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Dr. Karen DeSalvo, National Coordinator for Health Information Technology
Office of the National Coordinator for Health Information Technology
Hubert H. Humphrey Building
200 Independence Avenue SW
Washington, DC 20201

RE: 	Request for Public Comment on ONC Interoperability Roadmap

Dear Dr. DeSalvo: 

The Home Care Technology Association of America (HCTAA), an affiliate of the National Association for Home Care & Hospice (NAHC), is pleased to submit comments on the roadmap on behalf of its provider and vendor members.
HCTAA was established in 2005 to amplify the voices of home care and hospice professionals and unify support for initiatives that encourage the advanced use of technologies in the delivery of care and to improve person-centric longitudinal care coordination in the home.  HCTAA believes that home care and hospice providers that are properly equipped with advance technological solutions will serve a central role in the delivery of healthcare to persons at home by ensuring quality, efficiency, and cost effective coordinated care.  Our purpose in submitting these comments is to provide the Office of the National Coordinator for Health Information Technology (ONC) with stakeholder feedback on the interoperability roadmap and the much needed alignment of standards and use cases that will be required to support the interoperable exchange of health information, more robust data patient profiles during care transitions, improved care coordination, longitudinal care planning and improved patient assessments and encourage the exchange of health information amongst physicians, hospitals, home health care, hospice and other long-term post-acute care (LTPAC) providers.
Providers engaged in the delivery of care in the home, including home health and hospice agencies, represent a significant component of the health care delivery system. There are approximately 33,000 home health care agencies delivering care to approximately 12 million individuals each year because of acute illness, long-term health conditions, permanent disability, or terminal illness.  In most cases, the delivery of quality home health care and hospice services is very dependent upon the collaboration and exchange of health information across the continuum of care with physician practices, hospitals and other long-term post-acute care (LTPAC) providers.  Therefore, we believe it is imperative that ONC consider home health care agencies and hospice providers as vital partners to obtain the overarching goal of interoperable health information exchange across the continuum of care. 
HCTAA is an original charter member of the S&I Framework Longitudinal Coordination of Care (LCC) Work Group (WG) and recognizes the important role that this workgroup undertook to define and prioritize standards for health information exchange and longitudinal coordination of care.  We believe that this work is not only important to the long term post-acute care (LTPAC) community of providers but to hospitals and our physician partners.  The LCC community led efforts remain focused on championing standards for the interoperable exchange of health information in the areas of care transitions (ToC), patient assessments and the longitudinal care plan (e.g. the Health Level 7 e-care plan standard) that were developed along with stakeholder involvement to both complement and be supported within the Meaningful Use Program.  
HCTAA has submitted recommendations to ONC on all stages of the Meaningful Use program, including the Voluntary 2015 Edition Electronic Health Record (EHR) Certification program and also joined commenters from the LTPAC HIT Collaborative on Draft Federal Health IT Strategic Plan.  Most recently, I presented along with ONC staff on a program entitled “Adopting Information Technologies for Post-Acute and Long-Term Care: Achieving Care Continuity a.k.a. Longitudinal Coordination of Care” during a Capitol Hill briefing in coordination with the Institute for eHealth Policy.  My briefing makes the case that interoperability is not the ultimate goal of health IT adoption and use but a necessary goal to obtain to achieve the overarching goal of supporting person-centric longitudinal coordination of care.  Also included in this briefing, on page 5 of the slide deck, is the health IT adoption trajectory in home health care which currently stands at 78.1 percent.  However, we are at risk of stagnate growth of health IT if we don’t capitalize on the opportunity to support health IT standards and use cases to advance longitudinal coordination of care in home health care and hospice and across the continuum of care.  Attached are the PowerPoint slides from the aforementioned presentation so that they can also be considered as part of these public comments.  
Summary Comments:
Since the introduction of the nationwide interoperability roadmap includes an argument for expansion “beyond institutional care delivery and health care providers” our association thought that it was important to again call attention to the fact that not all health care providers were incentivized monetarily to adopt and use certified electronic health records.  In fact, based on a report to Congress submitted by Assistant Secretary for Planning and Evaluation in June of 2013, much is still needed to be done to address the discrepancy that has been created by the Health Information Technology for Economic and Clinical Health (HITECH) Act Incentive Program for providers that didn’t qualify for incentive payments.  Also, the efforts of the Certification and Adoption Workgroup of the Health IT Policy Committee to define a voluntary certification program for LTPAC providers was ultimately limited to a recommendation for all LTPAC providers to support the 2014 r.2 modular certification for transitions of care using the Direct exchange standard.  Therefore, much work is needed to achieve a balanced use of certified electronic health records by LTPAC providers to support the standards in the current rendition of meaningful use.
Although, technology adoption has been considered out of scope for the roadmap it is key to advancing the use of electronic health records by LTPAC providers.  To date, other the $28 million in grants that were announced at ONC’s 2015 Annual Meeting, there hasn’t been dedicated attention to health care providers that haven’t been previously incentivized to adopt electronic health records.  It is still premature to assume that we can turn all efforts toward interoperability without establishing much needed business cases for health information exchange and adoption of health IT.  We agree that establishing near term and long term goals for interoperability is important, but to assume that  “care providers across the continuum use 2014/2014 r.2 certified products and services by the end of 2016” is a considerable target to reach in that timeframe based on the current state of adoption.  It would be important to thoughtfully establish sector specific goals – for both home health care and hospice providers – within the building blocks of the interoperability roadmap.  Although the roadmap mentions that “health care is being transformed to deliver care and services in a person-centered manner and is increasingly provided through community and home-based services” there is no mention of either home health care agencies or hospice providers in the roadmap; even amongst the list of broadly defined providers that are listed in footnote 33 of the roadmap.  For our purposes of creating a shared definition and separation between skilled and non-skilled care providers, home and community-based services – as referenced in the roadmap – is not inclusive of the skilled clinical services home health care agencies provide to acute and chronically ill individuals in their homes.  And although home health care providers have been included under LTPAC providers in the past the dynamics of the delivery of home health care services is unique because it is the only setting that encompasses clinical professionals, the family caregiver and the patient in the care delivery process.  Therefore, we wish to elevate our work with ONC to establish clear goals and objectives to encourage the interoperable exchange of health information by home health care agencies and hospices.
Additional Comments:
We agree that core technical standards are important for creating pathways to longitudinal coordination of care and also to establish strong business cases for interoperability.  We are seeking recognition of core standards of longitudinal coordination of care that have been identified as important to the advancement of care coordination and information exchange between home health care providers, physicians, hospitals, hospices and other LTPAC providers.  eCare Plans, one of the primary standards to support longitudinal coordination of care, was not selected to be supported in Stage 3 of Meaningful Use although it would have formed the foundation needed to advance the interoperable exchange of health information in home health care with other settings of care.  Federal support of the eCare Plan standard is important so that the government can encourage eligible professionals and hospitals to support its use in addition to the exchange of a summary care record.  Therefore, listed below are the Health Level 7 (HL7) standards and also our preferences for priority use cases that are key to home health care and hospice providers.
HL7 Standards for Longitudinal Coordination of Care:
eCare Plan - Home Health Plan of Care (HHPOC): Through the S&I Longitudinal Work Group, several sites have implemented the pre-ballot C-CDA R2.0 and several organizations demonstrated Care Plan exchange using pre-ballot C-CDA R2.0.  This template would enable the electronic exchange of the care plan between home health agencies, physician and non-physician care team members.
Transitions of Care (ToC) – Continuity of Care Document using the IMPACT data set: The data set contains 480 measures that were harmonized with the C-CDA and is twice the size of current C-CDA r.2 core 150/200 measure data set.  The data contained in this template was also identified as useful to both home health agencies and skilled nursing facilities and would provide for a more robust data profile of acute patients that are transferred to LTPAC.
Electronic Submission of Medical Documentation (esMD): Digital Signature:  This template is important for incorporating the electronic signature of the physician for the purpose of certification and recertification of home health services.
	Priority Use Cases (Appendix H):
	Transitions of Care – Use case #3 is of importance since more work needs to be completed to identify health information that would be meaningful to the receiving provider and would be reusable for care planning and patient assessments. 
	Care Coordination – Use case #4 is of importance since comprehensive patient assessments performed by home health care agencies form the fundamental basis of the care plan.  
	Care Team – Use case # 26 is of importance since collecting health data at the point-of-care and properly sharing that data with other care team members empowers care coordination and informs appropriate and timely health care decisions.
	Telehealth and Remote Patient Monitoring – Use case #52 is of importance since the data collected by remote patient monitors should be integrated and made part of the data that informs clinical decision to create a more robust and frequent data profile of patients.
	We wish to thank ONC and HHS for your efforts to establish a comprehensive plan to support the interoperable exchange of health information across the continuum of providers, patients and caregivers.  We also would like to acknowledge the work that has been completed to date to establish standards to support longitudinal coordination of care.  We look forward to continuing to work with the federal government and other stakeholders to advance health IT adoption and interoperability by home health care and hospice providers in support of longitudinal coordination of care across the continuum of care.				
Respectfully,	
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Richard D. Brennan, Jr., M.A.
HCTAA Executive Director
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