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Hannah Galvin, Cambridge Health Alliance 
Anna McCollister, Individual 
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Hans Buitendijk, Oracle Health 
Michael Chiang, National Institutes of Health 
Bryant Thomas Karras, Washington State Dept. of Health 
Kikelomo Oshunkentan, Humana 
Rochelle Prosser, Orchid Healthcare Solutions 
Mark Sendak, Vega Health 
Naresh Sundar Rajan, Neantix Inc. 

ONC Staff 

Tara Porter, Designated Federal Officer 
Peter Karras, HITAC Support Team 
Maggie Zeng, HITAC Support Team 
 
 

Call to Order/Roll Call (00:00:00)  
Tara Porter  
Good afternoon, everyone. Welcome to today’s Annual Report Workgroup meeting. I am Tara Porter with the 
Office of the National Coordinator for Health Information Technology (ONC), and I will be serving as a Designated 
Federal Officer for today’s meeting. I want to note that all workgroup meetings are open to the public and public 
feedback is welcomed. Members of the public can type comments in the Zoom chat feature throughout the 
meeting or make verbal comments during the public comment period that is scheduled toward the end of today’s 
agenda. If we go to the next slide, please? 
 
Today’s agenda is similar to our previous workgroup meetings, beginning with a roll call and then shifting over to 
our co-chairs, Eliel and Shila, who will lead today’s meeting, which will focus on a discussion of the target area of 
patient access to information. We will then open the call for any public comments before adjourning for today. If 
you could go to the next slide, please? 
 
I will begin with a roll call of the workgroup members. When I call your name, if you could just please indicate that 
you are present? Starting with our co-chairs, Eliel Oliveira. 
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Eliel Oliveira 
Present. Thank you.  
 
Tara Porter 
Thank you. Shila Blend.  
 
Shila Blend 
Present.  
 
Tara Porter 
Thank you. Hans Buitendijk has indicated he is not able to join today. Michael Chiang has also indicated he is 
unable to join today. Steven Eichner. 
 
Steven Eichner 
Good afternoon. Present.  
 
Tara Porter 
Good afternoon. Hannah Galvin.  
 
Hannah Galvin 
Present.  
 
Tara Porter 
Good afternoon. Bryant Thomas Karras. Anna McCollister. Dayo Oshunkentan. Rochelle Prosser. Mark Sendak. 
Naresh Sundar Rajan. All right. Thank you. Is there anyone I missed or who just joined us? Okay, with that, I will 
now turn it over to Eliel and Shila.  

Opening Remarks & Discussion of Annual Report Workgroup FY26 Draft Crosswalk (00:02:08) 
Eliel Oliveira  
Thanks, Tara. Thanks, everyone, for joining the call this afternoon. I think we are going to be continuing with the 
steps that we left off from the last call. We can go to the next slide, please. Just a quick review here of our timeline. 
Today is July 20th. We are working on the patient access to information priority target area, and we also will cover 
that same area in the next call. That is next week on July 30th. As you can see here, we are going to have some 
additional discussions in August and September, and are still aiming to have our final vote on November 5th. That 
is the timeframe; I think we have covered two specific topic areas. We are in the last one, and we will start working 
on the annual draft report in the coming months. I think we can go to the next slide, and with that, I will turn it over 
to you, Shila, and we are going to go over the crosswalk and continue from where we left off in the next call.  
  
Shila Blend  
Yes. Good afternoon, everyone. As Eliel said, this week and next week we will be focusing on the patient access 
to information tab. I know, as I said, we have a smaller group today, so there is the opportunity that we may be 
circling back next week if some have additional comments on this, or this worksheet is open, that you can always 
add additional comments as we move forward. To start, the first topic we have is improving the use of Artificial 
Intelligence (AI) to enhance access, increase usability, and support clear interpretation of health data for patients, 
caregivers, and families. I know this is a hot topic right now with AI being used for a lot of things. We are seeing it a 
lot in the rural health transformation projects and how this data, as I said, can do these things. As HITAC, what do 
we want the focus to be? Where do we feel the gap is in this area? We will start with that. Does anybody have any 
comments on gaps? Eliel?  
  
Eliel Oliveira  
I will get started if others do not, but I think one key gap here, which is not one thing; it is multiple, to be honest, is 
data completeness. You cannot train an AI system to access clinical data—that is the vision here—to support 
patients and caregivers, if you do not have complete data. The data fragmentation in healthcare is quite extensive. 
I will give you this example from analysis that we did of our data as a health information network: less than four 
percent is the chance that an individual is going to show up in a clinical setting and they are going to have all of 
their data. It does not matter the provider size. If it is a large health system, like, let us say, Hospital Corporation of 
America (HCA), or the Electronic Health Record (EHR) vendor, the chances that they are going to have all your 
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data are less than four percent. The more organizations that we connect to our data network, the more 
fragmentation just increases.  
 
Data completeness is one issue. I think we have a structure of data exchange as well through several types of 
data networks that send Continuity of Care Documents (CCDs) and Admission, Discharge, and Transfers (ADTs) 
from different sources. I will mention a few names here: let's say eHealth Exchange and the Trusted Exchange 
Framework and Common Agreement (TEFCA) and Health Information Exchanges (HIEs) and other things, and 
someone needs to reconcile all that before it gets to a patient or an AI app, meaning data quality is quite important. 
I think if you are all familiar with some of the descriptions that I am talking about—CCDs and ADTs—everybody 
has a different spec on how they send data around. We find ourselves then in a situation where somebody is going 
to have to bring it all together and harmonize that and make sure there is no duplication and the data makes 
sense, it follows the standards, it is timely, organized in a time frame of the life of the patient. 
 
In summary, I guess what I am trying to say, data completeness is a big issue to start with for AI to be able to 
function, and data quality is the next thing right in front of it, because even if you bring it all together from all the 
providers, somebody still needs to clean it up and make sure that the data make sense before an AI system can 
be utilized. Thank you for…that is my perspective here.  
  
Shila Blend  
I would agree with you, Eliel. As a fellow HIE lead, we do see that it is the completeness, the cleanliness, the 
quality of data, because if we are doing the analytics that some people are looking to do in AI, I feel it is very 
important. Different things we have seen are, like you said, as you see the gaps and maybe not having this data or 
that data and the different sources you get. I feel like there is a lot of work to be done, as well as the governance 
that goes along with it, and the sharing, because we talked about this with the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA): what are we all combining this data with? At what point do we start becoming 
concerned with it becoming identifiable? There are definitely concerns as we look at the gaps with that. But 
Hannah, I will have you go next.  
 
Hannah Galvin  
Thanks, Shila. Thanks, Eliel. I have a couple of comments here. One is that as we use AI to increase access, 
usability for patients and caregivers and families, it is important to pay attention to linguistic diversity and cultural 
barriers to understand patient trust of these tools. I think those are pieces. I think AI could potentially be used to 
address some of those barriers in and of themselves, for instance, the language piece, but it needs to be tested 
and validated because we are dealing with clinical data. It is not the same as going to some of the tools that we 
use today for AI translation. It really needs to be vetted and validated in some of the work that we are doing now 
around how well it does translate things like the patient’s medications and medication doses, and are there gaps 
there? Before we just sort of use the AI tools for these purposes, there needs to be appropriate validation.  
 
When we use the tools for sort of clinical support of patients and try to use them as clinician expanders in some 
way to answer patients’ questions about their results on the portal, and interpret that health data, there needs to be 
significant validation there too. I think one of the arguments has been this is better than what they have now, or 
otherwise they might just go to the foundational models themselves. I think what we have seen in the literature is 
that, just like those foundational models with clinicians, the models themselves perform much better than when you 
combine them with an individual, whether that is a clinician or whether that is a patient. There need to be more 
studies, and I would call on ONC to sponsor and offer grants for more studies to validate both foundational models 
and medical-specific models tuned specifically to patients and their needs in order to validate and show sort of the 
safety and the ability to address diverse patient populations.  
  
Shila Blend  
Thank you. That is very insightful. Steve?   
  
Steven Eichner  
Thank you. I have got several different concepts that are floating around simultaneously. Looking at data quality, I 
have got a little different take on data quality here in a couple of different directions. Number one is looking at 
ensuring that the AI models that we are using take into proper account all of the relevant information related to the 
patients in front of them so that there is accounting and recognition of things like rare conditions, so that as AI is 
making a recommendation it is including the breadth of the patient history in front of them so that the 
recommendations that are being made are really being made on the full completeness of the patient record.  
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A second aspect of that is looking at transparency of the factors that AI is using in making these decisions so that 
there is clarity to the healthcare provider that is using these tools as well as to the patient that may be the end 
recipient of the recommendations. That serves as an important additional checkpoint to ensure that the 
applicability of whatever recommendation AI may be making is really good for that particular patient. Again, as we 
look at the diversity of some 10,000 rare conditions, AI may not be familiar with all of them, but having an 
accounting as to which ones have been considered in the model, the patient can then look at the factors that were 
included and say, “Oh, I am not there. Hey, wait a second. We need to take another look at this recommendation 
to come up with something that may be appropriate, may be of substantial benefit.”  
  
Another aspect in patient-oriented data quality is looking at the timeliness of the data involved. In other words, are 
we looking at the most current information for a particular patient? Again, looking at some accountability factors 
there so that as the model is being used, both the healthcare provider and the patient have a little bit of feedback 
and looking at “Is the data that is being used to apply the model to me actually the most up-to-date data? Or was 
there a new scan done last week that somehow did not make it into the data pool that could potentially change the 
analysis?” How are we building checks for those kinds of components into our system? I think that is all some 
good opportunities for improving the use of AI, improving the transparency, and improving the clarity.  
  
Shila Blend  
Thank you. Anna?  
  
Anna McCollister  
Hey, everybody. 
 
Shila Blend 
Anna, are you there? 
 
Anna McCollister 
Yes, I am here. My apologies for A). running late and B). I am going to have to jump off early too.  I am actually on 
vacation, but I wanted to be part of this meeting if I could. I can go into the document and add comments later, but 
toward that point…I agree with everything that has been said thus far, but I think, from my perspective, as a type 1 
diabetes patient with incredibly complex health issues and lots of medications, etc., this to me, without the 
inclusion of patient-generated health data into the clinical record, I do not understand how AI could possibly be at 
all helpful except for specific niche cases like in intensive care with sepsis or very sort of, I do not know, I would 
say almost analog versions of AI that are just looking at patterns and lab values for patients that are at risk, but I 
do not necessarily consider that to be AI. It is just sort of using algorithms that are automated.  
 
When you look at things like any kind of treatment related to diabetes, just take a super simple case. Insulin 
sensitivity is very different from one patient to the other, so there are clinical guidelines for how to dose patients 
during surgery or whatever based on height and weight, but insulin sensitivity is highly variable from one patient to 
the other. It is impacted by everything from muscle mass and overall fitness to kidney function. I have been in 
situations where I was almost completely unconscious, where I heard that they were going to put me on an insulin 
drip, and I heard the amount that they were saying, and I just sort of rose up from mostly unconsciousness and 
said, “That will not work. That will put me into severe hypoglycemia. You cannot do that. I refuse to let you do that.” 
 
That is a super simple case. When it comes to high blood pressure, none of that data is in the clinical record, and 
the idea that we are going to have these AI systems operate just based on clinical data, to me, is frightening. Truly 
frightening. Patient errors—correction of patient errors that is something that is required; it is something that is 
rarely done. We do not have the right to have our record corrected; we have the right to have our record 
appended. Will that get incorporated into the AI system? I have found diagnoses for me that are not accurate. I do 
not know why they are in my record. I think probably to justify some sort of billing thing.  
 
Anyway, this to me is of significant concern, and I think that the suggestion that ONC consider issuing research 
grants or ways to address it, I think, is a really good one because I recognize it is complex, I recognize the 
potential benefits of AI, and I think it is important that we pursue those, but we have to do it with caution and 
awareness. I do not necessarily think that researchers…you need to have lived experience incorporated into the 
process. So… 
 
Shila Blend 
Eliel. Oh, sorry. 
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Anna McCollister 
No, that is okay. I am done.  
 
Shila Blend 
Okay. Eliel, did you have something to add? 
  
Eliel Oliveira  
Yes. I just want to remind everyone that the spreadsheet that you are looking at on the screen—you have a link on 
the calendar invite to this spreadsheet, and I will advise or ask anyone to maybe during the meeting here…I am 
editing the gaps right now, as you can see, that are being built here in the comments, and two people cannot edit 
the same cell at the same time. You see the member comments on gaps. Hannah, I do not think it captured 
exactly what you are saying. I captured the AI system's validation, including a clinical usability perspective and the 
diversity of patient populations included. If you all want to click on that link and open those and make additional 
comments on that column D, please do. If you also have other things to add on the challenges and opportunities or 
recommendations, that could also be great. I just want to remind everybody of that.  
  
Shila Blend  
Thank you. Then we are going to move on to…we have different columns, but we will move on to the challenges. I 
know gaps and challenges are pretty closely related, but we have talked a lot about the gaps in there, and now we 
are moving on, looking at the challenges and the difficulty in solving them. What barriers are in place, and what is 
getting in the way of closing this gap and improving access to AI to enhance access, usability, and clear 
interpretation? One of the things, as I said earlier, is that I feel the governance is not in place. I know that has held 
back as we learned more about what AI is and what it can do.  
 
Some of the things are having standardized data. I work in the IT department, and there is a lot of discussion of 
saying, even when using, say, Microsoft Copilot, clean up your data, your files, different things so that it will make it 
easier as you are using these tools to get back what you want. When we talk about in Eliel’s example with the HIE 
and getting data from all these different sources, that is a pretty monstrous task to make sure you get it 
standardized and cleaned and prepared for AI use to enhance this access and usability. I feel that that is probably 
a challenge too. Does anyone else want to add any particular challenges? I know, Anna, you were talking about 
the patient-provided data. Oh, I have Steve jumping in. Steve? 
  
Steven Eichner  
Sure. I think one challenge is thinking about how we think about patient anonymity and identification. One of the 
challenges in the space is that the more medical information that is assembled around a particular patient, the 
more identifiable that particular patient becomes. Not just looking at height, weight, sex, gender, but the number of 
conditions a particular patient and what those conditions are really gets very specific pretty quickly, especially as 
we look at the number of rural communities across the country, a county or a geographic area that has got a 
population that has 2,000 or 3,000 people in it and introduce…forget a rare disease, just a relatively common 
cancer, relatively common heart condition, and diabetes, you may very easily have narrowed that population down 
to three or four people right there, making it really easy to re-identify them. How do we address that? Do we need 
to revisit how we think about anonymity and put more emphasis on protecting information as the exchange about 
looking at actual patient IDs? Do we need to revisit that balance?  
  
Shila Blend  
Thank you for the comments. One thing I thought of as you were speaking, too, and we have talked about this with 
AI, is the challenges with researchers as you do this: how to limit bias as well when they are looking to use AI 
along with medical records. There has been discussion on how they train those with different ethnicities and 
different things that occur there. Anna?  
  
Anna McCollister  
I do not want to belabor it because I have already mentioned it, but to your point, I do think things that need to be 
considered in terms of barriers to use are A). the lack of incorporation of patient-generated health data, particularly 
stuff that we know very well what they mean, like blood pressure, continuous glucose monitoring data, digital 
scales, and weights. All of that stuff could be incorporated into it with a significant degree of accuracy and 
confidence. Maybe activity trackers or step trackers or something, but that is a more complex set of data to 
consider in terms of accuracy. Also, the other thing that has to be dealt with is medical errors in the records. Those 
are very big issues.  
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Speaking from my personal experience, as I have attempted to get appended things changed in my medical 
record, it just sort of goes into the abyss. I do not know what happens to it, but you never get any notifications. I 
have heard the same thing from other patients as well. It is a required process, but there is zero follow-through. I 
have made a number of attempts to make corrections, and they just do not come through, and it is like, “How much 
effort do I want to put into this?” If I feel that way, what is it like for most people? Those are significant issues and 
gaps and barriers to the incorporation of AI into clinical practice that have to be addressed.  
  
Shila Blend  
Eliel?  
  
Eliel Oliveira  
Yes, I think that overall what I am hearing here and I think is a point maybe to add is it is related to that data 
fragmentation that I was talking about, but I think in some ways it is basically saying that there has got to be some 
data aggregation somewhere that then allows the AI systems to…or allows anything, that the governance that you 
talked about, Shila, is one important thing. If the data is aggregated in one place and then there is governance in 
place of that data, then there could be multiple AI systems that can access the same data that has already been 
made complete, of high quality, maybe address the errors, like Anna was talking about, and then can feed to any 
AI system of multiple purposes in the same fashion, as opposed to every AI system needs to figure out where to 
gather the data, do all that cleanup, maintain governance, which becomes very complicated for patients and 
organizations to track, and so on and so on. I think data fragmentation leads us to a need for data aggregation that 
is necessary to solve this, and that is a challenge in my mind, to be able to achieve the goals of providing AI 
capabilities at scale.  
  
Shila Blend  
Eich, you have another comment?  
  
Steven Eichner  
Yes. Yes, ma’am. Two things actually. One, kind of extending Anna’s concept, another aspect of data correction 
and data accuracy is that when people have more complex medical cases and medical information, and they have 
more medical errors across that data field, it makes providing great care that much harder because you are 
potentially making recommendations on multiple errors that then get compounded and really can muddy the 
waters. I think it may be geometric or exponential in terms of looking at the impacts of erroneous data. In other 
words, one bad data point across 10 is maybe very different than 500 differences across 10,000 data points in 
terms of identifying the right medical route for care.  
  
I think looking at another aspect of data collection and aggregation is data ownership and control. It is great to 
have AI models to support decision-making, but where is all this data coming from? How are the data contributors 
being recognized for their contribution, or is their participation being solicited, voluntary, or compulsory? I think that 
is another aspect: if we are looking at considering ways of improving the data models, are there things that we can 
do to improve communication about voluntary participation and improve the value or perceived value of the data 
models by encouraging people to say, “Hey, my data is in there; I am helping make a difference”? That might 
overcome potential issues or concerns about participation in the first place.  
  
Shila Blend  
That is very helpful. Okay. Now that we have some challenges and gaps, we are going to move on to 
opportunities. We have talked about, like I said, the different areas where we thought could use some 
improvement. Now, what potentially could we do about it? What are some possibilities we could explore or pursue 
as we look at this? Is it standards? Start looking at that. I know we have our different standards for the type of 
data, but obviously we have been working on that for years. Is there a way to improve upon that? Is there a way 
we can provide guidance? What are some thoughts from the group? I see we have a recommended HITAC activity 
of funding for studies to validate solutions. Steve?  
 
Steven Eichner  
I think it is the same as what I was just talking about. I think one of the important things that we might want to do 
collectively is recognize that at least for some folks it is not only about giving, if you will; it is about receiving as 
well, and how do we evaluate doing for people or doing to people, in that there are people who are receiving 
treatment? Care might be given for the people who are receiving the healthcare, not to the people who are 
receiving healthcare, and how do we ensure that the people who are receiving healthcare and the outputs of AI are 



Annual Report Workgroup Meeting Transcript 
July 20, 2026 

7 

included in the process of generating the tools in the first place? Very few people like being told what to do without 
being a part of the decision-making process about what is being done and what are the choices on the table, and 
are there ways of manipulating that kind of equation so that the people that are affected by the outcomes have 
potentially larger roles in identifying the tools that are being used to make some of those decisions? 
  
Shila Blend  
That is very helpful. Oops, do you have more? Go ahead. Did you have additional comments, Steve, that I 
missed? 
 
Steven Eichner 
No, ma’am. Sorry. 
 
Shila Blend 
Okay. Eliel. 
  
Eliel Oliveira  
Yes. I think the more I look at this and the topics and the gaps and the challenges that we described here, I cannot 
help but see that the opportunity in my mind is to have assets nationally that…and again, that could be different 
solutions, but one of them, I think, that is an example is what the Centers for Medicare & Medicaid Services (CMS) 
is doing where the patient gains the access to all of their data, and once they have that access and control, which 
is outside of HIPAA, technically, if it is moving from covered entities to the individual control directly, then 
individuals can just make the decisions that they wish and share data to any AI ecosystem and take the risks 
themselves. That governance aspect is one that can be easily addressed or resolved with patient access, but that 
does not necessarily solve everything. We need AI tools also for population health and for research and for other 
things that would be quite powerful. Depending on the level of anonymity, like Steven was saying, or de-
identification, that could be a great use of AI tools on that front as well.  
 
I think we have some data networks already; HIE is an example, and few of them use AI for any purpose, to be 
honest, because of the complexities there, especially when it comes to clinical care. There are already aggregators 
nationally that could use data and AI systems for population health, for research, even for clinical care, although 
that, like Hannah was describing, requires a lot of validation through research and proving that the AI is really 
making recommendations that make sense. I am talking quite a bit here, but I think the opportunities might be 
there. In clinical care, I see AI used in different ways, and that, to me, is broken down into administrative tasks. AI 
can do a great job organizing schedules and maybe analyzing costs and reducing burden. For instance, we have 
systems that we put together here that AI can make phone calls directly and schedule an appointment for an 
individual, so that is very helpful. Administrative things can be done well by AI in healthcare and reduce a lot of 
burden. 
 
Then, on the other hand, biological AI systems could be quite helpful as well. What I mean by that is when we talk 
about genomics and lab results and how we analyze a specific mutation can lead to a specific challenge, I think AI 
can do quite a bit there because the amount of data generated by genomics and proteomics and other omics is so 
extensive that it is almost humanly impossible to address and come up with all the combinations and possible 
outcomes. AI can do tremendously well there because those data pieces are very well organized because they 
come out of machines and they are precise. It is just that there is so much data. 
 
In the middle of these two pieces, administrative and biological, is clinical data, and that is where the problem lies. 
The clinical data is still pretty messy. It is all over the place. It is very fragmented. In order for that to be used for 
clinical decision support, you have to have some certainty that it is actually doing what it is supposed to do. I think 
if you break this down, for decision support it is either from a patient or from a clinical provider. For the clinical 
provider, it needs to be validated to a level of precision that does not implicate any liability to the providers and is 
precise through research that delivers those results. From the patient side, I think even though there is a lower 
level of risk there because the patients can decide to do whatever they want, who will still validate those solutions 
so that patients actually trust the end results?  
 
I hope that makes sense. I will type some notes here under “Opportunities” on these, but I think I am saying that 
there are two pieces of aggregation. One is at the patient level; the other one is at the covered entity levels for 
different purposes, but aggregation is necessary, or this cannot be done.  
  
Shila Blend  
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That was very helpful. Thank you. Okay. Moving on from there, we talked a bit about opportunities. Does anyone 
have any specific recommended HITAC activities? Do we need to bring any speakers in to discuss AI further? We 
have had some discussions on it, like I said, funding for studies to validate. Any thoughts? Steve?  
  
Steven Eichner  
I think it would be great to bring in some information, perhaps from the National Organization for Rare Disease, to 
gain a greater understanding about the impact of AI on rare condition research and healthcare delivery. Kind of as 
the add-on in that space, we really have not talked much about the link between clinical AI and research AI, and 
that is probably something that we should address at some level. Maybe what is the linkage between AI for clinical 
care and AI for research? What does patient involvement look like in both kinds of uses? Are there differences in 
data that we need to address or should consider?  
 
Shila Blend 
Great. With that, unless somebody… 
 
Steven Eichner 
That… 
 
Shila Blend 
Oh, go ahead. 
 
Steven Eichner 
That just occurred to me. Sorry, that just occurred to me. It is not necessarily a recommendation here, backing up 
a couple of steps, but are we using the same data sets for AI usage for healthcare as opposed to AI usage for 
healthcare research? How do we facilitate sharing of technology resources to get both done in the most effective 
way possible? Are there ways of improving sharing of technology and data in that space?  
  
Shila Blend  
A reminder: if you think of things later, I know the group might have to take a bit in; you can always add comments 
to this item later. Steve, did you have more?  
  
Steven Eichner  
No, ma’am.  
  
Shila Blend  
Okay. Your hand was up. Just making sure. We will move on to the next topic, which is improving the contribution 
and sharing of patient-generated health data. I know this is a bit of a gap right now. A lot of records do include 
patient-generated health data sets, so how do we get that more included? I do not know if Anna is still on here. I 
am sure she has some comments to add about this. I will open it up for the group to provide comments on the 
gaps in the contribution and sharing of patient-generated health data. Any thoughts? How about the challenges?  
  
Eliel Oliveira  
If I may jump in, Shila, I think that…we have already talked about patient-generated data in other…I believe under 
the interoperability discussion, and we provided quite a bit of details there. I guess I am trying to say here maybe 
we need to go and take a look at that and see what needs to be incorporated here or not.  
  
Shila Blend  
Is it redundant, are you saying?  
  
Eliel Oliveira  
It could be redundant, unless we are saying this is just specifically about the patient access. Yes. I think Anna left 
us, but I think she has a lot of good perspectives here in this aspect, so maybe this can be one that we can look at 
and come back to it in the next call instead so that we can go back to interoperability and see what we did there. 
  
Shila Blend  
Yes. No, we can skip that for now and go back and review the prior item.  
  
Steven Eichner  
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This is Steve. I will say in general that there is probably linkage between the different columns and comments 
earlier today, and hopefully as things are going to be translated from spreadsheet to written materials, that can be 
combined as appropriate.  
  
Shila Blend  
Okay, so with that, we will move on. Any comments about gaps with improving price transparency and consumer-
driven affordability? I know there has been some work around this in past years regarding sharing of price 
transparency, but I feel one of the gaps you have is even with those charts; I even know here the charts I have 
seen, the price transparency is a challenge because you can be comparing two hospitals and it is not apples to 
apples. How do we improve that gap and improve the sharing of prices so that consumers can use it to make an 
educated decision? Steve. 
  
Steven Eichner  
I think one important tool is for the AI models to publish statistics about their effectiveness and price. For example, 
if you have developed AI that is targeted on identifying, say, breast cancer, you could look potentially at data that 
says how many cases were successfully identified across a patient population, and including that bit of patients 
that indeed have breast cancer that were not identified by the technology, and the licensing cost for that 
technology for a particular hospital or health system to help determine some estimate of value.  
  
Shila Blend  
I think additionally, to add onto your point, that could be very helpful, especially utilizing AI, because say somebody 
has a procedure or different dynamics and what they are looking for, they can shop based on looking at price or 
driven by outcomes. I know there is a lot of discussion and work starting to be poured into the value-based care 
model, and similarly, taking… 
 
Steven Eichner  
Right. Yes, that… 
 
Shila Blend 
Go ahead. 
  
Steven Eichner  
That is kind of what I was thinking about, just in terms of looking at going “Hey,” from a patient perspective, “Okay, 
this model is really, really accurate all the time. It costs a little more to use it, but I am getting a much better return, 
if you will, in terms of identifying what is really wrong with me than some other model.” I guess that is kind of a 
corollary to my thought. Right now, how are costs for AI being reflected to the patient? Thinking about a hospital 
environment or looking at diagnosis, we are so accustomed to having a recommendation or request from a 
physician to go into a lab for a blood draw, for a bacteria test, for an open wound. Are we going down a similar 
path for using AI? I do not have an answer to that one. I am just thinking about kind of questions and answers for 
how that might actually look. 
 
The same thing as asking a consulting physician to reevaluate your case. Are we going down a model where your 
PCP or your specialist might ask AI, if you will, for an evaluation? In that vein, there might very well be an available 
cost for that test, just like there is a test for a Gram stain analysis on a sample, and a provider could pick one of 
three or one of four or one of one potential AI models to test against, or potentially even give that choice to their 
patient, and end up with an actual cost for using AI to evaluate that particular patient for that particular condition or 
set of conditions.  
 
Shila Blend 
Definitely makes sense. 
 
Steven Eichner 
That would potentially seem like a really good way of treating and identifying costs for AI utilization in the same 
way we are looking at healthcare costs for other things. A big advantage in that is the patient does not then have to 
learn a different system of looking at stuff. It is a different category, to be sure, but the basic concepts remain the 
same, and that might be a lot easier to use to evaluate or support which choice a patient might make.  
  
Shila Blend  
Eliel, did you want to add something?  
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Eliel Oliveira  
Yes. I think on the price transparency and consumer affordability, I think that the federal government has already 
done quite a bit there in terms of establishing requirements for data sharing on pricing of the services by each 
organization. I think I even read recently that there is more of that that is coming to execution. I think what may be 
missing here is enforceability of those requirements. I think that, in my opinion, that might be the biggest piece 
because this is something that has been going on for a long time. I think this administration is pushing really hard 
because they are very clear that the prices need to be shared and folks need…in a standardized way so that it can 
be analyzed. Enforcement, to me, is maybe the biggest gap that there is.  
 
I do not know if I have anything else to add here because I think, again, this has been an ongoing issue and the 
federal administration and others in the past as well have pushed, but it continues not to take place because 
payers and large providers continue to maybe evade that. Payers specifically.  
  
Shila Blend  
What about challenges? I know one of the things I see on some…the challenge on this is getting not just hospitals 
but payers as well to share that price data, I feel, is one of the biggest challenges with this, and making it available 
to consumers in a way they can understand, because as I said, now with laws in recent years there are the charts 
that share or have so-called price transparency between hospitals, but it is not comparing apples to apples. It is 
not that useful to the average consumer because with what they…I have looked at them and, as I said, I have a 
PhD, and I have done data analysis on all of this, so I cannot imagine the average consumer looking at them the 
way they are now and finding it incredibly useful. I think there needs to be some type of improved data sharing; 
that is a part of this challenge as well. Any other comments on some challenges you see with why we have not 
achieved this yet? Hannah?  
  
Hannah Galvin  
This is Hannah. Yes. I see this both on the provider side and likely on the patient side as well, although actually, I 
do see it on the patient side as well. Pricing is a moving target, right? If a price is given, it is very hard for the 
vendors to anticipate the number of tokens that will be used because the interest in the tool is changing as its 
capabilities change, and so the token usage goes up. I think there is an expectation on the vendor side that overall 
at scale, as they scale, the sort of per-token cost will go down as they scale their infrastructure. At the same time, 
the usage is going up, so the overall cost is going up.  
 
This is the first time in my career that we are not able to anticipate pricing as somebody who works in IT 
operations. It is very problematic. You set up a contract with a vendor, and they can be transparent about what the 
per-token cost or the per-use cost is, and it is very difficult to anticipate what that is going to look like in six months. 
I think it will be the same thing on the patient side, and I know it is the same thing on my personal side with my 
personal Claude Code account, my personal Generative Pre-trained Transformer (GPT) account. I have Claude 
Code running, and it can run for…I upped my license to a max license, and now I can get it to run for a day, and 
then I increased to Fable 5, and now it only runs for an hour until I hit my token max. 
 
Price transparency is one thing, but I also think there needs to be better modeling of anticipated pricing so people 
can know what to expect, because it is going up and up and up as people are expecting to use these more and 
more and more. When it comes to some of the healthcare tools for patients, some of them are passing through the 
costs to the consumers, and some of them are expecting those costs to be eaten by the health system. That is 
also problematic for health systems, especially safety net health systems like mine, because you can control a little 
bit how your providers and staff are using these tools, you have some governance over that, but once you 
introduce them to your patient population, if they are using the tools to access appointments, if they are using the 
tools to understand their lab results better, they may have a lot of questions, right? They may use them 
extensively, because that is much easier than calling or messaging your provider.  
 
It is very hard to anticipate those costs. I would recommend that there be some work put into, or grants to take a 
look at modeling of future costs, as well as modeling of other potential adverse impacts, like climate impacts, 
energy impacts that go along with those costs, because that is a real thing as well, and I know that consumers are 
concerned with that. They have come to me and said, “Why is your organization implementing AI? Do you not 
know about its effect on the environment?” They have a lot of concerns about that, so that also needs some 
modeling to understand the anticipated costs there.  
 
Shila Blend  
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Steve?  
  
Steven Eichner 
I think another component…thank you so much for those great comments, Hannah… is thinking about how we 
operationalize AI costs where we are looking at things that may be more modular use, if you will, of AI. Looking at 
using AI, for example, to examine imagery for cancer is a different kind of question than asking AI to summarize 
notes or go through patient history and make a broader recommendation about what health issues a particular 
individual may have. I wonder if there are elements in there that we could kind of tease out or recommend teasing 
out to help quantify AI costs for things that might be particular tasks, like routinized or semi-routinized testing 
versus a broader set of costs. Maybe we could even recommend that some work be done in establishing some 
use cases, if you will, to serve as models for generalized pricing, so developing patient history or something like 
that as kind of a case study or a module that becomes something that AI suppliers can price out an example of, 
and providers can use that to help predict or identify what their AI costs might be. Kind of an AI basket of goods, if 
you will.  
  
Shila Blend  
Very helpful. Thank you for those comments. Moving forward, we have discussed a little bit about the gaps and 
what areas we find the challenges are. What are some opportunities? What areas can we do to improve this? Or 
proposed HITAC activities? Thoughts from the group?  
  
Eliel Oliveira  
Yes. Although it is definitely a major challenge that we do not have access to pricing data and that healthcare is a 
black box, if you will, I think the only opportunity here is to continue to provide support to the administration and 
see that they are on the right track in enforcing. I do not see any…I do not know if there are any other opportunities 
besides what it is…I think maybe under “Proposed recommendations” is where we may have some things to say 
here in terms of how the administration can further enforce the data sharing and data harmonization of pricing and 
making…I think things change in something like this nationally with marketing and communication, because the 
population does not know how much they are being affected by the fact that…I think everybody in the country 
knows that they do not go to the doctor as much because they have no idea what it is going to cost, and it could 
derail their family, but I do not know if they know that that is because price transparency does not exist.  
 
I do not know. I think elevating this to a campaign, having a kind of political discourse, I think it could be the only 
solution to this, because I do not know what else is to be done here. I do not know how to even write this, but I 
think the proposed recommendation here is that this…it is already up the chain, I think, all the way to the president, 
but how do we turn this into a topic of discussion that can really get this addressed? It is going to have to, I do not 
know, become some law at the federal level that can really…I do not know. Again, the things that have been 
executed federally are also law, but that is still not being followed by health plans. I am at a loss here, to be 
honest, so I will stop talking.   
  
Shila Blend  
Any other thoughts? Okay, well, as I said, these are open, so if something comes up later, you do think of 
something later on in the evening or tomorrow, you can always add more comments. We will move on. I think we 
have got about 10 minutes here until public comments, so we can get started a little bit on the next one. I know 
that we have had a lot of discussion on this in HITAC, and it is an evolving topic: addressing information blocking 
and enforcement. I know the challenges; we have been working on this for a few years in HITAC on information 
blocking, and I think a lot of it at that time was discussion: when somebody felt that there was information blocking, 
it could be submitted, and then it was determined which of these was information blocking.  
 
I do not know if we have a list anywhere of how many of those have been enforced, but I think one of the 
challenges as we move forward with this is still what defines information blocking. Since it has been implemented, 
it has been somewhat vague because the response was, we will submit it, and we will assess and determine. Even 
with information blocking, what exactly is the enforcement? What is the penalty for those found in violation of this, 
and I guess a timeline too for resolution? I think more detail in that area would probably be beneficial. I am open to 
hearing what other workgroup members think on this topic and how we can improve it. I will open it up to you guys.  
  
Eliel Oliveira  
If I may start that, Shila, I think we have done a tremendous job in putting together the information block rule. It is 
very well detailed, and the enforcement activities are taking place, but I think there is a gap here. The reason I 
think that we are still not achieving what we need is because of the realization that data is an asset, right? I think 
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some folks have mentioned that data is the new oil. Taking that as an example- that data is the new oil- imagine a 
situation where I own a piece of land, and we find oil. Well, I am not going to extract it because I have no idea how 
to do it, but I will lease my land to somebody who can do it, and I will benefit in some capacity from that revenue 
going forward. That, I think, has been the model, right?  
 
I think that an issue—information blocking may be the gap—but here is the fact that there is no way for the owner 
or the creator of a specific data asset to benefit from its utilization. Then we have this situation of information 
hoarding, where everybody wants to keep it and own it and control it because…I think the gap here is that we need 
to consider a business model so that individuals—where we foster sharing financially—because right now the 
hoarding of data is financially better than sharing. I hope I am making sense.  
  
Shila Blend  
Steve?  
  
Steven Eichner  
Yes. Eliel, I think what you are suggesting is that you are advocating for a model where the hospitals or data 
maintainers end up with a greater financial stake in applying that data. I think an important part to remember is that 
it is data about individuals and it is data from individuals; the patients themselves are really the data contributors at 
the end of the day, and they should probably…what is the stake that they have in the data utilization and 
determining how that data is to be used? Where does that fit into the broader equation?  
  
Eliel Oliveira  
I agree, Steve, and I think you are right. The patients themselves are one of those owners, if you will, right? We 
need to probably define who or what others are. Yes, the covered entity that created that data for the patient may 
be one of the owners as well. Or even the lab.  
  
Steven Eichner  
I would suggest saying what their stakeholders are. 
  
Eliel Oliveira  
Exactly. Yes. Who are the stakeholders that would benefit from a model that incentivizes sharing as opposed to 
incentivizing protectionism?  
  
Steven Eichner  
Right, because to a certain extent, if it is my data as a patient and I cannot control who it is then released to, is it 
really my data? If I cannot exert control over it, is it my data or not? That goes all the way back to whether I 
participate in contributing my data, or what choice do I have about contributing my data to the AI model in the first 
place? 
  
Eliel Oliveira  
Yes, I think this goes beyond AI, but anything. If my data as a...  
  
Steven Eichner  
Yes, AI has a current use case where some companies stand to make a substantial financial return on the 
development of the AI tool. One of the pieces that may not be fully reflected in the model as it exists, and this is not 
unique to healthcare, is what is the source…and we are seeing similar things or parallel issues in things like the art 
world or printed material where AI is incorporating lots of written material, lots of art material into its algorithms, into 
its data sources without necessarily full accounting back or full recognition of the data contributors. It is not unique 
to healthcare.  
  
Eliel Oliveira  
Right. Right. Yes, exactly. I think we have seen actors suing AI companies that are basically synthesizing their 
voice to misuse their voice for other things. I think the same here. I guess what I am trying to say is AI is one, but 
there are researchers that use data, and the government needs data, and so on and so on. I think my point is…so, 
if you imagine oil, we extract it out of the ground, and then it goes to a refinery, and then it becomes cleaning stuff 
and soap and gasoline and whatever else. Somehow, it is a lot simpler than healthcare because whoever owns the 
land can take a piece of that, but then there is the refinery that is taking a piece of the revenue and so on and so 
forth. I guess my point is if we can devise a model where individuals themselves can contribute their data and 
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actually get paid for whatever uses and…defining the ownership and the financial incentives could be quite a 
powerful way to change the model from a blocking to a sharing model.  
  
Steven Eichner  
Or looking at recognition and ferreting out, if you will, what is the data, what is being used for, and what technology 
is being used to do whatever it is that you are trying to do, and where are the differences between those different 
components? Looking at public health investigations, public health healthcare, and public health surveillance as an 
example of data use, AI tools can augment and simplify public health surveillance activities in many ways. You can 
do a lot of things in public health without using AI technology. We have done it for 100 years, 150 years without it. 
It is a lot more cumbersome and requires different levels of human intervention to do things. AI can be a more 
efficient way of doing it, similar in other spaces. How do we tease out those differences, and what does our 
dynamic look like? What does our landscape look like to address all these different kinds of uses, whether it is 
historical use or for a new use? Maybe that is something that differentiates how things fit into our landscape, our 
models, and compensation.  
  
Shila Blend  
As we talk about this, can you, the group on the call, think of any opportunities or HITAC opportunities that you 
would propose around this?  
  
Steven Eichner  
I think something that might help on the education side is looking at learning about what is going on in other 
spaces like art and other places where Large Language Models (LLMs) are using data or adopting data, because I 
guess maybe in an ideal world the approach between the different data collections might be the same or similar. 
To collect what is going on in other spaces, to help figure out where there are similarities or where there are 
differences might be really helpful in informing policy choices and policy implementation. Does that make sense as 
a kind of concept?  
  
Shila Blend  
I think so. Eliel, did you have something to add?  
  
Eliel Oliveira  
Yes, I was going to say as far as recommendations, Shila, that maybe the recommendation here for ONC is that 
we might…along the same lines of what I have been talking about, whether it is a task force or a hearing or a 
group of specialists in pricing, and that to me would be economists and financial planners or financial specialists 
that could understand the information blocking, issuing healthcare from a financial perspective because that to me 
is why it does not move, why we have information blocking, and devise a strategy they can recommend to the 
federal administration, a model that could actually be turn this around from being an incentive to share where 
everybody actually wants to share, because if they do, they can capitalize on the asset, which is data. That would 
be my recommendation here.  
  
Shila Blend  
Any other recommended activities or opportunities? Otherwise, I think we will close this out, and Tara, we can go 
to you for public comment.  

Public Comment (01:17:33) 
Tara Porter  
All right. Thank you, Shila, and thanks, everyone, for your participation. We will now open today’s meeting for 
public comment. If you are on Zoom and would like to make a comment, you can use the “Hand raise” function 
located at the bottom of your screen in the Zoom toolbar, and if you are joined by phone only, you can press *9 to 
raise your hand, and once called upon, press *6 to mute or unmute your line. I will just pause for a moment and 
see if anybody from the public would like to make a comment.  
 
Okay, not seeing any hands raised, Shila and Eliel, I will turn it back to you to close us out for today.  
  
Shila Blend  
Okay, well, thank you, everybody. Thank you for your feedback and for adding comments to these topics. A 
reminder: these spreadsheets will be open to HITAC members, so you can continue to go in there and, as Eliel 
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mentioned, go to the column marked “Comments from HITAC workgroup members,” and you can continue to add 
comments. Include your initials. We will continue on with this discussion. Is it next week on the 30th? 
 
Eliel Oliveira 
Yes. 
 
Shila Blend 
Next Thursday is our next meeting, so please attend then, and we should continue and finish this topic. Eliel, do 
you have anything that you want to add?  
  
Eliel Oliveira  
No, I just want to thank you, everybody. I know it is summer. It is hard to find time to come together like this, but 
yes, let us continue to press forward. Next meeting, we may be able to wrap up in these areas as well and start 
working towards the report itself. Thanks, everybody. Have a great evening.  

Adjourn (01:19:26) 

Questions and Comments Received Via Zoom Webinar Chat 

Eliel Oliveira: Thanks Anna 

Questions and Comments Received Via Email 

No comments were received via email. 

Resources 

AR WG Webpage 

AR WG - July 20, 2026, Meeting Webpage 
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