Accountable Care Workgroup Compiled Recommendations Document – January 16, 2014 
Suggested Recommendations for Discussion

1. Adoption of certified EHR technology. HHS should leverage incentives and requirements in new payment models/pilots to drive further adoption of HIT/HIE among participants in accountable care arrangements.
· Hearing Input
· “One avenue could be making MU a condition of participation at least in the federally sponsored ACO program over and above the current minimal weighting in the program.”
· Detailed Recommendations
· Strengthen requirements/incentives around HIT adoption for participants in the Medicare Shared Savings Program meeting a specified threshold around Meaningful Use, e.g.:
· Phase in Meaningful Use requirements for MSSP participants based on program year.
· Require MSSP participants meet Meaningful Use Stage 2 thresholds for transitions of care measures.  
· Encourage LTPAC providers to adopt/ upgrade to certified EHR technology by providing adoption incentives through the Medicare Shared Savings Program for providers that adopt CEHRT (potentially under proposed voluntary certification program) and meet relevant quality and/or savings targets.
· Expand the advanced payment model to larger non-rural providers to support additional investments in IT infrastructure by prospective ACOs.
 	
2. Transparency for population health management solutions. ONC should explore steps to promote greater transparency for the technology tools providers are using to identify opportunities and deliver this information across platforms to inform treatment. 
· Hearing Input
· “We need more transparency in the methodologies for population health applications…buyers need to understand more in terms of the performance of these tools in a more public way before people actually commit to them.”
· Detailed Recommendations:
· Require providers and payers to adopt a standard methodology that assigns a risk score to help categorize patients. A standard set of data fields and set of data definitions would enable both providers and payers to immediately focus on those who need case management services.

3. Regional exchange of health information. HHS should focus increased attention on the responsibility of hospitals, health systems, and other data holders to exchange health information with providers who need data to inform treatment decisions.
· Hearing Input
· “We need to move toward some type of requirement for regions to be working together to share data. So if a hospital system in a given county has an ACO and an independent practice organization has an ACO, there should be some requirement to participate in those programs that those organizations must share data.”
· “Notification services are an area that everybody agrees is productive but they are not scaling. Many hospitals are still at a point where they just don’t want to share the data.”
· Detailed Recommendations
· HHS should promote the notion of “accountable care communities” to focus visibility on problems of exchange across partners, specifically targeting markets facing governance challenges to share data across major stakeholders.
· Explore ways to use the survey and certification process to survey outside the immediate institution that is being qualified to get feedback from the referring providers.
· Expand requirements as part of CMMI programs to assure that all subsequent innovations grants and MSSP ACO contracts require evidence of BH/Physical Health integration, e.g. integrating the BH specific requirements of the Health Home pilots into the ACO requirements.

4. Seamless Data Integration for Population Health. ONC should continue to refine discrete data standards to support data liquidity and more effective integration of data between population health management tools.
· Hearing Input
· “There’s a real opportunity to align the needs of states and organizations with federal policy levers that can drive more constrained content standards to support interoperability, as well as a more sophisticated set of transport and security standards to enable uniform exchange across platforms.”
· “There are a host of technical, contractual, legal issues that make it difficult to get data out of the EMR…even if we can derive insight from data, it’s difficult to get it back to whoever the member of the care team is to help them make an intervention.”
· Detailed Recommendations
· Increase requirements in future Meaningful Use stages for EHRs to make HL7 data feeds available, e.g. for notifications and labs.
· Under future Meaningful Use Stage, require EMR vendors to provide a standard Application Programming Interface (API) or set of APIs that enables other health IT programs to extract data from and input data into the EMR. 

5. Patient-centric shared care plans. ONC should engage in a targeted effort to understand different models emerging across the country that allow members of the care team to update a single care plan.
· Hearing Input
· “We need guidance about who maintains the integrity of the care plan, conducts maintenance, “curates” the information, and takes responsibility for the data. Need to understand who can access the care plan.”
· “As you move from individual to population, you have to focus on physician level accountability but also team-based accountability. The doctor can’t do it alone and we need to make sure that not only the technology’s there, but the broader team is there to support the needs of the patient.”
· Detailed Recommendations
· Task a subgroup or tiger team to explore different models and provide recommendations regarding common policy issues such as: how providers are deciding  who curates the information and who has rights to the summary, how to determine role-based access, the role of the ACO, etc.
· For a future stage of meaningful use, consider a requirement that providers must collaborate in the management of a common, patient-centered shared care plan for a specified portion of patients with chronic conditions.
· Standardize the building blocks for social determinants of health data: standard defined data sets and packages, e.g., the elements, structure, and content of complete psychosocial assessments.
	
6. Increasing vendor compliance. Providers are still facing significant financial burdens as they try to integrate data across multiple EHR systems and within broader population health management platforms. 
· Hearing Input
· “Until data is usable, until it’s actionable, until we can actually deliver it at the frontline to the clinicians, to the care coordinators, to the medical directors – we’re still stuck back in the Dark Ages of not being able to do adequate population management.”
· “Baylor has two of the biggest EHR implementations in the country and they can’t get the vendors in the room to talk about data sharing. No matter how much leverage they have as the hospital it is never enough influence to get them to share information because the incentives don’t exist.”
· Detailed Recommendations
· Develop a mechanism to revoke certification from EHRs unable to effectively exchange data with other systems. WG could task ONG or another WG to determine a monitoring system, evidence that would be needed to revoke certification, and approach to providers with de-certified products.
· Require vendors to submit to compliance testing that demonstrates the technical ability to not only send and receive but make the data computable with other systems. Address current interoperability gaps by requiring certification processes around both sending and integration/digestion of information. 
· Strengthen measure thresholds around cross-vendor exchange as a requirement for meeting future stages of Meaningful Use.

7. Availability of cost and utilization data. HHS should articulate a clear strategy around how a scalable, hybrid data architecture should evolve across federal and commercial payers, clinical data aggregators, and other entities to support accountable care needs. 
· Hearing Input
·  “We need to have a push for administrative data to be more available to providers—this is the best mechanism to get 360 view of utilization and make that assessment of where care is being delivered and how to coordinate it. 
· “Critical to make claims data and utilization very visible on dashboards – physicians respond readily when their practice patterns are made semi-transparent to colleagues.”
· “As we are giving providers a better view into this data, we need to avoid at all costs carving out data…Utilization of just traditional data seems to fall short, particularly for that percentage of the population that drives so much of the cost.”
· Detailed Recommendations
· CMS should make Medicare claims data available to providers that are contemplating development of an ACO.
· Within the State Innovation Model program, CMMI should initiate an effort to understand best approaches to aggregation of claims and clinical through APCD and other efforts to learn how to maximize the value of these investments and identify models for scale in other regions.
· SAMSHA should consider issuance of additional guidance to clarify issues around sensitive data regulations to address lack of clarity among providers.
· [bookmark: _GoBack]For a future stage of meaningful use, CMS/ONC should consider requirements around the ability to display claims data.


Complete Recommendations Compilation
Access to Claims Data
· Expand access to comprehensive claims data on patients to help providers in accountable care arrangements understand utilization history and patterns for patients.	
· CMS should consider a program to share Medicare claims data in order to provide advance market intelligence with providers that are contemplating development of an ACO.
· Support spread and availability of state based all-payer claims databases.	
· Within the State Innovation Model effort, CMMI should fund a learning network (such has the APCD Council) where newly developing APCDs can learn how to maximize the value of these investments with reports back to ONC/CMS on these result.
· HHS should support development of maintenance of APCDs in every state where Medicaid is developing ACOs so that the data can be used for business as well as clinical purposes, including case mix adjustment, attribution algorithms, bundled payments, total cost calculations, determining leakage, and program evaluation. Databases must seek solutions to offer data suitable for attribution.
· Develop standardized attribution algorithms for analyzing records contained in an APCD.
· CMS should create a standardized approach through its CMMI program to offer 90/10 matches to states to create APCDs which include claims from all commercial payers according to state APCD reporting requirements, and public payers including  Medicaid, and Medicare. Provide all accountable care entities access to information in the APCD on all patients for whom they carry any degree of financial risk. 
Administrative Simplification

· Address standards challenges around ICD 10 implementation.	
· Task NLM with creating a reverse map of ICD-10 to SNOMED.
· Simplify and standardize patient consent and data sharing requirements.
· Minimize to the greatest extent possible the need for every beneficiary to receive standardized information in standardized language format and eliminate the need to review and approve any deviation from the CMS supplied document. Rather, it should provide to ACOs the elements of information that should be included in a document that can be developed and sent to the ACO’s patients, independent of payer.      
· Working collaboratively with state and local stakeholders, simplify and standardize Patient Consent and data sharing requirements to promote collaboration among providers. Hold Providers accountable for the proper use of Personal Health Information with simple rules and strong enforcement at the local level.
· ACOs need common language/ handouts across all payers. CMS doesn’t allow changes to wording of patient notification and authorization paperwork, PCP workflow cannot accommodate wording unique to each payer. Patient authorization process needs to consider all community and extension staff like pharmacists, dieticians, social workers, community health workers.
· Promote national simplification and standardization of patient consent requirements for release of information and the ability for those authorizations to be conveyed in ADTs from EHRs to a RLS.
Care Plan

· Support the development and availability of a longitudinal shared care plan that can be accessed and amended by a designated team of providers engaged in caring for a specific patient.
· Address common policy issues around longitudinal care summaries which are unclear today, e.g. who curates the information and who has rights to the summary, how to determine role-based access, role of the ACO, etc.
· Ensure social determinants of health data to longitudinal care record standards.
· Enhance future meaningful use requirements such that providers have the requirement to collaborate in the management of a common, patient-developed Shared Care Plan, managed by the patient electronically, that could then be linked to faith-based organizations, community support agencies, and other members of the public who are part of the individual’s social support system.  This common document, promoted through public education, would serve as the backbone for a broader communication program designed to engage the patient in an e-community of providers.

Clinical Decision Support
· Improve the effectiveness of CDS tools.	
· Explore ways to support effective CDS through a set of metrics that would guide rigorous tuning of alerts to maximize safety yield and actual behavior change. These metrics could measure the yield of an alert, including the time an alert is open and whether the action recommended was taken.

Data Exchange – Vendor Practices
· Address negative effects of transaction fees charged by vendors on exchange, e.g., providers limiting exchange to only meet the meaningful use requirement.	
· CMS should explore avenues to assume costs of fees paid to EMR vendors.
· Address contractual issues with vendors which inhibit utilization of third party applications.
· Indemnify organizations against voiding of vendor warranties for integration with third-party applications.
Data Exchange - Providers

· Use federal convening role and public visibility to focus attention on problem of exchange across partners. Specifically target markets facing governance challenges to share data across major stakeholders and make a concerted effort to engage local leaders in efforts around exchange.
· Increase requirements around participants in the Medicare Shared Savings Program meeting a specified threshold around Meaningful Use. 
· Explore ways to use the survey and certification process to survey outside the immediate institution that is being qualified to get feedback from the referring providers 
· Promote integration of LTPAC/behavioral health providers into ACOs. HHS through CMMI should assure that all subsequent innovations grants and MSSP ACO contracts require evidence of BH/Physical Health integration. This could include integrating the BH specific requirements of the Health Home pilots into the ACO requirements.    
· Promote integration of providers across the continuum of care including facilities ineligible for MU incentive payments.
· Encourage LTPAC providers to adopt/ upgrade to certified EHR technology by providing adoption incentives through levers in payment and health reform initiatives, such as ACOs, Payment Bundling and Hospital Readmission Reduction Programs (HRRP). This entails identifying quality measures that are relevant to LTPAC settings and well-aligned with the established voluntary certification criteria to create payment incentives tied to care quality and/or cost savings to enhance opportunities for LTPAC and behavioral health providers that have the technology to participate in these initiatives more meaningfully. 
· Incentivize sharing of data between providers utilizing Medicare reimbursement.
· Under forthcoming payment for chronic care management in 2015 PFS Rule, include data sharing requirements or use of certified EHR technology to qualify for reimbursement. 
· Under PFS payment for transitions of care management, include data sharing requirements or use of certified EHR technology to qualify for reimbursement.
· Establish a patient right or provider expectation to query for data obligation to treat based on medical history.
Data Exchange - Meaningful Use/Certification

· Impose additional requirements on vendors through the Meaningful Use certification framework to drive exchange of health information.
· Develop a mechanism to revoke certification from EHRs unable to effectively exchange data with other systems. This is a significant lever and would need to be engaged carefully as it would put significant additional pressures on vendors. The ACWG could recommend the Certification Workgroup or ONC look at the issue in greater depth and determine the evidence that would be needed to revoke certification, the monitoring system to gather issues, and a system to provide vendors with advance warning of concerns and an opportunity to mitigate issues. 
· Address current interoperability gaps by requiring certification processes around both sending and integration/digestion of information. Policy should address standards for messaging, data collection, and data incorporation within a patient’s record to ensure applications are robust. Require vendors to submit to compliance testing that demonstrates the technical ability to not only send and receive but make the data computable with other systems.
· Consider more substantial requirements around cross-vendor exchange as a requirement for meeting Meaningful Use.
· Encourage providers to choose certified EMRs which have demonstrated the ability to exchange data.
· Waive meaningful use penalties for doctors who replace their non-MU compliant EMRs with EMRs that can meet the standards and timelines that the policymakers have set in future program years.
· Increase transparency around EHRs that effectively implement exchange as those that do not. 
· Support seamless integration of certified EHRs with third party applications supporting population health management, care coordination, and other functions.	
· Reinforce planned requirement in Meaningful Use Stage 3 around requiring EMR vendors to provide a standard Application Programming Interface (API) or set of APIs that enables other health IT programs to extract data from and input data into the EMR.  To be effective, the API would be published, public, and open to any third-party vendor for use.  ONC could use EMR certification standards to enforce the requirements.  Federal oversight can help ensure that the use of commonly required APIs expands over time. Vendors who do not continue to meet the API requirements would not have a certified health product and therefore would not be included on the Certified Health Product List.  Alternatively, health systems may want access to additional information on vendor capabilities regarding API availability to better inform their choices.
· The S& I Framework is also looking at this issue as part of the Data Access Framework initiative. 

· Require real-time availability of data in certified EHRs to encourage innovation in third party applications supporting population health management and other functions.
· Require EHRs to share data on a server (cloud) basis rather than a data extraction basis. For example, once the proper documents are executed, another vendor should have access to the data on a server (cloud) owned and/or operated by the healthcare provider. Most state laws mandate the record is owned by the patient, however direct access to the data is limited and/or denied by the EHR vendors.	
Devices
· Establish standards that will allow remote monitoring devices to exchange data seamlessly with EHRs and other platforms. 	
· Facilitate integration of data from home point of service labs and biometric monitoring equipment into HIT applications to provide information about interactions with patients in a non-traditional setting.
Financing
· Strengthen investment in the Advance Payment Model	
· Broaden the scope of the Advance Payment Pilot under CMMI to include larger PCP driven ACOs and non-rural ACOs.
Interoperability Strategy
· Define or further constrain discrete data standards to support integration across HIT systems. 	
· EHRs should be able to extract “facts” from received claims and HL7 Consolidated-CDA documents (e.g. Test results, immunizations and visit notes) and automatically incorporate them into the EHR as discrete data. ONC should put additional emphasis on improving discrete data standards in addition to Community of Care Documents. 
Notifications
· Promote the scale and spread of patient event notifications to notify ACOs when patients access acute care services and providers outside their network.
· Identifying and promoting models to scale ADT notifications.
· Develop standards for Significant Event Notification Documents (SENDs), such as an ED/Hospital/SNF admission/discharge/transfer (ADT), a PCP change, or death.  
· Increase availability of medication data to inform treatment.	
· Pharmacies should push all prescription fills to PCP even when ordered by a specialist. Pharmacy will need statewide provider directory linked to statewide beneficiary attribution.
· Push information about Part D claims fill to provider.
Patient Attribution
· Invest in common attribution models to simplify best approaches.
· Develop, in conjunction with the commercial payer community, a universal algorithm or set of simplified algorithms for assigning patients to accountable care provider groups/calculating shared savings.
Patient Engagement
· Expand educational initiatives with Medicare patients to increase consumer awareness and understanding.	
· HHS should explore ways to increase patient education around billing and benefits, starting with Medicare patients, to 
· HHS should engage in further education of the public around how patients should expect to interact with providers who are committed to e-engagement. An important pillar of this interaction should be the shared electronic care plan.
· Increase availability of patient generated health data.	
· ONC should consider whether a common standardized health risk assessment should be included under meaningful use.
· Promote development, validation and provision of standardized patient derived outcome measures.
· Require that all quality measures be based on data that has been generated from patient.
· Remove “untethered” patient portal solutions on a community wide or ACO-wide basis to improve uptake and adoption by consumers.	
· Address VDT requirements in Meaningful Use stage 2 driving proliferation of tethered portals to meet requirements.
Population Health Tools
· Create a voluntary certification program around specific population health management functions. 
· Develop standardized methodologies for assessing risk and identifying at-risk patient populations to increase transparency around population health analytics.	
· Require providers and payers to adopt a standard methodology that assigns a risk score to help categorize patients. Several methodologies are publically available based on research supported by AHRQ that calculate an estimated risk of health deterioration. A standard set of data fields and set of data definitions would enable both providers and payers to immediately focus on those who need case management services. 
· Encourage the development of cohort identification algorithms that can run on integrated clinical and administrative data.
Relationship Management
· Strengthen availability and accuracy of resources to match patient and provider data.
· Implementation of better patient matching options, including either a national patient ID or some other solution to help unify patient-level data across multiple systems, such as patient-mediated data exchange.
· ONC should extend its work on provider directories to assure that they are used consistently across all payers and providers.
· Standards for a network of Provider Directories around the country so that any EHR can easily find the Direct address and certificate of any healthcare provider in the country.  
· Standards for Community Master Patient Indexes (CMPI) and Relationship Listing Services (RLS) which record where the patient has received care, the local Medical Record Number (MRN), and whether the patient has given consent for that organization to participate in HIE.  
· DIRECT trust fabric needs real time credential issuance and revocation. Need to encrypt messages to ACO entity, to care coordinators, to referral managers servicing the provider.
Relationship Management – Payers

· Increase availability of coverage information to help clinicians inform referral, lab, and other decisions.	
· Enable clinicians to view health insurance coverage information in real time.
· Standards for prior authorization requirements so that EHRs can leverage Clinical Decision Support to facilitate gathering the necessary information and ordering the correct test or procedure.  This should also enable automation of test and procedure approval.
Reporting
· Simplify reporting of quality metrics in performance based contracts with both government and private payers.	
· Eliminate all redundancies and variations in the quality reporting requirements among HRSA, SAMHSA, and CMS. Every measure should be calculated once in a standardized format at the provider setting level and submitted to a central HHS warehouse where it can be accessed by the agencies that may require it. HHS should also work with other payers to develop universally  consistent approaches for Quality measure reporting to a single HHS database where commercial payers have access to measures submitted by providers with whom they have contracts
· Align ACO metrics with other payer, state and federal quality and performance metrics, as well as with HL7’s Consolidated-CDA standards, Meaningful Use, and public and private payer billing requirements.
Sensitive Data
· Expand access to comprehensive claims data on patients to help providers in accountable care arrangements understand utilization history and patterns for patients.
· HHS, through SAMHSA and CMS should also review CFR 42 to identify and address any legal barriers that may preclude sharing behavioral health claims with ACO providers and begin the process necessary to remove these barriers. HHS should should issue clear unambiguous guidelines on how this type of data can be made available to ACO providers on the patients for whom they are at any type of financial risk, preferably though state based APCDs so that it may be integrated with any care costs outside of the Federal system.   
· Reduce legal and operational barriers to sharing of behavioral health and substance abuse information critical to caring for complex high risk patients with these conditions.
· Promote more clarity around legal restrictions around sharing sensitive data; variable interpretation of law across states and providers is hindering exchange.
· Expand access to comprehensive claims data on patients to help providers in accountable care arrangements understand utilization history and patterns for patients.
· OCR and SAMHSA should review regulations with respect to the collection and use of claims data associated with care for BH and Substance Abuse so that this can included in the integrated statewide APCDs.	
Social Determinants of Health
· Establish a unified definition for elements that describe the social determinants of health that should be included for the described uses, soliciting input from various state agencies as appropriate.   
· Standardize the building blocks: standard defined data sets and packages, e.g., the elements, structure, and content of complete psychosocial assessments.
· Support and standardize protocols for the collection of social determinants of health data.
· HHS should collaborate with Departments of Social Services (DSS) and foster collaboration within its own agencies (e.g., CMS, HRSA, SAMHSA, CDC, AHRQ) to gain mutual support for policies and procedures that will allow the collection, integration, and sharing of data on the Social Determinants of Health within each state at the level of an individual and anonymously for the purposes of aggregation.
· Offer grants through SIM or CMMI programs to State Designated Entities to develop IT systems that will house and integrate Social Determinants of Health data and allow access for designated, licensed clinicians for use in patient care. Stipulate requirements that will protect the privacy of these data, including the need for consent to share for patient care purposes and guidelines for use of anonymized data. The grants should also include funding for the development of analytic processes and tools that can be used to guide community wide program planning and development.
4

