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Contractor Introductions

EMI

ADVISORS
Evelyn Gallego, MBA, Emma Jones, MSN, RN Dave Carlson, PhD,
MPH, CPHIMS MBA*

IG Developer/Clinical

SME Solutions Architect

Program Director

Sean Muir*

Karen Bertodatti, MPH Himali Saitwal, MS

Project Manager Terminology SME App Developer

Savanah Mueller, MPH
Project Analyst

- * .
Gay Dolin, MSN, RN Please say hello in the

IG Developer/Clinical chat by stating your
SME o
name and affiliation.
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Contractor Introductions

PRI

INTERNATIONAL

Laura Marcial, PhD
Pilot Lead

David Dorr, MD, MS

Principal Investigator

Sara Armson

Clinical Terminologist .
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name and affiliation.
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Housekeeping

E Live transcription is available.

w Use the hand raising feature when you want to comment and
kindly wait for a facilitator to call on you before speaking.

¥ Use the chat to share feedback at any time.

\Qj We are recording for note-taking purposes.
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Comprehensive Shared Care Plan Definition

1. Gives the person direct access to health data.
2. Puts the person’s goals at the center of decision-making .
3. s holistic, including clinical and nonclinical data (e.g., home- and

community-based and social determinants needs and services).

4. Follows the person through both high-need episodes (i.e., acute illness) and
periods of health improvement and maintenance.

5. Allows care team coordination. Clinicians able to 1) view information relevant to
their role, 2) identify which clinician is doing what, and 3) update other
members of an interdisciplinary team.

Source: U.S. Department of Health and Human Services 2015 Stakeholder Panel | Baker, et al. Making the Comprehensive Shared Care Plan a Reality.
NEJM Catalyst. 2016: https://catalyst.nejm.org/making-the-comprehensive-shared-care-plan-a-reality/

Norton JM, Ip A, Ruggiano N, Abidogun T, Camara DS, Fu H, Hose BZ, Miran S, Hsiao CJ, Wang J, Bierman AS. Assessing Progress Toward the Vision of a
Comprehensive, Shared Electronic Care Plan: Scoping Review. J Med Internet Res. 2022 Jun 10;24(6):e36569. doi: 10. 2196/36569 PMID: 35687382.

AN
\ National Institute of
gHRe Diabetes and Digestive
E= \ § and Kidney Diseases



https://catalyst.nejm.org/making-the-comprehensive-shared-care-plan-a-reality/

NIDDK/AHRQ e-Care Plan for Multiple Chronic

Conditions (MCC) Project

Build capacity for pragmatic, patient-centered outcomes research (PCOR) by
developing an interoperable electronic care plan to facilitate aggregation and sharing
of critical patient-centered data across home-, community-, clinic-, and research-
based settings for people with multiple chronic conditions (MCC).

https://ecareplan.ahrqg.gov/collaborate/
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https://ecareplan.ahrq.gov/collaborate/

MCC eCare Project Deliverables*

1 Data elements, value sets, clinical information models, and hronie
FHIR mappings to enable standardized transfer of data across Kidney Diabetes
health and research settings for kidney disease, diabetes, e
cardiovascular disease, chronic pain, and long-term COVID.

) HL7® Fast Health Interoperability Resource (FHIR®) e Chronic
Implementation Guide based on defined use cases and Disease Fain
standardized MCC data elements, balloted for trial use.

3 Pilot tested patient-, clinician-, and caregiver-facing e-care Long-term

CoVID

plan applications that integrate with the EHR to pull, share,
and display key patient data.

Conditions

e, o

- *All deliverables will be open-source and freely available. & p National Institute of
g H R H m Diabetes and Digestive
i \ \§ % and Kidney Diseases
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MCC eCare Plan Project Governance Model

Federal Partner Contract Monitoring
Committee Board

DEVELOPMENT

REAL-WORLD TESTING

Technical Expert Panels
(TEP) MANAGEMENT
TEAM

HL7 Patient Care Work
Group (PCWG)

————— RTI International

Oregon Health & Science
University (OHSU)
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History of Federal Investment in Care Planning/Coordination

Over a decade of federal investment in advancing the development and use of standards for care
planning and related care coordination activities:
* ONC: 2015 Edition Care Planning Criterion
ONC/CMS: electronic Long-Term Services and Supports (eLTSS)
SAMSHA: Omnibus Care Plan
CMS: PACIO Project
NIDDK/AHRQ: MCC eCare Plan
ONC/ AHRQ/ ACL/ CMS: Gravity Project
ACL: Social Referral Challenge Program
ONC: LEAP Grant Program
CDC: MedMorph
CDC: Clinical Practice Guidelines (CPG) on FHIR
ACF: Human Services Interoperability Innovations Grant
CDC: SDOH Use Case for Chronic Disease Prevention

s, oW
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https://www.healthit.gov/test-method/care-plan
https://oncprojectracking.healthit.gov/wiki/display/TechLabSC/eLTSS+Home
https://www.samhsa.gov/section-223/care-coordination
http://pacioproject.org/
https://confluence.hl7.org/display/PC/Multiple+Chronic+Conditions+%28MCC%29+eCare+Plan
https://thegravityproject.net/
https://acl.gov/programs/acl-announces-social-care-referrals-challenge-phase-1-awardees
https://www.healthit.gov/topic/onc-funding-opportunities/leading-edge-acceleration-projects-leap-health-information
http://build.fhir.org/ig/HL7/fhir-medmorph
http://hl7.org/fhir/uv/cpg/index.html
https://www.grants.gov/web/grants/view-opportunity.html?oppId=329037
https://confluence.hl7.org/display/GRAV/Public+Health+Use+Case+Workgroup+for+Chronic+Disease+Prevention+Home

HHS: Advancing Health Equity

Integrating health services (both medical care and public health) with human services—and vice versa—is a critical step
to addressing social determinants of health and improving equitable outcomes. This work is a major priority for the HHS.

e Consistent collection of high-quality data on social

(1) determinants of health. - MCC eCare
Better Data e Linked and integrated data across programs on Plan Project
participants’ experiences, social needs, and demographics.
HHS 3-pronged (2) e Health coverage expansion prioritizing social determinants
strategy to | Improving health and of health improving equitable outcomes for patients.
address social social services e Continuous maternal health coverage to address maternal
determinants connections mortality.

e Engagement across components within the department

(3) and other parts of the federal government.
—— Whole-of-government e Collaborations with state and local governments,
collaborations community organizations, and private partners to address

community conditions related to chronic disease.

Source: https://jamanetwork.com/journals/jama-health-forum/fullarticle/2790811
12


https://jamanetwork.com/journals/jama-health-forum/fullarticle/2786567

MCC eCare Plan Project

Questions on any of the following?

 MCC eCare Plan Project

* Data elements and value sets for long COVID
* MCC eCare Plan FHIR Implementation Guide
* HL7 Connectathon 30: Care Planning Track

* Background on V1.0 Pilot Testing

13



Three Year Roadmap

EMI award date:

EMI end of base EMI end of Option EMI end of
T 09/30/2021

) year: 09/29/2022 I Year1 I Option Year 2
) ) 40 &4 @ ¢ 00 ©4 ® ¢
02 0000000 2024

ocT Nov

approval Value sets in VSAC
PASC value sets

FHIR profile domain mapping (CKD, CVD, T2D, chronic pain, PASC)

MCC eCare IG - draft build MCC eCare IG - STU build

| A\ Comment A\ 5TU ballot A\ Publish STU
ballot
Architecture evaluation and design MVP interoperability architecture bluild
Clinician app v1 code review Clinician app v2 (revisions and expansion) Clinician app v3
| ACIinician app v2 ACIinician app v3
Patient app v1 code review Caregiver/Patient app v2 prototype (build, revisions, and expansion) Caregiver/Patient app v3

ACaregiver/Pt app v2 ACaregiver/Pt app v3

A\ Final v1 App Pilot
Feedback Report

A\ nitial App Pilot Feedbac
Report

Legend A Contractor @ Connectathon . Federal Partner Meeting _ Apps dev.

. 14
Deliverables T Contract dates <@ Contract Monitoring Board  [MCC1G _
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eCare Plan v2 Applications

Demonstrating v2 Patient/Caregiver Application and
Problem-Solving Real-World Interoperability Challenges

Dave Carlson, MBA, PhD, Clinical Cloud Solutions & EMI Advisors
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Overview: SMART on FHIR Applications

N
Pilot tested patient-, clinician-, and
. caregiver-facing e-care plan applications that
Deliverable 3 integrate with the EHR to pull, share, and display
key patient data.
J

AHRQ

Year 3

Expand and revise Provider Application.
Design and build Patient/Caregiver Application.

Design and build interoperability architecture.

National Institute of
Diabetes and Digestive
and Kidney Diseases



eCare Apps Support Comprehensive Shared Care Planning

Comprehensive Shared Care Plan Definition* MCC eCare Plan Applications
1 Gives the person direct access to health Apps query EHR and other FHIR
) .
data. endpoints.
2 Puts the person’s goals at the center of Apps designed around the process of
decision-making. goal-oriented shared decision-making.
3 Is holistic, including clinical and nonclinical Apps supports SDOH data and
data. patient/caregiver-reported data.
4 Follows the person through both acute There is no time restriction on when the
and chronic care. app can be used.
95  Allows care team coordination. Apps allow caregiver (proxy), patient, and

all providers to coordinate and plan care.

*U.S. Department of Health and Human Services 2015 Stakeholder Panel | Baker, et al. Making the Comprehensive Shared Care Plan a Reality. NEJM Catalyst. 2016:
https://catalyst.nejm.org/making-the-comprehensive-shared-care-plan-a-reality/

18


https://catalyst.nejm.org/making-the-comprehensive-shared-care-plan-a-reality/

Provider App Vision

A standards-based application platform for providers that supports them
in patient-centered care planning and care coordination by surfacing key
factors and data to improve outcomes for people with multiple chronic
condition.
Serves as a complementary app to an EHR system to:

— Improve provider productivity and reduce provider burden, and

— Bring together in a single view care planning data from multiple EHRs and
patient-/caregiver-authored data not supported in EHRs.

Serves as a companion app to the patient- and caregiver-facing app
enabling shared care planning between all members of the care team.

AN
\ National Institute of
gHRe Diabetes and Digestive
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Patient/Caregiver App Vision

* A standards-based application platform for patients and caregivers to engage
them in participating in their care planning for multiple chronic conditions.

* Allows patients and caregivers to write information into the app that can be
shared with their providers.

* Allows patients and caregivers to see their health data from all of their providers
in one place to fully enable goal-oriented care planning.

* Supports better care coordination due to fully interoperable data exchange.

* Serves as a companion app to the provider-facing app enabling shared care
planning between all members of the care team.

AN
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o8 My care Plann
o

Home | CarePlan  Health Status ~ Team

Welcome to My Care Planner!

My Care Planner is a tool to help you and your care team work
together to keep you healthy. It is a completely personalized way to
see what steps you've already taken and what else you can do to
check for and prevent illnesses.

Patricia Noelle (age 64)
My Tasks
Mental Health Assessment
General Health Assessment
Social Risk Assessment
Preventive Care

 Colon Cai

Screening
o Decide How You Want to Be Screened for Colon Cancer

o8 My Care Planner

& rORPATIENTS 8 CarcaneS

®

Personal Characteristics

Are you Hispanic or Latino?

Select one

Add a New Goal

Which race(s) are you?

Asian
Native Hawaiian
Pacific Islander
Black/African American

Patient/Caregiver App v2.0 Demonstration and Fee

o8 My Care Planner
o

Home | CarePlan | Health Status ~ Team

Goals | Concerns  Medications  Activities

Health Goals

At any point in the past 2 years, has season o migrant farm
work been your or your family's main source of income?

Select one ¥

Have you been discharged from the armed forces of the

United States?
Select one ~

Have deeper sleep
Patricia Noelle Start: Jun 09, 2022
Due: Jul 01, 2022
Lose 5lbs in the next month.
Dr. John Carlson, MD Start: Apr 22, 2022
Target: < 163 Ib
Last Value: 168 Ib on Mar 15, 2022
Addresses: Diabetes mellitus

Learn More

What language are you most comfortable speaking?

Home delivery of prepared food 3 times per week.
Dr. John Carlson, MD Start: Apr 15, 2022

Note: Patricia prefers chicken or other white meats. Be sure to
include green vegetables

Keep a carb consistent diet consuming 45-60 gms of
carbohydrates per meal

Dr. John Carlson, MD Start: Mar 30, 2022

Target: < 180 mg/d Due: Sep 30, 2022

Last Value: 315 mg/dL on Mar 15, 2022

Learn More

Note: Patricia has been keeping a food diary logging what she
eats at each meal.Patricia’s blood sugar logs show her blood
sugar is well controlled after breakfast, but after lunch and dinner
the values are inconsistent, and often high. And Patricia has
begun experiencing low blood sugar events during the night.
Control blood sugars within 1-2 hours after eating to < 180
mg/dl

21



Development Priorities for V2.0

Patient/Caregiver App
. Add/edit goal
. Detailed page for each goal
. Fill out a questionnaire
e Add/edit activity (what am | doing for my own health)
e Show care team (name and if available specialty/role, headshot)
. Add/edit member to care team
. Update Home Tab (i.e., upcoming activities such as the prompt to complete a questionnaire)
¢ When you write/edit something, the app should update/refresh

Provider App
. Add/edit goal
. Detailed page for each goal
. Reorganize Health Status page

Common Data Services Library (JavaScript)
. Configure and execute FHIR queries and CQL processing
. Make performance improvements (i.e., not block application use while query is underway)
. Demo prototype for second endpoint using supplemental data store for goals

e,

National Institute of
g H R Diabetes and Digestive
i \ \§ and Kidney Diseases
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eCare Plan Applications Architecture

Plan: Expand application scope to include authoring and saving new content, including content

that the EHR doesn’t support natively.

Institutional
EHRs FHIR R4

Endpoints

Supplement FHIR
store FHIR R4

Endpoint

FHIR R4 API
(read only)

FHIR
Facade

-|2_T;|-

—

FHIR R4 API
(read and write)

Provider eCare
Plan App

=

)

Common
Data
Services
Library

-
Patient/
Caregiver eCare
Plan App

SMART
Authentication via
EHR credentials

SMART
Authentication via
Patient Portal
credentials

National Institute of
Diabetes and Digestive
and Kidney Diseases
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Real-World Challenges

* Accessing data from more than one provider.
— Approach 1: Aggregated within FHIR facade server.
— Approach 2: Patient directly logs into multiple portals.

* Saving patient/caregiver authored content.
— Very limited ability to save directly into EHR systems.
— Evaluating secure cloud-based or provider-specific shared storage.

* Limitations of Goal representation in Epic.
— Only text description is supported at this time.
— Goal data managed in supplemental FHIR store including measurable targets.

PR

X SERVICR
- 5"\\ ; National Institute of
gHR H Diabetes and Digestive
e \ \Q % and Kidney Diseases
2
g

24



eCare Plan First Round Pilot Results

Key lessons learned and next steps to inform future development

Laura Haak Marcial, PhD, FAMIA (she/her/hers), RTI International
David Dorr, MD, MS, FACMI, FAMIA (he/his/him), Oregon Health Sciences University

e, o
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Tier 1: Development Considerations
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Using the Right Language

The right language can support the feeling that patients
are capable of managing their own care

Word choices should meet the user where they are
Language should be value-neutral and free of stigma
Avoid alienating patients with overly technical language

Using common terms, such as “high blood pressure”
instead of “hypertension”

Language choices also affect caregivers

to'mato
to'méato

27



Improving Medication Display

A medication schedule could help patients keep track of
what to take and when

When possible, parse and map prescriptions to a daily
schedule

Morning

— Provide a way to handle prescriptions that cannot
easily be fit to a daily schedule Aspirin: 325 MG, 1 TAB

Take with meal

Manage information about over-the-counter medications
Glyburide: 3 MG, 1 TAB

Where possible support updates and corrections as
annotations to the record Noon
Felodipine: 2.5 MG, 1 TAB

Evening

Glyburide: 3 MG, 1 TAB

Simvastatin: 40 MG, 1 TAB

Take with meal



Improving Goals

Patients and providers prefer SMART to general goals
like "stay healthy"

Include educational resources for goal-setting
Set targets together
Patients and providers both see the potential for goals
to be the central focus:
— Support integration with graphs and labs

— Locally store non-clinical goal-related data, (e.g.,
time spent with grandkids)

— Enable patient write-back (see Interoperability
Challenges in Real-World Setting)

Stay Healthy
e Start Date: 02/11/2021

e Status: Active C\)ﬁ

Control Diabetes

e StartDate: 02/11/2021
e Status: Active

Control Pain with Less Narcotics

e Start Date: 02/11/2021
e Status: Active

29



Tier 2: Tackling Interoperability Challenges
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Write Back

RESULTS

05/17/2019 19:49

[
s 120
S 81
s 72

* Patients and patient advocates highly value the ability for
patients to supply information for the care plan

* |deally this would include writing this data back to the EHR

e Activated patients take notes during and between visits, and
write-back could nudge other patients towards more active
involvement

* Aninterim step might be storing the data locally

* Write-back of goals could be easily patient-controlled

— For example, home readings of blood pressure might
add some value to readings taken in the clinic

31



Storing Patient Reported Data Locally

Trigger:
Patient with diagnosis of Chronic Kidney Disease or Long COVID

p— eCare Plan App
& \ —

Clinician FHIR Fagade EHR
introduces app ‘ R Server
o patient Questionnaire

Demographics SMART
Goals Launch
- > Health Concerns "
‘ . Lab Results
Patient records goals, B proms

completes surveys, Care Team
adjusts medications

data written

? Updates \

via patient
app

Research Data
Store
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Tier 3: Future Work
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Health Information Exchange

* ONC Final Rule places patients at the epicenter which
both increases agency and adds burden

e USCDI is an important driver of interoperability and is

) . i
still evolving & 8,

e Interoperability is not yet integral to EHR vendor < 2

business models o o

o 2

® v

* Aggregation of data from multiple health systems and
HIEs remains a future state

* Complicated by access to technology and health/data PATIENT

literacy

“l

cre e e o © A
verifications, reconciliation and/or adjudication LTINS #0sprt™

e Write-back increases provider burden in the form of

34



Agency Questions & Feedback
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¥ACL

Administration for Community Living

Administration for Community Living

HCBS Quality Measures
NCQA Person Centered Outcome Measures
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ACL Social Care
Referrals Challenge

MCC eCare Plan
Federal Partners Meeting
June 14, 2022
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Agenda

Challenge Project Overview

Challenge Technical Assistance Approach
HL7 Human Service Resource & Provider
Directories FHIR |G

ACL and eCare Plan Alignment
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ACL’s Social Care Referrals Challenge seeks health
IT solutions to support health care systems and
community-based organizations in partnering to
provide holistic health and social care for older
adults and people with disabilities.

40 SFACL

Administration for Commun ity Living



ACL Challenge Project

* Launched in March 2020 as a competition for state and community stakeholders in the
aging and disability network to work collaboratively on technical solutions for sharing
standards-based social needs data and person-centered plans between health systems
and social service providers.

* Promotes the use of open-source standards for service directories from Open Referral
and for social referrals from the Gravity Project.

* Three competitive phases and bonus:

Phase 1: Concept & Design Submission (6 winners announced May 2021))
Phase 2: Proof of Concept & Demonstration (4 winners announced Dec. 2021)
Phase 3: Implementation & Testing (2 winners Q3 2022)

Bonus Phase:
=  Mapping Taxonomies (1 winner Q4 2022)

= Directory Federation (1 winner Q1 2023)




Phase 3 Objectives

e Establish closed-loop referral functionalities that are inclusive of referral
management across key stakeholders such as CBOs, health care providers, and
health plans.

e Demonstrate use of Human Services Data Specification (HSDS) and related
HSDS mapping to HL7 FHIR profiles for standardized, open resource directories
that allow for lookup and retrieval of community resources by any state, CBO, or
referral vendor.

e Demonstrate use of Gravity Project identified coded terminology (LOINC,
SNOMED-CT, and ICD-10) and technical standards (HL7 FHIR) to represent and
exchange SDOH data.

e Present data analytics and dashboard visuals that track service delivery and
outcomes.

,


https://docs.openreferral.org/en/latest/hsds/
https://thegravityproject.net/

Bonus Phase: Mapping Taxonomies Objective

* To map different terminology codes to standardized codes (e.g.,
homegrown codes to standardized codes, medical terminology to
social codes) for specific social domains and risk factors enabling
standardized data within referral management. Incorporates:

— Service Taxonomy Mapping. Mapping of business rules organizing
community service organization details such as service type, supported
benefits, specific population eligibility requirements.

— Coded Terminology Mapping. Mapping standardized core clinical
terminologies in EHRs and use of high-quality terminology maps that are
accepted and used by payers, providers, and CBOs.




Bonus Phase: Directory Federation Objective

* To facilitate the ability of a system to identify, differentiate, branch,
patch, pull, and push directory resource data.

Directory federation is defined as having the appropriate technical
tools that address open-source components to enable transformation,
matching, collaborative editing, and syncing of service directory
information across multiple technology systems, (e.g., resource
directories, community referral platforms, EHR platforms).




TA Deliverable; HL7 Human Service Resource &
Provider Directories FHIR 1G

* Describes the architectural considerations for accessing data from a directory
of social services.

* Specifies methods of aligning FHIR resources that describe healthcare
provider directory information (e.g., DaVinci PDEX, U.S. Core |IG) with Open
Referral’'s HSDS.

e Specifies RESTful methods for accessing data from HSDS-compliant
directories, in alignment with the Human Service Data API protocols (HSDA).

* Target ballot as STU1 for January 2023.

* Project Info:
https://confluence.hl7.org/display/HSS/Human+Service+Resource+and+Provid
ert+DirectoriestFHIR+IG

,‘


https://confluence.hl7.org/display/HSS/Human+Service+Resource+and+Provider+Directories+FHIR+IG
https://confluence.hl7.org/display/HSS/Human+Service+Resource+and+Provider+Directories+FHIR+IG

ACL Challenge & MCC eCare Plan Crosswalk

Project Use Case(s) User Groups Population Target Systems Standard(s)
ACL Social Care Clinical Provider, Older and EHRSs, HIEs, Vocabulary/ Terminology:
Challenge Referral from Health Plan, State IDD/DD SHARPs, CBO » Gravity Coded Terminology for
Clinical to Social Agency, CBO Adults IR&A Systems referrals (SNOMED-CT); 211 LA
Service Provider Provider Taxonomy
Content/ Transport:

* HL7 Gravity FHIR IG
+ HL7 HSRPD FHIR IG
+ HL7 eLTSS FHIR IG

+ HL7 C-CDA
+ IHE 360x

MCC eCare eCare Plan Clinical Provider, Chronic EHRs, HIEs, Vocabulary/ Terminology:

Plan generation and Patient/ Caregiver, Disease SMART on FHIR + Coded vocabularies for chronic
exchange CBO Provider Patients Apps domains and long COVID
including clinical » Gravity coded terminologies for
and social care screening, diagnosis, goals,
referrals interventions

Content/ Transport:

e HL7 MCC eCare Plan FHIR IG




ACL Patient Story for Bonus Phase

Six older adults, diagnosed with food insecurity, are discharged from the hospital.

In each patient’'s EHR, a referral request is documented for home-delivered meals program and
medically tailored meal program.

Hospital EHR system currently integrates with two different Social Health Access Referral Platforms
(SHARPSs), each with differing resource directories with updated, validated community resource data
used for directing referrals to appropriate resources based on defined criteria on population served.

Referral request is coded using nationally recognized intervention codes (SNOMED-CT) and transferred
electronically from the hospital EHR to the SHARP using nationally recognized format and transport
standards (e.g., HL7 C-CDA and Direct, HL7 FHIR and REST).

SHARPs route and track the referral requests to the CBOs incorporated in their respective directories.

SHARPs track the referral responses and referral statuses using nationally recognized referral
management standards (e.g., FHIR Service Request, IHE 360x).




ACL Bonus Phase Use Cases

Use Case 1: Mapping Taxonomies

® The SNOMED-CT coded home delivery meal program and medically tailored meal program referral

request from the EHR does not match the taxonomy used by the CBO IR&A system nor the SHARP to
represent these types of nutrition programs.

Key transactions are mapping EHR terminology for meal delivery programs to taxonomies used by CBO
IR&A system and SHARP and exchanging translated information across all three systems.

Use Case 2: Directory Federation

® One of the CBOs the SHARP integrates with has access to a home-delivered meals program managed

within the CBO's own resource directory in their Information, Referral, and Assistance (IR&A) data
tracking system.

This service program is not identified in the SHARP resource directory.
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Recap: CDC’s Social Determinants of Health (SDOH)
Data Exchange Initiative Approach

COLLABORATIVE PROCESS

Environmental Scan Consensus-Driven

Current State

Business Case

Information Gathering

E Development
wl
-
2
9
—
S °
G  Alignment Use Case & Scenarios
E l Development
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[
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. SDOH Public Health
Acceleration

Recommendations and
NCCDPHP SDOH Pilot Programs
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Timeline

January 2021

O

KEY PARTNER

INTERVIEWS &

INFORMATION
GATHERING

April 2022

SDOH PUBLIC
HEALTH USE CASE
DEVELOPMENT
WORKGROUP
LAUNCH

May 2022

i

PUBLIC HEALTH
SDOH BUSINESS
CASE

July 2022 September 2022
PUBLIC HEALTH KEY FINDINGS &
SDOH USE CASE SDOH
PACKAGE RECOMMENDATION
REPORT



Progress Updates

e Conducted 23 key partner interviews and 4 cross-sector listening sessions.

* Launched our Health Level Seven (HL7) Workgroup Confluence site under the Gravity Project.
* Facilitated CDC SDOH workgroup kickoff on April 20, 2022.
* Published the workgroup Project Charter.

« Finalized and presented the data infrastructure gap analysis.
« Gained over 200 participating members to date.

« Collaborated on a workgroup presentation with Clinical and Community Data Initiative (CODI) and
the Colorado Health Observation Regional Data Service (CHORDS).

* Published the consensus-based SDOH Public Health Business Case.

e Created Use Case Personas and Story with support and input of workgroup members.


https://confluence.hl7.org/x/1YJiBQ
https://confluence.hl7.org/pages/viewpage.action?pageId=90342116#Documents-WorkgroupProjectCharter
https://confluence.hl7.org/x/voJiBQ
https://confluence.hl7.org/pages/viewpage.action?pageId=90342116#Documents-CDCSDOHPublicHealthBusinessCaseFinalDeliverable

Workgroup Scope

* Develop an SDOH public health business case and high-priority use
cases for chronic disease prevention and health promotion.

» Design and publish up to three high-priority public health-focused use cases
that extend on those developed for clinical care by the Gravity Project.

Public health in the context of this SDOH initiative is defined as “the science of
protecting and improving the health of people and their communities. This work
is achieved by promoting healthy lifestyles, researching disease and injury
prevention, and detecting, preventing, and responding to infectious diseases”’
and chronic disease prevention and health promotion.



https://confluence.hl7.org/display/GRAV/Gravity+Use+Case+Package
https://www.cdcfoundation.org/what-public-health

Workgroup Membership

Member Representation (n=201) Committed Members = 90

Other Interested Parties = 101
1
\ = Research Organization
; = Health Information Exchange (HIE)/Health
Information Organization (HIO)
= Healthcare Payer/Purchaser or Payer
15 s Contractor
; = Provider Organization (institution/clinically
based)
= Community-Based Service Provider
= Standards Organization

= Tribal Entity

= Federal/State/Local Agency
= Public Health Agency
= Other

Other System IT Vendor (Community-Based
IT Vendor or other)

= Health Professional (DO, MD, DDS, RN, Tech,
etc.)

= Health IT Vendor (EHR, EMR, PHR, HIE)




Public Health Business Case Sections

« Introduction
- Initiative Overview

- Public Health Business Need Centers for Disease Control and
Prevention’s National Center for Chronic
¢ BaCkg I'OUﬂd Disease Prevention and Health Promotion:

« |Initiative Goal Social Determinants_of I-_|ea|th Data _

S AR e o et ﬁ]);t(;:;cge for Chronic Disease Prevention
 Significant Assumptions & Constraints Public Health Business Case

+ Anticipated Return on Investment iy 25,202

« Initiative Risks and Mitigation Strategies Version 4.0

« Timeline

« Conclusion

URL:
https://confluence.hl7.org/pages/viewpage.actio
n?pageld=90342116#Documents-CDCSDOHPubli
cHealthBusinessCaseFinalDeliverable
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Summary of Consensus Building Comments

Initial Feedback Consensus Voting Period
(April 20 - May 9) (May 9 - May 16)
* 24 workgroup members submitted comments * 7 workgroup members submitted comments
on each section. during the voting period. Feedback was
successfully integrated into the final
* General themes: deliverable.
+ Reference tribal nations more explicitly *  General themes:
«  Expand workgroup member « Tech/language edits

R ation «  Gravity Project description adjustment

«  Define chronic disease and scope - Relevant updates and resources

* Adding downstream impact of COVID-19

«  Clarify alignment with other CDC and
HHS data initiatives



Next Steps

Workgroup

Facilitate workgroup meetings 5-8.

Incorporate workgroup feedback on Use Case
1 & 2 components.

Develop Use Case 3 in collaboration with
NCCDPHP Division of Diabetes Translation.

Perform an end-to-end review of Use Cases.

Launch consensus vote on Use Cases 1-3 and
publish final deliverable.

Conclude the workgroup at the end of July
2022.

Post Workgroup

Continue to support infrastructure
advancements at the state and federal level.

Integration with Helios FHIR Accelerator work.

Seek funding from Patient-Centered Outcomes
Research (PCOR) Trust Fund to support
advances data capture and capabilities.

Inclusion of SDOH use cases for United States
Core Data for Interoperability (USCDI)+.

Ongoing collaboration with CDC’s Data
Modernization Initiative.



Join the Workgroup!

o If you are interested in participating, we invite you to officially join the workgroup here:

https://confluence.hl7.org/display/GRAV/PublictHealth+Use+Case+\Workgroup+for+Chronic

+Disease+Prevention+Home

o For additional Workgroup information, please contact us.
o Gabriela Gonzalez at gabriela.gonzalez@emiadvisors.net
o Savanah Mueller at savanah.mueller@emiadvisors.net

o CDC NCCDPHP Point of Contact: Kailah Davis at lui9@cdc.gov
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Centers for Medicare & Medicaid Services

HL7 FHIR Connectathon - PACIO Integration of
Post-Acute Care IGs

-
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Other Relevant Projects
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Topic

Time

Presenter(s)
Jenna Norton, NIDDK

Welcome and Introductions 5 min Arlene Bierman, AHRQ
. . . Jenna Norton, NIDDK
MCC eCare Plan Project Overview and Progress Update 10 min Karen Bertodatti, EMI
MCC eCare Plan Topics and Agency Partner Feedback . EMI Advisors
e eCare Planning v2 apps demo and real-world challenges 55 min RTI Int ti |
e Update from RTI on pilot testing findings and recommendations nternationa
Federal Projects Round Robin Update 45 min  Federal Partners
. . N , NIDDK
Concluding Remarks 5 min Jenna Norton

Arlene Bierman, AHRQ

AHRQ
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Thank You

National Institute of
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MCC eCare Team Project Contacts

Name ______JROle _______________________________________[Contactlnfo

Evelyn Gallego
Karen Bertodatti
Savanah Mueller
Himali Saitwal
Emma Jones
Gay Dolin

Dave Carlson
Sean Muir
Laura Marcial
Sara Armson
David Dorr
Kevin Abbott
Jenna Norton
Neha Shah
Arlene Bierman
Djibril Camara
Janey Hsiao

EMI Advisors, Program Director

EMI Advisors, Project Manager

EMI Advisors, Project Analyst

EMI Advisors, Terminology SME

EMI Advisors, SME

Namaste Informatics, SME

Clinical Cloud Solutions, Solutions Architect
JKM Software, App Developer

RTI International, Pilot Lead

RTI International, Pilot SME

OHSU, Pilot Site Lead

NIDDK, COR for EMI and SME

NIDDK, Program Lead

NIDDK, Scientific Program Analyst

AHRQ, Program Lead

AHRQ Fellow, SME

AHRQ, Digital Healthcare Research and Quality, COR for RTI

evelyn.gallego@emiadvisors.net
karen.bertodatti@emiadvisors.net
savanah.mueller@emiadvisors.net
himali.saitwal@emiadvisors.net
emma.jones@emiadvisors.net
gdolin@namasteinformatics.com
dcarlson@clinicalcloud.solutions
sean.muir@emiadvisors.net
Imarcial@rti.org

sarmson@rti.org
dorrd@ohsu.edu
kevin.abbott@nih.gov
jenna.norton@nih.gov
neha.shah2@nih.gov
arlene.bierman@ahrq.hhs.gov
djibril.camara@ahrq.hhs.gov

janey.hsiao@ahrq.hhs.gov
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Additional MCC eCare Plan Project Links

 AHRQ and NIDDK Confluence Page for MCC eCare:
https://ecareplan.ahrqg.gov/collaborate/display/EC/eCare+Plan+Home

e HL7 Patient Care Work Group — MCC eCare Project Page:

https://confluence.hl7.org/display/PC/Multiple+Chronic+Conditions+%
28MCC%29+eCare+Plan

e,
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