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Introductions and Opening Remarks

Consumer Empowerment Workgroup Co-chairs Nancy Davenport-Ennis and Rose Marie Robertson called the hearing to order and welcomed participants. They reminded the group that a list of questions was published in the Federal Register to provide guidance for testimony:
· What is needed to increase consumer awareness and engagement in personal health records (PHRs)?

· What are the most valuable features and functions of a PHR from the patient perspective?

· Would a minimum set of PHR elements ensure that consumers have the features and options most important to them when choosing a PHR?

· Who should identify the most important elements of a PHR?

· How should health and health information technology (HIT) literacy needs be addressed through PHRs?

· How can interoperability be achieved between PHRs and electronic health records (EHRs)?

· How can interoperability be achieved between PHRs and all of the providers from whom the patient receives health care services?

· Should the market be left alone for innovation, or could vendors compete around a minimum criteria set for PHRs?

· If certification is necessary for privacy and security, interoperability, or a minimum set of functionality, is there a sense of urgency given the diversity, complexity, and mobility of today’s population and the demand for availability of PHRs at the point of care?

Discussion About the Definition of PHRs
Daniel Sands presented the findings of the American College of Medical Informatics working group, and offered two definitions for PHRs:

· An electronic application through which individuals can access, manage, and share their health information and that of others for whom they authorize, in a private, secure, and confidential environment

· An electronic, universally available, lifelong resource of health information needed by individuals to make health decisions. Individuals own and manage the information in the PHR, which comes from health care providers and the individual.
Dr. Sands then contrasted these PHR definitions with a definition of an EHR: a medical record or any other information relating to the past, present, or future physical and mental health or condition of a patient which resides in computers that capture, transmit, receive, store, retrieve, link, and manipulate multimedia data for the primary purpose of providing health care and health-related services.
He proposed that the relationship between a PHR and an EHR should be like a yin and yang diagram. The PHR, which is a tool for the patient, is a data source for EHRs, and EHRs, which are tools for clinicians, are potentially a data source for the PHR. In this way, PHRs may help to bridge the gaps among various information silos.  

Dr. Sands described the potential benefits to both patients and clinicians; subjective and objective data sources – including claims data – for the PHR; and PHR media – paper, stand-alone Web sites, tethered Web sites, and removable media such as CD-ROMS or USB drives. He noted that for PHRs to be valuable, the information must be trusted. 
In conclusion, Dr. Sands recommended being inclusive in defining PHRs, which are an important, potentially disruptive HIT.

Questions
Concerning trust issues and withheld information, Dr. Sands stated that he was not aware of specific research on this issue. He commented that if the PHR is simply a tool for the patient, then withholding information is not relevant; however, if the PHR becomes a source for clinician data, there needs to be a placeholder in the record to encourage trust.
Based on his experience, Dr. Sands offered the top reasons for clinicians adopting these technologies. Education of physicians is the most important, including education on how asynchronous communication is advantageous. Also, because clinicians are being held more accountable for their patient’s outcomes, more information on the patient and engaging the patient in their own health care can lead to better health outcomes.
Asked about marketing the PHR, Dr. Sands responded that “selling” this tool to patients is not difficult, especially in the tethered environment in which patients do not pay for it. The biggest predictor of a patient wanting to sign up is whether their physician mentions it to them. This product is very convenient for patients: it offers more convenient methods for prescription refills, communicating with the physician, and seeing test results. 
When asked about policy recommendations for moving the market toward interoperable, interconnected, fully functioning PHRs, Dr. Sands replied that without being “heavy-handed,” standards should be used whenever possible, especially emphasizing the trust issues.  
Panel I — PHR Clinical, Patient, and Consumer Perspectives

Ritu Agarwal
Dr. Agarwal presented research on the barriers of adoption of PHRs, the measurable value of this technology, and the place of PHRs in the overall scheme of health information. Dr. Agarwal stated that at least 10 more years of research is needed to establish unequivocally the relationship between the use of the PHR and improved health outcomes. In the interim, there is research on what people want from PHRs. Most patients believe that a PHR is just an electronic – rather than paper – way to track family history, office visits, medication history, etc., but do not see it as a decision-making tool. 
Dr. Argawal’s research suggests that there are three major reasons for using a PHR: convenience, compliance, and connectedness. Research conducted on attitudes about PHR privacy found that “message framing” and “issue involvement” determined the extent to which people would be willing to relinquish some privacy concerns if they believed that PHRs would provide them with value. Message framing involves whether the information is delivered in positive, negative, or neutral language and whether the source of that information is trusted.   

In terms of characteristics of PHRs, research also found that the three most trusted providers of PHRs are, in order, the doctor, the hospital, and the pharmacist. The least trusted is the employer. Also, the networked PHR is the most preferred model, and there is an upward trend to more sophisticated models. 
In summary, her research suggests that PHRs are a crucial component of the overall HIT infrastructure. She believes that use will gain momentum with the appropriate management of public information campaigns. She believes there are two major issues to be resolved: data protection and privacy. 
Marc Pierson

Dr. Pierson began by outlining four principals: (1) patients are competent, (2) we need patients as partners, (3) personal HIT must work for the patient across organizations, and (4) HIT technology will move to the patient’s world. He also stated a “big idea”: standards-based PHRs should be designed with and by patients; considered a public utility; and, as such, available for all patients. He sees a clear role for government in building the infrastructure and setting up the attributes of a public utility; after the infrastructure is in place, the market can respond.
In his community, patients were invited to redesign a record communication system called the Shared Care Plan. Patients controlled the information, and then invited in providers. Dr. Pierson stated that the PHR is not really a record; it is more accurately framed as a communication system. In terms of content, advanced directives are an important feature, as well as including complementary and alternative providers. Web access was not an issue; public libraries provide Internet services. He provided ATMs as an example to overcoming technology barriers. The design of the PHR has completely controlled access, with an audit trail. Additionally, the patients liked the feature to print out in wallet-sized lists for travel and emergency situations. 
In summary, Dr. Pierson stated that social marketing is the next step for PHRs. Any technology issues are completely solvable.

Craig Carpenter
Mr. Carpenter, a U.S. Army veteran, presented his experience with MyHealtheVet, a PHR product offered through the VA. Access to the PHR is Internet-based. He uses this PHR for reminders to schedule followup appointments and to schedule screenings according to guidelines. He also provided two examples when using this product became essential for his health while traveling; his PHR contained his medication history and information on his health conditions.
Another tool offered by the VA is TeleHealth, a home monitoring machine that will transmit blood pressure, weight, and glucometer readings to his doctors. A graph then will be displayed on the patient’s PHR so that the patient can understand the readings and fluctuations better. 
Mr. Carpenter was very enthusiastic about this product and the ability to access his health information.

Jana Skewes

Ms. Skewes presented on the experience of SharedHealth, a BlueCross BlueShield (BCBS) of Tennessee subsidiary, in using HIT with their Medicaid program. They began with pre-populated, patient-centric EHRs at the point of care with the State’s Medicaid program. They start with payer claims and then supplement that information with medication history, lab results, and immunization records.
A random survey found that less than half of respondents had every heard of EHRs. They also found several misconceptions: most thought that their doctors were more “wired” than they really are, and most thought an emergency room (ER) doctor could get immediate access to their records. The wording of questions influenced the results of questions on privacy concerns; when shifted from general questions on privacy and security to specific questions regarding HIT in the ER, the majority of respondents felt the privacy concerns were outweighed by safety concerns. Moreover, the majority thought that HIT would improve the quality of care.  
Another recent BCBS study found that 72 percent of respondents in the FEP would use a PHR. In terms of benefits, the study found that respondents felt that PHRs would offer a place to keep all of their health records and increased empowerment and control over their health. Finally, the study found that the top four most valuable features of a PHR were a “medical chart” or summary of doctor visits and lab results; access to the patient’s own medication history; access to wellness information, including immunizations, vaccines, and health reminders; and access to a personal profile, including name, address, and insurance benefits. Preferences from consumers matched what providers also want. The clinicians’ top three most important features were: medical visit summaries, lab results, and medication histories. Finally, the FEP study found that consumers prefer pre-populated records that also can be manually updated. Not surprisingly, consumers want access control over their PHR.
In summary, Ms. Skewes offered two lessons learned. First, public-private partnerships are needed in leveraging HIT. Second, making structural changes to the health care delivery system requires risk taking by health plans. She closed by stating that her group strongly supports the workgroups’ recommendations to develop common, nonproprietary data standards for HIT. They also believe that the goals of true empowerment and transformation can be achieved only when both consumers and clinicians are engaged, connected, and sharing information from a common data source. Finally, they would encourage health plan involvement in these efforts.  

Questions for the Panel

Mr. Carpenter replied that if a nationwide standard for PHRs included a default category on personal health care information being released to anyone, prescription information, medical conditions, and test results would be the top three categories he would feel comfortable sharing. Dr. Pierson commented that each individual patient is in control of what information is released to whom; lab results and medications are the top two categories in the surveys he conducted.
In response to the “TiVo question” (“You don’t really get it until you own one”), Mr. Carpenter stated that he has “evangelized” to veterans from different eras about the benefits of MyHealtheVet. He has talked many veterans into using this product solely for the convenience factor in prescription refills; it is a clear example where people can see the value. 

Concerning survey data asking PHR users what features they would like to see next, Dr. Pierson commented that his patient advisory committee would like having labs results online. Adding this feature is not difficult; what does present a challenge is integrating this tool into the physician’s workflow so that the patient will know when their doctor has looked at it.
Asked about how to accelerate the adoption of PHRs if it will take 10 years before knowing the impact on health outcomes, Dr. Argawal responded that 10 years was the most pessimistic estimate. In the meanwhile, we can look at findings from technologies in other industries, such as the use of ATMs in the financial services industry, to see what kinds of productivity improvements have resulted. She added that she would like to see more projects that would allow for randomized controlled studies of PHR value. Dr. Pierson commented that the PHR needs to be kept within the context of the whole system and that research questions could look at not just PHR but PHR and workflow, for example. 

Given that payer-based systems were not on the list of most trusted keepers of PHRs, Ms. Skewes was asked if acceptance was problematic. She responded that there was initially a consumer backlash from the original name, Community Connection, because it implied information would be shared to the whole community. The name was then changed to Clinical Connection. The organization had to do campaigns to educate consumers that this product was independent of the payer as an organization and that safeguards were in place to prevent payer and employer access to this information. Ms. Skewes also responded that claims data alone are not sufficient for physician adoption of the product; they are supplemented with medication history, labs results, and childhood immunizations. 
Responding to a question about the value of a common definition for PHRs to use in outreach campaigns, Dr. Argawal commented that agreeing on a core set of functionality and features is important. However, she cautioned against defining it too strictly at this point, so that more components can be added on as the technology evolves. 
Ms. Skewes was asked about ensuring the validity of “gold standard” prepopulated data when it is integrated with self-entered patient data. She replied that they identify the source of data as functionality component and that the patient can flag any disputed data in the record.
Asked to comment on the finding that chronic illness was not a predictor for use, Dr.

Argawal replied that the reason for this surprising finding is that they do not see the value yet. There need to be more personal stories, like going to the ER on vacation, and also more studies that show improvement in outcomes. 
Concerning who the early adopters will be on the physician side, Dr. Pierson replied that doctors will use PHRs if it makes their lives easier and their patient healthier. He added that the biggest impact will be on primary care first, and then it will follow the money to specialties like cardiology. Mr. Angst added that physicians’ perceptions and attitudes towards individually using PHRs are different than the general population. 
In regards to privacy concerns being a barrier to PHR adoption, Dr. Argawal commented that patients will do a calculation to weigh the benefits against the risks; if they can be assured of a secure environment, then they will be willing to relinquish information for the betterment of their health. Mr. Angst added that the way the question is phrased is important in these studies. Ms. Skewes commented that most patients want to know who has looked at their information and are comfortable with an audit system. Mr. Carpenter added that he wants to know who has looked at his information and he wants answers to his questions after an appointment with a doctor. 
Asked if financial accountability and the management of their costs are a driver in PHR use, Mr. Angst replied that financial aspects came in lower than clinical aspects in their BlueCross survey.
Because SharedHealth has married payer and clinician information, Ms. Skewes was asked what happens when a patient goes off Medicaid. She replied that the patient can have a hardcopy but that there is no interoperability. The next step for them is interoperability with BlueCross commercial plans.

The panel was asked to comment on health literacy – that is, whether the information in the PHR is useful and understandable to patient. Mr. Carpenter stated that it is helpful to translate technical terms, because medical terminology is not what people use every day. He also stated that lab results and health issues can be coded and that patients still need the doctor to explain the results. Ms. Hancock clarified that the current MyHealtheVet is a pilot project, and test results will be clarified in the national system. 
As a followup question, Mr. Carpenter was asked if he thought the primary purpose of the PHR is to provide information that is useful to the clinician or information at a level that is appropriate for the patient to know more about himself. Mr. Carpenter responded that the patient should come first: if the patient is going to act with a sense of urgency, he needs to understand the information. 
Panel II – Payers and Purchasers (Part 1)

Jane Barlow 

Dr. Barlow stated that at IBM, the PHR is viewed as a health investment to realize the productivity potential of their employees. To set up the PHR, the employee enters information on medical conditions, allergies, medications, and their doctors. It is then enhanced with automatically imported medical and prescription claims. She noted that this is not new information; claims data always have been collected, but now the employee can view them in integrated form. The PHR is hosted by a third party to ensure the privacy of this health data. 
The PHR is the cornerstone of their personal health management center, a broader effort to integrate health resources in a patient-centric manner to foster consumer engagement and improve health. The PHR also serves as the platform for their health risk appraisal, targeted messaging and referrals to other benefits programs. It includes a feature that translates technical terms into layman’s language.
Dr. Barlow stated that they have demonstrated that information-rich, patient-centric wellness programs are not marginal benefits; they are good business. IBM’s employee injury and illness rates are consistently lower than peer industry levels, and disease management programs have demonstrated a reduction in ER visits and hospital admissions; both result in an overall reduction in costs. With the health improvements, they also have seen cost benefits. However, these programs have limits: they rely on retrospective data and, in most cases, patient self‑selection.  
She stated that IBM hopes that PHRs will be integrated with additional health care data to form a catalyst for the electronic exchange of health information. IBM is working with other technology companies to develop a prototype of a HIT infrastructure for a fully interoperable EHR system. This environment will meet several critical goals for improving health. In summary, improving the health and wellness of the workforce is a strategic investment that can pay substantial dividends, promoting greater economic competitiveness and the capacity to innovate.

Greg Heaslip 
At PepsiCo, the wellness program HealthRoads included a PHR from the onset. The PHR is available through a secure website hosted by a third-party vendor. Mr. Heaslip commented that the PHR product they currently offer is primitive but popular with employees. It is primitive because it requires employees to manually input most of the data. Also, the information can be printed or faxed to a physician, but it is not accessible online to the physician. The features most often utilized in the PHR are portions that allow employees to track their conditions over time and a tool to help them research specific conditions. 

Beginning in August, PepsiCo will create PHRs for all employees by importing and automatically updating their medical and prescription drug information. These clinical and claim data will be combined with the self‑reported information on family history and health risks to form an integrated PHR that will be updated monthly. As a result of this improvement, all employees will have PHRs, not just the ones who take the time and effort to create them, and the PHRs will include more accurate and comprehensive information on the care that is being received. There will be an educational campaign for this new product that will emphasize privacy and security of information, ease of use, convenience, and ways to leverage the PHR with health care providers in order to manage costs and improve quality of care.
Over the next 3–5 years, Mr. Heaslip believes that PHRs will evolve from information to intelligence with interactive programming, promoting consumerism and holistic care management. The introduction of PHR intelligence – functionality above and beyond just the presentation of data and information – will require changing the behaviors of our health care community, including physicians, employers, administrative providers, and governments. 
In summary, PHRs will help consumers organize and manage their health information, help them make better health care decisions, save time and money, and avoid injury and death by ensuring that providers of care have access to important information. PHRs can and should play an importantly role in filling the information gap that often exists today.  
Kathleen Krantz
Ms. Krantz shared the experience of the Greater Omaha Packing Company, which is a meat-packaging plant with a large Hispanic employee population. They offer a medical insurance plan for employees called SimplyWell, which uses a third party to administrate the program, including a PHR. By tying the PHR to a two-tiered health plan option, participation in the SimplyWell program has dramatically increased. 

This is a bilingual program, and selecting an appropriate third-party vendor offered the company the flexibility to meet the needs of a population with a lower literacy level and lower English language constraints. This also has led to education efforts at a computer learning center, and so the company views the PHR as a management tool.  
From her experience, Ms. Krantz recommended the following actions for selecting a PHR product: clarify your program goals, determine the set of critical functions to meet these goals, prepare a list of specific activities and corresponding actions your PHR will enable you to accomplish, and examine your program staffing to evaluate the benefits of self-administering or using an outside vendor.

In closing, Ms. Krantz stated that PHRs offer the patient an integrated solution for taking ownership of how personal choices and health behaviors impact outcomes in disease management. The business community is poised to partner with their employees in wellness programs that contain health care costs through early detection, disease prevention, and disease management.

Questions for the Panel
The panelists were asked if health care benefits could be a competitive advantage for keeping employees and whether fully portable PHRs were realistic for global companies. Dr. Barlow commented that IBM does not view health benefits as a competitive advantage; it is the work challenges that draw their talent. She added that the most feedback they have heard about the PHR is related to its connectivity. They are working with their HMO provider to make the PHR product interoperable. Mr. Heaslip commented that at PepsiCo, they do see benefits as competitive advantage for attracting and keeping talent; moreover, he would prefer to hire an employee who has a PHR and lives a healthy lifestyle. But given that he always is going to be providing health care benefits and have employee turnover, he would prefer that PHRs be pervasive in the marketplace rather than him having to educate every new hire about PHRs simply for the duration of time that they are working at PepsiCo.  

Regarding demonstrating to their employees that PHRs have added value, Mr. Heaslip replied that they have a saying: “Good health is its own reward, but incentives help.” PepsiCo uses financial incentives to employees that participate in their wellness programs and have found that it is an important part of the employee engagement process. Ms. Krantz commented that people like to be recognized; peer recognition and cash incentives for wellness challenges do increase participation. Dr. Barlow stated that having a communications campaign will reinforce the message and help employees understand the benefits of PHRs. Also, it its important that the PHR is not just a data repository; it has to be integrated with other tools and benefits so that the programs will leverage each other. Ms. Krantz added using a vendor can help in communicating with employees. 
In addition to financial incentives and communications or marketing plans, the panel was asked if they utilize social action and public engagement models for “normalizing” the use of PHRs. Dr. Barlow replied that they have not explored those models, but in terms of communication plans, they know that personally relevant information with a specific actionable message is effective. Mr. Heaslip added that what it is about PHRs that is being marketed also will make a difference. Focusing on technical aspects such as interoperability is not going to create consumer engagement; messages need to describe the life-enhancing benefits of PHRs, such as improvements in quality of life and interactions with providers. 

The panel was asked to comment on funding the infrastructure to realize interoperability and the concept of HIT a public utility. Dr. Barlow responded that they have entered into a cooperative effort with one payer who has a significant market share. IBM offered to provide funding to reimburse providers on a performance basis for e-prescriptions. She explained that they are willing to make this investment because they think it will improve the health of their employees.
Given that employers where found to be the least trusted administrators of a PHR, the panel was asked about strategies for convincing potential PHR users that their information is secure. Mr. Heaslip stated that this is a concern; they have tackled this issue by partnering with a trusted third-party to host the applications. They also developed strong communication statements that PepsiCo never would have access to any individual’s information. Dr. Barlow commented that this is not the first time employers have had to deal with this issue in providing health benefits. IBM also uses a third-party vendor and emphasizes putting the PHR in the context of their whole benefit package. Additionally, Dr. Barlow stated that their program is free and voluntary to all employees. When they sign up for the product, they receive a disclosure that explicitly explains the flow of information and how it will be used. Mr. Heaslip added that there is a relationship between the amount of control given to PHR users and the level of privacy concerns: voluntary programs seem to allay many of these concerns.
Concerning PHRs that automatically update information, Mr. Heaslip stated that a message will be sent out to inform all employees of this new function. Dr. Barlow commented that technically, they have the medical claims data for everyone, but they do not consider an individual to have a PHR until the individual has activated it.
In cases of pre-populated data, Dr. Barlow responded that employee can correct data that they believe are inaccurate by added a comment field, and the sources of all data are annotated within the PHR. Also, the employee can decide what they want to show as they print it out. Ms. Krantz added that the employees take ownership of their own PHR and therefore can manipulate it and make it user friendly for themselves.

Regarding health risk assessments and the individualized materials that are distributed to employees, Dr. Barlow clarified that they have access to aggregated data only for program evaluation purposes. Mr. Heaslip commented that this issue also goes back to the relationship between control and privacy: the participant has to allow the risk appraisal information to be forwarded to the organization before information is sent out to help them manage their risks. 
Responding to whether spouses and children are included in these programs, Mr. Heaslip stated that spouses are included, but they are not yet equipped for children. The employee has to give permission for a spouse or family member to see the information. Dr. Barlow explained that their product is set up differently: their system is driven by their HR Web site, which is password protected. Within the health management center of that Web site, there is an option to input immunization records, but technically the dependents do not have access to their own independent PHR.
Mr. Heaslip was asked about a tension between establishing relationships with providers and possibly directing people away from those providers by supplying profiles and other measures of how good those providers may be. He replied that PepsiCo is trying to direct employees to higher-quality providers in a number of ways, because steering patients toward providers who have demonstrated better outcomes is a part of their strategy. Therefore, it may be a healthy tension.
Panel II – Payers and Purchasers (Part 2)
Kathleen Angel 

Ms. Angel stated that Dell believes that information technology (IT) has the potential to improve the quality and efficiency of health care, and by offering PHRs to their employees, they hope to contribute to that goal. The PHR is an important component of Dell's health strategy, “Well at Dell,” enabling employees to gather, store, and manage their own data in a consumer-centric health record. Their health strategy is a three-pronged approach; they encourage employees to “choose well, use well, and be well.” This includes selecting health care coverage that fits their financial health and lifestyle needs, understanding their benefits and receiving care at the right time and price, and adjusting their wellness and condition-management choices to reflect their life styles.

In designing their health survey and messaging tools, they decided to stage incentives to reward employees for improving their health according to the actions they take. For example, they provide a cash incentive for taking a health assessment, and then further incentives are offered if the employee takes actionable steps, like enrolling in a program and reaching targets within the program. 

For an IT firm, security is a major focus. They have just rolled out a PHR with an option for importing claims data. They are piloting this as an “opt-in” instead of an “opt-out” product. All employees received a customized invitation explaining the secure process of developing a record. When the individual elect this PHR, then the data is pre-populated.
In conclusion, Dell invests in PHRs because they support its goal to keep their employees healthy and productive. Dell believes that PHRs are powerful consumerism tools. When used in conjunction with customized health improvement programs and incentives for taking actionable steps to stay healthy, PHRs can empower consumers to maintain, improve, and manage their health. 

Carmella Bocchino
Ms. Bocchino testified on a partnership between AHIP and BCBS to spur the adoption of patient-centered, interoperable PHRs. Focus group research was conducted to understand consumer and provider awareness and perceptions of PHRs better. First, consumers, especially women, believed that PHRs would make managing their family’s care easier and more convenient. Second, consumers must be assured that their personal medical information will be secure and protected. Consumers, especially men, wanted assurances that they would have control over their personal information, how it is used, and who uses it. Finally, consumers want portability of their health information, especially when they change jobs or change health plans. 
For PHRs to be valuable to providers, they should include information on diagnoses and procedures, treating physicians, and the total number of encounters. ER physicians were most interested in previous diagnoses and procedures, allergies, and medications. In the office setting, providers were most interested in information pertaining to prior lab data, ongoing health maintenance, and other physicians caring for the patient. 

AHIP partnered with BCBS to both standardize essential data content of electronic health plan-based PHRs and make PHR information portable across health insurance plans. Their research indicates PHRs should include 13 data categories, among them registration information, medication history, family history, physiological information, health care encounters, immunizations, health care providers and facilities, and health risk factors. For each data category, they have identified specific data elements within the category which are mapped to the definitions in existing HIT standards. However, as no standard currently exists to transfer this data from one health plan to another, they worked with health standard experts to expand upon existing ANSI X12 and XML standards to define specific implementation scenarios. They have just begun the pilots for this portability. 
Additionally, as part of this project, they are developing operating rules that will include consumer consent, record retention requirements, and specific privacy and security requirements. They also will “opt in” or “opt out” methods. 
In closing, Ms. Bocchino shared some key thoughts. PHRs must be consumer focused; the market will drive innovation based on what consumers are demanding; and the more functionality available to the consumer, the more likely they are to use PHRs. While it’s important to set data standards, it may be too early to define the detailed requirements for certification of PHRs; however, they see the value in ensuring that EHRs have the functionality both to feed data into a PHR and to receive data coming from a PHR. Education is needed, and it is important to highlight best practices in the marketplace so that others can learn and adapt those practices. 
Questions for the Panel
Asked about reductions in health care costs, Ms. Angel commented that they have early positive indicators in risk reductions. She views health care costs and productivity as part of the business of returning profits to shareholders, and these early measures justify their return on investment. Ms. Bocchino shared a personal story of getting a second opinion: because the records were digitalized, the specialist was able to see them while she was in the office, and the tests were not reordered. She offered this as an example of the kinds of savings the PHR will produce by making the system more efficient.
The first panel stated that in a tethered model, getting clinicians to use PHRs is the most important issue for adoption; the panels of health plans and employers – not highly trusted groups – have offered untethered models which employees actually are using. Replying to this observation, Ms. Bocchino stated that in the absence of having interoperable systems with physicians and hospitals in the short term, she believes employer- and health plan-sponsored PHRs are very important tools for consumers. She also hopes that these PHRs will move physicians towards EHRs. 
Concerning levels of collaboration with the standards community, Ms. Bocchino replied that they have had challenges relative to portability standards. Other groups would prefer that they wait until they are finished with their work process, but consumers are saying they want their data to move with them now. Ms. Bocchino stated that they are testing the modifications made on existing portability standards, and if the modifications work, they will give it back to the standard-setting organizations to make further modifications. She also commented that their process is transparent, and this is not going to be proprietary. 

Asked about concerns over third-party vendors leaking data, Ms. Angel stated that their contracts stipulate security measures and that they will conduct regular audits with an outside party to make sure safeguards are in place. Ms. Bocchino commented that vendors will rise to the top in the marketplace; some people have been burned by vendors, but those vendors do not exist anymore. Ms. Angel added they act in the spirit of the Health Insurance Portability and Accountability Act (HIPAA) even where the regulations do not apply literally. Responding to whether they would lobby for changes in HIPAA if it becomes a stumbling block for PHR portability and interoperability, Ms. Angel and Ms. Bocchino replied they will check with their HIPAA folks and provide an answer in writing.

Commenting on “opt in” versus “opt out,” Ms. Bocchino stated that they currently are testing with dummy records so that they can learn the best method to use for the consumer. The health insurance plan initiates a PHR for each employee at the time of enrollment, but there has to be an overt act before the PHR is populated with any claims information.

Ms. Bocchino responded to a question regarding denied claims that there is a process for adjudicated claims. If the consumer feels that something is missing from the PHR, she can add a notation to the record. 
Panel III – Standards Development  

Donald Mon
Dr. Mon testified on the Health Level Seven (HL7) PHR-EHR Linkage Workgroup, which operates under the EHR technical committee. Their scope is not to develop standards for a full PHR but to develop standards for the exchange of information between PHR and EHR systems. 

Dr. Mon stated that the group began by reviewing two definitions: the Connecting for Health (CFH) 2003 definition and the 2005 American Health Information Management Association definition of the PHR. The CFH definition is useful as tool in developing the functional model. The Workgroup identified and updated 60 of the CFH’s 64 functions to create the HL7 PHR Functional Model. Examples of functions include demographic information and contact information. They then correlated these functions to the associated function in the HL7 EHR functional model to create linkages for PHR-EHR interaction. They now are assigning priority or optionality values to each function, which is also consistent with the EHR functional model. They recognize that some functions are not ready for adoption in the market or that the technology is not there yet; that is why each standard is labeled as “essential now,” “essential future,” or “optional” to give guidelines for when it should be included.
The Workgroup also is developing conformance criteria for each function, which is necessary for a standard to exist. For example, for the function “demographic information,” a list of criteria are given as to what the system “shall” or “may” capture, retrieve, provide, etc.  The PHR Workgroup is developing a glossary of terms to clarify these distinctions further. 
Dr. Mon stated that this model describes in a granular fashion the functionality of PHRs. It can be used as a framework for a number of use cases. It links directly to the EHR model to understand the information exchange between the EHR standard and PHR standard. Finally, should there be PHR certification, these standards could be used for certification purposes, just as the Certification Commission for Health Information Technology (CCHIT) did for ambulatory EHR certification. 
Elaine Blechman
Dr. Blechman presented on behalf of Healthcare Information Technology Standards Panel (HITSP) PHR Technical Subcommittee. She has identified four types of available PHRs: view, tethered, freestanding, and consumer controlled/interoperable (CE PHRs). Six papers have recommended capabilities for EHRs and PHRs, and she has summarized these recommendations in five categories: consumer control, data content, data storage and retrieval, interoperability, and workflow coordination. Data content, data storage and retrieval, and workflow coordination do not differentiate among the four PHR types. 
Consumer control and interoperability do differentiate among the four PHR types and parsimoniously represent the key capabilities of PHR systems. 
In terms of interoperability, view PHRs offer a glimpse into an individual's record in an EHR but lacks standards‑based interoperability. With free‑standing PHRs, a consumer may enter critical health information into a medical summary form and then may download it to a USB stick on a lanyard so it is available to emergency responders. Tethered PHRs offer selected information from an individual's record in a database; it offers interoperability in that when the individual enters information, this information is immediately accessible to all providers in that network. The CE PHR is an Internet‑based set of tools that allows people to access and coordinate their lifelong health information and make appropriate parts of it available. It is called “the holy grail” of PHRs. It provides individuals with tools for two important processes: controlling access to their personal health information, and automatic exchange of information with EHR or software applications they trust.  
HITSP has technical committees which are now selecting and harmonizing standards for a sequence of use cases that they have identified as consistent with National Health Information Network (NHIN) rollout. The first use case involves an employee who involves his PHR to transmit registration summary and medical information to a provider EHR. It was determined that the only PHR that suits this consumer empowerment use case is the CE PHR system.  
In conclusion, Dr. Blechman stated that radical transformation of U.S. health care requires radical changes in the control that individuals exercise over all their personal information.   This is an opportune time to position consumer‑controlled/interoperable PHRs as an indispensable means of satisfying unique and intersecting national and individual needs.  

Questions for the Panel
Asked about competing standards in the industry, Dr. Blechman commented that it is important to have CCR as a near-term solution between PHR and EHR systems and EHR-EHR systems. Dr. Mon added that CCR can be easily accommodated in the HL7 PHR functional model. 

Without waiting 10 years for the holy grail, panelists were asked to comment on the minimum level in a PHR for which people – especially those with a sense of urgency, like people with chronic conditions – should advocate. Dr. Blechman responded that the key capabilities are consumer control and interoperability. Neither is beyond our technical capabilities; it is a market issue. Dr. Mon commented that the holy grail would be a system that had all 60 functions. HL7 knows that no one is going to get there tomorrow, and that is why they have the essential now and optional categories for functions. Dr. Blechman added that specific use case on interoperability standards has been a focus for HITSP from the beginning. Consumer control operationalizes consumer empowerment. 
Panel IV – PHR Companies 
Nathan Solomon

Mr. Solomon provided his experience with FollowMe. This PHR was developed by the family following a medical emergency involving his brother, who has an extensive medical history. It was one of the first generation PHRs when it was released in 2001. They have since upgraded and customized the platform for special populations, specifically Migrant and seasonal workers in California. 
Mr. Solomon stated that there are five key foundations to a successful PHR: (1) it is owned by the consumer, (2) it is controlled by the consumer, (3) it is absolutely secure, (4) it is interoperable with EHRs and other consumer health information, and (5) the consumer is made aware of these attributes of the PHR through community education and outreach programs. It is a proper and beneficial role of government to provide an educational and consumer awareness outreach program that stress consumers have a right to their medical information. Many consumers are not aware that they have a right to copy or review their medical information.  
FollowMe works directly with subscribers to design a customized PHR. They have found the most important features in the first generation include the ability to record chronic medical conditions and current medications and having an emergency information card. The market determines what the functionality will be, and in that respect, the consumer is dictating what the functionality will be. Mr. Solomon believes, however, that there is a government role in establishing a minimum set of criteria around privacy and security and interoperability.  
In summary, he believes the success of the PHR market will be determined by the consumer, but only after resolution of security, privacy, and interoperability issues, along with a more comprehensive provider adoption of EHRs. Letting corporations alone determine the future of this industry is a disservice, because of the vast majority of corporations plan only 3 years ahead. He believes long‑term growth should be the purview of the government to make sure it grows in an organic way.  
Edward Fotsch

Dr. Fotsch from Medem focused on key issues of who currently uses PHRs, why they use them, who will pay for them, and how to drive increased uptake. The average consumer has a health care professional in the community who practices in a group of fewer than five doctors who do not have an EMR.  
The goal of PHRs is not to store and retrieve information but rather to engage consumers better in their own care. If consumers do not care about their health care, then they are not going to care about HIT. His experience is that community-based providers are best positioned to engage consumers in their own care: people believe what their doctors tell them. Consumers are more likely to value HIT if they know the benefits, especially the convenience factor of not having to fill out forms over and over. Similar to the financial industry, most people do not care if their bank has a computer, but they do want the money to come out of the ATM.
The Department of Health and Human Services (HHS) has tremendous power to move the marketplace forward to the extent that the department believes that health care providers are the key for engaging consumers. People will follow the leader; in this case, CMS is largest single payer. Their decisions about incentives influence not just Medicare beneficiaries but also commercial payers and employers. Standards are helpful but do not create markets.  Focusing on community‑based doctors and the consumers they treat, in fact, will drive the adoption of PHRs. 
James Canedy

Dr. Canedy stated that SimplyWell was developed out of the basic need to decrease health care risk, improve costs, and increase preventive care in his community. SimplyWell revolves around a Web‑based PHR, is implemented at the employer site, and is populated through employer or insurance company eligibility files.  
Once enrolled, the individual controls her own PHR, and the enrolled participants are measured for costs and outcomes over time. This is the beginning of patient involvement in their medical care. By knowing the family history, personal health history, laboratory findings, and self‑reported risk factors, an individual action plan can be customized to the individual level.  
A minimum set of PHR requirements will ensure standardization and quality of future products developed. The earlier these standards are formalized, the more likely we will see compliance by vendors. Standards should include nomenclature and transfer requirements for interoperability and transportability. Elements for a successful PHR should be identified by those stakeholders who have a common interest in an exchange of health information across the care continuum. Successful PHRs can promote health literacy through verified learning models linked to the PHR.  
Interoperability can be achieved only through the use of common standards such as HL7. This will allow interoperability integration from different points of care. Interoperability between PHRs and providers will require not only the use of health information systems with common data standards but also a common data exchange in the given community or region. Certification will be necessary to maintain a minimum level of service and interoperability. 
In summary, we need to increase consumer awareness, pilot demonstration projects, and incentives for private business to offer PHRs to their employees. Incentives need to be in place to drive utilization and adoption of PHRs. Patients and physicians need to be equally engaged in enrollment and information sharing to improve preventive care and outcomes.  Standards are critical for content, functionality, interoperability, and long‑term sustainability.  
Philip Marshall

Dr. Marshall shared the WebMD experience of providing PHR solutions on behalf of commercial health plans and employers. The PHR can serve an important role in helping the consumer to gather, store, manage, and share their essential health data. Gathered from across multiple providers, systems, and data sources, the PHR can support improved treatment, benefit, and provider decision-making and enhance communication with health care providers. The PHR is an enabling technology but not an end in itself. The PHR is a vehicle for consumer choice and can serve as a bridge across a fragmented health care system.
Because of the value of a PHR is so great outside the context of a given provider, WebMD believes that a PHR that is tied to a particular care provider, or the system used by that care provider, could be disadvantageous to the patient as well as to the provider. For patients, it could decrease their mobility and choice within the health care system, it may not provide information from across the health care continuum, and it may not provide the foundation for broader consumer decision-making. It could be disadvantageous to the care provider, because many care providers are unprepared to offer PHR information. True consumerism should include open, market-based choice of care providers based upon quality and cost, and the PHR can be an important enabler and should never be a barrier to that freedom.  
In his experience, the following motivations are linked to greater awareness in engagement with PHRs: decisions support applications, personalized content, and resources. The following functions would be most valuable in a core PHR: provider access in the case of an emergency; automatically importing data to reduce the need for data entry; and the delivery of personalized health care information, including important clinical messages like alerts and recalls.  
Using the above definition of a PHR, there are many different applications which may specialize in a particular area or be designed to achieve a particular goal. Requiring additional or inconsistent elements in that design could represent a barrier to consumer adoption and value. Finally, consumers should be able to use their PHR as a vehicle for data exchange with multiple systems, including EMR systems.  
Questions for the Panel
Asked about how PHRs can be adopted into the provider workflow, Dr. Fotsch replied that the current workflow could not be worse, so anything has to be better. He believes this is more an issue of workflow for the office staff than for the physician and that having forms and prescription refills online will increases office efficiency. With regard to ensuring that other sources of data are integrated into the PHR, standardized interoperability with health plan claims and pharmacy data is more important than with EHRs, because most doctors do not have EHRs. 

Concerning a standardized vocabulary, Dr. Canedy replied that SNOMED has helped in moving towards standardized nomenclature. Dr. Marshall added that consumers and caregivers do use terms differently; ICD-9 concepts can be obscure, and translating could be valuable.
The panel was asked to share their expertise in marketing to different groups and on wholesale versus retail issues. Dr. Canedy stated that his market is the employer, and those experiencing the largest cost increases are the most likely to use PHRs. On the wholesale side, Dr. Fotsch recommended marketing to self-insured employers and health plans, because they pay the bills. On the consumer side, the key is marketing to women who care for not only themselves but also spouses, children, and aging parents. He stated that what is lacking in this case is the “Oprah Winfrey effect”: if Oprah stated that only an irresponsible mother would count on her memory of her child’s last tetanus shot, then there would be a huge demand and uptake. Mr. Solomon added that marketing cannot be top-down; it has to start and end with the consumer. Dr. Marshall echoed that perspective and stated that one of the principles of the PHR is that it has to provide value to consumer.
Based on his experience with the Migrant population, Mr. Solomon stated that outreach to overcome the fear of government was the biggest hurdle. Also having promotores, people within the community getting the message out, was key. Dr. Canedy added that serving a different population is not just about words: an internal champion from within the culture is needed.
Asked about employing a public action model for campaigns to change social behaviors, Dr. Fotsch replied that we need a unified effort that is not tied to a specific vendor or model. That PHRs will help with smoking cessation or access your records in Beijing are submessages; the primary message is that consumers ought to have and to control their own records. Focusing on this message would carry across all the disparate public health goals and employer goals to encourage the value of the PHR. 

Concerning the certification of PHRs, Dr. Marshall commented that certification could take on different forms. WebMD is cautious about feature and function certification but feels that security and standards-based exchange is the right thing to do to foster interoperability. Dr. Canedy also stated that he supports minimum standards and hopes that it will begin as a voluntary program and then will advance to a more aggressive program over time so that providers can have time to catch up to the standards. Dr. Fotsch responded that adopting standards will not move the market; vendors will meet the standards “bar” if there are incentives tied to it. Mr. Solomon added that standards are important especially with interoperability and security, but again, they will not help with consumer adoption. Marketing is key: once everyone knows what a PHR is, then certification can be used as a marketing tool. 
Regarding whether the primary function of a PHR is to provide information to the provider or for consumer education, Mr. Solomon responded that the PHR is at the top of the pyramid: it relies on other pieces of information to be there and therefore should be the focus for both providers and consumers. Dr. Fotsch agreed, stating that consumers know information about themselves and share it with the provider, so it is not an “either/or” but a “both” scenario. Consumers ultimately are the users and pay for PHRs. In the future, consumers will not use a provider that does not engage in the network, the same way that consumers now will not go to bank that does not have ATMs. Dr. Canedy added that there is a need to be patient centered in order to change health care cost or risks. Currently, the health care system is very paternalistic; PHRs will drive change in the system by moving to a partnership model. Dr. Marshall commented that the value of a PHR is contextual and that depending on the setting, the implications for the data will change. In driving change regarding the willingness to exchange information, the consumer needs to be in the front seat of the process.
Statements from the Public 
Gary Dickerson from CentrifyHealth provided testimony in the format of answering the questions listed in the Federal Register. To increase awareness, the key is to educate consumers, engage key sponsors, provide various incentives, promote consumers to be personal health managers for themselves and for their family, promote the development of a consumer care team for each individual, and promote health self‑awareness. The centralizing function of the PHR is crucial. Consumers and consumer advocates should identify the elements that will be contained in one centralized location. Regarding interoperability, a recent HL7 white paper, the HL7 EHR interoperability model, and the ISO 21089 are important references. Interoperability is anchored, or starts, at the source; it begins with a persistent, indelible legal health record. He has compiled a list of standards built around health care actions, and these standards could become a complete solution for EHRs and the sharing of PHR and EHR data. He fully supports the certification process, which needs to be more than just security and authentication functions; a minimal set of functions is needed for the PHR. 
Deborah Lafky, from Claremont University, presented that information systems research leads to a stakeholder orientation and specifically to the notion that, for the type of system represented by PHR, a user-driven design is essential. Because PHR systems represent a new type of information system, one designed to serve individuals and not organizational needs. A system design should emerge from our understanding of those users. Information systems research consistently has demonstrated that user satisfaction and engagement are greater when the end user has had a meaningful role in system development. Thus, a user-driven approach to PHR system design is called for by the very nature of the system. 
Adrien Groper, representing MedCommons, stated that the perspective of an independent PHR service, the Office of the National Coordinator (ONC) focus on certification, incentives, and document standards, is counterproductive to consumer empowerment.  PHRs will be market driven and evolve much faster, if allowed, than the institutional components of the NHIN. The reason is simply each interaction between a consumer and a caregiver is an opportunity for the consumer to express their PHR communication preference. Technology standards are already well underway by large consumer-oriented companies offering Web services, and these technologies help consumers manage their network identity and ensure privacy without having to rely on federal mandates. In summary, MedCommons believes that a successful information network will require a high degree of trust on the part of customers, because they will be voting each time that they go to a provider. 
Mark Wallin, from InterComponentWare, shared the experience of an international e-health provider, based in Germany. A PHR is being implemented in the European market today that is capable of true interoperability. It links patients to their medical providers and practitioners and enables the efficient exchange of health-related information. The inclusion of a smart card into the functionality of PHR can enable other benefits, insurance information, and other functionality such as health savings account management. The interoperable PHR is based on service-oriented architecture and technologies. Authorized practitioners and providers can update data automatically from their management software into the patient’s PHR and can gather relevant information from the PHR for their electronic records. Pharmacies and other stockholders are also integrated into the PHR inclusive network, where available data about prescribed drugs, their interactions, and possible intolerances can be considered by authorized users. The dataset provides vital, multilingual information to physicians here and abroad via emergency authorized access, which is critical in places where the patient is unresponsive or in distress. The activities in the European Union are flirting with the reality of a fully interoperable “holy grail” of PHRs.  
Russell Davis, from Summit Health Institute for Research and Education, has conducted research in several areas addressing policies on racial and ethnic data, language and cultural competence, and informed consent to determine their impact on closing or exacerbating health gaps. In terms of increasing consumer awareness, there is an urgent need for culturally and linguistically targeted campaigns – mounted by trusted organizations that are representative of underserved racial, ethnic, and other communities – which are directed toward consumers in those communities and the providers who serve them. He strongly recommends that representatives of the underserved community should be involved in identify the most important elements of a PHR. PHRs should be used as tools to promote health and disease management, to provide information on topics like medical terms, and to schedule reminders. However, to bridge the digital gap, we need to expand the definition of a PHR to include cell phones and other technology widely available in underserved communities. Because of the diversity and mobility of this population, adequate time must be taken to ensure inclusion of potentially excluded groups in the PHR process. The promise of HIT and its potential to end disparities in health care quality can be realized if we proceed as partners.
Steven Keeler, with an independent company, highlighted two issues. First, in taking on this massive change agent called “empowering the patient,” it is critical to come up with a profile of the characteristics of the empowered patient. Empowerment implies a transfer of power, perhaps from somebody else to the patient; the perpetrator of nomenclature has a power that nobody else has. It can convey accuracy, transparency, and clarity, which certainly will have a great role with regard to consumer uptake and adoption. Second, the CE Workgroup is the only one mandated to look out for all Americans. Other groups have key populations, some with competing interests. This group is charged with finding out how to empower a blind person, somebody who does not speak English, somebody who does not have access to a computer, and the self‑pay and uninsured populations. He asked the group to consider the profile for the consumer and the definition of power in consumer empowerment.
Dr. Mon, wearing his “other hat,” addressed PHR certification from CCHIT. The role of CCHIT is to gauge the willingness and readiness of the industry for PHR certification. One issue for payer performance was the fact that EHRs should be certified to reduce risk and to accelerate their adoption of EHRs. As was pointed out, there is not that kind of parallel incentive with the consumers; we are not paying consumers a bonus for their health care and therefore are not incentivizing them to use PHRs. To the extent that a certification seal can be used to enhance buyer confidence, he believes that certification might be worthwhile. Looking at the way that CCHIT has addressed certification for both ambulatory as well as inpatient acute, it never has been to look at the entire system. There are more than 800 conformance criteria in the functional model, and they took 264 of those for certification criteria. Similarly, the entire PHR would not be certified in 1 day. Others today have said that the functions most worth certificating initially would be privacy and security and parts of interoperability; then there would be incremental criteria each year. Dr. Mon pointed out the steps listed in his written testimony that would have to occur in order to achieve interoperability between PHRs and EHRs and how certification can occur from that point. 
Allen Zuckerman, a primary care physician at Georgetown University, presented on his experience representing the American Academy of Pediatrics to the CCHIT interoperability panel. Use of PHRs through partnership with health care providers is essential to trust and engagement. Web-based and paper-based PHRs will facilitate sharing and engagement with providers more easily than USB or other hardware devices that can conflict with local security. If the majority of pediatricians provide, use, and update a standard PHR for child health records, parent awareness will grow very quickly and the market will drive universal adoption. A minimum dataset is essential to interoperability, and without interoperability, a PHR always will be considered incomplete and potentially inaccurate. The minimal elements should be sufficient and accurate when used alone, but additional optional enhancements and extensions are feasible. PHRs have many stakeholders, and engaging professional societies will be an important step in partnership. Many standards exist for medical summaries, and we are making excellent progress in bringing the various groups together. Not only do we need to have PHRs portable in either CCR or CCD format, but the data elements themselves must be compatible with the X12s that the insurance companies and pharmacies use and the legacy HL7 systems that exist in most of the practice management and hospital systems today. We are making progress towards a core registration summary and medication history that can be a building block for a full PHR. 

Workgroup Discussion

In reviewing today’s testimony, Dr. Robertson asked the working group to focus on identify areas that might be continuing gaps that need to be addressed as the group moves forward in its process. Identified issues included: 

· Expertise on consumer engagement models and identifying communities for outreach 
· Information systems research and user-driven design 

· Direct feedback from focus groups rather than hearing others’ results 
· Incentives for consumers, providers, and vendors

· Use cases

· Analysis on appropriate business models that can be connected to Federal policy “levers”
· Methods for making PHR information dynamic and contextual
· Continued environmental scan of PHRs to determine what functionalities exists.
Concerning the questions posed in the Federal Register, Dr. Robertson asked the group if they obtained the needed information. Several comments were made on issues of trust, including the following:
· There is a need to know more about trust, in general terms and specifically why doctors were listed first as the most trusted.
· When the value of PHRs is demonstrated to consumers, there is a shift also in the dynamic of the trust. 

· In asking who is the most trusted, self-knowledge was not tested as a source. Would people trust information that is from the open-source community that has no “ownership,” such as Wikipedia? The open-source community and the antibusiness models should be further examined.
· When working with sources that are not trusted, patients are being reassured that health plans and employers are partnering with trusted sources. This appears to work well. 
· Messaging will impact how consumers respond to trust issues. Testing the phasing of a message before rolling out a campaign can be quite effective. 
Concerning standardization of features and functions, comments included the following:
· Bringing together the lists of different standards organizations would be helpful for comparison and to ensure collaboration. 
· The scope of standards will be important for a nationwide rollout, and analysis of State medical data laws will be needed.

· Informed consumers can identify what features and functions they want, and there will be different answers to this question as we broaden the definition of users.

· We need to identify and prioritize what the “next” most important features are for the roadmap. 
· Because some consumers do not know what the problem or solution is, they have low expectations for their wants and needs.
· Research functionality and the ability to access trials and population data were missing from this conversation.

Regarding health and HIT literacy, more information is needed, particularly on undocumented populations and bilingual records. Kelly Cronin will pull together resources from other HHS projects.
Interoperability issues were presented by many speakers. Reports from the upcoming September deliverables will be very useful. The group also commented on the need identify the appropriate groups to “hand off” this work. 
On the issue of certification, it appears that consumers expect it, but it needs to be balanced with market forces so that progress is not impeded. There also seemed to be a trend towards readiness for privacy and security and interoperability, but not functionality. Comparisons were made to evolutionary processes, such as the Joint Commission on Accreditation of Healthcare Organizations.

Ms. Cronin stated that the ONC staff will analyze the testimony further to capture and compare the answers to these issues.
Dr. Robertson thanked everyone for their participation, and the meeting adjourned on time.
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