	[bookmark: _GoBack]Vision Statement #1
	Exemplar Use Cases (Describe specific interaction between participants/systems; data exchanged; and outcome/purpose)

	Any relevant provider, health care professional, individual or caregiver can appropriately and electronically access comprehensive, longitudinal, patient specific information to ensure that clinical decisions and care coordination are made without any information gaps.

ALT TEXT: All members of a person’s health team (including the individual and family caregivers) have appropriate access to comprehensive, longitudinal, cross-organizational patient-specific information to support informed clinical decision making.
	1. A healthcare provider queries for elements of a common clinical dataset on a patient they are treating and receives data back from the EHRs of other providers who have cared for the same patient, in order to improve coordination of care across settings. 
2. An individual queries for a common clinical dataset from all of their healthcare providers and receives this data as a single aggregated record. 
3. A payer links clinical quality data from providers with administrative cost data to support more accurate assessment of value in value-based payment models.



	ID
	Roadmap Text as of 2/27
	Data Exchanged
	Participants
	Infrastructure Needed
	Outcome

	5
	Authorized providers, caregivers and population health stakeholders are able to access and use pertinent population health data from all applicable sources (aggregate and individual patient level data) to support population health measurement and management.
	· Demographics including elements needed for accurate patient matching, lab results, radiology exam findings, problems, medications, allergies, diagnoses, procedures (codes)
· Longitudinal health record
· Patient generated data
· Administrative data
	· Individuals
· Providers
· Caregivers
· Public Health
· Payers
	· Patient/person identity framework
· Trust framework for provider/ person
· Common data definitions
· How does the data hierarchy within a domain such as problems become standardized
· Query-based exchange
· Patient matching
· Data aggregation
	· Improved population health measurement and management
· Improved care coordination and support for team-based care
· More accurate and comprehensive quality measure assessment
· More targeted value-based payment
· Safer care

	33
	Providers have the ability to query data from other sources in support of care coordination (patient generated, other providers, etc.) regardless of geography or what network it resides in.
	
	
	
	

	26
	All providers in a care team will have unique access, authorization and auditing functionality from health IT systems necessary to fulfill their role on the care team. 
	
	
	
	

	18
	Stakeholders across the care continuum have the ability to access the holistic longitudinal health record when and where needed including: licensed/diagnosing providers, individuals, caregivers, extended care team members, and service providers. 
	
	
	
	

	35
	Individuals have electronic access to an aggregated view of their health information including their immunization history.
	
	
	
	

	10
	Quality measures are based on complete patient data from across multiple sources (beyond EHRs) without being limited to specific data sources. 
	
	
	
	

	31
	Payers use integrated data from clinical and administrative sources to determine reimbursement in support of payment reform.
	
	
	
	



	Vision Statement #2
	Exemplar Use Cases (Describe specific interaction between participants/systems; data exchanged; and outcome/purpose)

	Enhance/facilitate seamless information exchange between patient centric technologies and provider centric technologies to support the individual as a full member of the extended care team with effective engagement and self-management recognized as major drivers of health outcomes.

ALT TEXT. Secure, authorized, appropriate bidirectional exchange among person-generated data technologies supports the individual as a full member of the extended care team with effective engagement and self-management recognized as major drivers of health outcomes.

ALT TEXT. Individuals can appropriately access, interpret, and exchange information about their health status with members of their care team to enable effective engagement, self-management, and shared decision making. 
	1. An individual (or their family member/personal caregiver) sends data automatically from home-based medical devices (e.g., BP cuffs, glucometers and scales) that are received within a provider’s system.
2. A provider’s system automatically sends alerts to an individual regarding reminders for preventative screenings, care and medication regimens based on the individual’s own care history.



	ID
	Roadmap Text as of 2/27
	Data Exchanged
	Participants
	Infrastructure Needed
	Outcome

	7
	Individuals integrate data from their health records into mobile apps and tools that enable them to better set and meet their own health goals. 
	· Patient or device generated data
· Patient goals (keep broad)
· Patient Health Literacy Level
· Patient responses to treatment (think closed loop) 
· Patient-reported outcome measures (PROM)
	· Individuals/ or family members
· Providers
· Population Health/Case Managers
· Caregivers
	· Registries that contain outcomes and key clinical markers
· Trust framework
· Identity management
· Shared tools (aggregated data for summary view)
· Common data definitions
· Ability to prescribe “apps”
· Patient Lists
	· Better patient engagement
· Improved patient self-management
· Better adherence to recommended preventive care
· Safer care
· More accurate and comprehensive quality measure assessment

	20
	Patients, families and caregivers are able to use their personal devices such as smartphones, home BP cuffs, glucometers and scales to routinely contribute data to their longitudinal health records and use it or make it available to providers to support decision-making. 
	· 
	· 
	· 
	· 

	17
	Patients receive alerts and reminders for preventive screenings, care and medication regimens in a manner convenient to and configurable by the patient.
	· 
	· 
	· 
	· 

	37
	Individuals regularly contribute information to their electronic health records for use by members of their care team.
	· 
	· 
	· 
	· 

	19
	Patients audit their medical records, providing amendments and corrections and supplying missing data such as health outcomes. 
	· 
	· 
	· 
	· 



	
Vision Statement #3
	Exemplar Use Cases (Describe specific interaction between participants/systems; data exchanged; and outcome/purpose)

	Information supporting patient care transitions is automatically exchanged across the care team as appropriate, including patients and caregivers, as individuals transition to different settings across the care spectrum, ensuring that providers close gaps in care and increasing awareness of when patients are utilizing care.

ALT TEXT. Information supporting care coordination during patient-care transitions is automatically exchanged as individuals transition to different settings across the care spectrum.

ALT TEXT. Care team members appropriately share Information supporting care transitions as individuals transition to different venues across the care spectrum, ensuring providers close gaps in care and are aware of when patients are utilizing care.
	1. A primary care provider sends a specialist a basic set of patient information consisting of structured data and free electronic text to support more effective care coordination.
2. A specialist sends a primary care provider a basic set of patient information consisting of structured data and free electronic text including the findings of a consultation to support more effective care coordination.

	
ADDITIONAL COMMENTS
· Is this limited just to PCP and the specialist? What if a patient is known to another specialist, as well the PCP? Is the expectation that the PCP coordinates across the other specialists; or, in that close-loop, should the specialist send to other ‘need to know’ for care coordination specialist? For instance, neurosurgery sees patient, but patient is known to neurology, perhaps rheumatology, shouldn’t they all be in the loop to manage or coordinate care better? 
· Should the patient be the one driving who gets what information? May leave gaps in care if patients do not know the system well.
· It will be important to define “basic set of patient information” as well as how it is to be shared (ingestible structured data vs. free electronic text), especially changes made to diagnoses (e.g., headache from PCP problem list that is changed to Temporal Arteritis by consultant comes back to PCP as new diagnosis that should replace headache.  Likewise changes in meds.  
· Do these use cases really address ‘gaps’ in care referred to in the vision statement?



	ID
	Roadmap Text as of 2/27
	Data Exchanged
	Participants
	Infrastructure Needed
	Outcome

	9
	Providers should be alerted or have access to notifications that their attributed patients have had an ER visit, or an admission to or discharge from a hospital. 
	· Demographic data
· Common clinical data set
· Progress notes
· Referral request, status, and associated data
	· Individuals
· Providers
· Caregivers 
· Hospitals/Health Systems
	· Appropriate access to common data
· Patient identity management
· Provider trust framework
· Cross venue/EHRT referral handling
	· Better coordination of care, timely follow-up
· More efficient care
· Reduction in duplicative tests/labs
· Better patient experience
· Safer care

	39
	Primary care providers share a basic set of patient information with specialists during referrals; specialists “close the information loop” by sending updated basic information back to the primary care provider.
	· 
	· 
	· 
	· 



	Vision Statement #4
	Exemplar Use Cases (Describe specific interaction between participants/systems; data exchanged; and outcome/purpose)

	De-identified clinical and claims and other health (e.g. public-health sources, social determinants of health) data are linked and matched from multiple sources with robust identity integrity to use for research, public health, and quality measurement.

ALT TEXT. Researchers appropriately access de-identified structured and unstructured clinical and claims data that is linked and matched from multiple sources to use for research and public health.

ALT TEXT. Robust methods are used to link and aggregate clinical and administrative data to create de-identified data sets that can be used for research and public health while protecting the privacy of individuals.
	



	ID
	Roadmap Text as of 2/27
	Data Exchanged
	Participants
	Infrastructure Needed
	Outcome

	15
	Researchers are able to use de-identified clinical and claims data from multiple sources with robust identity integrity. 
	· Clinical data
· Administrative data
	· Researchers
	· Common data/domain definitions
· Improved de-identification of unstructured data
· Patient matching
	· More robust research results




	Vision Statement #5
	Exemplar Use Cases (Describe specific interaction between participants/systems; data exchanged; and outcome/purpose)

	Telehealth, including eVisits, is a routine way to assess health and provide care just like telephone and face to face visits.

ALT TEXT. Providers access telehealth routninely to do eVisits and e-consults, with patients.

ALT TEXT. Telehealth can be conducted with access to integrated data from relevant clinical sites (including the home) and the multiple medical records can be updated subsequently.
	


	
ADDITIONAL COMMENTS  
· Is this an EHR function?  What are the interoperability requirements?
· Is this idea broader than mental health, or just limited to this clinical area? Language seems to talk about risk assessments while in column 3 it seems to be about broader provision of care.  I suspect we might want the later.  If yes, then this would help to improve access and provide more timely care (as the “outcomes” in last column



	ID
	Roadmap Text as of 2/27
	Data Exchanged
	Participants
	Infrastructure Needed
	Outcome

	48
	Patients routinely engage in mental health risk assessments using electronic communications such as eVisits and telemedicine 
	· Common clinical data set
	· Patients
· Providers
	· Payment reform
	· More efficient care
· Improved care coordination
· Increased access to care




	Vision Statement #6
	Exemplar Use Cases (Describe specific interaction between participants/systems; data exchanged; and outcome/purpose)

	Clinical settings and public health are seamlessly connected through bi-directional interfaces that facilitate required reporting and deliver relevant public health information to clinical providers. 

ALT TEXT. Providers report public health data routinely as a byproduct of using the EHR to provide care and use public health data to guide patient specific clinical decisions and interventions
	



	ID
	Roadmap Text as of 2/27
	Data Exchanged
	Participants
	Infrastructure Needed
	Outcome

	2
	Clinical settings and public health are connected through bi-directional interfaces that enable seamless reporting to public health departments and seamless feedback and decision support from public health to clinical providers. 
	· Syndromic surveillance data
· Immunization data
· CDC Travel and infectious disease warnings/ information
	· Providers
· Public Health
	· Query-based exchange
	· Reduced administrative burden
· Improved access to appropriate community resources for patients
· Improved ability to monitoring disease outbreaks and efforts to control the spread of disease
· Improved ability to track population health metrics
· Safety considerations for patients and providers?





PARTICIPANT DEFINITION COMMENTS
· Define common term for the patient/individual/consumer.
· Define “population health stakeholders.”
· Rename designation “mid-level” providers. Consider “Advanced Care Providers” or specific designations (RN, etc.)  
· Clearly define “Caregivers” or other categories to account for 1) health professionals, e.g. as part of a population health team, or even within sub-specialty care, and 2) personal caregivers such as members of the patient’s family.
· Consider limiting the term “caregiver” to a health professional (medical social worker, pharmacist, nurse, medical assistant, etc.) and using a separate term for those who are not healthcare professionals or consider “health care professional” to indicate those licensed individuals who are caring for a patient and are employed by a health care facility, and “caregiver” for all others helping to care for an individual.
· Could use a single term but add a descriptor (e.g., “health professional caregiver” vs. “lay caregiver” - or other acceptable distinguishing term).
· Important to specify at use case level which type of “caregiver” we are referring to and consider them separately.
INFRASTRUCTURE COMMENTS
· Data Hierarchy – what is the subset get to that value, any data, any time, etc. Codified data everywhere is high value but high cost.
· Data aggregation (does this mean how a provider looks at data about a patient in an integrated way. If so, you need a data summarization infrastructure. Must be integrated into the workflow somehow)
· Liked the organization of the six categories of use cases as they build upon each other.  By that I mean, the insfrastructure put in place to enable access to shared information can be foundational for building out collaborative care, engaging with patients and enabling care coordination.  And should enable the means to provide aggregate ”linked” data for research.
· The one category, doing e-visits through Telehealth, while an important use case, may fall more in the category of EHR function.  
· providers want plan data (on hospitalizations, RX) and plans want data on what the providers are doing.  The sum of the parts to make the whole—and this is at the root of constructing quality measures.  Seems that Rx data aren’t necessarily going to be in the EHR in terms of what is actually filled (rather than the doc writing the order) unless there is some direct feedback from a pharmacy into the HER.
· To be transformative, the right infrastructure needs to be in place to allow for more systematic delivery of health and health care.  To be useful, it  must be targeted towards optimizing the processes of primary care.  The intent will be to get the right information to the right person at the right time and the right place.  Where standards for sharing data get in the way they must be improved with the focus on optimizing care.  This involves consumers too, such as in shared decision making.
· The infrastructure requirements include establishing these elements:
· Identity framework:  create the means to know the unique identity of consumers, providers, venues, and other actors who have a role in supporting health and healthcare.
· Trust framework:  create the means to assure that information that is shared among members of care teams whether or not they are within the same organization can be authenticated, audited and secured.
· Risk-based Payment Models: Today’s models incent volume; models that incent health will create demand to securely share health and healthcare data about consumers routinely as the standard of care.
· Value Driven Health Exchange:  To optimize care process for the populations / cohorts of patients who are greatest consumers of care, then the use cases for interoperability need to selected and prioritized based upon the outcomes that they are intended to achieve.  Those with more impact come sooner.  For instance, if we know that about one quarter of patients who are referred to a specialist do not complete the referral, which later on adds to cost because of later diagnosis of problems, then the desired outcome is to reduce this gap.  You would prioritize the referral use case among others to determine a roadmap for implementing exchange.
· Data / Vocabulary Framework.  It is the holy grail to capture data once and use it for multiple purposes.  It is also very expensive to do.  Therefore, concurrently and in concert with use case selection, the data that is to be shared needs to increasingly become standardized among programs so that capturing the data once can meet the respective needs of these programs and is targeted to achieve its intended purpose.  (e.g., the SNOMED problem vs ICD billing dx issues, the smoking status AM vs tobacco use CQM value sets, etc.)
· I agree, especially if the “right information, to the right person” means that it is understood and meaningful – again the need to factor in literacy around medical information. What does the data tell me, how do I use it to work with the provider of my care, reduce the need to be alarmed, since we know, by way of our experience that a lab result (as an example here) might have a value outside the normal range, but for the patient and their current situation, this might be “okay” and should not cause alarm, leading to unnecessary need to contact the provider or create a visit. I understand we have to begin somewhere and this, to me, is the right place to start, but we can’t overlook the literacy factor.

