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May 1, 2015
	
Office of the National Coordinator for Health Information Technology
U.S. Department of Health and Human Services

Attention: Minnesota e-Health Initiative Statewide Coordinated Response to the 2015 Interoperability Standards Advisory. 

The Minnesota e-Health Initiative is pleased to submit comments on the 2015 Interoperability Standards Advisory. We appreciate the work done to date by the ONC to identify best available standards and implementation specifications necessary for care coordination. Thank you for providing an opportunity to submit comments for your consideration. Should you have questions you may contact: 

Kari Guida, MPH, MHI
Senior Health Informatician
Office of Health Information Technology, Minnesota Department of Health
kari.guida@state.mn.us 

Sincerely,
[image: L:\MN e-Health\Letters\LaVenture signature.jpg]
Martin LaVenture, PhD, MPH
Director 
Office of Health Information Technology, Minnesota Department of Health
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	Alan Abramson, PhD		
Co-Chair, MN e-Health Advisory Committee	
Chief Information Officer		
HealthPartners
	Bobbie McAdam
Co-Chair, MN e-Health Advisory Committee
Senior Director, Business Integration
Medica Health Plans
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CC:
· Jeff Benning, CEO, Lab Interoperability Collaborative, Co-Chair, Minnesota Coordinated Response
· Greg Linden, Vice President, Information Services/Chief Information Officer, Stratis Health, Co-Chair, Minnesota Coordinated Response
· Diane Rydrych, Director, Division of Health Policy, Minnesota Department of Health
The Minnesota e-Health Initiative Statewide Coordinated Response to the 2015 Interoperability Standards Advisory
Introduction and Approach
Minnesota e-Health Advisory Committee
The Minnesota e-Health Advisory Committee is a 25-member legislatively-authorized committee appointed by the Commissioner of Health to build consensus on important e-health issues and advise on policy and common action needed to advance the Minnesota e-Health vision (Figure 1). The Committee is comprised of a diverse set of key Minnesota stakeholders, including: consumers, providers, payers, public health professionals, vendors, informaticians, and researchers, among others. 

Figure 1: The Minnesota e-Health Vision is to accelerate the adoption and effective use of electronic health record systems and other health information technology in order to improve health care quality, increase patient safety, reduce health care costs and improve public health. The vision’s comprehensive scope includes four domains: 
· Consumers
· Clinicians
· Policy/Research
· Public Health



For the past ten years the e-Health Initiative, led by the Minnesota e-Health Initiative Advisory Committee and the MDH Office of Health Information Technology (OHIT), has pushed for and supported e-health across the continuum of care; as a result, Minnesota is a national leader in implementation and collaboration. The committee is co-chaired by Bobbie McAdam, Senior Director, Medica and Alan Abramson, Senior Vice President, HealthPartners. See Appendix A for a listing of current Advisory Committee Members.

Workgroups
Committee members participate in workgroups to dive into detailed topics such as privacy and security, health information exchange, and standards and interoperability. The workgroups are the primary vehicle for receiving public input and investigating specific e-health topics through discussion and consensus-building. Each workgroup has a charter declaring the purpose, schedule, deliverables, and co-chairs that guide the process. The co-chairs and workgroup participants contribute subject matter expertise in discussions, research, and analyses through hundreds of hours of volunteer time. OHIT staff facilitate, analyze and interpret data, and summarize findings that will contribute to e-health policy development. Workgroup participants are recruited statewide and are open to the public via in-person meetings and dial-in options.

Statewide Coordinated Response Approach
This statewide coordinated response to the request for public comment invited multiple stakeholders, including the Advisory Committee and workgroups, from the Minnesota health and healthcare system to participate in two conference calls and submit written comments. Jeff Benning, Lab Interoperability Cooperative, and Greg Linden, Stratis Health provided leadership as co-chairs of the response and OHIT coordinated the work.

The Initiative recognizes the value in identifying best available standards and implementation specification for stakeholders that will advance the nation towards an interoperable HIT ecosystem, advance research, and achieve a learning health system. However, we identified areas needing more clarity or action in the comments and recommendations below. The Initiative is providing feedback three ways: general comments and recommendations, response to questions regarding the interoperability standards advisory, and comments and recommendations by section. We strongly encourage consideration of these comments and recommendations. 
General Comments and Recommendations
1. We strongly support the development and use of the Standards Advisory and applaud the ONC for their effort. 
2. We recommend the collection and sharing of best practices on how states and organizations will or are using the Standards Advisory. For example, in Minnesota we will be determining how to best use the Standards Advisory in conjunction with the Minnesota e-Health Standards Guide. 
3. We strongly recommend a column for what is the current standard and a column for future standards. The future column should include 1) emerging standards and include information or a link on the status of development and testing 2) date of next version of standard to be released; and 3) date of retirement/replacement of standard and what the replacement will be. This will assist providers and states in preparing for and paying for standards implementation and addressing version control issues. This should also be applied to the implementation specifications. 
4. We suggest adding a best practices column to the semantic standards (Table 1). This is an excellent opportunity to address workflow, mapping, and policy issues necessary for successful implementation of standards. 
5. We also suggest some formatting and organizational changes to improve the usability of the Standards Advisory. 
a. All the links to the standards and implementation guides should lead directly to the actual standard or implementation guide. This lack of connection made it difficult for public comment and will make it difficult for providers and states that want to simply see or understand the actual standard. 
b. The purposes should be grouped by topic, not alphabetically. For example, the three allergy related purposes should be grouped together. 
c. Use a note of “see also” were applicable. For example, noting in the immunization registry reporting in Section 2 to see also the immunization administered and immunizations historical standards in Section 1. 


Questions Regarding the Interoperability Standards Advisory
5-1. What other characteristics should be considered for including best available standards and implementation specifications in this list?
No comment.
5-2. Besides the four standards categories included in this advisory, are there other overall standards categories that should be included?
We support the current standards categories. 
5-3. For sections I through IV, what “purposes” are missing? Please identify the standards or implementations specifications you believe should be identified as the best available for each additional purpose(s) suggested and why.
For section I, Minnesota recommends the addition of four additional purposes:
Medication Therapy Management: This purpose is important as the pharmacist and pharmacy role in health care and care coordination changes. We propose using Implementation Guide for CDA Release 1 Medication Therapy Management Program Medicare Part D and HL7 Implementation Guide for CDA® Release 2: Consolidated CDA Templates for Clinical Notes.
Patient address: This purpose is necessary for verification of patient identity. In addition, this standardized information is important for research, public and population health, and accountable care activities. The ONC should consider the use of United States Postal Office address standards. 
Substance Use: This purpose is important to care and would include substance type (i.e. tobacco, alcohol, cannabis), level of use, and route of administration.
Nursing notes: The Minnesota e-Health Standards and Interoperability Workgroup identified several reasons for recommending nursing terminology standards including:
· It is commonplace for patients to move between health care settings; there is a need for information to move with them;  
· Standard nursing terminologies are needed for better assessment, diagnosis and treatment of individual patients; and
· Although there are many nursing terminologies in use, some of which are well suited for specific settings, there is currently no single national nursing terminology standard or set of standards.

On May 22, 2014 the Minnesota e-Health Advisory Committee voted to adopt the Standards and Interoperability Workgroup’s findings and recommendations regarding the need for standardized nursing terminology in health and health care settings. The following recommendations have been approved by the Minnesota Commissioner of Health and will be incorporated in the next edition of the Minnesota e-Health Standards and Interoperability Guide. 

1. All health and health care settings should create a plan for implementing an American Nursing Association (ANA) recognized terminology within their electronic health record (EHR).
2. Each health and health care setting type should achieve consensus on an ANA recognized standard terminology that best suits its needs and select that terminology for its EHR, either individually or collectively as a group (e.g. EHR user group).
3. Education should be provided and guidance be developed for selecting the terminology standard that suits the needs for a specific health and health care setting.
4. When exchanging a Consolidated Clinical Document Architecture (C-CDA) document with another setting for problems and care plans, SNOMED-CT and LOINC terminologies should be used for exchange.
5. The Omaha System terminology for exchange between public health or community-based settings for reporting of results should be used where appropriate (e.g., two public health agencies or a public health and home care agency that both use the Omaha System). Exchange between providers that do not use the Omaha System and a provider that does will require a common terminology for exchange which should be SNOMED-CT and LOINC.
The Minnesota Department of Health adopted these recommendations on August 6, 2014 and encourages regional and national organizations to support the national adoption of standard nursing terminologies.
For Section 3, we recommend the following addition:
PHINMS: is widely used in the public health community. We recommend adding it to section 3. We suggest including information on the discontinuation of PHINMS as this will be a big transition for public health. 
For all sections, we recommend the inclusion of standards and implementation specifications for personal health records. Minnesota has a TEFT funded project. There is a strong need for standards and implementation specification for personal health records. These standards and implementation specifications need to 1) advance consumer engagement and education and 2) be designed for many consumer platforms for accessing information. 
5-4. For sections I through IV, is a standard or implementation specification missing that should either be included alongside another standard or implementation specification already associated with a purpose?
We would encourage the addition of Medication History within e-prescribing. 
5-5. For sections I through IV, should any of the standards or implementation specifications listed thus far be removed from this list as the best available? If so, why? 
There is a lot of potential for FHIR but it seems premature to name as a standard for today perhaps for the future.


[bookmark: _GoBack]5-6. Should more detailed value sets for race and ethnicity be identified as a standard or implementation specification?
The OMB Standards do not align with the recommendations of the IOM report Capturing Social and Behavioral Domains and Measures in Electronic Health Records: Phase 2. Minnesota has reviewed both standards through the work of the Minnesota e-Health Initiative Standards and Interoperability Workgroup. This work found the need for a more detailed value set for race and ethnicity such as the U.S. Census that the IOM recommends. There is a need for national consensus and federal program consensus on the race and ethnicity value set. It is a burden on states and providers to ask for this information in numerous ways. Therefore, we recommend that the ONC use more detailed race and ethnicity value set to better meet the needs of our communities and to advance health equity and reduce health disparities. We also recommend that the ONC and other federal partners reach national consensus on the race and ethnic value set. This discussion must include providers from across the care continuum and have strong consumer engagement.
 5-7. Should more traditionally considered “administrative” standards (e.g., ICD-10) be removed from this list because of its focus on clinical health information interoperability purposes?
We recommend the inclusion of administrative standards that are necessary for accountable care and health transformation activities. Minnesota’s SIM project and other accountable care activities have shown administrative standards are needed for both the success of accountable care and improved patient coordination. We strongly support using the CCHIT’s A Health IT Framework for Accountable Care to identify the standards. Functions, from the CCHIT report, to review for administrative standards include:
1. Access real time health insurance coverage information (Care Coordination)
2. Administrative simplification for patients (Patient & Caregiver Relationship Management)
3. Administrative simplifications for operations (Financial Management)
4. Normalization and integrated data (Financial Management)
5. Health assessment of entire patient population (Financial Management)
6. Patient attribution algorithms (Financial Management)
7. Performance Reports (Financial Management)
8. Risk sharing analytics (Financial Management)
5-8. Should “Food allergies” be included as a purpose in this document or is there another approach for allergies that should be represented instead? Are there standards that can be called “best available” for this purpose?
We recommend keeping food allergies but changing to food and environment allergens.
5-9. Should this purpose category be in this document? Should the International Classification of Functioning, Disability and Health (ICF) be included as a standard? Are there similar standards that should be considered for inclusion?
Minnesota has discussed the functioning and disability standards issue through Minnesota e-Health Initiative Standards and Interoperability Workgroup. There are numerous legal and medical definitions and uses of disability and functioning status. The use of this purpose needs to be clarified before a standard can be agreed to. We recommend the ONC and federal partners bring together stakeholders, including consumers, to discuss how disability and functioning can best be used for care coordination and accountable care activities.  
5-10. Should the MVX code set be included and listed in tandem with CVX codes?
We agree that use of MVX in combination with CVX allows for more granular exchange of data. However, we recognize that in many cases the MVX may not be known while the CVX is, especially for administered vaccinations. Combining the two is valuable but should not be a required if it would cause a reduction in the ability to send historical vaccination information.
5-11. Public health stakeholders have noted the utility of NDC codes for inventory management as well as public health reporting when such information is known/recorded during the administration of a vaccine. Should vaccines administered be listed as a separate purpose with NDC as the code set?
We do not feel that vaccines administered be listed as a separate purpose with NDC as the code set. Going forward NDC would convey valuable information however it is our understanding that in the past NDC codes have been reused for different vaccine (or perhaps different batches of the same vaccine).
5-12. Is there a best available standard to represent industry and occupation that should be considered for inclusion in the 2016 Advisory?
Industry and occupation codes are very important for research and as social determinants of health and health equity. Capturing industry and occupation codes is very complicated. It is also important to know if the individual is employed, in the military and other factors of employment. We recommend reviewing the National Institute for Occupational Safety and Health (NIOSH) comments for the IOM report Capturing Social and Behavioral Domains and Measures in Electronic Health Records: Phase 2. We also strongly support the addition of an employment status measure such as identified by NIOSH with the following values:
· Employed for Wages
· Active Duty Military
· Volunteer
· Student
· Homemaker
· None of the Above

5-13. If a preferred or specific value set exists for a specific purpose and the standard adopted for that purpose, should it be listed in the “implementation specification” column or should a new column be added for value sets?
We recommend a separate column.
5-14. Several laboratory related standards for results, ordering, and electronic directory of services (eDOS) are presently being updated within HL7 processes. Should they be considered the best available for next year’s 2016 Advisory once finalized?
No comment. 
5-15. Are there best available standards for the purpose of “Patient preference/consent?” Should the NHIN Access Consent Specification v1.0 and/or IHE BPPC be considered?
This is an area where more work is needed. We recommend the ONC support projects that can advance patient preference/consent standards. 
5-16. For the specific purpose of exchanging behavioral health information protected by 42 CFR Part 2, does an alternative standard exist to the DS4P standard?
No comment
5-17. For the 2015 list, should both Consolidated CDA® Release 1.1 and 2.0 be included for the “summary care record” purpose or just Release 2.0?
No comment
5-18. Should specific HL7 message types be listed? Or would they be applicable to other purposes as well? If so, which ones and why? 
No comment


	Section 1: Semantics
	
	

	Purpose
	Standard(s)
	Minnesota e-Health Initiative Comments and Recommendations

	Allergy reactions
	SNOMED-CT
	Comments
It is not clear what would go into each of the three allergy purposes, allergy reactions, food allergies, and medication allergies. 

Recommendations
1. We recommend that the allergy purposes be grouped together.
2. We recommend keeping food allergies but changing to food and environment allergens.
3. We recommend defining each allergy purpose and what would be part of each purpose. 

	Care team member (health care provider)
	National Provider Identifier (NPI)
	Comments
NPI does capture most providers but misses other providers and caregivers who are necessary for coordinated care. There is a need to also share information on the roles of the providers. 

Recommendations
1. We recommend that the ONC identify or develop a provider and caregiver identifier for all providers across the care continuum that provides enough detail to be used for care coordination (e.g. not an organization but an individual provider). This should include family members, patient-authorized representatives, and other non-provider care team members. 
2. We recommend that the ONC or partners address the lack of standards for the role providers play in the care coordination.

	Ethnicity
	[R]OMB standards for Maintaining, Collecting, and Presenting Federal Data on Race and Ethnicity, Statistical Policy Directive No. 15, Oct 30, 1997
[R]SNOMED-CT


	Comments
The OMB Standards do not align with the recommendations of the IOM report Capturing Social and Behavioral Domains and Measures in Electronic Health Records: Phase 2. Minnesota has reviewed both standards through the work of the Minnesota e-Health Initiative Standards and Interoperability Workgroup. This work found the need for a more detailed value set for race and ethnicity such as the U.S. Census that the IOM recommends. There is a need for national consensus and federal program consensus on the race and ethnicity value set. 

Recommendations
1. We recommend that the ONC use more detailed race and ethnicity value set to better meet the needs of our communities and to advance health equity and reduce health disparities. 
2. We recommend that the ONC and other federal reach national consensus on the race and ethnic value set. This discussion must include providers from across the care continuum and have strong consumer engagement. 

	Encounter diagnosis
	 [R]ICD-10-CM


	Comments
There are reasons that both administrative and care/medical processes would need the encounter diagnosis. The encounter diagnosis can be used independently or complementary to clinical purposes. Beyond encounter diagnosis, other administrative data may be necessary for accountable care and health transformation activities. 

Recommendations
We recommend not removing the administrative standards from the Standards Advisory. We recommend the inclusion of administrative standards that are necessary for accountable care and health transformation activities. Minnesota’s SIM project and other accountable care activities have shown administrative standards are needed for both the success of accountable care and improved patient coordination. We strongly support using the CCHIT’s A Health IT Framework for Accountable Care to identify the standards. Functions, from the CCHIT report, to review for administrative standards include:
1. Access real time health insurance coverage information (Care Coordination)
2. Administrative simplification for patients (Patient & Caregiver Relationship Management)
3. Administrative simplifications for operations (Financial Management)
4. Normalization and integrated data (Financial Management)
5. Health assessment of entire patient population (Financial Management)
6. Patient attribution algorithms (Financial Management)
7. Performance Reports (Financial Management)
8. Risk sharing analytics (Financial Management)

	Family health history
	[R]SNOMED-CT
	Comments
Family health history needs more identified and shared best practices in both the documentation and mapping.
	
Recommendations
The ONC or other federal partners should support activities to better document and map family health history. This work should include genetic testing, health equity, and care across the continuum. 

	Food allergies
	
	Comments
It is not clear what would go into each of the three allergy purposes, allergy reactions, food allergies, and medication allergies.

Recommendations
1. We recommend that the allergy purposes be grouped together.
2. We recommend keeping food allergies but changing to food and environment allergens.
3. We recommend defining each allergy purpose and what would be part of each purpose.

	Functioning and disability
	
	Comments
Minnesota has discussed the functioning and disability standards issue through the Minnesota e-Health Initiative Standards and Interoperability Workgroup. There are numerous legal and medical definitions and uses of disability and functioning status. The use of this purpose needs to be clarified before a standard can be agreed to.

Recommendations
We recommend the ONC and federal partners bring together stakeholders, including consumers, to discuss how disability and functioning can be used for care coordination, health equity, and accountable care activities.

	Gender identity
	SNOMED-CT
	Comments
Although the IOM report Capturing Social and Behavioral Domains and Measures in Electronic Health Records Phase 2 did not include gender identity as a selected domain or measures, the Minnesota Department of Health recommends collection using What is your current gender identity?
· Male
· Female
· Transgender Man/Transgender Male/Female-to-Male (FTM)
· Transgender Woman/Transgender Female/Male-to-Female (MTF)
· Gender queer/Gender non-conforming
· Different identity, please specify
Recommendations
We recommend the ONC and federal partners bring together stakeholders, including consumers, to discuss how gender identify can be used for care coordination, health equity, and accountable care activities.

	Immunizations – Historical
	· [R]HL7 Standard Code Set CVX
· MVX 
	Comments
We strongly agree that this is an appropriate set and acknowledge that the MVX may not always be known but would be best if it was sent when known.

Recommendations
We recommend the purpose and standards. 

	Immunizations – Administered
	National Drug Codes (NDC) 
	Comments
There is value in using NDC code but we strongly suggest continued support for CVX/MVX for administered vaccinations. It will require significant resources to accept and process NDC codes for administered vaccines. There are many more NDC codes than CVX codes and NDC codes change more frequently. In addition, NDC codes may provide more information about the presentation of the vaccine (single use or multi-use vial); however, it does not always convey additional detail regarding the specific vaccine administered.

Recommendation
We recommend the purpose and standard but also recommend the continued support for CVX/MVX for administered vaccinations.

	Industry and occupation
	
	Comments
Industry and occupation codes are very important for research and as social determinants of health and health equity. Capturing industry and occupation codes is very complicated. It is also important to know if the individual is employed, in the military and other factors of employment. 

Recommend
1. We recommend reviewing the National Institute for Occupational Safety and Health (NIOSH) comments for the IOM report Capturing Social and Behavioral Domains and Measures in Electronic Health Records: Phase 2.
2. We strongly support the addition of an employment status measure such as identified by NIOSH with the following values:
· Employed for Wages
· Active Duty Military
· Volunteer
· Student
· Homemaker
· None of the Above

	Lab tests
	[R]LOINC
	Comments
This purpose is unclear. 

Recommendations
1. We recommend a purpose for lab orders with LOINC as the standard.
2. We recommend a purpose for lab results with SNOMED as the standard.

	Medications
	[R]RxNorm
	Comments
Does the term “medications” include OTC and herbal supplement? In addition, the definition needs to consider what the person/consumer considers medication. In Minnesota, medical cannabis will available July 1, 2015. How would this be in the medication list?

Recommendations
1. We recommend defining medications and working with consumer groups to make sure that all medications taken by patients can be included in the medication list. 
2. We recommend the quick movement to add medical cannabis as a medication to RxNorm. 

	Medication allergies
	[R]RxNorm
	Comments
It is not clear what would go into each of the three allergy purposes, allergy reactions, food allergies, and medication allergies.

Recommendations
1. We recommend that the allergy purposes be grouped together.
2. We recommend keeping food allergies but changing to food and environment allergens.
3. We recommend defining each allergy purpose and what would be part of each purpose.

	Numerical references and values
	The Unified Code of Units of Measure
	Comments
Minnesota discussed how these can be used in some situations but are not used in others (dosing). 

Recommendations
We recommend providing clarity on when and how these standards should be used. 

	Patient “problems”
(i.e., conditions)
	[R]SNOMED-CT
	Comments
None

Recommendations
We support this purpose and standard.

	Preferred language
	· ISO 639-1
· [R]ISO 639-2
· ISO 639-3
· RFC 5646
	Comments
Does this refer to reading or hearing? The Minnesota Department of Health recommends three questions on language
1. How well do you speak and understand English?
· Very well
· Well
· Not well
· Not at all

2. In what language do you prefer to read about health information?

3. In what language do you prefer to hear about health information?

Recommendations
We support the standard that is the most comprehensive and can be used to document both written and verbal communication. 

	Procedures (dental)
	[R]Code on Dental Procedures and Nomenclature (CDT)
	Comments
No comment

Recommendation
We support the purpose and standards.

	Procedures (medical)
	[R]SNOMED-CT
[R]the combination of CPT-4/HCPCS
[R]ICD-10-PCS
	Comments
No comment

Recommendation
We support the purpose and standards. 

	Race
	[R]OMB standards for Maintaining, Collecting, and Presenting Federal Data on Race and Ethnicity, Statistical Policy Directive No. 15, Oct 30, 1997.
	Comments
The OMB Standards do not align with the recommendations of the IOM report Capturing Social and Behavioral Domains and Measures in Electronic Health Records: Phase 2. Minnesota has reviewed both standards through the work of the Minnesota e-Health Initiative Standards and Interoperability Workgroup. This work found the need for a more detailed value set for race and ethnicity such as the U.S. Census that the IOM recommends. There is a need for national consensus and federal program consensus on the race and ethnicity value set. 

Recommendations
1. We recommend that the ONC use more detailed race and ethnicity value set to better meet the needs of our communities and to advance health equity and reduce health disparities. 
2. We recommend that the ONC and other federal entities need to reach national consensus on the race and ethnic value set. This discussion must include providers from across the care continuum and have strong consumer engagement.

	Radiology
(interventions and procedures)
	RadLex
	Comments
No comment

Recommendation
We support the purpose and standards. 

	Sex
	HL7 Version 3 Value Set for Administrative Gender
	Comments
No comment

Recommendation
We support the purpose and standard. 

	Sexual orientation
	SNOMED-CT
	Comments
The Minnesota Department of Health uses/suggests using 

Do you consider yourself to be:
· Lesbian, gay or homosexual
· Straight or heterosexual
· Bisexual
· Queer

Recommendations
We support the purpose and the standard but encourage SNOMED-CT to update and add Queer and other options necessary to advance health equity and reduce health disparities

	Smoking status
	[R]SNOMED-CT
	Comments
SNOMED-CT standards for smoking only get at use not substance or route. We understand that SCRIPT is changing to include substance type, level of use and route of administration. This information is very valuable. 

Recommendation
We recommend a purpose of substance use that can be exchanged via standards such as those developed by NCPDP that include substance type (i.e. tobacco, alcohol, cannabis), level of use, and route of administration.

	Unique device identification
	[R]Unique device identifier as defined by the Food and Drug Administration at 21 CFR 830.3
	Comments
Medical devices are moving towards this standard. Not all past devices may have this code/standard.

Recommendations
We support the purpose and standard.

	Vital signs
	LOINC
	Comment
Minnesota had uncertainty about this standard and if LOINC was used across the care continuum for vital signs.

Recommendations
We recommend ONC investigate it LOINC is used for vital signs across the care continuum. 



	Section 2: Syntax
	
	
	

	Purpose
	Standard(s)
	Implementation Specification(s)
	Minnesota e-Health Initiative Comments and Recommendations

	Admission, discharge, and transfer
	HL7 2.x ADT message7
	
	Comments
None

	Antimicrobial use and resistance information to public health agencies
	HL7 Clinical Document Architecture (CDA®), Release 2.0, Normative Edition
	HL7 Implementation Guide for CDA® Release 2 – Level 3: Healthcare Associated Infection Reports, Release 1, U.S. Realm.
	Comments
This type of information is collected at the Minnesota Department of Health but the standards and implementation specifications are not used. 

Recommendation
We recommend more resources and support for public health agencies to implement and use the standards and implementation specifications.

	Care plan
	HL7 Clinical Document Architecture (CDA®), Release 2.0, Normative Edition
	HL7 Implementation Guide for CDA® Release 2: Consolidated CDA Templates for Clinical Notes (US Realm) Draft Standard for Trial Use Release 2
	Comments
None

	Cancer registry reporting
	HL7 Clinical Document Architecture (CDA®), Release 2.0, Normative Edition
	HL7 Implementation Guide for CDA® Release 2: Reporting to Public Health Cancer Registries from Ambulatory Healthcare Providers, Release 1 (US Realm), Draft Standard for Trial Use
	Comments
None

Recommendations 
1. We support the purpose and standard
2. We recommend more resources and support for public health agencies to implement and use the standards and implementation specifications.

	Case reporting to public health agencies
	IHE Quality, Research, and Public Health Technical Framework Supplement, Structured Data Capture, Trial Implementation, HL7 Consolidated CDA® Release 2.0
	
	Comments
1. This standard is still emerging and may need more work and development to be used across states. 
2. We recommend more resources and support for public health agencies to implement and use the standards and implementation specifications.

	Clinical decision support knowledge artifacts
	
	HL7 Implementation Guide: Clinical Decision Support Knowledge Artifact Implementation Guide, Release 1.2, Draft Standard for Trial Use
	Comments
None

	Clinical decision support services
	HL7 Version 3 Standard: Decision Support Service, Release 2.
	HL7 Implementation Guide: Decision Support Service, Release 1.1, US Realm, Draft Standard for Trial Use
	Comments
None

	Clinical decision support - reference information
	[R] HL7 Version 3 Standard: Context Aware Knowledge Retrieval Application. (“Infobutton”), Knowledge Request, Release 2.
	HL7 Implementation Guide: Service-Oriented Architecture Implementations of the Context-aware Knowledge Retrieval (Infobutton) Domain, Release1.
HL7 Version 3 Implementation Guide:  Context-Aware Knowledge Retrieval(Infobutton), Release 4.
	Comments
None

	Data element based query for clinical health information
	Fast Healthcare Interoperability Resources (FHIR)
	
	Comments
This is an emerging standard with a lot of promise but will need a combination of technical standards to fix interoperability.

Recommendation
We recommend ONC and partners continue to address the issues with FHIR. 

	Drug formulary checking
	[R]NCPDP Formulary and Benefits v3.0
	
	Comments
None

Recommendation
We support the purpose and standard.

	Electronic prescribing
(e.g., new Rx, refill, cancel)
	[R]NCPDP SCRIPT Standard, Implementation Guide, Version 10.6
	
	Comments
None

Recommendation
We support the purpose and standard. 

	Electronic transmission of lab results to public health agencies
	[R]HL7 2.5.1
	HL7 Version 2.5.1 Implementation Guide: Electronic Laboratory Reporting to Public Health, Draft Standard for Trial Use, Release 2 (US Realm), DSTU Release 1.1
	Comments
This is the current standard.

Recommendation
1. We support the purpose and its standard and implementation guide. 
2. We recommend more resources and support for public health agencies to implement and use the standards and implementation specifications.

	Family health history (clinical genomics)
	[R]HL7 Version 3 Standard: Clinical Genomics; Pedigree
	HL7 Version 3 Implementation Guide: Family History/Pedigree Interoperability, Release 1
	Comments
Feedback from the research community would be very useful for this purpose.

Recommendation
We suggest ONC and partners work with the research community to get the appropriate feedback.

	Health care survey information to public health agencies
	HL7 Clinical Document Architecture (CDA®), Release 2.0, Normative Edition
	HL7 Implementation Guide for CDA® Release 2: National Ambulatory Medical Care Survey (NAMCS), Release 1, US Realm, Volume 1- Introductory Material, Draft Standard for Trial Use.
	Comments
None

Recommendations
We recommend more resources and support for public health agencies to implement and use the standards and implementation specifications.

	Images
	Digital Imaging and Communications in Medicine (DICOM)
	
	Comments
None

	Immunization registry reporting
	[R]HL7 2.5.1
	HL7 2.5.1 Implementation Guide for Immunization Messaging, Release 1.5
	Comments
This is the most recent version of the implementation guide and we strongly support its use. Minnesota has begun a project to accept messages formatted to the HL7 2.5.1 release 1.5 standard. 

Recommendations
1. We recommend the implementation guide.
2. We recommend more resources and support for public health agencies to implement and use the standards and implementation specifications.

	Lab - results (receipt)
	
	
	Comments
None

Recommendations
We recommend for all standards and implementation specifications for laboratory consider reference and public health labs. 

	Lab - orders
	
	
	Comments
None

Recommendations
We recommend for all standards and implementation specifications for laboratory consider reference and public health labs.

	Lab - Directory of services
	
	
	Comments
None

Recommendations
We recommend for all standards and implementation specifications for laboratory consider reference and public health labs.

	Patient education materials
	[R]HL7 Version 3 Standard: Context Aware Knowledge Retrieval Application. (“Infobutton”), Knowledge Request, Release 2.
	HL7 Implementation Guide: Service-Oriented Architecture Implementations of the Context-aware Knowledge Retrieval (Infobutton) Domain, Release1.
HL7 Version 3 Implementation Guide:  Context-Aware Knowledge Retrieval (Infobutton), Release 4.
	Comments
None

	Patient preference/consent
	
	
	Comment
There needs to be definitions of consent and preference. Sometimes these terms are used interchangeable. Granular consent needs to be figured out technically. 

Recommendation
1. We recommend defining the terms consent and preference.
2. We recommend figuring out how to technically allow granular consent and then recommend a standard. 

	Quality reporting
(aggregate)
	HL7 Clinical Document Architecture (CDA®), Release 2.0, Normative Edition
	[R]HL7 Implementation Guide for CDA® Release 2: Quality Reporting Document Architecture - Category III (QRDA III), DSTU Release 1
	Comments
None

	Quality reporting
(patient-level)
	HL7 Clinical Document Architecture (CDA®), Release 2.0, Normative Edition
	[R]HL7 Implementation Guide for CDA® R2: Quality Reporting Document Architecture - Category I (QRDA) DSTU Release 2 (US Realm)
	Comments
None

	Segmentation of sensitive information (e.g., 42 CFR Part 2 requirements)
	HL7 Clinical Document Architecture (CDA®), Release 2.0, Normative Edition
	Consolidated HL7 Implementation Guide: Data Segmentation for Privacy(DS4P), Release 1
	Comments
None

	Summary care record
	HL7 Clinical Document Architecture (CDA®), Release 2.0, Normative Edition

	[R]Consolidated CDA® Release 1.1 (HL7Implementation Guide for CDA® Release 2: IHE Health Story Consolidation, Release 1.1 - US Realm)
Consolidated CDA® Release 2.08
	Comments
There needs to be a process for how to move new versions forward. 

	Syndromic surveillance to public health (emergency department, inpatient, and urgent care settings)
	[R]HL7 2.5.1
	
	PHIN Messaging Guide for Syndromic Surveillance: Emergency Department, Urgent, Ambulatory Care, and Inpatient Settings, Release 2.0
	Comments
The Minnesota Department of Health does not support syndromic surveillance. 



	Section 3: Transport
	
	
	

	Purpose
	Standard(s)
	Implementation Specification(s)
	Minnesota e-Health Initiative Comments and Recommendations

	Simple way for participants to “push” health information directly to known, trusted recipients
	Simple Mail Transfer Protocol (SMTP) RFC 5321
For security, Secure/Multipurpose Internet Mail Extensions (S/MIME) Version 3.2 Message Specification, RFC 5751
	
	Comment
It would be good to explain that these standards put together implement direct. 

Recommendation
We recommend that this section have an explanation that the standards put together implement direct.

	Data sharing through Service Oriented Architecture (SOA) - that enables two systems to interoperate together
	Hypertext Transfer Protocol (HTTP) 1.1, RFC 723X (to support RESTful transport approaches)
Simple Object Access Protocol (SOAP) 1.2
For security, Transport Layer Security (TLS) Protocol Version 1.2, RFC 5246
	
	Comment
It would be good to explain that these standards put together implement CONNECT. We strongly support the continued use of SOAP as a transport protocol for immunization messaging. SOAP is already broadly implemented and proven in Minnesota Immunization Information System-EHR interfaces, the Microsoft .net environment (used heavily among EHR vendors) has SOAP support built-in, the SOAP interface can be used to deliver any standardized message. SOAP supports current and future needs around bi-directional immunization exchange.

Recommendation
1. We recommend that this section have an explanation that the standards put together implement CONNECT.
2. We recommend the continued use of SOAP as a transport protocol. 



	Section 4: Services
	
	
	

	Purpose
	Standard(s) and Related Questions
	Implementation Specification(s)
	Minnesota e-Health Initiative Comments and Recommendations

	An unsolicited “push” of clinical health information to a known destination
	[R]Applicability Statement for Secure Health Transport (“Direct”)
[R]SOAP-Based Secure Transport Requirements Traceability Matrix (RTM) version 1.0 specification.
IHE-XDR (Cross-Enterprise Document Reliable Interchange)
NwHIN Specification: Authorization Framework
NwHIN Specification: Messaging Platform
	
	Comment
None

	Query for documents within a specific health information exchange domain
	IHE-XDS (Cross-enterprise document sharing)
IHE-PIX (Patient Identity Cross-Reference)
IHE-PDQ (Patient Demographic Query)
	
	Comment
None

	Query for documents outside a specific health information exchange domain
	IHE-XCA (Cross-Community Access)
IHE-XCPD (Cross-Community Patient Discovery)
NwHIN Specification: Patient Discovery
NwHIN Specification: Query for Documents
NwHIN Specification: Retrieve Documents
	
	Comment
None

	Data element based query for clinical health information
	Fast Healthcare Interoperability Resources (FHIR)
	
	Comment
There is a lot of potential for FHIR but it seems premature to name as a standard for today perhaps for the future.

	Image exchange
	Digital Imaging and Communications in Medicine (DICOM)
	
	Comment
None

	Resource location
	IHE IT Infrastructure Technical Framework Supplement, Care Services Discovery (CSD), Trial Implementation
	
	Comment
None

	Provider directory
	IHE IT Infrastructure Technical Framework Supplement, Healthcare Provider Directory (HPD), Trial Implementation
	
	Comment
None

	Publish and subscribe
	NwHIN Specification: Health Information Event Messaging Production Specification
	
	Comment
None
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Alan Abramson, PhD Advisory Committee Co-Chair Senior Vice President, IS&T and Chief Information Officer HealthPartners
Representing: Health System CIOs

Daniel Abdul
Chief Information Officer UCare
Representing: Health Plans

Laurie Beyer-Kropuenske, JD
Director
Community Services Divisions
Representing: Minnesota Department of Administration

Susan Heichert
Senior Vice President, Chief Information Officer Allina Health
Representing: Large Hospitals

Mark Jurkovich, DDS, MBA
Dentist
Gateway North Family Dental Representing: Dentists

Ruth Knapp
Manager, Health Data Quality
Minnesota Department of Human Services
Representing: Minnesota Department of Human Services

Jennifer Lundblad, PhD
President and Chief Executive Officer Stratis Health
Representing: Quality Improvement

Kevin Peterson, MD Family Physician Phalen Village Clinic
Representing: Community Clinics and FQHCs

Steve Simenson, BPharm, FAPhA President and Managing Partner Goodrich Pharmacy
Representing: Pharmacists

Bobbie McAdam
Advisory Committee Co-Chair
Senior Director, Business Integration Medica
Representing: Health Plans

Wendy Bauman, MPH
Deputy Director
Dakota County Public Health
Representing: Local Public Health Departments

Lynn Choromanski, PhD, RN-BC Nursing Informatics Specialist Gillette Children’s 
Representing: Experts in Health IT

Maureen Ideker, MBA, RN Director of Telehealth Essentia Health
Representing: Small and Critical Access Hospitals

Paul Kleeberg, MD
Clinical Director
Regional Extension Assistance Center for HIT Representing: Physicians

Marty LaVenture, PhD, MPH, FACMI Director, Office of Health IT and e-Health Minnesota Department of Health
Representing: Minnesota Department of Health

Charlie Montreuil
Vice President, Enterprise Rewards and Corporate Human Resources
Best Buy Co., Inc.
Representing: Health Care Purchasers

Peter Schuna
Director of Strategic Initiatives Pathway Health Services Representing: Long Term Care

Stuart Speedie, PhD, FACMI (Resigned 9/14)
Professor of Health Informatics University of Minnesota
Representing: Academics and Clinical Research

Cheryl M. Stephens, MBA, PhD
Executive Director
Community Health Information Collaborative Representing: Health IT Vendors

Donna Watz, JD
Deputy General Counsel
Minnesota Department of Commerce Representing: MN Department of Commerce

Marty Witrak, PhD, RN
Professor, Dean
School of Nursing, College of St. Scholastica
Representing: Academics and Research

Cally Vinz, RN
Vice President, Health Care Improvement Institute for Clinical Systems Improvement Representing: Clinical Guideline Development

Designated Alternates
Sunny Ainley
Associate Dean, Center for Applied Learning Normandale Community College
Alternate Representing: HIT Education and Training

Jeff Benning, MBA
President and CEO
Lab Interoperability Collaborative Alternate Representing: Expert in HIT

Nancy Garrett, PhD
Chief Analytics Officer
Hennepin County Medical Center Alternate Representing: Large Hospitals

Mark Sonneborn
Vice President, Information Services Minnesota Hospital Association Alternate Representing: Hospitals
Cally Vinz, RN
Vice President, Health Care Improvement Institute for Clinical Systems Improvement Representing: Clinical Guideline Development

Bonnie Westra, PhD, RN, FAAN, FACMI
Associate Professor
University of Minnesota, School of Nursing Representing: Nurses

Ken Zaiken
Consumer Advocate
Representing: Consumers

Kathy Zweig
Associate Publisher & Editor-in-Chief Inside Dental Assisting Magazine Representing: Clinic Managers

Barb Daiker, RN, PhD
Manager of Quality Improvement Minnesota Medical Association Alternate Representing: Physicians

Cathy Gagne, RN, BSN, PHN
St. Paul-Ramsey Department of Public Health Alternate Representing: Local Public Health

Susan Severson
Director, Health IT Services Stratis Health
Alternate Representing: Quality Improvement

Trisha Stark, PhD, LP, MPA
Licensed Psychologist
Alternate Representing: Behavioral Health

Meyrick Vaz
Vice President - Healthcare Solutions Optum Global Solutions
Alternate Representing Vendors
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