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The Center for Healthcare Transparency (CHT), an initiative managed by Network for Regional Healthcare Improvement (NRHI) and Pacific Business Group on Health (PBGH), is laying the groundwork for accurate, credible and meaningful quality, cost and patient experience data to be available for 50% of the US through a network of locally governed regional entities. Current participants in this design phase are located in 14 regions across the country and each represent multiple stakeholders in their communities. We applaud the Roadmap for being a tremendous step forward in enabling the interoperability for CHT’s highest priority, transparency that leads to the Triple Aim. We respectfully submit the following responses.
Question 2.1: Submit three priority use cases
Although many more of the proposed use cases are valuable, CHT would prioritizes the following three use cases:
· Use Case 5: Population health measurement … … and is accessible to providers and other stakeholders focused on improving health
· Use Case: Patients have access to and can conveniently manage all relevant consents to access or use their data 
· Use Case 31: Payers use integrated data from clinical and administrative sources to determine reimbursement for payment reform
Comments: Priority Use Case 31
To achieve our national goals for delivery system transformation, payment reform, and broad transparency, we believe that interoperability must be governed with a commitment to open and unbiased exchange, organized and operated for the public good. Such exchange can and will be conducted by both private commercial, private non-profit, and public entities, united to serve the nation. We commend the Roadmap’s strategy of utilizing use cases to articulate interdependencies of the governance, technical standards and other components of interoperability.  
Use Case 31 (“Payers use integrated data from clinical and administrative sources to determine reimbursement in support of payment reform.”) provides an excellent example of how multiple technical and business requirements intersect with multiple stakeholder domains, illustrating the complex interdependencies that having the Roadmap as a framework will help the nation to navigate.

The heart of this Use Case is the heart of many aspects of delivery system transformation and payment reform, as it sits at both the cross-roads of claims and clinical data and the requirements for patient/provider/point of service attribution.  Such attribution is essential to enable virtually all value-based, measurement dependent payment models. It cannot be achieved at scale until it can happen in a standardized, automated fashion. 

We are currently a good distance from being able to implement such automation because of fragmented, non-standardized methodologies for consistent and accurate identity matching (M.), reliable resource location (N.), as well as standardized, secure services (K.) available across the claims and clinical data ecosystem. We applaud the Roadmap’s clear articulation of these Requirements, but are concerned that “[t]he intersection of clinical and administrative electronic health information is a critical consideration, but is out of scope for this version of the Roadmap.” (Page 18)  

However, the Roadmap later makes the case for this expanded scope, noting that “a learning health system will significantly expand the type of participants that may query resource location services, including, but not limited to, individuals/consumers…, providers and their systems, payers and their systems and other stakeholders such as schools, prison systems and research organizations.” (Page 99) In that sentence, the Roadmap illustrates why this scope must be included in Version 1.0: these data sharing activities are all in-flight today in multiple jurisdictions across the country. This is evidence of the imminence of a learning health system and the opportunity to test approaches in the near-term that will help us design and implement robust policies and infrastructure for the long-term. 

We recognize the necessary focus on the exchange of clinical data for ONC. However, 1) if the Roadmap is to be true to its stated intent to be the nation’s guide along our path to a Learning Health System, and 2) if that pathway’s support of delivery transformation implementation is part of how we build (and in part finance) the infrastructure to achieve the LHS vision, we will miss two critical opportunities by excluding consideration of claims data in the Roadmap’s near-term scope. 

First, much of the infrastructure described in Requirements K., M., and L. is equally ripe for corresponding standardization for multiple “claims side” use cases and applications. As regional collaborative, states, and others struggle with reconciling claims and clinical data, we risk exacerbating the very cross-domain interoperability challenges that the Roadmap seeks to address.  Second, ONC has many volunteers to join you in this effort to ensure we maximize all of the opportunities to advance interoperability in both clinical and claims domains. 

Many organizations, including various CHT stakeholders well as purchases and health reform implementers in SIM states and elsewhere, have integration of claims and clinical data near the top of their agendas.  This intersection is far too important, and far too time- and mission-critical, to defer in the final Version 1.0 of the Roadmap. Indeed, it provides ONC with an opportunity to make good on your invitation to stakeholders to take on ownership of the Roadmap and its deliverables with you and other federal and state partners.

To cite one example with many permutations critical to implementation of Use Case 31: as the Roadmap details (on pages 96-99), we lack uniform policy, governance, or technical frameworks for Provider Directories. The recent work by ONC’s Office of Standards and Technology with IHE to standardize the HPD profile for clinical PD use cases provides a foundation on which to build, but its potential replacement by the CSD standard demonstrates the need for orchestrated prioritization and sequencing of Provider Directory specifications lest that foundation be immediately undermined. Similarly, the improved NPPES infrastructure should reflect both provider and plan business and technical requirements.

Communities, states, and organizations across the nation are implementing solutions today to meet their resource location requirements. Our national Roadmap does not have the luxury to defer attention to some of those solutions in order to focus on others, especially in this case where the use cases overlap so significantly and the data to be shared is itself foundational information for understanding the participants who send, receive, find and use data across the information supply chain.   

Challenges related to proper attribution are ground zero when merging claims data from All Payer Claims Databases and other sources with clinical data, and Provider Directories are its bull’s-eye. At the same time, there are many other cross-roads of the payer/claims and clinical data views and uses of provider directories. They include panel management for medical homes and care coordination, especially when there is a need to “sort” patients by carrier for payments or incentives, credentialing processes for both insurance carriers and health care providers, and essentially every total cost of care analytics purpose seeking to accurately capture the total cost, both in and outside of network or “home jurisdiction.” 

We must design now with the end-state requirements in mind. There is a critical need to bring claims data interoperability into the Roadmap’s scope immediately, to ensure that resource location technical standards in development today reflect the full spectrum of ultimate resource location business requirements tomorrow. Again: in this context, those long-term considerations are pressing upon us now, thanks to the requirements of delivery system reform and efforts to promote cost and quality transparency. The recent history of scoping the problem too narrowly (e.g., “Direct address provider directories”) and incompatible implementation will be repeated absent clear direction in the near-term. 

There is a significant risk: failure to address resource location now in the context of clinical and claims data will almost certainly lead to larger problems down the road. While we recognize ONC must carefully define the scope of its focus, there is no “pressing pause” on activities that are central to many state and regional comprehensive delivery system reform activities. Merging claims and clinical data will not wait. Likewise, planning how the standards and infrastructure develop to support those activities cannot wait either.

CHT stands ready to work with ONC and other stakeholders to ensure truly national standards and interoperability, not just for provider directories, but at every intersection of claims and clinical data that is relevant for transparency. 

Comments on Section A1:
We support Call to Action 3:  A single coordinated, governance process that is multi-stakeholder.
We strongly support Call to Action 4: Federal agencies that provide or pay for healthcare should align their policies for interoperability with the nationwide governance framework.
Comments on Section C2:  
We strongly support each of these Calls to Action to enable the effective integration of patient generated health data in care delivery as well as its appropriate availability for performance measurement purposes. 
Comments on Section D7:  Transparency of Value and Engagement of patients, families and caregivers
We support the recommendations of D7 to address this important need. We strongly endorse and would specifically look forward to partnering with ONC to further the following Calls to Action in this section:
1. Providers should work together with purchasers of care to have access to patient out of pocket costs and those of payers and purchasers. Providers are engaged in regional efforts to measure quality and maximize value.
5.    Providers should work together with purchases of care to develop, test and implement appropriate and credible indicators of value.
7.  Providers should demonstrate the value of their care to those who receive and pay for it using trusted, objective metrics.
Comments on Section G3.  Align regulations and policies for electronic health info that is protected by laws in addition to HIPAA.
We agree that Federal and State Law and organization policy limit effective sharing of sensitive diagnoses.  Stakeholders have expressed interest in determining if there are disparities in care for patients with sensitive diagnoses.  It is impossible to identify disparities the population to be studied cannot be identified.  While we would like to see Federal and State restrictions eased, this comment is directed to the organizational policy restrictions.  These are many and varied.  Lack of clarity in existing restrictions create a fear-based environment.  Market reaction is often to be overly restrictive. To this end, we recommend the following:
Suggestions to Column 2015 – 2017: Send, receive, find and use a common clinical data set to improve health and health care quality
“ONC/CMS facilitate the development of a table advising healthcare users of what is permissible to share, with whom, under what circumstances in compliance with Federal Laws.  This would create a code set level implementation that would build the standard discussed in the Column 2015-2020.  Without this vital work, it will be impossible for State governments to “standardize existing laws pertaining to “sensitive diagnoses”” in any way that is actionable for healthcare providers.”

Comments on Section G4
CHT supports the goals laid out in each timeframe to improve the consistency of technical standards for basic choice.
Comments on Section G5
CHT supports the goals laid out in each timeframe to associate individual choice with data choice.





