HIT Policy IE WG, Care Coordination and Patient Engagement SWG Meaningful Use Stage 3 Discussion
(Highlighted areas haven’t been discussed yet)
1. Transitions of Care
a. Planned  (e.g. Referral/consultation or Discharge from hospital)
i. Problems:
1. Long Term and Post-Acute Care facilities and healthcare organization receive the sickest referred patients  and have setting-specific needs that exceed the data elements currently proposed for exchange (>300 compared with ~175 in the CCD).
2. Creating a document that contains over 300 data elements can be time consuming if data originating from the PCP can’t be reused due to inability to import the data into an EHR and then reuse it create a new transfer document.
3. There is no standard for populating and querying a Provider Directory so each state is doing their own version.  This makes it difficult to look up providers across states.  Similarly, while an EHR’s provider directory is a constantly updated source of truth for that organization’s providers, it makes it unlikely that the state provider director can automatically be updated without a custom interface.
4. If a source document is corrected/amended, there is no requirement to send updates of the original document to the prior recipient
5. There is currently no support for comprehensive data portability:
a. Patient wants entire record transferred to a new care team
b. Provider changes EHR vendors (which can become quite complex if audit trails from the old system must be maintained for medicolegal purposes)
ii. Solutions: 
1. Require use of 5 expanded datasets: 2 Closed loop pairs (outpatient testing/procedures, and consultations/ED visits) and 1 Transfer of care to a new care team (e.g. change in facility or change in PCP).  These data sets have been defined and are about to be vetted by the S&I Framework’s Longitudinal Care Coordination WG.
2. Require use of standard vocabularies in discrete data elements.
3. Require use of terminologies that map to standard Home Health, Nursing Facility, and Inpatient Rehab Facility CMS-required assessment tools (OASIS, MDS, and IRF-PAI, respectively). (ASPE is currently doing this mapping.)
4. Require EHRs to incorporate data received via HIE directly into EHR:
a. Appropriate InBasket routing
b. Direct filing of “absolute truths” (e.g. test results, immunizations and visit notes)
c. Reconciliation tool for “opinionated data” (e.g. meds, allergies, problems, care plan)
5. Specify a minimum supported protocol/standard for automatically updating a community/regional provider directory from EHR data, as well as querying that directory to obtain DIRECT addressing information.
6. Require EHRs to send updates for the originally sent document to whoever received it if it was corrected or amended in the EHR.
7. Data portability solutions???
b. Unplanned  (e.g. Patient “self-referrals” to ED or specialists (e.g. gyn or derm). Also Consultant follow-up visits that don’t require referrals)
i. Problems:
1. DIRECT project does not specify a method to “pull” information on demand
ii. Solutions:
1. Non-Master Patient Index (MPI) based
a. Directed queries to specific organizations with standard authorization definitions.  Has 2 models:
i. Use electronic authorization form from requesting organization and send it to releasing organization.
ii. First, electronically request authorization template from releasing organization, and then electronically submit the completed authorization form.  The two advantages to this approach are that: 1) it better support interstate requests where release of information laws differ but need to follow the state that is releasing the data, and 2) ensures that the releasing organization has the capability to satisfy the request in terms of data segmentation.  Peter DeVault will draft a protocol for this, ideally showing how this could be done with both DIRECT as well as IHE. Will require:
1. Definition of how to specify authorizations in terms of:
a. Types of data 
b. Organizations/providers
c. Purposes
d. Time periods (including subscription to new data
2. Definition of minimum patient demographic data required for patient matching
b. Subscription (if the authorization sent to releasing organization is for ongoing releases as new data become available)
2. MPI-based
a. Record Locator Service
i. Links to data stored centrally
ii. Queries can automatically grab all of the patient’s data from wherever it exists
b. Subscription
i. Authorizations are maintained in a centralized manner
ii. Enables a patient to do blanket authorizations saying “push all new data to wherever I go for care”
2. Care Coordination (communication without transitions)
a. Problems:
i. Lack of standards to define the Master Plan of Care (Health Concerns, related Goals/Interventions/Assessments, and the responsible care team members.)
ii. Unclear when or how to update care team members with updates to the Plan of Care or results of assessments
b. Solutions:
i. Define standard data elements for the Master Plan of Care
ii. Make sure that these data elements are part of care transition datasets
iii. Define a separate data set for  communicating the Master Care Plan
iv. [bookmark: _GoBack]Others?


3. Communication from patients/families
b. Problems: Patients express significant frustration at inability to easily submit electronic data to healthcare providers. Frustration includes:
i. Necessity to use different tethered patient portals with different provider EHRs (imagine a chronically ill patient seeing 5 specialists with five different tethered portals)
ii. Inability to submit data from a portable PHR to any certified EHR
iii. Provider inability/unwillingness/reluctance to incorporate patient-generated and/or aggregated data into EHR

b. Solutions:
i. Patient or family able to push patient-generated and/or patient-aggregated data in a standard format (e.g. consolidated CDA) from PHR/portal to provider EHR (ideally via Direct)
ii. Certified EHR able to consume, compare and reconcile data submitted by patient
iii. Should patient-submitted data include provenance?
	Policy Priority
	Stage 2 NPRM
	Stage 3 Recommendation

	Engage patients and families in their care
	N/A
	EP/EH Objective: Use certified EHR technology to consume and reconcile patient-supplied data 



c. Problems: Patients are increasingly using devices (home monitoring, portable monitoring, mobile, etc.) to monitor and manage health information.
d. Solutions:
i. Patient or family able to push device data from a device, PHR, patient portal or patient platform to provider EHR 
ii. Certified EHR able to consume device data submitted by patient
1. Begin with most common/valuable devices? 
2. Focus on devices tied to targeted conditions/diseases?
3. Harmonize with Continua standards/protocols?
4. Communication to patients/families
a. Problem: As stage 3 rules are considered or proposed around transitions in care, patients and families should be included in information exchange associated with care transitions/care coordination. 
b. Solutions:
i. As EP/EH/CAH transitions their patient to another setting of care and/or refers their patient to another provider of care, use view/download/transmit functionality from Stage 2 NPRM to make care plans and updated care summaries available to patients and families upon transition or referral
1. Any reason not to make documents available to patients and families at same time they are made available to next care setting or provider of care?
c. Problem: Given that certified EHRs are required to support specified quality measures, EHR data tied to those quality measures could be used to improve patient outcomes.
d. Solutions:
i. As certified EHRs identify patients who are due for preventive services, screenings, vaccinations or are out of compliance with clinical guidelines for certain chronic conditions, patients can be notified/provided with guidance using view/download/transmit functionality from Stage 2 NPRM to make clinical guidance available to patients and families
ii. Use established secure messaging functionality to alert/remind patients of the need for clinical services tied to quality of care guidelines


	


