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	Quality, Safety, Efficiency, Disparities Subgroup
	Advance directives: 
1. Provide patients with the ability to document their AD online in a way that is retrievable by providers and able to be incorporated into EHR. Or, at a minimum, ensure AD document is scanned into EHR. This would accommodate state laws. May also need to provide exclusions for certain state laws.
2. Require capability to document and integrate Physician Order for Life Sustaining Treatment (POLST) into the EHR.
	POLST is a Physician Order for Life Sustaining Treatment, includes proxy and standing orders for treatment (preferences re: nutrition, intubation, for example).  So it fits well within an EHR.  

POLST is not replacement for advance directive, but the POLST can include an advance directive.

Will need revision management strategy to make sure care team knows it is most up to date, similar to incorporating revisions to a care plan (S&I team can work on technical capabilities).

	
	Record 1) disability status, 2) sexual orientation and gender identity status, and 3) more granular race/ethnicity and language per IOM.
	Need to give thought to how EHRs display this, because often demographic data shows up at the top of every EHR screen, so SOGI data may not be part of “demographics” but should be a clinical field. 

	
	Patient Decision Aids for preference-sensitive care:  Under CDS Intervention category: Alert providers to highest value preference sensitive conditions (FIMDM has a list to draw a small number from). Also add measure of capturing and accommodating patient preferences in clinical decision making.  Provider decides what clinical decisions this applies to, based on specialty, top conditions in patient populations. 

	Goal is to ID what care is preference sensitive, what isn’t, and to consider patients values and preferences.  

An adaptable questionnaire platform could be used to collect patient preferences on a small number of specific conditions (highest value preference sensitive conditions).

Should this also be reflected in a CQM? Would be consistent with MU2 approach, if the CQM around decision quality have evolved. 

	
	Medication reconciliation: create ability to accept data feed from PBM 
	

	
	Ability to compare self with other patients, see risk status, understand what evidence based care for the patient’s condition is.

	

	Quality Measures WG
	Patient-reported measures: Focus on functional status, patient experience
	Questionnaire should collect standardized data elements that can be integrated back into or used by EHR. (Could be a separate module as long as the data supports functioning of the EHR.)  

	Care Coordination Sub Group
	
	

	
	Record caregiver status and role: DECAF is a structured approach for documenting the role family caregivers play in pt’s care:  D= Direct Care Provision, E= Emotional Support, C= Care Coordination, A= Advocacy, and F= Financial.

	

	
	CC: me or designees (ex: family caregiver) with care summaries or any/all part of my record.
	

	
	More comprehensive care plan, versioning and interoperability. Able to be uploaded to EHR, updated, with lead provider designated.

	

	
	List of care team members, their roles, contributed by patient/family caregiver.

	

	
	Information sharing preferences: standardized collection of preferences similar to communication preferences, related to which members of the care team should always be sent certain types of information
	

	Privacy & Security Tiger Team
	Patient facing systems should have ability to support mobile devices 

	

	
	Online secure registration for electronic access without having to be in person at the EP or EH. Esp. for first visit – ability to create an account and fill out forms, but patient would be authenticated onsite at visit before accessing their PHI online.  Is there a need for a national framework for authentication?
	



