Detailed Summary of Accountable Care Workgroup’s Hearing on Accountable Care and Health IT
December 5, 2013, 9:00 AM – 5:00 PM
Opening Comments
· Meaningful Use has made great strides, but the work of the HITPC has really only just begun when you think about some of the challenges ahead: physicians dissatisfaction with health information technology is high and there are still few proof points about improved financial performance or improved clinical performance due to the use of technology. 
· Purpose of the Accountable Care Workgroup is to address one of the biggest challenges, our fee for service reimbursement system.
· Challenges to a seamless information system continue to plague healthcare. Objective for today hearing about how they use health IT to satisfy, real world problems, real world challenges, and the things HHS can do from a policy perspective do to address these problems. 
Overview of the Accountable Care Landscape
Clif Gaus, NAACOS
Clif Gaus, CEO of the National Association of Accountable Care Organizations offered insights into the current landscape of organizations participating in these models, referring to a small survey NAACOS conducted of current ACOs.
· Most ACOs are focused on reducing readmissions, managing less SNF use, better coordination with specialists and managing chronic care to avoid the hospitals.
· Surveyed ACOs were roughly equal in financial expectations around gains and losses, but more significantly half just didn’t know. These ACOS are taking on huge risk given average $2.2M startup costs, leading to concerns about how they will sustain ongoing operations.
· Relatively low satisfaction across organizations with IT. Over half identified data and IT problems as their major issue in the first year of implementation.
· Most ACOs comprise several organizations and can’t share clinical data WITHIN organizations.
· Half of care is outside of network, have no idea about where patients were treated and who the treating patients were until 3-6 months later.
· ACOs need to know when their aligned beneficiaries are being treated in a hospital; those are key drivers of cost, great drivers of cost and opportunity.
· Lots of false positives in eligibility checking, but NAACOS thinks there is a way to provide real time data on eligibility, encouraging CMS and committee to look into this,
· Work is afoot with stage 2 and meaningful use and the clinical care summary extract is a promising output.
· HIEs are providing interoperability in a few communities.
· Biggest concern is that vendors may not have a vested interest in interoperability. Once the public and political world sees that we’ve built these competing railroads and railroad system, there’s going to be outcry.
· Policy should explore both provider incentives and EHR vendor incentives to allow and encourage interoperability.
DISCUSSION
· ACOs aren’t the solution to the interoperability, they are a voice for it and nationally will become a more active voice saying we can’t do our job without this, but the predominant number of the ACOs are just struggling just to close the books for December without losing their shirt. We shouldn’t look to them as a solution to this.
· There is ample data today for ACOS to be able to go after low hanging fruit now. Claims data and filling gaps is a first stage and in the next few years if we can just figure out how to use those data to drive decisions in the ACOs and behavior of providers, we’ll be successful. After that there is a whole other world of data for patient engagement and social care that is not in the claims or even the EHRs at present. 
· Government and the private sector should be looking at how to facilitate agreements to use common metrics so that ACOs are not constantly looking up different metrics for different contracts.
· Retrospective patient alignment methods are challenging for ACOs. It is very difficult to manage a cohort of patients that is changing every quarter by a significant amount, where claims aren’t in sync with your population—at no point in an ACO’s year of operation do they have a good numerator that is parallel to the denominator of the population, most ACOs don’t really know a good PMPM.
· Hospital-based systems are at much greater risk given the volume reductions they will be pursuing if they are successful but expanding market share at the expense of competitors is the natural strategy. He noted the Geisinger system over the years took down utilization in their system and the community at large, finding ways to fill empty beds at expense of competition. At some point there are going to be empty beds everywhere, that’s the day we’ve succeeded.
· Another significant challenge is around not having substance abuse claims which ACOs would love to be able to have. While it is sensitive and touches on this privacy security side, if you don’t do that your hands are tied behind your back.
Panel 1: Physician-Led Accountable Care Arrangements 
Moderator: Grace Terrell	
Larry Garber, Reliant Medical Group 
· Reliant has been pursuing triple aim objectives for decades through advanced electronic health records with superb clinical decision support, health information exchange, patient engagement tools and home monitoring tools and robust analytics and reporting tools.
· How do we replicate this across the country? Biggest pain point for providers is the ability to automatically share information and flow it to the places it needs to go – “no hassle HIE”.
· This requires a variety of services including: standard codification of patient authorizations for release of information; relationship listing services, so EHRs can automatically know who are the authorized members of a care team; and in addition to sending summaries, information about events such as discharges, when a PCP changes, who is caring for a patient, when patients die.
· We also need standards for querying so that record holders understand if they should be responding to a query for information.
· Another big hole right now is in the vocabulary for orderable tests and procedures.	
· Need better access to claims data; Reliant EHR receives a claims data load every day that is incredibly valuable in providing clinicians with insights into utilization for a patient.
· We also need to support better standards for home monitoring devices to understand patient data between visits and act on problems sooner.
· Need to understand prior authorization for medications tests procedures and automatically achieve approval.
· Need to harmonize billing, MU measures and what we’re using clinically.
· Need to stop the ICD 10 rollout.
Michael Weiss, Monarch IPA
· Monarch is a physician led IPA of 2500 doctors, 98 percent paid under capitation. They are a Pioneer ACO.
· Pioneer is in many cases a small percentage of their day to day work.
· They call their Health IT platform “macgyver”—very successful but still held together with duct tape and wires. 
· They created proprietary registry software which is integrated with their sponsored EMR but not others. Doctors don’t look at the registry; this is for the office staff to prep information that informs the physician as they are seeing patients. 
· 87 percent of the care in our ACO was rendered by physicians who are not part of our ACO.
· Better integration of specialty physicians on the health IT platform represents a big opportunity for them—only 3.8 percent of the spend is on primary care physicians, remainder is on specialists. Yet ACO metrics encourage PCPs to be on EMR.
· Important to remember typical doc is in 1 – 2 practices—national focus on tightly vertically integrated systems is very different from their experience. Important to remember physicians in the grassroots are just trying to keep their heads above water today.

Stephen W. Nuckolls, Coastal Carolina Health Care 
· Coastal Carolina Health Care is a 50 provider, multi-specialty medical group based in eastern North Carolina. 60 percent in adult primary care 40 percent in internal medicine subspecialties. Participant in advanced payment model. Medical practice is the sole ACO participant and derives a significant portion of its revenue from its 11,000 Medicare beneficiaries.
· Good example of actionable quality metrics around their focus on diabetics. Coastal Carolina matched the problem list, medication list, and lab values in EMRs with the diagnosis in the billing system, and made sure every patient had an assigned provider. Providers were then given a POC dashboard that is integrated with their EMR. They combine the dashboard with a monthly, unblinded paper report, and review this at staff meetings, board meetings etc.
· Resulted in demonstrating 98 percent of diabetics received HbA1c test in previous 12 months and reduced percentage of patients with A1c over 9 significantly.
· Could have reached their goal more easily if records had talked to each other. 
· Requirement or incentives to ensure discrete care summary is shared between systems would really help with specialist referral. Every time patients go to another office they have to reenter health history form.
· Need more complete claims data sets as part of data provided under MSSP. 
Troy Tyner, Private Practice 
· See testimony with description of real world examples where lack of exchange between IT systems hampers ability to deliver better care.
· Existing vendors are meeting the criteria as written but they are not motivated to improve things; they are slow to respond and architectural requirements hamper and constrain their products. 
· Each EMR or HIE provides a different snapshot of the patient’s care—what is needed for a successful ACO model is a single understanding of the patient, not multiple.
Craig Behm, MedChi Network Services
· MedChi represents three different ACOs in different portions of Maryland.
· Advanced payment is only way that any of their physicians could dream of collaborating around ACO model.
· 40 practices across the three ACOs, we have about a dozen different EHRs across those 40 practices, of course none of the EHRs talk to each other. 
· Important advantage for Maryland is the Health Rate Setting Commission with Medicare waiver, which means hospitals are equally incentivized to get people out, as are practices.
· They also have a very positive health information exchange in CRISP which provides encounter notifications based on ADT feeds so the ACOs can act on discharge information.
· Most physicians are not expecting significant savings, but happy to have help with MU and PQRS.
· Physicians are neighbors, competitors, don’t like each other, ACO program was reason to come together, take a leap of faith. Eventually seeking to do predictive analytics, figure out a way to capture people before they are admitted to the hospital and get them into short term rehab. Today they are focused on transitions of care, flu shots, preventing readmissions, avoiding inappropriate admissions, etc. and expect these to significantly move the needle alone.
DISCUSSION
· Actionable Metrics 
· Reliant focuses on metric around “actionable deficiencies” that can be addressed immediately, i.e. visit scheduling as opposed to overall condition; this helps them to prioritize patients.  
· MedChi identified transitions of care are good example of a metric that is completely in line with objectives both for the ACO reducing long term cost and the practice being paid for a Medicare claim.
· The most important thing Reliant has done is making sure that all of their alerts and registries are actually giving accurate information and not giving false positives. That’s why they spend so much effort bringing data into their EHR. Anything they can do to pull the information in automatically increases the likelihood that alerts are going to be actionable.
· Hypertension is a broadly useful measure. Next would be lipids—need devices seamlessly downloading, then lipids easy to download into database without case managers.
· Instead of single measures, need to bundle measures around a disease process. Bundles promote appropriate care for disease not just chasing a single measure.
· Succeeding Outside an Integrated Delivery System
· Reliant is not an integrated system but gets into my EHR every lab result, procedure that’s done in the hospital, dictated op reports, discharge notes, admitting H&Ps, ER notes, of highly integrated data with hospital, SNFs, home health, etc. they mimic the effect of a more integrated system. 
· Physicians outside of integrated system are challenged by multiple registries for different patient populations, with different metrics attached in addition to commercial fee for service with no accountability. How likely is a physician to pay close attention to a registry with 10 percent of the population?
· Workforce Considerations
· Single understanding of the patient would allow existing staff to be more effective. Hiring additional expensive care managers is a big challenge for private practice budgets. Need existing staff to be more capable.
· As part of efforts to redesign practices Monarch found 75 – 80 percent of the time the patient spends in the office is not value added time. Beyond IT, you need to look at the processes from a time a patient enters to the time the patient leaves to gain efficiencies.
· Unintended consequence of rapid IT rollout is that doctors are doing a lot of data entry they wouldn’t be doing otherwise, too much point and click.
· Patient Engagement
· Reactive approach is what many of us do, but proactive approach is where the money is. We have to remember that the patient who is not coming into the office is the one we really need to be going after and use registries to proactively remind those people to come in for services. 
· We’re not there yet with patient engagement – different stakeholders are creating their own patient portals which have the potential to create a lot of confusion. It’s one thing for a provider to log into separate systems, but patients will definitely not do this to see lab results and referrals. Patient engagement focus is on a lot of strategies not related to IT, such as how staff engage patients.
· Setting Quality Measures
· Metrics set by government can be very problematic problem where providers pursue them blindly to get a payment – example of dangers from beta blockers measure. Troy Tyner’s organization has agreed to pay penalties instead of satisfying metrics they believe are clinically inappropriate. 
· Broad agreement that standardizing quality metrics across programs would make life easier. One set of metrics would be good, but people should understand that the results in a non-vertically integrated system reports in no way the real work that is being done, doctors feel it has nothing to do with care, doctors see it as data chasing not care delivery. 
· Vendor/EHR Product Challenges
· Biggest challenge is that vendors put roadblocks up immediately when you approach them about interfaces. 
· One of the things EHR vendors haven’t understood yet is the difference between “facts” and “opinions” e.g. problem list vs. record of prescription fill. Make the facts hassle-free; make the opinions something that you have to reconcile. 
· With a lot of measures like MU, we were looking at the what, but not the how. Vendors are saying they can implement different functions but it is cumbersome or a prohibitively costly upgrade. Need to consider how to these claims actually work in the real world.
· Transaction fees charged by vendors are an issue—many providers are going to do just enough for MU but not going to be able to afford to fund transactions after this. CMS should explore a program to pay the transaction fee to those EHR vendors, so that the more transactions the EHR vendor does, the more they actually get paid from dollars that eventually found their way from patients who are benefitting.
· Need to convince vendors that the value proposition is not locking people out but having a more usable system.
· Challenge for practices is the link between EMR and practice management system—if you disconnected these two practices could shop more easily for the EMR that meets their needs without changing their practice management. That will get people to take notice.
· Seems to be a technology gap between health IT and what amazon, google, etc can do---how they can predict what you want to look at. Need to use ontology and other techniques to understand data.
· Need to make it the standard such that one transaction can be used for multiple different purposes, for giving information to the primary care physician and also going to quality data warehouses and doing public health reporting and all the same things based on the same standards will be helpful.
· Data Exchange Among Providers
· We need some more requirements for organizations to share data as a part of these programs. 
· Perhaps there is some way as part of the new value based modifier—non ACOs would need to jump through steps to get this money back. 
· 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. We’ve created this competition, which is great, because we’re going to drive down cost and drive up quality. But we’re also keeping that behind curtains and we need to open it up so everybody’s working together.
· Also need to have discussion about what is truly efficient as far as federal alignment, need more cooperation across ONC and CMS programs.
· Single Understanding of the Patient
· We need to get to the “Disneyland effect” for providers where they don’t have to log into separate portals, pull up different data everywhere (i.e. you can’t see the trash collection in Disneyland). To do that you need to see a single understanding of the patient.
· IT Strategy
· You can only present a provider with bad data so many times before they are done with it and convinced that systems are not going to work – we call it “once and done”.
· MedChi is taking a flexible approach—focused on populating data warehouse with HIE data and claims, but also telling providers that they will get the information to them in any way they prefer, whether it’s a fax or a direct message, or working with a vendor to try to get the information in their EHR. 
· Hopefully in five years when providers are all at Stage 2 or Stage 3 we’ll have full integration, but today we’re taking a modular approach that allows us to move things around as the technology catches up. 
· HIEs are always going to be a challenge as long as doctors don’t want to work in two separate systems. 
· Why are providers collaborating under ACOs despite challenges?
· In the community based small practices MedChi is working with, they saw the appeal of help with MU and PQRS. They are not motivated by the promise of significant savings at this point. Their motivation is cultural and that trumps the reality of some of these hurdles that we’re talking about on a day-to-day basis.
· Reliant found skilled nursing facilities wanted to participate because they wanted to become the preferred referral for ACOs in the region; they see the business in it.
· Scaling Notification Services
· HL7 standards for the EHR vendors for notifications would be helpful, but HL7 standards don’t guarantee exchange—there is also an implementation piece. 
· Statewide standard for ADT alerts in North Carolina would be a good thing
· Voluntary Certification for Population Health Management Functions
· Certification for point of care dashboard functions wouldn’t help that much because of constantly changing technology. CMS is auditing quality reports and there are other safeguards around accuracy.
· Idea of integrating claims data is very important but clinical and claims dashboards seem like different things.
· It would be useful, but until there’s more transparency a more transferability between data, a lot of practices are stuck on the EHR they’re on and ACOs might run into the world where we’re stuck on the vendor we’re on. So, while it might help there are other considerations as well. 
· Business Strategy
· We should look more at whether there are other things that are happening in other managed care worlds that can be transferred to an ACO.
· A hospital is going to be more incentivized to lower length of stay if they’re being paid under a DRG model. Now, if it is a fee-for-service or per diem program, fewer bed days is lower revenue for a hospital. So if they have a fixed payment for a given diagnosis, they are more incentivized to work with us.
· Patient Outcome Measures for ACOs
· Need to be careful about putting too much faith in patient outcome measures. 
· There’s a limit to how many patients are going to want to send this information. Tools need to be at a much smaller scale for patients—a CAHPS survey is kind of ridiculous, instead need pointed questions that will give value.
· Privacy barriers for ACOs
· 95 percent of patients want to share their information, its 5 percent who insist on absolute control. Need to be sure we’re making choices for the 95 percent as well.
Panel 2: Hospital and Health System-led Accountable Care Arrangements
Moderator: Charles Kennedy
Michael Sills, Baylor Quality Alliance
· Considered joining MSSP but didn’t; put 32,000 employees in Baylor Quality Alliance. Currently have 70,000 on platform and expecting to have 100,000 by the end of the year.
· BQA has an HIE, CDW, a big data solution, clinical and financial analytic tools, we have a care coordination tool and we have also Epic and Allscripts across our system and, none of them talk to each other. 
· There is no incentive amongst their vendors to cooperate, despite being the largest Allscripts implementation, and one of the biggest Epic implementation. Unclear whether it’s a legislative, financial, or what kind of incentive to get them to begin to share the information, but right now we’re trying to come up with alternatives, workarounds, to help us get the information integrated.
· The HIE is not working: CCDs are inadequate and don’t provide information, nor are they getting notifications that would be useful. Future of the HIE and their capacity to fund it is unclear.
· Interested in question around the ultimate way they will store data. There are no standards for big data solutions right now and until there is some sort of agreed format for how the information’s going to be stored and reported, then we’re still left using two cups and a string. 
· 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.
Charles Chodroff, WellSpan Health 
· WellSpan Health is an integrated delivery system that includes over 700 physicians, a homecare agency, a managed care plan and four hospitals, serving three quarters of a million people and South Central Pennsylvania.
· Entering into accountable care relationship with Aetna this year and expect more contracts to follow.
· Success in most accountable care arrangements depends upon the payers and providers ensuring that those who are at most risk of unnecessary costs are quickly identified and managed. We need standardized methodologies to identify risk, this would also help patients and their families understand risks and help them understand the rationale for more significant treatments.
· Proactive identification of those in the assigned population using a universal patient identifier would help coordinate patients. Even though the benefit plans do not require selection of a network, CMS should work with payers and providers to facilitate the identification of individuals in the accountable care population, prior to the beginning of a risk period.
· Public information programs were highly successful in educating the public on the hazards of high blood pressure and high cholesterol. Could HHS do a better job of explaining to the public how they can expect act with providers who are committed to an e-engagement? The focus needs to begin to shift from incentives to providers to education of the public, helping to create the pull from patients for services offered virtually rather than as part of face-to-face visits.
· Need to enhance future MU to incentivize provider collaboration around shared care plan.
Frank Bragg, Eastern Maine Healthcare Systems
· Eastern Maine is a Pioneer ACO; we’ve got 72 primary care practices, 600 providers, 42 Maine towns and cities, 55 nurse care coordinators and 60,000 patients. Our first year they had one EMR, now they have six. 
· Doctors want to be able to personalize their EMRs—on the fly they should be able to put in their med list, personalized problem list, etc, not be told by the vendor what is possible.
· They use a lot of apps—for CDS, for links to the HIE, for patient registry, and to simplify orders. Ideally the EMR world should move to 3-4 platforms that allow for different apps but pushing out data in the same format on the back end.
· EMHS is doing commercial contracting as part of the Pioneer requirements and working with younger patients—they have little interest in tethered portals but want to be using Facebook and other social media.
· We should encourage nursing homes and SNFs to use EMRs that push at least ADT information, but also more than that: labs, etc.
· We should demand of EMRs the integration of claims data with the quality data, not going to be able to succeed in the ACO world unless physicians are able to see a quadrant graph of quality and cost to inform care.
Anthony Slonim, Barnabus Health 
· Two ACOs, the Barnabas Health ACO North and the Central Jersey ACO, as well as President of our 900 member medical group. Barnabas Health is a three billion dollar system, 7 hospital systems, and one freestanding behavior health center in the state. 
· Barnabus has conceptualized ACOs as an umbrella under which you add plug and play programs.
· Focused on connectivity and coordination is a major part of their work, hiring care coordinators and looking to emergency departments and the discharge from the hospital as an opportunity to coordinate care and make sure that patients have access.
DISCUSSION
· Business strategy
· There is going to be a dark side to population management--smaller systems that can’t conform to reporting will fold, systems that can use IT and cross the care continuum will exist at expense of system that can’t.
· The glidepath to value based care will result in lower inpatient revenues, being highly integrated offers the ability to stay on that glidepath and not hit the mountain.
· EMHS spent 6M first year, 12M second year etc.—while they were one of the Pioneers saved money, savings didn’t pay for even half the investment. The investment was building for a world where they get paid PMPM.
· Longitudinal care plan
· The obvious place for the longitudinal care plan to live is the HIE at least for Maine, but that may not be the right answer everywhere. In Dallas they have no clear obvious HIE choice, market is too extensive to clearly define the community. 
· 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.
· Medicare can’t force patients but MA can, without a network it becomes very difficult to do the establishment at a local level of 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.
· Strategies around “keepage”
· Important tactic to drive “keepage” for Wellspan is narrow network benefit design, but this becomes difficult in the context of Medicare ACOs where patients are free to go wherever they want. 
· Also need to use the electronic health record to manage referrals and ensure that the physician is sending patients to desired providers. 
· Critical to make claims data and utilization very visible on dashboards – physicians respond readily when their practice patterns are made semi-transparent to colleagues.
· Today there is minimal skin in the game for patients—need to focus on strategies like benefit redesign, increasing the copay for ER visits relative to primary care is another way to reduce unnecessary utilization.
· While identifying high risk patients is important, you also need to ensure they are in a narrow network and have a controlled set of options while creating access.
· Vendor challenges
· Baylor is the biggest Allscripts implementation in the country and one of the biggest Epic implementations 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. 
· Meaningful Use Stage 2 does some things by requiring CCD production, but there’s no free flow of information, and HIE’s are still limited. We need a format like a CCD where all your information is going to be and then let the analytics program figure out what it ought to be so we can use it.  
· Part of the issue is that despite initial leverage at the time of procurement, systems don’t have the vision to know what they are going to need in 5 years across a system representing hundreds of millions of dollars in investment.
· Managing high cost patients outside the delivery system
· Need to have linkages with Area Agency on Aging and social and community based services within the health system. ACOs that stay in a traditional 19th or 20th century medical model of care delivery are doomed. Need to understand that particular patient’s social system and then making sure your ACO can adapt to meet them. And again, how effective are our current health information systems at helping us understand those unique social systems—that might be a question in terms of policy.
· On the behavioral health side, Barnabus model is to create a network of services (e.g. psychiatric providers) that you layer on top of the physicians, integrate them with IT services, then you may be in a position to accept risk for a population across a broad geographic area—hard in implementation. 
· As you broaden network of social support how do you engage the primary care doctor? Problem becomes caring for two contiguous populations receiving care from different providers; need to closely integrate the PCP and behavioral health options. 
· Exchange as governance/collaboration problem vs. technology problem
· In New Jersey, having 9 ACOs and 7 HIEs is not as bad as it sounds – you can put all those people in a room and get your arms around it. Yet HIEs don’t seem to have an answer to what it would take to implement real cooperation across stakeholders. Maybe it’s a place where we could be helped by government intervention, other conveners who have more knowledge than we seem to have around the current table.
· Maine’s HealthInfoNet, despite its success, has concerns about funding due to small provider that are not willing to cover the cost of a connection. Could the government put additional funding on the table to subsidize small practices joining HIEs and incentivize people to come together?
· HIE competition
· Barnabus needs to pay multiple fees to each of the HIEs, then needs to create their own HIE to move information internally within the organization. Their 7 member hospitals are doing different HIEs, and the HIE’s have structured their payment schemes in different ways incurring millions in additional charges to the health system.
· One option is for ACOs to consider banding together and using their market leverage to try to make deals with HIEs in markets where there is competition to try to come to a more rational approach.
· HIE Sustainability
· Whoever owns the data becomes the most powerful player in the environment. We firmly believe that our EMR/EHR data, coupled with claims gives us the potential to move forward in whatever environment we want to succeed at. We’re not unique in thinking that we don’t necessarily want to give all of that information away, that that’s our greatest asset. And it’s our ability to analyze it and use it that makes us most successful. So the problem is, right now we’re putting information into an HIE that isn’t always easy for us to get back and, quite honestly, isn’t always correct.
· Comment in previous panel about fact-based implementation of data versus data that needed to be reconciled. If the HIE functions as an aggregator, those data need to be reconciled and the reconciliation is the work. Who does that work is an important piece of the conversation. 
· Why isn’t getting data from the HIE an electricity business model? Why don’t providers want to pay for it? What would it take for providers to actually want to have “electricity” as a commodity? Would be great getting it into my house, the problem now is that the data doesn’t work.
· Exchange Strategy
· Need to be more circumspect in what we can expect--standard data interchange only needs to operate at a very simplistic level, doesn’t need to be as complex as we’re trying to make it.
· Unlike Amazon or boxcars, the denominator in healthcare represents an enormous number of variables. There’s no point in having app if it doesn’t interact with the data. And until the data is curated, then it doesn’t matter, because if you have an app that only works for Epic or only works for Cerner or Allscripts, it’s still going to come back to the same problem, we don’t have access to all the information.
Panel 3: State/Community-based Accountable Care Arrangements
Moderator: Joe Kimura
· Troy Trygstad, Community Care of North Carolina
· John Lynch, Connecticut Center for Primary Care, ProHealth Physicians 
· Karen Nelson, Brooklyn Health Home/Maimonides
· Hunt Blair, State of Vermont/Office of the National Coordinator for Health IT
Troy Trygstad, Community Care of North Carolina
· Community Care of North Carolina is a community collaborative, 1700 practices modeled after medical homes across all 100 counties in North Carolina, almost 2,000,000 medical home enrollees. Goal of the organization is to provide wraparound supports to these medical homes on behalf of the sort of membership if you will or the collaboration and about 70 percent of patient panel currently is Medicaid.
· Goal of collaborative is to take on risk indirectly through contracting with payers, providers and/or simultaneously and make the whole greater or more effective than sum of the constituent parts through shared processes, shared IT, shared analytics and reporting, shared contracting, shared human resources. The collaborative model really allows for the ability to completely serve patients across tax IDs and across geography.
· From an IT perspective, they try to take the lowest common denominator approach rather than building the big perfect thing. 
· Model focused on a lot of ancillary service provider participation, personal-care services, committee pharmacies, public health departments, local initiatives around palliative care or substance abuse treatments and a lot of private entities – the “it takes a village” approach to population management.
· 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. You can imagine a ResDAC real-time service where a provider attests to say, hey, I’ve got a patient that is Medicaid/Medicaid or S-CHIP and I’d really like to get one year look back on all their utilization to prepare for an encounter.
· As we are giving providers a better view into this data, we need to avoid at all costs carving out data. It’s essential that behavioral health, prescription drugs and other types of claims data or other types of utilization are included in the whole. Utilization of just traditional data seems to fall short, particularly for that percentage of the population that drives so much of the cost. We need a national push for a coherent and non-ambiguous interpretation of 42-CFR Part 2.
Karen Nelson, Brooklyn Health Home/Maimonides
· Maimonides is the lead agency in the health home, which is really 50 community- based organizations, health service providers, medical providers, the criminal justice system. Now have a CMMI award to do further work with patients with serious mental illness.
· The RHIO is too much information to sort through; that’s why they have spent years building a platform that is on top of the HIE, so they can pull data from that HIE, but it’s also Web based so people can participate and contribute to the dashboard from Internet.
· The dashboard is the crux of their strategy – it receives patient summaries, continuity of care documents, alerts when patients are in the ER on in the hospital. The care managers must use the dashboard to contribute to the care plan. They then help assess patients; they connect them to their PCPs and their psychiatrist. They document who the PCP is and psychiatrists are in the dashboard and actually can serve as sort of the hub for this dashboard with all of the electronic alerts and the things that are coming through from the RHIO.
· If a patient is seen in the ER, within two hours, if there’s no note in the dashboard from the care manager that they’ve called the ER or the PCP or the psychiatrist, there’s a prompt and then the supervisor gets a text. 
· Also a lot of effort to include information about other social issues in the dashboard, e.g. notes for nonpayment of rent to let care managers know if a patient is about to become homeless.
· Essentially the dashboard enables them to virtually co-locate a team around these patients, because the providers are not in the same place, they’re not in the same system and they’re often way across the borough.
· Hard to get the providers onto the dashboard because they are not incentivized whereas care managers get paid. While most providers become champions once they are on but that has been an issue.
· Sees the care coordination platform as really an opportunity for us to deal with issues around interoperability and the challenges associated with HIE.
Hunt Blair, State of Vermont/Office of the National Coordinator for Health IT
· For the states the key questions are: how do ACOs fit into the overall delivery system and payment reform ecosystem and how to bridge competing interest across ACOs and medical home projects that are often organized by different payers with different contracts and incentives, different measures and of course, different technologies.
· Interoperability is a job that is larger than ACOs can take on alone and I’d expand on that to say it’s also one that’s bigger than states can take on alone.
· There’s a real opportunity to align the needs of states and organizations operating within them 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. 
· The ecosystem of HIT is much bigger than individual EHR systems, which is becoming very clear to these states. There’s a huge degree of variation in technical capacity and readiness for implementation from state to state.
· SIM testing states are also actively pursuing links to providers in long-term care and long-term support services, mental health and behaviorally health and substance abuse. As we all know, it’s challenging because of their lack of the EHR infrastructure, but the policy barriers related to exchange of specially protected information.

John Lynch, Connecticut Center for Primary Care, ProHealth Physicians 
· ProHealth is the largest primary care group practice in Connecticut, 351 practitioners, 88 practice sites, 341,000 populations throughout Connecticut, dealing with all of the hospitals in the state.
· ProHealth plans to have ACO contracts in place with Medicare (MSSP), Anthem, Aetna, Cigna, ConnectiCare, and United, covering probably 91.1 percent of ProHealth lives. They are considering applying to be a dual lead care management agency for Medicare/Medicaid, which would cover approximately 5600 duals. 
· Duals program will require lead care management to coordinate with the large number of state agencies, none of which have capability to integrate electronically with our PCP EHR.
· Each private payer chooses different metrics adding workflow challenges to the ACO. Benchmarks for state metrics don’t exist and many metrics are outdated.
· Approximately 50 percent of the duals population have behavioral health issues. CMS won’t provide ACOs with behavioral health claims. Behavioral health providers are not able to send behavioral health data. Duals require greater care coordination, but these major gaps in data mean less quality and major patient safety issues. ACOs need common language across all payers for various documents.
· Larger primary care practice driven ACOs are not qualifying for advance payment models, therefore we don’t have the capitol to invest in the needed systems. 
· We need standardized risk assignment methods; they’re a black box to providers. We cannot project risks, savings, losses unless we open that black box. And we cannot depend on risk calculations based on claims; we need to move risk calculations to better data like medical record data. 
· Every payer, et cetera, has different care coordination systems; these are whole new systems that are totally distinct from EHRs and we need to figure out how to integrate them.
DISCUSSION
· Defining the community record/care plan/dashboard
· Challenge is both figuring out what’s high-level enough, because we don’t want to create another EMR that has too much information for everybody to be fussing through. In Brooklyn, trying to create something that’s more like an iPhone with apps.
· Need to think of information in two buckets: information not essential to the EMR and information essential to the EMR. For instance, knowing whether a patient has access to transportation is not critical to EMR but it is critical that that information gets shared across the neighborhood of providers.
· We don’t need to ship volumes of information so that we’re replicating that information in a bunch of silos. What we do need is to ship the actionable information and then also have a community record or a community repository where you can get that nonessential EMR information utilized for the purpose of the care coordination, not medical legal documentation.
· Can’t expect the primary care physician to jump into multiple portals—challenge of all of these programs with their own care coordinators, but how do we coordinate the coordinators?
· Brooklyn Health Home working on a model with payers where care managers are on the ground in the community, then you have the insurance company behind the scenes doing what disease management companies used to do in a silo. Payer is feeding claims data into the dashboard about whether patient has had an appointment or not, great marriage of administrative and clinical data.
· Sensitive information
· Where is that common interpretation, that voice that says look, this – at an operational level, at an informatics level, this is the guidance that can be provided?
· More than the actual laws and regulations around sharing sensitive information, there is a problem of interpretation around 42 CFR part II—lawyers are interpreting the law in different ways and that is leading to confusion. We need to make sure that whoever’s working with the organizations have a clear understanding of the law.
· Need to focus on building “mastery of interpretation” of the law—even if certain regulations were modernized, no guarantee now that lawyers would appropriately interpret them.
· Relationship services
· With no functioning HIE in Connecticut; pushing data is a real problem. ProHealth is going to each of the hospitals individually. There is a major gap around master patient indices and services enabling a push.
· States are realizing shared service of master person index and a way of doing attribution between patient and payer and service type are critical to being able to push information like ADT feeds.
· When we talk about master indexes like the provider directory, we’ve got to make sure it’s not just “the physician.” We have all these other community entities that are not “the physician” and we need to make sure they are incorporated into the standards of the caregiver directory.
· Patient demand needs to drive clinician access to information -- hope we will be seeing more patients not accept that providers don’t have information from recent visit.
· Importance of context
· What is that mechanism that says, here are the things I draw into my cell and here are the things I read and I benefit from that, but I don’t bring into my native system of record. 
· We often say, look, it has to be in my EMR because it has to be in workflow. Well, that’s the work that’s done when you’re in front of the patient during the encounter. Population health is what occurs to the left and right of the encounter by definition
· A lot of our experience says you have to have the human HIE that’s layered on top of your HIE to give it context and get it to the right person. Because the most sophisticated directory can’t even say, in this circumstance it really needs to go to the rooming nurse instead of this person or that person.
· Appropriate government role
· Government needs to carefully balance policy of stepping in and keeping hands off. Old school W-10 needs too many signatures, but don’t want to do standards that hinder innovation. Could we automate the care plan somehow with some standards, but not necessarily go to the level of creating standards that will inhibit the future innovation, as we evolve?
· We’re talking about building systems to meet today’s environment but in three years, if we’re all in a capitated environment in Connecticut, hopefully, we won’t need claims. Don’t build those standards based on the old direction.
· Today CMS inhibits certain things, but in the future, could be offering something like a value based insurance plan with different incentives to adhere to medication. If it is in a capitated type of world, we may have simplified the claims. So let’s think about what’s the system you need for that environment we’re coming up to instead of the one we’re leaving behind.
· Let’s be cautious, you might have to let the private sector get to a certain point before you standardize, because if you look at standards for the Internet, it too Microsoft or someone to get there first, create a monopoly or whatever before you tried to create the Internet kinds of standards in many ways.
· We need to recognize a difference between universal definitions and technical standards. Even if we don’t have standards, we need a universal definition for instance, for medication reconciliation. Right now you get 100 different definitions, but as we expand the care team it’s going to be really important to know what that means.
· HIE
· We don’t need to call it a bricks and mortar HIE, but we’re going to need some sort of communication across systems, and with the state, even with major consolidation happening. 
· We have to embrace the complexity of the communication challenge of how broad and deep we ultimately want to go. Which back to your point, I think, is we’re building an ultra-large-scale system of complex systems that interrelate. 
· Team feels we’ve gone pretty far in terms of CCDS, but not very far in terms of psychosocial behavioral elements in documents
· State Drivers
· One of the roles ONC could have is actually attempting to measure the effects of those different approaches. There are laboratories going on right now, let’s make sure we capture those learning’s rather than burn calories on pushing
· Integrating with IT platforms of MU ineligible providers
· In the absence of a perfectly functioning, elegant exchange of information, you have to layer on a human HIE on top of your HIE. Context is so important when it comes to this care coordination and that is what providers are always demanding.
· Meaningful use funding was a critical component for changing the terms of the conversation around modernization, and is still needed today to get all these other miscellaneous community components integrated, the SNFs, etcetera. We need the funding for that.

Panel 4: Vendors/Service Providers Enabling Accountable Care
Moderator:  Karen Bell
Matt Eirich, The Advisory Board
· Advisory Board’s Crimson platform provides support for organizations who are moving towards accountable care and that includes cost and quality profiles on 360,000 physicians in the US and details on the care of over 25 percent of all inpatient discharges and millions of outpatient encounters. 
· With widespread adoption of patient management models, concerned that the IT infrastructure is not going to scale fast enough to get outcomes. 
· Three primary functions health IT and population health: stratifying patients according to risk, using all available data, claims, clinical and even patient reported, migrating from side-load care management towards a cross-enterprise, cross-continuum platform, and tools to actually allow providers and patients to share data with one another.
· Each element requires timely access to information, only can manage what we can measure.
· Three data management challenges in managing at-risk populations: 1) the host of technical, contractual, legal issues that make it difficult to get data out of the EMR that oftentimes retards or makes impossible the innovation that we seek; 2) it is difficult getting data from the appropriate systems out into the appropriate activities in order to support interventions, especially on real-time basis, and 3) even if we can derive insight from data, it’s oftentimes difficult to get it back to whoever the member of the care team is to help them make an intervention -- there isn’t real estate in the workflow in order to deliver a particular insight.
· Suggested three ways to improve population health tools: 1) require EMR vendors to provide standard APIs or a set of APIs to extract and input data into the EMR, 2) further specification of standards for data transport between systems, and 3) policies that move towards greater data sharing between and among providers and facilities who are engaged in population health.
Dan Haley, AthenaHealth
· AthenaHealth is a cloud-based provider for EHRs. 
· Clients express confusion and frustration about wanting to participate in value based models but because they are independent and small practice docs they cannot. Athena has a proposal around allowing providers to aggregate around shared infrastructure under ACO programs.
· In places where providers really have contrived workarounds to basically check the boxes, they find themselves struggling from data integration and a data infrastructure perspective. These providers face four key challenges without these capabilities: 1) robustly measuring performance, 2) identifying individual needs of patients in order to tailor care management, 3) right-sizing their population health resource investments to make sure that they’re getting the right population health attention to the right people, and 4) rewarding clinicians appropriately for the level of value that they are providing to the patients. 
· AthenaHealth engaged in the Commonwell effort to share information across a number of EHR vendors using national standards. 
Joshua Seidman
· Stage 2 definitely cannot get here fast enough, particularly as it relates to accountability for population health. Many providers just cannot get the data they need, when they need it and how they need it in a Stage 1 world. 
· Stage 1 EHR really provides information basically about the care for a particular patient in a particular setting, rather than bringing in information from the person and from multiple settings. 
· Stage 3 is also going to be necessary for managing accountable care. Especially if those Stage 3 requirements facilitate the addition and incorporation of patient-generated health data, really as part of broadening the definition of what constitutes data relevance to the patient’s health.
· Many of the issues that drive high-cost and inefficient care relate less to clinical needs and social needs. And yet the current data that are in most EHRs focus almost exclusively on the former. HIT systems really must incorporate social issues, or they won’t serve the needs of ACOs and management of populations.
· In addition to integrating data from multiple systems, key challenge for providers is figuring out how to generate manageable reporting. Specifically it’s around how to balance the need for sufficient granularity so that people have the information that’s actionable, with the demand for succinctness that today’s leaders really demand.
· Most of the progressive delivery systems are still operating in a situation where they have a small fraction of their revenue related to value-based care. And having a foot in each of those two worlds is really challenging thing for them.

DISCUSSION
	
· Continuing Interoperability challenges
· There is still a market for vendors who aren’t sufficiently interoperable out there, which is being supported by ongoing incentive payments. Viable long term players in the industry recognize that interoperability will be the norm—expecting a great culling of EHRs to come.
· Large medical groups and ACOs have an incentive to stay within their data silos, incentive to lock patients and providers into silos. 
· Don’t know what interoperability is going to mean in 5 years, need to focus on outcome-based measures more than more than standards and certification that may be obsolete tomorrow.
· Stage 2 will help around portability and bringing information across provider boundaries. 
· Needs to be some very specific ways in which vendors have much more of an incentive to figure out how to easily share data and mitigate the challenge of integrating data across multiple EHRs as well as from a single EHR into the broader population health technology platform.
· When the Advisory Board talks with providers strategically, they just don’t find the incentives to push their vendors for the level of interoperability desired. They would like interoperability among certain sets of providers in certain markets but not necessarily full transparency everywhere for every bit of information.
· The power dynamic between vendor and customer in this situation is dynamic--it’s all on the buyer side before the contract is signed, and then it’s largely on the vendor side afterward. For core transaction systems like EMRs the root impact of that is that it makes doing innovative things that are outside of what is offered by the vendor challenging.
· Transaction fees
· AthenaHealth has model where recipient pays a dollar back to sender under waiver to do that from HHS OIG. Finding transaction fees paid by sender is a barrier for health systems to send information to their ambulatory clients.
· Access to Claims Data
· Biggest problem with claims for organizations that are really trying to drive real-time improvement is the lag in claims. If you’re trying to be a responsive delivery system and trying to keep on top of managing health and keeping on top of improvement, it’s very hard to do that. 
· For health systems getting into managing health systems or managing populations biggest issue is underlying risk, not known until contract is signed, ability to understand up front about the risks would help eliminate some of the uncertainty about moving to a value based environment.
· Policy Recommendations
· MU was supposed to do both adoption and effective use—regulators need more steadfastness with what policymakers are asking of industry instead of acquiescing to vendors who complain that the standards as put forth are too difficult to meet. Doctors adopt technology based on government stamp of approval, when they find that technology doesn’t do what it was supposed to do, they are the ones left hanging.
· Future stages of meaningful use and other things really need to ensure that we go beyond clinical data, that the data that flows through HIT and HIE are going to be data that help organizations to manage the overall needs of a population, and many of those data are not clinical in nature. 
· Advisory Board has found when trying to add intervention on top of an EHR, certain vendors have said, if you do that, we may void your warranty on your $100 million EMR investment. Practical policy implication could be to indemnify organizations that endeavor to innovate in that sort of way 
· Adjust penalties to doctors, instead penalize vendors that are failing clients—could waive penalties for doctors that replace non MU compliant EMRs with MU compliant EMRs.
· Paid claims database largely under lock and key, looking at mandating the opening of the database under proposed Wyden Grassley bill.
· Transparency of Market Offerings for Population Health Management
· Advisory Board finds that physician groups are actually pretty savvy and ask the best questions, unclear to what degree transparency is a critical issue.
· Yes, data analytics and warehousing applications could use more transparency -- users of data need to know where data is coming from and paradigm for curating it, HIEs are becoming big black boxes full of data where providers pour their data in, but nobody pulls it out because they don’t know if they can trust it.
· Need more transparency in the methodologies and publishing those such that people can make those comparisons, can understand more in terms of the performance of these tools in a more public way before people actually commit to them, run them for two years and these realize these are not the patients they care about.
· For better or worse providers actually want to keep that very close to the vest, they’ll say, we are going to be the ones that define who’s a diabetic and who’s an uncontrolled diabetic and we’re going to titrate – based on what we think is right for our area. The flipside of that is there is real value in the standardization, when we think about benchmarking and being able to do big data type things, having everyone use the same definitions is extraordinarily useful from that perspective.
· [bookmark: _GoBack]We would need to find some way to protect the intellectual property that goes into the algorithm while providing the transparency that would allow individuals to compare results. 
WORKGROUP DISCUSSION	
· Important ethical element to information exchange—as physicians we can’t ethically hoard a particular surgery that we do, it’s considered unethical, because you want to share that for the benefit of all patients. We now have new type of operation within the world of information that needs to be there for all patients, which is the information for accountable care and population health. What’s the difference between me the inventing a new type of laparoscopic surgery and ethically be obligated so that all patients can be helped from that, and an HIT vendor who has some technology that can help all patients?
· Biggest pain point in accountable care is information integration. Heard accountable care organizations having to have three things: a new payment system, information integration, and clinical integration or new forms of care models that will benefit patients.
· Heard about the need for a truly longitudinal shared record for an individual. 
· Surprised not to hear as much emphasis on the patient.
· Heard a lot of emphasis on providers wanting to know who they are dealing with, including calls for a universal health identifier, and community master patient indices.
· Lots of interest in services to find out where patients are getting care from, such as patient event notifications, which will be included in Meaningful Use.
· Heard many organizations using registries largely as a manual way of figuring out what care their patients are not getting.
· Lots of interest in standards but seems that mostly this is a reference to content standards, not messaging or containers. 
· Many panelists mentioned the social determinants that need to be considered, the nonmedical and nonclinical information that people want represented on a longitudinal basis.
· Panelists reported that vendors are impeding, charging for, or obstructing the flow of data from system to system and we’re searching for a way to try to address it, if not attenuate that. 
· At this early stage, a lot of people are working on ACO checklists, more the compliance aspect than the transformation intended, like an aggregated provider groups around checklist rather than model of care as people are still learning. The danger is that if you’re following checklist you’re not designing for new model of care.
· Those who were trying to build their infrastructure and satisfy Stage 1 are on their way, while the folks who were operating off of checklists may have a tougher challenge getting to the data infrastructure they need.
· Figuring out how to support these providers is difficult. We need to move data with meaning, but I think the part we’re missing is “and mean it.” One panelist talked about reinterpreting HIE to be a human information exchange organization. I think there are enough standards to get us started, but we’re not fulfilling the human information exchange to take care of either patients or populations.
· We need to ask, why hasn’t the private sector created this yet, what policy levers can we use to support it? Need to look back at the governance model as a mechanism, as a model if not something the government would enforce it. We need some sort of stimulus or catalyst to get these relationships started.
· 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. 
· Discussion missing from hearing around the measures that would matter—we still don’t have anything close to what would really jazz people. We also heard some challenges to whether measures matter at all.
· Vendor piece was clearly the big issue that emerged around the challenges of sharing information. Even when we weren’t talking about complicated, true, critical interoperability, but things that are fairly discreet and more straightforward like ADT information. 
· Important to put frustration in context – Meaningful Use Stage 2 isn’t even in play yet so it is  very early for us to think about what we need to do to correct this situation. The ACO business model is still very new, and even in those organizations that are participating, it is a small portion of their business – on the demand side, it is very early. Still, there are clear risks to overall strategy here—is there any way we can make things a little clearer, either about the future or the value of doing certain things to improve your own future?
· Heard some bright spots around point of care availability of claims and clinical data, even if it is not integrated. Need to think about whether there is some Meaningful Use policies we could think about that would promote or encourage the integration of clinical and claims. You’ve got to know the cost data at the point of care, so not just at your registry level or your database level, but it has to be visible and part of your thinking and your approach to everything. We need a deeper conversation and input from vendors about what all is underneath it, because it can’t just be the EHR we’re concerned about. But should we at least be sure that if the data’s available, that it’s visible on a dashboard?
· Another bright spot we heard was statewide claim data repositories being very helpful in the access of information. Could build upon theme of integration and leverage of claims data within the HIT infrastructure for ACOs more broadly.
· Big majority of 600 ACOs are just getting into upside risk – there are lots of opportunities to remove some administrative burden from them and make it a bit easier. Need to look at opportunities to harmonize approaches among all of the payers including CMS. Also need to look at opportunities to make sure that CDS is effective.
· Notification services built off of ADT feeds to help with readmissions appeared to be an area that everybody agrees is productive. ADT feed is powerful because so many care processes key off those little data elements and the technology isn’t that complicated. Many are doing this around the country but problem is that it is not scaling. Many hospitals are still at a point where they just don’t want to share the data. Unclear what the regulatory fix would be—could say that you have to send an e-discharge summary to be paid by Medicare, but that would be a high bar and may not be likely. Already in Meaningful Use draft. Could also think about how it could be supported by the 90/10 Medicaid lever. 
· Heard across the board that you can’t integrate information: you can’t reach out and pull it in, because there are walls between me and that information, between you and the information that you need. And those walls are constructed on purpose. We are being held hostage to the information that is in silos.
· Didn’t hear a lot of comment about pharmaceuticals from panelists. Physicians want to know if the patient in fact pick up that prescription and if so, how many pills? Because what we’re finding are barriers are actually the cost of the medications. We’ve seen drastic changes in the way our patients are receiving care by just having access to that information. 
· Can we monitor product capacity to effectively exchange data, say this is unacceptable performance for what we’re trying to achieve and threaten to revoke certification to modify certain behaviors?
· Prospective investment was a key item for success—large organizations with capital who could do prospective investment had leg up, advance payment was only way they could do that work.
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