@ana.org.

Sincerely,

e I [ SHrertn
Linda J. Sti , RN, NEA-BC
Chief Executive Officer
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Alliance for Nursing Informatics Statement to the National Committee for Vital and Health
Statistics (NCVHS) Hearings on ‘Meaningful Use’ of Health Information Technology
April 28-29, 2009

Background

The Alliance for Nursing Informatics (ANI) is a collaboration of organizations that enables a
unified voice for nursing informatics. ANI represents more than 5,000 nurse informaticists and
brings together over 25 distinct nursing informatics groups in the United States. ANI crosses
academia, practice, industry, and nursing specialty boundaries and works in collaboration with
the nearly 3 million nurses in practice today. A full listing of the ANI membership organizations
is available at: http://www.allianceni.org/members.asp

Nurses constitute the largest single group of healthcare professionals and serve as the providers
and coordinators of care. In their front-line roles, nurses have a profound impact on the quality
and effectiveness of healthcare and thus must be supported by electronic health records (EHR)
that adequately enable their knowledge work. It is critical for nurses to be intensively involved
in the development and adoption of standards that continue to impact the quality and efficiency
of healthcare services. In that spirit we offer the following statement on the American Recovery
& Reinvestment Act of 2009 (ARRA) “meaningful use of certified EHR technology” and
support previous testimony, which has been offered that concurs with the opinions put forth in
this statement (J. Murphy Testimony April 28, 2009: Panel 6).

Discussion

Patient Centered Care Delivered by Inter-Disciplinary Teams

ANI recognizes that patient care invariably requires collaborative interactions among multiple
clinicians from a broad array of specialties, often in different locations. As such, “meaningful
use” should strive for nothing less than an integrated healthcare community, including the
healthcare consumer, where enabling technologies promote usable, efficient and seamless
information flow. Including information-rich, patient-centered documentation within the
definition of “meaningful use” can enhance cross continuum communication, thereby enabling
improved safety, quality, and processes of care delivery. In addition, ANI recommends
expanding “meaningful use” to include any healthcare professional, for example registered
nurses (RNs) and advanced practice registered nurses (APRNS), serving diverse and underserved
populations across the continuum of care. “Meaningful use” should encompass basic
connections among acute, ambulatory, long-term, community-based, home care, and public
health based settings whereby data and information necessary for managing these populations is
shared. Basic data elements can be shared in early phases of “meaningful use” by taking a
broader perspective utilizing documentation from all members of the clinical team. To meet this
need, EHR systems should integrate patient care information from the patient, and all healthcare
professionals, including the exchange of patient summary data after each transition of care. This
integrated approach sets the foundation for evolutionary growth providing the building blocks for
health information exchange between disparate HIT systems.

Clinical Decision Support for Purposes of Safety and Quality
ANI supports the submission of quality measures to the Department of Health and Human
Services using the processes and infrastructure as defined by the Healthcare Information
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Technology Standards Panel (HITSP). Standardized clinical performance measures should be
collected as a byproduct of care delivery and clinician documentation. This serves two important
national goals: a) clinical decision support and trending in patient outcomes for real-time
decision support and intervention at the point of care delivery, and b) the ability to aggregate
enterprise-wide performance evaluation. A subset of existing National Quality Forum (NQF))
endorsed measures should be incorporated for acute and post acute care settings, including
nursing sensitive measures and HITSP standards that can enhance decision support and clinical
measure reporting.

Standardized Infrastructure within the EHR

ANI endorses the use of standards integrated across systems that record, transmit, collect, and
share information in all settings of healthcare services. Standardized terminology supports data
sharing, aggregation, identification, use of evidenced based practices, and development of
integration of new evidence derived from clinical research. Recommendations from HITSP and
Integrating the Healthcare Enterprise (IHE) should be utilized to provide further guidance
regarding standards use. Systems must enable the sharing of integrated information while
maintaining patient privacy and allowing for de-identification of subjects involved in clinical
research to generate new knowledge about health and healthcare services. This can be
accomplished in a phased approach as the nation moves towards fully interoperable EHRs. ANI
supports clear regulation and incentives to increase participation in the adoption and
harmonization of documentation standards, thereby promoting interoperability of patient data
gathered by healthcare professionals when utilizing EHRs across the care continuum.

Summary of Recommendations

e Include patient-centered documentation from all disciplines within the definition of
“meaningful use”; initially focus on patient summary data at transitions of care

e Collect standardized clinical performance measures as a byproduct of care delivery and
clinician documentation

e Submit quality measures to the Department of Health and Human Services and other
reporting entities, by using processes and infrastructure defined by HITSP; initially focus on
a subset of existing NQF-endorsed measures, and include nursing sensitive measures

e Use existing initiatives such as HITSP and IHE to guide standards use within all systems that
record, transmit, collect, and share information for care delivery

e Expand the definition of “meaningful user” to encompass support of all healthcare
professionals, including RNs and APRNS.

Conclusion

In closing, nurses hold a critical role as organizations continue to expand their focus on
“meaningful use” by leveraging the data and information contained in electronic health records.
With the passage of the ARRA, the nursing profession performs an instrumental role in the key
areas of patient safety, change management, design, and usability of systems as evidenced in
quality outcomes, enhanced workflow, and user acceptance. These areas highlight the value of
these knowledge-based workers and their role in the adoption of health information technologies
with greater integration across systems to deliver higher quality clinical applications in
healthcare organizations.
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Thank you for giving AORN the opportunity to provide our perspective regarding
“Meaningful Use” to the National Committee on Vital and Health Statistics Executive
Subcommittee. This very timely and important issue will support comparative effectiveness to
facilitate improvements in the quality, efficiency and safety of health care.

As a 501( c)(6) association based in Denver, AORN represents over 43,000 registered
nurses and has a history of patient centered safety and quality activities. Since the 1980’s the
Association of periOperative Registered Nurses (AORN) has been a pioneer in developing and
promoting the Perioperative Nursing Data Set (PNDS), a standardized language for
documentation and evaluation of the care provided in the operating rooms of our nation’s
hospitals and ambulatory surgery centers. The guiding premise of the PNDS effort was to assist
perioperative nurses in documenting the care they gave before, during and after the surgical
procedure, while providing a foundation for examining and evaluating the quality and

effectiveness of that care.

While effectiveness within a hospital or surgery center was informed by this data, the
ability for comparison between providers was rarely available because each facility customized
the PNDS to their environment. In early 2008, AORN embarked on an initiative to create a
standardized perioperative framework (Syntegrity) that will be integrated into hospital and
surgery center electronic perioperative information systems. With the emphasis on electronic
and standardized data collection coming from the federal government, the SYNTEGRITY™

framework is poised to fill that emergent need.

AORN is acknowledged nationally as the association that establishes evidence based
standards and recommendations for care of the surgical patient. SYNTEGRITY™ incorporates
these standards and recommended practices into the database. Thus, SYNTEGRITY™ creates an
opportunity for a national surgical data repository that could be used to measure quality
outcomes and potentially be used for comparative effectiveness studies to decrease cost and

improve quality.



http://www.aorn.org/PracticeResources/PNDSandStandardizedPerioperativeRecord/
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Meaningful use criteria should include:

1.
2.

Data collection from nursing sources is a critical element to inform effectiveness decisions;
Standardized data available from the point of patient care is essential to inform
comparative analysis.

Standardized Infrastructure such as SYNTEGRITY™ that creates an opportunity for a
national surgical data repository that could be used to measure quality outcomes and
potentially be used for comparative effectiveness studies to decrease cost and improve
quality.

Quality improvement must play an essential role

Clinical standards such as AORN standards and recommended practices are a key resource.
Standardized vocabularies such as AORN’s Perioperative Nursing Data Set (PNDS) to
facilitate documentation and evaluation of the care

Performance measurement as a core building block to provide high quality affordable care.
Information that is grounded in good evidence will support quality improvement, payment
reform, and enable better clinical and consumer decision-making. This information can tell
us which care is leading to better outcomes and which treatment options are more cost
effective.

In conclusion, “meaningful use” needs to create an opportunity for a national surgical data

repository that could be used to measure quality outcomes and potentially be used for

comparative effectiveness studies to decrease cost and improve quality.

For further information from AORN or to set up an information briefing, contact Craig Jeffries,

AORN Public Policy Consultant at Cleffries@AORN.org.



http://www.aorn.org/PracticeResources/AORNStandardsAndRecommendedPractices/

http://www.aorn.org/PracticeResources/PNDSandStandardizedPerioperativeRecord/
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Dear Mr. Reynoids:

AcademyHealth, as the nonpartisan, professional society for nearly 3,800 health services researchers,
policy analysts, and practitioners, welcomes the opportunity to respond to the request for comments
on the definition of “meaningful use” included in the American Recovery and Reinvestment Act of
2009 (ARRA). Given the implications of this definition for our mission to support the development
of research and data needed to inform heaith policy and practice, we are pleased to offer the
following thoughts for your consideration on behalf of our members, the research community, and
the public more broadly. ‘

As you contemplate the key policy, technology, and governance elements required to achieve the
vision of a safe, effective, efficient, equitable, and patient-centered health care system, we
encourage you to recall that research must be identified at the outset as an essential means to
advancing these goals.. Just as Health Information Technology (HIT) provides the necessary
infrastructure components for improving care, research is what enables the transformation of that
information into knowledge,

ARRA directs the National Coordinator for HIT to oversee the development of an HIT
infrastructure that . ..improves health care quality, reduces medical errors, reduces health
disparities, and advances the delivery of patient-centered medical care.” AcademyHealth
believes that it will be impossible to meet these robust goals without research to inform decision-
making by patients, practitioners, managers, payers, and policymakers. Nor will the stewards of
this historic investment be able to determine whether their goals have been met unless the
“meaningful use” of HIT also creates a path forward — from the outset - for research. In your
deliberations of what constitutes “meaningful use,” we hope that you will recognize the
importance of health services research in achieving the vision, and incorporate research
requirements into the definition,

To date, most of the discussions surrounding “meaningful use” have focused on improving
clinical care delivery and on quality reporting. These are largely provider domains — the
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expectation being that providers will increasingly contribute and use information from electronic
health records (EHR}, and report out metrics for quality benchmarking. Use of this information
in the clinical care setting is, of course, critical, but much of the value added comes with the
ability to aggregate and analyze clinical data to answer important questions.
s Patients may want to know how other patients like them have faired with treatment
options.
¢ Physicians may want to know what outcomes their colleagues have had using alternative
care processes.
¢ Managers may want to know which staffing strategies work best in which settings.
¢ Pubic health authorities may want to frack the impact of community based interventions
on key diseases.
¢ And policymakers may want to know whether access to high quality care has improved
based on health reforms.

Data in silos — either because they are non-standardized or non-normalized or because they
reside within systems that can’t/won’t communicate - will not provide the answers to these
questions. Decision makers will need facility-wide, intra-facility, and population-based research
to complete the picture. We are encouraged, therefore, that ARRA lays out an expectation for
health information exchange as a component of meaningful use, but we caution that this is only
one step.

For some time, it has been assumed that the advent of EHRs would automatically vield rich
clinical information that could be used in conjunction with administrative and survey data to
enhance the knowledge base of health and health care. Yet experience to date has revealed a
series of challenges that require attention before EHRs can be effectively leveraged for research
purposes. Examples of these challenges and their importance for furthering the research follow:

e Lack of interoperability and standardization of data systems. Without standardization of
data elements across units, facilities, health systems and regions, the capacity for
appropriate aggregation and analysis is limited.

e Poorly coordinated data prioritization process. Different types of data are more or less
critical for research at different levels of aggregation. Who decides what data should be
collected (e.g. physicians, the corporation that manages the facility, the local community,
the Federal government}? Effective mechanisms for involving these essential players as
well researchers in sefting data priorities will impact the extent to which data relevant for
research purposes are available,

o Limitations relating to design of the EHR products. Informaticians who design and
manage HIT systems rarely consider research functions. Forging an interdisciplinary





approach to design that includes researchers could increase the value of products
developed, and should be considered as part of the certification process.

o Data capture challenges. Providers still struggle with integrating EHRS into their practice
workflows, and frequently, skip or default on data fields, and overly rely on the open text
field (which is quickest way for them to write notes to themselves). Engaging providers
in the research enterprise may be one key to expanding their appreciation for data
collection efforts. Another possible solution would be to establish (either at the regional
or national level, or some hybrid) a set of clinical priorities for which data must be
reliably and consistently collected.

While many of these issues will continue be addressed in the coming months and years,
AcademyHealth believes that including research as an essential component “meaningful use”
is one important opportunity to ensure that HIT investments under ARRA can be [everaged
for research.

AcademyHealth is in active conversation with our members and other stakeholders to further
operattonalize these ideas and would welcome the opportunity to contribute to the
implementation of the “meaningful use” concept and other HIT provisions of ARRA. On
behalf of AcademyHealth’s members, T appreciate this opportunity to contribute to your
work and look forward to being helpful as you continue your work,

Sincerely,

# W. David Helms, Ph.D
President and CEO







Written testimony of Lonny Reisman, MD, Chairman, ActiveHealth Management

1. What EHR capacities/functionalities are absolutely required to enable a safe, patient-centric, high-
guality health care system that optimizes patient outcomes?

Among the capabilities required to ensure optimized patient outcomes, advanced clinical decision support
(CDS) is one of the most essential. While CDS is required under the statute, | encourage the Committee to
adopt a high standard for CDS functionality and performance — a standard commensurate with the significant
investment and aspirations within the stimulus statute. By advanced CDS, I refer to just such a standard.
Advanced CDS is a capability that has already been proven to improve quality and cost of care but goes beyond
the capabilities resident in EHR systems today in several important ways:

o Use of a broad set of patient data. Advanced CDS makes full use of clinical data, including lab values
and patient-reported data, to ensure precision in alerting and to minimize false-positive alerts to physicians
and patients.

e Patient and physician specificity. Alerts generated by the systems should be truly patient-specific and
actionable based on the clinical profile of the patient. In addition, they should be targeted to the provider
best positioned to act on the information.

e Sophisticated clinical rules. The clinical rules at the foundation of the CDS system should be designed
with sophistication that mirrors the real complexities of patient physiology and care delivery. This includes
validation logic to ensure that messages are directed at patients who really have the relevant conditions, and
exclusionary logic to prevent alerts for patients for whom an exception applies (e.g., a normally
recommended medication is contraindicated because of a different condition the patient has).

o Complementary messaging to patients. In addition to physician messaging, the patient should receive
complementary, consumer-friendly messages encouraging a dialogue with the physician related to the
specific alert.

e Dynamic use of new information. The CDS capability should incorporate feedback from providers and
use that feedback in subsequent analyses. For example, if a physician indicates that a patient has an allergy
to a certain medication, future alerts should not recommend that medication. Similarly, if a patient provides
health information through a PHR or other engagement mechanism, that information should be reflected in
subsequent analysis of that patient’s clinical data.

e Demonstrated outcomes. Again, the CDS system should have a track record of achieving clinical and
financial outcomes.

2. What are the critical EHR functionalities (e.g., e-prescribing, decision support, problem list
management) of which providers should be required to demonstrate use in order to earn an incentive as a
“meaningful user” of certified EHR technology in 2011? Should the functionalities or other specific
requirements to meet the statutory “meaningful use” criteria be different or specific to provider type (i.e.,
eligible professionals, hospitals)?

The most effective way providers will meet the expected quality and value gains that are expected in the HIT
portions of the stimulus statute (which also underpin the associated efficiencies and savings assumption
embodied in the President’s broader health reform budget analysis) will be through the use of advanced clinical
decision support technology as describeD in the response above.

In determining the "meaningful use" of functionalities such as decision support, the key issue is that providers
should demonstrate not only that they viewed the available data and CDS alerts but also that, in a verifiable
way, they took appropriate action. Specifically, there should be evidence that they either acted on the alert (i.e.
stopped a medication, added a medication, ordered a DIAGNOSTIC OR SCREENING test) or that they provide
appropriate feedback that the alert is not appropriate (e.g., patient allergic or intolerant to a suggested
medication).

In further developing mechanisms to help assess “meaningful use,” the committee should closely examine how
incentives tied to EHR use can be linked to the scoring criteria applied by the NCQA for the recognition of

“medical homes”. Many commercial payers have already endorsed the NCQA recognition standards as part of
their pay-for-performance initiatives. In particular, the committee should consider how the application of these





scoring criteria help to assess how providers are “meaningfully using” capabilities such as clinical decision
support to embed quality care processes to provide effective coordinated patient care with the goal of achieving
better overall outcomes.

3. Are these functionalities supported in current certified EHR products? If not, what are the gaps?

Several current certified EHR products have limited clinical decision support capabilities embedded in their
logic. To date however, such EHRs have had a very poor record of adoption by the providers. The 2008 survey
of physicians published in the New England Journal of Medicine® showed that 4% of physicians had adopted
“fully functional” EMRs which would include capabilities like clinical decision support. What has limited the
utility of these tools has been that most current EHR's are not built to exchange data with other provider EHR
systems unless connected through a health information exchange. Consequently, they are not able to
incorporate data from multiple sources (e.g., claims, PBM data, lab data, patient derived data from a PHR or
Disease Management system) and have relatively unsophisticated clinical logic capabilities. The net result is
that they have relatively limited CDS capabilities with relatively high false positive messaging rates.

4. What additional functionalities would be most important to require providers use by 2014 or 2015?

To encourage the optimal use of EHRSs to produce better quality and value outcomes, providers should be
required to use more robust clinical decision support tools that are available and used now in the current market
which are connected to HIEs and linked to the providers’ EHR workflow. By using this more advanced
functionality providers have the advantage of gaining access to a complete data profile on their patient from
sources that include labs, pharmacy, patient reported data (from a PHR), as well as diagnostic and procedural
claims. Equally important is that these more advanced clinical decision support solutions contain the
inclusion/exclusion rules that make their decision making logic reliable and accurate by reducing “false
positive” care alerts to providers.

The committee should additionally assess the clinical literature available on CDS. Building on the 2003
Institute of Medicine’s report calling for the expanded adoption of clinical decision support, it is worth noting
that this advanced level of functionality has undergone further rigorous assessment of its effectiveness as a
solution to both improve quality outcomes and provide economic value. In 2005 the results of a randomized,
controlled clinical study using advanced clinical decision support was published in the American Journal of
Managed Care?®. Advanced clinical decision support was used to assess and analyze complete patient data
profiles for those in the study group and then produce care considerations for their physicians when gaps or
issues in care were identified. The use of the technology and the subsequent actions on the care alerts by their
physicians produced a reduction in patient hospitalizations of 8% and a savings in charges of more than $8
PMPM. Additionally, in 2008 a follow up study® was published which further validated this study finding that
the use of advanced clinical decision support with care alerts reduced overall charges by 6% with charge
savings in excess of $21 PMPM.

After years of use by employers and health insurance companies, this approach to deploying a robust clinical
decision support capability across a community of providers is being employed now by a number of health
information exchanges and integrated provider delivery systems across the country. In particular, the
Committee should look to the work now underway with the Brooklyn Healthcare Information Exchange
(BHIX) and the provider groups affiliated with the Maimonides Hospital to apply the integrated use of Personal
Health Records, Electronic Health Records and hosted advanced clinical decision support for the entire patient
population in the Brooklyn region along with the development of an Advanced Medical Home model supported
by CDS for select HIV and geriatric patient populations.

' The New England Journal of Medicine, "National Survey on Physician Adoption of Electronic Health Records," July 2008

* The American Journal of Managed Care, "Using a Claims Data-Based Sentinel System to Improve Compliance With Clinical Guidelines:
Results of a Randomized Prospective Study," 2005;11:93-102

* The Journal of Health Economics, "Information Technology and Medical Missteps: Evidence From a Randomized Trial,” 2008; 585-60.
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The Alliance for Pediatric Quality is a collaboration of the American Academy of Pediatrics
(AAP), The American Board of Pediatrics (ABP), Child Health Corporation of America
(CHCA) and the National Association of Children’s Hospitals and Related Institutions
(NACHRI).

The Alliance works to ensure that every child in the United States has the opportunity to
grow up healthy, supported by a system where care is safe, effective, patient-centered,
timely, efficient, equitable and based on the best possible science and technology.

Together, the Alliance represents:
* 60,000 Board-certified pediatricians, pediatric medical and surgical subspecialists
= 200+ children's hospitals
» More than $25 billion in revenue
= 10 million outpatient visits
* More than 500,000 inpatient encounters

One of the Alliance’s primary leadership responsibilities is aligning the pediatric health
information technology community on a common strategy to improve HIT for children. It
is for this reason the Alliance respectfully submits this coordinated testimony from the
pediatric HIT community as you discuss “meaningful use” as referenced in the American
Recovery and Reinvestment Act statute.

In General

Roughly a third of the U.S. population is children. Despite this, we often find that national
health information technology (HIT) efforts are almost exclusively focused on adults.
Unfortunately, experience has shown that unless child health is factored in to the design
of HIT approaches explicitly, the unique needs of children get trampled in the (well-
intentioned) stampede to solve adult-based problems.

Electronic record system development that provides meaningful use for children is lacking
as vendors are focused on the needs of adults. As a result, pediatricians are reluctant to
invest in EHR systems, in part, because these systems do not offer functionality that
improves the care of children.

Pediatricians have different constraints and interact with different programs than
physicians who treat adults. For instance, pediatricians have the largest proportion of
Medicaid patients of any group of physicians, and Medicaid is the most important health
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program for children. As such, the Alliance is glad to see that ARRA funding may support
state-level implementation efforts, which would benefit from coordination with state-level
Medicaid experts. Medicaid is also a federal/state partnership, and while many health
policy specialists in Washington view health policy through the lens of Medicare, less than
one-sixth of one percent of children in the United States are enrolled in Medicare.

According to ARRA, pediatricians must have a 20% Medicaid case load to receive any
funding to purchase HIT while physicians who treat adults receive funding for having a
Medicare provider number. Funding is also dependent on the whims of state leaders,
some of whom have refused to accept other ARRA funds. Children cannot rely on
Medicare - they are divided into Medicaid, CHIP, and private insurance - and the eligibility
requirements in the stimulus bill for Medicaid funding limit specifically exclude the CHIP,
uninsured and privately insured populations.

If HIT goals are to be inclusive, and if we are to be successful in building a communicating
healthcare network, these limitations will hinder the ability of pediatricians, and therefore
children, to benefit from a National Health Information Network.

In your deliberations, we would appreciate your attention to the following
realities:

e There are more than 50 different Medicaid programs, each with the potential
opportunity to define "meaningful use" if the Secretary chooses to allow State Medicaid
programs to do so. Even if the Secretary guides states to use a federal definition, we
would urge you to help the Secretary to recognize that Medicare definitions often fail to
address the needs of children.

¢ As mentioned above, pediatricians are at a particular disadvantage because they have
a majority of the Medicaid patients. Standards for Medicaid patients are in chaos
because the 52 state systems make their own rules, which have inhibited vendors from
investing in some pediatric system functionality. The Alliance strongly supports that all
IT standards for children become national standards as they are for the Medicare
population.

o "Meaningful use" is different for specialties like pediatrics, which has specific
requirements (for example, weight-based medication dosing, adolescent privacy
concerns, growth tracking), which are not typically found in current "open market" HIT
vendor offerings. An Electronic Health Record (EHR) system designed for children will
accommodate adult health care documentation needs, but the reverse is not true. The
Alliance believes that any HIT system used to care for children (e.g. including family
practices, emergency rooms) should — at a minimum — comply with the CCHIT child
health certification criteria for EHR systems, which is largely based upon the ANSI-
accepted HL7 Child Health Functional Standards for EHR Systems. Including, and
extending beyond the current CCHIT child health certification criteria, the Alliance and
its constituents support the following basic EHR system functionality as a minimum
requirement for “meaningful use”:
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An e-prescribing methodology that includes weight based dosing with decision
support.

Growth chart data collection, graphing, and reporting of body mass index (BMI) to
identify obesity or growth failure.

A capability of recording and reporting newborn screening such as metabolic
disease and hearing screening with flagging whether a clinician has acknowledged
receiving the tests.

The capability of having bidirectional flow from state registries reporting
immunizations or deferral of immunization with decision support to flag a child that
needs immunizations.

The ability to provide the formulary appropriate to the patient for drug choices such
as the Medicaid formulary.

The ability to format and populate a summary list including diagnoses, medications,
allergies, and procedures. This clinical summary should comply with standardized
methodology.

The Alliance urges you to focus on the public health necessities of prevention, for
example obesity and the prevention of communicable diseases, as well as undetected
(and therefore untreated) genetic and newborn conditions. Adequately addressing
these concerns will create long-term savings.

Pediatricians are concerned that EHR systems can fail to update to the latest versions,
that vendor selection by a practice under the current system irrevocably ties a practice
to that vendor, and that vendors may charge extra for customers to be able to use e-
prescribing. Health care information should not be kept at constant risk of
obsolescence or loss.

Thank you for the opportunity to provide written testimony for consideration.

Sincerely,

Alliance for Pediatric Quality

American Academy [
of Pediatrics

The American Academy of Pediatrics

The American Board of Pediatrics

Child Health Corporation of America

National Association of Children’s Hospitals and Related Institutions
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Evolution of Meaningful Use

The Altarum Institute is pleased to provide our perspective on functional definition and clarity for the
term “Meaningful Use” as it is used in the HITECH Act in the hopes of furthering the goal of
improving health and health care in America. This discussion is both timely and necessary as the
definition of meaningful use will be the driving force behind guiding health care stakeholders to

improve the “quality, efficiency and safety of health care”.
The HITECH Act identifies three required elements for incentive payments:

e Providers must implement a CCHIT-Certified EHR. To date, the focus of CCHIT has been
on interoperability — a broader mandate to include patient safety, usability and the support of

evidence-based medicine should be pursued.

e The implemented system must exchange information. The valid exchange of information
should be defined in clinically relevant terms and include the ability of systems to incorporate

and display information from outside sources.

o The implemented system must impact the quality of care by demonstrating improved
outcomes. As many outcomes cannot be effectively measured in the increments of time
required to process incentive payments — demonstrating the potential for improved outcomes
should be defined as both the incorporation of evidence-based decision support tools and over
time, the contribution of ontologically organized outcome data to an ever-evolving internet

evidence base.

While defining meaningful use is critical to the success of our Nation’s investment in HIT, equally
important is the process to allow that definition to evolve over time. This process can be particularly
enhanced through providing opportunities for stakeholders to submit innovative uses of health

information technology (HIT) for inclusion.
Fostering Innovation

The definition of meaningful use will ultimately influence the direction of industry innovation, the
amount of resources required, the engagement of providers, and the development of workflow
changes and software capabilities. Altarum recommends that DHHS adopt a process that encourages
innovation in this developing industry by allowing for the definition of meaningful use to evolve over

time.
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Central to this effort is the ability for providers to submit their innovative uses of HIT to DHHS to be
considered for inclusion as “meaningful use” and qualification for incentives. An approach which is
not overly prescriptive will ensure the responsibility for defining attributes of meaningful use doesn’t
fall on a small subset of stakeholders; nor is reflective of a particular moment in time. In order for
definitions and incentive mechanisms to be effective in the future they must be flexible enough to
allow for innovation in practice, changes in technological maturity and recognize the potential of
outlier or unique situations. DHHS must balance the need for the definitional clarity required to
influence behavior with definitional flexibility to incorporate an evolving understanding of the role of
technology in leveraging health information.

At a high-level, the mechanism to allow providers to submit meaningful uses for consideration should
include at least the following three requirements:

o A clear description of the innovative use of HIT

¢ A methodology for implementation which describes potential workflow and outcome

impacts and milestones

e A proposed verification method or metric that demonstrates the connection between HIT use

and improvement in practice or health outcomes

In an effort to define key tools and processes to manage this aspect of the HITECH Act, Altarum

recommends the use of the following structures to develop and disseminate evolving best practices:

e Regional Extension Centers (RECs): the RECs will be in a unique position to report on the
innovative uses of HIT that can be replicated nationwide. The RECs will also be able to
share strategies toward successful and innovative uses of HIT and provide support, training

and troubleshooting at the point of need.

e The Health Information Security and Privacy Collaboration (HISPC). HISPC has grown
over time to include 44 states and territories. Each participating organization has been
officially designated by the governor, established a multi-stakeholder steering committee, and
has connected with every HIT initiative within their state. There are multi-state
collaborations to address provider education, consumer empowerment and standards, among
others. This proven and inexpensive framework should be replicated to support the evolution

of “meaningful use”.
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On behalf of the American Academy of Ophthalmology (the Academy), the American
Society of Cataract and Refractive Surgery (ASCRS), and the American Optometric
Association (AOA), we would like to call to your attention to our concerns about the
available Health Information Technology (HIT) certification processes; specifically, the
Certification Commission for Health Information Technology (CCHIT) certification criteria
development in eye care. We believe our concerns are relevant to the committee’s
discussion on meaningful use because the American Recovery and Reinvestment Act
(ARRA) of 2009 explicitly states that for a physician to be a meaningful user of HIT, the
electronic health record (EHR) must be certified. As you are aware, the only recognized
certification body (RCB) is CCHIT. While our written testimony focuses on eye care, we
believe this may become an issue for other medical specialties who have specialized EHR
systems but are not yet in the pipeline for the development of specialized certification
criteria through CCHIT.

Concerns about Available HIT Certification Processes

We were notified on January 14, 2009 through a CCHIT public announcement, that eye
care was one of the Commissions’s planned expansion areas for 2010 and beyond. The
Commission placed eye care on the roadmap using the following timeline: 2009 for
research; 2010 for development; and, 2011 for launch. While we were very appreciative
that eye care was included on the draft roadmap, we believed it was essential for the eye
care specialty to have an accelerated timeline for launch and asked the Commission to be
flexible when developing final timelines for a number of reasons. First and foremost, the
ARRA put in place financial incentives and penalties based on the adoption and
“meaningful use” of certified HIT systems that will have a profound impact on our
members and their ability to adopt and become meaningful users.

Second, eye care professionals who were “early adopters” have either adopted a non-
certified eye care focused EHR system that meets their unique needs, or they have made
significant and costly modifications to certified primary care focused EHR systems to make
them feasible for managing patients with eye disease. The overwhelming majority of our
respective members have not adopted EHR systems. They are hesitant to make the
considerable investment until certified systems that meet their unique needs are available.
Under the current CCHIT timeline for eye care certification criteria development, it will be
virtually impossible for our respective members to purchase certified systems that are
designed for our specialty, become meaningful users, and qualify for the bulk of the





available financial incentives. In addition, those early adopters who purchased specialty
EHRs that are non-certified will not be able to recoup their costs, because those systems
will not be able to achieve certification until after the financial incentives have begun.

Another major reason we sought flexibility and acceleration of the timeline was the
readiness and preparedness of the eye care professional organizations and the eye care
EHR vendor community. A core group of eye care providers and EHR vendors reviewed the
2008 and 2009 CCHIT Ambulatory Care criteria in detail and revised the 2008 Ambulatory
Care Test Script and the 2009 Draft Ambulatory Care Test Script to reflect the eye care
setting. Only one change to the Ambulatory Care criteria (a criteria requiring the graphing
of height and weight) was made, and no additional eye care criteria were added. In
addition, an Eye Care Functional Profile, based on the HL7 Functional Profile, was
developed for eye care focused EHRs.

Finally, we are concerned that vendors who developed eye care focused EHR systems,
those who developed systems that meet the needs of our specialty, will be shut out of the
market if they are not able to achieve certification soon. If the launch of eye care
certification is delayed until 2011, then there may not be any specialized eye care EHRs left
for use by eye care professionals. This would be unfortunate, considering the number of
“early adopters” that invested in these eye care focused EHR systems.

Despite the eye care community appeal, the Commission announced on February 17, 2009,
that eye care would remain on the CCHIT expansion roadmap under the originally
proposed timeline. Again, we are highly concerned that this timeline does not coincide well
with the deadlines imposed in the ARRA, and our members and the eye care focused EHR
vendors will be severely disadvantaged as a result. We are confident that eye care
certification criteria could be ready in only a few months if the Commission were willing to
accelerate the timeline by removing the year of staff research scheduled for 2009. Frankly,
we are unclear what the “research year” entails; we have only been told that it is a
prescribed process determined by staff. It does not appear from the final roadmap that
other specialties, such as Dermatology, will undergo a year of staff research prior to their
launch date. Members of the Vision HIT Collaborative believe the vast majority of work has
been completed by the professional organizations, thus eliminating the need for full year
of research.

A Need for Actionable Solutions

Efforts to improve our position on the roadmap, despite the CCHIT’s pledge to remain
flexible in order to respond to the emerging requirements of the ARRA, have been
unsuccessful, and we are not encouraged that the situation will improve. We seek the
committee’s advice and guidance to determine an appropriate and actionable plan where
eye care professionals can successfully adopt and become meaningful users of certified
EHR systems that meet their unique needs, while taking advantage of the much needed
financial incentives and avoiding steep penalties.

The American Academy of Ophthalmology
The American Society of Cataract and Refractive Surgery
The American Optometric Association
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l. Introduction

America’s Health Insurance Plans (AHIP) appreciates the opportunity to share its member
companies’ perspectives on the potential criteria for “meaningful use” of certified EHR
technology beginning in FY 2011. AHIP is the national trade association representing
approximately 1,300 health insurance plans that provide coverage to more than 200 million
Americans. Our members offer a broad range of products in the commercial marketplace —
including health, long-term care, dental, disability, and supplemental coverage — and also have a
long history of participation in public programs.

We recommend the defintion of meaningful use supports the following key principles:

e Improve health care quality and affordability for all patients;

e Stimulate innovation - consider traditional electronic health records (EHRs) and internet-
enabled technologies to exchange information;

e Focus on improving patient outcomes and limit the focus on the installation of software or
hardware that includes certain features;

e Requirements should be obtainable with technology currently available in the marketplace;

e Recognize the link between administrative and clinical information, leveraging
administrative data where available; and

e Provide solutions for a wide-range of providers, including those who are just investing and
those who have installed EHRs.

1. Meaningful Use of Certified EHR Technology

AHIP supports the phasing in of more advanced requirements for meaningful use over three to

five years. In the initial FY 2011 — FY 2012 criteria we suggest that providers must:

e Demonstrate the use of clinically relevant patient electronic information to improve
medication management and coordination of care;

e Regular use of e-prescribing, including access of medication history and alerts, leveraging
the recently implemented Medicare e-prescribing incentives;

e Use of a “registry function” (practice-focused registry) to manage patients and coordinate
care (e.g., use of a condition specific list to manage patients with a chronic condition);

e Access recent laboratory test results and images (where available); and

e Conduct insurance eligibility verification electronically utilizing consistent rules developed
by the Committee on Operating Rules for Information Exchange (CORE).

Beginning in FY 2012 we suggest an expanded defintion that includes the following

requirements for providers:

e Expanded requirements for data access and exchange including integration with available
networks and health information exchanges;

e Electronic exchange of data with public health and specialty society registries (if available)
and use of advanced internal registry functions; and

e Implementation of electronic processes for eligibility verification, claims submission, claims
status, claims payment, and claims remittance.

! Concurrently, health insurance plans will support advanced electronic capabilities and data exchange.





I11.  Information Exchange & Quality Improvement

We support a phasing in of more advanced requirements for information exchange and quality

improvement. In the initial FY 2011 — FY 2012 criteria we suggest that providers must:

e Implement medication management that includes the exchange of medication history and
alerts and coordinate care using available electronic data (e.g., laboratory test results);

e Commit to being accountable for improving clinical outcomes and patient experience,
appropriate utilization of health care services, and ensuring transparency of reliable clinician
performance data; and

e Support alternative mechanisms (e.g. use of administrative data) to determine improvements
in healthcare quality until data can be generated by EHRs (since many of the EHR systems
that currently exist do not have the capability to collect and aggregate performance
measurement information).

Beginning in FY 2012 we suggest an expanded defintion that includes support for advanced
information exchange between health care settings and demonstrable improvement in patient
outcomes.

IV.  Quality Reporting

The requirements for quality reporting must account for the variability of system capabilities.

Quality outcomes should be measured over time including overall clinical quality, cost

effectiveness and patient and physician experience. In the initial FY 2011 — FY 2012 criteria for

quality reporting we suggest that providers must:

e Support quality reporting using National Quality Forum endorsed measures and utilize other
consensus-based measures on a provisional basis where gaps exist (e.g., outcome based
measures).

e Consider adding intermediate outcomes measures (i.e. measures that include laboratory and
prescription data) such as those that are being evaluated by the NQF’s Clinically Enriched
Administrative Data project.

e Support submission of quality information directly from EHRs and qualified registries
(where the infrastructure already exists to receive information). The requirements should also
permit reporting via other electronic means.

Beginning in FY 2012 we suggest expanded requirements for quality reporting, including EHRs
as the primary data source for clinical and performance information. This will require an
education and outreach initiative that would encourage physicians to use electronic data for
quality improvement and performance measurement.

V. Role of Health Plans

AHIP and our member companies stand ready to work with providers as they take steps to
implement the new EHR incentive programs. We will ensure that quality improvement initiatives
such as disease management, care coordination, quality measurement and administrative
processes are complementary with the Medicare incentives. We also stand ready to work with
providers to leverage existing data sources (e.g., claims and personal health records) and support
the portability of data in PHRs to aid the transition to the meaningful use of EHRS.
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The American Hospital Association (AHA), on behalf of our more than 5,000 member hospitals,
health systems and other health care organizations, and our 38,000 individual members,
appreciates this opportunity to comment on the concept of “meaningful use” of health
information technology (HIT). The use of HIT can improve the efficiency, safety and quality of
care in hospitals, and we appreciate the efforts by the National Committee on Vital and Health
Statistics (NCVHS) to help clarify this key component of the American Recovery and
Reinvestment Act (ARRA) by considering the diverse viewpoints of physicians, hospitals and
other stakeholders.

In order to receive stimulus funding under the ARRA, physicians and hospitals first must
become “meaningful users” of certified electronic health records (EHR) technologies.
According to the ARRA, “meaningful use” is described as:

e Demonstrating to the Secretary that certified technology is being used “in a meaningful
manner;”

e Demonstrating that the technology is connected in a manner that provides for the
electronic exchange of health information; and

e Using the EHR to submit clinical quality measures selected by the Secretary.

The broad nature of these requirements provides an opportunity to thoughtfully consider the
complex nature of the current HIT environment. To do so, the concept of “meaningful use” must
be separated into two primary components. The first is an improved delivery system with higher
quality care, improved patient safety and increased efficiency that results from the actual “use”
of the technology. The second component is the technology itself, which enables physicians and
hospitals to achieve these goals.





The requirements to achieve “meaningful use” should consider first the quality, safety and
efficiency components, and allow the technology to continue to evolve incrementally. An
incremental path will yield better results and more “use” than if the standards are initially set too
high.

Meaningful use should start with what already works, using the capabilities of currently certified
systems. For example, basic demographics on a patient are a first step. When combined with
data on a patient’s allergies, medication history and care history, a clinician has the information
to avoid potential interactions, thereby improving the overall quality of the care encounter.
Images and lab data add more information. When this information is available through a
connected network of care, data quality improves, and with it the overall efficiency of the health
care services. Moreover, the AHA recommends that the NCVHS avoid adding new, required
capabilities that cannot be in place by 2011.

Technology should be the means to achieve these improvements, not the end. While the ARRA
provides incentives for implementing the technology, physicians and hospitals should be
measured and rewarded for the way the technology is used to transform health care, not for
simply having implemented it. If the definition of meaningful use is too prescriptive about the
type or functionality of technology, the focus will be drawn away from the larger goal that the
ARRA incentives were designed to enable.

Additionally, the risk of strictly defining “meaningful use” through the lens of technology is that
technology evolves over time. “Meaningful use” must be allowed to enable new ways of
achieving our goals. Definitions that are too deeply rooted in specific technologies or functions
could easily become outmoded given the rapid pace of technological change.

Therefore, flexibility in the definition of “meaningful use” over time is imperative. The
definition, especially for the purposes of achieving broader adoption of HIT, must reflect the fact
that hospitals can be very different in size, types of services offered and level of adoption. A
recent New England Journal of Medicine study, which uses data gathered from AHA members,
shows that about 1.5 percent of hospitals in the U.S. currently use a comprehensive EHR system
when applying the strictest definition of an EHR. Even within that limited group, there is
variety. Among the 47 hospitals that account for that figure, there are 20-bed rural hospitals as
well as much larger health systems. While there is variation in hospitals, the definition of
“meaningful use” should be consistent for all hospitals, and should address the larger
safety and efficiency goals. A consistent definition moves everyone forward in a
measurable way.

The level of comprehensiveness at which the threshold for meaningful use is set will have a
significant bearing on the outcome of the incentive program outlined in the ARRA. If the
criteria for meaningful use are first set too high, there will be limited movement toward the
desired goal. In this instance, federal leadership must work closely with hospitals and physicians
to find the ideal point that will encourage adoption by the greatest number, and lay the technical
foundation to achieve the vision of more efficient and higher quality care.
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April 30, 2009

Harry L. Reynolds, Jr.
Chairman
National Committee on Vital and Health Statistics

Re: Hearing on “Meaningful Use” of Health Information Technology
Dear Mr. Reynolds,

The American Psychiatric Association (APA), the national medical specialty
society representing more than 38,000 psychiatric physicians, appreciates the
opportunity to submit this testimony before the Executive Subcommittee of the
National Committee on Vital and Health Statistics (NCVHS) on the definition of
“meaningful use” of health information technology.

APA appreciates that NCVHS is holding this public hearing to solicit input from
a wide range of stakeholders in an effort to clarify and define the term
“meaningful use” as contained in the HITECH Act under the American
Recovery and Re-invention Act (ARRA) of 2009. Since physicians will be
required to demonstrate that they are participating in “meaningful use” of a
certified electronic health record system in order to qualify for payment
incentives under ARRA, it is of paramount importance that the definition of the
term be both clear and flexible.

Physician practices and workflow vary greatly within specialty, region, size, and
capability and'the definition of “meaningful use” should be flexible enough to
encompass a wide range of physicians and not be overly burdensome to
maximize adoption and use of electronic health systems. APA urges NCVHS to
consider the different characteristics of various specialties and practices when
making recommendations to the Secretary about the definition of “meaningful
use.”

While we understand that there are core elements to meaningful adoption of an
electronic health system, there are many features that will be of little use to
some specialties. For example, electronic prescribing (e-prescribing) is
currently only permitted for non-controlled substances. While e-prescribing is
an integral part of many systems, many psychiatric and other physicians who
prescribe a number of controlled substances for their patients may be unable to
fully use any e-prescribing system. NCVHS and the Department of Health and
Human Services (HHS) should recognize that a “one size fits all” model for
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meaningful use is problematic and should seek a more flexible definition to ensure broad
participation in electronic health systems.

In addition to ensuring that the definition of “meaningful use” is accommodating to the array
of physician practice models and specialties, it is also important that the definition does not
create a system which is burdensome on the users. Many physicians, particularly
psychiatrists, are solo practitioners without a large support staff. APA is concerned that
requiring all the possible features of an electronic health system for “meaningful use” could
become too cumbersome and expensive for these physicians which would further deter
adoption.

As NCVHS considers its recommendations to HHS for defining “meaningful use” of health
information technology as required under ARRA, APA urges the Committee to consider the
full scope of prospective physician users. We recommend that NCVHS and HHS allow the
definition to be malleable while still accomplishing the essential goals of the HITECH
legislation. Thank you for your consideration of our comments and we look forward to
working with the Committee in the future in implementing the HIT provisions of ARRA and
with our members in encouraging HIT adoption. If you have any questions, please contact
Jennifer Tassler, Deputy Director, Regulatory Affairs, at jtassler@psych.org or at (703) 907-
7842.

Sincerely,

ﬁ_ afﬁ»ﬂf‘@/‘“@
James H. Scully Jr., M.D.
Medical Director and C.E.O., American Psychiatric Association
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SUBJECT: BCBSA COMMENTS ON DEFINING “MEANINGFUL USE”
Date: April 30, 2009
To: Marietta Squire and NCVHS

The Blue Cross and Blue Shield Association (BCBSA) — a national federation of 39 independent,
community-based and locally operated Blue Cross and Blue Shield companies that collectively provide
healthcare coverage for 102 million (one in three) Americans — appreciates the opportunity to offer
comments to NCVHS on defining meaningful use.

First and foremost, we commend Dr. David Blumenthal for his view that health IT is important for its ability
to improve the health system and that, therefore, we must focus on health IT’s impact on the daily lives of
providers and patients, as well as on the efficiency of health care services. It is imperative that the definition
of meaningful use reflect this point of view.

Our comments follow the structure of the statutory language in the HITECH Act and cover (1) Technology
requirements; (2) Certification; (3) Demonstrating meaningful use; (4) Demonstrating more stringent
measures over time; and (5) Demonstrating connectivity.

Technology Requirements

The HITECH Act requires that meaningful users use “certified EHR technology,” and lists certain attributes
that an EHR should include.

We recommend that the Secretary take into account the need for continual upgrades, by including in the
eligibility rules for incentive payments (and avoidance of penalties later) a requirement that EHR vendor
contracts have provisions to ensure follow-up maintenance and upgrades that insure EHR systems remain
compliant as the tiered criteria becomes more rigorous.

o There is always the risk for providers that system upgrades to meet ever higher criteria requirements will
not be available from the EHR vendor after the initial EHR purchase. Most importantly this will include a
commitment by vendors to the upgrades of EHR systems as the nation converts from an ICD-9 based
health care reporting system to one based on ICD-10 and future coding changes, without a second major
capital investment.

Certification
o The Secretary should recognize use in 2010 of CCHIT-certified EHRs for 2011 incentives.

o During 2010, HHS should pilot test (with CCHIT or other independent entities) new approaches to
certification, which could include multiple certification entities, and apply that certification process to
determining eligibility for incentives after 2011.

Demonstrating Meaningful Use

The ultimate goal should be to demonstrate meaningful improvement in health care outcomes, but the
approach should be phased or tiered.

¢ In keeping with a tiered approach to setting measures of meaningful use (see below), we recommend a
phased-in approach that builds toward a comprehensive and combined method of multiple proofs of
meaningful use. These multiple methods could include: attestation; provider or vendor reporting of use of
certified/qualified products and systems; provider/vendor reporting of quality measures and data reports;
and steps to include meaningful use as part of provider credentialing.

¢ We would note that attestations can be somewhat cumbersome, and it is difficult to ensure accuracy with
regard to which EHR a provider is using (e.g. version), and whether it is certified (as those definitions are
changing). Therefore, we recommend periods audits to maintain accuracy.
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o To complement attestations by providers, vendors could report to CMS which providers are using their
certified products (since they have their NPIs). For example, in one state where a BCBS Plan provides
incentives for HIT products, a vendor (Allscripts) lets the Plan know which providers are using which
products.

Demonstrating Over Time

HITECH directs the Secretary to require more stringent measures of meaningful use over time.

o We recommend using a tiered approach to evaluating meaningful use of an EHR by physicians and
hospitals. For example, a recent article in the NEJM identified 24 functions that should be present in all
major clinical units of a hospital to conclude that it had a comprehensive EHR and identified eight of
those 24 as necessary for a basic EHR. A tiered meaningful use criteria process could determine that
meaningful use was met in the first year if the provider was both using an EHR that contained these basic
EHR functions and using the data output for the related quality measures. Additional functions could be
added in succeeding years until all functions were in place and comprehensive quality measures were
reported.

e The tiered approach should also require capability functions at a different pace for large and small, and
rural and non-rural physician practices; in other words, a small physician practice should be allowed
more time to achieve a certain performance capability than a large group practice.

¢ Inthe initial tiers, to the extent practicable model criteria on existing programs with which many
physicians are already familiar. For example, using the NCQA standard for achieving medical home
status to assess meaningful use (specifically Level 2 certification) would drive effective and appropriate
use by clinicians.

Demonstrating connectivity

o At this time, we recommend against requiring linkages to administrative data. Plans and providers are
going through massive IT systems changes because of the transition to version 5010 of the HIPAA
standard transactions and ICD-10. Requiring linkage to administrative data would unnecessarily
complicate and add a heavy resource burden to adopting EHRs and using them in a meaningful way.

¢ In keeping with a tiered approach, allow graded levels of exchange, for example:
1. Grade One: Capability to accept medication history from an outside source
2. Grade Two: Capability to accept laboratory results
3. Grade Three: Capability to import or export EHR in CCD format
4. Grade Four: Capability to interoperate with other EHR systems or a PHR.

¢ We would strongly urge against requiring participation in a Health Information Exchange (HIE) as part of
the definition of meaningful use, at least for the first three or four years. Currently, many HIEs are not
sustainable because incentives are misaligned and, perhaps more important, current EHR products lack the
capability to collect comprehensive data on a patient, organize it in a meaningful way for the provider and
the patient, and then help the provider make better decisions based on algorithms running on these
comprehensive data (i.e., interoperable health care, not simply interoperability). Over time, as Medicare
and the private sector test and refine alternative payment structures, and vendors develop EHRs that
support interoperable health care, the market should naturally gravitate to providing sustainable business
model for HIEs.

e Finally, allow for levels of optionality, not an all or nothing approach. Criteria for demonstration in actual
production implementations of EHR technology should not require daunting efforts in interoperability.
Users will have initial implementation challenges including training and process workflow changes to
overcome.

If you have questions, please contact Joel Slackman at 202.626.8614 or joel.slackman@bchsa.com.






CH I _ MM E Statement for the Record
: to the National Committee on Vital and
Health Statistics

COLLEGE OF HEALTHCARE Aprll 28-29. 2009
bl
INFORMATION MANAGEMENT on
EXECUTIVES

Meaningful Use of Health IT

The College of Healthcare Information Management Executives (CHIME), on behalf of our
more than 1350 healthcare chief information officers across the U.S., is pleased to submit this
statement for the record sharing our views on “meaningful use of health information
technology.” CHIME serves as a voice of the healthcare IT executive within the U.S.,
informing and influencing public policy leaders and other officials on the role of information
technology in transforming the delivery of healthcare, while providing members with the latest
information regarding new HIT legislation, regulations and polices. Founded in 1992, CHIME
provides a highly interactive and trusted environment to enable senior professionals and
industry leaders to collaborate and exchange best practices.

As healthcare IT executives charged with leading the implementation of electronic medical
records (EMRs) and other IT tools to improve the quality and effectiveness of patient care, we
are excited about an expanded Federal focus on encouraging the adoption of health IT, and at
the same time we are well aware of the enormous challenges in achieving this goal. Under the
American Recovery and Reinvestment Act (ARRA) of 2009, hospitals and physician practices
beginning in 2011 are eligible for incentive payments under Medicare as well as payments for
serving Medicaid patients by demonstrating “meaningful use of health information
technology.” Failure to do so by 2015 will result in reduced payments for Medicare,
specifically. Title IV of ARRA articulates three general criteria as evidence of meaningful use:
(1) Quality metric reporting; (2) Connection to exchange data; and (3) Certified systems.
CHIME’s comments address numbers one and two.

Quality Reporting and Outcomes

CMS currently collects 30 quality measures as part of its Reporting Hospital Quality Data for
Annual Payment Update (RHQDAPU) program, which requires most hospitals to submit data
for specific quality measures for health conditions common among people with Medicare, and
which typically result in hospitalization. ARRA adds to these efforts a direct tie for use of
health IT to improve care. The bottom line for these efforts is better health/better outcomes.
Using an EMR and other IT tools to accomplish this goal is clearly about outcomes and less
about the technology. It is CHIME's view that meaningful use must focus on outcomes and not
mandate specific functionalities.

Phased Approach to Adoption

Across the U.S., there are approximately 5,000 hospitals. This diverse universe includes
community hospitals, large multi-hospital systems, teaching institutions, rural facilities, critical
access hospitals and small specialty hospitals, among others. Some of these facilities are
experiencing financial hardship, particularly in today’s strained economic environment. Loans
and a reasonable hardship delay could assist those least able. On the other hand, some
hospitals are more financially able to move forward now with health information exchange
(HIE), computerized physician order entry (CPOE) and outcomes improvement to earn
incentive funds.

As reported in “Use of Electronic Health Records in U.S. Hospitals” (Jha, DesRoches,
Blumenthal, et al, NEJM 2009; 360), only 1.5 percent of U.S. hospitals have a comprehensive
electronic-records system and an additional 7.6 percent have a basic system. Adoption was





higher among larger institutions, major teaching hospitals, facilities that are part of a larger
system or those located in urban areas. Non- adopters cited inadequate capital for purchase,
concerns about maintenance and resistance on the part of physicians.

Recognizing this diversity and low adoption rate, CHIME supports phasing in criteria for
meaningful use to encourage early adoption without raising the bar too high, too early. During
later years, we recommend raising the bar to encourage continued development and progress
by those who have adopted EMRs.

Exchange of Data and HIEs

According to a nationwide survey conducted by the eHealth Initiative in 2008, 130
respondents identified themselves as health information exchanges (HIEs) with some 42
percent of respondents reporting their status as “operational,” that is, transmitting data for
use by healthcare stakeholders, although the scope of the exchange is not specified and
details are lacking. Among the challenges reported by respondents, 82 percent cited
development of a sustainable business model as the most significant hurdle. With the
exception of a few HIEs, such as the Indiana Health Exchange and CareSpark in Tennessee,
health information exchange connecting major health care providers does not exist in most
U.S. communities. In addition to lack of a sustainable business model, other barriers include
upfront funding, governance issues, privacy concerns and agreement on standards.

Given this obstacle, immediately requiring connection to an HIE for exchange of data is not
reasonable. In the short term, CHIME recommends exploring other ways to exchange health
information electronically other than through an HIE. An example of this is the use of a single
vendor’s product to enable its community/regional customers to electronically exchange
health information.

The accepted standard for exchange of clinical information is the HL7 Continuity of Care
Document (CCD), recognized by physicians, nurses, technologists and laypersons. At least
initially, it may be necessary to explore other acceptable means for exchange of health data.
As noted above, smaller hospitals, those in rural areas and others lacking the necessary
resources may not have the capability to immediately deploy the CCD. CHIME believes that
some flexibility in this regard may be needed for compliance.

Conclusion

Regarding the meaningful use of health IT, CHIME supports:

e The use of quality metrics and outcomes regardless of technology in place;

e A phased approach to encourage early adoption without raising the bar too high, too early;
» raising the bar during later years to encourage continued development and progress

by those who have adopted EMRs;

e Explore alternative means to connectivity in the short term and connection to an HIE over
time as these entities become fully established by community and region;

e Consideration of alternative means to use of CCD for exchange of health data, at least
initially to accommodate hospitals financially and technically unable to comply.

For more information on CHIME, please contact Sharon Canner, Senior Director of Advocacy
Programs at scanner@cio-chime.org or 703-562-8834.







Consumer Partnership for e-Health (CPeH) Statement to the National Committee for Vital
and Health Statistics
Leveraging HIT to Support Meaningful Consumer Engagement and Improved Health

The Consumer Partnership for e-Health (CPeH) is a coalition of over thirty consumer, patient
and labor organizations that, since 2005, has served as a strong and diverse consumer voice
advocating for patient- and consumer-centric policies related to health information technology
(HIT).

Our approach is guided in part by a set of consensus-based consumer principles for HIT, based
on the Markle Foundation’s Common Framework, which have been adopted by a variety of
national, state and local patient and consumer groups, and used in a number of local HIT
implementation efforts.

While numerous stakeholders will help shape the definition of “meaningful use,” CPeH is proud
to provide input based uniquely on the interests of consumer and patient groups, absent any other
agendas or stakeholder self-interest.

At its core, “meaningful use” is really about improving the health and health outcomes of
patients. We believe that success at improving patient outcomes through HIT requires a
fundamental shift from a system designed around the needs of providers and payers to one that
puts the patient’s needs and interests at the center. In spite of extremely talented professionals
putting forth extraordinary efforts, the results we currently reap from our health care system
include countless examples of patient harm, wide variation in the quality and experience of care
patients receive (both among minority and underserved populations and across different
geographic areas), tremendous disease burden resulting from chronic illness and disability, and
excessive waste, which contributes to the unacceptable percentage of individuals who simply
have no access to the high quality health care they both need and deserve.' A key factor in the
persistence of these major challenges to truly patient-centered care is the lack of information
available to those who need it, when they need it, in a form that is meaningful and actionable to
them.

As a coalition representing a wide range of patients and consumers, we set forth below a vision
for how truly patient-centered health and health care can be achieved through the effective use of
information, enabled by technology.

THE VISION

A fully patient-centered health care system will exhibit the following characteristics, all of which
must be enabled and supported by the effective, meaningful use of HIT to improve patient
outcomes:

e Care is comprehensive, coordinated, personalized and planned

! National Priorities Partnership. National Priorities and Goals: Aligning Our Efforts to Transform America’s
Healthcare. Washington, DC: National Quality Forum; 2008.





®  Patients and their caregivers are full partners in their care, assisted with management of
chronic illnesses and disability, as well as with health care decision making

Transitions between settings of care are smooth, safe, effective and efficient

Patients can get care when and where they need it

Patients’ experience of care is routinely assessed and improved

Care is connected to and integrates community resources

Continuous quality improvement and the elimination of disparities are a top priority

Incentives must create a pathway toward this patient-centered system, beginning with rewarding
the currently achievable goals such as effective medication management, improved coordination
of care, and safer transitions between settings, while building steadily toward the achievement of
every characteristic of the patient-centered system we all seek. Essential mileposts include:

¢ Increasingly ambitious health improvement aims over time.

e The ability of consumers, patients, and their families to access their personal health
information, receive prompts and reminders, and use patient decision support without
compromising the confidentiality of information.

e Flexible requirements that enable a broad range of providers and patients to benefit from
new technologies.

e The ability of systems to capture both clinical and patient experience data to support
more rigorous and robust quality measurement and improvement.

We believe strongly that HIT is an essential tool for creating the kind of patient-centered health
care system that will truly support patients and their families. We look forward to working with
you and with the Administration, to provide further input from the consumer perspective as the
definition of “meaningful use” is further developed. If you have any questions about our vision
for patient-centered care as enabled by HIT or about the CPeH, please contact Eva Powell at
202-986-2600 or epowell @nationalpartnership.org

Members of the Consumer Partnership for eHealth

AARP

The Center for Democracy and Technology

The Center for Information Therapy

The Center for Medical Consumers

Childbirth Connection

Children and Adults with Attention-Deficit/Hyperactivity Disorder
The Children’s Partnership

Consumers Union

Health Care For All

Healthwise

Mental Health America

The National Association of People with AIDS
National Consumers League

The National Partnership for Women & Families
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April 30, 2009

Mr. Harry L. Reynolds, Jr.

Chairman

National Committee on Vital and Health Statistics
U.S. Department of Health and Human Services
200 Independence Avenue, NW

Washington, DC 20201

Dear Chairman Reynolds:

On behalf of Centra, we are pleased to submit Centra’s comments on “Meaningful Use”.
Centra is an integrated healthcare delivery system in central Virginia consisting of three
hospitals, comprehensive rehabilitation facilities, long term care, mental health facilities,
544 doctors and 5,500 employees. Centra’s Medicare population at 52% is significantly
above the national average for hospitals, and has forced focus on improving efficiencies
in order to continue the high level of quality our community demands. Centra’s use of
health information technology has helped physicians for almost 20 years through access
to Centra data systems for patient test results, medication lists, allergies, and past medical
conditions.

Centra’s use of health information technology has been recognized with recent national
distinctions including:
e Forbes Magazine ranking as one of the safest hospitals in America
e Premier/CareScience ranking as top 1% nationally in clinical quality
e One of the 100 Most Wired Hospitals in America by the American Hospital
Association publication
e Central Virginia was rated by the Dartmouth Health Atlas among the lower cost-
per-capita regions in America.

Centra agrees with testimony during the NCVHS Executive Subcommittee Hearing
defining “Meaningful Use” as an EHR journey that should include a tiered approach to
functionality, secure exchange of health information and the reporting of quality
indicators. This would allow healthcare systems to leverage current technology, continue
functionality expansion and comply with standards and certification measures as they are
adopted. Vendors must be given time to upgrade applications to meet these new
standards and hospitals will need time to implement. Centra also agrees that Health
Information Exchanges and Quality Data Warehouses must be based on community need
and built to comply with the National Health Information Network as it is defined.

Centra has spent the past several years and $34 million implementing advanced health
information technology and believes “meaningful use” will take years, not months to put
into practice. As referenced below, a key list of capability/functionality required to enable
a safe, patient-centric, high quality health care system that optimizes patient outcomes in
our community include:





e Currently implemented within our hospitals

o

O O0OO0OO0O0Oo

o

Electronic master person index consisting of 89% of population

100% Physician Electronic Signature

95% Bedside Bar Coding of medication

92% of Nursing Documentation Electronic

30% of all orders entered on-line by a physician (CPOE)

420 evidence based CPOE order sets and clinical protocols

Fully implemented Radiology and Cardiology PACs, Lab, Radiology and
pharmacy systems

HIPAA compliant web based portal to view Centra’s EHR

e Currently in progress - affiliated and un-affiliated physician practices

o

O 00O

Electronic Health Records(EHR)

= ePrescribing , Charting, Physician documentation, Orders/Results
Personal Health Records
Electronic exchange of lab results, radiology and transcribed reports
HIPAA compliant web based portal to view Centra’s EHR
Quality Reporting of Cardiology measures

As a nationally recognized leader of health information technology, Centra has
learned that implementing electronic medical records offers great promise — but it is
not a magic bullet. Healthcare IT should not be characterized as a quick fix because
it takes time and careful planning and comes at an early cost of lost productivity.
“Meaningful Use” is a journey that will need to be carefully planned with achievable
interim steps to reach the health IT goals of the ARRA. We want to recognize and
leverage the work of vendors and health providers in developing the interim steps.

Community wide LAN

PACS

Centra’s implementation time line

o CPOE CPOE
/ 3
Standardize HIS/EMR . - Cllnlu?al Doc Clinical Doc Physician EHR
nomenclature for Bar Coded Online Clinical Physician EHR ; >
2 Girate : Physician EHR Quality Reporting

clinical doc Medication Documentation Strategy PHR

| Admin PHR |

! | | \ | I

2005 2006 2007 2008

2004 2009

Centra believes this deployment schedule is consistent with that of a community based non-profit health system

In conclusion, 1’d like to thank NCVHS for providing me the opportunity to share my
insights and expertise with the committee. There is a long road ahead but it is filled with
the promise of better health for all Americans in their own communities if we work
together and get it right. 1 look forward to working with you and other stakeholders in
achieving the goals of the ARRA.

Sincerely,

Terri Ripley, MIT Ben Clark

Director Systems/Programming VP/CIO

Centra Centra
Terri.Ripley@centrahealth.com Ben.Clark@centrahealth.com

(434) 200 — 4840 (434) 200 - 4899
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University of Chicago Cognitive
Department of Anesthesia technologies
and Critical Care Laboratory

30 April 2009

Harry Reynolds, Jr. Chairman
National Committee on Vital and Health Statistics

Re: Hearing on "Meaningful Use" of Health Information Technology

Dear Mr. Reynolds:

The pursuit of a seamless, comprehensive electronic healthcare record is a worthy goal and
the NCVHS assessment of meaningful use is an important contribution to that end. To achieve
meaningful use, future systems should be developed, tested, and maintained consistent with
good manufacturing process and the operation and performance of these systems should be
carefully monitored.

The clinical healthcare information technology proposed by this committee will perform critical
medical functions. Yet systems that have been developed and demonstrated to date are
riddled with software faults and design deficiencies that reflect the haphazard and uncontrolled
fashion in which their components are developed and integrated. Little attention has been
given to the human factors of these systems in use and the performance of these critical
information technologies is not disclosed or even meaningfully tracked. Although these issues
have been raised often over the past decade, there has been no substantive action to address
these problems.

To achieve President Obama's goal of putting an effective and robust clinical healthcare
information technology system into widespread use in the United States it is critical that the
NCVHS provide meaningful oversight and guidance to this process. For that reason, |
respectfully recommend that the NCVHS take the lead role in assuring the quality of these
future systems by doing the following things:

1) Establish an independent council of advisors with expertise in human factors, computer
software and hardware risks, and human clinical performance to address the human factors of
clinical healthcare information technology systems in use. The members of this council should
be recognized experts without commercial or organizational ties to clinical healthcare
information technology entities.

2) Instruct the council to prepare a yearly report to the NCVHS on the state of computerized
health information technology and (a) provide assessments of the adequacy of the reliability,
broadly construed, of these systems in clinical use; (b) identify emerging vulnerabilities or risks
within system-of-systems comprising the national clinical healthcare information technology
infrastructure; (c) propose approaches or methods capable of addressing the vulnerabilities or

lab tel: 1+773-702-4890
5841 S. Maryland Ave. MC4028 e-mail: ri-cook@uchicago.edu
Chicago, IL 60637 USA lab fax: 1+773-702-4910





4/30/2009 Page 2

risks; (d) recommend to the NCVHS the types of research and inquiry likely to be useful in
creating and sustaining robust performance of the infrastructure in the future.

3) Instruct the council to establish and operate an independent, national clinical healthcare
information technology patient safety organization (PSO) under 42 CFR Part 3 to accept and
analyze reports of problems with clinical healthcare information technology. This PSO will
accept reports regarding clinical healthcare information technology from healthcare providers.
The PSO should actively seek reports from clinicians and, within the limits of the 42 CFR Part
3 rules, should make the analysis of these reports part of the council's annual report.

4) Establish within the NCVHS the necessary technical and organizational means to carry out
forensic investigations of problems or accidents involving the national clinical healthcare
information technology infrastructure. The means should be capable of carrying out immediate,
on-site, technical investigation and analysis of events and be available, on-call to the PSO to
allow immediate, technically grounded, independent investigation of significant accidents
involving the clinical healthcare information technology infrastructure.

To achieve these ends, | recommend that you call on Dr. Peter Neumann of the Stanford
Research Institute and Dr. David Woods of The Ohio State University to assist you in
establishing the council and setting its initial agenda.

Given the scale and importance of the actions about to be undertaken to create a clinical
healthcare information technology infrastructure in the United States it is essential that this
type of independent, technically sophisticated and deliberate examination take place.

Sincerely yours,
— o

Richard I. Cook, MD
Associate Professor
University of Chicago

Cognitive technologies Laboratory University of Chicago
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April 30, 2009

Harry Reynolds, Jr.

Chairman

National Committee on Vital and Health Statistics
3311 Toledo Road

Room 2341

Hyattsville, MD 20782

Dear Chairman Reynolds:

I am writing on behalf of DaVita, Inc., to provide the National Committee on Vital and
Health Statistics (NCVHS) with our comments related to the definition of “meaningful use” for
purposes of implementing the health information technology (HIT) provisions of the “American
Recovery and Reinvestment Act of 2009” (ARRA).

DaVita provides dialysis services for those diagnosed with chronic kidney failure, a condition
also known as chronic kidney disease (CKD). We have more than 1,400 outpatient dialysis facilities
and acute units in more than 700 hospitals. We are located in 43 states and the District of Columbia,
serving approximately 110,000 patients.

DaVita is committed to providing high quality care to patients living with kidney failure,
known as End Stage Renal Disease (ESRD). We have supported quality improvement issues, such
as expanding value-based purchasing to the Medicare ESRD program and the development of
outcomes-based measures for dialysis facilities. We also understand the importance of strong care
coordination among the interdisciplinary team who takes care of these patients.

One of the greatest challenges we face as dialysis providers in our efforts to improve quality
and patient care planning is the lack of information we receive from hospitals when our patients are
admitted and receive dialysis treatments. The vast majority of patients with kidney failure receive
care through independent dialysis facilities that are not connected with hospitals. This fact means
that the information related to their hospitalizations is not automatically shared with these facilities.
Dialysis facilities need this patient-specific data, such as the length of stay and diagnoses indicating
co-morbid conditions, to establish an appropriate plan of care and properly manage each patient.
With this data, facilities will be able to evaluate why hospitalizations occur and how to prevent or
minimize them in the future. Currently, this data is rarely reported to these facilities.





Hospitalization is a primary driver of cost for treating patients with end stage renal disease. Thus,
decreasing hospitalizations is a key component of improving quality and reducing costs.

To address issues such as this one, we strongly encourage NCVHS to define meaningful use
to include care coordination among treating physicians and providers. Electronic health records
(EHRSs) provide the health care system with the opportunity resolve the current difficulties of
sharing such information. Through advances in technology, one provider should be able to provide
another provider with appropriate detailed information about a patient in a timely manner. In the
case of dialysis patients, the new technology would permit hospitals to notify the patient’s treating
physician or dialysis facility of patient admission within 24 hours of admission. It would also allow
the hospital to easily share patient discharge summaries with the patient’s treating physician and
dialysis facility within 24 hours of the patient’s discharge.

Given that current practice does not result in the exchange of such information for care
coordination, we believe it is necessary to provide incentives to encourage this practice in the future.
The HIT incentives established in the ARRA provide the perfect opportunity to create such
incentives.

Therefore, we urge NCVHS to recommend to the Secretary that when defining meaningful
use to include, among other things, the following factors:

Promotes improved quality and increased efficiency;

Provides for improved patient management through seamless patient care
planning and utilization review; and

Establishes care coordination functionality that includes transferring data
among different treating providers.

We also recommend providing an example of such care coordination and suggest the sharing of
certain dialysis patient information among hospitals and dialysis facilities and treating physicians as
the example.

We appreciate the opportunity to provide these initial comments to the NCVHS and look
forward to working with you and the Secretary to further refine the definition of meaningful use in
the future. If you would like to discuss this suggestion or have any questions, please do not hesitate
to contact Allen Nissenson at allen.nissenson@davita.com or (310) 536-2549.

Sincerely,

ftotey, e

Kathy Lester






Written Testimony — Meaningful Use — NCVHS committee hearings
April 27-28, 2009. Washington DC.
John Haughton MD, MS CEO, DocSite. john@docsite.com

Personal Background — I’ve trained and worked as both an Engineer and Physician, 1’m a
Bone Cancer Survivor treated at the NIH as a teenager and currently sit on the NIH
Clinical Center Patient Advisory Council. As well I have been a care giver for aging
parents. By the way, as an example of context and to personify it, at this point, my
personal health record of what’s important from 30 years ago and 8 inches of manila
folders: An x-ray, an Adriamycin dose, a radiation dose and an ejection fraction. For
Meaningful HIT adoption and use, Information, rather than data is key..

Currently, 1 am an Entrepreneur who runs a company called DocSite that for a number of
years has offered internet native interoperable population registries and point-of-care
decision support systems that work in paper or electronic offices and demonstrably
improve care in a 3 to 6 month timeframe.

In 2008 DocSite became a clinical data submitter for the CMS PQRI program and
successfully put 2300 physicians through the program.

We and our physician users found PQRI offered a simple, low risk way to start engaging
with meaningful use of HIT — while getting paid for it.

(Further PQRI details in Appendix 1, including reality of how long it takes to set up a
new measurement and data submission system as well as payment mechanism at CMS)

Goal of meaningful use and HIT adoption = Better care that’s easier (and
more reliable) to deliver In an efficient manner.

Adoption of EHRs will happen easily as they Save time and Improve care or as folks get
paid to use them — so, they will likely get adopted in 2010 — My question is will those
that get adopted for ARRA improve care or entrench current practices?

Background - Finances in the small practice (details in Appendix 2)

Net is $140K loss for implementation of a legacy EMR in the small physician
office over 5 years (assumes 10% Productivity loss, $40K for EMR and $6K/yr
maintenance and $44K Stimulus): or $28K financial loss / yr over 5 years
AFTER the stimulus payment — with first year loss = $36K.

Truly — To date, a Legacy EMR/EHR system buying decision offers the small
practice the choice of “sending the kid to college or get an EMR/EHR” — to date,
the kids have been winning (for good reason). If the implementation Is not done
well, or the physician chooses the wrong system then the choice becomes stay
afloat or go out of business.

Doctors to date, then have been saavy consumers, rather than technical luddites. In
2009, it is impossible to make the statement to physicians that adopting HIT makes good
business and clinical sense. Hopefully healthcare reform and evolution of systems, in
large part spurred by ARRA stimulus funds will mean that in 2010 the Statement that
adopting HIT makes good business and clinical sense will ring true. The definitions from
this committee of “certified EHR” and “Meaningful Use” (see appendix 4) will be the Key
Drivers of the effectiveness of HIT adoption in the US over the next 5 years.
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In Addition to the financial reality, Implementation of Legacy EMRs (even CCHIT
certified) i1s not synonymous with improved care at a better cost (or even improved care

alone).

Farzad Mostashari, in previous testimony to Congress on November 1, 2007, summed it up
well; he said that CCHIT certified system generally lacked 4 criteria that improved care
— 1) collecting structured data; 2) creating of Patient Lists; 3) reporting Population
Performance and 4) Offering decision support alerts for best practices at the point of
care.

In NCVHS testimony on 4/28/09, he re-iterated that effectiveness for use in practice is
very different from an EMR getting through a “certification scenario” — in short, current
certification does not ensure a legacy EMR/EHR system can be used in a meaningful way to
improve care.

The NRC report Representative Johnson referenced in her NCVHS testimony (Jan 2009 NRC
report) and academic articles suggest we’re just not there yet with certification details
and implementation —

In short, we’ve not emphasized what is known to improve care.

The good news is that ARRA language for Qualified Electronic Health Record

and Meaningful Use does emphasize what 1s known to improve care. (see
Appendix 4 for details of the language in the bill)

Kawamoto, Lobach, others published a great article in the BMJ 2005 about what works to
improve care.. Bottom line: Decision support within workflow..

Experience at DocSite confirms the Kawamoto et al findings. (See Appendix 5 for
Details of Success with Registries with Decision support in paper and electronic
practices)

Suggested Criteria / Definition of Meaningful use:

Meaningful Use: Electronic interoperability within the local health community for
patient care (e-prescribing, transitions of care and/or referrals) and reporting quality
to groups (such as CMS PQRI). (with e-prescribing, solves elements 1-3 of “ARRA
Meaningful use” language and elements of “qualified records” — (see appendix 4)

Certification of Qualified Records - Core elements - Evidence-based, those that are known
to improve care: 1) Point-of-care decision support / alerts; 2) patient lists; 3)
performance measurements 4) Team communication

Give the market breathing room for innovation. Web systems, mashups of health exchanges
and office products along with personal health records will dramatically change what’s
available to the office in the next few years for interoperable care improvement systems.

Emphasize ability / use, rather than acquisition of a system.

Result: Availability of interoperable data that immediately improves care, and begins to
set the stage for Accountable Care Organizations for Payment (Hospital w/ provider
linkages - Elliott Fischer confirmed ACOs will be physicians around hospitals). Functions needed
within accountable care organizations:

o] Patient level data (improves care)
o] Population level data (improves quality, allows ACO payment)
--------- END OF WRITTEN TESTIMONY. APPENDICES FOLLOW --——————————-
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Appendix 1

PQRI as an example for the speed with which CMS Regulators and
the Vendor Community can move iIn the quality improvement space.

Physicians who submitted clinical data for PQRI did the following in 2008: they asked 30
patients a set of age-sex questions. They received a performance report on how they were
doing in their practice for the 30 questions and they could see a list of patients who
were not current with treatment to guidelines. They accomplished this in 2-3 days with
2-3 hours of effort, with almost no practice risk. On average, they will receive a check
from CMS for about $1500 - $2000 for the effort. It cost them a few hundred dollars to
accomplish the task.

Last year, Docsite submitted clinical data for performance measurement and payment for
2300 providers the CMS PQRI program as a certified registry vendor. This year along with
continuing as a registry vendor, we agreed to participate in the CMS PQRI - EHR test
clinical transaction submission.

Timing — changes can happen quickly: PQRI example. Evolution of PQRI: Claims (2007),
Registry (2008), EHR (2009). Details for Registry Data submission for 2008 for PQRI:

From Law creation to Closing on data collection = 12 months.

December 31, 2007: Medicare law change, included statement that CMS must accept
clinical data for PQRI payment from physicians.

April 2008 - 4 months in — CMS published specific vendor criteria for inclusion in
the program and method to apply for participation.

August 2008 - 8 months in — CMS published a list of about 30 certified vendors and
shared it with the physician community as well as published it on its website.

Dec 31, 2008 — 12 months for when the law was enacted - Data collection ended for
PQRI registry submission.

Feb, 2009 — First opportunity for registry vendors to submit data to CMS on behalf
of their clients who participated in PQRI.

March 31, 2009 — Last day of submission for Registry Data to CMS. About 12,000
physicians submitted data via Registries in 2008.

DocSite sent 2300 physicians went through the PQRI process in 2008. The providers will
get about $4,000,000 payment.

It took “paper practices” 2 — 3 hours to collect, record and submit data — typically done
across 2 days. Those physicians with existing data (about 1200 of the 2300 submitted
through DocSite) had to do nothing extra to get paid, as the existing data was mined for
the clinical results, then submitted to CMS on behalf of the physicians. Either way,
PQRI was a great way to start engaging with meaningful use of HIT.
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Appendix 2

Legacy EMR adoption and
Financial Reality In the small practice 1n 2009

Small practice financial reality:

Implementation of an EMR, looked at 12 weeks out gets measured as success if a practice
is back to 80% - 90% pre-EMR productivity — What does that mean financially in take home
$ to the practice? In the first year, it drops take home pay for the small practice
physician from $120K to $56K in real $ when one takes into account productivity loss +
cost of the HIT system.

Today a 10-20% productivity hit in the small office = 20% to 40% of take home pay
for small practice (due to 50% +/- practice overhead). Add in the cost of system
and implementation — estimated at $40K / physician — means: Current realistic take
home = $120K/yr for primary care becomes in best case $96K (-20% with 10%
productivity loss due to 50% overhead) - $40K (cost of EMR and installation) ---
First year take home drops from $120K to $56K (Minus $64K) in real $ (Likely made
up by longer hours, adjunct procedures — eg Lasers, etc to make up the practice $).

So what does the math look like across 5 years?
Ongoing productivity cost = $24K/yr down (remember, this is the number for a 10%
decrease iIn productivity and lots of places end up with worse numbers) x 4 yrs =

Negative $96K from productivity hit during maintenance years 2-5.

So cost = $64K First year (40K for system and 24K for decreased productivity) +
$30K per year for years 2-5 ($24K productivity + $6K maintenance and support) =

$184K total cost to the practice for 5 years to implement HIT ($64K for
system, $120K for productivity loss)

Stimulus $ = $44K for 5 years ($18K + $12K + $8K + $4K + $2K)

Net then is $140K loss for implementation of a legacy EMR in the
small physician office over 5 years: or $28K / yr.

Truly — the choice is send the kid to college or get an EMR — If the implementation is
done really well. Not done well, or wrong system chosen then the choice may be stay
afloat or go out of business.

Additionally, Legacy EMRs (even CCHIT certified) are not
synonymous with improved care at a better cost (or even improved
care alone).
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Appendix 3

Change needed to move to a healthcare system that delivers
better care

Patient level: guidelines with care needs (patient specific plan of care, based on
guidelines, local environment and patient desires)— and communication between and among
care givers about the plan as it evolves.

Population level: Lists of patients falling outside of desired range (quality, timing of
interactions, etc). and Performance reporting.

System — leveraging information for better and easier care, while offering a reliable way
to measure and evaluate (and pay for) what is getting done.

Issues — Communication, Care and Office Change are hard (moving to prospective long term
tracking / management of patients with chronic diseases and with preventive care needs —
means changing how the office operates).

Levers — Spots to focus efforts: High $, High Care Risk and Lower #’s of Patients —
Transitions (community to/from hospital); Referrals (Primary care — specialist); Therapy
changes (Medication reconciliation, etc)
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Appendix 4

Recovery Act Language on
Certifiable Qualified EHR and Meaningful use

Certified EHR technology must certify qualified records that include:

QUALIFIED ELECTRONIC HEALTH RECORD- The term "qualified electronic
health record’ means an electronic record of health-related information on an individual that—

(A) includes patient demographic and clinical health information, such as medical history and problem lists; and

(B) has the capacity—
(i) to provide clinical decision support;
(i) to support physician order entry;
(i) to capture and query information relevant to health care quality; and
(iv) to exchange electronic health information with, and integrate such information from other sources.

Meaningful EHR user --

(i) Meaningful use of certified ehr technology — includes - use of electronic prescribing
as determined to be appropriate by the Secretary.

(ii1) Information exchange.-- connected in a manner that Provides for the electronic
exchange of health information to improve the quality of health care,such as promoting
care coordination.

(iii1) Reporting on measures using ehr.-- submits information on such clinical quality
measures and such other measures as selected by the Secretary under subparagraph. The
Secretary shall seek to improve the use of electronic health records and health care
quality over time by requiring more stringent measures of meaningful use selected under
this paragraph.
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Appendix 5

DocSite effectiveness examples with detail

Getting decision support within clinical workflow can improve care quickly (less than 7
months for what took intermountain 7 years to accomplish on Diabetes improvement) and
stepwise implementation works (starting with 10 practices without interoperability doing
improvement work in 2004 evolved to a statewide initiative for improvement in Vermont)

Improvement can happen quickly —

- What took 7 years at Intermountain — took less than 7 months at Presbyterian in
New Mexico in 2005 using Docsite - 26% to 12% poor or missing Alc — the healthplan

group AHIP published that this decreased admissions by 25% for Medicare patients at
Presby.

Stepwise improvement works —

-In Vermont in 2003, 10 Vermont primary care practices, without interoperability
moved from 42% to 57% good control in 6 months — this has evolved to the Vermont
Blueprint for Health. DocSite supports the initiative with Registry, Decision

support and Clinical Data Repository for Performance Reporting and Creating
Outreach and Recall Patient Lists.

- Physicians can participate even if they never touch a computer.
- They had access to the data at the point of care.
- They had lists of patients and performance metrics.

Includes Registry and Decision support in paper or electronic offices. Costs less than
$100 /7 month / physician. It’s web-based, software as a service, so does not require the
office to maintain a server. It doesn’t slow down care.
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DISCUSSION

EHNAC would like to recognize the excellent work of NCVHS to address the issue of “Meaningful Use of
Health Information Technology (HIT).” This is a critical juncture in healthcare (HC) evolution and the
industry has a significant opportunity to provide a more defined industry roadmap for HIT evolution
including clinical transactions with a major focus on interoperability and systems integration.

There has been significant discussion regarding the development and implementation of electronic
medical records, interoperability, systems integration and the need to develop standards models and
oversight. EHNAC supports the evolution and development of the framework and roadmap for the
industry. As the industry introduces and develops the clinical HIT environment including EMR,
attachments, lab, pharmacy and other transactions and messages the issues of privacy, security,
confidentiality and “trust” are critical components to assure the technology and systems meet industry
requirements and needs.

EHNAC supports the need for certification and accreditation of the vendors, products and networks to
assure compliance with the standards that are developed and implemented through industry consensus
and to further demonstrate “trust” for the bi-directional dissemination of this information between the
various healthcare stakeholders. We support the efforts of CCHIT, HITSP and the many standards
development organizations (SDO’s) to develop the transactions, messages and certification framework
for HIT.

EHNAC is a 501C6 not-for-profit accreditation entity chartered in 1993 and is federally recognized as a
Standards Development Organization. Approximately 50 organizations have been accredited through its
accreditation programs that focus on the areas of Privacy, Security & Confidentiality; Technical
Performance; Business Practices; and Resources. Please go to the EHNAC website for more detail on
criteria and lists of accredited companies www.EHNAC.org . EHNAC has several accreditation programs

which address specific healthcare stakeholders including:
EHNAC Accreditation Programs

Healthcare Network Accreditation Program (HNAP): Electronic Healthcare Networks, Clearinghouses,
Third Party Administrators, Medical Billers and Payers.

Financial Services Accreditation Program (FSAP): Financial Services Organizations and including
networks and lockbox operations.

Electronic Prescribing Program (ePAP): ePrescribing Organizations
Additional Programs in Development Include:

Application Service Provider (ASP) Electronic Health Record (EHR): ASP EHR Vendors. Currently seeking
beta candidates and draft criteria already developed and working closely with Maryland HealthCare
Commission regarding implementation.
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Health Information Exchange (HIE), Organization (HIO) and Regional Health Information Organization
(RHIO): Currently completing development of the HIE criteria projected by end of May 2009. EHNAC is
seeking beta sites for the program to provide additional feedback and comments. The criteria will be
made available for a 60 day public review and with the expectation to finalize and launch the national
program in early 2010.

EHNAC believes it is imperative that the industry work collaboratively with the various stakeholders
including standards organizations, certification organizations, payers, providers and other key entities in
an effort to leverage their collective strengths, minimize redundancy and additional cost to the industry.
We believe the need for a third party review against industry standards that have also been approved
through consensus of key stakeholders is critical to assure that the “bar” is reasonably set, fair, and
consistently applied to all applicable entities evolving to a new HIT state. EHNAC is well-positioned to
assist the industry with achieving compliance with HIPAA privacy and security, network infrastructure,
policies, procedures and the necessary resources to achieve better delivery of care through our
collaborative and industry leading accreditation programs.

There are many stakeholders to coordinate and engage as we collectively agree to migrate to our new
HIT environment and each has specific goals, requirements and vision. However, we believe that to
achieve the common goal of implementing electronic medical records, ensuring privacy, confidentiality
and security of the transmission of data, achieving interoperability and assuring seamless integration is a
challenge and opportunity for the industry. Once we can agree on the standards, metrics, outcomes and
the framework; then the key is to execute against the roadmap and assure that all the stakeholders are
“at the table”, understand the issues and can work towards achieving the industry goals and objectives.
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EHR Association Recommendations for ARRA Meaningful User and
EHR Certification Criteria for Eligible Professionals (Ambulatory)

Meaningful EHR User — Eligible Professionals (Ambulatory)

ARRA incentives are available to health care professionals and hospitals that are
“meaningful EHR users.” Meaningful user has three components: (1) meaningful
use of certified EHR technology, (2) information exchange, and (3) reporting on
measures using an EHR. This document is the position of the HIMSS EHR
Association (EHRA) on how these terms should be defined and implemented by
the Secretary of Health and Human Services (HHS).

As an association, EHRA has been focused on advancing standards-based
interoperability, standards-based quality measurement, clinical decision support,
CPOE, and encouraging effective customer implementation of comprehensive
EHRs. Based on this expertise and commitment, we stand ready to work with HHS
and others to further develop and refine the definitions and implementation of
meaningful user.

In implementing this provision, we urge the Secretary to be guided by the following
goals:

* Improve the health and health care of Americans

* Improve the health delivery system and support health care reform

* |mprove quality and patient safety and reduce costs

» Achieve a critical mass of clinicians and hospitals using interoperable,
comprehensive EHRs

= Target high cost/high morbidity chronic disease

= Counter identified barriers to adoption

= Support collection of data to support biosurveillance and public health.

Overall Approach

Beyond these broad goals, we urge the Secretary to operate from a few guiding
principles, following closely the structure and priorities for meaningful user
established in ARRA. The key objective of this provision should be to ensure that
the clinician/hospital is actually using the EHR, especially for priority functions
specified by ARRA.
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To maximize adoption and ensure administrative simplicity, the number of criteria should be small in
number, while consistent with the statute and overall goals. The criteria should be simple, and ease
of reporting should be primary. Meaningful use criteria should be viewed as indicators of use of a
comprehensive EHR; hence, there is no need for specific criteria for all or most EHR functions.
Similarly, aspects of automation not directly related to EHR use, such as claims submission, should
not be added to these criteria.

The primary initial goal should be to incentivize as much adoption and use as possible of
comprehensive EHRs. It is also essential, therefore, to balance the need for accelerated adoption of
interoperable, comprehensive EHRs with the need for clinicians and hospitals to implement these in a
careful and non-disruptive fashion.

To this end, we urge that the Secretary set meaningful user criteria for the initial years, especially
2011 and 2012, at achievable levels, but with a roadmap for steady uplift over time in expected
breadth and depth of use. Such uplift should be on a less than annual cycle, perhaps 24 months, to
allow for predictability and effective provider adoption.

Certification criteria and product functionality should, however, anticipate and support projected
increased levels of meaningful use. Thus, while we support an initially relatively simple approach to
meaningful use, from the beginning providers should be encouraged to adopt EHRs that contain high
levels of functionality.

In implementing the quality reporting provision, we urge HHS to build on applicable current programs
in developing meaningful use criteria that can be created well before the end of 2009 and that can be
adopted by providers using certified EHRs. At the same time we must learn from the successes and
failures of previous programs and seek non-intrusive and low cost reporting options, such as using
Medicare Part D data to track e-prescribing, using EHR data as the source for quality reporting, and
using surveys and/or attestation in lieu of claim-based reporting for other dimensions of meaningful
use.

Meaningful use criteria should support the movement toward standards-based interoperability.
Interoperability from the beginning should only be measured using HITSP harmonized standards.

Specific Proposals*

1. Meaningful Use: Demonstrate to HHS that the provider is using certified EHR technology in a
meaningful manner, including electronic prescribing.
Proposed criteria are:
a. Using a certified, qualified EHR for encounter documentation in a way that supports quality
reporting through the creation of structured data sufficient for such reporting
b. Use of electronic prescribing
c. Use of clinical decision support
d. Sufficient discrete data capture to support interoperability

! Each heading paraphrases the ARRA provision
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2.

Information Exchange: Certified EHR technology is connected in a manner that provides for
electronic exchange of health information, in accordance with law and standards applicable to the
exchange of information, to improve quality of health care such as promoting care coordination.
The overall requirement would be for connection for exchange of clinical summary data, using
HITSP harmonized standards, with other clinicians, hospitals, patients, or other health care
settings. We believe that professionals should be required to satisfy at least one of the following
criteria to meet this provision in 2011, with increased requirements in out-years: exchange of
patient summary data, directly or indirectly, with a hospital or other health care practice;
exchange of patient summary data with a certified HIE; or import of standardized lab data.

Reporting of Measures: Submit information to HHS on clinical quality measures and other
measures (if HHS has capacity to accept electronically, which may be on a pilot basis).

Consistent with ARRA, the focus of this criterion should be primarily on a subset of existing NQF-
endorsed measures that align with national quality and performance goals.

Measures should be appropriate for the applicable specialty, with an initial approach that allows
the professional some discretion in choosing which measures to report. The primary goal for the
initial application of this criterion should be to establish a steady flow of performance measure
reporting, with the goal of capturing data that is representative of the reporting period.

There should be a priority for measures that support chronic disease management (Diabetes,
Congestive Heart Failure, Hyperlipidemia, Hypertension) as well as measures applicable to the
broad range of specialties and professions who will be reporting.

For transport of quality measure information, we favor the use of HITSP standards as available or
applicable. If some of the needed standards are still under development, with careful review, we
could support the use of initial methods that are consistent with anticipated standards. We
support allowing the submission of either patient-level data or population-level computed
measures so long as the process for such computation is sufficiently specified and validated and
the underlying data comes from the EHR. Finally, we support the submission of EHR quality data
either directly from an EHR, a data registry or another intermediary.
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EHR Certification Criteria for Eligible Professionals (Ambulatory)

The HIMSS EHR Association proposes a progressive and feasible approach to ARRA Certification
Criteria that will meet the goals of high EHR adoption and use, sophisticated levels of interoperability,
enhanced quality of care, and reduction of overall health care system costs.

As ARRA Certification Criteria are finalized, key principles need to be considered. These principles
are clarity, relevance to national goals, and sufficient lead time for development.

CCHIT 2008 certification criteria include comprehensive EHR functionality and should be the basis of
functionality certification.

While much progress has been made on interoperability of EHRS in the last three years through the
efforts of HITSP and CCHIT, there do remain significant areas where further progress is needed.
Interoperability is recognized as a critical theme for additional 2010 certification criteria. Given the
short timeframe, to be successful and to take advantage of existing ongoing product development
investments, these criteria should be based on current HITSP standards and the CCHIT roadmap.

The result will be robust interoperability provided that HIE-to-EHR interfaces follow HITSP and IHE
standards and are enforced at the HIE implementation level.

To support the quality reporting called for in the ARRA, finalization of standards and additional
certification criteria will be needed.

Clinical decision support criteria, which are important to enhancing the quality of care and patient
safety, should be added to, building on the existing robust clinical decision support in CCHIT 2008.

ARRA Initial Ambulatory Certification Proposal
Theme: CCHIT 2008 plus more interoperability, quality reporting and clinical decision support

e CCHIT 2008 certification criteria

e CCHIT 2009 interoperability criteria

° enhanced CCD export with structured meds, problems, allergies
° document sharing with audit trail and encryption (XDS.b+ATNA+CT)
° patient ID management (PIX and/or PDQ)
. Additional CCD: clinical reports/results (text with coded section titles)
. Lab document sharing (HITSP)
o Lab result message secured transport (HITSP)
. Immunization export to public health registries (HITSP/CDC standard)
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. Quality reporting based on HITSP standards (when standardized quality reporting is
available)

. Clinical decision support

° drug dosage checking (CCHIT FN 08.03.02)

ARRA Certification after 2010:
e Extend CCD support by supporting additional sections, more terminology support
¢ Query immunizations from registries (HITSP/CDC standard)
e Biosurveillance using modified CCD
e Encounter quality support using modified CCD
e Additional quality reporting and registry support
o Additional clinical decision support criteria
e Support tracking of order completion
e Patient disclosure services to support the new rules on patient disclosure

e Additional audit and privacy services supported as required

Certification cycles:

We recommend that certification criteria be determined on a 24-month or longer cycle, so as to allow
for vendor developmental cycles.

We recommend that ARRA certification be good for at least a two-year period to allow for customer
deployment and update cycles. It may likely be necessary to make further adjustments to the
duration of a certificate to accommodate situations where a large practice or Enterprise deploys an
update late in the certification certificate lifespan.
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Abraxas Medical Solutions

Allscripts Healthcare Solutions

Amazing Charts

BlueWare Inc.

CHARTCARE, Inc.

CPsSI

digiChart

Digital MD Systems

Doctations Inc.

eClinicalWorks

Eclipsys Corporation

e-MDs

Epic Systems Corporation

GE Healthcare Integrated IT
Solutions

GEMMS, Inc

gloStream Inc.

Greenway Medical
Technologies

Healthcare Management
Systems, Inc.

Healthland

HealthPort

iMedica, Inc.

Lake Superior Software, Inc.

McKesson Corporation

MED3000

MEDHOST

Medical Information Systems

Medinformatix Inc.

MediServe Information
Systems

MEDITECH

NextGen Healthcare
Information Systems

Noteworthy Medical Systems

Pulse Systems Incorporated

QuadraMed Corporation

Sage Software

Sevocity, a division of
Conceptual MindWorks Inc.

Siemens

Spring Medical Systems, Inc.

Suncoast Solutions

Workflow.com LLC

Xpress Technologies

EHR Association Recommendations for ARRA Meaningful User and
EHR Certification Criteria for Hospitals

Meaningful User for Hospitals

ARRA incentives are available to health care professionals and hospitals
that are “meaningful EHR users.” Meaningful user has three components:
(1) meaningful use of certified EHR technology, (2) information exchange,
and (3) reporting on measures using an EHR. This document is the
position of the HIMSS EHR Association (EHRA) on how these terms should
be defined and implemented by the Secretary of Health and Human
Services (HHS).

As an association, EHRA has been focused on advancing standards-based
interoperability, standards-based quality measurement, clinical decision
support, CPOE, and encouraging effective customer implementation of
comprehensive EHRs. Based on this expertise and commitment, we stand
ready to work with HHS and others to further develop and refine the
definitions and implementation of meaningful user.

In implementing this provision, we urge the Secretary to be guided by the
following goals:

. Improve the health and health care of Americans

. Improve the health delivery system and support health care
reform

. Improve quality and patient safety and reduce costs

=  Achieve a critical mass of clinicians and hospitals using
interoperable, comprehensive EHRs

. Target high cost/high morbidity chronic disease

. Counter identified barriers to adoption

. Support collection of data to support biosurveillance and public
health

EHR Association- ARRA Meaningful User & EHR Certification for Hospitals
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Overall Approach

Beyond these broad goals, we urge the Secretary to operate from a few guiding principles,
following closely the structure and priorities for meaningful user established in ARRA. The
key objective of this provision should be to ensure that clinicians in hospital settings are using
the EHR to deliver safe, cost-effective, and efficient care.

To maximize adoption and ensure administrative simplicity, the number of criteria should be
small in number, while consistent with the statute and overall goals. The criteria should be
simple, and ease of reporting should be primary and should reflect the differences between
hospital departments. Meaningful use criteria should be viewed as indicators of use of a
comprehensive EHR; hence, there is no need for specific criteria for all or most EHR
functions. Similarly, aspects of automation not directly related to EHR use, such as claims
submission, should not be added to these criteria.

The primary initial goal should be to incentivize as much adoption and use as possible of
comprehensive EHRs. Itis also essential, therefore, to balance the need for accelerated
adoption of interoperable, comprehensive EHRs with the need for clinicians and hospitals to
implement these in a careful and non-disruptive fashion.

To this end, we urge that the Secretary set meaningful user criteria for the initial years,
especially 2011 and 2012, at achievable levels, but with a roadmap for steady uplift over time
in expected breadth and depth of use. Such uplift should be on a less than annual cycle,
perhaps 24 months, to allow for predictability and effective provider adoption.

Certification criteria and product functionality should, however, anticipate and support
projected increased levels of meaningful use. Thus, while we support an initially relatively
simple approach to meaningful use, from the beginning providers should be encouraged to
adopt EHRSs that contain high levels of functionality.

In implementing this provision, we urge HHS to build on applicable current reporting
programs in developing meaningful use criteria that can be created well before the end of
2009 and that can be adopted by providers using certified EHRs. At the same time we must
learn from the successes and failures of these programs and seek non-intrusive and low cost
reporting options, such as reporting measures that are a byproduct of meaningful use of the
EHR and/or using surveys and/or attestation in lieu of claim-based reporting for other
dimensions of meaningful use.

Meaningful use criteria should support the movement toward standards-based
interoperability. Interoperability from the beginning should only be measured using HITSP
harmonized standards.

EHR Association- ARRA Meaningful User & EHR Certification for Hospitals 2
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Specific Proposals*for Initial Criteria

1. Meaningful Use: Demonstrate to HHS that the provider is using certified EHR technology
in a meaningful manner:

a. Clinician view access to hospital clinical data

b. Use of CPOE (% TBD) for medications, with broader use of CPOE in out-years

c. Use (% TBD) of electronic medication administration, with bar coding in the out-
years

d. Use of clinical decision support to improve medication safety

e. Sufficient discrete data capture to support interoperability and quality reporting.

2. Information Exchange: Certified EHR technology is connected in a manner that provides
for electronic exchange of health information, in accordance with law and standards
applicable to the exchange of information, to improve quality of health care such as
promoting care coordination.

The overall requirement would be for connection for exchange of clinical summary data,
using HITSP harmonized standards, with other clinicians, hospitals, patients, or other
health care settings. We believe that hospitals should be required to satisfy at least one
of the following criteria to meet this provision in 2011, with increased requirements in out-
years: exchange of patient summary data upon admission and discharge, directly or
indirectly, with other health care practices or another hospital; or exchange of patient
summary data with a certified HIE upon admission and discharge.

3. Reporting of Measures: Submit information to HHS on clinical quality measures and other
measures (if HHS has capacity to accept electronically, which may be on a pilot basis)

Consistent with ARRA, the focus of this criterion should be primarily on a subset of
existing NQF-endorsed measures that align with national quality and performance goals.

For transport of quality measure information, we favor the use of HITSP standards as
available or applicable. If some of the needed standards are still under development,
with careful review, we could support the use of initial methods that are consistent with
anticipated standards. We support allowing the submission of either patient-level data or
population-level computed measures so long as the process for such computation is
sufficiently specified and validated and the underlying data comes from the EHR. Finally,
we support the submission of EHR quality data either directly from an EHR, a data
registry or another intermediary.

! Each heading paraphrases the ARRA provision

EHR Association- ARRA Meaningful User & EHR Certification for Hospitals
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EHR Certification Criteria for Hospitals

The HIMSS EHR Association proposes a progressive and feasible approach to ARRA
Certification criteria that will meet the goals of high EHR adoption and use, sophisticated
levels of interoperability, enhanced quality of care, and reduction of overall healthcare system
costs.

As ARRA certification criteria are finalized, key principles need to be considered. The
principles are clarity, relevance to national goals, and sufficient lead time for development. In
addition, the certification process must recognize the existence of departmental systems from
several different vendors at a single hospital (e.g. pharmacy).

CCHIT 2007 certification criteria include substantial, relevant EHR functionality including
CPOE, clinical decision support, and closed loop medication administration and should be
the basis of functionality certification.

While much progress has been made on interoperability of EHRs in the last three years
through the efforts of HITSP and CCHIT, there do remain significant areas where further
progress is needed. Interoperability is recognized as a critical theme for additional Initial
Certification criteria. Given the short time frame, to be successful and to take advantage of
existing ongoing product development investments, these criteria should be based on the
CCHIT roadmap using current HITSP standards. The result will be robust interoperability
provided that the HIE to EHR interfaces follow HITSP and IHE standards and are enforced at
the HIE implementation level.

To support the quality reporting called for in the ARRA, finalization of standards and
additional Certification criteria will be needed.

Clinical Decision Support criteria, which are important to enhancing the quality of care and
patient safety, should be added to, building on the existing robust clinical decision support in
CCHIT 2007.

ARRA Initial Hospital Certification Proposal

Theme: CCHIT 2007 plus more interoperability, quality reporting and clinical decision
support

e CCHIT 2007 Cetrtification criteria

°  These include CPOE, clinical decision support, and closed loop medication
administration - all of which support patient safety and evidence based care

e CCHIT 2009 Interoperability criteria as listed:

° Send ePrescription, refill request, eligibility/formulary and query for med history

EHR Association- ARRA Meaningful User & EHR Certification for Hospitals 4
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° CCD export with structured meds, problems, and allergies CCD display
°  Document sharing with audit trail and encryption (XDS.b+ATNA+CT)
°  Patient ID mgt (PIX and/or PDQ)?

e Additional CCD: clinical reports/results (text with coded section titles)
e Lab document sharing as per HITSP
e Quality Reporting based on widely accepted standards

e Clinical Decision Support criteria: bedside verification of medication administration

ARRA Certification after 2010:

o Extend CCD support by supporting additional sections, more terminology
support

e Biosurveillance using modified CCD

« Additional standards-based quality reporting and registry support

« Additional clinical decision support criteria

e Support tracking of order completion

« Patient disclosure services to support the new rules on patient disclosure

o Additional audit and privacy services supported as required

Certification cycles:

We recommend that certification criteria be determined on a 24-month or longer cycle, so as
to allow for vendor developmental cycles.

We recommend that ARRA certification be good for at least a two year period (three years is

preferable) to allow for customer deployment and update cycles. It may likely be necessary to
make further adjustments to the duration of a certificate to accommodate situations where an
Enterprise deploys an update late in the certification certificate lifespan.

% Based on CCHIT Basic and Advanced Interoperability Criteria released March 30" 2009
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The Value of
Electronic
Health Records

The healthcare provider organizations listed in this booklet are customers of EHR Association member companies, and
have installed electronic health records (EHR) solutions provided by those companies. These busy hospitals, clinics and
physicians have documented results of their EHR implementations that demonstrate quality improvements and operational
efficiencies as well as increased throughput and patient/staff satisfaction. For further information on any of these
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H/mSS Electronic Health Record Association

Site Description

Patient Safety & Quality Improvements

The Value of Electronic Health Records

Operational Efficiencies & Cost Savings

Improvements in Throughput and
Patient/Staff Satisfaction

Cardiology Consultants of Philadelphia, PA
e 21 sites
e 79 cardiologists

Central Utah Multi-Specialty Clinic, UT
59 physicians

CentraState Medical Center, NJ
e 271 beds
e 450 physicians

Children’s Hospital of Wisconsin, WI
e |npatient services

e 70 specialty clinics

e [ evel 1 trauma center

Chester County Hospital, PA
e 238 beds

e 18,048 discharges

® 69,499 patient days

Dekalb Medical Center, GA
® 627 beds

e 23,700 admissions

e 209,700 outpatient visits

e 110,761 ED visits

Denver Health and Hospital Authority, CO
e 477 beds

e [ evel 1 trauma center

e 8 family health clinics plus 12 school-based clinics

Eden Park Pediatric Associates, PA
e 4 pediatricians (DOs and MDs)

e 2 Certified Pediatric NPs

® 5 nurses

¢ 3 medical assistants

e 6 administrative staff

Special thanks go to the following vendors for contributing their customers’ case studies to this document: Allscripts, Cerner, ChartCare, eClinicalWorks,

NextGen, QuadraMed and Siemens Medical Solutions

e Reduced the occurrence of nosocomial pressure ulcers from 6.25% of patients
to 1.80% in 2 years. (Benchmark rate of 4% is provided by the American
Nurses Association National Database of Nursing Quality Indicators)

e Reduced peripheral IV infection rate from 2% to 0%, based on infections per
1000 peripheral IV days

e Calculated a statistically significant change in pharmacist interventions before
and after CPOE
— Undesirable activities dropped from less than 23% to 15%
— Desirable activities increased from 5% to 10%
— Neutral activities also increased from 19% to 27%

* 100% compliance with CMS Core Measure for smoking cessation counseling
(v. state-wide averages in the 80 %ile, and in the top 10% nationwide)

® 86% compliance with CMS Core Measure for pneumovac administration (v.
state average of 74%)

® 23% reduction in MRSA cases

e Hospitalized congestive heart failure patients receiving discharge instructions
more than tripled from 23% to 77%

® 66% reduction in medication administration-related errors including wrong
person, wrong drug and wrong route

® 89% reduction in medication-related errors such as duplicate medication
orders and errors of omission

® 80% reduction in errors associated with delayed medication administration

e Quality of patient-specific information available increased 9%

e Increased revenues from pay for performance, PQRI, HEDIS and quality
incentives by more than $40,000

e Transcription costs reduced to under $100,000 from a pre-EHR cost of
$800,000, a reduction of 88%

e Filing clerk positions cut in half, saving $350,000

* 3.5% reduction in malpractice insurance expense representing a $70,000
savings

¢ $380,000 saved from reduced need for transcription services

e $221,692 saved from decreased labor and supply costs for chart maintenance
and creation

¢ $248,000 saved due to reduced medical records storage space
¢ $103,059 in increased revenue from better E&M coding

Streamlined ordering and results notification improved turnaround times for STAT
lab orders:

® 25% (97 minutes to 73 minutes) reduction in STAT HGM turnaround time
® 35% reduction in STAT HGM orders over 60 minutes-

e Saved an annualized $114,000, 10.4% of operating budget, by reducing
administrative staff by 25%

e Replaced traditional transcription with electronic methods for documenting
patient encounters and saved $28,533.59 in 2004 and an estimated $30,000
in 2005 on transcription fees

e Decreased time from order entry to delivery of medication to floor from 3+ hours
to an estimated average of 90 minutes through CPOE

Streamlined ordering and results notification improved turnaround times for STAT

lab orders:

e 22% increase in patients discharged by noon

e Satisfaction with the ordering processes for medications, labs and imaging
increased 11%

e Physicians report an 11% increase in satisfaction with the amount of time they
are able to spend with patients

e 54% reduction in time between specimen collection and care delivery with
laboratory results availability on-line

® 62% reduction in time between exam and care delivery with radiology results
availability on-line

® 83% reduction in time between medication order and administration with
e-prescribing

Eclipsys, Gateway Electronic Medical Management System (GEMMS), GE Healthcare Integrated IT Solutions, Greenway Medical Technologies, McKesson,
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Site Description

Patient Safety & Quality Improvements

The Value of Electronic Health Records

Improvements in Throughput and

Operational Efficiencies & Cost Savings Patient/Staff Satisfaction

Evans Medical Group, GA
e 4 physicians
¢ 1500+ patients/mo

Family Medicine of Port Angeles, TX
e 7 physicians

* 3 NPs

® 5 nurses

e 4 medical assistants

¢ 13 administrative and support staff

Hospital of Saint Raphael, CT
¢ 511 beds

® 26,579 annual inpatient visits

e 262,387annual outpatient visits

Massachusetts Eye Research and Surgery Institute, MA

MedCentral Health System, OH
e 351 beds
e 2600 employees

Mid-Carolina Cardiology, NC

e 25 cardiologists
e 45,000 visits per year

M&M Orthopaedics, IL

® 19 physicians, 41 staff
e 77,000 annual visits

North Fulton Family Medicine, P.C., GA

e 7 physicians, 1 nurse practitioner and 8 physicians’ assistants
e 38 additional staff

¢ 51,000 annual visits

Nevada Health Centers, Inc., NV
e 26 medical and dental centers

Oklahoma Arthritis Center, P.C., OK

e 3 physicians, 3 nurses and 2 physicians’ assistants
e 23 additional staff
¢ 15,600 annual visits

Oswego County OB-GYN, NY
¢ 9 medical professionals

e 200 encounters/day

e 5 |ocations

Special thanks go to the following vendors for contributing their customers’ case studies to this document: Allscripts, Cerner, ChartCare, eClinicalWorks,

NextGen, QuadraMed and Siemens Medical Solutions

e Went from exceeding 8 quality measures for diabetic care in June 2004 to
exceeding 33 measures in June 2006

e |ncreased %age of hypertension patients whose blood pressure measure was
controlled from 45.4% to 77.6%), twice the national average and well above
benchmark

e |ncreased pharmacokinetic dosing conversion from 6% to 20% in first year

e Eliminated the pre-implementation practice of boarding patients — some
intensive care unit patients — in the ED

e Savings in staff time for pulling and re-filing charts and other efficiencies add
up to ~$183,000 per year

e Saved $200,000 by boosting the IV-to-oral medication conversion rate from
20% to 50%

e Reduced turnaround time for medications order to dispensing to less than 30
minutes, a 75% reduction

e Boosted patient satisfaction by reducing distribution time of pain medications
from 2 hours to 20 minutes

e Saved $1,500 a month in transcription costs
e Saved $80,000 in staff costs for hiring 1 billing FTE and 1 front desk FTE

e Eliminated radiology film costs for an annual savings of $450,000
e Reduced ED capacity from over 100% to ~90%

e Reduced radiology turn-around time from 24-48 hours to 6 hours
® Reduced triage-to-discharge time from more than 5 hours to 3.2 hours
e Reduced triage-to-admission time from almost 8 hours to 4.5 hours

e |ncreased revenue by 35%

e Improved Medicare denial rate from 25-40% to less than 1%
e Reduced transcription costs by $72,000 in the first year

e Reduced postage costs by $20,000

e |ncreased patient throughput by 25% with no increase in staff

e Reduced medical records staff by 3 FTES
e Received 2% discount on malpractice insurance
e Converted medical records storage area to revenue-producing MRI unit

e $775,000 saved by eliminating transcription costs
¢ $253,978 saved by eliminating paper chart tasks, automating referral letters
and other administrative tasks

e Eliminated commercial clearinghouse to save $42,000 a year
e |mproved accounts receivable from 30-45 days to 9 days

¢ $60,000 saved by eliminating chart pull FTE
e $21,700 saved by reducing or eliminating paper chart-related costs
e $154,000 increase in provider productivity in first 18 months post-activation

e [ncreased gross collection rate from 52.2% to 56.4% e | ab results reviewed in ~3 hours vs. 36 hours, saving physicians 60 minutes/
day, allowing them to see 24 more patients/week, increasing revenues by

$56,000/year without working longer hours

Eclipsys, Gateway Electronic Medical Management System (GEMMS), GE Healthcare Integrated IT Solutions, Greenway Medical Technologies, McKesson,
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Site Description

Patient Safety & Quality Improvements

The Value of Electronic Health Records

Operational Efficiencies & Cost Savings

Improvements in Throughput and
Patient/Staff Satisfaction

Professional Park Medical Services, GA

¢ 89,000 encounters/year
e 4 MDs and 1 nurse practitioners
e 5 nurses and 1 medical assistant

Sarasota Memorial Health Care System, FL
25,863 admissions

e 77,085 ED visits

e 725 physicians

¢ 363,032 outpatient visits

Spartanburg Regional Medical Center, SC
e 486 beds
e 26,054 admissions

Springhill Medical Center, AL
* 252 bed
e 31,000 ED visits per year

St. Mary’s Medical Center, WV

e 358 beds
¢ 14,516 admissions

University Medical Center, AZ
e 355 beds
e 21,508 admissions

Urban Health Plan, Inc. (UHP), NY

e 31,000 patients
¢ 176,000 visits

5 ambulatory offices within the University of Rochester
Medical Genter, NY (pilot project)

20 community-based family or general internal
medicine practices in 14 states using the same
electronic medical record

Special thanks go to the following vendors for contributing their customers’ case studies to this document: Allscripts, Cerner, ChartCare, eClinicalWorks,

NextGen, QuadraMed and Siemens Medical Solutions

e Decreased charts missing allergy information from 36% to 11% by creating an
electronic reminder for prescribing clinicians

e Avoiding approximately 42 potential anti-coagulant overdoses per month by
using an alert designed to notify clinicians of duplicate anticoagulant orders

e Reduced overall ventilator days by 11% from 2007 to 2008

e Avoided 378 ventilator days and 375 patient days in the ICU among patients
with sepsis disease

e Trauma population standardized mortality ratio (SMR) now 41% better than
expected

e | ow risk monitor (LRM) admissions among trauma population reduced from
20% to 8%

® 40% improvement in overall ICU ventilator utilization since 2005

e Prescription errors decreased 88%
— Distribution-related errors decreased 60%
— Transcription-related errors decreased 35%
— Administration-related errors decreased 43%
e Qverall prescriber-related ADES on the 2 pediatric units, decreased from 7.3
per 1,000 patient days to 0.84 per 1,000 patient days

e |ncreased the %age of HIV patients practicing safe behaviors from 39.1% to 88%

e |ncreased the %age of women age 42+ receiving mammograms from 24.5% to
49.4%

e |ncreased the %age of diabetic patients receiving flu vaccines from 8.6% to 28.5%

e Participating practices improved 22.4% (from 11.3% to 33.7%) in adherence
to 21 quality indicators to improve cardiovascular care

e |ncreased billed charges by 101.4%

e Decreased transcription costs by 96.5%

e Reduced chart supply costs by 100.0%

o Net benefit per provider per month = $38,489

e Increased annual savings of therapeutic inter-changes by $52,750 by
automating existing manual processes

o Facilitated savings exceeding $100,000 by applying data-driven infection
control benchmarking

e Saved $28,620 in forms in the first year
e Saved $55,300 in medical records storage space

® 79% reduction in chart pulls 6 months after implementation of the EHR and
a 96% reduction at 2 years translates to an annual savings of $246,934 at 2
years

¢ Annual savings of $27,872 with the elimination of new patient paper chart
creation

e 2.5 positions were avoided because of the increase in office efficiency avoiding
salary expense of $91,000

* Reduced transcription costs for total annual savings of $30,560

e Quantified annual savings of $65,000 by increasing frequency of IV to PO
switches during early stages of alert refinement

e Quantified $60,000 in annual savings from switching just 4 IV meds to PO
(Cipro, Fluconazole, Levofloxacin and Metronidazole)

e Improved ICU utilization through the reduction in LRM admissions from 47% to
35%

e Decreased overall ICU patient days by 1,202 from September 2005 through
December 2006

e Reduced patient wait times on average by 1 hour

e Reduce average time patients wait to be seen by a physician by 30 minutes
e Reduced overall length of stay per patient by an average 60 minutes

e Managed 100% increase in patient volume during Hurricane Katrina

® 15% increase daily patient throughput with evidence-based order sets

e [n 2008, ICU length of stay in trauma improved to 3% better than expected
e Aggregate LOS in the ICU for trauma patients improved from 677 ICU days to 45
ICU days

Eclipsys, Gateway Electronic Medical Management System (GEMMS), GE Healthcare Integrated IT Solutions, Greenway Medical Technologies, McKesson,





		ARRA Meaningful User and EHR Certification Criteria for Eligible Professionals (Ambulatory) 

		Specific Proposals



		ARRA Meaningful User and EHR Certification Criteria for Hospitals

		Meaningful User for Hospitals

		Specific Proposalsfor Initial Criteria





		Value of EHRs bklt 032309




April 30, 2009

Siemens Enterprise Communications, Inc.

Comments on the ""meaningful use' of Electronic Health Records
Submitted to the Executive Committee of the National Council on Vital and Health Statistics
U.S. Department of Health and Human Services

In many forums, the definition of “meaningful use” of an electronic health record focuses on the ways that
software and databases containing some or all of a health record are accessed in a healthcare setting. These
discussions often represent a traditional view of healthcare informatics; a care provider in a conventional
setting using some manner of computer to enter or review results of a clinical encounter: lab results,
medications prescribed or administered, radiology results, clinical diagnoses, etc.

We believe that meaningful use also should reflect the realities of the highly mobile healthcare team and the
technologies that address that mobility, as well as the technologies that are available to increase privacy and
security protections as the use of the EHR expands beyond the covered entity that collected information on a
particular healthcare encounter. While some suggest an opportunity for patients to opt out, if this is the only
choice, the patient may be forced to choose between quality health care and protection of privacy. It is a false
choice.

The Mobile Healthcare Team

Meaningful use should include mobility in two contexts. Care providers increasingly are called upon to
participate in healthcare decisions when they do not have ready access to a computer. Meaningful use,
therefore, should factor in the ability to view and enter health care information in a variety of contexts, from
entering an order through a cell phone to viewing lab results on a PDA. Technology now is commonplace to
support information flow across all elements of an entity’s wired or wireless communications infrastructure
and beyond: to the Internet or the public cellular and other networks that were installed for voice but now carry
data as well. Developing a definition of meaningful use that misses an opportunity to address mobility is not
consistent with the American Recovery and Reinvestment Act’s emphasis on technology improvement and
efficiency.

Secondly, these same technologies now support fully an ability to manage the actual presence of the members
of the healthcare team. Traditionally, much time can be lost locating a key member of the healthcare team who
may be out of office, stuck in traffic, or otherwise “unavailable”. “Presence management” resolves the vast
majority of these circumstances by maintaining knowledge of the most convenient way to reach a care team
member who is on duty but seemingly out of reach by routing data (including a voice over IP “voice” call) to
an appliance that will, in fact, reach the team member. A definition of meaningful use that fails to address this
critical capability to create a holistic communication grid for all active team members will cause use to be less
meaningful than it otherwise could have been.

Thirdly, the mobility of the healthcare team means that even within a facility, healthcare professionals must
access the EHR in many different locations and for many different reasons. This result’s in considerable
expansion of the number and types of access appliances needed; desktops, laptops, cart mounts, etc. In many,
if not most, inpatient facilities in particular, the physical plant often is challenged to accommodate all of these
modes of access. Clutter, space conflict, battery charging stations, etc., can end up compromising use because
of the difficulty getting to the right type of machine at the point of care. Technology is available to support
deployment of one appliance per inpatient bed, fully capable of providing the care provider’s EHR access,
patient’s access to their record, and patient use of Internet, entertainment, personal computing and health
education materials. Without some addressing of the device clutter, perhaps in the form of encouraging multi-
purpose appliances, meaningful use may be compromised.
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Privacy and Security

HIPAA privacy and security regulations have received relatively little emphasis over the past several years. As
we contemplate expanding the scope of reach into a given patient record, and expanding that scope to bring
into play additional covered entities or registry functions, new attention needs to be devoted to these areas.

At the same time, however, expanded use of an EHR, whether local, regional, or national, decreases our
patience for convoluted security measures that can delay access and in some cases, such as the emergency
department or operating room, can jeopardize life.

Meaningful use, therefore, should include consideration of all appropriate technologies to address both sides of
this privacy and security “coin”. Fortunately, as with the mobility issue noted above, the technologies to
support both sets of concern are readily available and indeed are applied routinely in many other industries.

One possibility is the use of a patient health card that allows the patient to accept responsibility for transfer
and transport of the medical record among health systems. Meaningful use should include provisions for this
type of meaningful use by the patient that also can help to assure patient privacy.

To the extent that we collectively rely on institutional record sets, “identity management” supports quick
provisioning and deprovisioning of access to computer systems that provide access to EHR. It also is critical to
identification of a patient across covered entities as we seek to bring records for Joe Smith, Joseph Smith, and
Joseph R. Smith, Jr. (for example) contained in three different systems in Pennsylvania, Delaware, and the
District of Columbia together into one patient profile.

Biometric devices and other approaches to user authentication and authorization can speed access to the EHR
and, equally important, reduce user resistance to use of the EHR.

Single sign-on technologies and systems that result in the same convenience to the end user through more
complicated solutions allow the user to move among various software applications to obtain a more detailed
description of an encounter, diagnosis, or evaluative technique than may be possible using a single electronic
medical record software application.

A definition of meaningful use that fails to include these advances in availability and integrity of the EHR
would represent an opportunity missed relative to the vision and scope set forth in the ARRA.

Summary
In both examples discussed above, technology supports far more than software applications that compile and

display electronic patient information. Technology allows access from a continuously growing set of options,
many of them outside the traditional view of electronic systems. Expansion of access to regional and national
levels creates new risks to privacy that can be managed using readily available security management tools.
Meaningful use should be defined to include consideration of these technologies as well as those more
typically viewed as part of the EHR solution.

Points of Contact
Fred Moyle fred.moyle@siemens-enterprise.com Office: 770-956-2151
Jeff Forbes jeffrey.forbes@siemens-enterprise.com Office: 203-694-5031
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Comments on “Meaningful Use” for HIT Adoption
Submitted to the Executive Subcommittee for the
National Committee on Vital and Health Statistics (NCVHS)
April 30, 2008

Elsevier is pleased to submit comments on “Meaningful Use” of Health Information Technology
(HIT) and commends the NCHVS for holding this forum on this critical topic. Elsevier is one of
the world’s leading providers of scientific, technical and medical information products and
services.

We, at Elsevier, believe a systems-oriented approach must be taken — one that can be
replicated large-scale, across every healthcare setting in the nation. This requires hard work
and fundamental change within the healthcare system. In order for health information
technology to be “meaningful,” it must be more than simply automation. It must integrate
evidence-based content and clinical support tools that will help enhance the quality of care of
patients across the country.

Meaningful use of health information technology via an electronic health record (EHR) must
facilitate the coordination of patient care by a diverse interdisciplinary team and across the
continuum of care. The EHR must serve patients with both acute and chronic healthcare
conditions to serve our society at large. And finally, it must be replicable in widespread, large-
scale implementations based on scientific approaches — not “one-offs” or “prolonged
implementation” approaches. In other words, the EHR must address and assist to eliminate the
fundamental issues that have created our current reality of fragmented, costly and inefficient
care.

Health information technology that is “meaningful” will require a design based on a systems-
thinking framework — and firmly grounded in a professional practice model that:

e provides standardization of practice and guidance based on the latest evidence;

e supports professional processes of diagnosis, assessment, planning, treatment,
interventions, evaluation and education;

e demands interdisciplinary integration (all clinicians integrate their practice and
documentation) to stop wasteful duplication and fragmentation;

¢ identifies potential complications the interdisciplinary team should be working together
to prevent so that incidents of failure to rescue or never events are eliminated,;

e embeds professional scope of practice and accountability into daily documentation;

e focuses on patient values and situations which change the course of care for
individualization and improved outcomes;





e enhances critical thinking and clinical reasoning as delineated in evidence-based clinical
practice guidelines (CPGs) embedded in the workflow;

¢ includes common quality data sets to enable standardization of electronic data capture
and reporting to support clinical care and quality measurement/trends;

e compliments/integrates computerized physician order entry (CPOE) and documentation
as implemented with the whole in mind; and

o facilitates professional exchange using a framework and technology to assure continuity
of care and safe patient hand-offs.

The design and integration of best, evidence-based practices must be co-created and
validated with clinicians who use it every day in practice. There must be a logical and definitive
clinical engagement process — to further define clinical needs and design integration of
evidence-based content and advanced clinical decision support at the point of care. This
includes maintaining and delivering updated evidence to clinicians routinely so it can be readily
available at their finger tips to apply in providing quality care.

We must have a technologically robust evidence-based clinical decision support framework
that can be utilized in and across multiple HIT vendor software platforms. A common approach
allows for “pre-configured” solutions that stop healthcare settings from re-creating the wheel,
wasting billions of dollars and further fragmenting healthcare.

Once this fundamental common clinical professional practice framework is in place (via “pre-
configured” within multiple HIT systems) — deep levels of integration and innovation can further
evolve enhancing clinician workflow, thought-flow and decision-making at the point of care.
Some examples of this include: all clinicians integrating important competency-related skills
within context of the patient care delivery experience, visual examples of insidious clinical cues
to prevent omissions of care, and well-designed clinical “views” of the patient’s story and care
across single and multiple care experiences.

These principles and concepts of “meaningful use” are not merely theoretical in nature. The
nation can learn from best practices; including a committed and active large healthcare
consortium of nearly 300 clinical settings from rural, community and universities who have
collectively committed to transform healthcare. These consortium healthcare organizations
and their extended clinical settings have co-created an integrated interdisciplinary approach to
care that allows them to integrate technical interoperability with practice interoperability by
marrying HIT standards to practice standards. This common approach described throughout
these comments has allowed organizations to manage the “practice-technology” polarity of our
day and it is where the greatest lessons on “meaningful use” are emerging. It is the valuing
and being attentive to both practice AND technology that will help to achieve our final goal of
meaningful and valuable electronic health records across this nation. Lessons learned are
ready today to be applied to health information exchanges as well as academic settings to
prepare the healthcare professional workforce of the future.

Elsevier appreciates the opportunity to share our views on this important topic. We look
forward to working the members of this committee and other stakeholders in developing
solutions that will help improve the quality of healthcare in this country.
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includes maintaining and delivering updated evidence to clinicians routinely so it can be readily
available at their finger tips to apply in providing quality care.

We must have a technologically robust evidence-based clinical decision support framework
that can be utilized in and across multiple HIT vendor software platforms. A common approach
allows for “pre-configured” solutions that stop healthcare settings from re-creating the wheel,
wasting billions of dollars and further fragmenting healthcare.

Once this fundamental common clinical professional practice framework is in place (via “pre-
configured” within multiple HIT systems) — deep levels of integration and innovation can further
evolve enhancing clinician workflow, thought-flow and decision-making at the point of care.
Some examples of this include: all clinicians integrating important competency-related skills
within context of the patient care delivery experience, visual examples of insidious clinical cues
to prevent omissions of care, and well-designed clinical “views” of the patient’s story and care
across single and multiple care experiences.

These principles and concepts of “meaningful use” are not merely theoretical in nature. The
nation can learn from best practices; including a committed and active large healthcare
consortium of nearly 300 clinical settings from rural, community and universities who have
collectively committed to transform healthcare. These consortium healthcare organizations
and their extended clinical settings have co-created an integrated interdisciplinary approach to
care that allows them to integrate technical interoperability with practice interoperability by
marrying HIT standards to practice standards. This common approach described throughout
these comments has allowed organizations to manage the “practice-technology” polarity of our
day and it is where the greatest lessons on “meaningful use” are emerging. It is the valuing
and being attentive to both practice AND technology that will help to achieve our final goal of
meaningful and valuable electronic health records across this nation. Lessons learned are
ready today to be applied to health information exchanges as well as academic settings to
prepare the healthcare professional workforce of the future.
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forward to working the members of this committee and other stakeholders in developing
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April 29, 2009

Harry L. Reynolds, Jr.

Chairman, National Committee on Vital and Health Statistics
3311 Toledo Road

Room 2402

Hyattsville, MD 20782

Re: Comments on “Meaningful Use” of Health Information Technology
Dear Chairman Reynolds:

As the National Committee on Vital and Health Statistics begins discussions around the term
“meaningful use” as it relates to health information technology (“health IT”) broadly, and the
requirements set forth by the American Recovery and Reinvestment Act of 2009 (ARRA)
specifically, Emdeon appreciates the opportunity to provide comments to the Committee on this
issue. We commend the Committee for the process it has undertaken to conduct such matters via
the inclusion of public stakeholders and the transparency of these efforts. We would be delighted
to be included on any subsequent panels to testify before the Committee on these and related
matters.

Emdeon believes that any definition of “meaningful use” must take in account all health
information, including not only strictly clinical information but more broadly defined financial and
administrative information as well.

“Meaningful Use” Should Be Measured Against Both Clinical and Administrative
Information
Any definition of “meaningful use” must recognize the twin goals of improving patient care through

measureable outcomes and simultaneously lowering the overall cost of care. A definition based
solely on clinical criteria may not encapsulate all opportunities for accomplishing the
cost-saving goal. Clinical and administrative information ought not continue be viewed in silos;
rather, to encourage the adoption of cost saving technologies, “meaningful use” should include use
of robust financial and administrative solutions.

The “Meaningful Use” Bar Must Be Set at an Attainable Level
We are concerned that if “meaningful use” is defined to include only extremely feature-rich clinical

systems, many small providers will not be able to reach that bar, and our experience tells us,
may not even try. “Meaningful use,” like certain standards in the HIPAA Security Rule, needs to be
flexible enough to recognize that one size does not fit all, and that for many providers, an
incremental adoption of administrative and clinical standards is the most efficient way to advance
the twin goals of improving outcomes and cost savings.

“Meaningful Use” Should Build on the National Investment in HIPAA
We believe that the Health Insurance Portability and Accountability (HIPAA) transaction standards,

including the ICD-10 code sets, provide the foundational components to facilitate the integration of
clinical and administrative exchange and reporting. We further advocate that EHR technology, as
a condition of certification, should comply with existing HIPAA regulations, as strictly
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enforced. Thus, the definition of “meaningful use” must begin with the assumption that existing
standards are in place and enforced, and must be incorporated into the forthcoming definition.

“Meaningful Use” Should Include Leveraging Existing Infrastructure to Realize Cost

Savings
We believe it is imperative to leverage existing infrastructure used today to send HIPAA

transactions, rather than building new structures. For example, the addition of clinical
transactions, like HL7’s Continuity of Care Document (CCD), would allow the existing
infrastructure to pass billions of transactions that include both clinical and administrative
data. Furthermore, the private sector has already created a digital platform marketplace including
companies like Emdeon that connects nearly all healthcare stakeholders and moves secured,
standardized, interoperable healthcare information. In effect, this platform has created a national
health information network. U.S. taxpayers should not have to pay for a redundant
resource that has already been created by the private sector. The most judicious use of taxpayer
dollars is to leverage the infrastructure currently in place — one that is tested, proven and
commercially sustainable today. “Meaningful use” should include the use of technologies to
exchange health information (both clinical and administrative) on the paved HIPAA electronic
highway.

Again, we appreciate the opportunity to provide comments on the appropriate functional criteria for
inclusion in the definition of “meaningful use” of health IT, consistent with the HITECH Act
provisions as incorporated in the ARRA legislation. We would be happy to discuss our comments in
more detail. For more information, please feel free to contact Miriam Paramore, Senior Vice
President of Corporate Strategy and Government Affairs at (615) 932-3239 or by email at
mparamore@emdeon.com.

Sincerely,

/s/

George Lazenby
Chief Executive Officer

About Emdeon

Building on more than 20 years of serving government and commercial customers, Emdeon
provides powerful financial management and clinical communication solutions that connect payers,
providers, and patients to improve healthcare processes. From the first patient encounter to the
final resolution of payment, Emdeon transforms these processes through the sharing of healthcare
information and the automation of everyday tasks. Emdeon’s industry-leading healthcare
information network encompasses 340,000 providers, 55,000 pharmacies, 5,000 hospitals, and
1,200 commercial and government payers. All told, Emdeon handles, in one form or another, 1
out of every 2 commercial healthcare claims processed in the United States.
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Toward Health Information Liquidity:

Realization of Better, More Efficient Care From the Free Flow of Health Information

Executive Summary

Recognizing the challenges presented by the cur-

rent state of our economy and national discussions
about healthcare reform, Booz Allen Hamilton and the
Federation of American Hospitals have collaborated to
examine the ways that health information technology,
in combination with communications technology (here-
after referred to simply as health IT), can accelerate
progress toward the goal of a patient-centered health-
care system.

We engaged thought leaders from across the differ-
ent segments of the healthcare industry to discuss
ways to accelerate progress toward the free flow of
essential electronic health information. This group of
invested stakeholders from the provider community,
academia, the technology industry, and government
concluded that consumers, clinicians, and providers all
derive greater benefits when health information flows
faster and more freely, or becomes more “liquid.”
Growing evidence indicates that liquid health informa-
tion can facilitate improvements in healthcare access,
quality, safety, efficiency, convenience, and outcomes.
At the same time, it can open the door to innova-

tion and provide a foundation for a new standard of
patient-centered care through enhanced use of health-
care teams and informatics.

We conducted a series of interviews with these
thought leaders and convened them to discuss the
benefits of liquid electronic health information, as
well as the barriers that inhibit the conversion from

paper-based record systems to robust electronic
health information and that discourage the sharing of
appropriate data that is already electronic. Published
reports, white papers, websites, policy blogs, trade
newsletters, and other sources of information on early
adopters of electronic health information informed the
results of the discussions and our conclusions.

Health IT alone will not dramatically improve care and
reduce costs. Even when information is electronic, it is
not automatically shared outside of organizational or
network firewalls, or across organizational boundaries.
In the course of our inquiry, two accelerators emerged
that combine policy and market changes to change
healthcare delivery and improve the flow of informa-
tion. First, focus on enhancing the flow of health
information and communications among patients and
providers, rather than focusing only on adoption of
electronic health records (EHR). Second, take bold new
steps toward realizing a consumer-centered healthcare
system.

We believe several levers are within reach to fuel
these two accelerators.
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Accelerator 1: Intensify the Focus on Information

Flow and Communication

1.1

1.2

1.3

1.4

1.5

1.6

Get out of paper—continue to adopt elec-
tronic health information to increase elec-
tronic data exchange but focus additional
energy to eliminate use of paper-based
medical practice in critical areas such as
prescriptions, lab results, and medical
imaging

Reform payment to align incentives with
desired outcomes and processes known to
affect outcomes, including decision support
and process redesign

Define and implement a national health
information exchange and knowledge man-
agement architecture—make sure critical
history data, such as pharmacy, lab, and
imaging data, flow securely across organi-
zational boundaries

Create and maintain standards for
information exchange: the Certification
Commission for Health IT (CCHIT) could
certify any system’s ability to meet health
information exchange requirements

Fast-track implementation of a nationwide
e-prescribing network with decision support
at the time and place of care

Assure availability of pharmacy, lab, and
imaging histories at the point of care and
increase reliable and valid reporting for
quality and safety

Accelerator 2: Take Bold Steps Toward a Patient-
Centered Healthcare System

2.1

2.2

2.3

2.4

Grant patients consistent, secure, and
timely access to their personal health
information and the ability to communicate
securely with clinicians about it

Define professional responsibilities and
good stewardship policies and practices for
health information workflow—better define
how health information is to be received,
used, enhanced or processed, and passed
along to others

Refine policies with respect to health infor-
mation privacy, confidentiality, and security
breaches—assure patients and clinicians
that health information is transmitted
securely

Create a voluntary authentication system
whereby individuals can choose a unique
personal identifier for purposes of care and
research—facilitating secure and conve-
nient patient and clinician access to health
information and facilitating health record
matching






Booz | Allen | Hamilton

3]

Table of Contents

E X CULIVE SUMIMIAIY .. et et et et e e e e e e e e e e e a e e a s e e saeasan e ea e enranenraennanens 1
The Potential of Health Information Technology to Improve Quality and Safety of Healthcare.................. 5
Where Have WE BEENT ... .ttt et e e e e s e e e e e e e e e e e e e e e s e e reea e nnas 6
What's LEft 10 D@ DONE?....... i e e e e e e e e e e e e r e e e ran s 11
Current National POCY FOCUS ...nuiiiii ettt e et e et et et e et e e e e e e eneaeenennen 11
Widening the Focus Beyond EHR AdOPLION......eu it e e e 15

Accelerator 1: Intensify the Focus on Information Flow and Communication..........cccceeveveviieennn.e. 15

Accelerator 2: Take Bold Steps Toward a Patient-Centered Healthcare System.........ccoceveiviiiiniennnn. 17
L0 0] 0o [F =] o] o 19
References and Sources of INfOrmation..........ooeuuiiiiiiiiiiii e 20
L@ T T Yo 1 0= Y] 1 24
oY= Al = = PR 24
Glossary Of WOrKing DefiNitiONS ....iuuieiiieiii i r et e et e e e e e e e e e e e e e e eans 26

FN U g Lo TS T=Y [ B 020 ) 011 10 1 (o] 29





| 4|  Booz | Allen | Hamilton






Booz | Allen | Hamilton

5]

The Potential of Health Information
Technology to Improve Quality and Safety

of Healthcare

Although opinions vary widely on how healthcare
should be organized and funded in the United States,
there is clear consensus on what Americans want from
their healthcare system. We want access to healthcare
services that meet the Institute of Medicine (IOM)
definition of quality: care that is safe, timely, efficient,
effective, equitable, and patient-centered.

Consumers, clinicians, and providers all will
derive greater benefits when health informa-
tion flows faster and more freely, or becomes
more “liquid.”

We agree that health information will help us achieve
our goals and that technology is required to make
health information portable so it can follow patients
from setting to setting and provider to provider. To
drive improvements in the effectiveness and efficiency
of healthcare, the IOM envisions a transition to a
“learning healthcare system” that takes full advantage
of developments in information and communications
technology and evidence-based advice in chang-

ing healthcare delivery at the point of care. 1, 2 This
transition will require a new perspective that places
the patient at the center of an interdisciplinary team
whose members employ evidence-based practice and
informatics for quality improvement.

So what can healthcare delivery look like when health
information is accessible at any point of care? Picture
a future where some health information and timely,
evidence-based advice is consistently and securely
flowing or being exchanged among the patient, health-
care providers, and ancillary service providers (e.g.,
pharmacy, lab, medical imaging). As a starting point,

1 Institute of Medicine, Roundtable on Evidence-Based Medicine. The Learning Healthcare
System: Workshop Summary, 2007 and Learning Healthcare System Concepts v. 2008.
Washington, DC: National Academy Press, 2007 and 2008 (respectively). Available at
http://www.iom.edu.

2 |nstitute of Medicine, Committee on Quality of Health Care in America. Crossing the Quality
Chasm: A New Health System for the 21st Century. Washington, DC: National Academy Press,
March 2001.

imagine that three streams of patient information are
flowing and up-to-date patient history related to these
services can be easily accessed from any point of care:

= Pharmacy data—prescription and prescription fill
information, including medication history and medica-
tion allergies

= Laboratory data—Iab test order, result, and interpre-
tation information

» Medical imaging data—imaging test order, result,
and interpretation information.

These three streams of “liquid” or widely exchanged
health information can show how we can meet the
goal of a patient-centered healthcare system across
several dimensions:

Safety:

= Adverse drug events can be reduced in frequency
and severity with review of drug history, allergy his-
tory, and drug-to-drug interactions and by avoiding
mistakes caused by illegible scripts and missing or
incomplete information

= Availability of timely and accurate lab and radiology
results ensure rapid and effective treatment

= Care coordination errors and iatrogenic injuries
through duplication of costly and risky tests can be
avoided through information sharing across differ-
ent settings of care and associated clinicians. For
example, lab results that become available after a
patient is discharged from a hospital could easily be
accessed by the patient and other clinicians perform-
ing follow-up consultations

Timeliness:

= Prescriptions and prescription refills can be filled
immediately, remotely, and in many cases, without an
office visit

» Lab and imaging results can be reviewed by the
patient and the clinician immediately after they are
processed

» Patients can be more easily identified for targeted
prevention outreach (e.g., patients due for a mammo-
gram), even if they see multiple clinicians
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Cost Efficiency:

» Generic medications can be recommended where
appropriate

» Duplicate lab and imaging tests can be avoided

= Costly rework can be avoided through a better under-
standing of patient history

» Patients can access services at the lowest cost loca-
tion, which may now include telemedicine and online
options, without sacrificing loss of critical personal
history

Effectiveness:

= Clinical decision support can be enhanced through a
more complete view of the patient’s prior treatments
and application of current evidence-based medicine

= Prescription pickups can be tracked, and patients
can be sent messages to help improve patient adher-
ence to prescribed treatment plans

= Pharmacy, lab, and imaging data can be used to
improve patient-level outcomes and provide informa-
tion feedback to improve practice

Equity:

= Patients can expect to receive access to their lab,
pharmacy, and imaging data based on their clinical
needs, regardless of personal characteristics such as
gender, age, ethnicity, disabilities, geographic loca-
tion, and socioeconomic status

= Healthcare professionals share patients’ lab, phar-
macy, and imaging data in a culturally sensitive way
that is conducive to meeting the patients’ cultural,
language, literacy, and learning needs

= Patient—provider relationships are based on a part-
nership model with shared responsibility for clini-
cal decision-making, thereby reducing information
asymmetry

Patient-Centeredness:

= Patient health information is available at the point of
care if approved by the patient, regardless of loca-
tion, clinician, or insurance plan (e.g., images will
no longer need to be “sent ahead to the hospital”
before surgery)

» Patients can access and direct others’ access to
their information according to clearer laws and
protocols that provide greater consistency and
transparency

= Patients’ burdens are reduced as we make it easier
for them to locate and forward medical history when
they change providers

The potential benefits that could be gained from just
three streams of liquid health information are clear
and compelling. Consumers will have greater assur-
ance that their clinicians will have the right information
to make informed decisions about them at the point
of care. Clinicians will be able to provide better care
more efficiently and communicate more easily with
care teams to coordinate care. The challenge now is
to build on lessons learned to date and begin realizing
the benefits of interoperability on a broader level. In
short, we need to implement the national health IT
strategy that drives us to the outcomes we desire.

Where Have We Been?

Our national health IT strategy grew from two main
principles:

1. Health information that is in paper form today
must be available in electronic form tomorrow
so that it can flow and be transferred electroni-
cally to the right people at the right time.

2. Health information should be patient-centric
such that healthcare stakeholders use that
information to provide better care more effi-
ciently, communicate and coordinate with care
teams, and contribute to evidence on clinical
effectiveness.

Liquid health information can facilitate
improvements in healthcare quality, efficiency,
convenience, and outcomes while encourag-
ing innovation and providing a foundation for
a new standard of patient-centered, team-
oriented care.

The goal of achieving a paperless healthcare sys-
tem is global and has existed for decades in the
United States. A physician named Lawrence Weed 3

3 Weed LL. Technology Is a Link, Not a Barrier, for Doctor and Patient. February 1970.
Modern Hospital, Vol. 114(2):80-83.
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described a system to organize patient records back
in the 1960s and helped to form the Problem-Oriented
Medical Information System (PROMIS) project at the
University of Vermont, one of the earliest attempts

to design an electronic medical record. Also in the
1960s, the Mayo Clinic began development of its
electronic medical record system. Today, a few leading
care providers have succeeded in going nearly paper-
less but despite enormous advances in technology,
adoption remains low in the United States, particularly
in small practice settings where most people receive
routine healthcare.

The U.S. Department of Defense (DoD) and
Department of Veterans Affairs (VA) have both made
significant contributions in the past three decades as
early adopters of robust, comprehensive electronic
health record (EHR) systems. In contrast to most pri-
vate sector provider organizations, DoD and VA are
among the most advanced users of EHR systems

in the nation and have large beneficiary populations
which, taken together, span the continuum from young,
healthy active duty service members and their fami-
lies, to elderly veterans receiving domiciliary care. 4

The focus on data exchange, or interoperability, is
newer. In 2001, the National Committee on Vital and
Health Statistics envisioned a national health informa-
tion infrastructure that “is fundamentally about bring-
ing timely information to, and aiding communication
among, those making health decisions for themselves,
their families, their patients, and their communities.” 5 In
2003, interoperability was the focus of a congressio-
nally mandated national commission, ¢ and it moved
forward significantly in 2004 when the Office of the
National Coordinator for Health IT (ONC) was created
by Executive Order. The Executive Order specifically
charged ONC with executing a vision of implementing

4 Evans DC, Nichol R Perlin JB. Effect of the implementation of an enterprise-wide Electronic
Health Record on Productivity in the Veterans Health Administration. Health Economics,
Policy and Law (2006), 0:1-7. Also see Perlin JB. Transformation of the U.S. Veterans Health
Administration. Guest Editorial. Health Economics, Policy and Law (2006) 0:1-7.

5 National Committee on Vital and Health Statistics. Information for Health: A Strategy for
Building the National Health Information Infrastructure. Washington, DC: U.S. Department of
Health and Human Services, November 2001. p. 10. Available at http://aspe.hhs.gov/sp/
NHIl/Documents/NHIIReport2001/default.htm.

6 Commission on Systemic Interoperability, mandated by the Medicare Modernization Act of
2003. See http://endingthedocumentgame.gov.

a nationwide interoperable health information technol-
ogy infrastructure that—

= Ensures that appropriate information to guide medical
decisions is available at the time and place of care

» Improves healthcare quality and safety, reduces med-
ical errors, and advances the delivery of appropriate,
evidence-based medical care

» Reduces healthcare costs resulting from inefficiency,
medical errors, inappropriate care, and incomplete
information

» Promotes a more effective marketplace, greater
competition, and increased choice through the wider
availability of accurate information on healthcare
costs, quality, and outcomes

Improves the coordination of care and information
among hospitals, laboratories, physician offices, and
other ambulatory care providers through an effective
infrastructure for the secure and authorized exchange
of healthcare information

Ensures that patients’ individually identifiable health
information is secure and protected.

ONC'’s first National Coordinator, David Brailer, MD,
stressed that the “portability” and usability of health
information were critical to realizing the nation’s cost
and quality goals. ONC created the Health Information
Technology Standards Panel (HITSP) to begin harmoniz-
ing standards so systems could “talk” to each other,
a necessity for information to flow. ONC leadership
also recognized that the movement toward adoption
of health IT could be slowed by the need for change
in the underlying data structures and the evolution in
the requirements for technology. ONC supported the
creation of the Certification Commission for Health

IT (CCHIT) as an independent nongovernmental orga-
nization to help improve standards and performance,
thereby also reducing clinicians’ fears that any tech-
nology they bought today would not become obsolete
tomorrow as the requirements and standards evolved.

Finally, ONC started a process of discovering how

to implement information exchange at a community
level. The original National Health Information Network
(NHIN) procurements challenged communities and
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industry players to essentially build the requirements
for health information exchange through experiments,
or trial implementations. These and other public—
private initiatives that are creating health information
exchanges (HIE) are identifying and clearing policy and
privacy hurdles and piloting organizational and gover-
nance structures. They are, in fact, identifying critical
requirements for liquid information flow.

Implementation support and technical guidance for
clinicians and clinical organizations adopting health IT
have also been provided by other U.S. Department of
Health and Human Services (HHS) agencies for more
than a decade. The Agency for Healthcare Research
and Quality (AHRQ) has funded more than 100 demon-
stration projects to test different tools, applications,
and implementation strategies in different organiza-
tional settings and to learn what works to promote
health IT adoption. The Health Resources and Services
Administration (HRSA), through its Office on Health
Information Technology (OHIT), recently published an
adoption toolbox for ambulatory care and safety net
providers to help them to plan, roll out, and evaluate
health IT initiatives to improve safety and effective-
ness (http://healthit.ahrq.gov/toolbox).

These and other efforts have resulted in a number of
accomplishments, including—

= HITSP’s harmonization of more than 200 standards
across 13 use cases 7

= CCHIT’s seven certification programs certifying more
than 150 products, including 75 percent of the EHR
market 8

= Forty-two operational community health information
exchanges °

= Twenty-three organizations demonstrating exchange
of NHIN core services 10

There is simply no question that we have learned
much about the technical, governance, policy, and
legal opportunities and challenges surrounding infor-
mation exchange. Nonetheless, the efforts of ONC and
others have been largely under-funded relative to the
scope of the challenge. Much work remains to be done
beyond pilots and demonstration projects to bring full
interoperability.

7 Halamka J, Health Information Technology Standards Panel (HITSP). Update on HITSR
Presentation to American Health Information Community (AHIC), November 12, 2008.
Available at http://www.hhs.gov/healthit/community/meetings/m20081112.html.

8 Leavitt M, Certification Commission for Health IT (CCHIT). Update on CCHIT. Presentation
to AHIC, November 12, 2008. Available at http://www.hhs.gov/healthit/community/meet-
ings/m20081112.html.

9 Marchibroda J, e-Health Initiative. An Overview of Results of 2007 Survey on Health
Information Exchange. Presentation to AHIC, February 26, 2008. Available at http://www.
hhs.gov/healthit/documents/m20080226/marchibroda_HIE_files/800x600/index.html E-.

10 office of the National Coordinator for Health IT (ONC), NHIN Core Services September
Presentation Description, September, 2008. Available at http://www.hhs.gov/healthit/docu-
ments/m20080923/05a_nhin_summary.html.
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Some Key Events in Policy and Implementation Guidance for Health IT

April 2001 Department of Health and Human Services (HHS) Office of Civil Rights (OCR) issues federal
standards for privacy of health information 2

November 2001 National Committee on Vital and Health Statistics/HHS announces national strategy for
health information infrastructure (NHII) 2

May 2002 Congress commits $4 billion to information and communications infrastructure for
emergency preparedness 3

February 2003 HIPAA Security Rule defines safeguards to protect health information from inappropriate
uses and disclosures 4

December 2003 Medicare Modernization Act (MMA) requires pharmacies and health plans to participate in
future e-prescribing 5

April 2004 Office of the National Coordinator for Health IT (ONC) is established at HHS; 90 days later
strategic plan for Health IT is released 6

October 2004 HHS Agency for Healthcare Research and Quality (AHRQ) funds $139 million in Health IT
projects 7

November 2004 HHS public comment period generates more than 500 responses on how to develop a

nationwide health information exchange 8

July 2005 American Health Information Community (AHIC) is chartered by HHS Secretary to provide
public—private policy and implementation advice @

October 2005 Congressionally mandated Commission calls for a connected, interoperable system of
health information 10

October 2005 ONC invests $17.5 million in three organizations to accelerate health IT adoption through
harmonizing standards (HITSP), certifying HIT products (CCHIT), and addressing variations
in privacy and security practices (HISPC) 11

November 2005 HHS provides support for regional electronic health record (EHR) adoption in Gulf States,
but state legal barriers later prevent implementation 12

Footnotes

1 Center for Medicare and Medicaid Services (CMS), HHS. Privacy Standards. (http://www.cms.hhs.gov/HIPAAGenInfo/04_PrivacyStandards.asp#TopOfPage.

2 National Committee on Vital and Health Statistics (NCVHS). Information for Health: A Strategy for Building the National Health Information Infrastructure (NHII). November 15, 2001.
http://aspe.hhs.gov/sp/NHIl/Documents/NHIIReport2001/default.htm.

3 CNN.com, June 12, 2002. Bush Signs Bioterror Law, Pushes Homeland Security. http://archives.cnn.com/2002/ALLPOLITICS/06/12/bush.terror/index.html. Also see Public Health
Security and Bioterrorism Preparedness and Response Act (P.L. 107-188); Provisions and Changes to Preexisting Law. https://www.policyarchive.org/handle/10207/1337.

4 Centers for Medicare and Medicaid Services (CMS). Security Standard Overview. http://www.cms.hhs.gov/SecurityStandard. Also see U.S. Government Accountability Office (GAO), Health
Information Technology: HHS Has Taken Important Steps to Address Privacy Principles and Challenges, Although More Work Remains, GAO-08-1138, Washington, DC. September 2008, p. 7.

5 AHRQ. Findings from the Evaluation of e-Prescribing Pilot Sites. Rockville, MD: AHRQ Publication No. 07-0047-EF, April 2007.

6HHS. The Decade of Health information Technology: Delivering Consumer-centric and Information-rich Health Care—Framework for Strategic Action. Washington, DC: July 21, 2004. http://
www.hhs.gov/healthit/frameworkchapters.html.

7 HHS Press Office, October 13, 2004. HHS Awards $139 Million to Drive Adoption of Health Information Technology. http://www.hhs.gov/news/press/2004pres/20041013.html.

8 HHS, Summary of National Health Information Network Request for Information. http://www.hhs.gov/healthit/rfisummaryreport.pdf.

9 HHS, American Health Information Community, Background. http://www.hhs.gov/healthit/community/background/.

10 HHs Press Office. Commission on Systemic Interoperability. Federal Commission Urges Immediate Action on Development of National Health Information Technology Infrastructure.
October 25, 2005. http://endingthedocumentgame.gov/.

11 HHs Press Office. HHS Awards Contracts to Advance Nationwide Interoperable Health Information Technology. October 6, 2005. http://www.hhs.gov/news/press/2005pres/20051006a.html.
12 {Hs Press Office. HHS Enters Into Agreements to Support Digital Health Recovery for the Gulf Coast. http://www.hhs.gov/news/press/2005pres/20051117.html
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Some Key Events in Policy and Implementation Guidance for Health IT (continued)

January 2006 Center for Medicare and Medicaid Services (CMS) e-prescribing foundation standards go
into effect 13

July 2006 Certification Commission for Healthcare IT (CCHIT) certifies the first 37 ambulatory
electronic health records 14

August 2006 HHS announces final regulations to promote e-prescribing, including exceptions to the
Physician Self-Referral Law (Stark) 15

September 2006 Health IT Standards Panel (HITSP) publishes first set of interoperability specifications
recognized by HHS for federal use 16

October 2006 HHS begins to support e-health alliance to address state-level issues 17

July 2007 DoD (Military Health System) and VA (Veterans Health Administration) initiate a study to
assess the feasibility of a joint DoD-VA Inpatient EHR 18

October 2007 HHS awards $22.5 million to test implementation of nine prototype state-level health
information exchanges 1°

November 2007 Federal Communications Commission commits $400 million to rural broadband to promote
telehealth 20

December 2007 HHS recognizes the first set of interoperability standards for Health IT recommended by the
American Health Information Community (AHIC) 21

February 2008 CMS demonstration project recruits office-based physicians to use personal health records
(PHR) 22

June 2008 HHS releases Federal Health IT Strategic Plan 2008—2012 23

September 2008 HHS sponsors successful demonstration of trial prototypes for health information exchange 24

September 2008 U.S. Government Accountability Office (GAO) advises that HHS could risk losing public trust
absent a comprehensive privacy, confidentiality, and security strategy 25

October 2008 European Union launches 12-country pilot healthcare data exchange 26

December 2008 ONC and OCR jointly release Health IT privacy and security toolkit 27

January 2009 CMS e-prescribing incentives go into effect 28

Footnotes

13 CMS, E-Prescribing Overview. http://www.cms.hhs.gov/eprescribing/.

14 Certification Commission for Health IT (CCHIT). CCHIT Certified Ambulatory EHR 2006. http://www.cchit.org/choose/ambulatory/2006/. Accessed December 27, 2008.

15 cMs office of Public Affairs. New Regulations to Facilitate Adoption of Health Information Technology. August 1, 2006. http://www.hhs.gov/news/press/2006pres/20060801.html.
16 HHS. Data and Technical Standards: Standards and Recognition. http://www.hhs.gov/healthit/standards/recognition/.

17 ONC Press Office, HHS, October 19, 2006. State Alliance for E-Health (E-alliance) Now Underway. http://www.hhs.gov/healthit/20061019.html.

18 VA/DOD Health IT Sharing Program. Inpatient EHR Study. http://www1.va.gov/VADoDHealthITSharing/page.cfm?pg=19.

19 HHS Press Office, October 5, 2007. HHS Awards Contracts for Trial Implementations of the Nationwide Health Information Network. http://www.hhs.gov/news/press/2007pres/10/

pr20071005a.html.

20 Federal Communications Commission (FCC). FCC Launches Initiative to Increase Access to Healthcare in Rural America Through Broadband. November 19, 2007. See Rural Health Care
Pilot Program. http://www.fcc.gov/cgb/rural/rhcp.html

21 HHs. Data and Technical Standards; Standards and Recognition. http://www.hhs.gov/healthit/standards/recognition/.

22 HHS Press Office, February 20, 2008. HHS Secretary Invites Communities to Apply for an Innovative Electronic Health Record Demonstration Project. http://www.hhs.gov/news/

press/2008pres/02/20080220a.html.

23 HHS, Office of the National Coordinator for Health IT, The ONC-Coordinated Federal Health IT Strategic Plan: 2008-2012. Washington, DC: June 3, 2008.

24 ONC launches first interoperability demo for NHIN, Government Health IT News, September 24, 2008. http://www.healthcareitnews.com/story.cms?id=10016. Also see NHIN Goes Live
for a Day, Sort of. Government Health IT News, September 23, 2008. http://www.govhealthit.com/online/news/350589-1.html.

25 U.S. GAO. Health Information Technology: HHS Has Taken Important Steps to Address Privacy Principles and Challenges, Although More Work Remains. GAO-08-1138. Washington, DC:

September 17, 2008.

26 Monagain B. Europe launches its healthcare data exchange pilot. Healthcare IT News, October 6, 2008. See http://healthcareitnews.eu/content/view/1227/40

27 HHS. The Nationwide Privacy and Security Framework for Electronic Exchange of Individually Identifiable Health Information. Health IT Privacy and Security Toolkit. http://www.hhs.gov/
healthit/privacy/framework.html.

28 CMS, HHS. E-prescribing Incentive Program. http://www.cms.hhs.gov/PQRI/03_EPrescribingIncentiveProgram.asp#TopOfPage.
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What's Left to Be Done?

Health IT alone will not necessarily improve
care and reduce costs. There is an urgent
need for concurrent changes in the ways
healthcare is delivered.

To achieve our goals, we need to make meaningful and
simultaneous progress in several areas. Based on our
interviews with the expert panel and our review and
analysis of extensive source materials, the following
key areas emerged.

= Getting out of paper: Health information that is of
high value to high quality and efficient care needs to
be available in electronic form so that it can flow and
be transferred electronically to the right people at the
right time
= Aligning incentives: Payment systems need to be
aligned with desired outcomes. Counter-incentives,
such as paying more for volume (e.g., fee-for-service),
including duplicative or unnecessary interventions,
must be removed. Compelling business models must
be present for the stakeholders that are expected to
invest in and use health IT to gain efficiencies
= Ensuring privacy and security: Acceptable health
information stewardship models need to be defined,
implemented, governed, and regulated to ensure that
health information is exchanged appropriately and
reliably while maintaining security and confidentiality
of the data. Issues of cross-organizational and inter-
state exchange must be addressed and reconciled.
Patients must have improved access to and shared
use of their health information. Patient record match-
ing and personal authentication hurdles must be
overcome
Improving workflow: Patients, clinicians, provid-
ers, and ancillary service vendors need to adhere
to health information workflow processes that are
patient-centric. This includes responsibly receiving,
using, and contributing to patient health history that
is shared among all stakeholders involved with a
patient’s care. For many providers, this will require a
radical change in the way medicine is practiced

= Defining and implementing the national health
information exchange and knowledge management

architecture: A common understanding of how health
information applications (EHRs, personal health
records [PHR], etc.) and shared services can work
together to create an affordable, high-functioning,
and secure information transfer platform must be

achieved
= Creating and maintaining protocols for information

exchange: Common information exchange protocols
are required so information can be shared over time
by multiple stakeholders using a variety of health
information applications and devices

= Clearing policy and regulatory hurdles: State and
federal policies that conflict with national health
information goals or with each other need to be
harmonized

Current National Policy Focus

Most proposals promoting the use of health IT aim at
increasing investment in EHRs and, to a lesser extent,
e-prescribing. While these technologies may be neces-
sary, they are not sufficient to drive the type of change
in healthcare delivery that is required to realize the
quality improvements and cost savings desired.

Even when health records are electronic, infor-
mation is not automatically shared outside

of the organizational or network firewalls, or
across organizational boundaries.

Adoption of EHRs only addresses the first area identi-
fied in the previous section—getting out of paper—
and it does not go far enough to get to interoperability
and shared responsibilities for clinical decision-mak-
ing. Eliminating paper through health IT requires more
than just increasing adoption of EHRs.

An EHR is one specific technology within the health IT
portfolio; focusing exclusively on its adoption is prob-
lematic for at least three reasons:

1. EHRs are necessary but not sufficient for
interoperability The e-prescribing industry has
demonstrated that there is independent value
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to removing paper from a single process—pre-
scribing drugs. For example, RxHub/SureScripts
have shown us that it is possible to create a
patient-centric medication and allergy history
outside of the EHR. Leading health informa-
tion exchanges, such as the Statewide Health
Information of New York, are just beginning to
test how building shared services could reduce
cost and improve quality. In its approach,
shared services would exist outside the EHR
but interact with the EHR.

The market is not demanding robust EHRs,
as shown by low adoption rates, especially

in small office-based practice settings. As
we increase the supply of EHRs, we also need
to work on improving the demand for electronic
health information by demonstrating the value
of liquid health information. Because we do
not have a centralized delivery system, we
need the “pull” and the “push” to go paper-
less. Demonstrating benefits, as is being

done through e-prescribing and could be done
through telemedicine and other solutions, helps
to generate the pull.

3. Even with widespread adoption of interoper-
able EHRs, we still need to address other
gaps and barriers to reach the vision of

full interoperability. Even when information

is electronic, it is not automatically shared for
systems improvement and research outside of
the organizational or network firewalls, or across
organizational boundaries, because of technical,
legal, and privacy concerns. The experiences

of other countries are instructive with regard

to interoperability. For example, in the United
Kingdom, where more than 90 percent of primary
care practices use EHRs, and there is a single
national secure broadband network, interoper-
ability is being pursued as a separate initiative. 11

In summary, the goal is more than full EHR adoption.
Free flowing health information, communication among
care teams, and all of the benefits of interoperable
health information do not come automatically with EHR
adoption—and in fact, some benefits of interoper-
able health information can be realized without EHRs.
Therefore, it is critical to rethink our strategy and
focus new energy on all of the other components that
must be addressed to achieve benefits from liquid
health information.

11 HimsS. Electronic Health Records; A Global Perspective. August 2008. pp. 36-42.
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Figure 1: Other Countries’ Experience Shows That EHR Adoption Does Not Automatically Lead to

Interoperability
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Australia Canada Germany Israel

EHR—hospitals <10% <10% <5% >90% 8% <10%
EHR—primary care 79-90% 20-23% 42-90% 99% 89-99% 24-28%
E-rx—hospitals <1% <1% <5% NA <3% 5-10%
E-rx—primary care 75-81% 5-11% 60% 99% >90% <10%
Lab results online 76% 27% 34% 85-90% 84% 48%
.l::::.;f:rl patient No* No* No* Yes Yes No
Interoperable EHRs No No No No No No

nations. International Journal of Medical Informatics
(2008), d0i:10.1016/j.ijmedinf.2008.06.007. Data
for Israel were not available.

* Regional identifiers only Sources for Figure 1:

1. Sources for EHR in hospitals: Table 1, Jha AK, Doolan

D, Grandt D, Scott T, Bates D. The use of health infor-
mation technology in seven nations. International
Journal of Medical Informatics (2008), doi:10.1016/j.
ijmedinf.2008.06.007. For hospital EHR adoption

in Israel, see Lejbkowicz |, Denekamp Y, Reis S,
Goldenberg D. Electronic Medical Record Systems in
Israel’s Public Hospitals. Israeli Medical Association
Journal, 2004; 6: 583-587. U.S. hospital EHR
adoption figure is estimated from a discussion in
Congressional Budget Office, Evidence on the Costs
and Benefits of Health information Technology, May
2008, p. 6.

Source for EHR in primary care: Table 1, Jha AK,
Doolan D, Grandt D, Scott T, Bates D. The use of
health information technology in seven nations.
International Journal of Medical Informatics (2008),
doi:10.1016/].ijmedinf.2008.06.007. For EHR adop-
tion in Israel, see HIMSS: Electronic Health Records:
A Global Perspective. August 2008, p. 101. Germany
is pursuing a regional implementation plan, and the
adoption rate varies by geographic regions.

Source for e-prescribing in hospitals based on com-
puterized patient order entry, as reported in Table
1, Jha AK, Doolan D, Grandt D, Scott T, Bates D.
The use of health information technology in seven

Source for e-prescribing in primary care: Table 1,
Jha et al., The use of health information technology
in seven nations. International Journal of Medical
Informatics, 2008. Data for Israel from Lejbkowicz |,
Denekamp Y, Reis S, and Goldenberg D. Electronic
Medical Record Systems in Israel’s Public Hospitals.
Israeli Medical Association Journal, October 2004,
6:583-587.

Source for laboratory results online: HIMSS:
Electronic Health Records; A Global Perspective.
August 2008. Available at http://www.himss.ogv/
content/files/200808_EHRGIobalPerspective_white-
paper.pdf.

Sources for universal patient identifier: Fernandes
L and O’Connor, M. Patient Identification in Three
Acts, American Health Information Management
Association, http://library.ahima.org/xpedio/
groups/public/documents/ahima/bok1_037463.
hcsp?dDocName=bok1_037463 Accessed on
October 2, 2008 . Also see Quantin C, Allaert

F, Avillach P, Fassa M, Riandey B, Trouessin

G, and Cohen 0. Building Application-Related
Patient Identifiers: What Solution for a European
Country? International Journal of Telemedicine
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and Applications, 2008, in press, available at
http://www.pubmedcentral.nih.gov/articlerender.
fcgi?artid=2288643 Accessed on October 2, 2008.

7. Interoperability ratings based on Monegain B. Europe
Launches Large-Scale Health Data Exchange Pilot.
Healthcare IT News, October 26, 2008. http://www.
healthcareitnews.com/story.cms?id=10160; Also see
HIMSS, 2008, p. 8 and Australian Health Information
Council. eHealth Future Directions Briefing Paper.
AHMAC Meeting, October 4, 2007. Available at http://
www.achi.org.au/node/20.

Widening the Focus Beyond EHR
Adoption

As described in earlier sections, we feel a shift is
needed away from a “big bang” or “magic bullet”
strategy that articulates EHR adoption as the only
goal. More realistic and more effective may be a strat-
egy that drives delivery system change through an
incremental focus on widespread health information
exchange. We urge consideration of a strategy that
accelerates the exchange of critical consumer health
information such as prescription drug information, lab
results, and medical imaging.

Two accelerators combine policy and market
changes to improve the flow of information:
focusing on the information flow, not just on
the adoption of EHRs; and taking bold new

steps toward realizing a consumer-centered

healthcare system.

We have identified two accelerators, illustrated by
potential scenarios, that can help us reap the benefits
of health information exchange.

Accelerator 1: Intensify the Focus on Information

Flow and Communication
1.1 Get out of paper—continue to adopt electronic

health information to increase electronic data
exchange but focus additional energy to eliminate
paper-based medical practices in critical areas,

such as prescriptions, lab results, and medical
imaging

Starting with widely exchanged streams of information
from e-prescribing, lab results, and medical imaging
data could lead to the greatest derived benefit. All
three sources are of high value and should be avail-
able in electronic form at the point of care so that
clinicians and providers can reasonably be expected to
access and use an individual’s history in real time to
improve the safety and efficiency of care provided.

A variety of policy mechanisms can encourage stake-
holders to capture and share e-prescribing, lab, and
medical imaging information in electronic form. The
key to generating and maintaining the flow of informa-
tion and communications is “the belief on the part of
stakeholders that uses of the exchange will succeed
and be beneficial and that, in rare cases of problems,
the stakeholders will be protected and problems
solved” through policy and governance. 12

1.2 Reform payment to align incentives with desired
outcomes and processes known to affect outcomes,
including decision support and process redesign

The current payment system is out of alighment with
the nation’s goals for safe, timely, efficient, effec-
tive, equitable, and patient-centered care. Significant
reforms to public and private payment will help remove
counter-incentives and conflicts from the healthcare
system while encouraging the appropriate technology
investments required to make health information and
communications flow. CMS, TRICARE, and various
private payors have expressed interest in value-based
purchasing, or a shift in focus from volume to results.
Under the umbrella of value-based purchasing, payors
could create the expectation that care providers will
access, use, and contribute to patient-centered his-
tory. A substantial change in philosophy and mecha-
nism regarding care coordination is required to achieve
desired outcomes, with a much greater emphasis on
communications among care team members who may

12 New York State Office of Health Information Technology Transformation. Technical
Discussion Document: Architectural Framework for New York’s Health Information
Infrastructure. HEAL NY Phase 5 Health IT RGA, Section 7.2, March 2008. p. 6. Available at
www.health.state.ny.us/technology/projects
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practice in different organizational settings. The public
payors are positioned to lead this change.

1.3 Define and implement a national health information
exchange and knowledge management architec-
ture—make sure critical history data, such as phar-
macy, lab, and imaging data, flow securely across
organizational boundaries

Multiple regional health information organizations and
health information exchanges have identified, and in
some cases overcome, the hurdles of multi-organiza-
tion health information exchange and governance. At
the same time, SureScripts-RxHub has operationalized
a working exchange for pharmacy information. Finally,
other sectors (banking, defense) have provided models
for secure exchange of information.

We now have enough experience to define a health
information exchange architecture for some services
and implement it. The architecture can provide a com-
mon understanding of how health information appli-
cations (EHRs, PHRs, etc.) and shared services can
work together to create an affordable, high-functioning,
and secure information transfer platform. This could
be scoped conservatively at first to deal only with
exchange of pharmacy, lab, and imaging data.

1.4 Create and maintain standards for informa-
tion exchange: the Certification Commission for
Healthcare Information Technology (CCHIT) could
certify any system’s ability to meet health informa-
tion exchange requirements

Common information exchange protocols are required
so multiple stakeholders can share information using a
variety of health information applications and devices.
As such, the CCHIT could focus on the ability of health
IT to meet interoperability requirements, regardless of
the form their products and services may take.

The process under the ONC has included creation of
use cases by the AHIC, selection and harmonization
of standards by the HITSP, and development of criteria
and certification by the CCHIT. 13

13 Loonsk, J and Halamka, J. Standards Timeline and HITSP Interoperability Specification V
2.0. Presentation to AHIC June 12, 2007; HIT Implementation Testing and Support, for the
NHIN Initiative, http://xreg2.nist.gov/hit-testing; US Dept of Health and Human Services
website, http://www.hhs.gov/healthit/usecases/.

Many types of applications can perform the functions
and meet the standards and requirements developed
through the ONC process, including freestanding “clip-
boards,” PHRs, freestanding ER applications, EHRs,
lab information systems, radiology information sys-
tems, freestanding e-prescribing systems, and so on.
The CCHIT is now focused on certifying certain forms
of applications rather than on certifying innovations
that meet the CCHIT set of functional requirements.

We believe there are some missed opportunities in
this approach. First, the focus on EHR as the single
best solution to all healthcare problems is leading

to design of the “big EHR” through the certification
process. This means that small vendors, wanting only
to create products and services to address specific
market needs, may not be able to complete certifica-
tion and could be pushed out of the market. Second,
creating an increasingly big EHR could drive costs up
for health information products and push them out of
reach for many healthcare providers.

Solutions that achieve safe, secure, standardized
transfer of health information should be supported.
For example, CCHIT could begin to certify discrete sets
of functions—such as the ability to send and receive
a secure lab order—regardless of the technology’s
form. At the same time, implementation of freestand-
ing applications as alternatives to a big EHR could
bring new challenges, including a need for improved
communications.

1.5 Fast-track implementation of a nationwide e-pre-
scribing network with decision support at the time
and place of care

The nation could support a single, standards-based
network for e-prescribing and decision support (e.g.,
drug—drug interactions) that encompasses all pre-
scription drugs and includes controlled substances. If
existing policies and standards at HHS and the Drug
Enforcement Administration (DEA) were harmonized,
an affordable, phased-in, clinician-driven e-prescribing
system could be fast-tracked.

E-prescribing can open up the flow of e-health
information. Beginning in 2009, providers who use
e-prescribing with Medicare patients will receive a two-
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percent bonus and those who do not will have their
fees reduced, according to provisions of the Medicare
Modernization Act of 2003. There is a conflicting pol-
icy currently in place, however, through the DEA, which
excludes controlled substances from e-prescribing

to help prevent drug diversion. This exclusion policy
persists in part because of the perception that paper-
based systems with personal signatures in ink are
more secure than e-signatures. By early 2009, DEA
will be issuing new rules on e-prescribing of controlled
substances after reviewing comments submitted dur-
ing a recent public comment period that ended in
September 2008.

It is important to understand that e-prescribing is
much more than a prescriber initiating a prescription.
It is a process that involves communications among
the prescriber, the dispensing pharmacist, and the
patient and his or her family members and caretakers.
Properly designed and supported, the emphasis would
shift from initial prescriptions to the ongoing manage-
ment of medications as the patient’s clinical condition
changes over time.

Rather than being viewed only as instruments of effi-
ciency or cost-containment, effective e-prescribing
systems should be seen as essential tools in ensuring
that those individuals who need regular medications to
manage chronic conditions adhere to their medication
regimens, a significant ongoing problem in disease
management.

1.6 Assure pharmacy, lab, and imaging histories to
improve quality at the point of care and increase
reliable and valid reporting for quality and safety

The complexity of healthcare requires a deepened
commitment to improving care by integrating clinical
expertise with the best available evidence on what
works.14 Health information and communications tech-
nologies can assist in the development and applica-
tion of evidence that supports clinical decision-making
at the point of care and that contributes to a culture
of knowledge generation and continual improvement
in healthcare. This cultural shift in care delivery has

14 |nstitute of Medicine Roundtable on Evidence-Based Medicine. The Learning Healthcare
System. 2007, Executive Summary.

been described as a “learning healthcare system.”
Quality measurement is another important part of
quality improvement. Today’s quality measures rely on
clinical data that are either manually collected from
EHRs or based on claims data. The AHRQ has funded
the National Quality Forum to specify the prioritized
set of clinical data types and elements that would be
used for future quality measurement. Pharmacy, lab,
and imaging data are very likely to be considered high
priority. If we could assume that full patient history
related to pharmaceuticals, lab tests, and medical
imaging would be available electronically, the quality of
performance measures could be enhanced. For exam-
ple, we could begin to introduce reliable measures of
overuse to complement existing measures.

Accelerator 2: Take Bold Steps Toward a Patient-

Centered Healthcare System
2.1 Grant patients consistent, secure, and timely access

to their personal health information and the ability
to communicate securely with clinicians about it

We must strengthen an individual’s right to access

his or her health information and share access to this
information with healthcare providers. The government
could require that stewards of health information (clini-
cians, laboratories, etc.) provide such information in
electronic form to individuals or their designated agents
for purposes of collaborative decision-making with clini-
cians. For example, when a lab transmits a test result
to a clinician, an electronic copy of that result could
travel securely, in a standard format and using a stan-
dard protocol, to a destination of the patient’s choos-
ing such as a PHR or health record bank.

Under current legislation, individuals have rights to
information but they must make formal requests
(sometimes in writing) to access health information,
wait up to 30 days for it to arrive, and then work

with printouts or faxes. 15 Despite good intentions,

it seems that the Health Insurance Portability and
Accountability Act (HIPAA) and the ensuing security
and privacy provisions do not make it easy for patients

15 Title 45—Public Welfare And Human Services, Part 164—Security and Privacy, Subpart
E—Privacy of Individually Identifiable Health Information. Code of Federal Regulations, Title
45, Volume 1, Revised as of October 1, 2002, U.S. Government Printing Office via GPO
Access, CITE: 45CFR164.524, pp. 728-731.
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or their authorized agents to access the information to
which they have rights. These access barriers discour-
age the use of health information by stakeholders as
well as by private sector innovations that can convert
raw patient information into useful products and ser-
vices, including patient record storage, interpretation,
treatment plan adherence tracking, and so on. While
abuse of personal health information for commercial
gain should be prohibited, patients should be able to
authorize third parties to access and use their data in
ways that are in the patients’ best interests.

2.2 Define professional responsibilities for health
information workflow—better define how health
information is to be received, used, enhanced or
processed, and passed along to others

The healthcare delivery system needs to focus on

the care of individuals and should enable healthcare
professionals and organizations to provide better care
to these individuals and their families as they move
from setting to setting across the continuum of care.
Aggregation of health data for research can help to
expand knowledge about diseases, effective treat-
ments, and ways to improve the effectiveness and
efficiency of healthcare delivery at the point of care. 16
To realize the full benefits of health information, that
information needs to be viewed as a shared resource
that is under the stewardship of the patient and the
practitioners involved with the patient’s care and
available across organizational boundaries. In such

a model, patients, clinicians, providers, and ancillary
service vendors all would adhere to health informa-
tion workflow and communication processes that were
patient-centric, including responsibly receiving, using,
and contributing to a shared patient health history.

Government intervention might be required to imple-
ment this dramatic shift in the way Americans view
health information, and clinician and provider concerns
about competition and litigation would need to be
addressed. For many clinicians and providers, this rec-
ommendation will require a significant change in work-
flow, including improved coordination with the patient

16 Bloomrosen M, Detmer DE. Advancing the Framework: Use of Health Data. American
Medical Informatics Association, 2008.

and other caregivers, use of newly available informa-
tion in diagnosis and care decisions, and shared stew-
ardship of information.

2.3 Refine policies with respect to health information
privacy, confidentiality, and security breaches—
assure patients and clinicians that health informa-
tion is transmitted securely

Consumers need assurance that their clinicians will
have the right information to make informed decisions
about them at the point of care and that the confiden-
tiality, privacy, and security of their medical informa-
tion will be protected. Surveys show that the American
public supports having its personal health information
digitized and shared for research to inform public pol-
icy and practice, as long as appropriate privacy protec-
tions are in place. 17 However, the risk of high-profile
privacy breaches creates fears that consumer protec-
tions are not adequate.

To maintain a high level of consumer and clinician trust
in electronic records, a meaningful national remedy

for privacy breaches is necessary. It must address the
need for audit logs, error handling procedures, and lan-
guage that includes a substantial threshold for harm
as a trigger for notifying patients about breaches. 18 It
also will need to address concerns about the conse-
quences of data breaches, including whether penalties
are needed as deterrents.

The Common Framework for Networked Personal
Health Information, developed by Connecting for
Health and sponsored by the Markle Foundation, is
a potential source for additional guidance on privacy
principles. 12 Another resource is the Nationwide
Privacy and Security Framework released by the ONC
in December 2008. 20 The goal of these and other

17 Kaiser Permanente. More Americans Aware of Digital Health Options; Use of Health
IT Increases. June 12, 2008. Available at http://xnet.kp.org/newscenter/pressreleases/
nat/nat_080612_healthit.html. Forrester Research. National Consumer Health Privacy
Survey, November 2005. California Healthcare Foundation. http://www.chcf.org/topics/
view.cfm?itemID=115694. Center for Democracy and Technology, Comprehensive Privacy
and Security: Critical for Health Information Technology. May 2008. http://www.cdt.org/
healthprivacy/20080514HPframe.pdf.

18 u.s. Government Accountability Office. Privacy: Lessons Learned About Data Breach
Notification. GAO-07-657. April 2007.

19 Connecting for Health, Markle Foundation. Connecting Consumers: Common Framework
for Networked Personal Health Information. New York: Markle Foundation, 2008. Available at
http://www.connectingforhealth.org/phti/

20 office of the National Coordinator, U.S. Department of Health and Human Services.
Nationwide Privacy and Security Framework For Electronic Exchange of Personal Health
Information. Washington, DC: HHS, December 2008. Available at http://www.hhs.gov/
healthit/privacy/framework.html.
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efforts is to mobilize information sharing by fostering
public trust and stabilizing market risk.

2.4 Create a voluntary authentication system whereby
individuals can choose a unique personal identi-
fier for purposes of care and research—facilitating
secure and convenient patient and clinician access
to health information and facilitating health record
matching

A method of authentication and record matching is
required in a system that draws information from
multiple sources. Although a unique patient identifier
is broadly viewed as untenable as a national policy
option today, we believe it is much more dangerous

to patient safety and privacy to not have a reliable
authentication and record matching scheme. For exam-
ple, multiple records for individuals with the same
names (e.g., Mary Robinson, Jose Rodriguez) could be
mismatched, potentially resulting in dangerous medical
errors as well as breaches of privacy.

It seems appropriate for consumers to choose whether
or not to use a voluntary unique identifier for the
purposes of authentication and records matching.

A non-government organization could set up a ser-

vice whereby individuals could voluntarily register a
unique identifier and the authentication protocols of
their choice. The role of government could be to limit
access to these unique identifiers and to create poten-
tial deterrents, such as stiff penalties for misuse and
abuse. System vendors could further be required to
use voluntary identifiers when provided. This approach
requires that health information stewards and ven-
dors be able to use the consumer unique identifier for
authentication and records matching and that the reg-
istration process is affordable and highly secure.

Authentication, record matching, and privacy methods
are improving rapidly in the banking and telecommuni-
cations sectors and may provide additional models for
consideration in the health sector.

Conclusion

Health IT has tremendous potential to make the
healthcare delivery system more consumer-centered.
Technology can make health information portable so it
can follow patients from setting to setting and provider
to provider. In an interoperable healthcare system, the
flow of health information will support shared clinical
decision-making among patients, clinicians, and care
teams and improve quality of care as well as efficiency
at the point of care.

Consumers, clinicians, and provider organizations will
all derive real benefits when health information flows
faster and more freely, or becomes liquid. Consumers
will know that their clinicians will have the right infor-
mation to make informed decisions about them at the
point of care and that the confidentiality, privacy, and
security of their medical information will be protected.
For clinicians and provider organizations, the free
flow of information will mean the ability to make bet-
ter diagnoses, administer better care and preventive
interventions, reduce errors and adverse drug events,
conduct clinical and population-based research, and
improve overall health outcomes for their patients and
communities.

But health IT alone cannot improve the quality and
efficiency of healthcare. Even when information is elec-
tronic, it is not automatically shared outside of organi-
zational or network firewalls, or across organizational
boundaries. Technical challenges, privacy concerns,
legal liability issues, and the organizational culture of
healthcare combine to slow the adoption of electronic
health records, e-prescribing, and other health IT pol-
icy and market initiatives.

Our national health IT strategy can build on the current
infrastructure and successes to bring full interoperabil-
ity. By focusing on information flow and the needs of
patients, we have the opportunity to accelerate prog-
ress toward the goal of a consumer-centered system
of care.
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Our Approach

The development of this paper followed an iterative
process to identify potential accelerators of health
information liquidity and develop potential approaches
that can make these accelerators work.

First, we identified thought leaders from the provider
community, academia, the technology industry, and
government who have experience with interoperability
and with the barriers and solutions to health IT imple-
mentation and adoption.

These thought leaders were invited to participate in

an in-person discussion in Washington, DC, in early
August 2008, where we presented our ideas about the
value of free flowing health information for different
stakeholders, focusing on consumers, clinicians, and
providers. This initial discussion spurred an exciting
period of dialogue throughout the fall of 2008 with an
ever-growing group of thought leaders who participated
in telephone interviews.

To supplement the interviews, published reports, white
papers, websites, blogs, industry newsletters, and
extensive source materials were reviewed to provide
an understanding of the current state of adoption and
the views of experts on the topics surrounding health
information flow.

Next, we summarized and analyzed the results. Key
themes were identified to help clarify what worked,
what did not, and what might be the best path forward
to achieve true liquid health information for the United
States.

In particular, we examined—

» Experiences of early adopters in promoting the timely
exchange of health information

= Barriers to interoperability

» Ways to accelerate the free flow of health informa-
tion, including human capital, successful incentive
structures, and innovations from other industries that
can be applied to healthcare

This process allowed us, in turn, to identify and refine
the top accelerators of information flow and present
them to the thought leaders for review and comment.

Based on their comments, advice, and guidance, and
on our own discussions, we developed the scenarios
and approaches presented in What’s Left to be Done
Section.
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Glossary of Working Definitions

Architecture: A set of principles, structures, and processes used to guide the design and construction of
software systems based on a set of assumptions about the user and technical environment (HEAL NY). Open
architecture allows free access to developers and potential users to add, upgrade, revise, and share software
components, as compared to closed or proprietary software, which is not freely accessible to developers and
users. Service-oriented architecture unifies large applications and business processes by structuring them as
smaller modules called services (e.g., messaging, scheduling, billing, etc.)

Authentication: Act of verifying the identity of an individual, originator, terminal, or workstation to determine the
entity’s right to access certain information (HITSP)

Electronic Health Record (EHR): Information, assembled and maintained in an electronic format, that pertains to
the health status of an individual and health services delivered to an individual (HITSP). The Institute of Medicine
defined eight core functions of EHR systems as follows: health information and data; result management; order
management; decision support; electronic communication and connectivity; patient support; administrative pro-
cesses and reporting; and reporting and population health

e-prescribing: A prescriber’s ability to electronically send an accurate, error-free, and understandable prescription
directly to a pharmacy from the point-of-care (Center for Medicare and Medicaid Services)

Harmonization: A process of comparing different standards or components, resolving differences, and agreeing
on a common or standardized version

Health Information Exchange: Mobilization of healthcare information electronically across organizations within a
region or community (HITSP); also used more broadly to refer to any other information exchange, including paper-
based, conversations, faxes, etc. (HEAL NY)

Informatics: Knowledge and skills in the management and use of health information and communications technol-
ogy (health IT) and the organizational, social, and training issues that relate to health IT

Infrastructure: In information technology, the technical and software structures that organize and support a sys-
tem, such as an organization or a community

Interoperability: The ability of health information systems to exchange meaningful patient health information
within and across organizational boundaries in order to advance the effective delivery of healthcare for individuals
and communities (HITSP, HEAL NY). Semantic interoperability refers to information provided in a format that can
be understood by humans and computers

Liquid health information: The exchange of health information in which the information flows freely and the right
information reaches the intended person at the right time
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Open Source: An approach to software design in which the source code (programming) is freely accessible for
sharing, adapting, and upgrading

Personal Health Record: A paper-based or electronic health record that is initiated and maintained by a consumer/
patient, family member, or other caregiver

Workflow: A sequence or pattern of activities or operations by an individual or group working together; also used to
refer to the sequential processing of information by computers

Sources:
Center for Medicare and Medicaid Services http://www.cms.hhs.gov/eprescribing/;
HITSP Glossary, V 1.2, September 26, 2008. http://publicaa.ansi.org/sites/apdl|/hitspadmin/Reference%20Documents/HITSP%20Glossary.pdf

HEAL NY Phase 5 Health IT RGA, Section 7.2, Technical Discussion Document. NYS Office of Health Information Technology Transformation. Available at http://www.health.state.ny.us/technol-
ogy/projects

Institute of Medicine, Key Capabilities of an EHR System, July 31, 2003. Available at http://www.iom.edu/?id=19374
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Federation of

American
Hospitals.-.

Charles N. Kahn I1I ApI‘il 30, 2009

VIA EMAIL

Harry L. Reynolds, Jr.

Chairman, National Committee on Vital and Health Statistics
C/o James Scanlon, Executive Staff Director

Humphrey Building, Room 442-E

200 Independence Avenue, SW

Washington, DC 20201

RE: National Committee on Vital and Health Statistics (NCVHS) Executive Subcommittee
Hearing on “Meaningful Use”; Statement for the Record

Dear Chairman Reynolds:

The Federation of American Hospitals (FAH) is the national representative of investor-
owned or managed community hospitals and health systems throughout the United States. Qur
members include teaching and non-teaching, short-stay rehabilitation, and long-term care
hospitals in urban and rural America, and provide a wide range of acute, post-acute, and
ambulatory services. The FAH is pleased to submit the following statement on “Meaningful
Use” for inclusion in the NCVHS Executive Subcommittee hearing summary.

The American Recovery and Reinvestment Act (ARRA) establishes an incentive
payment program for providers and clinicians who demonstrate, among other criteria,
“meaningful use” of Health Information Technology (HIT). Therefore, defining “meaningful
use” is a critical first step as the NCVHS has recognized. The FAH recommends defining
“meaningful use” in a way that starts with the current state of health information technology
deployed in the field and moves to a higher standard over time. Recognizing current HIT use,
while encouraging the adoption of new functionalities, is critical to ensuring early, broad
participation by providers in the incentive framework established under the ARRA.

801 Pennsylvania Ave., NW, Suite 245 » Washington, DC 20004-2604 » 202-624-1500 « Fax: 202-737-6832





However, requiring discrete functionalities alone is not sufficient to realize the
improvements in safety and quality of health care envisioned by Congress. If the ARRA
incentive funds truly are to mark an investment in the transformation of U.S. health care, the
functionalities they reward must be connected in a manner that allows for critical health
information exchange to flow freely across a nationwide, interoperable health information
exchange architecture. The process can begin with labs, imaging, and pharmacy within a
reasonable time frame.

In support of this position, the FAH submits, for the record, a report titled, “Toward Health
Information Liquidity: Realization of Better, More Efficient Care from the Free Flow of Health
Information.” This paper was a collaborative effort between FAH and Booz Allen Hamilton to
identify the critical policy levers that will derive the greatest value from free flowing health
information exchange. Germane to the discussion of defining the functionalities of “meaningful
use,” the paper offers the following recommendations:

e Get out of paper — continue to adopt electronic health information to increase electronic
data exchange but focus additional energy to eliminate use of paper-based medical
practice in critical areas such as prescriptions, lab results, medical imaging.

* Define and implement a national health information exchange and knowledge
management architecture — make sure critical history data, such as pharmacy, lab, and
imaging data, flow securely across organizational boundaries.

o Fast-track implementation of a nationwide e-prescribing network with decision support at
the time and place of care.

¢ Assure availability of pharmacy, lab, and imaging histories at the point of care and
increase reliable and valid reporting for quality and safety.

Thank you for the opportunity to share our views on the very critical issue of “meaningful use”
of HIT. The FAH looks forward to working with you on this and other issues related to the
implementation of the HITECH Act.

Sincerely,

VL
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Fresenius Medical Care

Comments on the definition of “meaningful use” of electronic health records

“Meaningful use” of an EHR is a requirement for participation in the incentives for all qualifying providers identified in the
American Recovery and Reinvestment Act (ARRA). It should be noted that qualifying providers include both facilities and
physicians. Specifically, renal dialysis facilities are included as a qualified provider under the category of providers that
includes hospitals. Thus, the perspectives of the renal dialysis community and the over 350,000 dialysis patients it treats
should be incorporated into the development of a definition of meaningful use.

The intent of meaningful use is not to simply select and implement an EHR, but to demonstrate how use of the EHR system
will lead to the benefits that health information technology is designed to provide. The desirable attributes of EHRs that are
actually being used by Fresenius and other renal dialysis providers in the care of patients with end stage renal disease
should be reflected in the set of facility and physician attestations that may be used to justify the payment of incentives
under ARRA.

Meaningful use should provide compelling reasons for all EHR users to actually use the system. Attributes of meaningful
use of EHRs should be defined separately for those systems that are in use in facilities which qualify for the incentives and
for physician providers aiming to qualify their practice-based EHRs for incentive qualification.

The meaningful use provisions for facilities that qualify for the incentives should include the
following attributes:

1. The facility-based system should be certified by the Certification Commission for Healthcare Information
Technology (CCHIT).

2. The facility-based system should provide evidence of routine and regular use of a computerized physician order
entry system for the provision of care within the facility.

3. The facility-based system should accommodate the exchange of clinical information by facility-based renal
dialysis staff and credentialed outside physicians who provide care to renal dialysis patients in facilities.

4. The facility-based system should accommaodate features of decision support that enhance the reliability of care and
safety for patients.

5. The facility-based system should demonstrate that the facility provider can collect and report quality measures
drawn from clinical data.

6. The facility-based system should be able to demonstrate that the majority of the providers caring for patients
within the facility have access to and are using the systems routinely.

The meaningful use provisions for physician providers that qualify for the incentives should
include the following attributes:

1. The physician EHR should be certified by the Certification Commission for Healthcare Information Technology
(CCHIT) as a certified ambulatory system.

2. The physician EHR should provide evidence of routine and regular use of electronic prescribing of medications.

3. The physician EHR should demonstrate the capacity to exchange clinical information with other clinical systems,

including renal dialysis facilities.

The physician EHR should include decision support that enhances the reliability of care and safety for patients.

The physician EHR should be able to report quality measures that reflect the National Quality Forum’s clinical

measure guidelines for the care of renal patients.

6. The physician EHR system should demonstrate that the physician provider has access and is using the systems
routinely.
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April 30, 2009

To: National Committee on Vital and Health Statistics
From: The Health Story Project

Re: Written Testimony Regarding “Meaningful Use”

The Health Story Project is an alliance of healthcare vendors, providers and
associations that share a vision that all of the clinical information required
for good patient care, administration, reporting and research will be readily
available electronically — providing patients with a comprehensive electronic
clinical record, or complete health story.

The greatest single waste of current health information technology (HIT)
resources is the failure to leverage information that is already electronic;
this occurs approximately 600,000,000 times each year in the U.S. when
dictated notes are printed and the electronic source is not available for
exchange and reuse. With the American Recovery and Reinvestment Act
(ARRA) there is an opportunity to accelerate transformation of dictation from
paper to electronic data and to address this significant gap.

Meaningful use of the Certified Electronic Health Record (EHR) must
encompass dictation for creation and exchange of standards-based
clinical documentation. This comprehensive view of the EHR
supports the immediate needs of front-line physicians and patients,
is complementary with structured data, and lays the ground work for
increasing EHR adoption and information reuse.

It is for this reason that we respectfully submit this written testimony for
consideration as you discuss “meaningful use” as referenced in ARRA.

Stakeholder Communities Addressed in this Testimony

e Physicians: the overwhelming majority use dictation

e Vendors: Medical Records and Document Management, Coding,
Dictation, Speech Recognition, Natural Language Processing & EHR

e Transcription/Coding Service Providers: includes over 200,000 U.S.-
based knowledge workers

e Patients: want and deserve access to their complete record, including
physician narrative and structured data entry
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For Consideration

Narrative documentation enhances clinical care: Care processes are
individual and nuanced. Natural language captures the physician diagnosis
and treatment rationale, provides an invaluable vehicle for communicating
care details to the care team and ensures that the complete health story will
be available.

Dictation integral to existing workflows and practice: The
dictation/Transcription process delivers electronic content that can be
immediately available to EHR systems and Health Information Exchanges
(HIEs). Current practice coupled with minimal change to support the
standard metadata and structures of a minimally-encoded CDA document
can put a critical mass of information onto the networks at minimal cost.
Standardizing this process decreases costs in the near-term while supplying
immediate benefit to continuity of care.

(HL7 Clinical Document Architecture (CDA) documents are XML
representations of familiar clinical documents designed for exchange,
recognized by 1SO, ANSI, NCVHS, CHI, HITSP, CCHIT. Health Story supports
development of templated CDA specifications for common document types.)

Creating structured documentation: The minimal structure standardized
by templated, CDA-compliant narrative notes establishes an efficient
framework for speech recognition and natural language processing —
technologies in common use today as productivity tools for transcription and
computer-assisted coding. Integrating narrative and coded data using EHR-
compatible standards is an essential component of an incremental path to
semantic interoperability.

Every successful national HIE relies on structured documents: Those
that took this path from the outset have found it easy to augment the
degree of structured and coded data; those that aimed too high (i.e., to
exchange coded data exclusively) later turned to structured documents with
a mix of narrative and coded data to create a meaningful information
exchange environment.

As mentioned previously, each year in the U.S., 600,000,000 clinical notes
are dictated. This is by far the greatest single channel through which
information enters into the patient record and becomes available for
secondary use. Bold action can make these notes available for continuity of
care within the next 12-18 months. Vendors who have adopted HL7
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CDA/Health Story standards for dictated notes have done so to lower costs.
Steps forward that ignore this channel will court failure.

This massive data flow must be directed into the standards-based electronic
record, raising the level of reuse, supplying consistent metadata to support
search and retrieval and supplying the basis for front-line clinician decision
making while providing a clear incremental pathway towards discrete data.
Failure to value inclusivity and acceptance across the broadest spectrum of
providers - not just the exemplars on the cutting edge of HIT and
interoperability - will burn both resources and good will. Continuity of care is
an empty promise if it excludes the preferred process of 85% of physician
providers.

The vendors, service providers, clinicians and standards developers who
have written and supported the Health Story specifications for common
types of electronic documents - the HL7 CDA Implementation Guides for
History & Physical, Consult Notes, Operative Notes and Diagnostic Imaging
Reports - urge NCVHS to recognize that today, the disruptive technology
with the greatest capacity to transform practice and deliver the
benefits of HIT starts with the standardization of dictated notes.
This is an achievable step for providers that will inject massive
amounts of important information into our fledgling networks, lower
costs, and provide a clear pathway towards standardized
computable data.

Thank you for the opportunity to submit written testimony.
Sincerely,
The Health Story Project Executive Committee

Liora Alschuler, Alschuler Associates, LLC

Laura Bryan, MedEDocs , Representing AHDI/MTIA,

Mark lvie, MedQuist

Joy Kuhl, The Health Story Project

Susan Lucci, Transcend Services, Inc., Representing AHIMA
Kim Stavrinakis, GE Healthcare IT

Nick van Terheyden, MD, M*Modal





