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Scaling Proposed Solution

Added to current state:
· FHIR integrations are point-to-point
· Geimer – “most” FHIR integrations are point-to-point. Not the case for Cerner, which has a single FHIR endpoint for all of their supported hospitals
· Dan – FHIR is not required to be implemented point-to-point, but most entities have chosen to implement it that way
· Brandon – HL7 v2 didn’t scale in part because it was point-to-point
· Geimer – Apple has done point-to-point integrations at scale. Point-to-point may be an impediment but not a “blocker”
· Brandon – What does scale mean? Is it efficient communications among stakeholders? Is it the number of integrations?
· Geimer – Apple has many resources to devote to scaling, even in a point-to-point fashion. Should consider ease of scaling. E.g. indexing the web is an impediment for most organizations, but not Google
· Brandon – Does scalability indicate that a network is more efficient? Is it ease of use at the endpoint?
· Alix – our charter may have set some boundaries around what is meant by scale
· Murta – ability for entities to interact without lengthy negotiations; ability to dynamically establish a connection w/a guaranteed level of performance
· Lack of investment by many payers to re-engineer interoperability to support FHIR
· Brandon – Entities other than the large EHR vendors are waiting to make large investments
· Jason – Da Vinci is a payer-led investment in FHIR
· Geimer – several payers are actively investing a lot, but have not rolled out production versions to date.   
· Alix – not just a lack of investment by payers, but also providers and vendors. Everybody is struggling with incorporating FHIR
· Murta – Humana is heavily investing in FHIR and has done so for a while
· Geimer – Many organizations hold off on making investments until they have a mandate to do so. One of the impediments to scale is a lack of a regulation that requires them to use FHIR
· Dan – lack of clear ROI. Won’t necessarily provide operational improvements
· Murta – many of the large payers believe it is worth the ROI. General sentiment is that stakeholders are trying to understand what the landscape will look like
· Brandon – revise statement to: “to date, stakeholders are leery of large investments for FHIR infrastructure without a regulatory mandate or clear ROI
· Provider/payer angst about “opening the floodgates” – payers want everything but aren’t giving much
· Alix – Trust factor…what do APIs mean for data access? Relates to trust and minimum necessary issues that we’ve identified
· Brandon – There is a dynamic between payers/providers about exchanging data that is older than FHIR
· Murta – It isn’t a FHIR issue, it’s a trust issue. Above and beyond the technical barriers, the trust relationship between entities is maturing
· Alix – can’t get to ubiquitous use of FHIR if new technologies perpetuate big issues
· Brandon – FHIR alone won’t solve ongoing trust issues in the industry that have stalled deep integrations
· Poor visibility into integrations by patients; no true patient ownership
· Brandon – not sure if this matters. Consent, accounting of disclosures, visibility, and true patient ownership of data flowing to endpoints. A patient should be able to make decisions about their data that are effectively proliferated across integrations. E.g. if a patient doesn’t want to share records from an ER visit with their PCP. At best, only happening in a point-to-point context or with opt-in/out policies for HIEs
· Alix – is patient involvement in data flow substantial enough to include in our scaling discussion?
· Jason – New Hampshire is the only state where patients own their own data. Everywhere else the provider owns it or it’s ambiguous
· Alix – from a national perspective, patients have an inherent right to data about them
· Jason – a right to data is not the same as ownership. Worth pointing out that there is a legal ownership issue, which may be an impediment to scaling
· Dan – when a provider in New Hampshire sends a referral to a provider in Massachusetts, what does that mean?
· Alix – from a scalability perspective, there is no clarity around the patient’s involvement in FHIR
· Geimer – different laws and expectations from jurisdiction to jurisdiction can impact scalability
· Dan – legal and policy issues across the spectrum that must be resolved
· Alix – matters related to data integration and consent workflows are diverse and complex

Current issues related to privacy and security create barriers to national adoption of FHIR at scale
· Alix – FHIR provides a solution for exchanging data, but doesn’t address all of the components (e.g. policy, operational aspects) involved in an endpoint’s obligation to safeguard privacy and security of data. FHIR has to build on and extend privacy & security requirements
· Murta – FHIR itself does not solve existing privacy & security concerns

Added to problems to be solved:
· Patient matching: without consistent identifiers, patient matching will rely on the quality of demographic data stored at the requester/responder level. Demographic often are not consistent across organizations
· Brandon – determines match rate, e.g. if you misspell a name will you still get a response
· Alix – did we not include patient matching because it falls under the Identity Tiger Team?
· Brandon – how can we develop a solution without knowing what the Identity Tiger Team is doing
· Murta – dependency on the Identity Tiger Team for a scalable solution. Assuming we have a scalable patient identity solution
· Data quality: de-duplication and aggregation will be the responsibility of the receiver. Services that can map data elements from disparate organizations and serve theme up in a single useable data set are imperative
· Brandon – for example, if I want clinical data about a patient whose data is held at multiple organizations. I would receive multiple copies of the same or slightly different information. Are we handling de-duplication, or is the receiver responsible for master data management?
· Murta – underlying infrastructure should support data retrieval, de-duplication, aggregation, etc. We won’t necessarily provide a solution, but the underlying scaling ability would allow solutions to provide those services
· Brandon – Tiger Team could present potential solutions for organizations that want to solve the issue, or is it a national solution that solves the problem for everybody?
· Murta – We are providing guidance on an infrastructure model that allows scaling. We are not specifying how an organization would de-duplicate or aggregate data.
· Geimer – aggregation and de-duplication are receiver responsibilities, but what about sender responsibilities? Sender must provide valid and accurate data, e.g. using appropriate value sets
· Patient privacy: consent decisions are captured at every requester/responder organization. Patients have no way to understand how their data flows through the new FHIR ecosystem

Proposed solution overview - three different scaling models: 
· [bookmark: _GoBack]centralized intermediary (unlikely to work) – may provide services such as an MPI, RLS, consent registry, FHIR resource directory
· multiple intermediaries (realistic) – intermediaries may not be regional; involves a services replication component (esp. within RLS)
· federated functionality – national FHIR directory and RLS

