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(1) 

HEALTH INFORMATION TECHNOLOGY: A 
BUILDING BLOCK TO QUALITY HEALTH CARE 

WEDNESDAY, JULY 17, 2013 

U.S. SENATE, 
COMMITTEE ON FINANCE, 

Washington, DC. 
The hearing was convened, pursuant to notice, at 10:20 a.m., in 

room SD–215, Dirksen Senate Office Building, Hon. Max Baucus 
(chairman of the committee) presiding. 

Present: Senators Wyden, Stabenow, Casey, Hatch, Grassley, 
Roberts, and Thune. 

Also present: Democratic Staff: Mac Campbell, General Counsel; 
David Schwartz, Chief Health Counsel; Karen Fisher, Professional 
Staff Member; and Peter Sokolove, Robert Wood Johnson Fellow. 
Republican Staff: Kristin Welsh, Health Policy Advisor. 

OPENING STATEMENT OF HON. MAX BAUCUS, A U.S. SENATOR 
FROM MONTANA, CHAIRMAN, COMMITTEE ON FINANCE 

The CHAIRMAN. The hearing will come to order. 
First, I apologize to the witnesses for the delay. We had a vote 

scheduled at 10. Senators are voting, and they will be coming back 
in the next, roughly, 10 minutes or so. 

Senator Hatch, though, did tell me he had an interim conflict. He 
will be here a little bit later, but he had something else that came 
up that he has to take care of. 

Ralph Waldo Emerson once wrote, ‘‘Progress is the activity of 
today and the assurance of tomorrow.’’ This committee has held 
several hearings on overhauling the health care system to empha-
size value over volume. Today we will discuss a vital tool to assure 
that this mission is completed: health information technology. 

Over the past decade, when you went to the doctor, he or she 
likely kept track of your important health information by hand-
writing notes onto a paper chart. Then that chart, several inches 
thick, was filed away, often in a storage room, where no other doc-
tor saw it or had access to it. 

If you needed to see a cardiologist or surgeon, that specialty doc-
tor could not see your paper record. Maybe your primary care doc-
tor faxed over your information, but more likely the specialist 
would just ask you the same questions and create their own paper 
record and duplicate the same tests as your primary doctor. 

If you went to the hospital, the situation was about the same. Di-
agnostic and lab tests were all recorded on paper, and your pri-
mary care physician might have no idea what happened during 
your hospital stay. What resulted from this system? Duplicate, 

VerDate Nov 24 2008 20:48 May 28, 2014 Jkt 000000 PO 00000 Frm 00005 Fmt 6633 Sfmt 6633 R:\DOCS\87789.000 TIMD



2 

costly tests, fragmented care, and often dangerous medical errors. 
We needed a better system. Other industries were using informa-
tion technology to reduce their costs and to improve their service. 
Health care needed to catch up. 

In 2009, Congress passed the Health Information Technology for 
Economic and Clinical Health Act, known as HITECH. Under this 
law, Medicare and Medicaid gives providers financial incentives to 
adopt health information technology and meaningful use. 

‘‘Meaningful use’’ means prescribing medication electronically to 
eliminate errors from scribbled, handwritten notes. It means order-
ing a different medication when the IT system informs the doctor 
that the patient has a drug allergy. It means sharing information 
electronically among providers so they can coordinate the patient’s 
care. The result is better care at reduced costs. 

In 2009, we allocated $33 billion to help hospitals and physicians 
move to electronic systems. To date, Medicare and Medicaid have 
given out $15 billion. As of this past May, nearly 80 percent of hos-
pitals and half of physicians have received incentive payments be-
cause they have invested in health information technology. 

One of our witnesses, Dr. Farzad Mostashari, will tell us that 
3 years ago nearly 93 percent of prescriptions were handwritten. 
Today, that number has dropped to less than half. There are clear 
signs of progress, but we need to learn more and do better. Is the 
2009 law working as intended? Is the money being spent effi-
ciently? How much longer until there is seamless, coordinated care 
for patients? 

We also need to understand why there are disparities between 
rural and urban doctors. Only a third of rural hospitals have a 
health information technology system compared to half of all urban 
hospitals. What can be done to reduce this disparity? I might say 
that I hear it in spades from my hospitals and critical access facili-
ties in Montana. 

Ultimately, technology must become part of the culture of health 
care delivery. New payment models such as Accountable Care Or-
ganizations, medical homes, and bundled payments will drive pro-
viders to use information technology. 

Providers are being held financially responsible for providing 
high-quality, low-cost care. To succeed, physicians must engage in 
coordinated care, disease prevention, and chronic care manage-
ment. Health information technology is indispensable to accomplish 
this. Key to this transformation is interoperability. Computers 
must be able to talk to each other so that patients and the pro-
viders can access information wherever and whenever they need it. 

We need to know where we are in achieving interoperability, how 
far have we come, what barriers are preventing us from moving 
faster, and how do we overcome these barriers? 

Today we will hear from the administration about all of these 
issues. So let us assess the challenges and opportunities, and, more 
importantly, let us learn how we can best leverage technology to 
achieve better quality and better value for patients. The stakes are 
too high to let this opportunity elude us. 

[The prepared statement of Chairman Baucus appears in the ap-
pendix.] 
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The CHAIRMAN. Senator Hatch is on his way, and, when he ar-
rives, he will want to make a statement. 

I am pleased to welcome our witnesses. First is Farzad Mosta-
shari, National Coordinator for Health Information Technology at 
the Department of Health and Human Services; next, Patrick 
Conway, who is the Chief Medical Officer and Director of the Cen-
ter for Clinical Standards and Quality, and Acting Director of the 
Center for Medicare and Medicaid Innovation at the Centers for 
Medicare and Medicaid Services. 

I will just remind you that your statements will automatically be 
included in the record, and I urge you to summarize in about 5 
minutes. You can take a little longer if you want, just whatever 
works. 

Dr. Mostashari? 

STATEMENT OF FARZAD MOSTASHARI, M.D., ScM, NATIONAL 
COORDINATOR FOR HEALTH INFORMATION TECHNOLOGY, 
DEPARTMENT OF HEALTH AND HUMAN SERVICES, WASH-
INGTON, DC 

Dr. MOSTASHARI. Thank you, Chairman Baucus, Ranking Mem-
ber Hatch, distinguished committee members. Thank you for the 
opportunity to appear today on behalf of the Department of Health 
and Human Services. My name is Dr. Farzad Mostashari. I am the 
National Coordinator of Health Information Technology. 

Building on decades’ worth of bipartisan legislative work, in 2009 
the Congress and President Obama enacted the Health Information 
Technology for Economic and Clinical Health Act as part of the 
American Recovery and Reinvestment Act of 2009. 

I am pleased to be here today to discuss the policies and pro-
grams we have implemented to meet the goals of the HITECH leg-
islation and the progress made by America’s health care providers 
in expanding health information technology use. Working in close 
collaboration with our CMS colleagues and our Federal advisory 
committees, we have defined what it means to make meaningful 
use of electronic health records and the key certification criteria 
and standards for those software systems. 

America’s providers and software developers have stepped for-
ward. Throughout the country, 62 regional extension centers have 
signed up more than 147,000 providers in over 30,000 different 
practices. This means that over 40 percent of the Nation’s primary 
care providers have committed to meaningfully using EHRs by 
partnering with their local extension center. 

The financial incentives and the hands-on assistance have con-
tributed to a greater than two-fold increase in the EHR adoption 
among eligible professionals and a five-fold increase among hos-
pitals. 

As described in recent publications, there has also been strong 
progress in the routine use of specific functions that are strongly 
aligned with other policy drivers, including those championed by 
this committee, to help our health care system to become safer and 
more efficient and achieve higher quality. 

For example, computerized provider order entry for medication 
orders, which is a meaningful use requirement, has been shown to 
cut out nearly half of all medication errors. Since HITECH was en-
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acted, the percentage of physicians with CPOE has increased from 
45 to 80 percent. For non-Federal acute care hospitals, the percent 
with CPOE more than doubled between 2008 and 2012, rising from 
27 percent to 72 percent. 

Our aging population and the rise in chronic diseases place a 
premium on population health management, which requires data 
systems that can routinely measure the quality of care delivered, 
provide recommendations for guideline-based care, and reach out to 
patients. As one provider remarked, ‘‘You can’t provide accountable 
care if you can’t count.’’ 

Improved care coordination among providers is another one of 
the goals of the HITECH legislation. Patient information must be 
available when and where it is needed. 

However, much work remains to be done to achieve the full 
promise of meaningful use. While increasing rapidly, adoption still 
lags behind in small practices and critical access hospitals. The 
usability of many of the legacy software products is suboptimal and 
the cause of frustration for many clinicians on the front lines. 

While the digitization of health care is well under way, the com-
plementary and necessary optimization and redesign of practice 
work flows is still in its infancy. Perhaps most importantly, there 
is much work yet to be done to achieve higher levels of interoper-
ability between health care providers who use EHR products from 
different developers. 

As several Senators on this committee have pointed out, it is a 
daunting task to enable secure and private health information ex-
change among hundreds of thousands of providers using disparate 
systems already in place, while accommodating changes in tech-
nology. 

Nevertheless, I believe that through the exercise of multiple pol-
icy levers and substantial public/private collaboration, we are on 
the path toward better care coordination through health IT. 

Through leadership and support from the States, operational 
health information exchange organizations are increasing in num-
ber and in size, now covering over 120,000 health care providers. 
We have worked with industry and experts to achieve hard-fought 
consensus on technical standards for key health care transactions. 
The health care IT marketplace is currently in the process of un-
dergoing more rigorous testing, validation, and certification to meet 
these interoperability standards. 

Stage 2 meaningful use requirements significantly raise the bar 
for actual information exchange when care transitions, and pa-
tients, all too often caught in the middle between doctors who do 
not speak to each other, can finally get their own data in struc-
tured electronic format to share with whomever they please. 

But perhaps most significant has been the work of this com-
mittee and CMS in shifting incentives towards rewarding value 
and discouraging uncoordinated and wasteful care. Readmission 
penalties, value-based purchasing, shared savings programs, and 
bundled payments are all contributing to a sea change in the incen-
tives of health care providers and encouraging greater information 
sharing. 

There is much work yet to be done before we realize the full 
value of health information technology, but, in partnership with 
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the Congress and the community of health care providers, software 
developers, patient advocates, and researchers, we are well on our 
way to establishing the foundation for better health and better care 
at lower cost. 

Thank you. 
The CHAIRMAN. Thank you, Doctor, very much. 
[The prepared statement of Dr. Mostashari appears in the appen-

dix.] 
The CHAIRMAN. We are honored to have Senator Hatch join us. 

Senator Hatch, would you like to make a statement? We would cer-
tainly like to hear it. 

OPENING STATEMENT OF HON. ORRIN G. HATCH, 
A U.S. SENATOR FROM UTAH 

Senator HATCH. Well, thank you, Chairman Baucus. I am sorry 
I was a little late, but I had to go to a press conference. I hate 
press conferences, but I had to do this one. 

But I appreciate you holding this hearing about health informa-
tion technology, or health IT. This is really an important subject 
and topic, and the chairman has rightly stated that it can help im-
prove the quality of health care in this country. I appreciate the 
witnesses who are here today. 

I have witnessed firsthand the power of using IT to transform 
the delivery of health care. In Utah, Intermountain Healthcare 
System has long been one of the leaders in the field. This trans-
formation did not happen overnight. 

Dr. Homer Warner, a University of Utah cardiologist, helped es-
tablish the field of health IT in the 1950s. Now, his work and 
teaching, coupled with that of his colleague, Reed Gardner, in-
spired generations of clinicians to enter the field of informatics long 
before it became popular. 

The promise of health IT is that it can facilitate evidence-based 
clinical care to decrease the number of errors, which are far too fre-
quent in our complex, fragmented health care system, and allow 
each clinical visit to a health care provider to increase our knowl-
edge base about effective care. 

In preparing for this series of hearings on health information 
technology, we have heard from many providers, both large and 
small, as well as the vendor community. Most have said that they 
believe that the meaningful use program has spurred the invest-
ment in technology. Many were already in the process of estab-
lishing and purchasing health information technologies, and the 
meaningful use funds that they received simply helped offset the 
costs. 

For others, it was the threat of financial penalty that spurred 
this type of investment. Regardless, I think health IT can be a very 
valuable tool, and its use should be encouraged. However, it is my 
hope that we are not judging the success of this program simply 
on the number of dollars going out the door, but rather by the posi-
tive impact on patient care and decreases overall in health care 
costs. 
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* The Office of the National Coordinator for Health Information Technology. 

I also hope that as both CMS and ONC* establish requirements 
for the program, they consider all of the other burdens that pro-
viders face. As we have seen time and time again, not all providers 
are created equal. The size, sophistication, and availability of re-
sources vary greatly. 

I am very proud of the work that Intermountain Healthcare has 
done in this area, and their use of health information technology 
should be an example to all. But we have to acknowledge that they 
are really the exception, not the rule. As CMS and ONC develop 
future stages of meaningful use, we need to take into account all 
that we ask of our providers. 

Let me be clear: I do not want to see progress stalled on imple-
menting the use of technologies, but, if we ignore problems along 
the way and simply expect everyone to catch up, we will end up 
in worse shape. 

The Federal Government cannot afford to spend money on pro-
grams that do not yield results. At the same time, providers cannot 
afford to invest in systems that do not work or have to be over-
hauled a year later as requirements change. It would seem to me 
that we have an opportunity to push the ‘‘pause’’ button and make 
sure that the program is working before we continue down a poten-
tially unsustainable path. 

I think many members would agree that we should hold pro-
viders and vendors to high standards, and perhaps the meaningful 
use program in its various stages has set the bar too low. In the 
end, I would rather ask more of our providers and vendors, and 
provide them with a reasonable time line to achieve those goals. 

This hearing, along with the one scheduled for next week, is 
being held to allow us to hear from the administration’s leaders in 
health information technology and from the community of vendors 
and providers using health IT and clinical care. It is an opportunity 
to take a mid-course pulse of the ongoing meaningful use incentive 
payments to providers, and to assess the kinds of improvements in 
health care that these funds intended. 

Mr. Chairman, I am grateful that you are holding this hearing, 
and I look forward to hearing from our two witnesses. 

The CHAIRMAN. Thank you, Senator. 
[The prepared statement of Senator Hatch appears in the appen-

dix.] 
The CHAIRMAN. Let us hear from our other witness. Dr. Conway, 

you are next. 

STATEMENT OF PATRICK CONWAY, M.D., MSc, CHIEF MEDICAL 
OFFICER AND DIRECTOR, CENTER FOR CLINICAL STAND-
ARDS AND QUALITY, AND ACTING DIRECTOR, CENTER FOR 
MEDICARE AND MEDICAID INNOVATION, CENTERS FOR 
MEDICARE AND MEDICAID SERVICES, WASHINGTON, DC 

Dr. CONWAY. Thank you, Chairman Baucus, Ranking Member 
Hatch, and members of the Finance Committee, for the opportunity 
to speak with you today about CMS’s role in the adoption of health 
information technology. 
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When I started practicing medicine, I distinctly remember trying 
to read hand-scrawled notes, struggling to find an X-ray in the 
basement of the hospital, faxing or mailing discharge summaries, 
and going to the lab to track down lab results for patients. It was 
not an efficient or effective system; worse, missed information can 
lead to patient harm. 

Now I practice as an attending physician on weekends, including 
this past weekend, in a hospital with an electronic health record, 
or EHR, networked with other hospitals across the region. With the 
click of a button, I can pull up any lab result, X-ray, or CAT scan. 

I can even show, as I did this past weekend, a radiologic image 
to a worried family on the computer screen and explain the treat-
ment of care. Medication orders are checked for errors, and clinical 
guidelines are encompassed in the computerized order sets. 

When I was at Cincinnati Children’s Hospital, I led efforts using 
EHRs to measure quality across our system. We used EHRs as an 
essential tool to transform care. For example, I led quality improve-
ment work that used the EHR as a key driver to rapidly adopt new 
evidence-based practices, as was just noted, across our large system 
in a matter of weeks, leading to better patient outcomes. Health IT 
alone does not make care better, but it is an essential ingredient 
to care improvement. 

It is important to note that health IT has traditionally had bipar-
tisan support, as was just noted, and I personally worked for 
former HHS Secretary Leavitt on health IT initiatives. 

CMS is incentivizing and enabling the use of health IT to im-
prove care for beneficiaries. The Medicare and the Medicaid EHR 
incentive programs provide incentive payments to eligible profes-
sionals, hospitals, and critical access hospitals as they adopt, im-
plement, upgrade, and demonstrate meaningful use of certified 
EHR technology. 

The process for becoming a meaningful user of EHRs is staged, 
with increasing requirements for participation. Stage 1 focuses on 
basic use and data capture. Stage 2 focuses on more advanced EHR 
functions, including interoperability, patient engagement, clinical 
decision support, and quality measurement. In Stage 3, we expect 
to focus on increasing interoperability in health information ex-
change and to focus on improved patient outcomes. 

The incentive programs are achieving their intended result of en-
couraging and increasing EHR adoption. More than half of all eligi-
ble professionals in the U.S. and approximately 80 percent of all el-
igible hospitals and critical access hospitals have adopted EHRs. 

But incentives alone cannot sustain the transition to EHRs. The 
long-term sustainability of investments in health IT will come as 
a result of the movement away from fragmented fee-for-service care 
and toward value-based, coordinated accountable care models. 

CMS programs like Accountable Care Organizations and hospital 
value-based purchasing, and proposed rules like the recent one for 
complex care management, incentivize well-coordinated care and 
build a business case for providers to sustain their EHR systems 
over time. 

The incentive programs are also helping to improve the quality 
of care for patients. By requiring reporting on quality measures, we 
establish quality benchmarks. We can provide feedback to pro-

VerDate Nov 24 2008 20:48 May 28, 2014 Jkt 000000 PO 00000 Frm 00011 Fmt 6633 Sfmt 6633 R:\DOCS\87789.000 TIMD



8 

viders, and we can focus quality improvement efforts on measures 
that matter most to patients. The incentive programs are also fa-
cilitating safer, more efficient care delivery. 

One great example, as was noted, is e-prescribing, which gives 
providers the ability to better manage patient prescriptions and re-
duce adverse drug events. The EHR incentive programs require the 
use of this technology. 

In the first 2 years of the program, health care providers who 
met meaningful use standards reported sending 190 million elec-
tronic prescriptions. The incentive programs are also improving the 
care experience for patients. 

I helped take care of my father, who was a Medicare beneficiary 
with chronic illness, for many years before he passed away. We 
built his own personal health record from scratch, entering data 
from many paper records. No beneficiary or family will ever have 
to do this again, and can access their information electronically. 

Meaningful use Stage 1 requires providers to give patients elec-
tronic copies of their diagnostic test results, problem list, and medi-
cation list, and the Blue Button initiative allows patients and fami-
lies to download and use their health information. 

By incentivizing the adoption of EHR, CMS is making a commit-
ment to the health care delivery system of the future, a system 
that values high-quality, well-coordinated care for CMS benefici-
aries. Health IT is a foundational building block for delivery sys-
tem transformation and achieving better health outcomes for all 
Americans. I want to thank you for the opportunity to speak with 
you today, and I am happy to answer any questions that you have. 
Thank you. 

The CHAIRMAN. Thank you, both of you, very much. 
[The prepared statement of Dr. Conway appears in the appen-

dix.] 
The CHAIRMAN. First, I would like to remind everyone that we 

will have another hearing on this subject. Next week we will hear 
from providers and vendors to get a little bit different perspective 
here. 

I would like to ask two questions. One is about the various 
stages. Would you modify them at all? How are they working out? 
For example, it is my understanding that in Stage 1 there are eligi-
ble professionals who must meet about 15 core objectives and 5 of 
10 menu objectives. Eligible hospitals and CAHs must meet 14 core 
objectives and 5 to 10 menu objectives. In Stage 2, there are 17 
core objectives, and 3 of 6 menu objectives must be met, and eligi-
ble hospitals, CAHs, must meet 16 core objectives and 3 of 6 menu 
objectives. Stage 3 requirements will be determined a little bit 
later. 

Does that all make sense to you, those core objectives and those 
menus? How would you modify them, if at all, or do we need to 
worry about that? 

Dr. CONWAY. I will start, and Dr. Mostashari may build on. I 
think the concept behind the core objectives was to require the core 
objective aspects of electronic health records and functionality that 
we thought were critical to coordinate care. With the menu objec-
tives, the principle was to allow flexibility with selection of the 
menu objectives. 
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We also removed some core objectives and added some additional 
core objectives to raise the bar from Stage 1 to Stage 2. With Stage 
3, we are evaluating that approach versus other approaches, based 
on stakeholder feedback. With that, I will turn it over to my col-
league, Dr. Mostashari. 

Dr. MOSTASHARI. As Dr. Conway said, the structure that was rec-
ommended to us by the Health IT Policy Committee has this fea-
ture for flexibility. As noted, all providers are not the same, and 
they do not all do the same things. Some of those menu objectives 
may not be applicable to all. 

So, by providing the flexibility, we can say, if you report to a pro-
fessional registry, that can count; but not everybody does. If you ac-
cess imaging results a lot in part of your day, that can count; but 
not everybody does that. So it provides flexibility. It also provides 
the ability for us to introduce and signal functionality that is on 
its way, but it may be too soon to require everybody to be able to 
step up to it. 

The CHAIRMAN. Well, there are $15 billion in payments. Are the 
dollars just paid, or is it paid under conditions, such as the pro-
viders meeting certain conditions? 

Dr. CONWAY. I can start, if that is all right, and Dr. Mostashari 
can build on. So, they do have to meet requirements to receive pay-
ments, and you mentioned the core and menu objectives which are 
a significant portion of that requirement and the functional meas-
ures, if you will, for electronic health records. They also have to at-
test to electronic clinical quality measurement. In 2014, with Stage 
2, they will be electronically submitting, either as individuals or 
batch reporting for groups, on those functional measures and the 
electronic clinical quality measure. 

The CHAIRMAN. Are you on track? The administration delayed a 
floor mandate for various reasons, probably because they were not 
quite ready. How are we doing here? Are we on track? Have there 
been any delays? 

Dr. MOSTASHARI. We are finishing Stage 1, and we have had, I 
think, good results in terms of participation and achievement of the 
standards for Stage 1. We are working, in 2013, on implementation 
of Stage 2, which is going to be a big step forward, particularly 
around patient engagement and interoperability. We are going to 
continually monitor where we are, how we are doing, how things 
are going, and react and adapt as needed. 

The CHAIRMAN. This committee wants to help, so let us know. 
Just do not blind-side us with a telephone call one day that says, 
uh-oh, we are not doing this. Rather, let us know if there are some 
problems that we can help with, because clearly I do not know a 
Senator who does not believe in better health IT as a critical com-
ponent. 

About rural providers. 
Dr. MOSTASHARI. Yes? 
The CHAIRMAN. How are we going to help rural providers? It is 

harder for the smaller hospitals in a rural setting. 
Dr. MOSTASHARI. It is. It is much more difficult. There are pro-

viders who live in areas where EHR vendors will not come out to 
demonstrate the system for them. 

The CHAIRMAN. Right. 
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Dr. MOSTASHARI. Workforce is a major limitation for them to be 
able to do it themselves. Critical access hospitals have, on average, 
0.8 FTEs working on IT. The same person is often in charge of 
maintenance as well as IT. 

The CHAIRMAN. Right. 
Dr. MOSTASHARI. So they face unique challenges. One of the ap-

proaches that we have taken is to target rural providers, rural 
health clinics, critical access hospitals, for extra assistance through 
the Regional Extension Center program. The majority of rural pri-
mary care providers are working with an extension program mod-
eled after the agricultural extension program that rural providers 
are familiar with. I think that has contributed to rural eligible pro-
fessionals not falling behind in terms of the adoption rate. 

The CHAIRMAN. Do you think it has contributed enough? 
Dr. MOSTASHARI. We can always do more. The one area where 

we are working is on better collaboration between all the different 
Federal programs that touch rural providers. In Iowa, we recently 
did a pilot where we worked with the USDA to encourage them to 
look at the rural health care providers for the grant programs, the 
loan programs, that are available through the FCC Rural Utility 
Service. There are many programs that target rural providers, 
rural settings, and we need to bring all of our forces to bear in a 
coordinated way. 

The CHAIRMAN. Thank you very much. 
Senator Hatch? 
Senator HATCH. Mr. Chairman, I am going to yield to Senator 

Grassley, who has a conflict and needs to leave. 
The CHAIRMAN. I do not know if we can do that. [Laughter.] 
Senator Grassley? 
Senator GRASSLEY. Thank you, Senator Hatch, Mr. Chairman. 
I have just one question for both of you, but I want to lead up 

to that question, so please listen. The purpose of our investment in 
health information technology is to make it possible to quickly cap-
ture, store, and share data. 

It was our belief when we first started legislating in this area 
that quicker and more accurate data-sharing would lead to better 
care coordination and improve outcomes for patients, as well as 
savings to the Medicare program. 

I recently introduced a bill with Senator Wyden that would ad-
vance the idea of data-sharing. The Medicare Data Act would re-
quire the Secretary of HHS to create a searchable database of all 
Medicare claims and payments made to providers. Last Congress, 
we saw increasing support for our bill and a broadening belief that 
more data transparency in the Medicare program is a good thing. 

I applaud recent efforts taken by CMS to release Medicare hos-
pital data for a limited set of procedures. Despite its limited fash-
ion, I take the action to mean CMS recognizes the value of trans-
parency in this area. The Grassley-Wyden bill goes even further by 
making public all Medicare claims and payments made by all par-
ticipating Medicare providers. 

Taxpayers deserve to know where their hard-earned dollars are 
going. More transparency also means more provider accountability 
to communities they serve and other professionals they work with. 
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So here is my question. You have described how health informa-
tion technology will improve communication between providers and 
promote care coordination. Could a searchable claims database be 
used to complement these efforts by making providers more ac-
countable to their peers and the public? 

Dr. CONWAY. So, I will start, and then Dr. Mostashari can build 
on. First, we would welcome the chance to work with you and pro-
vide technical assistance on this legislation. As you noted, CMS is 
committed to transparency, committed to transparency both on per-
formance and quality information, as well as cost data. We are 
committed to utilizing data to drive improved quality and decrease 
costs. 

We have a number of mechanisms now where we are sharing 
data, both, as you noted, public use files for the public, and also 
our various compare sites which are run out of my center in CMS, 
both with data on the compare sites, downloadable data. We would 
welcome the opportunity to expand the ability to utilize CMS data 
to drive improvements and to work with the Congress on that. 

Senator GRASSLEY. Dr. Mostashari, I would like to hear from 
you. 

Dr. MOSTASHARI. We believe in the power of data for better 
decision-making and open data to the extent possible, given privacy 
concerns and operational realities. We have been, I think, strong 
supporters of making available data sets as part of meaningful use, 
making part of our certification products available, and working 
with the developer community to make good use of that open data. 

Senator GRASSLEY. Thank you, Mr. Chairman. Thank you, folks. 
The CHAIRMAN. Thank you, Senator. 
Senator Wyden? 
Senator WYDEN. Thank you very much. I want to thank Senator 

Grassley for the chance to work with him on that important bill, 
and I look forward to working with our colleagues on it. 

Dr. Mostashari, let me start with you because, as you know, we 
are asking a lot of the Centers for Medicare and Medicaid Services 
in the days ahead, and we are obviously talking about medical 
records today. Just talking with Senator Stabenow, sometimes you 
feel, in discussing these issues, that it does not resemble English, 
that, if you parachuted in, you would be trying to figure out what 
in the world we are talking about. 

So let me start with a question for you, Dr. Mostashari. How 
would you assess the quality of the computers today at the Centers 
for Medicare and Medicaid Services? 

Dr. MOSTASHARI. I do not think that I have enough experience 
with computer systems at the Centers for Medicare and Medicaid 
Services to be able to answer that question. I do not know if Dr. 
Conway would—— 

Senator WYDEN. Well, I wanted to ask you, because it is kind of 
a lead-up, and maybe we will get into some other areas that would 
shed some light on it. Now, you mentioned that you are ‘‘encour-
aging institutions that have health data to make it easier for pa-
tients to gain easy electronic access to their data and to use that 
information in ways that improve their health and health care.’’ 

Dr. MOSTASHARI. Yes. 
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Senator WYDEN. Do you believe that CMS is one of those institu-
tions? 

Dr. MOSTASHARI. In fact, I believe that CMS is a key institution 
for doing so. My mom, whom I have health care proxy for, down-
loaded 3 years of every claim submitted on her behalf and paid on 
her behalf from Medicare, and that information on her smartphone 
and on my smartphone has actually been really revolutionary in 
terms of us being able to manage her care better. So I think 
CMS—— 

Senator WYDEN. That would be a statement that the CMS com-
puters are not exactly in the Dark Ages. Would that be fair to say? 

Dr. MOSTASHARI. They have done a great job allowing the CMS 
Medicare Blue Button to be available to all 37 million Medicare 
beneficiaries. 

Senator WYDEN. All right. So we have made some headway on 
the patient side, and I think that is clearly a plus. We also are 
hearing continually from providers that they are waiting for their 
data, that they are having problems getting it. We touched on this 
a little bit at our hearing last week. This is a hugely important 
point, as you know, because right at the heart of the bill is the con-
cept of shared savings. 

What we want to be able to say to providers all over the country 
is—and there is great bipartisan interest in this—that when you do 
well, when you are able to give good-quality care at more affordable 
prices, you will in fact get to share in the savings. It is locking in 
a set of incentives that has not traditionally been available in fee- 
for-service. 

It is pretty hard to tap the potential of shared savings if the pro-
viders keep reporting to us and our various staffs that they cannot 
get their data. So what is your take on that, Doctor, and what do 
you think we can do to make sure that the providers can also get 
their data in a timely kind of fashion? 

You have told me something that I think is plenty useful this 
morning. You said your mom essentially got a lot of useful data in 
a fashion that was helpful to her, but I am still getting complaints 
and concerns from providers. So what is your take about how we 
turn that around? 

Dr. MOSTASHARI. Well, I will allow Dr. Conway to answer, but 
providers are now getting more data from Medicare than they ever 
have before, through the shared savings programs, the new CMMI 
programs, and also through, I think, the important measure in sec-
tion 10322 for qualified entities to receive Medicare data for the 
purpose of benchmarking and providing assistance to providers. 

So I think the Affordable Care Act provided important enablers 
of better data-sharing, and it is much improved compared to where 
it has been. I am sure that there are ways to improve, but it is bet-
ter than it ever has been, I believe. 

Dr. CONWAY. And just briefly, to build on that, through our var-
ious payment models, we do have monthly data feeds now. For ex-
ample, in the Medicare shared savings program, Pioneer ACOs, 
and a number of payment models, that is much better in terms of 
frequency than previously, as you may have heard. 

To build on the previous point on technical assistance, I think we 
would welcome the opportunity to provide technical assistance for 

VerDate Nov 24 2008 20:48 May 28, 2014 Jkt 000000 PO 00000 Frm 00016 Fmt 6633 Sfmt 6633 R:\DOCS\87789.000 TIMD



13 

what level of resources we would be able to achieve, what level of 
data feed, to what percentage of providers in America. So we would 
welcome the opportunity to work with you on this critical issue. 

Senator WYDEN. My time is up. I am going to ask you to get back 
to me on the record, Dr. Conway, about a statement in your testi-
mony. You make a point with respect to the vendors sharing infor-
mation, because we obviously have to hold the vendors accountable. 
You state, ‘‘We recognize that some providers and electronic health 
record vendors may not have a business imperative to share health 
information across providers and settings of care.’’ 

Now, that is a pretty troubling statement, because taxpayers 
have spent billions of dollars to make this work, and the vendors 
have seen enormous growth since 2009. I think we need to know 
more, and specifically I would like to hear, in writing, how you are 
holding these vendors accountable, because that money is out the 
door. As Chairman Baucus talked about, it is huge sums. So can 
you get back to us, say, within a week on that, Dr. Conway? 

Dr. CONWAY. We can commit to working with the Office of the 
National Coordinator to get back to you, and we will try to meet 
that time frame. 

Senator WYDEN. Great. 
Thank you, Mr. Chairman. 
The CHAIRMAN. And send that to the committee. 
Senator WYDEN. Yes. That is what I meant. 
The CHAIRMAN. Senator Hatch? 
Senator HATCH. Well, thank you, Mr. Chairman. 
Dr. Mostashari, I do not think I can get mad at somebody who 

would wear a bow tie like that, I just have to tell you. [Laughter.] 
It is a beauty. I am kind of envious, to be honest with you. 

Now, Dr. Mostashari, do you believe that a pause in meaningful 
use payments to hospitals and eligible providers would allow us to 
evaluate progress and readjust, if necessary, to get the return on 
investment that we have searched for with the electronic health 
record incentive program? Should a pause also coincide with a 
delay in penalties for the non-adopters? 

Dr. MOSTASHARI. No, sir. I believe that a pause in the program 
would stall the progress that has been hard-fought. Given the 
movement that we have accomplished through Stage 1, we need to 
give Stage 2 a chance to move ahead and to meet the urgency of 
the moment in providing support for coordinated care, for the 
transformation in health care, and I believe that a pause would 
take momentum away from progress. 

Senator HATCH. All right. 
Dr. Conway, in your testimony you recognized the changes that 

providers experience in trying to comply with multiple, and each 
slightly different, quality measure reporting outcomes. Now, my 
constituents would agree. When can we expect all of these meas-
ures to be ‘‘harmonized’’ and, more importantly, reportable as an 
automated function from within the EHR itself? 

Dr. CONWAY. Thank you for the question, Senator Hatch. So we 
have made significant progress in the last 2 years on this issue in 
my tenure as Chief Medical Officer. Specifically, we just proposed, 
in the physician fee schedule rule, the ability, for 2014, for groups 
of clinicians to report once and receive credit for all applicable pro-
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grams, so the meaningful use program, PQRS—the Physician Qual-
ity Reporting System—physician value-based modifier, and, if they 
are an ACO, the ACO program. This is a very different place than 
we were a year or 2 years ago, so we are accepting comments on 
that rule, but we look to finalize it to meet your vision of reporting 
once on an aligned set of measures. 

For hospitals, likewise, they now can, with this proposal—which 
we have comments coming back on, and look to finalize by August 
1st—report once and receive credit for all hospital programs: inpa-
tient quality reporting, hospital value-based purchasing, and the 
meaningful use program. 

So it is a critical point. I used to manage reporting on quality 
measures for my health system in Cincinnati, and we have now 
met that goal of an aligned set of measures to allow people to re-
port once and receive credit for all programs. 

Senator HATCH. Well, thank you. 
Dr. Mostashari, I have heard from providers that significant ob-

stacles to interoperability still exist. Do you share this perspective? 
If so, what are these obstacles, and how can we resolve them? 

Dr. MOSTASHARI. The obstacles include technical standards, non- 
proprietary open standards, for sharing information that there is 
consensus around. 

Another obstacle is the business case for information sharing on 
the part of providers, which this committee has done really impor-
tant work towards resolving. 

Third, trust. Many health care providers feel that they are en-
trusted with the patient’s information, and they are much more 
comfortable sharing as part of their normal delivery patterns of 
care than with remote individuals whom they are not on a first- 
name basis with. We are making progress on all three of those. 

We heard testimony from Marc Probst, CIO of Intermountain 
Healthcare, at the House hearing last fall, that more could be 
done—and we are pushing on the standards—but that there has 
been clear progress toward the interoperability standards. Stage 2 
of meaningful use and the 2014 certification criteria that the ven-
dors are testing now, are taking a big step ahead. If you would like, 
I can describe a little bit what is on the pathway here. 

Senator HATCH. All right. 
Dr. MOSTASHARI. The standards that we are working on are in 

three domains. The first is around language, so terminologies, vo-
cabularies, so that one person’s medication list can be compared to 
and added to another person’s medication list. We have never had 
a single standard for comparing medication lists. We do now as 
part of the 2014 certification criteria. 

There are single vocabularies for immunizations, there is a single 
vocabulary for clinical diagnoses, there is a single vocabulary for 
procedures. So these are important to make sure that we reduce 
the cost and, frankly, safety problems when two different institu-
tions try to compare local codes and local words and local maps. 
Laboratory results is another. 

The second area we have made progress on is, for the first time 
in our Nation’s history, we have consensus—hard-fought con-
sensus—on a single standard for packaging patient information in 
an electronic format, so we move beyond PDFs and text files to ac-
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tual structured data, where you know where the data elements are 
and you can reduce the cost of those interfaces between different 
systems. That is the consolidated Clinical Document Architecture 
which is part of the 2014 certification criteria. 

Finally, we have, for the first time, agreement on what protocols 
to use when sending health information over the Internet in a way 
that can be secure and encrypted. So the combination of those 
building blocks are in the 2014 certification criteria, and, when 
they take effect, I believe we will see a measurable improvement 
in the ability of organizations to talk to each other. 

Senator HATCH. Thank you, sir. 
Mr. Chairman, thank you. 
The CHAIRMAN. Thank you, Senator. 
Senator Thune, you are next. 
Senator THUNE. Thank you, Mr. Chairman. I want to thank you 

and Senator Hatch for holding this hearing. This is a hearing that 
I had written to you and requested a year ago, and I appreciate the 
fact that we are having a couple of hearings on what I think is a 
very important topic. 

Earlier this spring, I worked with a number of my colleagues, in-
cluding some on this committee, on a white paper that explored 
issues I hope we address today. I would like, if it is all right with 
you, Mr. Chairman, to submit it. It is called ‘‘Reboot: Re-examining 
the Strategies Needed to Successfully Adopt Health IT.’’ I would 
submit it for the record. 

The CHAIRMAN. Without objection. 
[The white paper appears in the appendix on page 78.] 
Senator THUNE. I want to start by thanking Dr. Mostashari for 

the efforts that he has made in responding to questions posed to 
the administration as part of that ‘‘Reboot’’ report. We received a 
response last week, and I appreciate the substance of that re-
sponse. 

I want to ask a question. I am really concerned about the argu-
ment that we need to make sure that there is a sufficient business 
case for continued progress on interoperability and exchange of 
data between unaffiliated providers. At some point the ability for 
the Federal Government to provide sufficient carrot and stick in-
centives is limited by the resource constraints and an appropriate 
level of financial penalties. 

So I am curious to know what you are doing to encourage the use 
of real market forces, not just government incentives and penalties, 
to create the business case for continued progress. I also wish to 
know what role the anti-kickback statute plays in constraining the 
types of market incentives that could be used to help make that 
business case. 

Dr. MOSTASHARI. Absolutely. And to clarify, we believe that it is 
important for government to be part of, along with the States, 
along with commercial payers and purchasers, changing the con-
text in terms of how the market operates. 

We are not suggesting that we need more incentives akin to the 
health IT incentive program—paying people per transaction to cre-
ate a business case for information exchange. It is more creating 
the context. 
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The readmission adjustments have had a market effect on hos-
pitals’ interests in coordinating care once they discharge their pa-
tients. They just have. We see that every day. The vendors now are 
much more interested in having interoperability because their cus-
tomers are saying to them, the market is working. 

Their customers are saying to them, when I discharge a patient 
to a nursing home, I want that nursing home to be able to get this 
information electronically. I want the primary care provider to get 
the discharge summary. If someone shows up in another emergency 
room, I want to hear about it, because I do not want them re-
admitted. That is what we mean by creating the business case for 
information exchange. It is really the business case for care coordi-
nation, which is what this committee is taking such important 
steps on. 

In terms of the Stark law and the anti-kickback statute, we 
worked with CMS and the Department of Justice on a Notice of 
Proposed Rulemaking on that, and I will let Dr. Conway speak to 
that. But it was clearly one of the policy issues that we could use 
as a lever to make sure that if information systems and software 
are donated, that we also get the expectation out of them that they 
will not be used to lock in patient data to a given institution. 

Dr. CONWAY. So, as Dr. Mostashari said, we have proposed a reg-
ulatory change that we think addresses some of those issues. Obvi-
ously, there are additional statutory changes you or other Senators 
are interested in. We would work with you on that. Just to amplify 
what Farzad said about the incentive structure, I have worked in 
delivery systems that migrated their contract models away from 
fee-for-service to accountable care models, and it does shift your in-
centives in a private market setting to incentivize sharing of infor-
mation and coordination of care. 

So, whether it is a readmissions program or new payment mod-
els, our goal is to incentivize those models that enable providers in 
the private market to achieve better health outcomes at lower cost. 

Senator THUNE. I want to come back to something that Chair-
man Baucus talked about earlier. I am concerned about the digital 
divide that may only get larger as rural hospitals are expected to 
take a leap into the more rigorous requirements of Stage 2. They 
have already expressed grave concerns about Stage 2. 

I am of the view that ONC and CMS ought to develop a way for 
rural hospitals to have more time to achieve Stage 2, while allow-
ing the more advanced health care systems and providers to move 
on to Stage 3 if they are ready. So the question would be, will you 
commit to giving rural providers more time to achieve Stage 2? 

Dr. MOSTASHARI. We meet with the rural providers, and we hear 
from them. Marty Fattig, whom you will hear from next week, is 
on our advisory group, and we have been, I think, quite open to 
dialogue with the rural community in terms of how we can help 
them achieve success and not necessarily accept that they are 
going to be further behind. 

I think the Regional Extension Centers have helped now. We set 
a goal of getting a thousand critical access hospitals to meaningful 
use by the end of 2014. We are going to revise that goal to get a 
thousand critical access hospitals to meaningful use by the end of 
this year. 
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We think that we are making good progress with those hospitals 
through the technical assistance and through the coordination that 
is possible, so we are open to dialogue. But I would much rather 
see the rural hospitals be able to keep up rather than acknowledge 
that they are going to fall behind. 

Senator THUNE. My time has expired, Mr. Chairman. 
The CHAIRMAN. All right. Thank you, Senator, very much. 
Senator Casey? 
Senator CASEY. Mr. Chairman, thank you very much. 
Dr. Mostashari and Dr. Conway, thank you for your testimony 

and your public service. When medical doctors and people with 
your education and experience are dedicating their time to helping 
all of us with regard to health care in the Federal Government, im-
plementing the Affordable Care Act and all the work that you do, 
that is of great significance, so we are appreciative of your work. 

I wanted to try to explore maybe two issues, but the principal 
focus that I will have in my questions will be with regard to chil-
dren and pediatrics. Dr. Conway, you have spent a lot of years la-
boring in the vineyards of children’s hospitals and working with 
kids, I know both in Cincinnati and in Philadelphia. How many 
years, one versus the other? 

Dr. CONWAY. Approximately 21⁄2 years in Philadelphia and 5 
total in Cincinnati. 

Senator CASEY. We want you to increase that Pennsylvania num-
ber. [Laughter.] 

Dr. CONWAY. I am sorry; I will work on that. 
Senator CASEY. I wanted to ask you in particular, when you focus 

on where we hope we are in Stage 3, when you are measuring qual-
ity more than you are in the earlier stages, tell us a little bit about 
how you measure quality, but in particular how you measure it as 
it relates to children. 

Because, as you know, as you have, I am sure, said and the advo-
cates tell us all the time, children are not small adults, so how you 
measure for adults will differ from children. But tell us about that, 
how you are beginning to implement it and how you hope it works 
in Stage 3. 

Dr. CONWAY. Thank you for the question, Senator Casey. There 
are a couple of ways we are trying to address that issue, and it is 
a critical issue, as you mentioned. One, especially for Stage 2, we 
actually ensured that we had sufficient measures covering pediatric 
care so that, if you are a pediatric provider, you can report on 
measures relevant to your practice. 

Two, we had had the concept of an adult-recommended core set 
of quality measures previously. We actually also did a recom-
mended set of pediatric core measures to report on. Also, working 
with our colleagues at the Agency for Healthcare Research and 
Quality and Medicaid, we have worked on initiatives related to 
standardized electronic health records, working with vendors to 
make sure that there are electronic health records that meet the 
pediatric population needs. 

In addition, through the CHIPRA funding, the Children’s Health 
Insurance Program reauthorization, as you know, there was fund-
ing for pediatric measurement development. We are working with 
our colleagues on developing measures that I think will be the next 

VerDate Nov 24 2008 20:48 May 28, 2014 Jkt 000000 PO 00000 Frm 00021 Fmt 6633 Sfmt 6633 R:\DOCS\87789.000 TIMD



18 

generation of pediatric measures, everything from safety measures 
to care coordination to dental health, a wide spectrum of pediatric 
measures that will really put us in a much better place to make 
sure we are ensuring that we are measuring quality robustly for 
pediatric patients. 

Senator CASEY. Dr. Mostashari, would you like to add anything 
on this in terms of your work? 

Dr. MOSTASHARI. I would just agree with Patrick that there has 
been a lot of work to move measurement from many of the process 
measures, of which we have lots, to more outcome-based measures, 
measures that are more parsimonious, more broad-based, and more 
designed from the ground up to be used with electronic health 
records, instead of re-tooling measures that are meant for chart re-
views, for which the data elements can often not be found or only 
found with difficulty with an electronic health record. 

There was a recent article published last week out of Kaiser that 
found that they reduced the cost of chart review for quality meas-
ures by half. They cut it in half based on being able to extract in-
formation from the electronic health record. But it is still not good 
enough. 

There are still too many quality measures that are re-tooled, that 
require elements that just do not make sense within the electronic 
health record context, and we are working in close collaboration 
with CMS to build new measures from the ground up that actually 
matter and that work. 

Senator CASEY. And also, with regard to children, the develop-
ment of databases, both regional and national—can you tell us 
about that? 

Dr. CONWAY. I will start, and Dr. Mostashari may add on. I think 
we are working with our Medicaid office, for example, on the 
CHIPRA quality measures, working with States on quality report-
ing. In terms of database development, we are actually working 
across the Federal Government, from the National Institutes of 
Health to the Administrative Resource Center to others, on what 
would be the infrastructure to collect data to inform care for chil-
dren. 

I currently care for mainly children in the hospital with multiple 
chronic conditions who are hospitalized, and that is a population 
where we often do not have the data and the evidence necessary 
to guide their care as best we can. Prior to coming to the Federal 
Government, I was part of an effort that actually linked children’s 
hospitals on an electronic platform, both for improving care quality 
and also research to inform that next stage of care delivery. 

Dr. MOSTASHARI. One thing I will add is that the pediatric com-
munity has actually been great at working together in collabora-
tives, whether it is around cancer or cystic fibrosis, and is a real 
model. If you look at the improvements in the death rates from 
childhood cancers and the number of children who end up in clin-
ical trials, it is really a model for what we hope to be able to do 
for adults. 

It is one of the goals, I think: not having a single centralized 
database of patient information, but rather having networks of or-
ganizations and institutions that can collaborate together. We are 
working on the standards for that to be able to share that informa-
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tion, and working with the Patient Centered Outcomes Research 
Institute to create that data infrastructure for distributed research 
as opposed to combining information in one database. 

Senator CASEY. Thank you very much. 
The CHAIRMAN. Thank you, Senator. 
Senator Enzi, you are next. 
Senator ENZI. Thank you, Mr. Chairman. Thank you for having 

this hearing. I am also pleased that next week we are going to 
have one with the private technology industry so that we can learn 
more about their involvement, as well as Federal impediments. I 
think that will be very helpful. 

Dr. Mostashari, I have heard concerns from the Wyoming Health 
Information Exchange that the requirements for data exchange in 
Stage 2 of the meaningful use program represent a step backwards 
for the program. In particular, representatives from the health in-
formation exchange have informed me that the secure data ex-
change requirements are limited to e-mails and text messages, 
when their system has a much more advanced capability already. 

Can you tell me how ONC is coordinating with States like Wyo-
ming to ensure that the meaningful use program is not hindering 
State progress in deploying HIT? What is being done to ensure that 
these innovative approaches are not hamstrung by current Federal 
rules? 

Dr. MOSTASHARI. Absolutely. We are working very closely with 
all of our grantees on the State health information exchange 
grants. We have health IT coordinators in every State funded 
through the program and designed by the Governors to coordinate 
with their local needs, their local resources. 

The different models in different States are different. What hap-
pens in Texas and the approach taken there is different from the 
approach taken in Maryland. We do work with them to make sure 
that the plans that they have are in alignment with the national 
standards and have a path to sustainability. 

Senator ENZI. Are you currently just doing the e-mails and the 
text messages? What about the other advanced capability? That is 
the main part of the question. 

Dr. MOSTASHARI. Sure. No, sir. The requirements, both for mean-
ingful use, the certification of electronic health records, and for the 
health information exchanges, are not limited. They are a floor, not 
a ceiling. We are supporting the States in development of more 
complex, more comprehensive query systems, even as we are also 
supporting the more directed messaging, which, to clarify, is not 
text or PDF, it is actually exchange of structured, codified elec-
tronic information through direct messaging. 

Let me give you an example of a rural provider in Wyoming who 
has an independent practice in a small town. 

Senator ENZI. That would be Dr. Gee. I talk to him all the time, 
so you do not need to answer any questions in regard to that. He 
is my authority. 

Dr. Conway, a recent news article noted that more than 10,000 
providers who participated in 2011 did not do so in 2012. Does this 
trouble you, as these providers are subject to penalties if they do 
not meet the Medicare meaningful use requirements year-on-year? 
What will you do to simplify the program, and were these providers 
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more rural or urban providers, or located in a particular type of 
practice or area of the country? Who is it who dropped out? 

Dr. CONWAY. So it is important to note that it was a relatively 
small percentage who dropped out of the program. However, it is 
an important question to look into the reason for it, so we have 
started. 

Senator ENZI. Ten thousand is a small number? 
Dr. CONWAY. What I mean by that is, if you think of the 300,000 

participating providers, 10,000 is a significant number that we did 
look into. I just mean, as a percentage basis, it is a small percent-
age. We did, though, investigate this and look into the reasons. It 
was a mix of factors: people who were retiring, often people who 
were switching practices to a new or a different practice setting. 

For some, there was education outreach. They did not realize you 
needed to come back in every year, so now we are doing some re-
education and outreach, working with physicians and especially so-
cieties to make sure people understand it is an annual update pro-
gram. So there were a host of other reasons—they wanted to switch 
vendors, for example. So there were a host of reasons. In terms of 
the program burden, we always look to find the right balance of 
moving the program forward but minimizing burden and elimi-
nating unnecessary burden on providers. 

Senator ENZI. Thank you. Because we have to work with these 
people one-on-one, even though it is 10,000. 

Dr. CONWAY. Yes, sir. 
Senator ENZI. And it is a small percentage, but each one of them 

has a major concern. 
I have another question, I think along those lines. CMS stated 

it is increasingly incorporating the electronic quality measurements 
into payment systems. How are you going to assure providers that 
their performance is being fairly and accurately represented in the 
data submitted to CMS as part of that meaningful use program? 
What is your time line and plan for improving the integration of 
the quality measurement, especially the outcomes-based measure-
ment, into the electronic health records? 

Dr. CONWAY. Thank you for that question. We are aligning meas-
urement programs. As I mentioned briefly, we have proposed, for 
this year’s physician fee schedule rule, to enable providers to report 
once and receive credit for all applicable reporting programs: the 
EHR incentive program, PQRS, physician value-based modifier, 
and, if they are an ACO, the ACO program. 

In terms of the validity and the reliability of the measures, we 
also work with the Office of the National Coordinator on certifi-
cation criteria to attempt to ensure that electronic health records 
are capturing and reporting the data reliably. 

Also, for Stage 2 we are enabling data intermediaries, enabling 
a private market for data intermediaries, to serve both for frequent 
feedback to clinicians and for standardized reporting to CMS, and, 
similar to what we have done in the hospital program, our goal is 
to provide feedback to providers and to ensure that we have valid 
and reliable electronic clinical quality measures. 

Senator ENZI. I have to talk to my doctors to see if they can un-
derstand what you just said, because I had a little difficulty with 
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it. I will have more specific questions on all those acronyms that 
you mentioned. My time has expired; I apologize. 

The CHAIRMAN. No problem, Senator. 
Senator Stabenow? 
Senator STABENOW. Thank you very much, Mr. Chairman. This 

is a very important hearing. Let me just start by saying we have 
given you a massive task. When I think about where we started 
a few years ago with a number of us working on this for a long 
time and talking about going from a paper-based system to a dig-
ital, electronically based system, it is just amazing. So I know there 
is a lot of work to do. 

I have a lot of concerns about specifics, but I just want to say 
in the beginning that we should at first recognize the fact that 50 
percent of eligible providers, 80 percent of eligible hospitals, have 
gotten incentives to move to electronic health records, and, overall, 
adoption has more than doubled for physicians and quadrupled for 
hospitals. 

So we have done a lot of important work, I think, together on the 
committee, as a Congress, working with all of you. The fact that 
participating provider practices have increased from 45 percent to 
80 percent from 2008 to 2012, in terms of electronic health records, 
is very significant. We need to get it done, and we need to get it 
done right. As the chairman said, I do not know anyone who does 
not think this is absolutely necessary to do. 

Given that, let me associate myself with Senator Hatch, who 
asked about health IT and quality measures, and just reiterate 
that. Dr. Mostashari, we are in a situation where I know that you 
are focused on streamlining measures, and we have all kinds of ex-
amples. I have hospitals in some cases reporting the same informa-
tion twice in two different formats. We have to address that if this 
is going to be successful. 

Let me talk about vendors and interoperability. I know that Sen-
ator Wyden and our chairman have expressed interest and asked 
you to respond for the record, but I would like to ask you to just 
talk about it for a moment, because I am hearing a lot of frustra-
tions from hospitals and physicians. 

They are purchasing systems that are unable to communicate 
with other systems. There is not enough information exchange in-
frastructure. The costs of products are overwhelming. In some 
cases, they are being sold products that are not interoperable and 
told, if they want them to be interoperable, it is going to cost them 
more money. 

So what are we going to do about this? I mean, we see situations 
where some vendors form contracts that block the exchange of in-
formation. Certainly the vendors are very important, but this 
seems like it is a real problem, so I am wondering, Dr. Mostashari, 
if you would speak to that. 

Dr. MOSTASHARI. Yes. Absolutely. There needs to be action on 
multiple fronts. We need to exert the regulatory levers judiciously, 
to not take too heavy of a hand, but not rely entirely on the invis-
ible hand either. So, in our certification program, for example, we 
have required transparency from the vendors in terms of their pric-
ing. 
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If a module is going to cost you extra, in addition, you need to 
be transparent about that with the customers. You have to be 
transparent about how you passed the certification test. We still 
hear providers saying, I do not understand how this product got 
certified. We indeed have pulled the certification for a vendor who 
did not respond to repeated questions about whether they in fact 
were doing what they were supposed to be doing. We also have re-
quirements around user-centered design so that, particularly 
around safety issues, they meet those needs. 

Senator STABENOW. I was just going to jump in and ask, do you 
think you have enough authority from a regulatory standpoint—— 

Dr. MOSTASHARI. Yes. 
Senator STABENOW [continuing]. Or do we need to change the 

law? 
Dr. MOSTASHARI. No. No. We have authority from a regulatory 

standpoint. The question is, the judicious exercise of that authority. 
We also need the market, the invisible hand, to work too. The cus-
tomers need to be demanding and tough customers, and they need 
to ask for interoperability. We have regional extension centers 
helping the smallest practices with better vendor contracts, better 
negotiations, and so forth. 

But in between the market competition and regulation there is 
something else, and that is kind of professional business norms and 
the social norms among the vendors. We have asked them to step 
up on that, and, in fact, the vendor association did just recently 
come out with a code of conduct, which I was very glad to see, 
where the vendor is saying there is actually a code of good conduct 
for electronic health record vendors that includes things like not 
blocking information. So I do think we are making progress on 
that. We need to continue to be vigilant. 

Senator STABENOW. Let me just say, as my time is up, that also 
related to interoperability, of course, particularly in rural areas, is 
tele-health, which has such an important impact. We have a lot of 
leaders in Michigan, in what we call the Upper Peninsula of Michi-
gan. Marquette General Hospital has received a lot of recognition 
for what they are doing. So I hope that we are using what we are 
doing in terms of leveraging tele-health with the interoperability 
standards that we are putting together. Particularly for rural 
areas, that is very, very important. 

Thank you, Mr. Chairman. 
The CHAIRMAN. Thank you, Senator. Thank you very much. 
Senator Roberts? 
Senator ROBERTS. Well, thank you, Mr. Chairman. I think I am 

riding drag on this posse. I want to associate myself with the re-
marks of Senator Enzi and the distinguished chairman and rank-
ing member. Senator Stabenow pretty well summed it up with re-
gards to the word getting out to all of our rural health care pro-
viders, and for that matter any health care provider. Who are you 
meeting with this Friday, or a week from Friday, in terms of the 
rural providers? 

Dr. MOSTASHARI. We actually meet weekly. Our staff meets 
weekly with—— 

Senator ROBERTS. Who are these folks? 
Dr. MOSTASHARI. It is the National Rural Healthcare Association. 

VerDate Nov 24 2008 20:48 May 28, 2014 Jkt 000000 PO 00000 Frm 00026 Fmt 6633 Sfmt 6633 R:\DOCS\87789.000 TIMD



23 

Senator ROBERTS. All right. 
Dr. MOSTASHARI. It is critical access hospitals, it is—— 
Senator ROBERTS. How many of them are there? Five, 10, 20? 

What? Three? 
Dr. MOSTASHARI. I am sorry? 
Senator ROBERTS. How many are there? 
Dr. MOSTASHARI. Oh, I would have to get back to you on that. 
Senator ROBERTS. Well, my concern is, I do not think we are get-

ting the word west of Highway 81 in Kansas, or for that matter, 
what was it, Ten Sleep in Wyoming? That is 250 people. They have 
to go 40 miles to even see a doctor. 

But I am worried about these folks, because it is a lot like Paul 
Harvey used to be with Page 1 and Page 2. You know, Page 1, and 
I will be back in just a minute. Well, you have Phase 1 and Phase 
2. If we could just pause and make sure that most of the rural pro-
viders know what is going on, because I get two sides of the story. 
I talked with the folks in Topeka, our capital. They say everything 
is going as best as it possibly can. I get a lot of calls from providers 
saying this is the proverbial wet horse blanket. 

Let me just ask a specific question. Well, my suggestion would 
be to take this show on the road, to go out to places. I would rec-
ommend probably Hays, KS, or Dodge City, KS. That is my home-
town. I am not sure I would recommend wearing the bow tie in 
Dodge City, KS. But at any rate, we will let you do that. It would 
be easy. I could say, I cannot answer that question; ask the guy 
with the bow tie. I am not trying to pick on you here. [Laughter.] 

But if you could go out and sort of take this, what, digital show 
on the road, I think that might be helpful, or maybe have these 
folks come in. That might be a better thing, because I know you 
are extremely busy. By the way, thank you for coming by and vis-
iting with me. 

You have stated that providers will also be required to commu-
nicate with patients through secure messaging, like encrypted 
e-mail, and make patients’ health record information available to 
them electronically. Now, we have not seen any details on this, and 
this is probably premature, but how will this work for patients in 
physicians’ offices who do not have sophisticated access to a com-
puter or the Internet? 

Dr. MOSTASHARI. So, Senator Roberts, I did find the numbers for 
you. We are working, through our Regional Extension Centers that 
are in the field, modeled after the agricultural extension program, 
with 23,650 rural primary care providers and 1,025 critical access 
hospitals, boots on the ground, helping them understand what the 
program is about and to be successful at the transition. 

Senator ROBERTS. Now, I have 83 of those critical access hos-
pitals in my State. I am not sure. You are saying you have been 
out there to visit with these folks? 

Dr. MOSTASHARI. Not me personally, but we have—— 
Senator ROBERTS. Well, not you. I understand that. 
Dr. MOSTASHARI. We have funded the Regional Extension Center 

in Kansas to work with them, and they are working with 207 pro-
viders who are working in critical access hospitals in Kansas. 

Senator ROBERTS. I appreciate that. Thank you. 
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I want to go to a more specific question. I am running out of time 
here, so I will try to be brief. I have heard a lot from providers, 
more specifically, a radiologist, a pathologist, an anesthesiologist, 
that they fall subject to penalties for not participating in the re-
quirements of an office-based program where they would simply be 
collecting data to report to the government to avoid a penalty. 

Do we have any plans to improve the flexibility for these special-
ists? It seems a little ridiculous to me that, if we are just going to 
collect data that they would not otherwise gather in their practice, 
that would not be necessary. 

Dr. MOSTASHARI. Yes, Senator. That is feedback that we heard 
from Stage 1 of meaningful use. Many of those specialists were 
originally classified as hospital-based providers, and there was a 
legislative change to include them as eligible professionals, which 
meant that they would be potentially eligible for the penalties as 
well. But we are now hearing about the difficulties they may face 
as users of the hospital-based system in meeting some of those re-
quirements. 

So we have, in Stage 2, in the final rule that CMS promulgated, 
provided for the opportunity for exceptions for hospitalists like an-
esthesiologists, pathologists, and radiologists, whose systems are 
the hospital systems that they use. 

Senator ROBERTS. What is the length of the comment period on 
the final rule? 

Dr. MOSTASHARI. I can get back to you. I think it is 60 days. 
Senator ROBERTS. This is not an interim final rule where you 

have 30 days and then, bingo, you are—— 
Dr. MOSTASHARI. We had a Notice of Proposed Rulemaking, and 

we received, I think, a few thousand comments on that, and we did 
a final rule after 60 days of comment. 

Senator ROBERTS. Is there any comment period after the final 
rule? I mean, is final final? 

Dr. CONWAY. Once it is finalized, the rule is final. We always 
welcome comment to inform future stages of rulemaking, if there 
are any adjustments that we can make on a subregulatory basis. 
This is an important community that we are trying to work with 
to make sure the program works for them. 

Senator ROBERTS. I appreciate that. Thank you for your answer, 
and thank you for coming. 

The CHAIRMAN. Thank you, Senator. 
Gentlemen, as you know, we are having another hearing with 

vendors and others. What will they tell us; what will their com-
plaints be? What will their concerns be, and what is your response? 

Dr. MOSTASHARI. I think you are going to hear different things, 
Senator, depending on whom you ask. There will be some who will 
say that we are not moving fast enough, not moving hard enough. 
There are others who will say it is too fast and the standards are 
too rigorous. 

The CHAIRMAN. So what category is going to say ‘‘not fast 
enough,’’ and what is the category that is going to say ‘‘too fast’’? 

Dr. MOSTASHARI. Making broad generalizations in terms of the 
comments that we received from the Notice of Proposed Rule-
making, the consumer community believes and has written to us 
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about needing to keep up the pressure, with purchasers and payers 
included in that group. 

Some of the smaller, more nimble software companies feel that 
this is not that difficult to step up to the next stage of certification. 
On the other hand, the bulk of the larger vendors and some of 
those who have to deal with hundreds or thousands of separate—— 

The CHAIRMAN. So what is going to be the most legitimate com-
plaint? 

Dr. MOSTASHARI. Well, they are all legitimate, Senator. 
The CHAIRMAN. I said ‘‘most legitimate.’’ 
Dr. MOSTASHARI. I think one of the lessons that we have learned, 

and one of the ways in which we need to continue to evolve the pro-
gram, continue to make forward progress on the program, is going 
to be moving more towards outcomes, not just in our quality meas-
ures but also in the program, and aligning the program ever more 
tightly with the needs of delivery reform and payment reform. 

So our goal is for this health IT to be truly a foundation for your 
work, to be able to create a higher quality, safer, more cost- 
effective health care system. The greater the alignment we can 
bring between the health IT and the payment and delivery reforms, 
the more successful both will be. 

Dr. CONWAY. If I might build on that. 
The CHAIRMAN. Sure. Go ahead. 
Dr. CONWAY. You named one of the groups earlier that I think 

about a lot—and we need to make sure we address the issue suffi-
ciently—and that is rural providers, small practice, small-town pro-
viders. By way of context, I grew up in a small town in Texas with 
a solo practitioner family medicine doctor. Many of my family are 
in small practices across the Midwest, including my sister, who is 
a solo practitioner specialist in the Midwest. 

Farzad mentioned a lot of the Regional Extension Center work 
that we are doing that is terrific, but I think we need to continue 
that work, and we need to make sure that the program meets the 
needs of the rural and small practice providers. We also need to 
think about what support looks like in future years beyond the Re-
gional Extension Centers. 

The CHAIRMAN. I appreciate that. But boy, I urge you to get out. 
That is, out of your offices and get out to rural America and see 
it, smell it, and taste it, and know what it is. It is one thing to con-
ceptualize it; it is something else to experience it. I mentioned to 
you, Dr. Mostashari, I do not know, but I sense you are a Philadel-
phia guy, or now you are an eastern guy, a big city guy, and there 
is a huge difference. 

Eighty percent of life is showing up, just getting out there, just 
being there and seeing it. Get out from behind your desk. It is well 
worth it. You are going to make fewer mistakes with respect to 
rural providers if you get out and see what they experience. 

Montana, for example. Let me put it this way. I forgot what the 
new data are, but the population density, I think, in New Jersey, 
is over 1,000 people per square mile. In Montana, it is about six. 
There are just huge distances. It is very small operations. You 
mentioned it, that somebody who is doing IT is also the person who 
is maybe the janitor, or might be doing something else. So, just get 
out there, talk to them, feel them, taste them. 
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Dr. MOSTASHARI. With the bow tie. [Laughter.] 
The CHAIRMAN. With the bow tie. I do not care. With or without, 

it makes no difference. Just ask the right questions, because people 
will want to work with you. 

Dr. CONWAY. I will come to Montana anytime. 
The CHAIRMAN. I want you both to go to Montana. I brought Bill 

Roper out when he was CMS Administrator a few years ago. Unfor-
tunately, it was during a blizzard. He flew into a small town, 
Lewistown, MT. As we were flying out, he was literally white- 
knuckled. He was scared to death. It worked. We got a little bump- 
up in reimbursement, I suppose. [Laughter.] 

He saw what we are going through. 
My time has expired. Senator Thune, go ahead. 
Senator THUNE. Thank you, Mr. Chairman. 
When you go to Montana, I think the bow tie is all right as long 

as you are wearing cowboy boots. That will be the ultimate equal-
izer. 

Without beating this to death—and we have covered it a lot—I 
understand the aspiration you have to have all the rural providers 
being able to participate in this and to move along at the same rate 
as some of those in more urban areas, but as a practical matter, 
that is just probably an unrealistic thing to hope for. So I guess the 
only thing I would say is, I think we need to really carefully bal-
ance accommodating those rural needs, while not holding back 
those who are ready for a more advanced data exchange. 

So I guess the only thing I would say in response to your earlier 
response, when I asked the question about whether or not you 
could give rural providers more time, is that you really should take 
a realistic approach to accommodating those needs, because I 
think, just practically speaking, the area that the chairman rep-
resents and the area that I represent are very remote, very rural, 
and these things are just, practically speaking, going to take a lit-
tle bit more time. 

Stage 1 of the meaningful use required no actual cross-platform 
exchange of information. Stage 2 requires one instance of informa-
tion sharing, and that can be with a dummy server set up by the 
government. In 2013, how is it possible to meaningfully use infor-
mation technology without actually sharing information outside of 
a proprietary network? So the question really is, has the bar really 
not been set too low for those who are ready for an advanced level 
of exchange? 

Dr. MOSTASHARI. We do have, I think—again, listening to the 
community and everybody who is affected by this, including some 
rural providers who said that they do not have means of exchang-
ing information, I think the challenge that you raised is exactly 
right. How do we not hold back those who want to be the trail-
blazers and yet make accommodations for the diversity that we 
have in our country? 

The other observation that we have had with setting thresholds, 
Senator, is, we fight a lot and have a lot of discussions about what 
the threshold should be, and what we actually find is that, when 
the data comes in, when the providers actually do the workflow 
changes, they do not just do it for 10 percent or 20 percent or 30 
percent of their patients. They do it consistently. 
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There was just a paper published this week that found that, 
whatever the threshold was, the actual median level of accomplish-
ment on the part of hospitals was between 92 and 100 percent of 
the threshold. So for me, one of the lessons has been to focus a lit-
tle bit less on fighting over the threshold and to just get folks to 
begin making that transition. 

I think the menu items, the menu optional approach, was one 
way that we allowed for people in Stage 1 who were ahead to get 
credit for information exchange use, and for Stage 2 we said, now 
everybody has to be able to do it. So I would love to continue to 
work with you and with the committee on how we can continue to 
keep the pressure on interoperability and care coordination while 
accommodating the diversity we have in our country. 

Senator THUNE. The Stage 3 rules have not been written. I am 
wondering how we achieve those goals that you have laid out be-
tween now and the end of Stage 3 in a reasonable way. I am also 
wondering what your plans are for after Stage 3. Are you planning 
future stages? If so, what do those stages look like? 

Dr. CONWAY. Maybe I will start, and then Dr. Mostashari can 
build on. We plan to write the Stage 3 rule in 2014. To the pre-
vious question on interoperability, we put out a Request for Infor-
mation on how we push interoperability forward, so we are taking 
that input in, both for Stage 3 rulemaking and for any other 
changes outside of meaningful use rulemaking. So we plan to pro-
pose Stage 3 in 2014. 

Senator THUNE. Go ahead. 
Dr. MOSTASHARI. In terms of the road map for meaningful use, 

I think I was just visiting Virginia Commonwealth University last 
week with Patrick and Jon Blum. Their journey is very similar, I 
think, to what many other providers are facing, where their first 
priority was making sure that within their practice, within their 
hospitals, all across their different sites and specialties, they can 
share the information and the information is available when they 
need it. That is kind of Stage 1, and that was their first priority 
the first few years of their journey. 

The next priority for them was, now how do we reach out to our 
affiliated providers that we work closely with all the time? How do 
we make sure those referrals get to them, get back and forth, the 
laboratory results are getting where they need to go, the EKG re-
sults are going where they need to go? That is Stage 2, and much 
of what we have in place will support that sort of local coordination 
of care: planned care referral exchange, laboratory exchange, public 
health exchange, pharmacy exchange, the network of providers 
that are within your local community that you exchange informa-
tion with. 

For Stage 3, and where they are not quite there yet is, how do 
I allow someone else to query my system? There are lots of con-
cerns that providers have before allowing that to happen. They are 
technical issues, but they are also issues of, how do I know that 
you are authorized to do this query? How do I know that you are 
going to get the right patient? What if I release information on the 
wrong patient? How do I know to trust you? 

I think, if we look at the road map for where we are going in 
interoperability, the goal is always the same. The goal is that pa-
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tient information is available when and where it is needed, but the 
staged approach accounts for the realities of where we are and 
where individual providers will be in their progression: first, let me 
get my own house in order; next, let me exchange information with 
those I talk to all the time in my local community; and then the 
next stage will be enabling what we all hope for, that, wherever we 
are, if we have a problem, our information can be accessed. 

I will say that the other thing that Stage 2 permits is this: Stage 
2 permits every patient, every family member, every caregiver who 
chooses to accept more responsibility and be empowered with their 
own information, to get their own information and share it with 
whomever they want to share it with. I believe this is going to be 
a major step forward, if health care providers also embrace that re-
lationship, that new relationship, with the patient. 

The CHAIRMAN. Good. 
Senator THUNE. Thank you, Mr. Chairman. 
The CHAIRMAN. Thank you. 
Senator THUNE. Thank you, gentlemen. 
The CHAIRMAN. What happens when someone tries to access 

John Smith’s record but there are a million John Smiths? How do 
you handle that? 

Dr. MOSTASHARI. That is one of the barriers toward enabling the 
sort of exchange that we hope to see. I was at Metro Health in 
Cleveland, and I saw a patient sitting next to a doctor who said, 
I got my care at Cleveland Clinic. 

They went and they queried Cleveland Clinic, and they got the 
patient’s records back, because it was not a query to the world ask-
ing, does anyone have information on the patient? The patient told 
them his records were at Cleveland Clinic. So they only asked 
Cleveland Clinic, and the universe of potential wrong matches is 
dramatically lower if you know who you are asking and they know 
whom you are responding to. 

The CHAIRMAN. And if you do not? 
Dr. MOSTASHARI. If you do not, it is much more challenging. 
The CHAIRMAN. So what is the solution? 
Dr. MOSTASHARI. We are going to continue to work on finding 

ways to improve the quality of patient matching, improve the data 
quality that is used to do that matching, and have guidance on 
what constitutes an adequate match and what are, frankly, the li-
ability issues and protections in the case of incorrect matches. 

The CHAIRMAN. So how do you build in trust? You mentioned 
some providers may not want to divulge information. They do not 
know if they can trust the person making the query. 

Dr. MOSTASHARI. Correct. 
The CHAIRMAN. How do you develop trust? 
Dr. MOSTASHARI. So trust builds up, I think, over time in the 

people whom you work with, in sharing care for patients. That is 
first-name-basis trust. But we can also create institutional sup-
ports for that trust. 

So one of the things that we are funding and working with are 
governance entities that can say, let us all agree to a common set 
of rules of the road in terms of how to treat patient information, 
how we authenticate the users, whether we get patient consent and 
how. Having different organizations that follow the same rules of 
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the road can increase that trust, but it is no substitute for actual 
experience. 

The CHAIRMAN. Yes. I am not nearly sufficiently technical to 
know how to ask the next question, but it is basically, what is the 
goal here? Is the goal here that all patients, all providers, will be 
able to access records? 

Dr. MOSTASHARI. It is a staged approach, and our goal after 
Stage 2—— 

The CHAIRMAN. Is that the goal? Is that the end goal here? 
Dr. MOSTASHARI. The end goal is that every patient care setting 

makes use of all the world’s knowledge in taking care of that pa-
tient, and that that patient encounter then contributes to the 
world’s knowledge. That is the end goal. How we get there is going 
to be an interactive process. 

It is going to take time to get there. But we should start with 
just making sure that patient information is available within a 
practice, within a hospital, within an ACO, within a community, 
and work towards resolving the significant technical and policy 
barriers to the ultimate solution. 

Dr. CONWAY. Sorry. May I—— 
The CHAIRMAN. Go ahead. Sure. 
Dr. CONWAY. So, to try to build on that and sort of drill down 

to specifics, I think our health system’s end goal is better health, 
better care, and lower cost. Underneath that I think you have 
measures of health care and cost. Underneath that, I think health 
IT is a foundational building block, but it is hard to get there with-
out health IT. If you are my boss, Administrator Tavenner or Sec-
retary Sebelius, I think our focus, as Farzad knows and is a key 
part of, is a focus on how we improve health outcomes for all Amer-
icans. 

The CHAIRMAN. How can all this be gamed? There are a lot of 
nefarious people out there. Most are good people, but there are a 
few who are not. So, if you are a bad guy, put yourself in the shoes 
of somebody who wants to game this thing, make money he or she 
should not make off the system. How do you do it? How are you 
protecting against it? 

Dr. CONWAY. I think we at CMS are always concerned about the 
potential for gaming or improper payments. Let me tell you what 
we are doing to date on that. One, based on feedback we got on the 
program, we have now instituted, not just pre-verification but also 
pre-payment audits, especially when there is abnormal data and 
random audits. So, pre-payment audits will try to ensure that we 
are not improperly paying. 

We also have post-payment audits to focus on and try to elimi-
nate any improper payments or gaming of the system. As you move 
to submitting data, we also will have actual data to analyze coming 
in in 2014, which will increase our ability to detect fraud and gam-
ing of the system. 

The CHAIRMAN. What about hackers? When you are building this 
up, I assume you design systems that tend to prevent or minimize 
hacking. 

Dr. MOSTASHARI. The HITECH legislation gives eight responsibil-
ities to the National Coordinator. The first one is to protect the pri-
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vacy and security of the health information infrastructure, and it 
is one that I take very seriously. 

The HITECH legislation also created the Chief Privacy Officer 
for ONC, Joy Pritts, who makes sure that we bake privacy and se-
curity into everything we do, and we coordinate with the Office of 
Civil Rights, which has undertaken a much more aggressive meas-
urement of audits and enforcement, as well as education for pro-
viders. It is a shared responsibility. 

One of the biggest security problems we have is health care pro-
viders, small and large, not paying enough attention to the security 
in the local setting: whether they encrypt the laptop, whether they 
put things on a thumb drive, whether they put passwords on a 
sticky note, whether they lock the server room. So it starts there, 
and patients need to be able to trust their providers to keep their 
information secure. You do not need to have a hacker get in if you 
can just steal a laptop from a car and have all those breaches. 

The CHAIRMAN. Right. But a day does not go by these days where 
you do not see some new article about some hacking somewhere. 
There was an article in one of today’s papers about hacking in the 
university systems. I know you are doing your best, but I would 
just urge you to think really carefully. 

You are doing a good job, both of you. Clearly you are working 
as hard as you can; clearly you are very competent and have your 
hearts in the right place. We want to help. So, thank you very 
much for your service. 

The hearing is adjourned. 
[Whereupon, at 11:55 a.m., the hearing was concluded.] 
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