2/6/2015
Feedback from Philip Marshall MD, MPH

Comments on Overview Section:

Proposed edit:    It strengthens the delivery of health care and long-term services and supports, builds a culture of shared care goals between the delivery of care and individuals that is continuous and collaborative, and allows public health agencies to detect, track, manage, and prevent disease outbreaks. Information also fuels research and innovation, spurring advancements in scientific discovery.

Strategic goals, objectives and strategies:  Consider the following additional goal area: Build a culture of shared care goals.
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An opportunity for a new goal of Shared Care Goals:  The Consumer Workgroup’s public comment on the Federal Health IT strategy is an important and timely event as it boldly proposes a significant transition toward Health IT strategies helping patients and their care providers align around shared care objectives.  I fully support the Workgroup’s recommendation, as stated:

“Health IT should play a crucial role in supporting care delivery systems and individuals coming together (e.g. partnership) around shared goals for their care, and aligning patient engagement efforts as well as quality measurement, reporting and payment efforts around those objectives. The end result will be a health care system that consistently, continuously and collaboratively works with individuals to document, measure, refine and communicate the objectives that are both meaningful to the patient and achievable by the delivery system.  

Thus, the Work Group suggests a new Goal between Goal 3 and 4:  Building a culture of individual, provider and community partnership to achieve shared health and health care goals.  The focus of this goal would be leveraging health IT such that individuals, providers, community-based organizations and other patient supports can partner together to identify, align to and achieve patient goals.   

This new Goal in the Strategic Plan could include several existing/revised Outcomes and Strategies under its umbrella:  care planning, shared decision making, patient-generated health data, health literacy and communication, access to and use of clinical trial data, and more.  In addition, this new Goal could be further buttressed by additional Strategies that advance the role of health IT in areas such as advance directives and social determinants of health (which we comment on further below).  The Work Group also suggests consideration of strategies around quality measurement and payment incentives – specifically, evolving the ability of health IT to efficiently measure quality in the areas of progress toward goals, including process and outcomes measures that are shared between the individual and their care providers; as well as corresponding alignment of incentives for care providers/teams and individuals to document and meet shared goals for health and care.”

My perspective as a physician and as someone who has worked to help consumers become more active and equal partners in their care: Since the HITECH Act of 2009, the phrase “Meaningful Use of EHR Systems” has become a household phrase among physicians. Meaningful Use and the related CMS incentives and penalties have resulted in over 80% of physicians and hospitals now routinely using certified EHR technology in patient care.   It’s notable that two domains – clinical quality measurement and patient engagement – have been kept separate and distinct under the EHR incentive program.  And yet when you look at the requirements of these domains it becomes clear that you can’t achieve most of the quality measurement goals without patients being engaged, and you can’t engage patients unless they understand and buy into the objectives of their care.

The draft Federal Health IT Strategic Plan for 2015-2020 once again presents the delivery system objectives of improving health care quality and supporting the delivery of high-value health care as separate and distinct from the patient-facing objective to empower individual, family, and caregiver health management and engagement.   The Consumer Workgroup has recommended that a new goal should be established that brings providers and patients together around “shared goals” and to align our quality measurement and patient engagement efforts around those objectives. 

In my opinion, this forecasts the next frontier in Health IT – the alignment of patients and their care teams around shared goals.   The implications are significant.  Instead of clinical quality measurement and patient engagement happening in silos, these efforts would be coordinated.  And instead of health care being sporadic and reactive, it would become more continuous and collaborative.  This is all in line with the goal of having a value-based health care system.

From Clinical Quality Measures (CQMs) to Shared Goals
Most of the clinical quality measures that providers must choose among to satisfy the requirements of Meaningful Use require the patients’ participation to achieve, whether in getting timely services, in treatment compliance, or in chronic illness control.  Let’s take the example of blood pressure control.  About one in three American adults suffers from high blood pressure.  Over 75% of these patients require anti-hypertension medications to achieve good control, and yet less than half (47%) are actually in good control.  The Meaningful Use quality measure for blood pressure control reads: “The percentage of patients 18-85 years of age who had a diagnosis of hypertension and whose BP was adequately controlled during the measurement year.”  Measuring this percentage without these patients being fully aligned in their understanding of their diagnosis, understanding their goal of keeping their blood pressures in good control, and agreeing to doing what’s necessary to monitor and meet that care goal could make the quality measure meaningless and unachievable.   Studies suggest that a majority of diagnosed hypertension patients deny that they even have the diagnosis, so how could they possibly be expected to comply with protocols for monitoring and managing it?  A new approach is needed.  When patients are engaged and aligned around shared care goals they have better outcomes.  And if we stop requiring physicians to submit clinical quality measures in a vacuum and instead focus on those goals that the patient understands and agrees to achieving, providers won’t be held accountable to measures and outcomes that they have little control over.  

The role of patient-generated health data
In order to meet the challenge of this exciting new frontier, it will be necessary to transform communications between physicians/care teams and their patients from reactive to proactive; and from ad-hoc to continuous.  Central to this is the idea of “patient-generated health data” or PGHD.   PGHD includes biometric monitoring data as well as patient-reported data (self-reported progress and outcomes).   Gathering and analyzing PGHD on a regular basis will provide the needed insights into the health status of the patient and early indications of issues needing support.  PGHD has gained momentum in the policy realm, with a recent recommendation that PGHD be included as a menu (optional) item under stage 3 Meaningful Use. 

We’re just beginning to explore this new frontier.  Our early experience at Conversa Health has shown that through regular digital outreach to patients with hypertension we can identify almost 30% as needing a change to their care plan to get on track, mostly in the form of medication changes that can be handled quickly and remotely.  Similar clinical outreach following surgery has shown up to a 60% reduction in inbound patient phone calls, improving clinical workflow and identifying complications more quickly and efficiently. 




Standards are already available for PGHD to come into the EHR system
[bookmark: _GoBack]It’s also notable that in our Conversa Health experience HL7 messaging can be conveniently used to bring patient-generated health data into the EHR system.  By summarizing the patient’s status, or summarizing their recent biometric readings, a summary document can be sent into the EHR using the HL7 MDM message type.  Biometric values, such as average systolic or diastolic blood pressure values over a period of time, can be sent into the EHR using the HL7 ORU message type.  Both HL7 messaging standards support structured PGHD being added to the EHR, and even added to the flowsheets for tracking biometric values over time.  These are the same HL7 messaging standards utilized by community labs, meaning that summarized patient-generated health data can utilize the same interfaces already established by EHR systems allowing PGHD to be incorporated seamlessly into the clinical workflow.  In our experience, with the patient and care teams aligned around care goals, regular and structured outreach to patients can result in the right data at the right time that makes the EHR being more complete and improves the efficiency of focusing health care resources on the patients that need them most.   
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