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Introduction 

For years, data-driven healthcare organizations have strived to use interoperability to support 

efforts to improve care, lower costs, and enhance the delivery of care.  Thoughtful strategies have 

been employed to support better, faster, and more meaningful data sharing.  However, these are 

not without challenges.  For organizations that have not begun the interoperability journey, there 

may be questions on how to start or what obstacles to avoid.   The HIMSS Clinical and Business 

Intelligence Committee spoke with three organizations in different stages of the data sharing 

journey and asked them to share some key insights into their experiences.  

 

How do organizations define “interoperability”? 

According to the HIMSS website, interoperability describes the extent to which systems and 

devices can exchange data, and interpret that shared data.  For two systems to be interoperable, 

they must be able to exchange data and subsequently present that data such that it can be 

understood by a user. 

 

We posed the question to a handful of healthcare professionals and here is what they had to say: 

 

 

 

 

“It is getting disparate systems that have multiple sources of data to talk to each 

other so that we have a complete picture of whatever it is we’re looking for whether 

it be financial or clinical data.” – Dr. Chris Davis, Market Chief Information Officer & 

Chief Medical Information Officer and Dr. Elizabeth Ennis, Market Chief Medical Officer at 

Brookwood Baptist Health (Brookwood), a Birmingham, AL based health system with 

over 1,700 licensed beds, 9 outpatient centers, 68 physician clinics and more than 7,000 

employees. 

http://www.himss.org/library/interoperability-standards/what-is-interoperability
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Why do organizations share data and how does it provide value? 

Interoperability rationales and requirements differ based on an organization’s business and 

technical needs.  Scopes of interoperability projects center on clinical, research, and 

administrative interoperability.  Dr. Diop at Unity points out the necessity of interoperability: “We 

need to send [data] to people. We need to receive information from people.  We need to send it 

from one system to another.”  For organizations like Unity, interoperability adds value by 

supporting the transition from volume-based to value-based care, improving healthcare quality 

and lowering cost to achieve better value.  

 

Dr. Ennis at Brookwood, like many others in healthcare, considers data sharing to be “the Holy 

Grail” because they “could truly put the patient at the center and share data and do things 

efficiently.”  Interoperability also supports local healthcare reform efforts and advances EHR use.  

Government programs such as Meaningful Use and the Quality Payment Program have played a 

role in providers’ interoperability programs.  Dr. Davis from Brookwood reports: 

 

(T)he Meaningful Use dollars from five years ago were a good way to get started, but 
was a drop in the bucket compared to the total cost of putting in a system.  It really 
wasn’t what was driving us to put the program in place.  Rather it was about the 
relationships with other entities in the market that touch our patients (primary care, 
urgent care, payers, etc.) that also have care coordinators.  Now that we have some 
robust technology and infrastructure in place, we feel like we are well positioned for 
the requirements coming down the pipe with MIPS and MACRA as well as the 
requirements for Meaningful Use Stage 3. 

 

At LCHC, Dr. Humphrey says interoperability helps to address the growing need for accurate, 

longitudinal information about a patient.  With shared data, a provider can reconcile medication, 

problem, and allergy lists to obtain a more holistic view of their patient.  From these lists the 

“Being able to easily connect our health information systems to other health 

information systems and tools with little cost and minimal effort.” – Dr. Angela Duncan 

Diop, Vice President of Information Systems at Unity Health Care Inc. (Unity), a 

Washington, D.C.-based network of traditional and non-traditional health sites that 

provide a full-range of health and human services to over 106,000 patients through 

500,000 visits annually.  

“Facilitating getting information that would directly impact our patients.” – Dr. Joe 

Humphry, Director of Quality Improvement, Title X Program Medical Director, Physician 

and Internist at the Lanai Community Health Center (LCHC), a rural health system based 

in Lanai City, HI.  Dr. Humphry also serves as the Medical Director and is responsible for 

health information and technology. 
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provider can focus on “things that are significant in the patient’s management – either chronic 

diseases that require treatment or would influence treatment.” 

 

What are some of the barriers to interoperability? 

Interoperability is not without challenges.  The organizations we spoke with shared some of their 

experiences and perceptions.   

 

 Cost and Time.  Unity identified a few key barriers that many organizations will recognize.  The 

first barrier mentioned was cost and the fact that there is always a cost to “make systems merge.”  

Interoperability projects can also take a long time to complete, which impacts strategies and return 

on investment.  With vendors, the perception is that they are not necessarily motivated to make 

interoperability key.  Systems do not simply “plug in.” 

 

 Data and Quality.  Both Unity and LCHC saw data volume, quality, and metadata (i.e., data about 

data) as barriers.  Significant effort is required to validate the data.  Additionally, interpretation of 

data may vary, and definitions may not align.  Dr. Humphry emphasized the need for good metadata 

to make things consistent and useful across sources.  One example was that two labs might not 

report the same results the same way, with the burden on the receiving organization to reconcile 

those differences.   

 

 Variance in Clinical Documentation.  Some interoperability challenges come from the differences 

in how providers document within their EHRs.  As clinical information grows based on shared data, 

so too does the noise of things like problems that are not really relevant to care, medications that 

are no longer active, or duplicate entries.  LCHC works diligently to “keep our problem list very 

clean related to the patient and have it defined for every provider that comes in here.  [Providers 

have] to follow the same rules so that we don’t have problem lists that are 30 problems long.”  Like 

many other providers, they recognize that “the definition of ‘problem’ is different in every 

provider’s list and claims data is there to pay claims not to run quality activities.”  This creates 

challenges in trying to reconcile data between systems if codes and terminology do not match.   

 

 Too Much Data.  One pain point occurs when organizations ask for everything, and that has the 

potential to bring a lot of noise and risk.  Per LCHC, “(i)f you give us all the information then we get 

paranoid because we can’t look at all the information, we are [worried that we are] still going to 

make a mistake as a clinician.”  Finding the right balance between too little and too much data is 

key. 

 

 Conflicting Organizational Goals.  Mismatches in organizational missions can also contribute to 

data sharing challenges.  Organizations are driven by different goals which impacts willingness to 

exchange data and the types of data that are available.  As an example, Dr. Humphry pointed out 

that provider organizations might be more focused on clinical care and Meaningful Use, while 

“health plans are driven by the need to improve their HEDIS measures and to stay in business.”  

Smaller organizations, according to Brookwood, were often “struggling to do the development to 

meet the certification requirements and they honestly wouldn’t give us the time of day.”   
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 Data blocking.  Data blocking is also a possibility.  According to Brookwood, this is a “potential 

threat.”  However, it is unclear how much of this is a reality versus perception.  Brookwood has had 

“some anecdotal challenges that we may face that under the rule, the way it is written, could be 

construed as data blocking when we’re not intentionally blocking.” 

 

How are organizations developing interoperability strategies? 

Interoperability strategies are also as varied as the organizations that employ them.  Most early 

strategies involve connecting EHRs to existing applications and databases.  LCHC’s Dr. Humphry 

identifies another low hanging fruit strategy:   

 

Restructuring the architecture of health information so that we can provide 
exchanges.  Our data warehouse, which is rigid and interfaced, gets a nightly load from 
ECW [enterprise clinical warehouse] and is really pretty comprehensive. It’s 
structured such so that we get both the financial and the clinical data all in one 
location…. 
 

Unity is trying to address “low hanging fruit” when possible, such as easier connections or grant-

supported efforts.   According to Dr. Diop, Unity does not yet have a “forward-leaning strategy,” 

but they take opportunities as they come.  This year’s roadmap includes an evaluation of offerings 

to determine if one should be pursued.  Historically, Unity’s approach has been to sit back and wait 

because they felt that the market was immature and needed to be monitored.  Today, they feel 

they are ready to take a more active approach by evaluating new resources and deciding if they 

should continue to wait and watch or move forward with a more active strategy. 

 

Current interoperability strategies involve outside entities and data.  One of Brookwood’s projects 

include:  

 

…pulling in values like blood pressure, BMI, LDL, Hemoglobin A1C, and on top of that 
we also added in the claims data from the payers so that we could use the claims data 
to close gaps of care.  The claims data augments the clinical data and helps improve 
the blind spots in the event the patient happened to get care outside of our system….  
We have met individually with payers and looked at claims and have absolutely used 
that data to target patients for outreach that we did not know were having multiple 
visits outside of our system. By utilizing the data and leveraging it to have that 
outreach we have been able to meet all the quality measurement levers and triggers 
that are in any of our current shared savings contracts with payers and work 
collaboratively with the staff to do our best to manage the population….Now that we 
are sharing clinical data with our payers, we’re finding they are getting more 
sophisticated and instead of wanting a flat file, the payers are wanting to share data 
via HL7 interfaces which is easier but they couldn’t do that in the past. 
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Future information targets for Brookwood include structured and unstructured data such as 

“notes and documents...what we really want as physicians is the last HMP, the discharge summary, 

the last clinic note, the consult and op note, because that really tells you more about what is going 

on with the patient.” 

 

Summary/Conclusion 

The world of interoperability continues to evolve, and it is clear that healthcare organizations 

recognize the value of sharing clinical data.  Despite the challenges we are facing, efforts to align 

processes and technology continue to gain momentum, and the future holds promise.  Success will 

be realized through clear organizational strategies, aligned support across all healthcare verticals, 

and ongoing socialization and education efforts such as HIMSS’ Interoperability Call to Action. 
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