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Distinguished members of the NCVHS Executive subcommittee, Dr. Blumenthal, and fellow panelists:  Thank you for the invitation and opportunity to testify and provide my perspectives on this panel.My name is Henry Chao and I am the Chief Technology Officer for CMS.I am here today to discuss some of the challenges, concerns, and recommendations regarding meaningful use from the policy and operations perspectives. I’ve had the pleasure of being a part of several teams of very committed and talented people, both internal and external to CMS, working to implement the Medicare Prescription Drug Program.  It was a tremendous challenge to integrate the systems and processes for Medicare, Medicaid programs, health plans, the pharmacy industry, and 3rd parties and I would characterize the experience as “extreme systems development.”  Even though it was an environment of intense and rapid development to meet the deadline, CMS strived to follow as closely as possible, the discipline of a lifecycle process.   The vision and the major goal were both very clear for MMA—“implement a prescription drug program so that Beneficiaries are able to receive Medicare prescription drug coverage by January 1st, 2006.”  The requirements and business processes were less clear. The operational requirements and increases in scale and capacity were even less clear. CMS had to quickly adapt and acclimate itself to key requirements for a 24x7x365 “real-time” pharmacy transaction processing model and to gain enough knowledge and understanding of the business process before it could choose the best alternatives given the requirements and constraints.   Public agencies often are given large, complex programs to implement and generally, we do not start from scratch because of the necessary integration and accounting for multiple touch points between legacy and new systems and processes.  Almost never are there “clean slates” from which CMS can start from and I’m certain the rest of the world is not like that either. Implementing the IT systems and infrastructure for a complex program taught CMS many lessons about the operational realities of a massive initial program start-up and the effort it takes to stabilize over a short period of time.  Also there were important lessons learned about implementing systems that have program performance metrics and data quality checks built-in as part of the design rather than extrapolating the metrics and quality checks from transactional production data.  As we discuss and plan the execution of the incentive program, we have to give some thought as to how to build-in performance metrics and quality data indicators that help determine at the lowest level, if there are operational performance issues and at a higher level, whether if the data coming in and/or the transactions being processed represent issues at the program performance level. What the incentive program under the ARRA/HITECH indicates to the healthcare industry and public agencies, is that great change is needed and a starting place for this particular cycle of change begins with incentivizing physicians and hospitals to increase their adoption rate and meaningful use of EHRs and HIT.  By comparison to what we’ve all have been discussing about improving outcomes in healthcare and increasing effectiveness and efficiencies, meaningful use of EHRs represents connecting only a few pieces of a vastly larger healthcare puzzle. Incentives for the meaningful use of EHRs is a good, if not great change for healthcare, but does it address a solution set for the entire “puzzle?”  I think not.  The mere presence of HIT and EHRs alone do not speak to how meaningful it’s being used.  We have to examine the entire puzzle and acknowledge  and make all the pieces visible and reasonably accounted for before we apply technology to business problems, at the local and at the national level. But do we have to absolutely know everything up front?  Not necessarily, but we do need to be smart and proactive in working on the present day change while always maintaining line of sight to the larger vision and common goals.  Strong and sustained leadership, common vision and goals will ensure than an initial “good enough” roadmap is defined while helping to navigate to a more mature state over time.  Without leadership and vision, it is exponentially more difficult to define and measure operational successes.   There are many perspectives from the major stakeholder domains.  Patients, providers, payers, vendors, and the government all move at different rates of change. But healthcare strategies, policies, business models, modes of interaction, requirements, and technical implementation of systems and data are fragmented, even within each domain. There is an overabundance of variability and randomness in healthcare because while we all share the desired outcomes (the “shared part” of the vision), we choose to operationalize and attempt to make real, the shared vision in our respective ways, which is somewhat understandable, but not necessarily viable as we desire to move towards greater levels of HIT adoption, interoperability, and meaningful use.  Obviously something is lost in translation if we mostly agree at the vision level, but not at the implementation level.   And what about the vision for the security framework needed to support data exchanges and measures reporting meaningful use at the HIE level, across HIEs, and nationwide?  As major Federal healthcare agencies strive to create the “workable” and implementable security framework for public-to-public and private to public health information exchanges, how can we come up with the workable model that keeps data secure, yet borderless when needed; private, but shared when the proper permissions and approvals are granted, while at the same time comply with the Federal Information Security Management Act and other laws applicable to Federal agencies.  Operationally, just the authentication piece of Identity Management is daunting and very costly within the Medicare data communication universe.  How do we operationalize and create efficiencies in authentication and identity management for an entire network of millions of individuals and entities needing to send information, receive information, request reports, provide reports, give consent, revoke consent, and the list of functions requiring the application of information security controls and applicable privacy protections as data exchanges scale in tandem with the vision for interoperable healthcare enterprises?Let’s move in to slide one listing the challenges…



What are the challenges associated with coordinating meaningful use policy 
and operations across Medicare and Medicaid in 2011 and as requirements 
become more robust over time?

• Provider identification

– Enroll/register for meaningful use reporting and incentive payment

– Requires increased level of granularity to account for relationships and association between the eligible 
professional with practice settings and use of EHR

• Maintain integrity of incentive payments

– Medicare and Medicaid must coordinate incentive payments across the continuums of time, location, and 
program participation in order to pay accurately

• Factoring provider workflow and patterns of practice to operate a measures collection and incentive payment 
program

• Factoring the integration points between Medicare and Medicaid for policies and operations

• Accounting for overall industry readiness and coordinating robustness of meaningful use with stakeholders

• Ongoing integration of legacy processes, operations, systems, and data with new requirements.  Incentivizing the 
use of EHRs is an initial step in payer programs to conduct greater levels of integration between the business 
processes of paying bills and measuring quality

• Medicare and Medicaid IT capabilities and capacities require increased scaling to meet growth in data and data 
integration requirements

• Entire healthcare industry along with Medicare and Medicaid are faced with resource challenges in just 
maintaining day‐to‐day operations and planning for major changes already in the works—CMS must implement 
ARRA provisions without adversely affecting our current operations and programs

• Attention to Security & Privacy rules, regulations, and requirements and how they may change over time is critical 
to successful operations and policy development
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What are the most important policy issues associated with implementing 
the Medicare and Medicaid incentives programs (e.g., setting 2011 criteria 
high enough while still assuring widespread participation)?

• Defining meaningful use measures and associated data standards
• Balancing greater rates of EHR adoption with the rate of improvement in 

standard measures of meaningful use 
• Building a clear roadmap for desired sets of outcomes
• Measuring policy effectiveness

• Ensure policies for incentive program  influences greater rates of adoption of EHRs
• Ensure adoption and meaningful use are sustained

• Creating a robust security policy framework to address HIEs where source data 
are from EHRs

• Establishing privacy policies for the ethical sharing and use of health 
information
• Critical to ensure that organizations do not use such information to deny care, 

insurance, employment, etc., based on access to these records
• Establishing policies that harmonize payer centric, provider centric, and patient 

centric healthcare domains
• Policy coordination among all the stakeholders
• Education, Outreach, and Communication
• Using EHR incentives to further link payment to quality
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In closing, I ask the NCVHS Executive Subcommittee to consider how sets of constructs and strategies may be established to focus on the common aspects of healthcare effectiveness and efficiency that would drastically reduce the risk of incongruous and inefficient healthcare operations.  The sets of constructs and strategies would:Establish a Core, Common Vision and goalsCreates a common information architecture for healthcare, where participantsKnow respective and collective starting and end pointsPlan the progression roadmap converging on the common goalsAccount for respective needs for uniqueness and tolerance for rates of changeIdentify the logical integration points between the administrative and clinical domainsRespects organizational diversity and unique requirementsFosters share-able innovationHarmonizes policies and standardsDefines role-based accountabilityFacilitates policy integration and interoperabilityExamine opportunities for mission integrationFacilitates process and workflow integration and interoperabilityEstablish appropriate information sharingEstablish a common framework of trustFacilitates data integration and interoperabilityFacilitates systems integration and interoperabilityFacilitates Measurement, feedback, and an integrative thought process for continuous improvement and applied research to create greater precision in healthcare and HITProvides for Governance that is:StrategicOperationalExamines sustainabilityOversees change management It is through what I’ve discussed above, that CMS (and others) will be able to adequately and successfully iterate towards an operational model that meets the intent and spirit of the incentive program and also be poised to play its role in transforming healthcare.
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