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So thank you all for coming. I'm (___), Let’s do brief introductions, and I work at the DCRI with Jimmy 
and the rest of the project team. Glad you're here today, thank you all for being here. You're next? 

Sure. I think the reason this is a small group is because everybody's tired of listening to me, but-- I 
appreciate you guys being here. So, I'm Jimmy Tcheng. I am an interventional cardiologist by training. 
Still spend about two of my days out of a regular week being in the cath lab, blowing up balloons, and 
having fun in the cath lab teaching Fellows. But spend a lot more of my head time, especially in the 
informatics and IT realms, not that they're the same. But in order for me to play in informatics I have to 
do a lot of IT stuff. That's the requirement, if you will, of the institution. But I've been on the American 
College of Cardiology's Informatics and Health IT Team now for better part of a decade and a half. Was 
chair for 10 years. Just stepped down. Worked on vocabularies. I did mention to you in the meeting that 
we figured out how to do structured reporting at Duke. So I've been in the middle of doing all that stuff 
as well. So a lot of different interests in trying to figure out how to make registries work better, and 
make health care work better from the standpoint of start-to-finish, capturing them at the point of care 
all the way through registries and then ultimately, the desire, the goal is to return the information back, 
and have it as high-quality and as useful as possible. 

Great. 

I'm (____) , and I'm with the American Academy of Otolaryngology, head and neck surgery. I oversee 
data science research and quality, and the registry, our regent registry falls under that. We are members 
of the Physician Registry Coalition, so we talk about a lot of these topics on those calls, so this is really 
timely, this whole project, I think, for us. We, like, I think there's 25 to 27 other society registries are 
using the same technology, which captures data at the EHR. We decided to go that way because we are 
a very sub-specialized specialty, and so we never did a disease-specific registry. We started from the 
beginning to try to get as much data as we could. And it's proven, the technology works, I would say 60% 
of the time. I think there's, 35 to 40% of the time where it's a cloud-based EHR, or we don't get access, 
which, we're chopping down those walls right now, and we've worked out a solution. FIG has worked 
out a solution with Epic so we are starting to get more academic data into our registry, which is 
important. So that's kind of where we are. I hope that background was helpful. 

 

So if I could just ask you-- 

Sure. 

Your FIGmd implementation, can you actually describe that a little bit more? So, I know a little bit about 
FIGmd. The ACC was one of the-- 

 

That's right, their outpatient data-- 



 

- Founding Fathers. 

- Right. 

- Was the first one. 

- But-- 

- That's where they built their interfaces, really. 

- Right. 

But FIGmd's gone a long way from the kind of framework from what I remember. 

Yes. 

Could you-- 

Yeah, so it's-- 

How's it work, yeah? 

They have two strategies, and they're called push and pull. And so what you really wanna do is, for the 
most part you wanna pull, because that is the most straightforward and literally it means that they put a 
connector up against the EHR and the data. I mean, this is a very simplified version, but the data flows 
into the FIG registry, which is in a cloud, an Amazon Cloud technology. But some, either contracts that 
hospitals or physicians have with their EHR vendor, or the EHR technology itself, doesn't allow for that, 
and in those cases a lot of them push data, which means we give the data elements that we need for it, 
whether it be quality measures, or disease conditions we're following, or test measures we're looking at, 
and they push that data to us, and that gets a little bit more complex. But I will say, for instance, I have a 
data dictionary, I don't know that you've asked for it yet, I don't, but we do have a contract, so I could 
definitely share it. But all of us also have this table of sections and elements that we use, and I think 
that's probably pretty similar across FIG Registries, that we're pulling the same data, and sometimes 
from the same EHR vendors, obviously. Our specialty, unfortunately, our physicians are using all kinds of 
EHRs. So, so far, we have, I think, 24 EHRs that we're pulling data from, just for otolaryngology. But it's a 
pretty straightforward process, but there glitches where an EHR vendor might not want you to have the 
access directly, or where they just, the technology doesn't work, and they have to push the data. 

Great, so, when you are pulling data, the software application kinda sits inside the walls of that entity. 

Mm-hm. 

And then interrogates the EHR looking for those-- 

Yes. 

Specific data elements. 

Yes. 

Uh-huh. 



And there's all kinds of protections, obviously, and security around it, otherwise we would never get 
access. 

So how is the data captured in the first place in a way that can then get harvested by the system 
integrator function? 

- Um-- 

- No? 

I'm not sure that I'm the best person to answer that question-- 

- Okay. 

As we get more technical, but we actually get, I'm trying to think of the name of the files that we have 
access to, CDR files? CD, CDM files? I can't think of the name, but-- 

- CDA files? 

- CDA files? It could be 

- Okay. 

So the data comes down and we actually depend, as you could probably tell, on FIG. I just say, this is 
what I need in terms of a data report, I'm looking at these measures, can you run them against the 
regent registry and see what kind of data elements come? And they provide that information in a file, 
so, a readable file for me. But I'm sure there's a lot of technology back there that they're doing to make 
that happen, but I'm not the most... 

No, this is-- 

Technical person. 

All right. 

I'm (___) . I'm with the Renal Physicians Association. I oversee our QCDR which launched in 2015. We 
use Premier as our vendor. 

Okay. 

You know, one of the handful. 

Yes 

So we've, over the years, developed a number of custom nephrology measures. We did it back prior to 
there being any kind of QCDR space back in the PQRS days. Some of them made it into PQRS, some were 
sort of just hanging out waiting to be used 

Yep, we had the same thing. 

QCDR back when PCPI was doing measure development. 

And then subsequently, after launching the QCDR, we developed some custom interventional 
nephrology measures since that scope of care really wasn't being captured anywhere. But we've been 



struggling with adoption of the registry, struggling to get EHRs on board. So our data format is typically, 
there's a sort of set data template, data dictionary, that is used by Premier. Usually comes in a flat file 
format, although we also do take CCDAs. 

CCDAs, that was-- 

Yeah 

That was the term I was trying to think of. 

So we have, I think, seven or eight EHRs on board which are most of the ones that are used by 
nephrologists. However, there's two nephrology-specific EHRs. They're actually both owned by the large 
dialysis companies. So we have contracts with them, but they both are in the midst of putting out their 
2.0 project, which is all based on Epic. So we have a, nephrology's a pretty small specialty, so-- 

Is it all inpatient data? 

No, it's all outpatient data. 

All outpatient, okay. 

So the vast majority of nephrologists are in private practice. And so, most of the data that's currently 
collected is the office data, so the CKD data, with some dialysis data, but because the dialysis facilities 
operate on a different EHR, which is not interfaced, of course, with their office product. They're, you 
know, there's no interoperability. Capturing the dialysis data has been more challenging, so that's one of 
the things we're working on resolving, and we're getting closer on that. 

So Premier is the system integrator equivalent then to FIGmd? 

Yeah, yeah. 

Okay. All right, so kind of a key question for both of you: as best you know, and if you don't, that's fine, 
but as best you know, adherence to data standards by either one of the vendors, FIGmd, you mentioned 
that they've developed their own data standard that they have internally said, okay, across the 50 
registries that we support, we're gonna use this for data burdens or whatever it might be that. Do you 
know what the level of adherence is to national data-- 

I don't know, I will say, I do not know. 

I don't know, either. I know that they have a large number of other specialty registries, so presumably 
across their own registries they're consistent, but I don't actually know what data standard they use, if 
any. 

It's not a homework assignment. 

Yes but I think it's-- 

I know, I'm like-- Now I need to know 

Right 

And I have a whole different answer to that question I'll get to after I've introduced myself. 



Okay 

I'm (_____). I work for the Michigan Surgical Quality Collaborative. So, slightly different to your average 
registry, and we are funded by Blue Cross Blue Shield of Michigan, as one of 15 or so clinical quality 
initiatives based in the state of Michigan, as is general surgery, but also for bariatrics, and urology, and 
trauma, and emergency department. And there's numerous ones there. We're about 10, 15 years old, 
and we came out, originally, of the NSQIP project from ACS. That's was where we started, and yeah... So 
we have 70 hospital members within the state of Michigan, and they provide us with data from general 
surgery in service of quality improvement. So this is a quality improvement project, that's what we do. 
Gather the data, our eyes on quality improvement initiatives, which the hospitals focus on throughout 
the state. I'm an operations, technical project manager kind of person, so I can't speak to much of what 
we do on that side, and I work directly with our vendor, which is Arbor Metrics, so there's a-- 

Mm-hmm yep. 

the NQF meetings. 

They were based in Arbor, where we are based-- 

Oh, that's easy 

Actually were founded as a spinoff of the University of Michigan. Two physicians IF people may know it 
as This was an attempt to solve some of these data registry problems and further than secure eye back 
in the day. So that's where we are. Our data model is almost entirely written by ourselves, and then 
forced upon the vendor to produce that. But it's a complete mess, because it's evolved over 12 or 15 
years without any strategic intent, so, this is where we are arriving at now, trying to not only make lives 
easier for the hospitals themselves, and the data they need to push to our registry, but also, potentially, 
to align the 15 or so CQIs that work from Getting all of those people to sit at the same table and have 
those discussions is difficult, which is part of the reason why people like myself are coming to meetings 
like this, to get help. So I'm sitting at the communications table as opposed to the other one, to be able 
to go back and push for standardization across the 15 CQIs Of course, Blue Cross Blue Shield themselves 
will probably want to be at this table as well, and I think it would be a great part of this project. Getting 
them involved, very, very different requirements than we do so. 

 

Great, great. So in terms of this particular work group, which is called the Communications work group. 
We tried to come up with a catchy name for each one of the work groups. The first comment is, I do 
anticipate there's gonna be some degree of overlap among the groups that after all, we're all kind of 
talking about the same thing. Different focus perhaps, but then some degree of overlap. So don't think 
that if you have a comment about financial or OI which is a separate group, that it doesn't belong here. 
Just feel free to state whatever comes to mind. This group is the communications group. I think the kind 
of top line thing is in there in terms of what the question is and that is what would you present or what 
would help you present the case to your bosses and your bosses' bosses. The folks within your registry 
framework as well as HIT vendor community that you have to interface with as well as the health care 
providers to convince them that the work we're describing here, and there is gonna be a work product 
that is gonna be an implementation guide. You should build data work this way, that that's something 
that you need. So we have a, we developed a facilitator's guide, but as you can expect, the points for 



discussion include how to build a case, who are the key individuals who need to receive the messages, 
what should the contents of the message be, , and prioritizing the tools that we need to develop, should 
it be a powerpoint, should be a one-pager, white paper, executive summary, webinar, demonstration 
platform, what should it be? What channels of communication to use and how to disseminate this 
beyond the immediate target which the database developer community. The key first product that 
we're gonna have is the implementation guide. It's gonna basically be kind of like the slide that I showed 
of sex and I think I showed smoking status. I've got a few more, but just in the interest of time I didn't 
show them, but if you can imagine that we're gonna develop, I'll just pick a number, 15 key concepts. 
Each one would have a page or maybe two pages. You can hand it off to your database developers and 
say here, do this. That's the implementation guide, but unless your database programmer hears from his 
or her boss, which hopefully is one of you guys, or from some other mechanism that says yeah, this is 
gonna be a priority for you for the next five months or six months or in 2020 or whatever it might be. 
Unless they hear that they're not gonna do it, okay? And unless the leadership, whoever that might be, 
and again, hopefully it's you guys, the decision makers aren't gonna devote resources to doing this 
unless they can say okay, I understand. Here's the ROI, here's the justification, here's what everybody 
else is doing. It's critical mass etc., etc. So all those things are basically what we would like to talk about. 
So we can go in any direction, any dimension. I will take notes. We are recording this, and the main 
reason to record it is that we have a methodology where we take everybody's comments and then 
assign them grades and then we surface priorities, et cetera. Everybody will remain nameless. Unnamed 
I should say. So, protect the innocent here. That's what we're gonna do with the discussion points. So, 
you wanna, other comments? Anything else you wanna add? 

 

I'm interested to hear what you guys think, and what... anything from messaging to tools to strategies to 
I think it would also help, if you wouldn't mind, to tell us some of the key people that you need to sell it 
to and any ideas at all that you might have that will help. 

The first thing for me and I'm interested to know how general this is or whether it's just our specific 
case, but there is no database programmer. 

No. 

Yeah. 

Yeah. 

Yeah. 

For us to do this work. So providing detailed instructions to the vendors is a challenge and that's 
certainly the work we've seen here. I'm gonna take this away. It's gonna become part of our building or 
programming instructions, which for me is, I have my what we call our clinical support team with our 
clinical champions and they write our definitions and decide which direction we're going strategically 
and then that gets passed to me. You know, "Collect sex "on sample cases" I turn those into 
programming instructions that go to the vendor, to the day to day 



But you don't put your nose into "this "is the way we want you to build it" right? So that in, remember 
one of the slides that I had towards the beginning was this slide about audacity. That's what we're 
asking folks to do, is to get in the face with FIGmd and Premier and who's your vendor? 

ArborMetrix. 

ArborMetrix yeah and say we want you to do it this way. 

So all three of us in this room have a vendor that does that work. I mean is that typical of getting? 

It's about half yeah. 

About half? 

About half and half. 

And of course we have the debate, I'm sure you do too about maybe we should be doing this in house if 
we're spending all of this money. Maybe we have a hardware and the staffing to go with it especially 
when you are connected to somewhere like the University of Michigan since we have the potential to do 
that. But that's an enormous initiative to get through to get to that point. 

So since the programmers aren't in your basements, who would be the target for this message? Who 
needs to be convinced that... so if you think about your vendors, they, you are their customers. If they're 
worth their salt, the vendors are going to listen to the customer saying we really do want you to do it 
this way because x, y, z but who would that person be? 

 

But I think the vendor is still and I think a very, very difficult message to get across. We are probably the 
largest of our vendor's customers, the oldest of our vendor's customers but, you know, they're a VC-
funded start up and they're all about return on investments at their end and me having a good case for 
completely reprogramming and the way we capture sex in a database, I'm not sure I could ever 
completely persuade them of that. To put it bluntly because they've collected it because they've 
collected in a particular way for as long as they have and they're going to have to convince their VC that 
that is something need to spend time and resources on doing. Patching up broken systems is probably 
the path of least resistance for them to getting internal investment from their funders. That's the bleak 
vision. 

No, no, no I get it. 

But it's also kind of realistic. When I deal with them on a day-to-day basis we make priorities about 
where we're going to spend our time and resources. Right now we're making decisions about the data 
we're going to collect, how we're going to program our data for 2019 so we're already kind of too late. 
Any information that comes out of this group I would be looking to implement in 2020. This is not 
something that that will have an immediately turn around. 

 

No I have no aspersions that this is a six-month project. The timeline that I chatted about with a few 
folks is that this will take five to ten years to roll out. That it does need to be done incrementally. 
Depends. When systems are changed is an obvious opportunity. Systems that are broken is an obvious 



opportunity. The interesting thing is that there's probably more, at least from my perspective, there's 
probably more resistance than resistance is warranted to doing this because there's this thing called find 
and replace. It works really well in computers and you can literally change your entire database 
structure including all the queries in a couple of hours. If your database programmers are worth their 
salt, the work product that we come out with with this implementation guide, aside from the 
medication modeling and the lab modeling, that's a little bit trickier but all the kind of, the single data 
element concepts, that's basically a day's worth of work. It's not a lot of work. Now it depends on how 
obsessive-compulsive you want to be on validating that you haven't messed anything up. That's a lot of-- 
But the actual changing of the database is almost child's play you know. That's kind of database 101 but 
anyway back to the question. So it's difficult to get the message across to the vendor. 

 

I don't agree with that for me. I mean I think we've actually, in my experience working on health IT 
projects, well before I worked for the academy I worked for a health system and I've dealt with all kinds 
of vendors from McKesson HBSC and Epic, and FIG is very facile. I mean it's the first time I've worked 
with a vendor that pretty much anything that we've asked they've either said yes or said we'll look into it 
and tell you if it's going to be, the degree of difficulty it is. And pretty much they've been able to do 
anything we ask. Now I think we have captured, we have a captured group now because there's so many 
societies using this technology that if we all say this is important especially if we want to have any 
interoperability between our registries, which is useful obviously, that they would listen and they would 
work with us. And I think in terms of who, there's a FIG user's group. So I don't know how many FIG 
Registries, I didn't notice a lot here today but ophthalmology was here and I was here. We're a couple of 
the older, considered older ones, but I think that there's obviously the effort would be pushed forward 
more easily because there's so many of us using that technology and so I think the first communication 
level would be to the other FIG users to say, you know, that we, Phil and I, we're at this meeting or 
whoever else was a part of the project with you all and then and that we think this is important and then 
within our societies too, obviously. Our leadership at AAOHNS is, it's me and my boss, who's the CEO, 
and the board. So it's a very streamlined. There's not a lot of layers that we have to go through. I'm not 
sure that that's the way with other societies. I think that the question among the physician members 
would be where does this priority of asking FIG to do this, what else can't get done if we push this 
forward in terms of the other work that they're doing with each of our societies. I can see that coming 
up but I think that most of us that are working on this stuff every day, know the importance of it and can 
communicate that within our societies and as I said I don't know if any conversations with FIG have 
taken place but they're pretty... and it's the CEO of FIG. It's Sanket Baralay and the COO Siddhi Baralay 
who are really involved in the FIG users group and with all of our societies. 

So ACC is here, too. 

Yeah. 

So big component of this. What do you think about Premier? 

Well I think I think your point of having the other users as a collective voice is really critical because I 
think the way FIG is structured kind of if they change it for us they'd have to change it for everybody 
else. They would need a collective voice asking for these changes. I think that they are certainly willing 
to listen. I don't know how easily they can change their structure but if we can say you know in the next 



X years, we expect this to be the transition. I think that they would be receptive to that. Historically they 
have been quite receptive to our asks and we have had, not that our registry is very old but we are one 
of their oldest registry clients. So I think you know we have a standing relationship with them and I think 
if we can get some other organizations on board with pushing for this that could probably happen. I 
think as far as internal decision making, we are a very small staff. There's eight of us. So I'm on I'm the 
only one that works on the registry and then I will advise our executive director but we also have an 
oversight group that's our registry work group that are practicing clinicians that are very interested in 
this sort of thing. So I think, you know, communications to them would probably be a little more 
detailed about the rationale and the ROI and the value of doing all of these things and then, you know, 
they would make a recommendation to our board and our board would want something short and 
sweet. You know, they don't want to get into the weeds of the details of why and the historics. They 
don't care. They want to know what's the ROI for doing this. A one-pager or something like that, an 
infographic. As much as I can get to the point without getting into the weeds for them that would be 
really a great tool for communication for them. 

Yeah. So as you see this meeting is actually pretty deep in the weeds but talking to the converted. So 
you brought up the topic of the actual content. Let's go down that pathway just a little bit here. So kind 
of categorize that as tools. What are the tools that you will find useful? So each one of you think about 
both who you have to convince and who you would interface with. So both within your respective 
associations and then dealing with the vendors because that seems to be the, kind of the two groups, 
just listening to you that you would need to persuade. Your leadership. And obviously you're part 
leadership but you need to still have it reviewed by the rest of leadership and then your if you will, 
negotiations with your perspective registry vendors. So what would be, what would you want as the 
tools? The things to be able to hand out? I presume that you would prefer that you didn't have to create 
it yourself. That at least you would get something out of this. Because we're more than willing to let you 
guys do it yourself. 

No, not in our capacity. 

What would the package look like? 

I know from, with my own communications that a one-sheet is the way forward. 

Yeah, it's got to be very-- 

5 bullet points. 

Yeah 

Yeah. 

Infographic or whatever it is. 

So you need the executive summary is what you want and that's all? 

And bullet points, not paragraphs. 

If there are online resources to be pointed to, I'm know working with surgeons that surgeons don't open 
attachments on email. 



No. 

So five points in a bullet point in an e-mail, five bullet points in an email and then those other resources. 
So I'd personally use the PowerPoint slide there. Slides while you're speaking. 

By the way you're welcome to have my slides. 

I thought that we were going to get those eventually. 

That would be great. 

I need them tomorrow to talk to somebody so just in case I know what I've taken pictures of today and 
it's pretty much the common data element slides, and the metadata. Those two pieces, I mean that is 
kind of getting into the weeds a little but I've got to go back and explain that. That's going to be very 
useful. 

I think in terms of society registry users, a WebEx would be good with some of that same content. The 
slide deck content would be really useful. 

Yeah we did have to limit attendance. 

I'm sure. 

Just to let you know the number of folks, I don't know if you all or any of you attended the original 
WebEx a few weeks ago? There were 250 people on the web yeah. There were 250 people so we 
couldn't have everybody here. Not that everybody could afford to come here so we had to be fairly 
selective but doing this, disseminating information by WebEx seems to be actually reasonably effective. 
Back to the PowerPoint slides, how many is the optimal number? Just thinking about what you would 
want. So did you see I put the slide back together. There's always a little bit of humor and all that kind of 
stuff that doesn't count but how many is too much because-- 

I'd say anything over 20 is too much. 

Over 10? 

20. 

No I'm asking. 

Oh over 10? 

Over 10 is too much? 

10 is okay. 

10 to 15? 

Yeah. 

So that's... all right. And an ROI calculation, however it's not ROI but... 

But you would like some type of ROI calculation. And that perspective is both what it means to the 
society as well as what it means to the vendor? What else would you like to add? So where we are Becky 



is I was just asking what the package should include. An executive summary, less than one-pager. You 
know the one-pager with five key bullet points Maybe a paragraph above, a paragraph below and that's 
it. 

And that's the why. 

 

-[Jimmy]  That's the why. That needs to be available. Everybody agreed that they would prefer that we 
would do this instead of them 

 

That way we get consistent messaging too. 

 

That's right 

 

talking points and then they can take it and-- 

 

A PowerPoint slide deck starting kind of with what the content is that we put together today but 
somewhere in the 10 to 15 slide range, something like that for active discussion point without being 
overwhelming. An ROI statement clearly is needed from two perspectives. What's in it for each society 
and then what's in it for the registry vendors so that when you're having a discussion with the vendors 
they can actually at least have some description of ROI. And that beyond that content that is linked via 
URLs, etc. is fine but any more than that is not going to be opened by the recipient. You guys need to 
have access to it so you kind of can put the whole picture together and if you will. 

 

We have a few people that would be very interested in getting in there and seeing the whole picture, 
you know why, and the hows, and the history of it, but that's a minority. Most people they're like tell me 
what I need to know in a nice complete, concise manner. Don't make me have to be a tech expert to 
understand this. You know, these are people who are obviously very good clinicians but they're not IT 
folks by and large. Although we have a few exceptions that are both. So, you know, make it clear, make 
it concise, make it, you know, non-insider language kind of thing. 

 

So the to the WebEx was phrased. Let me just push on that just again. Are you meaning the WebEx's 
that we run that provide additional information? So you sold it within but then the next question is-- 

 

Go sign up for this and you guys can watch this and have it explained and you can ask your questions 
directly. 



 

You can have an agreement among registries, I think it would be good to have something with the 
registries themselves and that could be the quality improvement registries as well as the society 
registries. But I think that group is already communicating so much together about things. At least we 
are with other-- 

So tell me about the-- One of you mentioned. 

Centralized groups. 

A group which I probably wrote down here but I can't find it quickly. The group of folks that get together 
with registry communities. 

Yeah, so there is a physician clinical registry coalition, PCRC, and they have, are you part of that? 

We're not. We're a part of-- 

Are you part of CMSS? 

No, we're part of PCPI and NQRN 

And we're not part of either of those. We are CMSS and PCRC. 

The other nephrology association that doesn't cover registry is part of CMSS. 

Okay. 

Are there registry groups like these? Are there other 

I think. The majority of the society registries 

The majority? 

Are in the council for medical specialty societies registry component group so the CMSS component 
group and then a subset but probably close to 90 to 95% of that registry component group is part of the 
PCRC, which we all voluntarily, it's led by an attorney that a lot of us use for this work and we all 
contribute to it and they set up a website for us so there's a PCRC website if you go out there and we 
have calls every month, once a month. 

How often does CMSS get together? 

Twice a year. 

I think twice a year. 

Yeah. 

I think it's the spring and the fall. 

Yes spring and fall. 

Yeah I was at the spring meeting. 



And the physicians there are very involved in their society's registries. My CEO, it's all the CEOs pretty 
much, the physician CEOs. 

So staff doesn't go to the...? 

No we both... they do their own meetings and within that meeting they have great breakout groups for 
guidelines, registries, measures and those groups meet at the same time. 

One of the pieces I think that's part of the message is how, and you've addressed it many times today, 
but how this fits into the bigger standards ecosphere. And I think the FHIR method in particular is going 
to be what I need to sell. They're not FHIR ready, but they're fully engaged and the strategy is to be 
there and if we can link that to FHIR, this to FHIR, then I think that's a big piece of the Just having the 
FHIR links in and of themselves as part of your metadata package is key to this. 

So you think it's a good idea? 

But from my leadership it's more why do we go this route when a year ago Matt you were talking about 
FHIR for the future and now you're talking about  How do these two things join together? How do we 
decide as an organization ourselves where we should be putting our standardization resources? 

No, it's a universal dilemma. I've sat on the American College of Cardiology's informatics and health IT 
task force now for the better part of a decade plus and we've largely sat on the sidelines because we've 
dabbled in trying to build data elements into data standards. Actually Becky spent part of her career 
doing that and the uptake was zero, almost zero. So all this work and, you know, it was a great academic 
exercise but it hasn't been to the point where there's been a uptake on EHR vendor side, on the registry 
builder side It kind of rolls around and even within the college. The NCDR, the National Cardiovasuclar 
Data registry, they're building their own. They don't look at the data standards. So what's different 
today than compared with what it was in the past? That's really the question. Kind of the driver, at least 
for the college, is the fact that we are, the NCDR suite of registries is costing American healthcare close 
to a billion dollars a year and now we've reached the point where it's too much money and we have to 
figure out a different way. So that, at least for the agency is part of the drivers to participate to help 
move this stuff forward in this direction. 

 

I see you some of the drivers for the companies they all work with like the registries they work for or the 
physicians whatever because when I talk about interoperability, the things that come to my mind are 
uses of the data beyond what it's collected for, but not a lot of people understand that and it's hard to 
translate that message into something that's meaningful. I don't know if you guys want suggestions or 
thoughts on what some of the things are that would register with these people that we need to... that 
will help us with that message. 

One of the things that attracted our people and I don't think we're actually fully really there yet is 
getting more of a complete picture of patient care, a longitudinal picture. Because of the way kidney 
care is delivered you have these multiple sites of service and these systems don't talk to each other. So 
theoretically this can all be helping the registry and you can see this picture of the patient care and 
when interventions happened, when they got their fistula, when they had this and when, but we've also 
talked a lot about yeah, what else can you get from that data? So one of the things we've been working 



on is have you moved beyond our original messaging with like you could do all your CMS reporting this 
way. 

Oh yeah, we're totally beyond that. 

Everything that could change with the QPP and now we have ESCOS which are the ESRD, the ACO's 
basically. So that's not really a driving force for our folks. So we often talk about things like 
benchmarking. So you know we know these large practices do all this, review their own analytics, they 
benchmark all of their docs against each other and so what we're saying is what if you could look 
outside your practice, you know? So I think we're looking at, you know, kind of what are key quality 
indicators and transitions of care, but I think that's something we've struggle with as a message as far as 
tell us what matters to you and then we can try to tell you how much we'll help you. 

Yeah, getting beyond that public reporting is key for society registries I think to keep the momentum 
and to keep the interest of the members. They're really not interested in that public reporting. 

Don't care, they don't really want to do it. 

But one thing we just started exploring is this whole area of clinical research and participation in 
research studies even at a private practice level and taking the data that they're providing us and 
providing that to groups that do research trials so they can more easily identify principal investigators 
and people to participate in clinical research and I think that's a huge thing, and it also would help with 
the cost. I think, and I know that's being taken care of in another group but all of the societies, as you 
just mentioned, are looking at this tremendous amount of money that you have to put into this to keep 
it going and to keep the standards up and there's got to be ways that you get something from the data 
that you're producing. So that's some of the thoughts we had and just really before we started our 
registry, there was not one central national repository for otolaryngology specific data. So in terms of 
any kind of research now, we are starting to have a repository which I think is really important, if that 
helps. I don't know if that answers your question but 

 

No, no, is it, yes so is it resonating with the two of you about the cost? 

 

Oh yeah, yeah. 

 

Reducing the burden of manual obstruction is key. And doing that through sophisticated integration. 
And we're doing it in other ways too, not least we're just reducing the amount of data we collect. 
Actually by about by about 30% this year. 

 

Can I have you convince my colleagues at the… 

 

I will do my best. 



 

Instead of it ever every data point that has ever happened. Exactly. 

 

Big data is such this, such a sexy subject or perhaps but a few years ago because we can. And then throw 
big data and HADOOP magic at it People are still doing that with their data and actually I mean I was 
going to talk about data linking to other data sources as being a key piece of But the way that's being 
done right now is through this sort of black box data science that is pretty effective in our case at the 
University of Michigan, and we can link data from anesthesiology registry to our general surgery registry 
to our, we have a Michigan value collaborative that takes claims data out of numerous payers and we 
can link across those with pretty amazing success using this black box science that I have no idea how 
we're doing it. Is interoperability going to help and that? Of course, but it might be a struggle to 
persuade stakeholders that this is the way to do it if our data scientists are already showing that you can 
do some data science magic. Anyway, maybe it's only at 80 to 70 percent patient match but that's still 
pretty good, right? And it's not actually about bedside care. And transitions of care, that was something 
that you said That's a big thing for us as well. 

 

Somebody mentioned research. Do you guys know of people that are looking at trying to participate in 
PCORnet or Sentinel- based kind of research initiatives? Does that resonate with anybody or? 

 

Our Blue Cross Blue Shield funding model is about quality improvement. We don't have resident cost 
and value but nonetheless we have this very rich data that is used for research purposes mostly internal 

I would actually have to know more about the PCORnet and what the data set is because I don't myself 
know that much about it. 

I think the idea was that people that are participating in it collect data in a similar way and so their data - 
They send queries, the PCORnet Coordinating Center sends queries out to see who wants to participate 
in various research studies and then those people get a query that's written a certain way using 
standard, you know, their model and then they run it against their data. Their data stays in their own 
institution and they basically return the results of the query, like counts. Not patient level, but counts of 
things back to the PCORnet Coordinating Center. So it's a pragmatic kind of research approach based on 
some randomization kinds of things as well. So it can be prospective or it can be retrospective. I don't 
know how many of the members of the registries would also be participating in PCORnet or a Sentinel 
initiative. You know I don't know how many. 

Who does the PCORnet communicate that they're having an upcoming study and I mean do they report 
out to try to get people to participate in? 

So I think PCORI Foundation funded people to participate at different levels and they had to set up the 
data models on their own data warehouses or sources of data and that was one of the things that they 
had to have a model to which people could say okay we're going to map our data set to that so we can 
participate in this kind of study. 



Yeah it's a clinical research network that's really targeted at the individual health care enterprise as 
opposed to be being something at the registry level. So you have to sign up, you have to have 
information captured by your electronic health record and then transform from your EHR into the 
PCORnet data model so that the queries can be run against the data that you own. So that's the way it 
kind of works. I think there's several hundred, there's 300 or 400 sites that are part of the PCORnet 
network but they're designed around patient-centered outcomes. So it's designed around trying to 
execute pragmatic trials, large, simple, relatively low-cost clinical trials as opposed to understanding 
clinical care, assessment of quality, performance, et cetera, et cetera. So it's a different question. 

Is it built in an outpatient? 

Data sets though. I know some of the recent stuff that James and others have been working on is to how 
to use registry data with PCORnet data sets and things like that. So I'm not knowledgeable on how they 
do it but I know that it's been one of the newer things that they've been working on. I didn't know how 
the members of your registries would take to that. Whether that would resonate with them, an 
opportunity, whether they would see it as an opportunity to participate in an initiative like that. 

A lot of members of our registries are individual physicians for the most part. They're not institutions. 

So are ours. 

- So. 

- So individual level physicians as opposed to organizations? 

 

- Yeah. 

- Okay. 

Yeah ours is an individual subscriber basis. So you know usually you'll get every member of a practice in 
a group but it's not like an academic medical center or something like that. They're private practice and 
smallish. 

We're starting, for the academics, I mean we are starting to, they're starting to cover the cost. It's a very 
nominal cost but it's sometimes the physicians are very concerned about the cost obviously but it's $295 
a year to participate. So sometimes at the academic or large health system level they may pay for the 
department of otolaryngology to participate because it's a per physician fee but then it's like well 
dermatology may ask us and neurology may ask us. So if you're at Johns Hopkins, you're thinking how 
are we going to approach this with all these separate society registries? 

So in the House of Cardiology there's actually 30 some-odd registries who participates in about a dozen, 
maybe a few more than that. Each one has its own unique case report form, data collection tools. 

But are there costs? 

The Cath PCI, the heart catheterization and the angioplasty registry is, I think it's $5,000 a year for the 
enterprise. 

For the institution, yeah. 



It's still more expensive than $295. How much do you find that the federal initiatives for the assessment 
of quality like PQRS, we mentioned, PQRS, now MIPS et cetera, et cetera, how well or poorly does that 
align with the registry mission? Do you try to, is it a subset? Do you try to align, do you try to ignore it, 
what would you say? Would that ultimately be a driver for...? 

We thought it would be a driver and it is not. So, you know, we tried to make sure that we had all the 
requirements from back when it was PQRS and now MIPS as far as the quality reporting and then we 
have an add-on where you can do your improvement activities and all this stuff, and back when we had 
Meaningful Use, you know, our registry counted it as a specialized registry reporting and it now counts 
as that for whatever they've renamed it for the eighth time That's it. So I mean I think more people use 
it for that then they actually use it for the MIPS quality reporting. We were really surprised when we got 
the latest data report. You know I think we have just under 400 subscribers. I think 15 used it for MIPS 
reporting last year or for the MIPS quality reporting. 

But as the penalties go up. 

Yeah, but I was going to say but then last year. 

I think they'll come to us more. 

Pick your pace here and it was so easy and they barely had to do anything last year. So I think, you know, 
it's probably not representative but I don't really know what it'll be for this year. 

And the reason they don't, they haven't activated that component? 

 

Well their EHR vendor might do it so they just do it through the EHR vendor and then they don't have to 
pay us $295 per physician or their health system does it on their behalf. So it's not as big a draw as we 
thought initially. Although we have tried to communicate that we keep hearing that this stuff isn't 
meaningful and we're developing meaningful measures because we can develop QCDR measures. 

 

Yep, that's been one of our-- 

 

And they don't care enough about that but I think they're starting to care more you know because they 
do see now we have, you know, rhinosinusitis measures and we have sleep apnea measures and we 
have, so we're hitting all the sub specialties and that's more meaningful for them than before. 

 

Yeah we had the same thing in cardiology. Cardiology core measures, even me who used it, it was such a 
joke that for many of us were like, really? So, you know, we have maintained, several dozen different 
measures that when you participate in any one of the registries you get these multi-page reports that 
have got all the measures and no one pays any attention 

 



Yeah, we're trying to say, I mean our message this year has been we are more than a MIPS reporting 
solution because that's what they think of us. 

 

That's like where we're going with our messaging is because obviously what we thought was the value is 
not really defining the value. So we're also trying to do some surveying of like why are you guys 
subscribing. What are you doing? Did somebody in your practice think this was a good idea and you've 
never ever looked at it? Which I think is entirely possible but we also find that we have a bunch of folks 
who, sort of, a lot of the larger practices who were probably early adopters anyway are now in ESCOS 
which are advanced EPMs so they don't need to do the MIPS reporting. So that's all being taken care of, 
you know, through other means. 

Speak to the channels of communication. Is social media useful... 

On that actual types of? 

Yeah. Having information is...that's fine, I don't like social media either. 

I mean I, well not social media. There's a critical mass that general surgeons have not reached. Move 
over to bariatric surgeons and social media is a very important channel But in general surgery for 
whatever reason. I don't know if it's the (…….) 

That's probably what it is. 

 

Attempted over and over again to get our surgeons on board but it's just not. The surgeons are getting 
younger, social media is becoming key. 

Yeah, our younger physicians definitely. And I followed HL7 on Twitter for a while thinking it's gonna be 
something useful these guys are going to throw my way. It's just not a good channel for communication 
for this kind of thing. 

Okay. 

I was going to mention this earlier but I think this does fit into what you were saying. One of our key 
ways of communication is face-to-face meetings, is getting everybody in a conference room, presenter, 
three or four times a year and so to have somebody from your project come and talk to us, talk to our 
representative of 70 hospitals, knowing that this would happen means we could even get IT decision-
makers to come to that meeting too and they wouldn't typically be there. Typically our surgical 
champions, data abstracters, and quality people. But we could arrange for a meeting like that. In person 
I think works very well but yeah maybe WebEx type of thing as well that's the specifically aimed at why 
this is a good thing for Michigan hospitals to be doing rather than the general so that would be a 
partnership kind of presentation. 

Travel gets expensive but... 

WebEx goes a long way. 

Conference call, WebEx, that's what we use a lot. 



You know we mentioned a number of the kind of durable materials, the one-page handout, the 
executive summary, the power points, et cetera. Should those be publicly available? Is that important? 

- Yeah. 

- Yeah, I think so. Definitely. 

So if you need to go get the materials you don't have to go fetch them. We do have a website which has 
been on all the screens, the project status Becky is the webmaster Been on every slide, but, you know, 
the communications need. All right, so the website presence actually does help then? 

Yeah. 

Yeah. 

Okay, contents of the message for each audience. Current state problem areas, cost associated with lack 
of interoperability, future state, characterize the ROI, describe what it'll take for me to be, are you guys 
are you guys comfortable enough, facile enough with? Do not need specific materials to help guide you 
through? And think large too. Think about all of your colleagues who are not in this room. 

I would like more data on the cost of not being interoperable. 

Exactly, yeah. 

Because I don't no those statistics at all. 

 

Yeah, and I think that's a, you know, that's a really good way to drive home messages with our folks. 
Well, you think it's expensive to change. Look what it's costing us by not changing. 

So FTE counts would resonate? 

Mmm-hmm. 

Okay. So within the Duke environment, for example, when we went from our old approach, which was 
still I would call somewhat structured reporting but it was very fellow heavy and et cetera and took a lot 
of folks to kind of shepherd the process to our current much more streamlined approach. We are 
basically dropped two FTEs. So that's-- 

Yeah I mean I know we spent a lot of time talking about burdens. So paper burdens, reporting burdens, 
you know, just the time burdens of all the documentation and then if you're adding on an extra layer 
where you have to add all these other things and have to double enter it that what would be the swivel 
chair of the two systems? You know, that something that happens a lot so I think if we could talk about 
how this can help eliminate that kind of, you know... 

The mapping burden actually is huge for society registries because we spend hours on the phone, the 
practice, the vendor, you know, going through, you know, what's unique about their EHR or how they've 
modified it and how we have to get that data into a good form to be in the registry. So I think if we could 
streamline some of that, just the medication piece that he was talking about. We spend hours on that. I 
think that would be great. 



Are any of you in the business of creating I would call point-of-care mock-ups, point-of-care forms for 
your enterprises to use? 

Not yet. 

To actually impact the way they practice medicine? 

Not yet. Although we have taken our clinical practice guidelines and we have made them available in 
apps. So they are available at the bedside on-- 

That's the guidelines themselves, right? 

Yeah the guidelines themselves. 

Okay, but nothing like-- 

Nothing like that. 

And we toyed with the idea. I mean we've been down the app route 

We abandoned it, yeah. 

Risk calculator for appendectomy or something that's they're using at the bedside. There's a group at 
the University of Michigan that's working on knowledge objects to plug in to chart to make some of this 
more automated, but it's still very early. Sort of still a research paper as opposed to actually something 
that's being actively used, but I think that's the way we would probably end up going. Epic plug-ins 
basically. 

Can you all think of anything else to? 

So just my again, with my communications hat on when I'm trying to sell something I go for the three 
tiers of, you know, the all sing and all dancing. This is the fabulous and blue skies end game and this is 
the path of least resistance and this is return , and somewhere in the middle was actually what you were 
trying to achieve. And that's, of course, where people gravitate towards. So that's the way I would break 
it down to try and sell to my CEO. Managing the boss. Make them think that they actually made the 
decision so 

So the middle tier you would perhaps label something like ‘enlightened decision making’? 

That's great. 

And top-tier was what would your label be for that? 

 ‘all sing and all dancing’   Any shiny objects just put them right there. 

One question that came to my mind was how much time do you think is invested somewhere along the 
lines of changing data or losing has to get the quality of the data that's reported back to you or that's 
reported to you through the EHR systems? It seems like if there's transmission that goes on between the 
EHR and the registry that there's meaning loss there or that there's an opportunity for human error or 
another kind of error. How much correction of those kinds of things happen and could any of that 
correction time cost, et cetera be reduced if there was some more interoperability between the two 
systems? 



I think that's the whole point I was talking about. We call it mapping, but it's just getting the data in 
shape to feed whatever you're going to use it for. So if we're using it for a quality measure for public 
reporting, there's a lot of things that we may have to look at to make sure what we're pulling out of the 
registry is actually fitting the numerator and denominator and that the exclusions are correct. So I do 
think that this whole interoperability would reduce the hours spent doing that work. 

Yeah I know we had some early data reports where we'd have huge numbers of patients in the 
denominator and none in the numerator and you're like you didn't take a single blood pressure? I find 
that's hard to believe. So yeah a lot of hand holding and then you have to pull in, you're pulling in the 
EHR people and you're pulling in the practice and then we're pulling in our vendor and trying to problem 
solve. So I think yeah, if you have consistency and interoperability then I'm sure it wouldn't eliminate 
those problems because I think part of the larger problem is the workflow and where people document 
things. But, you know, if you know all the data is coming in the same way and when you have this, you 
know, this is what it means, I don't see how it could not lessen that. 

So giving examples, I think would be good. Like the ones that you showed today, you know what you're 
seeing and what's the ideal status for a blood pressure. What's the ideal status for smoking versus what 
you're getting, which is all over the place. I think those examples would be really useful and some of the 
materials that you bring. 

Anything else we need to cover? 

 

I'd be curious to know if you guys had thought thoughts about other things you jotted out on paper as 
part of this discussion that we didn't bring up? 

Yeah so the other groups we put together, return on investment group we talked about a bit, but the 
key technical challenges. What it will take from a database programmer's standpoint. Probably a little 
less relevant to you because you just need to ask the systems integrator to do it but there was a group 
focused on the technical challenges. Then adoption strategies with our federal officials, actually state 
and federal officials. 

Thinking about the technical and I think this might be a point for communicating back to our perspective 
vendors and database operators is something about, I know at least with ours.. so it wouldn't be just 
getting Premier to change. They would then have to go back to all the EHRs that are interfaced and say 
you need to make sure this is how you're sending the data. So I don't know exactly what we need to put 
it in there but just something about how it would also be useful for their vendors, you know for the EHR 
vendors. How this could improve things for the EHR vendors. I think that's part of it, somehow has to be 
in this messaging. You know it's not just the-- 

The registry. 

t's not just our, you know, contract with Premier. They also have these other contracts that we're not 
really part of but obviously that feed our registry and feed all the other registries. So something maybe 
that would be useful for them to take back to their respective EHR contracts and say this is the value for 
your business model in doing it this way, or I don't know maybe it's the mapping or cross walking or 
something and that doesn't have to be done but I think if you can make the EHRs make that change too 



that's probably the easiest step. The hardest and the easiest. The worst possible way to do it and also in 
the long-term probably the best way to do it. 

Other thoughts? 

In Michigan, this is a Blue Cross Blue Shield initiative but does the government, the state government, I 
mean obviously they're interested but do they pull levers to say ‘good job Matt’. Now I need you to do 
this or we're going to use this for public reporting or any interface with? 

No, we are also a patient safety organization so there's no billables But raw numbers-wise the work that 
we do saves Blue Cross Blue Shield and thus the state of Michigan which is pretty much the biggest 
employer in the state and we save x million dollars a year. So those kinds of numbers add up. 
Partnerships with, of course in Michigan, with the auto industry and the healthcare. Those are 
important partnerships and they're not so much stakeholders as keen watchers from the side of this 
whole business. But we don't do any kind of federal reporting or state reporting. But it is all about the 
bottom line for Blue Cross Blue Shield so I would be interested in having some tool to go and talk to 
them at some point in time. I think That they're going to come to us with ideas around changing the way 
we collect data and we coordinate the collection of data between organizations, the health information 
exchanges within the state and matching patients to one single record for our patients in the health 
information exchange. Some may or may not be funded by Blue Cross Blue Shield. It will be in our future 
I think. But they're a long way from that, and we're a long way from that too. 

 

All right. ______, thank you very much for your time. 

Thank you. 

Thank you. 

We'll regroup in about 15 minutes and summarize the day and figure out the next steps. 


