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Call to Order/Roll Call (00:00:00)

Tara Porter

Good morning, everyone, and welcome to the May 2026 HITAC meeting. Great to see all of you who are with us in
the room in Washington, District of Columbia (D.C.) | am Tara Porter with ONC, and | will be serving as the
Designated Federal Officer for today’s meeting. Today’s meeting is a hybrid format, and we do have attendees
both here in the room as well as joining us virtually via Zoom. | just want to note that the meeting is open to the
public. Public feedback is welcome throughout the meeting via the Zoom chat feature, and towards the end of
today’s agenda, we also have a period for public comment where verbal comments can be made. | would like to
start by welcoming ONC’s leadership team to today’s meeting.

We have our National Coordinator for Health IT, Tom Keane, as well as our Deputy National Coordinators for
Health IT, Mark Atalla, who is joining us virtually today, and Jason Funderburk, our Executive Director of the Office
of Programs and Implementation, and Deputy National Coordinator for Health IT, Elise Sweeney Anthony, and our
Executive Director of the Office of Standards, Certification, and Analysis, and Deputy National Coordinator for
Health IT, Avinash Shanbhag, Steve Posnack, our Principal Deputy National Coordinator for Health IT, and Sam
Kaardal, our Deputy National Coordinator for Health IT, who will be joining us a little bit later in the meeting. | will
now begin with the roll call of our HITAC members. When | call your name, if you could just please indicate that
you are present. Katrina Miller Parrish.

Katrina Miller Parrish
Present.

Tara Porter
Eliel Oliveira.

Eliel Oliveira
Present. Good morning.

Tara Porter
Shila Blend.

Shila Blend
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Present.

Tara Porter
Hans Buitendijk.

Hans Buitendijk
Good morning.

Tara Porter
Michael Chiang has indicated that he is not able to join us today. Derek De Young.

Derek De Young
Present.

Tara Porter
Steve Eichner.

Steven Eichner
Present. Good morning. Participating remotely.

Tara Porter
Lee Fleisher.

Lee Fleisher
Present.

Tara Porter
Hannah Galvin.

Hannah Galvin
Present.

Tara Porter
Raj Godavarthi.

Rajesh Godavarthi
Good morning.

Tara Porter
Steven Hester. Bryant Thomas Karras.

Bryant Thomas Karras
| am here.

Tara Porter
Hung Luu.

Hung S. Luu
Present.

Tara Porter
Trudi Matthews. | think she said she was going to join virtually at certain points as available. Anna McCollister.

Bryant Thomas Karras
She is en route.

Tara Porter
Deven McGraw.
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Deven McGraw
| am here.

Tara Porter
Dayo Oshunkentan.

Kikelomo Oshunkentan
Good morning. | am here.

Tara Porter
Randa Perkins.

Randa Perkins
Present.

Tara Porter
Rochelle Prosser.

Rochelle Prosser
Good morning.

Tara Porter
Dan Riskin.

Dan Riskin
Present.

Tara Porter
Mark Sendak.

Mark Sendak
Present.

Tara Porter
Fil Southerland.

Fillipe Southerland
Good morning.

Tara Porter
Zeynep Sumer-King. Naresh Sundar Rajan.

Naresh Sundar Rajan
Present. Good morning.

Tara Porter
Now, our Federal Representatives of the HITAC, Keith Campbell.

Keith E. Campbell
Present.

Tara Porter
Meg Marshall.

Meg Marshall
Present.

Tara Porter
Ram Sriram.
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Ram Sriram
Present.

Tara Porter
Glad you were able to join.

Ram Sriram
Yes, virtually.

Tara Porter
Thank you. Is there anyone that | missed, or just joined us? Thank you. Please join me in welcoming Elise
Sweeney Anthony and Tom Keane for their opening remarks.

Welcome Remarks (00:03:43)

Elise Sweeney Anthony

Good morning, everyone. Thank you very much for joining us here today. | think it is such a pleasure to get so
many amazing minds together, focused on health IT and in support of everything that we have going on at ONC.
Thank you for joining me. Hopefully, you all are not hearing the echo, and it is just in the room, but | will keep going
unless someone tells me otherwise. There are a couple of announcements we wanted to make as we go ahead
and get started. One of the things | wanted to note is that you might notice on our slides and on our website, we
are back to ONC. Some may have briefly known us as ASTP, but I think our long history with ONC, which is the
Office of the National Coordinator for Health Information Technology, will not sound foreign to folks. I think,
hopefully, it will roll off the tongue as we go through today. Welcome back. Give a warm welcome back to ONC, |
should say. There are a couple of other updates that we wanted to make folks aware of. 1.) We recently released
the 2026 Interoperability Standards Advisory Reference Edition.

This year’s update incorporates the Federal Fast Healthcare Interoperability Resources (FHIR) Action Plan, which
informs federal investment in and adoption of the Health Level Seven (HL7) FHIR standard. In these meetings, as
folks may be aware, and for those who are new, we try to give some updates on some activities that ONC has
been working on and provide some awareness on those. On occasion, you will hear me throw these in. We will
also update along the way. The other one | wanted to highlight was the United States Core Data for Interoperability
(USCDI)+ behavioral health data element list, which is now available. This includes revised use cases to advance
a standardized interoperable core set of data elements for mental health and substance use treatment. The
updated data elements are going to be leveraged and tested by nine nationwide pilot programs selected for the
United States Department of Health and Human Services (HHS)’s Behavioral Health Information Technology
Initiative, or as we call it, the BHIT initiative. On April 20, we led a full day of round table discussions examining
how expanded adoption of health IT can improve mental health and substance use care outcomes and advance
the administration’s commitment to whole person recovery.

Lastly, we have some dedicated time today later on in the agenda for the team to talk about some other updates
that are underway, particularly the Electronic Health Information (EHI) Ignite challenge and the updates regarding
the Leading Edge Acceleration Projects, or as we call them, LEAP. | wanted to just welcome everyone again to
what is going to be an amazing day. We have an amazing hearing later on today as well, and to introduce our
wonderful national coordinator, Dr. Keane.

Tom Keane

Thank you very much, Elise. It is nice to be here at our first in-person HITAC meeting, and nice to meet all of you,
those that | do not know. Welcome to Washington, DC, and | want to thank you in advance for the commitment of
your time and effort in making both this committee and the agency overall work. At one point, when | was working
at a small hospital, a doctor decided to complain to the Chief Executive Officer (CEO) for convening a meeting of
all of the doctors, and he said, “You have 200 doctors in this room. There is a $400 million business here. Use our
time wisely.” | am aware that all of you guys are very valuable in your day jobs and in your professions, and we
take very seriously the commitment you have made to participating in this, and very seriously your contributions,
because we know how valuable the work that you do is. | want to thank you for that in advance. Additionally, |
should apologize for all the building security requirements, the amusement park/underage bar wristbands that you
are being forced to wear, and the heated warning not to walk beyond the bathrooms out here.
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There is, in fact, a cafeteria that | think you are safe to go to if you need to get coffee or anything. | think we do this
mostly for your own protection because this building was built some years ago in a brutalist style, and if you
happen to wander onto the wrong floor in the wrong hallway, we will have to send a search party after you
because it is a very confusing building to navigate. | appreciate you guys all following the rules. Yes, thank you,
Elise, and good morning to everybody. It is great to see many of you here in person. We have an action-packed
agenda today focused on one of the most pressing issues in American healthcare, namely, affordability. The panel
discussions today will explore how health IT can improve affordability across the healthcare system, from back-end
administrative operations to clinical care to patient-facing tools. We are honored to welcome panelists to join the
HITAC discussion today, and | look forward to hearing from them and from all of you on how we can advance
affordability through the smarter use of data and technology.

| also want to extend my thanks to the HITAC members and ONC staff who have invested much time and effort in
helping us craft this affordability hearing. Earlier in the year, President Trump released the Great American
Healthcare Plan, focused on affordability in healthcare and reducing overall healthcare costs for the American
people. Affordability is one of the three key priorities of this agency and this administration, along with data liquidity
and technology evolution, and it is where these priorities intersect that we get the biggest impact for patients. We
want to use forums like HITAC to understand progress and opportunities in health IT that can make healthcare
more affordable, whether that is lowering out-of-pocket costs at the pharmacy counter, cutting administrative
waste, or giving patients tools to avoid unnecessary care.

We all know how important it is to have a healthcare system that delivers the right information to the right person at
the right place and the right time, but it is also equally important to do it in a way that helps lower costs for the
American people. | am looking forward to today’s discussion and to your candid views on where ONC’s work on
data liquidity, standards, the Trusted Exchange Framework and Common Agreement (TEFCA), and automation
can go further to make care more affordable for patients, providers, and payers alike. Before | close, | would like to
take a few moments to announce the selection of the two new co-chairs of HITAC, Eliel Oliveira and Katrina Miller
Parrish. Eliel is a national leader in innovative health IT, including mobile patient engagement and integrated
referral platforms. He has been a HITAC member since 2022 and is the co-chair of the HITAC Annual Report
Workgroup. Katrina brings deep expertise in clinical informatics, interoperability, and population health. She has
been a HITAC member since 2024 and has participated in various subcommittees.

| look forward to the expertise and leadership that Eliel and Katrina will bring to HITAC. | am also pleased to
announce the selection of the new co-chair of the Annual Report Workgroup, Shila Blend. Shila and Eliel will serve
as co-chairs and bring more than a decade of experience leading people and projects in the healthcare system
space, including patient care and implementation of software and statewide programs. Shila has been a member
of HITAC since 2023. | have tried to keep my comments brief this morning because | know that we have a full
agenda, but | want to close by thanking HITAC for your continued contribution and participation. Now, | will turn it
over to Eliel and Katrina for their opening remarks.

Opening Remarks and Review of the Agenda (00:11:28)

Eliel Oliveira

Thank you, Tom, and good morning, everybody. It is great to see all of you here again. It has been a while, and |
am very excited for the work that we have ahead. Today, it is an honor to serve as HITAC co-chair, and | want to
begin by recognizing the strong momentum we have seen across the nation in health IT specifically. Much of that
moment is being shepherded by our leader here, Dr. Keane, and the broader team at the ONC and the federal
administration. There is a lot of excitement. | have been waiting for a couple of decades to see these
transformations, and | think they are here. We are at a moment when the direction of federal health IT policies
becomes clearer and more cohesive. There is renewed focus on data liquidity, on reducing unnecessary burden
through prior authorization and fraud prevention, while also strengthening the core standards, patient access to
their data, and building the infrastructure required for a more connected, intelligent healthcare system.

These are not incremental changes, as you all know. They represent a meaningful shift towards making health
data more usable, more accessible, and more impactful across the continuum. What is particularly encouraging is
that this momentum is not just about technology. It reflects a broader recognition that interoperability, data quality,
governance, and trust are all interconnected. The work underway is laying the foundation not only for better data
exchange, but more coordinated care, more informed decision making, and, ultimately, better outcomes for
patients and communities. This creates a significant opportunity for this committee, in my mind, and you know that
HITAC has always played an important role in advising on standards policy and implementation, but in the current
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environment, our role is even more consequential. We are not just reacting to policy. We have the ability to shape
a national strategy for health information technology in alignment with the federal agencies, such as CMS and its
tech ecosystem.

That means bringing forward practical, experienced, informed recommendations that you all have. It means
ensuring that policies being developed are grounded in how care is actually delivered, how technology is actually
used, and where the real gaps still exist. It means continuing to bridge perspectives across providers, patients,
developers, payers, and community-based organizations. If we do this well, HITAC can help ensure that the next
phase of health IT is not only advanced but also more aligned and more effective. It is truly an exciting moment to
be part of this group. As we move through the agenda today, | encourage all of you to keep that broader context in
mind. The discussions we have here continue directly on how national priorities are translated into real-world
impact. Thank you again for your time serving on this committee, your expertise, and your continued commitment.
I look forward to a productive session today. Thank you. Katrina.

Katrina Miller Parrish

Good morning, everyone. Thank you, Eliel, and it is my pleasure to serve with you as co-chair for HITAC. Thank
you, Tom and Elise, all of the HITAC support group and Accel, and all of our HITAC members, for being here
today and doing all you do to keep these efforts going to make sure that we have the right standards and
regulatory guidance for what we do in health technology today. Again, | am incredibly honored to serve with all of
you distinguished members of this committee, all unique in their own ways, for what you bring to this committee
with your background and expertise. | serve on this committee as an individual frustrated by an amazing country
with such sad healthcare and outcomes. We all know we can do better. | am also a mother, a wife, a daughter, a
family physician, a clinical informaticist, currently chief medical officer for Revenue Cycle Management
Clearinghouse, chief medical informatics advisor for a patient app, and | have also served as an advisor for clinical
apps.

| have been chief or medical director for two payers, two provider systems. | have worked as a family physician in
a community and an academic setting, in residency programs, medical school, and a physician assistant school.
We keep talking about over the years how challenging it is to manage the healthcare that we try to work with as
patients, as providers, and as payer staff. We all know that we can do better with that. That is why we are here.
HITAC, also working with TEFCA, is working with CMS-aligned networks, bringing together all of the efforts from
all of the different angles we can to make our health tech system work better. | know we can do it, and | know that
is why we are all here. | am here to represent all people for that effort to deliver, as Tom said, the right information
to the right person at the right time, in the right way, in the right point in the workflow, the five rights, whether it is
for clinical decision support for providers, or it is information for patients, or even in the workflow for payers.

That is what we need to do, and that is why we are here. As we all know, an innovative vision cannot be realized
without standards, documentation, implementation, and maintenance. That is, again, why we are here, unsung
heroes, behind the scenes, making sure that USCDI versions progress, annual reports are done, and that we have
the discussions pulling together the federal, public, private, and community voices to make sure all voices are
heard and incorporated. Thank you all for being here. Thank you for your input. Thank you for your opinions.
Thank you for the times when it is hard to say what you might want to say, but it is important to do so. Incredible
work has already been done in the past few years, and we are all here together to continue to do more. Thank you
for being here, and | am honored, again, to serve on this committee with you.

Eliel Oliveira

Thank you, Katrina and everyone. | think | want to go over a few housekeeping items first for you all. You may
have those in front of you, but | want to make sure that folks can hear me. | got some notice here that nobody
could hear me. As you all know, when you need to speak, we ask you to lift your name tag up so we know that you
want to be in line and say your name every time. It would help the public. If you would like to type public comments
on Zoom, you may join online, but make sure that your mic is turned off and your speakers are turned off. As you
saw, we had some echo. It is all gone now. It is great. Make sure that you remain muted. You will see the wi-fi
details on the paper as well if you would like to use it. For our virtual attendees, if you would like to speak and
there are members of the committee, you can raise your hand, and we will call you to speak at the right time.

Please turn on your camera when you are speaking. For the presenters today, we have a great group of
presenters today. We have a table there at the front, and these slides will be advanced by the Accel team during
your presentations. That is all | had for our basic agenda.
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Katrina Miller Parrish

Those were the housekeeping items. You see the agenda on the screen for today. As we have all talked about, we
have an amazing set of discussions and presentations for you today. First up, we will have the update on the
status of the annual report workgroup. As you heard, it is co-chaired by Eliel Oliveira and Shila Blend. We will be
hearing that first. Then, later on in the morning, we will have our first of two affordability hearing panels. The first
panel will be on technology evolution, modernizing administrative workflows with Dr. Steve Kim, Co-Founder and
CMO of Valer, Michael Lunzer, Founder and CEO of Itiliti Health, Michael Anne Kyle, Assistant Professor,
University of Pennsylvania, Perelman School of Medicine, and Neil Kulkarni, VP of Product Management, Provider
and Clinical for Highmark Health. Then, we will have a lunch break. After we get back from lunch, we will have a
panel from ONC Innovation Efforts.

First off, we will hear about the EHIgnite Challenge, and that will be with Adam Wong, Health IT Programs, IT from
ONC, and Priscilla Owusu-Mensah for Public Health Analytics at ONC. Secondly, on the ONC panel, we will be
hearing about the Leading Edge Acceleration Projects, LEAP, in health IT with Alison Kemp, Public Health Analyst
from ONC, and again, Priscilla Owusu-Mensah, Public Health Analyst from ONC. Then, later on in the afternoon,
we will have the Affordable Hearing Panel No. 2. That panel discussion will be focusing on access and
affordability, price transparency, data, liquidity, and consumer choice. First up, there will be Jeff Wu, Deputy
Director for Policy, Center for Consumer Information and Insurance Oversight, CCIIO from CMS; then, Jill DeGraff,
Chief Privacy and Regulatory Officer from b.well Health, Jeanne Pinder, Founder and CEO from
ClearHealthCosts, and Tim Ferris, Vice President, Healthcare Practice for InterSystems. After that, we will have
time for public comment.

Then, ending out our day today, we will have final remarks and our adjournment. Now, we will move on to our first
discussion, which will be the update on the status of the Annual Report Workgroup with Eliel and Shila. Thank you
very much.

Update on Status of Annual Report Workgroup (00:22:32)

Shila Blend

Good morning, everyone. We have started with the Annual Report Workgroup. As said, Eliel and myself, Shila
Blend, are the chairs. To begin off, | would like to discuss the Annual Report Workgroup charge. The overarching
charge for the work group is to inform, contribute to, and review draft and final versions of the HITAC annual
report, which are to be submitted to the Secretary of Health and Human Services to Congress every fiscal year. As
a part of that report, the work group will help track ongoing HITAC progress. Specifically, it is designed to provide
specific feedback on the content of the report as required by the 215t Century Cures Act, including analysis of
HITAC progress related to the priority target areas outlined in Cures, assessment of health IT infrastructure and
advancements in the priority target areas, analysis of existing gaps and policies and resources for the priority
target areas, and ideas for potential HITAC activities to address the identified gaps.

To do this work, we have an excellent group of individuals from HITAC and organizations to help us with the work.
In addition to the co-chairs, we have Hans Buitendijk from Oracle Health, Michael Chiang from the National
Institutes of Health, Steve Eichner of the Texas Department of State Health Services, Hannah Galvin of
Cambridge Health Alliance, Bryant Thomas Karras of Washington State Department of Health, Anna McCollister,
Kikelomo Oshunkentan of Humana, Rochelle Prosser of Orchid Healthcare Solutions, Mark Sendak from Vega
Health, and Naresh Sundar Rajan from Neantix. | will give it to Eliel to discuss our timeline.

Eliel Oliveira

Thank you, Shila. For those of you that have seen the annual report in the past, we start by defining first topics
under each priority area, and the group has done that. We have met for at least three times now and come up with
a list, and we are going to share that list in a bit. | wanted to mention that if you still have things that you believe
need to be added, we still give everyone until May 14 an opportunity to do so. | am going to speed up a little bit
here that we can actually hear today from you all what are the topics that you feel are quite important that we need
to address in the annual work group. As you can see here, another important thing is the final draft. It comes out in
September. We are going to vote in October, in November, finalize that draft based on your feedback, and submit
that report then in December to Dr. Keane. | hope that makes sense. Let us come to the next slide. As you can
see, the priority areas are interoperability, privacy and security, and patient access information, as detailed in the
Cures Act.
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The first topics that we have here, | am going to read them briefly for us, and Shila will help me with that. Again, |
would love to hear your comments and any other suggestions you have. Other interoperability, we want to improve
the multimodal interoperability across three data domains or key user domains as well. You see those listed.
Improve the availability and use of patient-generated health data. Improve data quality, completeness, and
standards. Enable secure, effective use of artificial intelligence (Al) to support semantic interoperability and deliver
high-quality care,improve patient identification and matching, and reduce prior authorization burden. Shila?

Shila Blend

Under privacy and security, we have strengthening the privacy consent, patient control over health data, and
increasing transparency into who can access it and for what purpose. Then, we have increasing transparency,
accountability, and disclosure for secondary health use cases of health data. Thirdly, we have improving
governance of Al and emerging technologies. Finally, under privacy and security, we have clarifying standards and
safeguards for de-identified data, re-identification risk, and consent. Under the patient access to information, we
have improving the use of Al to enhance access, increase usability, and support clear interpretation of health data
for patients, caregivers, and families, improving the contribution and sharing of patient-generated health data,
improve price transparency and consumer-driven affordability, address the information blocking and enforcement,
improving individual access services implementation, and finally, increasing patient participation in health IT and Al
policy development.

Eliel Oliveira
Thank you, Shila. | want to open up to all for any comments, suggestions. We have a few minutes.

Kikelomo Oshunkentan

Sorry, | do have a question in regards to the key user domains. My first gestalt is to inquire about the involvement
of pharma. The reason that is, is because in different conversations and initiatives, my understanding and my
experience is that they need and rely on interoperability as it relates to clinical trial. There is a disconnect and
oftentimes challenges between getting that data seamlessly from the providers. | wonder whether this would be a
prime opportunity for us to ensure that we include them as a stakeholder in these conversations, the inclusion of
pharma in the domains.

Dan Riskin

This is Dan Riskin. | would like to add to that. | could not agree more. In terms of secondary use of data, we see
life sciences and the Food and Drug Administration (FDA) using more and more data, even as simple as the
Sentinel initiative within the FDA, or going forward to uses for drug approval and label expansion. | think it is
important that we get better information to understand drugs in use, not just pre-approval, and to protect patients
as we learn more when drugs are used across a broad scale.

Eliel Oliveira

Thank you, Dan. That is a great comment. | believe that there is a lot of opportunity there with the FDA Sentinel to
accelerate the process. If we need to move faster, | think we need to get some intelligence there. | am all for Al for
that work there. As a reminder, please raise your flag. We are tracking the sequence. | think we have Keith next.
Thank you, Keith.

Keith E. Campbell
Yes, good morning. Keith Campbell. At a prior meeting, we had discussed data quality. | am very pleased to see

data quality is specifically called out on this list. | think it is important. There is an assumption that is not always
true, that all of these higher-level things that we want to do, the data is actually there, and of necessary quality in
order to do that. Frequently, that is not the case. | do want to point out some successes, | think, we have had in
this space in the year, and also thank ONC for their participation, which is that we have been able to stand up
Patient Information Quality Improvement (PI1QlI), the Patient Information Quality Improvement Initiative, at HL7. |
know that ONC is participating in that at HL7. My agency is participating in that. The Veterans Administration is
also participating in that. | think that is a significant change from where we were previously when we were talking
about topics for quality. If | can give any pointers to things that are going on in that space, | am happy to assist the
report committee. Thank you.

Eliel Oliveira
Excellent point. Without data quality, we cannot do much in any direction. | want to keep moving fast. We just have
a few minutes left. We have Mark next.
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Mark Sendak

Most of my work the last few years has focused on Al use in community and rural settings. Two things that come
up related to interoperability. | am just adding detail here, but for prior auth burden, | know that some of our
panelists will talk about it, but the variability in which how the information is submitted to the different payers. Then,
the thing that most blows my mind is people having to manually log in to all the portals to check the status of
claims and that that is not reported back to the providers in a standard format and automated. The second one on
interoperability that is going to be a huge problem in the next six to twelve months is the Medicaid work
requirements and that they are going to be highly variable across states. They are mostly going to be analog
workflows at a ton of administrative burden and just need for standardization and data transmission.

Eliel Oliveira
That is excellent. The rural health transformation really needs those things to sustain the funding right over the
years beyond the current program. Thanks for that note. | think we have Rochelle next.

Rochelle Prosser

It was just to support Dayo’s and Mark’s comments on rural health and also to talk about the administrative burden
in pharmaceutical prior authorization. | think if you hear anything within the pulse of the community and the general
public, just trying to access medications, in general, is a big problem, whether it is just standard medications that
they need to have, multiple medications across different specialties, just access in either the rural space or urban
space. It is a big problem with administrative burden, both for the pharmaceutical companies, the dispensaries, as
well as the patients receiving it. If we could have an amendment to look specifically at pharmaceutical prior
authorization as an addition or a topic would be helpful.

Eliel Oliveira
Great. Thanks, Rochelle. Fil, take us home.

Fillipe Southerland

Good morning. Great to see everyone, and thank you again for our ONC hosts. | am here representing the long-
term post-acute care industry. | just wanted to reinforce some of the points earlier where if we can have fidelity at a
sector-specific view. Our population is skilled nursing, assisted living, age 65 plus, the fastest growing, most
medically complex population. When we look at the day-to-day interoperability in our sector, 17% are capable of
data exchange with the hospital system, etc. | think we could really benefit. We tend to look monolithically at
interoperability or patient access to information. If we can really increase the fidelity by sector, | think that would be
quite helpful. Thank you.

Eliel Oliveira

Thank you much, Fil. Yes, | totally agree. We do still have a lot to do long-term post-acute care. We saw what can
happen during the pandemic. Katrina, | think, folks, again, as a reminder, we do have until the 14" for you to send
additional comments. Take this slide home and take a look and think through it, please. | will turn it over to you
now.

Affordability Hearing Panel 1- Panel Discussion: Technology Evolution: Modernizing
Administrative Workflows (00:35:29)

Katrina Miller Parrish

Thank you for that update. | will just say one more thing. | really like coordinating across all of the various efforts. If
there is any way that the Annual Report Workgroup can also make mention or reference to the CMS-aligned
networks and technical work, that would be terrific. Now, we are happy to have our in-person and virtual panel
focusing on technology evolution, modernizing administrative workflows. Thank you for already progressing to the
front table. As we noted earlier, this is the hearing on affordability in healthcare. As Dr. Keane noted in his opening
remarks, this is a key priority of his and the Administration’s. Our first panel is focused on that evolution. The panel
will focus on how Al, automation, and data integration can streamline administrative processes and lower system-
wide healthcare costs. On this panel, we have Dr. Steve Kim, Co-Founder and CMO of Valer, and Michael Lunzer,
Founder and CEO of ltiliti Health. Then, joining virtually, we have Michael Anne Kyle, Assistant Professor,
University of Pennsylvania Perelman School of Medicine, and Neil Kulkarni, VP, Product Management, Provider
and Clinical Highmark Health. Thank you all for being here today.
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| just want to let you know the panel for this format will include five minutes of remarks from each panelist, followed
by a discussion period with HITAC members. | will now turn it over to Steve Kim to briefly introduce himself and
kick off his remarks.

Steve Kim

Good morning. | would like to thank you all on this committee for affording me the opportunity to share my
experiences and perspectives as a provider when it comes to prior authorization workflows. | am the co-founder
and Chief Medical Officer of Valer. Prior to that, | was a practicing pediatric surgeon for the better part of a decade
at the Children’s Hospital in Los Angeles, and started Valer out of my own personal frustration and anger about the
impact that prior auths were having on my patients, as well as my staff. At Valer, we work with hospitals, health
systems, large ambulatory medical practices, as well as national Durable Medical Equipment (DME) suppliers to
help centralize, standardize, and automate today’s manual prior authorization workflows. Next slide, please. This is
quite an eyesore. | am not going to attempt to cover this in the allotted time, but it does visually represent a point
that | wanted to make to this committee, is that prior auth is not just simply a data interoperability issue. Underlying
it is a very complex workflow problem that needs to get addressed.

In light of CMS Interoperability and Prior Authorization final rule (CMS-0057-F), it is worthwhile to have further
discussions around that. It is born out of disjointed and fragmented Electronic Health Record (EHR) workflows and
opaque and complex payer requirements when it comes to prior authorization and creates a substantial amount of
manual work effort today in terms of managing that. Valer, what we do, is born out of 10 years of experience
bidirectionally integrating in with electronic health record systems and painstakingly mapping prior authorization
workflows and automating those across payer web portals and prior authorization forms that we encountered. Next
slide. | think one of the requests was to at least highlight some potential opportunities for discussion around prior
authorization. How do we accelerate transformation? These are three topics that have come to top of mind for me.
Certainly, | have a lot more, but data fidelity is something that | wanted to highlight.

There is a substantial challenge with demographic misalignment when it comes to data around prior
authorizations. Principally, it is provider information and facility information, but also who the responsible payer is
when it comes to prior authorization. Our experience has been in automating these workflows that up to 30% of
our failed submissions is related to a mismatch between what is in provider EHR systems and what are in the
various different payer systems. | would strongly advocate that we create a single source of truth to create
demographic alignment for this important information that is equally used by both provider systems as well as
payer systems. | do not want to see, as we move forward, with FHIR Application Programming Interfaces (APIs) to
see this replicated. It will quickly erode provider trust if many of the authorizations do fail out for this mismatch.

The second bucket there is transparent rules of the road. Provider and provider staff spend an inordinate amount
of time just trying to figure out what the rules are and how to navigate payer-specific rules when it comes to prior
authorizations. This also trickles down to business line-specific rules and service-specific rules that we just need
clarity on understanding how to navigate to make this process much more efficient. | have highlighted a couple
bullets here just for consideration, benefits determination, delegation rules, which are quite frequent when it comes
to prior authorizations, and the big elephant in the room, clinical guidelines and medical policy. As providers, to
make this as efficient as possible, we need to have clarity as to what exact requirements there are for information
to help support a prior authorization to get approval. One other thing that | will just add, we see day-to-day in our
work, other business or contractual-related information that creeps into prior authorizations, network status,
preferred providers, sites of service, and those are also considerations as we move forward with 0057.

As a provider, certainly it would be critical to understand what exactly do we need to do and know ahead of time
that we can be better prepared and not have a lot of the manual rework and the friction that is created by just
having an absence of clear guidance. Lastly, reporting, | was very happy to see on March 31, the initial set of
health plan metrics and reporting around approvals, denials, appeals, and turnaround time, but my ask is that we
all need much more granular information when it comes to this, down to service-specific information as well as
provider-specific information that we can start improving the processes across both sides. | firmly believe that data
will allow us to have a data-driven approach to work together collaboratively to understand what are prior
authorizations that we can remove that may not be necessary. It can also help operationalize better provider gold
carding efforts. The last part that | will emphasize here is that as providers, we need feedback and we need the
information from the reporting at a very granular level to help improve the processes of how we start thinking about
prior authorizations and the type of information that is reported.
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The last part that is not on any of these slides as a provider, and I think | have expressed this to folks at CMS and
ONC, is my deep concern, at this point in time, is just really around the lack of provider awareness and education
and engagement when it comes to 0057. | spent a lot of my time talking to providers and revenue cycle teams and
patient access teams. | was very happy to hear that the administration has added electronic prior authorization
(ePA) to the health technology ecosystem initiative. That is a really strong start to really pushing out provider
awareness engagement. | do want to applaud that effort. Thank you for your time and look forward to the
discussion.

Katrina Miller Parrish
Thank you, Steve. Now, we will move on to Michael Lunzer from ltiliti Health.

Michael Lunzer

Hello and thank you again. Thank you also for the opportunity to speak to this group and share our perspectives
on modernizing healthcare. My name is Michael Lunzer. | am the CEO and founder of ltiliti Health. We are a
company that focuses on assisting payers with streamlining and automating their prior authorization processes. |
am really excited to tell you that in our experience working with payers to implement 0057, many of the comments
already this morning around transparency and data availability from payers are things that payers are really rapidly
working on. We are very involved with a number of large payers as well as some small payers as they work to
address the CMS 0057 requirements and become compliant by the end of this year. We are also working with
some major health plan associations as well on their policy digitization. Next slide.

From a progress perspective, we find that large health plans are really well established in their work to address the
CMS-0057-F requirements. It sounds like there may be some unfamiliarity with the essence of what that is going to
do for providers and payers. In essence, 0057 is the answer to providers’ frustration for years about having to send
faxes and log into many different portals. Using 0057, providers, ultimately, should be able to, within one system
on their end of the environment, write an order, see if prior authorization is required, where that prior authorization
is going to need to be submitted, what are the rules for that, what are the data elements that the provider needs to
submit, hopefully, have their Electronic Medical Record (EMR) automatically fill out some of those elements and
attach those elements, submit that request, and inside of their one system on their end, or whether that is an EHR
or their prior auth system, immediately see whether they have approval or an extended period of approval, and
even receive requests for additional information. Again, large health plans are well aligned on this.

They have been working with their sources of prior auth medical policies to digitize their criteria. Those have been
digitized in most cases, and health plans are starting to test with those digitized policies. They have delegated
vendor routing that is already incorporated into their environments, such that when the provider wants to submit a
prior authorization, their payers’ information will tell them immediately where that prior auth is going to be
submitted and provide the necessary information back from that delegated vendor. The state of the state on CMS-
0057 is very good. Some of the smaller health plans are still in their implementation stage, but their vendor
partners are well aligned to be able to support them. There are a couple of things that are still being worked out in
the industry. We still have not seen a lot of sharing of the way that questionnaires, which is the Documentation
Templates and Rules (DTR) transaction, is going to be displayed or completed for providers to see.

Specifically, we see some organizations having less detailed provider questionnaires, some organizations having
more detailed, some allowing for attachments, some showing the entire questionnaire, some doing what is called
dynamic questionnaire progression. Ultimately, again, | think what is really important for you all to know is that the
payer side of this industry is well on the way to meeting the requirement for the end of 2026. Next slide. There are
really a couple of key gaps that are critical right now for us to see the success of this wonderful new I like to call
this a very exciting evolution of technology in healthcare, and it is an oxymoron to talk about prior auth and exciting
in the same sentence. It really is exciting.

Providers who have been frustrated with this multi-day disjointed process are going to see what they should be
seeing in all of healthcare, the way we see things on the internet, which is immediate response, real-time answers
for the majority of their transactions. What is really frustrating, and Steve mentioned it earlier as well, that as we
talk to payers and they reach out to their provider partners to begin testing some of what they have done, their
provider partners, in many cases, do not even know what they are talking about. This particular initiative is really
designed for them. It is the perfect use case for the success of FHIR. Throughout my career, every technology
innovation that | have seen has had one major compelling use case that drove everybody to embrace it. This is
that compelling use case for FHIR interoperability, which we all know is a major impediment and enabler for the
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future of healthcare. It is important that we get this right. It is a win-win for everybody, payers, providers, members,
the vendor community.

We all win if we do this right. There are people that are not anxious to share and expand the tent. This one is an
area where we need to be very proactive and see more sharing among the participants. The area that really we
need to drive home in this is being able to show providers what their experience is going to be. They really have
not had good exposure to that, and | think that is probably because Health Data, Technology, and Interoperability:
Electronic Prescribing, Real-Time Prescription Benefit and Electronic Prior Authorization (HTI-4) final rule came
about in July, and provider systems, EHRs, have been a little bit behind on embracing this. It is really important
that we get some live demonstrations out there that can show providers what is coming because this is really
exciting. Another major challenge is the testing capability. The Workgroup for Electronic Data Interchange (WEDI)
organization that | am a sub-work group co-chair on prior authorization has a testing directory. There are some
testing companies. There is really an opportunity for more from the regulatory side to drive home this standard and
some of the testing awareness.

Lastly, the state Medicaid organizations are a big part of the requirements for prior authorization, and we have
reached out to a lot of them, and they appear to be a little bit behind the curve on adopting some of what is
needed. Specifically in this category, state Medicaid agencies have what they call provider manuals, which are
thousands of pages long, hard to read to determine whether a prior auth is needed and what the rules are. The
commercial community has done a better job of formatting those documents, but even they are now working
through digitizing those. State Medicaid really needs a bit of help understanding that they could reformat their
provider manuals to match more of what the commercial industry has done and to proactively provide FHIR
questionnaires that their Medicaid Managed Care Organizations (MCOs) partners can utilize. In the state of Texas,
for example, there are 28 managed care organizations that all rely on the state Texas provider manual, which is,
again, thousands of pages long.

If the state does not take the initiative of digitizing those policies, each of the 28 MCOs will have to. There is a
huge additional burden there, and if the state does that work, they might be able to experience some significant
cost savings in the system because those organizations do not have to individually create FHIR questionnaires to
work in this new DTR environment. | will close just by saying that | think this is a huge, exciting opportunity, and
right now, the payer side is really on track. We need a little help from our provider system partners to expose this
to providers, and then we would love to see more demonstration projects where we can expose what is happening
in the industry to providers and even members because | think if members can see that this is a real-time
transaction that is going to break loose transparency and clean up these really difficult, painful processes, this is
an exciting time.

Katrina Miller Parrish
Thank you very much. Now, we will move on to Assistant Professor Michael Anne Kyle.

Michael Anne Kyle

Hello, everyone. My name is Michael Anne. | am a researcher in health policy, and | am a critical care nurse of 20
years, and my research focuses on administrative burden, mostly from the patient perspective. This is paneled out
Al, but every technology is socio-technical, | want to start on the administrative burden side and, hopefully, shed
some light on this larger question. Just to orient how | think about administrative burden, | think about it in two big
buckets, and this first bucket is beyond the scope of today, but | think it is important to acknowledge. We often
think of administration as waste and cost, which is true, but we also have a lot of administration that is downstream
of our affordability issues. The lack of policy to deal with affordability directly has led to a lot of our administrative
challenges today. | just want to acknowledge that because | do not think we can really get to where we want to end
up without, at some point, dealing with that.

Over to today, which is where | spend most of my time in research, and what | am really excited about is many of
our administrative processes are outdated and neglected. | had to teach a resident what a fax machine was earlier
this year and made me feel super old, and | want to spend a little bit of time on what our opportunities are with
some process improvements that | think are really achievable. The reason | care much about this is that when stuff
does not get done, ultimately, it is the patient or the patient’s caregiver who ends up having to be the project
manager of their care. That really concerns me because that is the last thing you want to do when you do not feel
well, and it also concerns me because patients and families have like different bandwidths to deal with this, and it
is not fair to leave it to each the end user. Next slide, please. | do a lot of work prior auth, but | want to take a little
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bit higher level today and show you some work that | do on administrative burden, generally, from the patient
perspective.

On the left here, you see a survey. This is now from 2019, getting a little older, | am sure things have only trended
up. This is looking at a nationally representative sample of insured adults 18 to 64, and there is a lot of questions
that have been asked for decades about have you delayed or foregone care due to a financial barrier, due to
affordability. | took that same question structure and instead asked about administrative barriers, and these are the
results you are seeing here. That orange bar, 24%, you can interpret that as like one in four adults 18 to 64 with
insurance said they had delayed or foregone care due to an administrative task. Now, that is back to 2019. Over
here on the right, | have some fresh data from about six months ago. This is looking at Medicare beneficiaries.
What you see on this left is 74%.

That is three quarters of them said that they had difficulty with an administrative task, and this is compressed. |
have a list of tasks that | can break down offline if you like. Three quarters of people say they had difficulty, and
thirty percent overall said they had delayed or foregone care due to an administrative tasks. What | want to call
your attention to is to that 30% overall, half of those people or more than half said they had health consequences
because of the delay. | think this just underlines that this is a really meaningful issue for patients. It is difficult, and
it is affecting their health. Next slide, please. Progress and opportunities. First, | just want to say | am really excited
about the progress that we are seeing right now. | just did a very deep dive on the new proposed rule on
interoperability for drugs, and it was really thoughtfully done, and | just want to commend CMS and commend
ONC.

This meeting is an example of the leadership and what is coming, and then, to take this opportunity for me to put
before you some things | think we are still leaving on the table that | would be excited to see more of. One is that
most of our prior auth regulations right now are not including the appeals process, and that worries me because
you could get your prior auth process quickly. If it gets denied, then you go to appeals, it is the wild west. You are
back in the faxing and in the phone calls. To the extent that we can include the modernization to include the
appeals process, like documentation and data exchange, that would be terrific. Related to that, another huge issue
is that denials are all going in the same queue. If you have a denial for a substantive medical reason, that is in the
same queue as you have a denial because you are missing a page of the fax. There was documentation missing,
and those are just procedural issues that can be resolved very quickly.

| would really like to see us separate those because the solutions are different. One thing that happens with this
single queue is that if you have a denial because you are missing some information, you are then back in the
lockout period for the plan. After denial, you can only appeal long and there is a different process. | would love to
see us pull out these administrative issues and just deal with them promptly. Secondly, formalizing administrative
burdens, standardization, everyone said that, strong endorse, AHIP has volunteered, CMS, ONC, pick up that
baton, say, “Yes, we agree,” formalize that. Lastly, after prior auth, | would really like to see some more work on
billing. | do not even know where to start. It is confusing. We have so little data. | would love to see transparency. |
would love to see deadlines on bills so you are not getting them two years later. There is some timeline after your
service where you need to get a bill sent to you, and also really pie in the sky. Could we do some more
aggregation?

I think we might have everything together, and that is all from me. Thank you.

Katrina Miller Parrish

Thank you so much. We lost just a little piece of that, but thank you very much for your slides. We can see your
major points, and we will move on to our next panelist and have more discussion after that. Welcome, Neil
Kulkarni, Vice President of Product Management, Provider and Clinical, Highmark Health.

Neil Kulkarni

Awesome. Thank you so much for having us and really excited for this discussion. | mean, personally, | really care
about this area. My wife is a pediatric hospitalist. | live it on the flip side, me working for an insurer and hearing her
complaints every single day. Really, it is an area | am very passionate about.

As a quick background, Highmark Health, we are a large Blue Cross plan, operate in Pennsylvania, West Virginia,
Delaware, New York, Kansas, and Missouri, but really unique in terms of we also own a provider system, a 14-
hospital delivery system. We really get the opportunity to work through and see both sides of the payer-provider
relationship and do a lot of work in the prior auth space. Really what | wanted to talk about, | am going to talk about
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prior authorization and really looking at our vision for what Al can do, but really look at what we have done to
deploy it, what is working, what is still creating barriers, and where is there really opportunity to go further? If | think
broadly than that right now, | think right now the administrative complexity of healthcare is not a technology
problem. The technology exists. The technology is there. It is a system design problem. It is an underlying data,
standards, incentives right now.

| really wanted to start by saying | am optimistic right now because the technology exists maybe when it did not
five, ten, fifteen years ago, but how do we really use this opportunity and use this type of a forum to get all of those
stakeholders aligned, really think about the change management and the other things that have to go hand-in-
hand with the technology really to be able to drive an impact on patients, on our providers right now as well? If you
go to the next slide, | did want to talk about probably three specific things and three things that we have seen some
success with and where we feel optimistic broadly across the industry on how we can solve this problem. When |
think about automation of prior authorization, we have done a lot of work in that space over the last 12 to 18
months right now where we have Al doing real-time reviews on things to recommend approving. We have close to
50% of our authorizations get approved in near real-time at less than 30 to 60 seconds right now.

For everything that does not get approved, it still goes to a medical director or nurse, a clinician to review and
determine what needs to happen right now, but really making sure that that is a safe system and safe structure. It
is something that we have seen a lot of value for our providers because they are getting much more real-time
approval, real-time decision back. Even if they find out quickly that something is not approved, they can determine
what they need to do next in that system. The flip side of that is you can really only apply Al at scale when it is
electronic transactions. Going back to Dr. Kim and Michael and some of the other points that they made as well, it
is the provider incentives and the provider change management to say, “If | am still going to get a fax, yes, | can try
to OCR a fax and go through that as well.” | probably cannot give you a 60-second response for a fax versus if |
get something that comes in through either a FHIR API or a portal right now as well. That has been something that
we have continued working with our provider partners to figure out how do we change that behavior.

| think the second we have talked a little bit about interoperability, transparency, and data sharing. From our
perspective, we have seen some good success on how do you actually bring the right information even further up
front in a provider’s workflow. Prior auth today is still very much a provider makes an order to a patient, goes into a
rev cycle team, there is a back office team that submits the authorization that pulls the data, then they check the
status on that as well. We have really started to work with a few partners to say, “How do you bring that all the way
to the forefront to the actual provider-patient interaction and in real time, with all the ambient technologies and
things that we have today? Give the notification up front to say, “Hey, you are talking to a patient about this thing,
that thing requires an auth, and here are our rules of what we have.” You can look at the clinical information, you
can think about what is happening in that interaction to notify that provider right there to say, “Hey, actually, this
patient is not going to meet our clinical guidelines and medical policies, and here is what you need to do.”

| think that is a good opportunity where we have seen some early success right now on really partnering with
ambient vendors and really looking at those capabilities to bring that all the way to the forefront of the process so it
is not a behind the scenes. The challenge of that, again, is how do you get that truly integrated into workflows at
scale right now, and then how do you build the trust, which is going to go to my third point, for our providers to say,
“Hey, | am trusting the information that | am seeing, and | am getting it consistently, not just for Highmark, but for
every payer that | am working with,” because | hear this from my wife all the time. It is really hard when | have to
do one workflow for one payer and another workflow for another payer right now, and it is a broad system
opportunity and process. Third is really related to how we think about building trust. It goes back to Dr. Kim, some
of the points he made.

How do you get to the granular information that a provider really needs to understand to determine how are they
performing and being willing to share that information, not just from a data perspective, but really work with the
provider to share those insights and figure out what actions do we need to take, what actions do we need to see a
provider really take in that type of a mechanism to say, “Hey, here is the last year of your authorization history.
Here are all your denials. Why were those denied?” Look at the root cause of those things. Figure out what can we
do differently working with providers. If you go to the next slide, actually, it tees up well into the approach that we
have taken with gold carding, where, yes, we have our gold carding program that is providers that are at a 99%
approval rate, but we also do a lot of what we call active gold carding. For us, active gold carding is work with
providers that might not qualify for a gold carding program right now, but really be willing to share that detailed
data with them right now on what their performance is and proactively work with them to get them qualified into a
gold carding program.

15



Health Information Technology Advisory Committee Meeting Transcript
May 7, 2026

That is where you will turn into a one-minute notification that they really have to send us, and that is it, and we can
really allow them and the patient to continue down the path of care. What | like about the structure and what we
have done, yes, we are talking about prior auth right now and the prior auth-specific opportunity, but | see the
same approach and the same opportunity in a number of other, | would say, healthcare interaction, credentialing,
provider data management, care gap closure, all of those types of things. A lot of the same lessons learned that
we are applying in this space can really apply to those workflows, those opportunities right now as well. From my
perspective, the technology is ready, the bigger opportunities, the data, the infrastructure, the consistency, the
change management, and really being able to bring together an aligned set of payers, providers, and healthcare
partners to really make that change happen at scale. | appreciate the time and looking forward to the remainder of
the discussion.

Katrina Miller Parrish
Great, thank you much. Thank you, again, to all of our panelists, and now we will begin our discussion, and we
have lots of cards raised. We will start off with Hannah.

Hannah Galvin

Yes, thank you so much. | think we all know that we are in an Al arms race, and as we continue to work to lower
burden and automate the submission process and decrease administrative burden with these tools, does this not
just incentivize payers to heighten documentation requirements and narrow coverage boundaries as well, and how
do we prevent that? That is one of the things that we are really worried about on the provider side, is that as we
develop all of these tools, and we are really excited about all of these tools that help decrease the burden and
improve care for our patients, but that the coverage will decrease and that the requirements will [inaudible]
[01:07:42]. | would love to hear from some of our panelists, and maybe from ONC as well, about what we may be
doing to prevent that from happening.

Neil Kulkarni

| can speak to maybe a component of that, and | am happy to share our perspective as well, especially when we
look at some of the clinical documentation and clinical requirements right now as well. | think as we see more
scaled provider adoption, it turns into, | think it was either Dr. Kim or Michael had said this, the data should start
getting pulled directly from the EMR, the EHR right now to feed our payer systems and our payer platforms. From
my perspective, | am not looking to go increase that by any means. That is not our vision as an organization.
Really, once we start getting adoption at scale, it really should reduce the friction to say, “I am not asking for, make
it up, blood pressure, A1C, this lab order, this other thing. We can access and that can be pulled and sent directly
from the provider.” It really should not matter at that point because the interoperability allows the data to flow in
that way as well.

Hannah Galvin

| get that. Sorry, just to follow up. | get that. That is what we are all trying to do is to increase that interoperability.
The payer’s goal here is to not have to pay for many procedures, is to decrease cost and not having to pay for
many procedures. Once | am able as a provider to provide you with all of that information at scale much more
quickly and give the payer that information, and now | have lots more patients who are able to now qualify for
these procedures, and now you have no justification to not pay for these procedures, are payers not going to say,
“Well, now you need to send me all of these requirements as well, or now we are going to cover less procedures?”
We are going to be in an arms race here and that is really what | am pushing on. Yes, the technical requirements,
we are all working together to achieve those, but where does this end?

Katrina Miller Parrish

Neil, it is such a great point. | know we have many more points to be made. We will get back to that one. | think,
hopefully, reporting will be a way to be able to detect if there are increases in data that are coming through. |
would just pose that as a possibility of how to start tracking that. We will move on. We have lots of the name tags
raised. Anna, you are next.

Anna McCollister

| echo Hannah'’s concerns significantly. Coming from the perspective of a patient who has had to manage many,
many prior authorizations, where patients are given all of the responsibility for managing it and none of the
authority for managing it. It can be remarkably time consuming, especially when the payer changes their
formularies, surprise, in the middle of the year, or they add additional requirements. | can give you many horror
stories just from my life. | know there are plenty of others who have worse horror stories than me. | am very
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concerned about the optimization of prior authorization. Having said my part about the administrative burden of the
current system, | am very concerned about the optimization of prior authorization with Al and how that might be
deployed. | think there is a benefit for doing automatic prior authorization, but it needs to have some caveats,
particularly around transparency. What are the things that they are looking at?

That needs to be very clear and very transparent and not something that is hidden behind a black box that the
payer says is proprietary. Secondly, if we are going to have this automated access to data, we should be able to
have a much more complete set of variables that the payer is looking at. For instance, | have currently an end-
stage renal disease, a couple Glomerular Filtration Rate (GFR) points away from a transplant, but | have struggled
for years to get erythropoietin-stimulating agents. | took them for a long time perfectly, had hemoglobins in the
normal range, life was beautiful, and then an FDA risk report came out, which | have lots of issues with, that took
them away. Basically, you have to be at a point where you need a transfusion before you can get an
erythropoiesis-stimulating agents (ESAs), which | feel like is criminal, but we will put that issue aside. When the
payer asks for prior authorization, they look at one variable out of a Complete Blood Count (CBC), and that is my
hemoglobin level.

They do not look at any of the other variables, such as serum creatinine, which are related to hydration levels and
other things that drastically impact your hemoglobin level. They only look at that one. That is it. They do not care
about the rest. Where if you were serious about looking at the health of the patient, you would be looking at the full
CBC and blood work. If we are going to allow them to put this on steroids, we have to have some requirements of
what kinds of things they need to be taking into consideration because otherwise, it is just an automatic out for
reimbursement. These risk guidances are essentially easy outs for the payers. They will cling to that label until
they are dead. What that does to the patients in terms of real life consequences is very substantial. Again, this is
just one of the case studies from my own personal life. If we put this at scale, it has the potential to create even
greater burdens. If they are going to benefit from efficiencies, then we need to benefit from those efficiencies as
well. | loved the speaker who talked about the patient administrative burden.

It is very real. This can completely take you out of productivity for a week or two weeks that you needed to be
performing or taking care of any number of other things related to life or jobs or work. It is very serious stuff. It,
ultimately, decreases health outcomes because people just give up. That seems to be the goal. If we are going to
do this, there has to be some compensatory requirements around transparency, around much more
comprehensive assessment, and around making appeals easier. Perhaps let patients initiate the appeals rather
than this patronizing approach that we currently have where only our doctor can talk to their medical director,
which is like one person oversees the entire system.

Katrina Miller Parrish
| totally agree. Get the patient into the workflow so they can be empowered.

Anna McCollister
Give us the authority that we deserve. The way that | am asked to appeal decisions is literally through the postal
service.

Katrina Miller Parrish
That is a great point that was brought up by Michael Anne as well. Is that good?

Anna McCollister
Yes.

Katrina Miller Parrish
Thank you so much, Anna. We will move on next to Shila.

Shila Blend

Yes. My comment on here, | would like to just reiterate. As we do these automation tools, it is very promising and
very exciting to hear. As we know, a very time-intensive and administrative process. My caution on there through
discussions of colleagues outside of here as these things are piloted is just to really make sure we still have a
human element before that final denial because | have heard stories of some of these things occurring with the
automation and denials. Without that human element, as Anna and a few others mentioned, the appeals process
of those things is very cumbersome and time-intensive. As we develop these things, we want to make sure that
patient care is not being impeded by it.
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Katrina Miller Parrish
Definitely. Thank you, Shila. Next, Deven.

Deven McGraw

Yes. | am just underscoring Professor Kyle’s comments, Anna’s comments, Hannah’s comments, many comments
about the impact of this on the patient. | think it just underscores some of the work that is set out in the annual
report around patient access to data because there are some of us out here that are also building Al tools, both
agentic and generative, that patients can use to help themselves in situations where the administrative burden falls
on them, the financial burden falls on them. Ultimately, if a prior auth fails, the patient either pays or appeals.
Oftentimes, they have to appeal because they do not have the funds to pay. When they have the data that they
need and the tools that they can actually be part of that conversation, we can make this easier for them without
waiting for these structures to get fixed because they are pretty entrenched and it is not going to happen overnight.
We have at our disposal a way to help patients, give them tools to be more present and empower them to be part
of these conversations. Thank you.

Katrina Miller Parrish

Thank you, Deven. Just real quickly, | know that we have not been invoking the panelists as much, | am just going
to stop for a moment and see if the panelists have a comment on any of the comments you have heard in the past
few minutes.

Michael Lunzer

| just have a quick comment that | think as we talk to payers, they are striving to get this to become an efficient
process to the point where 85 to 90% of prior auths are completed in real time. Part of their goal then is to be able
to spend more time and allow doctors to spend more time on those complex cases to deal with that last 10% that
do need some human interaction. Then, the other point about transparency and patient access, many of the health
plans we work with expose the same transparency to prior auth rules and policies on their public website for their
members. The only reason they are able to do that is because Central Registration Depository (CRD) and DTR are
requiring them to organize that data in a way that can now power web-based tools. There will be additional benefit
for the member through these tools.

Katrina Miller Parrish
Thanks. Neil, quick comment?

Neil Kulkarni

Yes. | think maybe to build on what Michael said, and the approach that we have taken is we are not trying to do
just the bare minimum with the 0057 mandate right now. How do | do that for our full patient population? It is not
mandated for commercial and self-insured, but we should be doing it for everyone. | do not want to limit this just to
a subset of our patients or members that we need to do this with. This needs to be a system change. | think the
other aspect of this is, this is how we view prior authorization as the delivery of appropriate medical care. It goes
back to med policy and clinical guidelines. We really take a lot of input from our provider partners when we are
setting our medical policies and clinical guidelines. We have forums where we have providers and providers within
our network that are really giving us feedback and telling us what is appropriate, what that needs to be. We really
do not do that in a silo. We really ask for feedback, input, opinion from specialists across our network to really
shape those types of things.

| think some of this is part of that as well, to say yes, there is the technology and the prior auth and how the prior
auth flows through the system. There is also the med policy and making sure that we have more input into the
medical policy is definitely something that we do. | think there is more of an opportunity for that.

Katrina Miller Parrish
Thank you. lke, | see your hand is raised, but we are going to do some more of the folks in the room at this point.
Mark, do you still have your card up? Yes.

Mark Sendak

| am learning about this space. | was on site the last few days with a community hospital system, eight hospitals,
six of them critical access hospitals. | would say for me, the hardest thing to wrap my head around, but |
understood it, was the lack of trust that the provider organization had even with the insurance documents that were
shared with them. What | heard, and | do not have the aggregate data, | can try to pull more data together as we
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go deeper in this space, is that there are many instances where the provider checks if a prior authorization is
needed, and they determine that a prior authorization is not needed, and they submit the claim. The claim is
denied because there was no prior auth. | think Steve is jumping out of his seat to respond. | will give it to him right
after. The claim is denied because there is no prior authorization that is submitted, and then the policies have very
restrictive rules around retroactive prior authorizations, then the provider does not have an opportunity to actually
put together the prior authorization, and these are avoidable write-offs. AWO is the acronym that they do the
reporting on.

We were sitting there, and we were trying to figure out how could you use Al to aggregate and parse through all of
the insurance documents, go to all of the payer policy websites to have contemporary data. The conclusion we
reached, too, was there is no such thing as an accurate, contemporary representation of the payer policies, and
that these are avoidable write-offs that the provider organization can literally do nothing about. | was joking with
them. | was like, “I do not feel like you need a tech company. You need a law firm. Maybe | just need to go hire
lawyers and sue on your behalf.” | was just confused. | would love people who have lived in this world more than
me to explain to me how this is possible.

Katrina Miller Parrish
Steve, you can start.

Steve Kim

| have lived this experience with you and just trying to figure out the process, and this goes back to my comment
about having real clarity about what the rules of the road are, spelled out very clearly and explicitly. You will read
medical policies, and they are fantastic, and they have citations to literature, but it does not actually track back to
all the different decisions that go into that process of approving or denying. The other part, going back to some of
the comments before, your question about it no auth required and then getting denied on the back end for no auth
on file, that is a very, very common process. That goes back to my concept around there is not clarity about who
actually is owning and responsible for that authorization. You will go to a benefits manager website and they will
say, “No auth required,” but that does not mean that there is no authorization required. You are actually supposed
to go somewhere else for that.

After going through this process, | hear this all the time, you get the frustration of we have cleared it as no
authorization required, however 90 days later, it gets denied for no authorization on file. There is this need to have
clarity around where things need to go, who is responsible, what are the data elements that you need for us to
provide to make this decision, and then transparency about what are the reasons for the denial. | was just at what
is called the National Access Healthcare Managers Conference last week. In 0057, there is the need to provide a
response as to why this was denied. Frequently, it says denied for medical necessity, and that is the only
information you get, which means you have to get on the call with the insurance company to figure out what
specific information was factored into this decision. This is the area where having more rules of the road and a lot
more transparency is, | think, something that is going to be critical over time to shape this behavior because that
will help shape provider behavior.

Obviously, if we are continuing to run into this, there is a point of improving provider workflows and processes, |
think, about that.

Mark Sendak
What struck me, Steve, was that they had documentation from the payer that it was not required. To me it is not
even a policy, a data problem. It is accountability in these communications.

Steve Kim

| cannot explain it, but certainly, that is part of what we try to keep track of just from a visibility and audit trail
purpose, but it is a fundamental challenge. This is where patient access staff really gets super frustrated with the
process of not having that clarity of here are the rules, did | meet the rules, are we getting an approval, is that
going to stay consistent? There is always the ability after the fact in prepayment review to determine it did not meet
medical necessity, even though it was authorized for service. At the bottom of every authorization, it says, “This
does not guarantee payment.” There is that.

Anna McCollister
If CMS could ban, “Did not meet medical necessity,” from insurance company verbiage, that would be super
helpful. They refuse to give patients any information at all.
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Michael Lunzer

The unfortunate thing is we are talking about today’s world. CMS-0057-F should fix this major issue. The is prior
auth required, most health plans publish that on their public website as a spreadsheet, maybe five spreadsheets
for each line of business, and how does a provider prove that they looked at the right spreadsheet? They print it
off. What they actually do is they call the payer because this is too painful, and then they get the name of the
person that told them and they know the date they can pull the recording. CMS-0057-F requires the payer to put
that granular data into a responsive system that will essentially provide back a transaction number to the provider
that this is the answer you got, the equivalent of a prior auth number. Now, there is no ambiguity as to whether this
patient for this procedure, for this line of business, for this particular coverage plan does not need prior
authorization. By the way, it will also tell you which downstream delegated vendor is giving that information. It is all
the way tracked back through.

This is a major transformation of taking this wildly unstructured data and forcing payers to put it into a structure.
What is really sad, again, is your provider in this instance has no idea this is coming and just lives with this
unbelievable pain.

Katrina Miller Parrish

Thank you so much. It sounds like, obviously, reporting, appeals, oversight, monitoring, and improving the process
hopefully to standards of what needs a prior auth, not just payer product-specific rules will be part of what we get
out of this moving forward. We will move on to other HITAC members’ comments. Derek, you are next.

Derek De Young

Where to start? Thank you for all the passion that was shown with all the panelists. It is obvious that you spent a
lot of time in here. Steve, yours specifically. Just a little bit of background. | spent about five years at Epic working
on our payer platform and all of our interoperability between payers and providers. | used to joke that | played the
marriage counselor between both sides because | worked with a lot of our provider organizations, some of the
largest payers in the country, to solve not just this but other issues. Steve, it is very obvious that you are in the
details and you know what is going on at a very low level. My blood pressure was rising as you were talking
because that is my lived experience, and Mark, what you were talking about. We have payer platform. It is not just
the payers that are on our network. It is for any payers, so we can do electronic auths today. This is a hard
problem. This is a very hard problem. | know CMS-0057-F is bringing new technology coming out, but | do not
think it is just going to solve it with a flip of a switch.

It will take a lot of time and a lot of effort. Payers are putting in a lot of effort. EHR companies are putting in a lot of
effort. It is going to take time. It is not going to be a flip of a switch, and there is a lot of processes around it that are
just baked in. It is going to be not just technology but operational change over a long period of time to make this
change. | know the people who have lived this know that, but it is very complicated. What you said about
delegation and some of the incentive structure with delegation and their intellectual property (IP) around their
delegation, not wanting to share, it is a really hard problem. | wanted to just let everyone know this is not going to
be something that just flips a switch and is solved. That being said, the technology shifting is great, but
operationalizing this at scale is the harder problem. Some of you may not know, but there has been an electronic
standard for prior auth for years in the American National Standards Institute (ANSI) world.

Basically, they took that for the actual prior auth request and moved that to FHIR. A Iot of the same payload is
there, and we have been doing that payload in Epic with some of the largest payers in the country for almost four
years now. The highest we could get the prior auth rate to, the leading ones are around 40% of auths that are
submitted to those pairs, and that is with no lack of trying on both the payer and the provider side. A lot of it is
carve-outs for lines of businesses, carves-out for delegates because a specific delegate does not support
electronic auths. CMS-0057-F should help with that, | agree. Doing this, put yourself in a provider's mindset or a
Chief Information Officer (CIO) mindset or a Chief Technology Officer (CTO) mindset at a health system. If they
need to do prior auth with potentially 50, 60, 70 payers, they are not going to want to do that with a single
connection to each one of them, and also managing the mappings for every remark code that comes back on
those for every payer.

It is just unattainable. It cannot be done. The concept of networks potentially getting this into TEFCA or a national
network for this is really critical, or payer platform availability. There are some networks out there, ltiliti and others,
but it is going to be more important for us to agree on some of these concepts because if we cannot make it easy
for providers to actually maintain this, they will continue to just go to a portal because when they go to the portal,
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they can guarantee that the provider they are selecting is the same provider that is in their system. They do not
need to worry about demographic mismatches or a coverage mismatch because you are picking it from the
provider system. My fear is it is going to be more of a battle of the bots where it is just going to be Al going to
portals on the payers, and that is going to be the easy thing to do, even if it is not the right thing to do. That is my
concern.

Katrina Miller Parrish
Thanks, Derek.

Derek De Young
I wish | could speak more because | have lived this for five years, and | could spend eight hours on this topic.

Katrina Miller Parrish
We will have more time for more discussion after today’s short meeting time, but thank you. Hung, you are next.

Hung S. Luu
Thank you. This is Hung Luu, and it is my understanding there is a carve out for lab services, and | am happy to be

corrected if that is not true. However, | feel this is a mistake because first of all, you cannot treat what you do not
know. A lot of times, the laboratory tests are essential to providing that piece of information in terms of diagnosing
exactly what the patient has. Secondly, hospitals have very intricate structures in place to identify benefits inquiry
and to make sure that a patient does not undergo an expensive procedure before determining whether or not it is
covered. However, this is not true for laboratory tests. | know this from experience because we were one of the
first in the country to build a benefits inquiry for laboratory tests, and | commend Epic for working with us because
this was a pie-in-the-sky idea. They were willing to work with us to make it happen. What ends up happening is
that a lot of times, laboratory tests are performed and because of the fact that there is no benefits inquiry,
unfortunately, these tests are oftentimes expensive, but they are also a send-out test.

They are being sent out to another laboratory to perform it, and because of contractual agreements, the performing
laboratory is guaranteed payment regardless of whether or not the test is covered or not. The hospital then is left
with the difficult decision of do | eat the cost, or do | turn around and bill the patient for thousands of dollars that
they did not know was coming? Unfortunately, that is what happens a lot of times. | feel like this process needs to
be expanded out to include laboratory tests to avoid this scenario. A lot of people say, “Well, just do benefits
inquiry for laboratory tests.” There are thousands of laboratory tests, and the inclusion of what requires a prior
authorization is not always intuitive. EBV PCR, for example, requires a prior authorization. | do not know how many
physicians will look at a perfectly healthy patient and say, “| wonder what their EBV titer is.” It does not happen.

It is either an immunocompromised patient or a critically ill patient and getting that prior authorization in 30 days to
perform it is too late. Thank you.

Katrina Miller Parrish
Thank you, Hung. Yes, complex, and | personally did not know about that carve-out, so | will look into it. Steven.

Steven Eichner
Which one?

Katrina Miller Parrish
Oh, | am sorry. Steven Hester here on the table. We do have you on the list.

Steven Hester

Thank you very much to the panel for your comments, and | definitely echo a lot of the same comments and agree
with the comments made here in the room, so | will not be redundant. A couple of things that | really feel like we
miss oftentimes in healthcare in general and with technology is we get enamored with the fact that we think if we
could put everything into a nice package that the process would actually work. I think what we end up with is a nice
package, and nothing works. | think we continue with that. | think this is a great example of that where we are
going to take bad data, digitize it with the real hope that maybe Al can solve this because it is complicated that
maybe the Al could figure out what we are not spending the time working on. What | would go back to one
specifically is just on the clinical, a number of clinical examples have been given here, but | think the clinical piece
at the provider level, there is not really standardization for what is needed around certain procedures, certain
things.
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As a provider, you just throw your hands up and say, “I am documenting what | think | need to clinically.” Then, |
will then have the call with the insurance company to go through the process for appeal and continue to go through
that process. That administrative burden continues to get applied. When Tom talked earlier about having a room
full of physicians and talking about the cost associated with that, the cost associated with doing these calls,
repeated calls, missing calls, trying, no one calling you back, that whole process does not really get addressed
through any of this. Until we start to figure out how we are going to address the core of those problems, | think this
is a step in the direction because certainly having these guidelines, having these standards are very helpful. Until
we decide we want to work at that level on how we solve this problem, | think we will continue to have a problem
both for patients and providers for a long time as it relates to prior auths.

Katrina Miller Parrish
Great points. Thank you so much. | just want to give a quick time check. We have less than 15 minutes, so we will
try to go quick with the folks who are giving comments next. Rochelle.

Rochelle Prosser

Thank you. First of all, | want to thank the presenters for their wonderful work and dedication in their presentations
today. | do see the level of specificity that you have provided in the nuance and appreciate that. Happy Nurses
Week to you, Michael. | have a lot, but | will condense it down for my area of expertise, which is oncology and the
rigmarole that it just takes to get the prior auth, the referral, the medical necessity, and the pharmacy all built into
one just to be able to manage and live, just to live. The level of administrative burden, | do appreciate that Rule 57
does take that into account and does look at what payers are trying to do in the realm to make things more
transparent. Coming from the payer industry and knowing the other side, how transparent is transparent when you
are now labeling these things and placing them up for patients to read? If the manual is this thick for the physician,
it is double that for the patient.

A lot of the burden is pushed back on the caregivers, whether adult, children, adolescents, young adults, who
really do not have the full health literacy to understand the importance and nuance on how to use these types of
data-driven access, as well as having those crucial conversations with the physicians when the physician is not
even aware that these procedures are here. My comments to you in that scenario, looking at what is on Page 6,
front page, in the news, in our communities, what are we as a community or as you coming here to present trying
to do or to deal with the administrative burdens for those that are in chronic and terminal diseases?

Michael Lunzer

I will just specifically speak to oncology. There is a work group within the HL7 Da Vinci area that is been
specifically looking at oncology automation and specificity. | do not know that at this point they are tackling the
patient communication, but | would assume and | think that is really important to bring back to that group that there
is a need and an opportunity to expand the constituency of those standards. | totally agree with you. The
unfortunate thing is we have to take steps, and the first step is just essentially, in many cases, payers do not have
a way that they can even identify inside their world which policy applies to which procedure. That is a first step of
structuring this data, and | will say that is not an Al solution because this is a deterministic rule, not a probabilistic
thing that we want to turn Al loose on to say where do | go to find the rules for this procedure? That is a rules-
based deterministic system.

It is the foundation that is being built by most health plans. That is essentially what we provide is that deterministic
foundation that then allows the payer to manage their rules and then expose that information in a deterministic
system for the patient. A great example, | have a daughter that has a chronic condition and her health plan does
not have a good transparency tool. For her to figure out what the rules were for a particular treatment was five to
six hours on the phone with her health plan finding the individual who had the unique knowledge to understand this
particular case. If she had been a member of one of our health plans that we work with, there is a website, you
enter the treatment, and it brings up the policy. That is what is coming, and that is being required by CRD and
DTR, these new standards. Ultimately, that transparency is where we are going, but we have to start somewhere, |
think.

Katrina Miller Parrish
Thanks, Michael. Neil, quick comment on that?

Neil Kulkarni
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Yes, | think that the second component that we have been obviously working closely on also is how in that moment
do you trigger the right case management, care management, support capabilities to that person and the caregiver
in that process? Generally, especially oncology, if you have something that comes up, if you have an authorization
right now, there is a broader need for us to be able to step in and help support that person throughout that

process. | think that is also where we have worked a lot around what are the, let us say, wraparound services and
support mechanisms both to the person, their provider, to really help support that process? The other, and this is
probably a couple of years ahead, | think, in that aspect, too, how do we really think about a holistic care plan and
the set of authorizations that are required across that care plan rather than individual auth by auth thing to say if
you have cancer, there is probably a year worth of stuff that you know is going to happen.

How do we look at that in that holistic view rather than saying put an auth for this thing, then three months later for
this one and this one, really being able to look at it as what does the care plan for this person look like? Is there
oncologist, their primary care provider (PCP), their payer, and others aligned to that right now? How do we then
make it easy for them in that process? Again, easier said than done, but | think that is where the opportunity for us
as a system to go is.

Katrina Miller Parrish
Thank you. The bundling idea is important. | will also mention the CMS Wasteful and Inappropriate Service
Reduction (WISeR) program may start to help out with standard sets of what is needed for prior auth. Hans?

Hans Buitendijk
Thank you. | really appreciate all the comments and discussions far. One topic that | would like to address a little

bit more is that you are talking about, and we are talking generally about, integrating prior auth into the workflows
with the provider. Dr. Kim, you mentioned the need for transparency. Michael, you indicated an interest for having
more public access to some of the data with Medicaid that you referenced. Neil, you are referencing that you want
to move it earlier on into the workflow. Keeping gold carding aside for the moment, trying to get it earlier, not just
the back office, but get it into the clinicians to not only understand do | need authorization or not, and generally, the
information to use that. That is the question. How can | get to actual authorizations faster to speed up clinical
decision making? Transparency in data requirements is key to that. It is not the only thing, but it is a key element of
that.

There are some challenges around that. | am curious what you identify as the challenges to really make that data
for as many as possible scenarios transparent up front, perhaps through libraries, not necessarily interactive,
because that takes time. Time in a clinician’s workflow is very valuable from our perspective, looking at EHR
supporting providers. How can we get that information earlier? What are the challenges? How do you think we can
break those challenges down to make it more attainable? That ultimate goal of more prior authorizations by the
clinician, not just the provider organization, but the clinician. | see, Dr. Kim, you are all ready.

Steve Kim

Yes, it is a great question. Early on in my academic career, that is exactly what | was trying to do is to take best
evidence-based literature and put that into templates within our EMR for us as a practice group to discuss. It is
incredibly difficult when you do not have that data about what are the considerations. As a provider, as an
academic, we go to conferences and our society meetings and we come up with different best evidence-based
literature, but we do not always have agreement. That is one of the challenges with prior authorizations. On
oncology and other fields where there is great randomized controlled trials, it is a little bit more clear-cut. There will
always be that fundamental issue of trust and agency when you come to providers when it comes to prior
authorizations. There is going to be a very big challenge in broaching that divide.

As we talk about pushing this workflow more into the provider’s workflow, when | am seeing 40 patients a day, it is
very difficult to sit and take time to try to have that embedded in my day-to-day activity and workflow. It is going to
be something that | have some concerns and reservations about. | know it is a stated goal. It is a lot of parts that
we have to get right around getting this to real time to work properly, and that is going to be about transparency,
about what the rules are, and also about the reporting. | have worked in both community settings, academic
settings, and broad footprints, and yes, there is absolutely variability in provider behavior. It is also part of the issue
that prior authorizations are meant to intend. This is why | think visibility and data in the reporting is key and critical
in helping to shape that behavior that we can have those honest conversations and discussions. Not everybody’s
going to come to the table and agree on a decision.
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That is just healthcare in many ways. At least we have data that we can trust to start shaping those decisions and
making those hard conversations happen. We are just not anywhere near there right now. | certainly would love to
see that as a way to shape behavior because | know the payers get a lot of criticism around these workflows.
Having worked on the provider side, my background was in health services research as an academic, and | see
the variability. | can understand some of the utility and reasons why for fraud, waste, and abuse. This all gets
hidden in the darkness without good, clear data to have this conversation. | am certainly happy to have further
conversations about how we can start providing that and shaping the discourse of how to get better information
and better alignment around best evidence-based literature.

Katrina Miller Parrish
Thank you, Steve. | just want to say Eliel will go next, and then lke, you will be after him so get ready.

Eliel Oliveira

Thank you all. | think it is pretty clear a couple of things here that | heard from everyone is very complex. | think we
all knew that already. The second thing is a lot of sensitivity in terms of how we are sharing, accessing this data,
making decisions. | want to have a straight question to all the panelists, and | want to get an answer in words, not
sentences or paragraphs. | am trying to see what is the low-hanging fruit for you? That means we should attack
these specific areas, labs, or | think pharmacy, medication. It might be a condition. What is that low-hanging fruit
that is going to make the most impact on affordability and administrative improvement? The second piece of my
question is what are your thoughts, and there could be three or four there, on where is the data coming from and
who manages this? | think that is a very sensitive piece as well. We have thousands of EHRs, many types of
organizations. You heard about Long-Term and Post-Acute Care (LTPAC) and behavioral health that have very
different EHRs than large health systems. There are data network aggregators.

There is TEFCA, like Derek was saying, and then, the patient. The data could be coming from the patient, as from
the health plans as well. | hope that is simple enough. What is the low-hanging fruit? Where should the data come
from in your thoughts? Thank you.

Katrina Miller Parrish
Quick, five-minute warning.

Steve Kim

No auth requirements and removing authorizations is the real low-hanging fruit for high-volume, low-value
services. CRD and having clarity will be incredibly useful. | am very optimistic about the benefits that will happen
with CRD and just having those rules. That is where | would start, as the immediate wins that providers and patient
access teams could experience.

Michael Lunzer

Yes, and | would say CRD is a huge impact. Our customers have implemented something similar on their public
websites, and they see an immediate 30% reduction in prior auths because they give an authorization number
back to the provider to say, “This does not require a prior auth. Here is your number.” Imagine, there is a simple
thing we can do to eliminate 30% of what we are all frustrated about. That is just shocking.

Katrina Miller Parrish
We will stop it there, Michael. | am sorry. We have got to get through everyone. Neil, Michael Anne, do you have a
comment there real quick?

Neil Kulkarni

Yes. Sorry, | was going to say, | would mostly agree with that, with the component of provider adoption and
provider change management on that because | think that is been the big thing to say you build the thing, and then
we are all going to be ready, one-one, and then we are waiting for providers to come, so really making sure that
providers understand and are incentivized to use the things that we have and drive that change management.

Michael Anne Kyle
Standardization. Standardize everything we possibly can, every form, every process. That is beginning and end for
me.

Katrina Miller Parrish
Excellent. Thank you so much. lke, and then Lee, you will be after that.
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Steven Eichner

| would like to thank all the presenters for sharing information today. It is been fantastic. What would happen if we
looked to adopt a process similar to physicians taking advantage of the new technologies to review a formulary
and drug costs up front to help identify what processes needed prior auth with the patient in the room to begin to
identify potential data gaps, and then including the patient in information flow subsequent to that as a prior
authorization is being processed with updates available either through a patient portal on the clinical side or patient
portal on the insurance side, or ideally both so there is a better transparency in tracking prior auth process from a
patient’s perspective all the way through and identifying gaps and being able to fill in needed information?

Katrina Miller Parrish
Thanks, lke. | think we will go on with other HITAC members first, then we will get back to further comments from
the panel. Next, we have Lee.

Lee Fleisher

Yes, | am going to give a real quick perspective from having overseen coverage at CMS and thinking through the
WISeR model. As Deming says, “Every system gets the result that it is designed to do.” There are three things
here, and | think we are conflating them today. There is the degree of specificity of coverage. When you design
coverage, you do not think about how do we mesh Al bots. | think we need to recognize coverage is much more
broad, so we need to get more specificity in particular words and designing them, which will be a change which
0057 does not do, which is why WISeR is going to have a problem. If you actually look at WISeR, and from my
colleagues who helped design WISeR who now work with me, that they went beyond what is in the National
Coverage Determinations (NCDs) or Local Coverage Determinations (LCDs) because it needed more specificity.
That is number one. 2.) We are talking about speed and accuracy.

3.) Which gets to Hannah’'s comment and Anna’s comment, is the appropriateness criteria, and the fact is that you
actually need a quality measure in my world to say what is the percent of time that somebody else adjudicated that
the way the two Als are working came out with the right answer because if the goals are as stated, whether that is
or not true, but there is overriding by judges, by humans, etc., putting the humans back in the loop because the
only thing we are getting with this measure is how quickly we are doing it, not how accurately we are doing it. |
would actually say it is not accuracy appropriately.

Katrina Miller Parrish
Thank you, Lee. We are at time, but | just wanted to see, Dayo, do you want to make one final comment before we
end?

Kikelomo Oshunkentan

| do want to echo the appreciation for the feedback for everybody today. | do appreciate your balanced approach,
Michael. Being a provider and also working for one of the three largest payer systems, | think that there is a
distrust between the provider to the payer, and | think that today’s topic is affordability, and that topic alone is not
on the brunt of the shoulders of the payers. It is a shared accountability between all of us stakeholders at the table,
first thing. Secondly, | can attest that having shared access to data to simplify the prior auth when data is missing
is very hard to get the provider side to agree upon because of that distrust, and | am not quite sure why. If you are
not willing to share access, then the only thing is for you to provide the data. | just want to make two quick points. |
think there is opportunity for us to standardize. | agree with you guys in terms of the prior auths, the requirements,
the FHIR questionnaires.

We can standardize it to make it simple for everybody. | also believe that the criteria that we leverage, they are
evidence-based tools, and they are nationally recognized. We do not own it. Everybody has access to it so that
you can view the standards and the requirements that are needed for these procedures that you are requesting.
You can further extrapolate and take that criteria, build it into the workflow of your day-to-day operations because if
you see the notes that we get, the documentation. Since | was in residency, documentation for providers has
always been challenging. It is not changed. | think there is opportunity on both sides of the table for us to optimize
what we are doing and work collaboratively, and that is what | hope in this lifetime | get to see.

Steve Kim
Can | add on one quick thing there?

Katrina Miller Parrish
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Thank you. No, | am sorry. We do not have any time. We are over time. It is my fault we are cutting into lunch, and
we will end it there. Thank you much to our panelists for being here, all the robust conversation, and we will
continue that. Tara?

Tara Porter

Perfect. Thank you. | just want to also echo thanks to our panelists for joining today and providing your insight and
for the robust discussion that we just had. We are now going to take a break for lunch. | just want to note for those
joining virtually that the recording will be paused during lunch, but the webinar is still live, please make sure that
you are muted and off camera. We do plan to resume promptly at 12:50 p.m., so we have about 50 minutes for
lunch. For those of you who are attending here in person, as Dr. Keane noted this morning, there is a cafeteria on
this level. We do encourage that option for lunch just we can minimize the needs for escorts. If you do need to
leave the building or choose to go out for lunch, you are free to do so, and we will just make sure that you are set
up with an escort to get you out. Then coming back from lunch, you will have to go through security and be
escorted back up here.

There are escorts for you to walk you to the cafeteria upstairs, and we will see you all back here at 12:50.

ONC Innovation Efforts: EHIgnite Challenge (01:58:18)

Tara Porter
Welcome back, everybody. | hope you all enjoyed your lunch. | am now going to turn it over to Eliel and Katrina to
lead the afternoon portion of today’s meeting.

Eliel Oliveira

Thank you, Tara, and welcome back, everybody. Great to see you again. | hope you got some energy in you to
keep going for a couple of more hours, and we are going to get started again here with the innovation efforts from
ONC, and | am going to pass it on to Katrina to introduce everybody.

Katrina Miller Parrish

Thank you, Eliel, and yes, welcome back, and welcome to our presenters. Thank you much for joining us. In this
afternoon’s session, we will talk about ONC innovation efforts, first off with EHIgnite Challenge, and with that, we
will be hearing from Adam Wong, who is with us virtually, and Priscilla Owusu-Mensah, Public Health Analyst for
ONC. After that, we will learn about leading-edge acceleration projects, LEAP in health IT, with Allison Kemp, who
is here with us from ONC, and again, Priscilla Owusu-Mensah. Thank you very much for that, and we will let you
get started, passing it on to Adam.

Adam Wong
Thank you very much. | am assuming folks can hear me?

Katrina Miller Parrish
Yes, thank you.

Adam Wong
Great. Good afternoon. My name is Adam Wong. | am a Health IT Program analyst here at ONC, and | am co-

leading this project with Priscilla Owusu-Mensah, also a public health analyst. Again, we are here to present on the
EHIgnite Challenge. Next slide, please. A quick background on EHI exports within the scope of ONC certification
program. Electronic health information, or EHI, includes individually identifiable health information that is stored or
transmitted electronically and forms part of the designated record set, which | assume all of our HITAC members
are already aware of. The ONC certification program requires developers of certified health IT to provide EHI
export functionality, supporting two use cases. The first is single patient EHI export, which is all EHI for a single
patient, and patient population EHI export, which is similarly all EHI for a patient population. EHI exports must be in
an electronic and computable format and include a publicly accessible hyperlink.

Specific data standards and transport methods are not mandated. Next slide, please. Again, a little background on
prize challenges. These are statutorily enabled by the America Creating Opportunities to Meaningfully Promote
Excellence in Technology, Education, and Sciences, or COMPETES, Reauthorization Act of 2020. Challenges are
an example of citizen science providing opportunities for individuals and entities outside of the typical contracts
and grants ecosystem to participate in government research. Rather than the typical award funds to do X model of
grants and contracts, challenges provide a prompt to which participants respond, after which a judging panel
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evaluates submissions according to stated and published criteria. The winners receive prize funds. Challenges can
be used not just to develop solutions, but also to spotlight an issue for industry and generate fresh ideas. ONC has
executed challenges regularly in the 2010s and then provided expertise for the Kidney X series of programs in the

2020s.

The ONCs have included challenges tackling patient-mediated data sharing, creating model privacy notices for
phone and desktop apps, and patient matching. ONC also recently announced a new challenge, the Kidney X
Empower Challenge. Anticipate learning more information about that in the coming months. Next slide, please.
Tying those first two slides together, why a challenge? Why this problem? EHI exports have not achieved their
anticipated uptake leaving untapped potential to better support patients. Exports can overwhelm with information
and do not provide necessary context or support. We have heard of people going to see a specialist, requesting an
export, and getting access to 300 to 400-page documents, obviously, not the most usable thing. This lack of
usability has led to a lack of adoption. Exports are not a space where one single format or approach is needed.
There is room for many different approaches oriented around different use cases and different formats, different
ways of sorting information.

A challenge is better suited to this program with many potential approaches than a contract or grant. Really, we
want to let a thousand flowers bloom as the saying goes. Our goal here is to incentivize the creation of tools,
workflows, platforms that make specifically single-patient EHI exports more readable, usable, and actionable. We
want to encourage the use of standards adopted in the ONC certification program, such as FHIR R4, US Core,
and the Smart App Launch Framework. We also want to use advanced technologies to find solutions. Obviously,
one of these advanced technologies is Large Language Models (LLMs), which have seen massive increases in the
user base over the past few years. While we do not want to require use of Al, we would really be remiss not to
address it specifically. Next slide, please. What are we asking challenge participants to do?

First, they must create a usable, readable summary of relevant health information, really speaking to the beginning
of that last slide. We also want them to go one step further and address one of these following five scenarios. The
first is interactive patient tools to enable patients to ask questions about their health data and receive
understandable responses. Second, to customize for clinical domains. Build tools that allow customized queries
and organize exports by relevant domains. Third is to integrate across settings or create a solution that makes EHI
exports more consumable and allows for the integration of exports from multiple places of care. Fourth, to
streamline payer use cases. Create a solution that allows for easier and more streamlined sharing of information
for insurance coverage using payer APls. Fifth, we really have an open question. We are providing space for a
participant to define their own use case in case they have an idea that is not covered by one of these four ideas.

We want to give them the opportunity to follow through on that and try for something that we just did not think of.
Next slide, please. This is a two-phase challenge that has a total prize pool of $490,000.00. We are currently in
Phase 1, the concept and design phase. In this, nine winners will receive $10,000.00, and only these winners will
move on to Phase 2, that being the prototype development phase where they will actually develop their solution.
We will be awarding first, second, and third place prizes, with the winner receiving $250,000.00, along with a most
innovative use of Al prize of $20,000.00. This Al prize is open to all Phase 2 participants, including the first,
second, and third place winners.

In Phase 1, submissions must include a narrative description and wireframes, along with other descriptive
information. Then in Phase 2, again, they will include the actual working prototype, along with a demo video and
technical documentation. In each of these phases, the submissions will be evaluated on four criteria, relevance
and problem alignment, interpretability and ease of use, potential for integration and scaling, and privacy, security,
and compliance. Next slide, please. This is just a broad outline of some key dates in the challenge. Again, we are
actually nearing the end of the concept and design phase. This ends May 20, with winners to be announced in
June. As soon as that is over, Phase 2 begins with the submission period for that, ending in March of next year,
and the winners to be announced in May of next year. Next slide, please. That is the quick overview of the
challenge. Happy to answer any questions or turn it over to Alison to talk about LEAP.

Katrina Miller Parrish
Yes, thanks. We will actually move on with Alison on LEAP, and then we will have questions at the end.

ONC Innovation Efforts: Leading Edge Acceleration Projects (LEAP) in Health IT (02:07:37)
Alison Kemp
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Hi, I am Alison Kemp, the LEAP program manager, and this is Priscilla next to me, and we will be presenting a
short overview of the LEAP program. Next slide, please. | will be covering the program background, and then
Priscilla will present on the two 2025 LEAP projects. Next slide, please. Since 2010, ONC has been supporting
research and addressing problems in adoption and the use of health IT through a variety of grant funding
opportunities. The first one was called Strategic Health IT Advanced Research Projects (SHARP), and was funded
with American Recovery and Reinvestment Act funding to support research and address problems in the adoption
of health IT. This program continued through 2015, and one notable project to come out of this funding was the
SMART on-FHIR API from Boston Children’s Hospital. Then in 2017, our second funding opportunity started,
which was called the High Impact Pilots and the Standards Exploration Awards, and this was focused on health IT
standards. Next slide.

Then in 2018, we started the LEAP program, which stands for Leading Edge Acceleration Projects, and the goal of
these projects are to address well-documented and fast-emerging challenges that inhibit the development, use, or
advancement of well-designed interoperable health IT. Each year, we typically have $2 million to award to two
different projects for a two-year period of performance, and we typically announce two new areas of interest, which
are topic areas each year. On the next slide, you will be able to see an overview of all the projects between 2018
and 2024, and if you are interested in learning more about any of these projects, we have the QR code there that
takes you to the ONC landing page for all of the LEAP projects. Now, | will turn it over to Priscilla.

Priscilla Owusu-Mensah

For the 2025 projects, Area of Interest 1 is focused on demonstrating the readiness of the FHIR-based
descriptions capability as a foundational health IT capability for improved interactivity with third-party applications.
This area of interest was awarded to National Opinion Research Center (NORC), and NORC is working with
[inaudible] [02:10:03] Informatics and Emory Healthcare to enhance an existing prototype hypertension
application with the FHIR-based description mechanism. The enhanced app will support two use cases. 1.) The
automated identification of patients for enrollment into a pregnancy-induced hypertension monitoring program, and
2.) providing real-time responses to patients that report elevated blood pressure. For Use Case 1, patient eligibility
will be determined during perinatal care with FHIR subscriptions used to identify relevant patients to the app when
patients are admitted to the labor and delivery at Emory.

A clinician-facing dashboard will be used to support the review and confirmation of eligibility to facilitate enroliment
into the program. For Use Case 2, this approach uses the FHIR subscriptions to notify the app when new blood
pressure values are available, allowing the app to update blood pressure trending data presented in the clinician
dashboard and prompting the app to send text messages to patients regarding follow-up care. Currently, NORC is
collaborating with a technical expert panel to gather feedback to finalize the app’s required specifications,
functionality, and features. Next slide, please. For Area of Interest 2, this is focused on identifying and testing
innovative technical approaches that would inform future changes to the TEFCA infrastructure to increase adoption
of individual access services. This area of interest was awarded to Healthcare Information and Management
Systems Society (HIMSS), and HIMSS, in collaboration with Docket, Meditech, and Pike Health IT, will work
together to simplify identity-proofing, advance patient matching, and reduce implementation complexity to advance
Individual Access Services (IAS) adoption under TEFCA.

Individual access services are digital tools that patients can use to access their health information through qualified
health information networks within TEFCA. However, barriers to IAS adoption persist. For their initial project
activities, HIMSS conducted a comprehensive landscape assessment by interviewing stakeholders to identify
technical barriers that are preventing IAS adoption. Consistent findings from interviews suggest that adoption is
limited by inconsistent performance, complex identity and consent workflows, ongoing patient matching issues,
misalignment with emerging consumer access models, and unclear values for providers, payers, and consumers.
These findings were used to inform their pilot strategies. The pilot will focus on medication reconciliation as a use
case and will evaluate TEFCA-aligned IAS workflows end-to-end and include a comparative evaluation of
consumer access models, an evaluation of patient matching performance, exploration of privacy-preserving
matching enhancements, and alignments with emerging federal and industry approaches.

Once the pilot has been finalized, HIMSS will design and test open-source solutions in a TEFCA-aligned sandbox
environment and will deploy solutions in a real-world pilot setting through Docket and Meditech EHR systems. Next
slide. Here we have our contact information if you would like to reach out to us with any questions. Thank you.

Katrina Miller Parrish
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Great. Thank you much. It is so exciting to see the prompting that the industry has to work on these various areas.
We are just looking around the room and online to see if anyone has any questions or comments either about
EHIgnite or about LEAP. We will start with Rochelle.

Rochelle Prosser

For the LEAP program, where you are aligning with HIMSS, is the expectation that the members of HIMSS would
bring that project down to their host organizations or their facilities and try to work with leadership to improve
member engagement or community engagement of these products?

Priscilla Owusu-Mensah

Yes. We would like for them to be able to provide dissemination guides and be able to share the results within the
community. We would like this to be something that is shared with the broader community. That is something that
is included with the project activities.

Eliel Oliveira

| do have a couple of questions. Thank you for the presentations. One first is on the LEAP projects. | was
wondering if those, given that they are going to be utilizing maybe some real-world settings to demonstrate the
utility of decision support and the other program, | am wondering if they are, at this point, considered a research
project that is going to engage a few individuals to be able to pilot those specific projects, or if not necessarily is
going to be an all-synthetic pilot, if you will.

Alison Kemp
| think for almost every LEAP project that | have been a part of, they have used some amount of real-world data,

but they are often more research-based than directed to a large group of people. There is often just a small
number of participants in each project or maybe just one or two sites where they are testing the project that they
are developing.

Eliel Oliveira

Great, thank you. The other question | had is related to cycles. | think LEAP currently, the one that you are
describing, is 2025. | would imagine that they are going to wrap up in 2027. | am wondering this year is that there
is a new cycle announcement coming up? Then for the challenge, | think | have seen some of the challenges come
up, like the EHI one. Is there a cycle as well for those or it depends at all from any other priorities at ONC?

Alison Kemp
For LEAP, the 2026 projects and funding is still in progress, and | will have to defer to Adam to answer the

question about the challenges.

Adam Wong
Yes, challenges are not on a set cycle. They can vary a lot. We have run one-phase challenges that take less than

a year. We have run three-year challenges that take over two years. Those can really vary project by project, topic
by topic. There is not really a set cadence for how we execute on those.

Eliel Oliveira
Thank you.

Katrina Miller Parrish
Thank you much, and | am just looking around the room to see if we have any other questions or comments.
Anna?

Anna McCollister

| just wanted to commend ONC for these programs. | think looking at it from the perspective of a patient, these are
issues that really do need to be solved, and they are challenging, and | just want to say thank you. Well chosen.
These are helpful. | have looked at data that is come through, my data that comes through on TEFCA, and stuff
that | directly download from my EHR. It is a mess. It is great to see it, and if | did not know what | was looking at, |
think that list of ICD-10 for one of the apps that | have used to pull data from TEFCA, they had 11,300 different
conditions listed because | have that many ICD-10 codes. What does anyone do with that? | do not have that
many diseases. It is just all the different subcodes of ICD-10, so | think that is super important and very
encouraging. IAS is something that is got to be fixed. | know you guys know that, are working on it, but | am very
encouraged to see that approach.
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One question that | have is if there was a comment about HIMSS did an assessment of different members and
stakeholders prior to as part of their submission, is that assessment public? One of the things that has frustrated
me is as | look at IAS, it is just a lack of data about what is being exchanged, what is sent through, what are the
reasons the data does not go through. It is just incredibly opaque to try to understand. If there is any kind of an
assessment about what the issues are that are stopping provider systems from sending the data that are creating
bugs in the system, making people feel like it is not necessarily a trustworthy process, whatever it is that they did
would be super helpful to have.

Priscilla Owusu-Mensah
That information is not public, but HIMSS will be attending several different meetings. | know they want to attend
the Sequoia meeting and also their annual meeting, and this information will be shared at these meetings.

Anna McCollister
Thank you.

Katrina Miller Parrish

One more call for questions, comments, and while we are doing that, | will just say additionally, obviously,
medication reconciliation, such a complex process, difficult to manage on both sides of the issue, meaning hospital
and provider, but also for the patient side because the patient gets this enormous list of duplicates and many
extras and things that have completed. Good to see that HIMSS is working on that from the IAS perspective. Did
you have one more comment, or are you good to go? Any others? Rochelle, one more?

Rochelle Prosser
There is a comment from Tim in the chat that is a question specifically for Priscilla, if any one of you could read it,
or shall | read it?

Katrina Miller Parrish
Given the dramatic increased speed of coding prototypes, have you considered increasing the frequency or
lowering the duration of these innovation programs?

Priscilla Owusu-Mensah
| do not know that that has been something.

Avinash Shanbhag
This is Avinash. | can jump in.

Katrina Miller Parrish
Sure. Thank you, Avinash. Go ahead, except you are on mute now.

Avinash Shanbhag
| am unmuted, right, you can hear me?

Katrina Miller Parrish
We can hear you now.

Avinash Shanbhag

Thank you very much. No, great question. We are always, always looking at how to improve the program, and
sorry, my video camera, | am on, but somehow my face does not show up. We are looking at it. There is certainly
an opportunity for us to look at in the future years to see if we need to do more innovation awards, maybe quicker
and smaller number amounts or all those other capabilities. It is time we feel because | think Alison mentioned
previously, | think we did try with smaller awards for smaller amount of time. We found the effort by industry or
responders was substantial to work on those smaller ones. We landed on this million dollar value, but | think it is
time to rethink. Thank you for that. Great, great idea.

Katrina Miller Parrish

Thank you. | think we will move on, and thank you so much to Adam, Alison, and Priscilla for being here to present
on these very important and exciting programs. Thank you so much. We will let you escape unless you would like
to stay, and we will move on to our next session, which is Affordability Hearing Panel No. 2. Eliel.
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Affordability Hearing Panel 2: Panel Discussion: Access and Affordability: Price Transparency,
Data Liquidity, and Consumer Choice (02:23:05)

Eliel Oliveira

Yes, thank you. | would like to ask the in-person panelists for Panel 2 to make their way to the front of the room
and be seated at the presenter’s table. On this second panel, it is focused on access and affordability, price
transparency, data liquidity, and consumer choice. The patient is going to focus on how digital health tools, data
liquidity, price transparency, and supportive policy market dynamics can help providers and consumers make more
constant conscious decisions and reduce overall healthcare spending. | am excited here to introduce you all to Jeff
Wu, Deputy Director for Policy and the Center of Consumer Information Insurance Oversight at CMS, Jill DeGraff,
Chief Privacy and Regulatory Officer at bwell Health, Jeanne Pinder, Founder and CEO of Clear Health Cost. They
are here in person and virtually, hopefully. Tim Ferris, Vice President of Healthcare Practice. He is out of the
country and joining us virtually, | hope. The format of this panel is similar to what we had on Panel 1.

We include five minutes remarks from each one of the panelists, followed by a discussion period for the HITAC
members. | will now turn it to Jeff Wu to briefly introduce himself and kick off his remarks. Thank you, Jeff.

Jeff Wu

Thank you, Eliel. Thank you, Katrina and the HITAC board here and the rest of ONC for inviting me here today.
Congratulations to ONC on the retro rebrand. It makes things much less confusing for me. Let me let folks down
right off the top. Unlike Adam, Alison, and Priscilla, | am not coming with any money, but | have three initiatives |
would like to talk through that CMS is undertaking in this space. Essentially, they are initiatives around the No
Surprises Act, our work around transparency and coverage and transparency in pricing, and then | will talk quickly
about some policy levers that we are pulling around plan design in the commercial market, in particular the
individual and small group markets. Starting with the No Surprises Act. This, of course, is a law passed back in
2020. It is, like many major acts that are passed these days, it contains lots of stuff.

There are some long polls in this implementation and we continue to push on some of these. In particular, | wanted
to flag two of them here, which are the provision on the good faith estimate and the provision on the advanced
explanation of benefits. These are connected provisions. The good faith estimate requires providers to give
consumers a written cost estimate before a scheduled service. You can imagine that this could be incredibly
powerful for a consumer in terms of taking charge of their journey, at least their financial journey, through the
healthcare system. We do envision a process through which this estimate can be provided via structured data and
it can be surfaced through all kinds of patient facing applications and portals and decision support tools. This is a
provision that we have only partially implemented at this point. We have required, for a while now, providers to
provide these good faith estimates, in particular to self-pay or uninsured consumers because this is a trigger to
entry into independent dispute resolution, price dispute arbitrations that also exist under the No Surprises Act.

To give consumers access to those, these good faith estimates are the trigger. We have a longer course of work to
do to implement this for all patients. That work is connected to the second bullet here around the advanced
explanation of benefits. This is a very complicated requirement. The idea here is that before any service, a patient
can receive a document that shows them cost estimates for all of the services that could be connected to the
episode they are about to enter into, all of which would be tied into that patient’s specific plan benefits. Their
deductibles, their cost sharing co-pays, all of that would be factored into this estimate that it would be a total bill.
This information, which could be, | think, really very powerful and change the way in which consumers interact with
the healthcare system, is going to require a lot of complex real-time data interchanges between providers and
plans and between providers and providers, when there is a convening provider and other providers who are
brought into the system.

All of it has to happen quickly, and these documents produced. We have been working very hard with industry to
move forward the standards that will undergird this structure. | think we are getting close, and as these standards
really come into focus, we will embark upon the rulemaking that will essentially codify that and push the industry to
full implementation. | am eager and excited for that work. It is a big lift ahead of us and for the industry, but | do
think it will be game-changing. Next slide. The second bucket of work | want to talk about quickly, | know time is
short, is around our transparency and coverage work. CMS has, really since 2020 now, worked to make sure that
pricing information is available to not just consumers but to anyone. CMS has done this on two fronts. One is body
of work that | am not that closely connected to, and that is around hospital price transparency. Those files have
been up for a while.
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We have been through full implementation. There is still work to do on those files. We are continuing to
standardize and clean them up and the like, but we have gone a considerable distance. What | really wanted to
cover here are the transparency and coverage rules. These are the files that payers, insurance companies, and
group health plans are required to put up that shows all of their negotiated pricing with all of their providers, as well
as files displaying costs that they pay for out-of-network services. We went through one round of rulemaking in
2020. Those files slowly came up. To be clear, this is much less of a consensus approach in that industry has
been quite reluctant to come along this path. There is a lot of pushing and shoving to get those files up in the first
place. We have learned a lot in that time.

We have found ways to make these files more manageable, easier to ingest, shrinking their size, taking out
duplicate data, increasing standardization. | think it was Michael in the earlier panel we talked about the
importance of standardization. Since this is dragging people across the line, the standardization sometimes we are
playing a little cat and mouse here as we do this. We are doing this through quite an innovative process that we
run through GitHub. Essentially, CMS and industry co-collaborate on the creation of these standards. We do not
do this through the standard Notice of Proposed Rulemaking (NPRM) final rule process, which can take years. We
set out the broad standards and rules. Then, we set out the specific data guidance through GitHub. There is a
Question and Answer (Q&A) and constant back and forth between industry and CMS. We found that really
accelerates the efforts and, | think, provides for a much better product in the end.

We are seeing lots of early signs that there are all kinds of companies out there that sprung up ingesting this data,
analyzing it, using it. Early forms of this data really come to consulting with plans on their purchasing decisions.
That is, of course, a huge part of the ecosystem and we are really seeing a lot of interest in the development of
consumer-facing applications that will use this data. We are really very excited about this and it is going to be a
continuing push to standardize and make more transparent this data. Last slide. | will say just a very quick note
about some of the efforts we are undertaking around plan design. Cisco, the part of CMS | represent, we regulate
commercial plans, including individual market and small group market plans. The individual and small group
markets, especially on the exchanges, we have a lot of control over what those plans can look like. We are looking
hard at non-network plans, on plans that are compatible with health savings accounts, mechanisms in which this
transparent pricing data can come in and affect consumer behavior.

We have opened up the ground for discussion of multi-year, in this case catastrophic plans, but it does not need to
be limited to catastrophic plans, but essentially, multi-year plans that give payers an incentive to think about the
enrollees’ long-term health. We have increased some flexibility around the maximum out-of-pocket limit, again, to
be able to provide more flexibility to have plans that adhere to consumer choices. Maybe that is enough for now.
Happy to engage in further discussion. Thank you.

Eliel Oliveira
Thank you very much, Jeff. It will be a dream come true to be able to say one day we know what it is going to cost
before we get there. | appreciate your work. Jill DeGraff, you are next from b.well.

Jill DeGraff

Thank you very much. It is very nice to be here with all of you today. Thank you for all of your work. Really, it was
wonderful to hear, Jeff, the progress that is being made in those areas of transparency. | come from b.well Health.
We have been in operation for 11 years. We were founded by our Chief Executive Officer, whose daughter almost
died because her daughter’s data was sitting in different silos, different EMRs of her doctors. One prescribed an
over-the-counter medication that almost killed her. It would not have happened if all the information had been
together. That drove her to leave a large insurance company and found this company. We have been on a journey,
and we are very mission-driven. We believe that the mission, vision, and values that we have, which are
expressed in the flywheel that | am going to share right here, are also ones that | think the entire ecosystem of
payers, providers, consumer-facing apps, and innovative developers can all align on.

It is centered on the idea that we have a fragmentation problem in healthcare. It is by design because we are a
public-private partnership by design. That fragmentation creates untenable costs, and it is unsustainable for us
now. There has been long-standing bipartisan support for the ability for the data to flow. If all that flows around a
human, then that human can then, you can actually start driving use cases that support that human. Let us just
also say, if you think about what Jeff said, insurance, healthcare, it is consumed as a family. What we are thinking
as well is about how people can navigate that journey holistically with information in a trusted fashion by driving
and leveraging the standards that you all help us advance. When we can pull all that data together at the top of the
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flywheel, we can then drive towards personalization, something that we all are expecting in our daily digital lives
already.

We want to do purposefully so that you can actually get to intelligent access, access to care that is appropriate for
you, with transparency about pricing at the time you need it, in a location that is convenient for you and that is
appropriate for the care that you need, driving as well under the transformation enabled by artificial intelligence to
drive more optimization across our health system. All of that can be done not just because we have standard
transactions through APIs or, as we were talking about earlier, through EHI export and other kinds of certification
transport methods, but because the data is allowed to flow and then be standardized into a standardized
architecture. | come back from the early internet days when every company that was going into e-commerce had
its own NOC. | cannot remember what a NOC stands for, Network Operating Center.

Not every company, not every innovator needs to have their own NOC. We offer the plumbing on the background,
the background infrastructure, so that there is architecture that supports the standards for all of the use cases that
| just described in that flywheel. Why that is important for this discussion is that we can start using a consolidated
architecture, not just FHIR facades, where we are still working with siloed, fragmented systems in the back end,
where many legacy incumbents have their data right now, but everyone is moving on to the same standard
architecture to drive these use cases forward. | am sorry, | forgot to request the slide to be advanced. | am actually
talking to the next slide. Thank you. We can start addressing the inherent expense of fragmentation and drive
towards more optimization for administrative purposes, and also drive towards better safety for patients, and also
drive towards less aggravation, waste, fraud, and abuse because there is more transparency about tests that have
already been administered and ordered.

We are very grateful for the tailwinds that policy and regulation give for the ecosystem to move forward, but we are
never going to be done, unless we actually drive towards the investments and the change management that has to
happen within the organization of each stakeholder, and then partner across with those. That is something else
that we are grateful for, the ONC to help in a convening capacity. Ultimately, what we are looking for is all of these
kinds of savings and also drive towards things, not just standards for data access, but for other use cases. One of
the big steps that we have seen in HTI-5 is that we are going to move the proposal to move certification off the
EHRs and onto the APIs. Let us not limit ourselves to APIs for access to data, but to other use cases like
scheduling, like real-time pharmacy benefit check, and the like. | am going to actually end my remarks there
because | am sure | went over time, and | want to hear from our other panelists. Thank you.

Eliel Oliveira

Thank you very much, Jill. It is great to see you here and running with you at times in the CMS tech ecosystem.
That is something | wanted to just note there, how important it is to work to get the patients involved in the driver’s
seat. Thank you for that. Next, we have Jeanne Pinder.

Jeanne Pinder

Thank you so much for inviting me, and thank you for your hard work on this topic. | am Jeanne Pinder. | am the
founder and CEO of ClearHealthCosts, bringing transparency to the healthcare marketplace by telling people what
stuff costs and how to navigate the healthcare marketplace. About me, | worked at the New York Times for almost
25 years. | volunteered for a buyout, and won a Shark Tank type pitch contest to found this company. What we do
is we help people figure stuff out. We do this in the form of longstanding, consumer-friendly investigations in
partnership with other news organizations. This woman lives in New Orleans. She happens to have a hereditary
condition that probably affects her now and certainly will affect her later. The GP said, “Well, you need to have a
baseline MRI.”

She was like, “Sure, | have great insurance.” She scheduled it. Two days before, the hospital called her and said,
“How are you going to pay for this thing?” She said, “Well, how much is it going to cost?” They said, “How are you
going to pay?” She said, “I heard you say that. How much is it going to cost?” They said, “Well, what is your
deductible?” She said, “It is $5,000, but what difference does that make? The price is the price, right?” They said,
“We will call your insurance company and call you back.” They called her back and said, “We have got great news.
You have spent down some of your deductible. It is only going to be $4,458.00.” | know. That is what she did. She
was like, “Oh.” She happens to work at the Times-Picayune, which is our partner at the time. She went over to talk
to our reporter. She was like, “Is that how much these things cost?” He said, “Well, did you look in our database?”
She said, “Database?” He said, “Yes, go to the database and see what you can find.”
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She comes back and says, “| must be doing something wrong. | found it for $620.00.” He said, “I am not sure you
are doing anything wrong.” She said, “What am | supposed to do?” He said, “Act like a journalist. Look at the
provider, talk to your doctor, see if they think it is okay, and then do what you think is right.” She went and did all of
that and went and got it for $620.00. She wrote us a lovely letter saying that, at the higher price, she decided she
was not going to have it because she could not afford it. Now that she had all of this data, she had information, and
she had peace of mind. How did we do that? Next slide, please. This is our interactive software. On the right-hand
side, we park this on our partners’ websites. | am sorry the type is small, but if you look at it on the left-hand side,
you can contribute your prices, and on the right-hand side, you can search prices. What prices are you actually
searching? Well, we have a database that is full of hospital data. We also do a pricing survey where we call
providers and ask them for their cash or self-pay prices.

Providers who want to compete on price send us their data. This may not be a hospital. It might be a self-standing
radiology provider who wants to get more traffic because they are a cheaper spread. Then, we also have data that
is shared by real people from their real experiences. Next slide, please. This is a results page from the search.
Again, | am sorry for the teeny type. The color coding is important here. What is in green, those were sent in by
providers who wanted us to know that any MRI without contrast is $435.00 at River Bend Imaging. Well, that is a
thing to know. The orange ones are prices that we collected. It says price check journalist up in the right-hand
corner. In this case, Premiere MRI told us any MRI without contrast is $450.00, also a thing to know. In blue, we
have prices that are contributed by our community members. Magnolia Diagnostics gave her that same 72148 MRI
of the lower back for $450.00. Go to the right-hand side.

Lady of the Sea General Hospital charges $1,704.00 cash. Then, you see these blue entries from community
members charged $4,098.00, insurance paid $584.00, and you paid $50.00. Oh, by the way, she says, “Il also
have two other charges, radiologists who read it, and somebody charged $100.00. We have no codes for these
guys.” Then, the final one, | would like to direct your attention to the charge of $5,400.00. She paid $4,600.00
because she had not met her deductible. That is the kind of work that we do. | will also say that | really think that
this is what we at the Times used to call a moment, when something has happened in this long, developing,
grinding process, where, like boiling the frog, maybe, but you come to a moment where you just cannot ignore it
anymore. Something has happened to make this large that, in recent opinion polls, you may have noticed the price
of healthcare is topping everybody’s list of concerns.

Something happened out there, and we need to do something about it. It is really time for a change. It is
unbearable for individuals, for families, for children, parents, for businesses, for governments that are trying to
insure people. It is time for a change. Thank you.

Eliel Oliveira
Thank you, Jeanne. It could not be any more clear. | appreciate that. Next, we have Tim Ferris online remotely.
Tim, you have the floor. Thank you.

Tim Ferris
Great. Thank you. Can you hear me?

Eliel Oliveira
Yes, we can.

Tim Ferris

Great. | just wanted to point out because on the first slide, it actually had cut off the company that | work for. | work
for InterSystems and make sure that there is transparency on that. If you go to the first slide, | always like to start
with the big picture. | was asked to speak about liquidity, data liquidity. The big picture always comes back to me
with the quadruple aim: cost, quality, and access. It is often referred to as the triple aim, but adding to Don
Berwick’s triple aim is making sure the workforce is sustainable. If data liquidity is not serving at least one of those
goals, then it is not really serving a purpose. | will also editorialize. | do not love the word liquidity with respect to
data. Obviously, we are using an analogy here. For a lot of people, liquids end up in places that you do not want
them to flow to.

| am not a huge fan of the term data liquidity, but | do understand its value in this kind of discussion, because, as
we just heard from the last presenters, whose work | am highly aligned with and respectful of, in order to provide
the benefits around transparency, we do need data to flow. Lastly, as an introductory comment, my own life as a
clinician has been affected by episodes of poor care, including a death of a patient that | have written about, where
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it is simply unacceptable in a world where the information could move, and it is technically possible, in fact,
technically fairly easy at this point, that we do not have as much data liquidity as all of us on this mission. From the
comments and questions | have heard earlier today on this panel, it seems everyone is appropriately focused on.
While the quadruple aim is the goal, | am going to talk about costs for a second and just say one of the main goals
of data liquidity is to reduce the friction, reduce the duplication, and reduce the delays.

We heard about that a lot this morning with the prior authorization work. | also want to make sure that everyone
understands that unit cost at the provider level is about throughput. There are multiple opportunities because of the
flow of data to lower unit costs. That is another path toward lowering healthcare costs. You cannot say enough,
and everyone has commented on this, about the processing of the data. It is as if you are going to continue with
the liquidity analogy, you have to pass that liquid through the data, healthcare data, through a lot of filters because
the timing of the data is critical, the processing of the data is critical. | will just say something that before | got into
this business, the business of data and data movement, | did not fully appreciate the fact that even if you are on
the exact same electronic health record vendor, your instance is customized to your particular situation, and the
data tables underneath your instance are not necessarily populated with the same information.

For example, in the hospitals that | worked at, there were eight hospitals; every single hospital had a different
name for the exact same radiology test. The difficulty of processing data from all these different places to make
sure that you are normalizing, standardizing, and deduplicating is actually a very difficult challenge, especially
when you start talking about doing it at scale, as we expect and hope, and starting to do it with TEFCA. The final
point here is doing all this at the speed of individual requests in HIEs, for example, InterSystems is the technology
behind 11 of the US’s generally state-based HIEs. This is what we do. This is our bread and butter, working with
the 80,000 variables that are in electronic health records, and trying to map them, you get a single unified care
record that makes sense. All of that is important, challenging work. When you add Al to the picture, you have the
potential to compound even very small errors in data to a wide area.

Due to the use of Al and the importance of Al, which | am a huge advocate for, we have to be even better at
making sure our data is properly processed for the purposes that we have just been talking about. Next slide. This
is just the InterSystems perspective on this. | also do not like the term data in motion. That is a popular term. The
goal is access to the source data, but leave the source data right where it is for its legitimate purpose. You have to
have that access for a legitimate purpose. Liquidity exists when the data becomes usable across settings,
systems, and time. That is a critical piece of the purpose-specific uses for which the requester is making those
requests, making sure that it is legitimate. The standards-based exchange is necessary but not sufficient.
Organizations, as | was saying before, also need all of the processing steps.

Finally, digital health tools deliver value when they are connected to patient queries and clinical operations. It is
about the integration. | was very pleased to see the LEAP program, the Individual Access Service. | was previously
not familiar with that HIMSS project, but now | want to learn more because ideally everyone, from my perspective,
and | did this when | worked for the National Health Service (NHS), in the NHS, there is an NHS app in which it
does not matter where your data is located. You can see it all organized from the patient perspective, independent
of the source system from which it comes. | would love to see that in the US. | am sure a lot of people would love
to see that in the US. | will stop there. | look forward to participating in any discussion.

Eliel Oliveira

Thank you very much, Tim. Yes, | would love to see that here, too. | appreciate the thoughts on data quality. It is
quite important. We cannot do much if we cannot trust the data. | appreciate those thoughts. | think we will open to
questions and comments from the committee. Anyone? Katrina?

Katrina Miller Parrish

Thank you, Eliel. | will go ahead and get us started and we will watch out for other folks who would like to ask
questions. Going back, Jeff, to your presentation and talking about the advanced explanation of benefits (EOB), |
think all of us, all the panelists, are very interested to hear more about that. If you could just expand a little bit on if
there are HL7 FHIR requirements to that, and then posing the question to the other panelists, are you aware of the
advanced EOB? Are you planning to work with it?

Jeff Wu

Thanks. Sure, | can start. Where we are right now is working with a number of industry committees on these
standards. We are looking hard at FHIR standards for most of the transactions, | think, that will comprise this
system, perhaps not all. There are some payer-based transactions that perhaps will be more efficient and easily
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adopted if we leverage existing data packages. We are down in the weeds working with those groups, trying to get
enough consensus that we feel that we are in a good place to move forward with rulemaking and start locking this
stuff down. That rulemaking, | think, will be a signal, or should serve as a signal, to industry to start building
because that rulemaking will come with effective dates and the like, when we will expect all of these documents
and these data transfers to be live and occurring. | would also love to hear from the members of the committee as
to how much visibility they have into this process and what their plans are.

Jill DeGraff

| will answer as a follow-up. b.well has been tracking the efforts to create standards, but through the project clarity
work. | have been an admirer of Turquoise Health and their participation, effort, and substantial capital backing to
try to drive this forward. | think we are all watching on the sidelines to see if it is ready for prime time for us to get
going. We look forward to that.

Jeanne Pinder

| can add in as well. For us, | think we have such skepticism with all of the estimates that are proffered, be it the
good-faith estimates. You have got a ways to go. | realize what a struggle it is. | mean, we have looked at the data.
| know what you are going through. Has anybody here actually looked at the data? We look primarily at the
discounted cash prices because the insurance price, we would not have any back check on those, but we do know
a lot about discounted cash prices. There are hospitals that have 40% of the procedures at the same $4,595.00,
procedures ranging from inserting a needle into a vein to remove testes to a cesarean section to remove an 1UD.
Thirty-four percent of them are the same $4,595.00. What is that all about? Sorry. | know what your struggle is.

Tim Ferris

| appreciate the sympathy, as does the team. Happy Public Service Recognition Week, by the way, to everyone in
the room. For sure, we are dragging the industry across the line on this stuff. No one wanted to produce their
prices and put them up in public files and the like. A lot of the compliance that we got was like, “You want to see
compliance? | will show you compliance.” Then, gigantic files that are filled with all kinds of every variation of
duplication and the like. Yes, we are going through stages and stages and stages of refinement and cutting down
and deduplicating and the like.

Eliel Oliveira
Thank you all. | think | had Rochelle first.

Rochelle Prosser
| am going to let Derek go first.

Eliel Oliveira
Sounds good.

Derek De Young

For one, thank you to all the panelists for the advanced EOB stuff. Epic is pretty excited about it. | know we have
been in a lot of the work groups because we actually think this is the only way you can solve this problem,
specifically for the insured patients, like the cash pricing. It is what it is. | will let you keep doing your investigative
journalism there. For the insured prices, this needs to be a collaboration between payers and providers. It is the
only way it can be solved. For our good faith estimates, a lot of the challenge right now with health systems is that
they have to recreate essentially what they believe the payer will pay in their systems. They are recreating the
entire benefits package in their system to even generate that good-faith estimate. Then, they have to run eligibility
and hope that they get the right coverage, the right plan, and that they built their understanding of that benefits
package the way that the payer did on their side. It is never going to be perfect, but it is their best faith. It is a good
name for it because that is what it is.

The advanced EOB takes it a step further, where we can say this is a collaborative estimate. | know what the
health system should know, which is the procedures | am going to do. Now, | am going to ask the payer.
Essentially, it is a predetermination claim. | mean, this is what the dental industry does, and it works really well.
They basically are just sending a claim. They say this is what | am going to do, and the payer adjudicates it as the
benefits stand at that specific moment. Now, in the medical industry, medical claims, the payer systems are all
running on the x12 transactions that you are familiar with. There is a lot of hesitancy, | would say, across the board
on should we move this to FHIR because then we have to remake every single claim system that the payers have.
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That is the core problem. Yes. | know we have worked with the WEDI folks, we have worked with the FHIR,
DaVinci folks.

There is a lot of debate here. Some of the other things that are the challenges, when | bring in someone from
outside my health system and they are working inside my health system, they send their own claim today. Now,
who is responsible for the overall patient estimate? Is that the payer? The payer is going to be paying the claim for
both of them. Or is it the provider? | think the one thing that we are always pushing from the Epic side is how do
we make sure it is transparent to the patient? If we just keep doing the process of the good faith estimate, and then
we do a handoff to the payer to say, "This is what | am going to think, and they make the advanced EOB, and they
send that to the patient, and they disagree, then everyone is confused. We need also a feedback loop for when
this is not in the spec, it may have changed. | have not worked in this space in six months. When the payer
generates the advanced EOB, right now, | believe it is only required to go to the patient. It needs to go back to the
health system so the health system can give that to the patient as well, because if they disagree, then all trust is
lost.

Tim Ferris
Your advocacy was effective. That message was transmitted clearly to us.

Rochelle Prosser

Hi, thank you, panelists. | really appreciated the nuance in your presentations. | have a question for Ms. Pinder. In
your research, as you are going through your journalistic research and cross-checking, have you considered or did
you see a regional factor within the reimbursements that you saw?

Jeanne Pinder
Not really, no. People keep wanting to see that, but we really do not. It just seems to be totally random. Go figure.

Rochelle Prosser
Jeff, can you attribute to that, since CMS does have regionality payments and based on your local municipality,
etc.?

Jeff Wu
Well, | think a lot of what Jeanne is seeing, and these are mostly the hospital-based prices that you are looking at,
correct?

Jeanne Pinder
[Inaudible] [03:03:56].

Jeff Wu

Well, yes, but in terms of looking at the prices that, as you generate these, you are not looking at the payer side. A
lot of those are those prices that go up; they are arbitrary, or as close to arbitrary as you can get. Then, they
negotiate the real price or whatever, and that is the real price. Otherwise, the prices they post, | do not think they
mean anything.

Rochelle Prosser

Right. | guess for your presentations today, something that comes to my mind is if there is such a randomness to
these pricing points, and there is a general expectation for the folks in the community to be able to come and
negotiate their own rates as they go within the healthcare system, how do you expect them to do that, even with
health literacy?

Jeanne Pinder

Well, that is one of the reasons that we came to the solution that we did, which was that we are looking at it as
journalists, not as data people, or health people, or policy people, or insurers. We are looking at it from the
perspective of the consumer. How are we going to get Chelsea to save that $3,700.00? She is an insured person,
too, by the way Derek. It is not like it is all about uninsured people. That was the thing that blew her away. She
said she had great insurance, and yet they almost took her to the cleaners for $3,700.00, until we rode to the
rescue.

Derek De Young
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Yes, it is interesting because if you are in a Health Maintenance Organization (HMO) and they control the network
pretty tightly, a lot of the time, from a health literacy standpoint and transparency of prices standpoint, you do not
actually always think to look for a cash price because the health plan that | have says these are the two health
systems | can go to. They are my in-network ones. It does not always register that you can look at other places,
and to your credit, there are not a lot of good tools out there to make that transparent. From a health plan
perspective and from a health system perspective, they want to track your care along the way. They want to make
sure you are going to the spots where they can track that, so they can take the best care of you.

Jeanne Pinder
They can make more money, you mean?

Derek De Young

There are pros to understanding everything that those members are doing; they can track the risk, and they can
take the best care of you. To your point, if | were a consumer and knew what | know, | would also look for cash
pricing for an imaging clinic that is not part of a health system to say, “What would it cost if | did this for cash?”

Jeanne Pinder

Yes. We were surprised to find that something like 85% of healthcare decisions are shoppable. Most people do not
think of it that way. You think of healthcare as like, “Oh, | got hit by a garbage truck. | am in the Emergency Room.
| have a C-section. | am not going to cheap out on the surgeon.” Something like 85% of your interactions are
shoppable.

Eliel Oliveira

Well, thank you for the great discussions. | want to move it on to Hannah next for her comments. | wanted to note
one important point here that | see on these on self-pay is provenance data tracking. Sometimes patients want to
self-pay because they do not want anyone to know that they had a specific treatment or procedure. Most of the
time, for the things that we are talking about here, it is just because they want to pay less. Knowing which one is
what to be able to share data becomes quite critical. Hannah.

Hannah Galvin

Thanks, Eliel. Jeanne, | have another question for you as well in terms of the data that you are collecting from
patients, from their bills. Is it the negotiated price that is showing up on their bill? If so, how are you capturing their
specific employment-based or the specific plan that they have, and comparing that versus others with similar
plans?

Jeanne Pinder

We did not really get that granular. What we are doing, once again, we are not looking at it from the policy point of
view. We are looking at it from how can we save Chelsea that $3,700.00. If we were going to look at, for example,
the insurance prices, we do not look at those because we do not have any way to back check them. We do have a
wealth of knowledge about cash prices and about people’s behavior in the marketplace and what they are paying.
We are very comfortable with our knowledge about that. What you are talking about is beyond our reach, | think.

Hannah Galvin
Makes sense. Thank you.

Eliel Oliveira
Thanks, Hannah. Deven, you are next.

Deven McGraw

Thank you. Great presentations, all of them. | want to push back a little on this distinction between what insured
patients pay and what cash patients pay. Ultimately, and | think this might come from my perspective as an
employer, where | pay for my own insurance and then my company, which | help to run, pays for the insurance of
every single one of my employees. Ultimately, | think it is important for us to understand what things cost, whether
it is paid for by my insurance or whether it is paid for by me out of pocket, because ultimately the rise in costs
affects us all. We have unsustainable cost increases in this country. If transparency about all of that helps us get a
handle on it, then we need to know all of it. If | am getting a better deal when | pay out of pocket than my insurance
is getting through its negotiated rate, we should know that. If my insurance company gets a better deal because of
their negotiated rate than my cash pay, well, volume discounts and all those sorts of things.
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The lack of transparency around every piece of this is just nuts. We are biting and nibbling away at pieces of it
through different initiatives. | fail to understand why we can buy nearly everything else in life and know how much it
costs, but this just keeps eluding us. | do not know. Clearly, | am on a soapbox here; | will stop. | appreciate the
time. Thanks.

Eliel Oliveira
I make that point every single day, Deven. Jill, | would say you have some comments, maybe related to this
specifically?

Jill DeGraff

Yes. Make room on that soapbox. | recently moved from DC, where it is actually really hard to get care, and it is
impossible to schedule appointments, to Baltimore, where | have wonderful doctors and get care all the time. They
are ordering tests this way and that way. There is an economic interest in scheduling more tests. That is why we
need to have transparency and empowered shoppable consumers.

Eliel Oliveira
Thank you, Jill. Anna?

Anna McCollister

Speaking of soapboxes, that is usually my job, Deven. No, | will make room. Throughout these discussions, and
thanks to the panelists for the presentations and to the earlier panelists as well, but throughout these discussions,
the thing that keeps going through my head is that we are trying to come up with solutions for things that are
actually very intentional. We are trying to come up with health IT solutions for something that is very intentionally
placed there. The opacity is by design. It is a feature for payers, for hospital systems, not a bug that can be fixed
with open APIs and FHIR standards. That, to me, | feel like is the ultimate challenge. ONC is digging through its
toolbox and doing an incredibly good job of finding the tools that it has to be able to use to make life better for
patients. We have come a long way, but you are going to keep running into these issues over and over again until
there is some accountability around the ultimate outcomes for patients.

You guys have heard my story before. | had type 1 diabetes for 40 years, all the complications, lots of fun stuff,
etc. One of the things that | have seen that has worked remarkably well and | have been on like National Quality
Forum (NQF) and CMS committees around quality measures for many years that had nothing to do with this
quality measure, but Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) has really
dramatically improved the experience of patients in both the inpatient and outpatient settings. Taking that sort of an
approach of accountability. | do not know if the HCAHPS is precisely the right way to go because | think there are
some issues with the questions that are raised there. Having an accountability to the experience and the
outcomes, as opposed to just trying to nibble away at the processes, | think, might be more effective. One of the
things that | have advocated for in the past is having some sort of a quality measure around user experience
design.

How well does this app, tool, technology process work for the user? What are the bugs that are surfaced and
require that there be user experience testing, and that that stuff be measured and reported transparently, and that
there be plans put in place to deal with the issues that are there? It is that accountability to the patient, the people
who are receiving the services, that | think might be most helpful because, ultimately, when these things do not
work, the patients either do not get care, and if you are doing this, again, | have 19 doctors, | use 27 different
medications, 11 devices, you just give up. If somebody like me is giving up, there are a lot of other people,
especially by the time you get to Medicare, who have just given up many times before. We, as taxpayers, are
paying for the costs that have been deferred by hospital systems that refuse to be transparent and by insurance
companies that keep coming up with yet another roadblock.

Trying to solve them through FHIR APIs is a part of the solution, but we are going to constantly keep facing
additional roadblocks.

Eliel Oliveira
Thank you very much, Anna. Great contributions. Tim, before | pass it on to others here, | saw that you had your
hand up. | wanted to see if you had a question or thought before moving on.

Tim Ferris
No, please, please move on.
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Eliel Oliveira
| think | saw Lee next, but | see the panelists all wanted to say something back to Anna first. Maybe Lee, after they
go, you go. Thank you.

Jeanne Pinder

Yes, Anna, thank you for that. When | first started out doing this, | did not realize how bad that aspect was. The
only thing that is broken worse than price transparency is quality transparency. We approached price because we
thought it was doable quality but maybe if we can solve for price, then we can get towards quality.

Eliel Oliveira
Jeff?

Jeff Wu

Yes, | just wanted to add to this quality question. | think the way we think about all of this is price is just the first
step. It is a very complicated step. We are pushing unwilling participants or dragging unwilling participants into this,
but I think things are getting better. | get what you are saying. These are tools that we are using to try to end run
around designs that are built into the system deliberately, perhaps true. In the end, these are the tools that we
have and that is what we use. | do think that the CMS vision for this is that, ultimately, there is also quality
transparency. We have seen consumer apps, these companies come to us and they show us what they are
working on, where they are displaying very complicated and thoughtful displays to consumers that first of all, the
prices are not just for every different code, but they are bundled in ways that are more comprehensible. They are
pulling both cash and plan prices, and they are looking at complication rates and risk adjusting by the patient
population and all of the sorts of things that one might want as one tries to get their arms around this very difficult
quality question.

Eliel Oliveira
Thank you, Jeff. Tim has his hand back up again and Lee next.

Tim Ferris

Well, | just wanted to make a comment, and | apologize, | cannot see who was speaking, but about the quality and
outcomes. Yes, we cannot measure value if we cannot get the numerator in the value equation, which is quality
and outcomes. | am really encouraged that because of technical advances in the past two to three years, we are
now prepared, capable of measuring outcomes systematically across all healthcare. That was never practically
possible. It is now possible to do that because of Al and LLMs and extracting the data necessary. | expect, and |
have seen it in the marketplace, but you are going to see a lot of Al-based engines that measure quality, not on an
extremely limited set of things like Emergency Department Information System (EDIS), but on actually every
decision that a doctor makes within a particular measured unit, like a health system. That is not theoretical
anymore. That is entirely doable. Yes, there will need to be some policy and legal work around that information,
but that is coming and | would say coming in the near term.

Eliel Oliveira
Thanks, Tim. Lee, at last. Sorry about that.

Lee Fleisher

That is fine, absolutely fine. Jill, | am actually confused because Maryland is an all-payer state that has a total cost
of care model. Of all the states, it is going to be the most price conscious about ordering extra tests. It is actually
going to be Maryland. You are either not part of that system, but that also says something because my friend runs
the University of Maryland health system hospital. | do not need to debate that, but go ahead.

Jill DeGraff

Honestly, this is an end of one thing. It is anecdotal. It is that | know what | think | need and if there is just a
protocol is take this test, this test, this test, that a full clinical picture can be presented in the evaluation. I, as who is
ultimately paying, | know | do not need that and | am making choices because at the end of the day, | do not think
those are necessary tests. | am not a doctor, but | actually know myself. My point in that experience, and | had
seen it on a couple of different occasions, is how routinized the protocols are to order a series of tests under the
need to create that full clinical picture when maybe you do not need all those tests. That is all.

Lee Fleisher
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The other point | am looking at, Jeff, working in a health system and trying to get a patient a price as opposed to a
commodity-oriented practice is incredibly complicated because the cross-subsidization depending on who is
paying because they want to give one price if people do not have insurance because they are actually in that donut
hole of not being poor enough to be on Medicaid, not making enough, as opposed to the people who choose to not
make pay. | am just curious if there is any way to get to a consistent price because what you see inside a health
system is negotiating reimbursement for each insurer, which makes price incredibly complicated. | could not get a
price for a clinical trial. It was hard to get a price. Do you benchmark it at Medicare?

Jeff Wu

Yes, | mean, there is a lot of arbitrariness in pricing. At least the conception is within these systems, there is a ton
of cross-subsidization. There are essentially policy decisions being made as they negotiate these things and you
cross that with the market forces when a big payer comes along and says, “No, no, no, the price will be no higher
than X,” and all of that. | think if one is in the system trying to generate the data to feed an advanced explanation of
benefits, the theory is that, yes, that difficult negotiation has happened, and there is a reimbursement amount that
just needs to come out of the system and into the data packet that goes across the line. | do think for the cash pay
patient, who knows what is going on.

Jeanne Pinder
Well, we are also seeing a lot of patients who are insured, and because of their high deductible, they are just
deciding to put away their insurance card and pay cash. It is the only thing that makes sense in some cases.

Lee Fleisher

The question is we have pulled out these commodities into the system, but it makes no sense. | work with the
bipartisan policy center. We keep saying it would be great to get rid of 340B, but if we get rid of 340B, we have to
redesign the entire system because of the way of the cross subsidization. | am just saying this is much, much,
much more complex. That patient is very different than what | would want to charge a Medicaid patient or
somebody who is just above the line or what we would give them to be able to pay enough to not go into debt as
opposed to my daughter’s friends who all are VCs and choosing to go bare with insurance.

Eliel Oliveira
Thank you, Lee. Next, Fil.

Fillipe Southerland

Here we go. Two comments here. One is compliments on using GitHub. Whoever’s idea that is, that is great. As a
developer, that is great to hear. Representing LTPAC, | think a lot of the discussion is around the assumption that
we actually know who the payer is or who is on first. The majority of our population who are eligible, we often have
a difficulty in determining these payment arrangements and cost sharing. We will often have to wait for months for
a secondary payer determination from Medicare. Then, we are seeing this patchwork of requirements. They are
being built on top of Medicare Advantage plans coming this way. | just wanted to bring cost sharing as part of the
discussion here and how these plans handoff, make sure we do not forget that.

Eliel Oliveira

Thanks, Fil. Since | do not see any other hands up yet, | want to make some comments on something that | am not
hearing much from the group here, but | want to hear thoughts from the panelists and from the committee as well,
is the fact that there is a power struggle | see out there between the payers and patients. The way | see it is, here
is my silly example is, if | go to a restaurant and | assume bread is free, can | get some bread, and they come back
with a bill of $100.00 later, | am saying, “| am not paying. Call the police. We are going to fight over this, but | am
not paying.” That does not happen with patient situations and payers. You usually end up with your record
damaged and it is one sided. The patients have no recourse. Some situations are pretty bad. | had one gentleman
in our group in Austin that basically got a $5,000.00 bill and he is like, “l am going to have to sell my car. Then, |
cannot go to work anymore.” That is going to escalate on not having money for anything else.

I think there is something to be said that | think maybe for the administration and how do we balance this out? If
somebody charged $5,000.00 for an MR, but the folks next door has for $300.00, you cannot make a case that
that is the price. | do not know, but the power struggle between the payers and patients is something that is very
hard to go around. | would love to hear anyone’s comments to that. Thank you.

Jill DeGraff
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We have not really spoken about the real-time pharmacy benefit check as a workflow in order to drive further
transparency and, therefore, different costs. If you can actually enable real-time pharmacy check for consumers in
their choice of application, you can actually start dealing with the fact that it is the PBMs that are setting the price,
and also setting prices that are differentiated based on the pharmacy that you go to. Given more transparency,
consumers can move with their feet, and that has an impact on pricing overall. | would love to hear other people’s
thoughts on that.

Eliel Oliveira
Jeanne.

Jeanne Pinder

Yes, we actually tell a lot of insured people to just go to Mark Cuban Cost Plus Drugs and pay cash because you
really save a ton of money. | happen to have many reports of that. About your $5,000.00, one of the things that we
did not touch on is the unavailability of hospital financial aid. That is a really huge problem. | am wondering
whether that is what is going on with your client on that, because the hospitals really hide this actively,
aggressively. There are resources that you can find. If you can send him to Dollar For, a nonprofit that will help
wrinkle out whether you get financial aid or not. They are very, very good.

Eliel Oliveira

Many patients do not know. What happened really in the end with that gentleman, one of our community health
workers got involved and did exactly what you described, and ended up getting a $300.00 bill in the end. The
problem was solved, but many have no idea. They do not show up at a doctor expecting to go bankrupt just
because of those reasons. Rochelle, actually, has her hand up.

Rochelle Prosser

Thank you. Very well said, Eliel. | guess to the point of transparency and having hospital services, or community
services, or just services that deal with financial toxicity or finances in general. That goes along, again, with that
health literacy statement that | made earlier. If hospitals are not transformative or translucent with what is
available, including financial services for the general public, and Lee, | disagree with you about removing the 340B.
| think it is a very important service.

Lee Fleisher
| did not say removing it. | said, if you pull one thing, you have to figure out how you need 340.

Rochelle Prosser
We need 340.

Lee Fleisher
We were saying if we came up with a better 340B, you would have to figure out how to redistribute the money
because 340B is really not paying for what it is intended. Please, we need 340B.

Rochelle Prosser

Thank you for clarifying. As we look at rising costs currently, just the general cost of living, more people in more
areas are having to choose between managing their healthcare, managing just to put gas in the tank, or just
managing to survive the day. Processes like the 340B program, as each state goes and looks through their
processes and says, “Who is included and who are not included?” | live in Florida, just to level set the expectations
of the group. I live in Florida. A lot is happening down there in Florida with 340B, cost transparency, etc. If we are
able to get health facilities to share their charge masters, look at what they are doing in bundled services and apply
that to the services that are available for cost reduction and self-pay.

These price transparencies are important because there has to be a happy balance for both sides, for the general
public to make sure that we are not going bankrupt trying to just take care of our health, but also we live in a cost
productive society. We are not a single health payer. There has to be some revenue generation there in order to
make it work to pay for those like myself who are nurses that work the front line. We have to get paid. When we
look at what cost transparency is, it is important to be realistic with what we are trying to do. There is a cost of
doing business, but it should not come at the expense of removing the dust from our wallets as well. That is all |
have to say.

Eliel Oliveira
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Go for it, Jeff. Thank you.

Jeff Wu

Some of this latest conversation has reminded me that this is also complicated because there are many different
kinds of services. There are so many different situations in which a consumer will be pursuing healthcare services.
The part of the No Surprises Act that | did not cover is the part that actually was about surprise bills and what
happens to those. That is the part of the act that we prioritize first to implement because it was an absolute crisis.
There is still vestiges of that crisis. What the No Surprises Act did was it took the patient out from the middle of that
combat between the payer and the provider in cases of emergency bills and bills from other providers who are out
of network, who popped onto the bill in a network facility. | think we have seen really great results from getting the
consumer out of that. They are out of that. They are covered at in-network rates under their insurance.

What CMS has been dealing with since then is the hand-to-hand combat at scale that has happened between
payers and providers around what the right reimbursement should be for those services now that the patient is out
of it. This is not quite the same thing as the price transparency point, but just to illustrate the complexity of our
system and what happens here. Folks do need to get paid, and the question is at what rate. We live in a system in
which these rates are not specified other than in the Medicare fee schedule, but in the private sector, they are not
specified. The NSA provides for an arbitration system, and we have been absolutely deluged by claims in this
system. We are processing millions of these disputes, and the parties are at war. They hire law firms, they go into
these things, and they go at it tooth and nail. It is a symptom of how our system works. It is not lovely to behold,
but just to point this out as another part of this whole puzzle and how it all works.

Eliel Oliveira

Thanks, Jeff. | do not see any other hands up, but we got a few minutes left. | have another question for the
panelists and like in my previous one for the other panel, a very direct answer if you can. What are the policy
levers or market changes that you think would make a change on this that will get us moving somewhere?

Jill DeGraff

It probably requires an act of Congress, but the kind of access that patients have through the CMS 9115 for CMS
payers, | would like to see applied to all lines of business, commercial. It is only at this point in commercial lines for
plans located in Tennessee and California. | would love to be able to pull that data through, through a choice of
application and then enable consumers to contribute it to you.

Jeanne Pinder
When is that data? | do not know what you are talking about.

Jill DeGraff

Through the patient access APIs that CMS, like Medicare Advantage and Medicaid managed care organizations
are required to provide. You get to find out all the cost sharing and the adjudicated price on all claims paid. That
information is available to patients under the right of access and then, it can be contributed to Jeanne’s mission.
That would actually expand the database.

Jeanne Pinder

We would love to see that happen, except that my belief that it will happen, you ask what levers to push. | honestly
think on some level, the only thing you can do is just blow the thing up. | mean, | hate to say it. | have only been
doing this for 15 years. Before this, | was at the New York Times. | was an expert on the Soviet and East European
affairs. | used to live in the Soviet Union as a Russian major. | got married there, got arrested there. | think this
system is much more complicated than that was before it blew up. Right? It is much more dark and confusing and
based on untruths and impossibilities. There are a lot of things that are similar about the two, but | do not see any
one lever that you could push. | do not see anything happening in Congress. There is some action at the state
level.

We have gotten some transparency bills passed at the state level in the great state of Texas and Louisiana also.
Maybe it is because the crisis is not that immediate for policy makers, regulators. Maybe it is because the revolving
door between industry and regulation but | do not see where there is any one lever or any six levers that you could
do.

Eliel Oliveira
Thank you, Jeanne. Jeff and Tim?
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Jeff Wu

| have a couple of thoughts. Let me be clear that none of these are in any way intertwined with some of the
previous comments on our current system. | have to be careful as a civil servant on some of this stuff. | do think
that many of the tools that we have talked about today are tools with really significant medium term potential. |
think we are at the beginning of some very significant changes that these tools of interoperability, the data sharing,
the transparency will help drive. | think it is a complicated path. There is just tons of stuff to work out. Not just
because the technical aspects are difficult, but because the industry is darn complicated, right? Every part of it is
very complicated and the parts of it are very powerful. Navigating change through this system, change that is more
incremental, which is the world | live in, one has to proceed carefully. Just setting aside the power of different
interests, we have such a complicated system that almost every change involves unintended consequences. We
have seen that already from some aspects in the No Surprise Act.

Navigating that in a way that just does not blow everything up in a way that perhaps was not intended requires
some really careful thought. | am optimistic about many of the tools that we have been talking about today and
where they are going. | am seeing a lot of really exciting things happening in the private sector because of seeds
that have been laid, because of the work that my co-panelists are doing and many others. Maybe that is because if
you work in this area, you just have to be an optimist.

Eliel Oliveira
Thanks much, Jeff. | appreciate your thoughts. Yes, complex, have to walk slowly and get to the next phase
slowly. Tim, you had your hand up.

Tim Ferris

Yes, well, you asked for the lever, | put three in the chat. Better alignment of CMS fee-for-service payments with
work. It is well documented, many publications, including in the New England Journal, showing that the Resource-
Based Relative Value Scale (RBRVS) system has veered pretty far away from value and that needs to be re-
centered on actual work performed. | made a comment earlier that we really need to bundle payments more. The
most effective policy for reducing healthcare cost inflation ever implemented by CMS was the Diagnosis Related
Groups (DRG). A graph of cost inflation after DRGs was put in place is just stunning. Therefore, we have got to
stop this process of every new thing in healthcare becoming a pass-through payment. That is No. 2, bundling. No.
3 is value-based contracting has gotten a bad name because of the papers that showed that it only produced a
1.25% change in trend. Well, actually, that is a massive victory because the problem is a 2.5% annual trend of
excess costs over general inflation. Basically, value-based contracting solved half of that problem.

That is a very powerful tool. We just have, for some reasons that | do not understand, walked away from it. We
really need to, as this whole day has been emphasizing, standardize the processing of transactions. It is just
stunning the overhead that our transactions consume. | am also optimistic about the fact that the processes that
ONC and CMS are putting in place are going to have an effect. Honestly, if they do not have an effect, as long as
we have a good measurement system, we are tracking the outcomes, the key outcome, which is the spending on
overhead; if these processes do not lower it, then we will have to do more dramatic things, but let us start with
these.

Eliel Oliveira
Well, thank you very much, Tim. For all, we have run out of time, but | wanted to give a chance to Mark and Lee to
say a few words for us to close.

Mark Sendak

| wanted to validate your assessment, Jeanne. | do not know if you have heard of the health economist Amy
Finkelstein, but | read her work for many years as a grad student and researcher. Then, she came out more with a
mass media book about having worked in the field for 20 to 30 years, that we just need to blow the system up.

Lee Fleisher

| just want to lean heavily into Tim’s comment about value-based contracting. It is not about the price per widget. It
is the price per episode of taking care of somebody. Until we have what | think ONC and CMS is leaning into,
which is value-based contracting, total cost of care, | think what the agency is doing now is brilliant around Al with
access and other things where it is not more widgets. It is taking responsibility. If we buy cars, we are also looking
at the repair costs or we are taking out insurance. We should realize we should not look at the price per widget.
We should look at the quality we get for that.
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Eliel Oliveira
Thanks, Lee. Jill, Jeff, Jeanne, and Tim, thank you so much for your time today. | appreciate it. That concludes our
session. | will turn it on to Tara for public comments.

Public Comment (03:44:09)

Tara Porter

Thank you so much, Eliel, and thank you for our panelists for participating in today’s session. We appreciate you
being here. We will now shift our meeting to the public comment portion. If you are here in person and would like to
make a comment, if you could go proceed to the mic to my left at the front of the room. If you are on Zoom and
would like to make a comment, please use the raise hand function, which you can find at the bottom of your
toolbar on Zoom. If you are dialed in only, you can press star nine to raise your hand and then press star six to
unmute when called upon. We are going to begin and see if we have any comments in the room and then we will
shift to any virtually. Lastly, | want to note that comments are limited to three minutes. Great. Not seeing anyone in
the room, we can shift to virtual participants with comments. Shelly Spiro, please go ahead.

Shelly Spiro
Good afternoon. My name is Shelly Spiro. | am an emeritus member of the Long-Term and Post-Acute Care

Health IT Collaborative. On behalf of the LTPAC-HIT Collaborative, | want to thank ONC for the affordability
hearing, the collaborative representing providers caring for millions of America’s most medically complex seniors.
We submitted formal comments this year on the HTI-5 deregulatory rule, the HHS-AI clinical care RFI, the CRUSH
fraud prevention RFI, and the SNF PPS proposed rule. Across all of our message is consistent, affordability,
modernization. Consumer choice cannot be achieved for older Americans without intentionally designed solutions
for LTPAC. We face 63 plus payers in a single facility, a 15-year technology investment gap from HITAC exclusion,
mandatory care obligations that make prior authorization delays a patient safety issue, and only 17% of hospitals
sending interoperable data to the LTPAC SNF settings.

We support today’s innovation and modernization agenda. We simply ask that success be measured by whether it
reaches the skilled nursing facility, home healthcare agency, hospice, other post-acute care settings and ancillary
services contractually servicing these settings, not just the hospital and physician practice. We look forward to
continued dialogue with ONC and HITAC, and thank you very much.

Tara Porter

Thank you for those comments. | will just pause for one more moment to see if there are any additional
commenters that come in. As we are waiting, just a reminder that our next HITAC meeting is scheduled for
September 24 from 10:00 to 3:00 p.m. and just note that all HITAC materials can be found on healthit.gov. At this
time, | am not seeing any other comments, so | will yield it back to Eliel and Katrina to close us out for today.

Final Remarks & Adjourn (03:47:44)

Eliel Oliveira
Thank you, Katrina.

Katrina Miller Parrish

Thank you much. One more time, | want to say thank you much for everybody in the room, our HITAC committee
members for coming from far and wide to be here live, and those who are also on virtually, again, far and wide. We
understand that not everybody can travel, but we appreciate when you can, and appreciate that valuable time that
you are giving to this committee and not just here in these meetings, but also at other times, and all the other
committees that you work on because we know that all of you are doing multiple efforts to try to improve
healthcare in this country, and again, from the patient perspective, from the provider perspective, the payer, and
federal worker perspectives. We are all patients, and | like to say that the journey to health and health is a human
right.

We all should be given the opportunity to be able to do that with all that this country has to offer. When we see the
examples of people not having their care because they feel like they cannot afford it, they feel like there is not a
way, getting sicker because of it, worsening quality measures, worsening outcomes, and worsening cost, we are
just not going the right direction. | think we all in this room are aware of that. Again, that is why we are here, to try
to improve that situation from any perspective we can. Again, | appreciate everybody’s opinion because all of the
opinions distilled together will get us to our better path and will get us to better outcomes. | think that we have to
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remember that you cannot eat the elephant all at once. You have got to eat it one bite at a time, and | think in all of
these areas where we are trying to set those prioritized goals that we think are the right direction is the right way to
go. We just cannot do it all at once, but if we take those little pieces that we think we can commit to and make
happen, just like what we do with USCDI version by version every year, it will be the slow but sure path to
improvement.

Again, | just appreciate everybody’s time, opinions, being here, and we will keep on working on it, so thank you,
everybody.

Eliel Oliveira

Thank you, Katrina, and thank you all. Thank you, the committee members, the workgroup members, the panelists
that were here today, the ONC staff that support this work. We really appreciate you, and thank you for the public
that joined the call and provided comments and support this work. We are really appreciate all you do. | think, like |
mentioned earlier, we have a strong sense of momentum on the health IT now, under the leadership of Dr. Keane.
We have an opportunity as a committee to shape a more connected, intelligent, and patient-centered healthcare
system, so | am looking forward to working with you at the end of the year. | appreciate the thoughtful discussions
today, and looking forward to more work ahead with you. Thank you again, everyone, and we adjourn our meeting.

Questions and Comments Received Via Zoom Webinar Chat

Maggie Zeng: ONC name change: https://www.hhs.gov/press-room/hhs-health-tech-leadership-deliver-data-
liquidity-affordability-ai-enabled-health-care-system.html

Maggie Zeng: 2026 Interoperability Standards Advisory (ISA) Reference Edition:

https://healthit.gov/news/2026-interoperability-standards-advisory-reference-edition/

Maggie Zeng: USCDI+ Behavioral Health data element list: https://uscdiplus.healthit.gov/uscdiplus/en/announcing-
the-uscdi-behavioral-health-updates-march-20267?id=kb_article&sys id=d3b69d9193ebf610c9f1f54958373ch8

Maggie Zeng: Discussion on Mental Health & Substance Use Care:

https://healthit.gov/event/technologys-role-in-making-america-healthy-again-a-discussion-on-mental-health-
substance-use-care/

Rochelle Prosser: Happy Nurses Week everyone.

Kevin Day: ®

Theresa Beebe: Happy Nurses week :)

Kathleen McCormick: Happy Nurses Week! Kathleen McCormick

Magaly Lopez: Greetings from the Puerto Rico PCA & PR HCCN representing 23 PR FQHCs
Katrina Miller Parrish: Thank you all for attending and participating!

Kathleen McCormick: Who is going to GOVERN Al?

Rochelle Prosser: Klikelomo +1

John Turtle: DSCSA can help as a GL for medication information/ use !
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Rochelle Prosser: Maark +1
Rochelle Prosser: Filipe +1
Shelly Spiro: Excellent comment about LTPAC interoperability by Fil.

Accel Solutions: All meeting materials can be found here: https://healthit.gov/event/health-information-technology-
advisory-committee-2/

Philomina Philomina: & &
Rochelle Prosser: Excellent presentation Michael Ann
Rochelle Prosser: Still 50% denial under Al automation and authorization administrative burden and work arounds.

Rochelle Prosser: GAP in Prior auth exists where current policy and policy creation for rules do not exist to enable
Al automation.

Rochelle Prosser: Hannah +1
Rochelle Prosser: Also for nurning Documentation in day to day care deliverys documentation requirements.
Rochelle Prosser: Nursing*

Rochelle Prosser: Who is the responsible party to enter this additional data into the EHR whining the provider
/Health care team member?

Chad Fairbanks: I'm hoping we will see more like what UnitedHealthcare is doing, where they are removing
something like 30% of their PA requirements - a good step IMHO

Rochelle Prosser: Anna +1

Deven McGraw: Sadly, better data and better tech won’t change the underlying incentives that drive prior auth and
denials/appeals in the first place.

Diana Rueff: Curious wouldn't that go to getting data of success of outcomes per procedure or efficacy of
treatment to address the concerns about Payers increasing requirements.

Rochelle Prosser: Transparency also begins where the payor are also forthcoming with their own policies for
benefit coverage or denials during first pass and in the appeal process.

Rochelle Prosser: | agree with you Diana Rueff
Rochelle Prosser: Deven +1

Susan Hull: Anna McCollister, thank you for continuing to serve on this committee and for your remarks — clarity,
compelling, urgency

Rochelle Prosser: Are you discussing Lab Assays?

Rochelle Prosser: regarding the CMS rule
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Rochelle Prosser: | this question was for you Hung
Rochelle Prosser: Mark +1

Robert McClure: I'd like to hear from everyone here what they think prior authorization is supposed to achieve.
What is the goal? Is this the best and only way to use Al to achieve that goal?

Michelle Whalley: We not only need the medical necessity, payer specific, but Al needs to look at payer policies
and claims manuals. The denials are becoming more nuanced, and even when "authorized" pre-service, we see
back end denials for other reasons.

James Pennington: | doubt improving the authorization process will improve the affordability of care.

Rochelle Prosser: This discussion is the Auth versus the referral process and parsing the New Health plans
provide to the public to reduce authorization burdens. At the end of the day the claims are denied and the patient
does not receive care.

Teresa Mota: Can anyone speak to the case where a patient received pre-authorization for treatment, surgery,
etc., but then after the services were received, patient receives a bill and told the claim was denied because it was

not "medically necessary"?

Robert McClure: Is this suppose to partner with providers (should be provider and patient) to improve care? Save
money? Catch fraud? Why are we doing all this administrave cluster?

Aja Hardy: Glad EPIC is at the table
Aja Hardy: Any steps taken to solve?

Neil Kulkarni: | will take it one step further Derek - people will use the sticky notes that is on the side of their
monitor and the list that they have there.

Rochelle Prosser: Neil +1
Rochelle Prosser: Well said Hing +1

Kevin Day: | don't believe labs are excluded from 57F. Drugs are but that will be closed with CMS-0062
finalization.

Neil Kulkarni: +1 Kevin. My understanding also is labs are included in 0057 but drugs and pharmacy are excluded
(but being addressed with 0062).

David Clark: Someone needs to create an Al-powered prior authorization automation that addresses multiple pain
points in the workflow.

Eliel Oliveira: Thanks, Neil. It would be great that we all know for sure. Unfortunate on pharmacy and drugs

Tim Ferris: We need to publish metrics on every payer PA process and set a date for all to be over 90% automated
or else financial penalties kick in.
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Kevin Day: Tim: conceptually | would agree but don't feel that is practical as the healthplans are dependent on the
HealthSystems supporting the APlIs. If your statement is qualified with "over 90% automated for all Prior Auths
submitted in conformance to the Burden Reduction APlIs then | think you have a sound case to be made.

Teresa Mota: Well said, Rochelle!

Tim Ferris: Kevin, | agree. Nice amendment!

Rochelle Prosser: well said Niel

Michael Anne Kyle: Batching/bundling prior auth for episodes of care is at the top of my wish list!

Rochelle Prosser: ONe more thing is the FDA within this topic. Authorization within pharmacy can be derailed due t
generic drug mandates whennthe manufacturer is not available to the pharmacy formulary.

Kevin Day: +1 Neil but extend that to include friends and family as part of the careteam providing support for a
patient as they are often involved in acute care condition treatments and healthplan operation processes which
requires assistance.

Neil Kulkarni: Agreed Kevin - the caregiver is absolutely a part of the broader care team that we think about.

Rochelle Prosser: | know we won't have time to discuss this question: That is the exact timeframe standards for
Appeal/ Prior authorization when we are dealing with Ambulatory and outpatient services, Rural health were 5G
networks are he basis for communication and transmittal metrics. Where and who is the inclusive partners in rural
services when the third party collects the lab and the academic institution ecieved the remittance but the regional
center is the one who runs the test sample but is not included within the remittance process for labs under CMS
0057.

Kevin Day: Excellent point Rochelle

Rochelle Prosser: Lee +1

Rochelle Prosser: Well said Lee

Rochelle Prosser: Well said Kikelomo

Shelly Spiro: Concerned that evidence-based medicine research for younger non medically complex patients
identified for prior authorizations (PA) may not be applicable for the medically complex senior populations. There

should be separate considerations by payers for PA processes for those in the LTPAC settings.

Sharon Hibay: Is the meeting over? | haven't heard anything for 10 minutes. I'll leave in 2 minutes if no one speaks
up.

Accel Solutions: Hi Sharon, we are on a lunch break and will resume at 12:50 pm ET.
Anne SANTIFER: we can hear you!

Shelly Spiro: LTPAC providers have a mandatory care obligation once care is ordered, unlike community settings
where a service can be withheld pending payer determination. This means prior authorization delays cause
immediate patient safety consequences, not just administrative friction5
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Shelly Spiro: When LTPAC providers lack the technology infrastructure to submit electronic prior authorizations,
they default to manual fax/mail, which payers may reject, creating care gaps and billing delays that can be
misidentified as fraud under programs like CRUSH

Shelly Spiro: Establish equitable vendor liability standards. Al vendors should not be permitted to shift liability
entirely to LTPAC providers through indemnification agreements. LTPAC providers lack the financial and legal
capacity to assume such risk

Shelly Spiro: LTPAC providers and their EHR vendors should be eligible as both participants and potential
beneficiaries of EHIgnite outputs. Solutions that win but do not integrate with LTPAC EHR workflows provide no
value to this sector.The LTPAC HIT Collaborative has called for challenge-like mechanisms specifically to
accelerate adoption of PACIO Project FHIR implementation guides, QHIN onboarding, and Al model transparency
tools in LTPAC settings.

Tim Ferris: Given the dramatic increased speed of coding prototypes, have you considered increasing the
frequency (lowering duration) of these innovation programs?

Shelly Spiro: The LTPAC HIT Collaborative urges that LEAP project criteria and scoring explicitly require:(1)
LTPAC participation: at minimum, nursing homes, home health agencies, and hospice providers as enrolled sites.

(2) Geriatric population representation: LEAP projects testing Al tools, analytics, or decision support must
demonstrate performance on older adults with multimorbidity, polypharmacy, and functional impairment, not just
aggregate populations6, (3) FHIR implementation guide harmonization: LEAP projects advancing interoperability
should be required to validate compatibility with PACIO Project functional status, cognitive status, and transitions
of care FHIR implementation guides. Finally, LEAP technical assistance should explicitly reach small, rural, and
under-resourced LTPAC providers who cannot independently evaluate or implement emerging technologies.

Alejandro Mendez: Great to heat TEFCA true impact. Point to Point inter op is not interoperability. To whom | need
to talk to solve this? | had built the solution.

Shelly Spiro: There is a PACIO project for the Standardized Medication (SMP) during transition of care. The FHIR
standard |G standardizes and codifies medication lists to help with MR.

Shelly Spiro: LTPAC pricing is fundamentally different from hospital pricing: most LTPAC care is Medicare Part A
(bundled) or Medicaid (daily rate), not fee-for-service item pricing. Price transparency tools designed for hospital
chargemasters or commercial insurance do not translate meaningfully to SNF, home health, or hospice settings.

John Turtle: Good call on the GitHub use case!

Shelly Spiro: The LTPAC HIT Collaborative's CRUSH comments highlight that even determining which payer is
primary for a given LTPAC beneficiary can take months of Medicare Secondary Payer determination. True price
transparency for LTPAC consumers requires real-time eligibility verification which currently does not exist

Shelly Spiro: For LTPAC populations, "consumer choice" is frequently exercised by family caregivers, durable
powers of attorney, or care coordinators not by the patient directly, particularly for residents with cognitive
impairment. Any consumer-facing technology (portals, cost comparison tools, health apps) must explicitly support
family caregiver access and be designed for low health literacy and accessibility needs of older adults.

50



Health Information Technology Advisory Committee Meeting Transcript
May 7, 2026

Malkia Dinwiddie: | understand. | don’t support the term data liquidity either. Data are facts and facts are fixed.
different mixure of those pieces of facts, like tiles paint a diffent picture and if not arrange correctly, you will have a
bad unfunctiional design

Eliel Oliveira: +1 Malkia

Shelly Spiro: = From the CMS/CCIIO perspective: what is the timeline for extending consumer information rights
and data liquidity requirements to Medicaid managed care plans that cover LTPAC services — not just commercial
ACA plans?

Tim Ferris: If CMS bundled payments then the process of transparency would be much simpler. It would also
reduce health cost inflation. But that is different topic!

Kevin Day: and this is why healthplans modify their core claim system to delineate between a claim (837x) that is
for actual services that have been rendered and billing billed versus a "dummy" claim that simulates what a claim

would be which produces an 835/EOB for the dummy claim.

Michael Marchant: Cost variation can also come via the payor contract with a particular provider- so its nota 1 to 1
for every procedure on cost vs price to consumer

Diana Rueff: How does the Advanced EOB change what a provider/patient would know if there's a fee schedule
and eligibility lookup? Isn't that the issue that there is no centralized pricing anywhere there are in a blackbox that

puts the provider vs the patient vs the insurance company.

Shelly Spiro: What is b.well's or ClearHealthCosts' roadmap for including SNF, home health, and hospice pricing
and data in their platforms? These settings cover 65+ days of care for many older Americans after a hospital stay.

Rochelle Prosser: Well Said Devon

Tim Ferris: 100% agree Devon!

Alejandro Mendez: The reformation is coming....is CALLED VANTHEON. See you soon warriors of light.
Kevin Day: Spot on as usual Devon!!

Rochelle Prosser: Great point Jill

Kevin Day: it's hard to shop for care services when you live in an area that has single care systems
Alejandro Mendez: Porter is proud of you....

Alejandro Mendez: 20 years

Alejandro Mendez: In the same conversation.

Alejandro Mendez: No single MCO measure outcomes

Alejandro Mendez: ICHAPS is a survey.

Alejandro Mendez: Static bureaucracy. FHIR is the door....
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Brett Johnson: accountability in looking at outcomes and not just nibbling at the process :-) couldnt have said it
better Anna

Alejandro Mendez: Innovacer is doing it...but is not sufficient.

Alejandro Mendez: We will solve healthcare America.

Alejandro Mendez: INSURANCE exist because they need to know what happened and verify. VANTHEON WILL
SOLVE AMERICAN HEALTHCARE.

Alejandro Mendez: HIEs are a scam.
Alejandro Mendez: “HEALTH DATA UTILITIES”
Alejandro Mendez: MEDICAID ENTERPRISE SYSTEMS ALL A SCAM ON MASTER PATIENT INDEXES.

Brett Johnson: Jeff Wu may have a point- building an infrastrucuture where payer, provider and patient have
transparency in cost may provide a runway to build quality and outcomes measure.

Alejandro Mendez: A classical information architecture is lying. Al is inference. NOT PROOF.

Alejandro Mendez: HEDIS is still 150 days

Alejandro Mendez: NCQA is UNITED.

Alejandro Mendez: THEY OWN THE PIPES.

Steven Eichner: And one of the other complexities regarding establishing a price, perhaps especially for insurance
companies or other entities entering into a group purchase from a care provider is the potential for offsets- a
discount on service A if service B is also included in the service catalog.

Tim Ferris: price transparency will expose the cross-subsidies in healthcare providers. A stand alone radiology
company does not have to provide mental health services to uninsured patients. The hospital does have to
provide those services. hence the cost difference is driven by the cross-subsidies.

Alejandro Mendez: 687 BILLIONS on verifying if the provider is right.

Rochelle Prosser: Agree Tim

Alejandro Mendez: They need fragmentation so FFS still the contract.

Alejandro Mendez: VBC to 2030 is not real.

Alejandro Mendez: Rates are fixed by CMS...

Alejandro Mendez: Value still the north.

Alejandro Mendez: Davinci(payer to payer) still not semantic when you need to query to extract “transparency”....
Tim Ferris: levers: 1) align CMS FFS payment with work (RUC process has lost the plot), 2) require all providers

over a specified size to engage in VBC, 3) standardize processing of insurance transactions (to address overhead)
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Diana Rueff: Updated HIPAA transactions for x12 for all areas from claims to eligibility and so mandate for all is
needed to fix billing systems and drive lower costs with pricing transparency.

Alejandro Mendez: Twenty years ago, Michael Porter... the man who taught a generation what competition
means...looked at healthcare and named the cure. Measure outcomes. For everything. For everyone.

Rochelle Prosser: Well said Shelly
Shelly Spiro: Thank you Rochelle

Michelle Francis: Thank you!

Questions and Comments Received Via Email

No comments were received via email.

Resources

HITAC Webpage
HITAC - May 7, 2026, Meeting Webpage

Transcript approved by Tara Porter, HITAC DFO, on 5/26/2026.
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