Comment Item:  Connecting Health and Care for the Nation: A Shared Nationwide Interoperability Roadmap Version 1.0.
Comments submitted by Quest Diagnostics
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	Comment

	4
	Text:  
"..2) Motivating the use of those standards through appropriate incentives; …"

Comment: 
Laboratories do not currently receive incentives.

Suggest adding item 4) Evaluate outcome of efforts to establish improved interoperability, e.g. outcome of Draft Standard for Trial Use (DSTU) implementations.

	6
	Text:
Core Technical Standards and Functions
1) Which data elements in the proposed common clinical data set list need to be further standardized? And in what way?

Comment:
"Laboratory test(s)" and" Laboratory value(s)/result(s)" need to be defined at more granular level, leveraging data elements from S&I Framework Lab Result Interface (LRI) and S&I Framework Laboratory Order Interface (LOI) Implementation Guides.

	7
	Text:
Certification Testing
1) In what ways can semantic interoperability be best tested? (e.g., C-CDA content and semantics)?

Comment:
Manual inspection of a message, i.e. comparing that the message sent and end message received has not lost semantic meaning, will be required.  Jurors could use screen captures in EHR or LIS, and produce validation data base reports.  Laboratories do not support translation of terminology, but realize mapping is sometimes required.  If we had terminology mappings that were regionally or nationally vetted and agreed to for example, laboratory local analytes to LOINC, LOINC to CPT mapping created by the National Library of Medicine[footnoteRef:1], this might help to automate the process. [1:  http://www.nlm.nih.gov/research/umls/mapping_projects/loinc_to_cpt_map.html] 


	 8
	Text:
Measurement
1) Does the measurement and evaluation framework cover key areas? What concepts are missing?

Comment:
We believe the receiver of laboratory results could provide suggestions.  One measure we suggest, as example, could be the length of time to set up an interoperable connection.

	10 /12
	Text:  "…data elements"/Common Clinical Data Set – 

Comment:  
Some elements, such as "sex" have both administrative and clinical definitions.  For example, HL7 has the concept of "Administrative Sex" – used for administrative purposes such as billing/claims, inpatient bed assignments, etc., but they also have the concept of (clinical) gender, used for clinical purposes.  These distinctions need to be clear in the Common Clinical Data Set definition.  
Patient's date of birth, weight, height, race and ethnicity have clinical significance for some laboratory tests results and should be carefully defined.   Quest Diagnostics is willing to assist in the definition of clinically significant data, as well as defining data elements that are clinically significant.

	12/13
	Text:  
These standards should enable sharing a common clinical data set, further constrain implementations of the C-CDA and define standards for data provenance at the document and data element levels and implement standards in a manner that makes sharing and receiving electronic health information easy for users. See the Core Technical Standards and Functions building block for more detail on technical standards actions. 

Comment:   
Data Provenance at Data Element level must be consistent with regulatory requirements, using Lab as example, CLIA'88.  

	17
	Text:  
For example, all individuals, their families and health care providers should be able to send, receive, find and use electronic health information in a manner that is appropriate, secure, timely and reliable. Individuals should be able to securely share electronic health information with care providers and make use of the electronic health information to support their own health and wellness through informed, shared decision-making. An interoperable health IT ecosystem should support critical public health functions, such as real-time case reporting, disease surveillance and disaster response, as well as data aggregation for research and value-based payment that rewards higher quality care, rather than a higher quantity of care.

Comment:  
We recommend that the standards associated with Blue Button (i.e. Direct, HTTP, and FHIR) be named as the standards to provide health care information to patients and other authorized family/care providers. 

	20
	Text:  
Build upon the existing health IT infrastructure. Significant investments have been made in health IT across the care delivery system and in other relevant sectors that need to exchange electronic health information with individuals and care providers. To the extent possible, we will encourage stakeholders to build from existing health IT infrastructure, increasing interoperability and functionality as needed.

Comment:  
We strongly endorse this Guiding Principle, especially for laboratories that have been working through the ONC S&I Framework on various laboratory interoperability implementation guides since 2011.

	24, Item J
	Text:  
Core technical standards and functions, item J.
Consistent Data Formats and semantics: Common formats (as few as necessary to meet the needs of learning health system participants) are the bedrock of successful interoperability. Systems that send and receive electronic health information generate these common formats themselves or with the assistance of interface engines or intermediaries (e.g., HIOs, clearinghouses, third-party services.) The meaning of electronic health information must be maintained and consistently understood as it travels from participant to participant. Systems that send and receive information may or may not store standard values natively and therefore may rely on translation services provided at various points along the way.

Comment:  
There should not be a concept of translation applied to laboratory results; results should not be translated into any form other than what was reported by the laboratory. If data is being mapped into a new value, such as patient weight is being changed from U.S. pounds to Kilograms, both should be stored with the mapping being provided either after or before the U.S. Pounds. Any results that need to be recalibrated to Kilograms also must be repeated for both the original result based on US Pounds and Kilograms.  

	33
	Text:
Individual Access and Correction: Data holders and entities facilitating exchange of health information should provide individuals, consistent with applicable laws, a means to exchange and obtain electronic access to personal health information and the ability to correct such information in a timely manner that is appropriate to the sensitivity of the data and the risk of adverse consequences to the individual if the data is inaccurate.

Comment:
Individual access and action to update data should be removed from the Interoperability roadmap at this time.

Quest Diagnostics acknowledges that much of the patient demographic data has no clinical significance on laboratory testing. However, a patient’s date of birth, weight, height, race and ethnicity will have clinical significance for some laboratory tests. If the patient modifies his/her data and such modifications are not authenticated by an authorized provider, the change could have a negative impact on the patient’s outcome if the modified data is not accurate.  For example, if a patient decreased his or her documented weight to the point at which the weight change impacts what might be reported as an abnormal laboratory result, this could potentially have a detrimental effect on the patient’s outcome.  This is an example for why we feel it should be removed.

	33
	Text:
Inclusive Governance: Entities facilitating interoperability of health IT should promote inclusive participation and adequate stakeholder representation (especially among individuals and patient advocates) in the development of data policies and operations policies. 

Comment:
We would like to see ONC's Federal Advisory Committees (HITPC/HITSC) to be more inclusive, to include representation from the laboratory industry.  

	38
	Text:
Economic gains from interoperability are realized in the form of greater efficiency in the delivery of health care—for instance, laboratory and imaging tests are often duplicated when an existing image that might obviate the need for a test is not available or not accessed, contributing to wasteful health care spending that could be allocated more efficiently. While the effective use of interoperable systems has the potential to address this waste by allowing providers to share test results, there are few incentives to adopt these systems under the fee-for-service system, which can actually incentivize providers to deliver a greater volume of services and disincentivize the reuse of prior lab tests.

Comment:  
While we concur that reuse of prior lab results is appropriate in certain scenarios, there are clinical situations in which repeating of tests is necessary. Clear guidelines need to be in place to define when reuse of test results is applicable.  For example, genetic test results are persistent but glucose test results are variable and would need to be performed in compliance with American Diabetes Association (ADA) guidelines.

	43
	Text:
ONC will reinforce the ability of individuals and providers across the care continuum to send, receive, find and use a common clinical data set through its funding programs. 

Comment:
Suggest ONC provide targeted funding to laboratory related entities to resolve interoperability issues, e.g.:
· LOINC codes –need more timely issuance of LOINC codes.
· Fund UCUM summit to resolve all issues identified by the ONC Charge for Laboratory Work Tiger Team in the document Recommendation for UCUM as Standard Vocabulary for Units of Measure; Issues for Consideration by Regenstrief; these recommendations include creating a US Realm Extension. 
· If needed, fund UCUM creation of US Realm Extension to increase/enhance mapping to support interoperability of 
· As needed, fund laboratory development to implement UCUM; laboratories do not receive Meaningful Use Incentive funding.  This would advance structured data for laboratory results.
· Pilot testing of standards through grants to all participants offset the development expenses.

	48
	Text:
2015-2017
1. Call to action: Providers should encourage their patients to access their health information online and will enable patients to view, download and transmit that information to a destination of the patient’s choice. 
2. Call to action: Providers and technology developers should provide a majority of individuals with the ability to send and receive their health information and make decisions with the providers of their choice, including but not limited to their existing care team based on their preferences 

Comment:
Please clarify "…destination of the patient's choice".  Depending on the "destination" we need to validate we have appropriate content and transport standards, security, etc. in place.  
Please define “…a majority of individuals” and how this would be measured.
We encourage a framework be incorporated to allow Providers and/or Patients the ability to access and share their health information leveraging a secure mechanism.

	76
	Text:
1. Health IT Developers, ACBs, ATLs and other stakeholders will analyze, identify gaps and provide feedback to ONC regarding certification criteria that should be added to the ONC HIT Certification Program. Specifically, criteria that would support ONC’s desire to expand the scope of the certification program to support health IT used in a broader set of health care settings, such as criteria for long-term and post-acute care, home and community based services in non-institutional settings and behavioral health settings. Additionally, criteria related to accessibility and usability of health IT. 
2. Other existing industry certification programs will continue to complement ONC's certification program to ensure that different aspects of health IT conform to the technical standards necessary for interoperability. 

Comment:
The laboratory industry is inspected every two years to validate that systems and processes meet the requirements of Clinical Laboratory Improvement Amendments (CLIA). This is a no-notice inspection, so the laboratory must be inspection ready at all times. The Centers for Medicare and Medicaid Services (CMS) has licensed the College of American Pathologists (CAP) for this CLIA Certification process that includes an inspection of the procedures that a laboratory follows to validate that electronic interfaces between the Lab system and the system used by the physician and/or the hospital. This includes periodic follow-up review of these interfaces that is more precisely defined by the CAP Lab Accreditation (a more in-depth certification) by stating it should be accomplished every two years. With this level of inspection already in place, there is no need for further certifications in the lab industry.  We do agree that CLIA needs to be expanded to support electronic formats and encourage ONC to work with CAP, CMS and other accrediting agencies to appropriately address overlapping certification requirements.

	80
	Text:
Standards Development Organizations (SDOs) are primarily responsible for developing, curating and maintaining all of the standards mentioned above as well as any accompanying information models. These organizations include, but are not limited to: Health Level 7 (HL7), the National Council for Prescription Drug Plans (NCPDP), Integrating the Healthcare Enterprise (IHE), Clinical Data Interchange Standards Consortium (CDISC), Regenstrief Institute, IHTSDO, National Library of Medicine (NLM) and the National Center for Health Statistics under CDC.

Comment:  
Some of these groups named above are accredited by the American National Standards Institute (ANSI) and therefore are required to comply with ANSI "best practice"[footnoteRef:2].  We recommend that ONC focus on ANSI accredited standards development organizations or only those which adhere to the ANSI Essential Requirements guidelines. [2:  As defined in ANSI Essential Requirements: Due process requirements for American National Standards (2015 Version), which calls for "Openness, Lack of dominance, and Balance."
] 


	82
	Text:
Over the long-term, document-centric ways of exchanging electronic health information will likely be overtaken by more specific, tailored, data-centric ways of exchanging information – meaning that individual data elements are exchanged (e.g., medications or allergies) rather than an entire document with multiple information sections about a patient. This will allow electronic health information to be defined (and reused) in a more granular fashion and create more flexibility in how information is used.
To do this, over the next six to ten years, the industry will need to develop standards for granular data elements that can be used in documents and move toward ways of exchanging information that do not require information to be in document form. HL7’s Fast Healthcare Interoperability Resources (FHIR) effort is one effort that is emerging and exploring ways to accommodate new methods of exchanging information. Importantly, it will be increasingly necessary for the industry as a whole to invest time in thoughtfully planning the migration and transition from one standard to another as well as from one version of a standard to a newer version.

Comment:
The laboratory industry must be involved/represented in this effort. 


	83
	Text:
The list below is a non-exhaustive set of standards activities that are being worked on actively by various standards communities and SDOs (and for which others should recommend additions during the Roadmap’s comment period.) SDOs such as HL7 and IHE are collaborating in many ways with these particular standards efforts. In some cases, there are pockets of implementation and pilot activities, however, for the most part, these represent areas where applicable standards are not widely implemented and/or may require additional curation, refinement and/or harmonization. 
· HL7 Fast Healthcare Interoperability Resources (FHIR™)62 Work Group including, but not limited to, standards in support of RESTful APIs 
· Clinical Information Modeling Initiative (CIMI) including, but not limited to, supporting an open repository of standardized, detailed clinical information models 
· NCPDP-HL7 Pharmacist/Pharmacy Provider Functional Profile Task Group 
· NCPDP MC Real-Time Prescription Benefit Inquiry Task Group 
· ONC S&I initiative66 - Data Access Framework (DAF) including, but not limited to, standards that support a targeted query for granular data and documents 
· ONC S&I initiative - Quality Improvement (QI) including, but not limited to, a harmonized data model for quality measurement and clinical decision support (CDS) 
· ONC S&I initiative - Structured Data Capture (SDC) including, but not limited to, a standard for the structure of Common Data Elements (CDEs) 
· ONC S&I initiative - Prescription Drug Monitoring Program (PDMP) including, but not limited to, an IG that references several standards 
· ONC S&I initiative - Electronic Long Term Support Services 
· ONC S&I initiative - Data Provenance 
· ONC S&I initiative - Data Segmentation for Privacy 
· NIEM Human Services and Health emerging domains 
Text:
The list below is a non-exhaustive set of standards activities that are being worked on actively by various standards communities and SDOs (and for which others should recommend additions during the Roadmap’s comment period.) SDOs such as HL7 and IHE are collaborating in many ways with these particular standards efforts. In some cases, there are pockets of implementation and pilot activities, however, for the most part, these represent areas where applicable standards are not widely implemented and/or may require additional curation, refinement and/or harmonization.

Comment:
Suggest adding:
· ONC S&I Initiatives – Laboratory Implementation Guides (Orders [LOI], Results [LRI], electronic Directory of Service [eDOS] and Electronic Laboratory Reporting [ELR]), until the Normative edition of these Implementation Guides are published at the completion of the draft standard for trial use period.
· Anatomic Pathology has complex ordering and reporting requirements that necessitate additional development, beyond currently defined Laboratory Order Implementation Guides [LOI] and Lab Result Interface (LRI) Implementation Guides.  These include the following examples:
· Pap reports include results from Cytology (Pap), Molecular (HPV), Chlamydia) and charts of historical information
· Specialized Biopsy Reports include organ diagrams showing placement of each biopsy usually color-coded based on severity of diagnoses, and multiple photomicrographs of diseased cells
· Hematopathology incudes comprehensive integration of results from multiple departments:  Histology (marrow biopsy), Hematology (CBC), Molecular, Genetics, Flow Cytometry 
· Telepathology
· Specimen Identification & 2D barcodes (CLSI/HL7 standard)


	85
	Text: Table 10:  Critical Actions for Consistent Data Formats and Semantics
J4 Vocabulary Approach
1. Through coordinated governance, public and private stakeholders will work with SDOs to define a standard approach to federated distribution of centrally maintained code sets. 

Comment:
To decrease development costs and insure accuracy, suggest cross-mapping between vocabularies should be performed by appropriate subject matter experts (SMEs); for laboratory terminologies, laboratory SMEs must be involved.


	85
	Text: Table 10:  Critical Actions for Consistent Data Formats and Semantics
J4 Vocabulary Approach
	2. Health IT developers will provide accurate translation and adapter services where needed in order to support priority learning health system use cases (see Appendix H for Priority Interoperability Use Cases). 



Comment:
Suggest change to:  Health IT developers will provide tools to support translation and adapter services.
The accuracy of translation and adapter services should be completed by cross functional subject matter experts  in order to support priority learning health system use cases (see Appendix H for Priority Interoperability Use Cases).


	90
	Text:
L3. Receive and Find
	1. Health IT developers, providers and researchers should increase use of national standards for query functionality 
2. Health IT developers, providers and public health agencies should increase use of national standards for publish/subscribe functionality. 
3. SDOs should pilot, assess and refine standards for RESTful web services. 
4. Health IT developers should widely implement national standards for query. 
5. Health IT developers should widely implement national standards for publish/subscribe. 
6. Health IT developers should implement national standards for RESTful web services as they are available. 

Comment:
Suggest adding SOAP to items 3 and 6 as shown below:  
3. SDOs should pilot, assess and refine standards for SOAP and RESTful web services. 
6. Health IT developers should implement national standards for SOAP and RESTful web services as they are available.





	92
	Text:
From section "Moving Forward and Critical Actions" … patient matching… The data elements listed below are a starting point for standardization:
· First/Given Name 
· Current Last/Family Name 
· Previous Last/Family Name 
· Middle/Second Given Name (includes middle initial) 
· Suffix 
· Date of Birth 
· Current Address (street address, city, state, ZIP code) 
· Historical Address (street address, city, state, ZIP code)  
· Current Phone Number (if more than one is present in the patient record, all should be sent) 
· Historical Phone Number 
· Gender 

Comment                                                                                                                                                                                                                                                 :
Suggest adding additional elements for matching:
· Gender change
· Place of birth
· email (if more than one is present in the patient record, all should be sent)
· If the patient is part of a set of twins or other multiple births
· biometric identifiers , such as fingerprint or retinal eye scan

We recommend that Previous Last/Family Name be replaced with Maiden or Alias to match the current standards.  Otherwise, the standards will need to be adjusted to make this available.

Please clarify meaning of  "Historical" for the following; these are useful, but should not be the main properties used for matching
· Historical Address (street address, city, state, ZIP code)  
· Historical Phone Number (please clarify the meaning of "historical"; is this equivalent to "prior")

Clarify "Gender" is equivalent to "Sex" in this context; reuse existing terms already endorsed by ONC in prior Final Rule.  Excerpt from September 4, 2012Health Information Technology: Standards, Implementation Specifications, and Certification Criteria for Electronic Health Record Technology, 2014 Edition; Revisions to the Permanent Certification Program for Health Information Technology:
Comments. Some commenters asked that we clarify that the term ‘‘gender’’ as proposed was really intended to mean ‘‘sex’’ given the wide range of characteristics that could be encompassed by the term gender.  
Response. We agree. Both ONC and CMS have included the term ‘‘sex’’ in our final rules.

MU Objective Record the following demographics: preferred language; sex; race; ethnicity; date of birth; and for the inpatient setting only, date and preliminary cause of death in the event of mortality in the EH or CAH.
2014 Edition EHR Certification Criterion
§ 170.314(a)(3) (Demographics).

· Synch the patient matching data elements to existing Meaningful Use standards already named by ONC and, if needed, work with SDOs to support/harmonize data.  For example, validate address fields are handled the same in HL7 V2 (Lab IGs), V3 (C-CDA), and FHIR Resources

· Harmonize Patient Matching Data Quality proposed elements with same elements required in the ONC S&I Framework Laboratory Implementation Guides (LRI, LOI, eDOS, ELR)

· Since EHR vendors maintain historical data but ambulatory labs focus on "current" data, clarify expectation by vendors that labs will store and "echo back" data they already have in their system.  For example, "Previous Last/Family Name, Historical Address, Historical Phone Number, and multiple patient identifiers not applicable to the laboratory."  In the laboratory space, data to be exchanged is driven by the Clinical Laboratory Improvement Amendments (CLIA) regulation and laboratories are subject to those regulatory requirements.

· Patient identifiers should be distributed only as necessary to meet the requirements of the receiving service provider; ordering provider and service provider should agree on the identifier(s) for requester and receiver.

· Data accuracy should be linked to the creator of the data, for example, the laboratory is responsible for laboratory data they create.   

	93
	Text:
Footnote #73  http://www.healthit.gov/safer/guide/sg006

Comment:
Footnote URL did not work


	97
	Text:
The EHR│HIE Interoperability Work Group (IWG) created a significant extension to the HPD standard including the creation of additional objects in the HPD Lightweight Directory Access Protocol (LDAP)-based data model to support organizations, sub-organizations, relationships among them and the electronic services they offer. Early in 2013, ONC launched a ModSpec project to produce a testable set of requirements and funded the Exemplar HIE Governance Program to pilot test HPD+ and a new specification resulting from the ModSpec efforts. The pilot had four significant findings: 
1. The multitude of HPD standards and implementation guides has resulted in an incompatible set of provider directory deployments across the country. 
2. The use of different provider specialty nomenclatures in different provider directories could affect interoperability between directories. 
3. There was broad agreement that the new ModSpec specifications needed to go through the IHE approval process, in order to ensure widespread vendor acceptance. 
4. The scope of all of the published implementation guides for provider directories did not include federation, nor any guidance regarding harmonization across an environment involving multiple provider directories. 

After the pilots, ONC worked with IHE to update the HPD specification and include an optional extension to support federation. The IHE HPD implementation guide was released in October 2014 and can currently be tested on ONC's Standards Implementation & Testing Environment site.77 The HPD standard may have limitations, particularly as it was built as a directory of individuals and organizations, not services or even Direct addresses. It can be used to discover electronic services, but may not be efficient or flexible enough for the future needs of a learning health system. For example, it can easily hold a URL, but perhaps not the WSDL or content constraints, and therefore does not completely describe the API.

Comment: 
Some of these groups named above are accredited by the American National Standards Institute (ANSI) and therefore are required to comply with ANSI "best practice"[footnoteRef:3].  We recommend that ONC focus on ANSI accredited standards development organizations or only those which adhere to the ANSI Essential Requirements guidelines.  [3:  As defined in ANSI Essential Requirements: Due process requirements for American National Standards (2015 Version), which calls for "Openness, Lack of dominance, and Balance."
] 



	107
	Text:
Exchange Activity 
Measuring exchange activity allows us to assess whether information is flowing in an interoperable manner. Measures of exchange activity should provide insight to: 
Volume: whether and how much information is being exchanged; 
Penetration: who is exchanging information across the care continuum; 
Information type: what types of essential electronic health information are being exchanged and for what purpose or use case; 
Geographic reach: where information is exchanged (e.g., nationwide vs. pockets of the country); 
Organization/System boundaries: whether and the extent to which information is flowing across systems and organizational boundaries; 
Exchange mechanisms: how information is exchanged to identify the services, policies and technologies (e.g., standards, infrastructure) that enable exchange and interoperability including technology infrastructure, standards, programs and policies that support capabilities to engage in interoperable exchange; and 
Person-Centric: Exchange occurs when an individual requests it. 

Comment:
Please clarify methodology used to measure each component of the Exchange Activity described above.  We recommend the laboratory industry be involved with identifying these methodologies related to the lab domain.


	107
	Text:
Availability and Use of Information from Outside Sources 
If information flows in an interoperable manner, information should be available to both providers and individuals when they need it. This might include measuring the availability of information from outside sources at the point of care or the availability of essential electronic health information with online health records for consumers. Measuring actual use of that available information goes a step further towards realizing the full benefits of interoperable health IT. Usage may be measured with simple proxy measures and then evolve to transaction-based measures of accessing or viewing data from outside sources.

Comment:
Please clarify what information is defined as "Information from Outside Sources" and who would constitute an “Outside Source”. 


	38
77
80
85
116
	Comment:
Suggest spell out "laboratory", instead of "lab" throughout the Roadmap.


	163-164
	Text:
Appendix H:  Priority Interoperability Use Cases

Comment:
41. Please clarify the definition of #41 by adding "authorized provider" to comply with all regulations, for example laboratories must comply with CLIA regulations.    Recommend this use case also include the patient’s authorized custodian for situations where the patient has a complex group of caregivers.  We also request further clarification on the definition of organizations which are considered “inside and outside their organization” and how this would be leveraged.  Suggested text below:

41. Authorized Providers and patients and/or their authorized custodians (CLIA references as personal representatives) receive electronic laboratory results from laboratory information systems (LISs) inside and outside their organization 

Suggest adding new Use Case to support Anatomic Pathology Reporting:
Anatomic Pathology has complex ordering and reporting requirements that necessitate additional development, beyond currently defined Laboratory Order Implementation Guides [LOI] and Lab Result Interface (LRI) Implementation Guides.  These include the following examples:
· Pap reports include results from Cytology (Pap), Molecular (HPV), Chlamydia) and charts of historical information
· Specialized Biopsy Reports include organ diagrams showing placement of each biopsy usually color-coded based on severity of diagnoses, and multiple photomicrographs of diseased cells
· Hematopathology incudes comprehensive integration of results from multiple departments:  Histology (marrow biopsy), Hematology (CBC), Molecular, Genetics, Flow Cytometry 
· Telepathology
· Specimen Identification & 2D barcodes (Clinical and Laboratory Standards Institute [CLSI]/HL7 standard)



	Quest Diagnostics
	Use Case Description (Top 3 priorities from Appendix H)

	1
	With suggested revision:    
41. Authorized Providers and patients and/or their authorized custodians (CLIA references as personal representatives) receive electronic laboratory results from laboratory information systems (LISs) inside and outside their organization.

	2
	4. Federal, State, provider and consumer use of standardized and interoperable patient assessment data to facilitate coordinated care and improved outcomes. 

	3
	6. Providers and their support staff should be able to track all orders, including those leaving their own organization and EHR, to completion. 



	Quest Diagnostics
	Use Case Description (Next 10 priorities from Appendix H)

	4
	7. Individuals integrate data from their health records into mobile apps and tools that enable them to better set and meet their own health goals. 

	5
	10. Quality measures are based on complete patient data across multiple sources. 

	6
	18. Patients have the ability to access their holistic longitudinal health record when and where needed. 

	7
	3. The status of transitions of care should be available to sending and receiving providers to enable effective transitions and closure of all referral loops. 

	8
	13. Providers and patients have access to genomics testing and data which, when combined with clinical information about patient goals allows the personalization of care and therapies. 

	9
	34.Providers use genomic data to achieve personalized care 

	10
	2. Clinical settings and public health are connected through bi-directional interfaces that enable seamless reporting to public health departments and seamless feedback and decision support from public health to clinical providers. 

	11
	8. CEHRT should be required to provide standardized data export and import capabilities to enable providers to change software vendors. 

	12
	27. Data for disease surveillance, immunization tracking and other public health reporting are exchanged automatically. 

	13
	20. Patients, families and caregivers are able to use their personal devices such as smartphones, home BP cuffs, glucometers and scales to routinely contribute data to their longitudinal health records and use it or make it available to providers to support decision-making. 
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