
 
 

 

 

July 8, 2020 

  

  

Admiral Brett P. Giroir, MD 

Assistant Secretary for Health   

Department of Health and Human Services  

Submitted electronically to: http://www.regulations.gov  

  

  

Re: Request for Information-Long-Term Monitoring of Health Care System Resilience 

  

Dear ADM Giroir:  

  

On behalf of the Premier healthcare alliance serving approximately 4,000 leading hospitals and health 

systems, hundreds of thousands of clinicians and 175,000 other provider organizations, we appreciate 

the opportunity to submit comments in response to the request for information on long-term monitoring of 

healthcare system resilience. With integrated healthcare quality, cost and supply chain data and 

analytics, supply chain solutions, consulting and other services, Premier enables better care and 

outcomes at a lower cost. A 2006 Malcolm Baldrige National Quality Award recipient, Premier plays a 

critical role in the rapidly evolving healthcare industry, collaborating with providers, manufacturers, 

distributors, government, and other entities to co-develop long-term innovations that reinvent and improve 

the way care is delivered to patients nationwide. 

 

Our comments address three areas of health system resilience that are critical for our owner and member 

hospitals and health systems across the country: 

• Ensuring the financial viability of healthcare providers with the movement to value; 

• Strengthening the healthcare supply chain; and 

• Expanding disease surveillance to detect, identify, model and track emerging infectious disease. 

 

 

ENSURING THE FINANCIAL VIABILITY OF HEALTHCARE PROVIDERS WITH THE 

MOVEMENT TO VALUE 
 

Barrier: A FFS System is Unable to Respond to Emerging Needs 

 

The pandemic has showcased that a fee-for-service system is unable to adjust to meet evolving 

healthcare demands. Notably, the Centers for Medicare & Medicaid (CMS) guidance on March 18 to 

cease nonessential services immediately led to significant declines in revenue across all types of 

providers. In the absence of support from Congress and the Administration, many providers would have 

been forced to cease operations leaving significant gaps in access to care. Moreover, health systems 

provide vital services that are not recognized by a fee-for-service payment system, such as 24-hour call 

centers, advanced population health data analytics and care management. These concerns are not 

limited to Medicare, as providers have faced similar obstacles with Medicaid and commercial payments 

which are largely built on a FFS chassis. 

 

Beyond the payment limitations, FFS has many restrictions on how care is provided. These restrictions 

typically serve as guardrails to overutilization; however, the restrictions hamper providers’ ability innovate 

care, shifting how and where care is provided. CMS and other payers rapidly implemented waivers, 

enforcement discretion and coverage modifications to address emerging needs in the areas of telehealth, 
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conditions of participation and the Emergency Medical Treatment and Active Labor Act (EMTALA). 

Implementing these additional areas of flexibility required significant time and infrastructure investments 

that cannot be recouped through FFS payment. 

 

Opportunity: Value Based Arrangements are a Resilient Payment Approach 

 

A resilient healthcare system is one that can shift to the ongoing demands and requires greater care 

coordination across the traditional healthcare silos as providers work to manage infected patients in the 

most effective settings. To achieve this, payment must rapidly shift from fee-for-service to value across all 

payers. According to a Premier survey, leading health systems and providers operating in value-based 

models had a head start over other providers in adapting care. Providers in value-based arrangements 

were able to rapidly implement strategies to respond to COVID-19, expanding care management, call 

centers and remote/home monitoring and other capabilities to respond to COVID-19. Moreover, providers 

in the most advanced value-based arrangements (i.e. global budgets and capitation) were able to avoid 

financial challenges that many other providers faced. 

 

To ensure providers move away from a rigid FFS system to more adaptable and flexible value-based 

arrangements, the Administration must partner with states and private payers to: 

• Enhance access to claims and EHR data. Integrating claims and clinical data has been an 

integral step in understanding and deploying resources to manage populations during the 

pandemic and developing patient care and revenue recoupment strategies in the reopening 

phases. Provider’s real-time access to both claims and EHR data is limited. Federal efforts are 

needed to enhance certification of EHRs, require seamless and unfettered provider data access 

at the point of care and within the workflow and make claims-data more readily available.  

• Provide maximum flexibility in new and existing APMs. Many of the flexibilities that providers 

would like to be made permanent have not been historically allowed in fee-for-service due to 

concerns of increasing cost or introducing fraud and abuse. In order to significantly shift care and 

address high priority issues such as social determinants of health, providers need far more 

flexibility than currently allowed in APMs. When providers are required to manage total cost of 

care, maximum flexibility should be awarded. 

• Ensure adequate reimbursement in APMs. The current benchmarking approaches in APMs 

are not sustainable as they either implement significant discounts (e.g. up to 9 percent in Direct 

Contracting) or create a race to the bottom whereby providers must lower costs year over year 

(e.g. MSSP). To shift providers into APMs, the payment models must ensure the providers’ ability 

to remain in the model by adjusting benchmark to avoid penalizing certain providers (e.g. 

eliminating discounts for rural and underserved providers) and accounting for the clinical risk of 

the population by removing caps on benchmarks. 

• Set a clear timeline for a transition to APMs. A vision for the transition from FFS to APMs is 

needed so that providers can determine the approaches (i.e. models, arrangements) they must 

take to prepare for a payment environment that is almost entirely value based. When providers 

have a clear plan for moving to new models, they work aggressively to succeed in the model and 

more rapidly advance to the risk-bearing model.  

 

 

 

 

https://www.premierinc.com/newsroom/press-releases/premier-inc-survey-clinically-integrated-networks-in-alternative-payment-models-expanded-value-based-care-capabilities-to-manage-covid-19-surge
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STRENGTHENING THE HEALTHCARE SUPPLY CHAIN TO ADDRESS FUTURE 

PANDEMICS 
 

Barriers: Learnings from COVID-19 Response Efforts 

 

Premier has spent significant time reflecting on the experience of the healthcare industry during COVID-

19 response efforts to determine elements that worked well as well as areas for improvement for the 

future. Premier’s reflections have found that:  

 

• Elements that Have Worked Well:  

o Nimbleness and ingenuity of the private sector to anticipate and identify needs as well as 

respond quickly to fill gaps.   

o Formation of the Private Sector Supply Chain Coalition to provide a coordinated and 

collaborative response to the government and in the market 

o Sharing of supply chain data that accounted for both supply and demand from neutral, 

vendor agnostic, and value orientated entities  

o Regulatory flexibilities and waivers from FDA, CMS, HRSA, and CDC that were delivered 

rapidly 

o Timely and regular access to government leaders and openness to input 

 

• Elements that Led to the Current Situation:  

o In spite of efforts by Premier and others to counter the trend, a focus for the past 20+ 

years to move manufacturing offshore as a means to reduce costs to offset decreasing 

healthcare reimbursement.  This is because emerging economies:  

▪ Are more willing to take greater environmental regulatory risks 

▪ Have large populations of low-cost labor 

▪ Have incentives to move manufacturing to their markets 

o Lack of centralized upstream visibility into supply chain to determine source of raw 

materials and finished goods. This resulted in a lack of understanding of vulnerabilities, 

foreign reliance on manufacturing, and impact as export bans and manufacturing 

shutdowns were announced.  

o Unprecedented demand both globally and nationally that led to an imbalance in the 

supply vs demand, e.g., 17X increase in surge demand for N95 masks 

o Export bans and manufacturing shutdowns globally 

o Insufficient supplies in the SNS and cumbersome process for accessing supplies in the 

stockpile. 

o More reactive approach vs a proactive approach by the government at the outset. 

Product was not allocated to the “hot spots” because there was not clear identification of 

them until late.   

o Fragmented approach to securing supply (private sector vs federal vs states) led to 

increase in prices as multiple entities competed for the same inventory and out-bid one 

another  

o Lack of clear visibility of distributor fulfillment lead to uncertainty on where products 

where delivered. This continued uncertainty left providers with dwindling confidence in 

the normal supply chain and proliferated more maverick and forward buying, as well as 

hoarding. This also led to a rampant gray market and many entities purchasing 

counterfeit products.   
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o Insufficient national strategy and plan for addressing global pandemics, including 

confusion regarding which federal agency was responsible.  

o Existence of patent restrictions that impeded access to ancillary products needed for care 

such as viral swabs  

 

Opportunities: Strengthen the Supply Chain 

 

To strengthen the supply chain to address future global pandemics, Premier has robust recommendations 

on how the existing private sector supply chain can be further enabled and augmented. Premier’s guiding 

principles include:  

 

• Augment the existing private sector supply chain to better respond to global pandemics through 

diversification and transparency. The private sector supply chain is highly functioning and should 

be further enabled, not disrupted.  

• Develop a cohesive and holistic national strategy for addressing global pandemics and stabilizing 

the US supply chain to respond to surge demand for critical medical supplies and drugs.  

• Identify critical medical supplies and drugs needed to treat a global pandemic and associated 

comorbidities. This identification should occur via a public-private advisory council that includes 

representatives from manufacturers, GPOs, distributors, physicians, pharmacists, laboratorians, 

nursing homes, and others.  

• Create upstream visibility into the supply chain to understand sources of raw materials and 

manufacturing facilities. This information is critical to assess vulnerabilities and prioritize what 

critical medical supplies and drugs should be focused on initially.  

• Design stockpiles to create coordination rather than competition between state, local and national 

stockpiles. Stockpiles should be customized to meet the unique needs of various healthcare 

sectors, such as nursing homes.  

• Leverage supply and demand data from GPOs, who serve as neutral, vendor agnostic, and value 

orientated entities to drive transparency in the supply chain and forecast demand needs.  

• Develop a real-time national syndromic surveillance system that also includes real-time supply 

chain demand data so that there is a means to identify a disease threat as early as possible as 

well as its implications on healthcare resources.  

• Advance payment and delivery system reforms that hold providers accountable for the health of a 

population, budgets and transparent outcomes. This will incent improving the health of a 

population, which will both improve patients’ comorbidities and attention to care management to 

sick patients. Acting within a budget helps reduce long-term financial pressure from rising 

healthcare costs.  

 

Regarding domestic manufacturing, there are five major barriers that policy proposals must address. 

These barriers include: 1) capacity; 2) environmental regulations; 3) labor costs; 4) availability of raw 

materials; and 5) historical policy decisions that advantaged offshoring. To incentivize domestic 

manufacturing, Premier recommends Congress consider the following policy proposals:  

 

• Section 3101 of the CARES Act requires a report by the National Academies of Medicine (NAM) 

on the foreign reliance on manufacturing for critical healthcare supplies, the risk to national 

security, and recommendations for improving the resiliency of the supply chain. However, these 

recommendations are not expected to be available in the near future and, therefore, Congress 
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should accelerate the development of this report to strengthen domestic manufacturing in the 

long-term.  

• Offer 0% interest loans to manufacturers of critical medical supplies and drugs to incentivize 

increasing domestic manufacturing capacity. (for example – investing in automation to offset labor 

costs)  

• Offer tax incentives to manufacturers of critical medical supplies and drugs to incentivize 

increasing domestic manufacturing capacity, similar to incentives provided during the 1980’s and 

1990’s to incentivize manufacturing in Puerto Rico. 

• Ensure there is at least:  

o One domestic supplier of the final form, ancillary products and raw materials for critical 

medical supplies and drugs.  

o Three global suppliers of the final form, ancillary products and raw materials for critical 

medical supplies and drugs. Global suppliers should be from geographically diverse 

regions.  

• Incentivize the domestic farming/cultivation of raw materials needed for critical medical supplies 

and drugs  

o For example: cotton for PPE and swabs, pigs for Heparin, poppy for sedatives, etc.  

 

Regarding the Strategic National Stockpile (SNS), Premier strongly supports the vision of the 

Administration to augment the SNS to better respond to global pandemics by enabling public-private 

partnerships. However, to develop a truly cohesive and holistic national strategy for addressing future 

global pandemics and stabilizing the U.S. supply chain to respond to surge demand for essential medical 

supplies and drugs, Premier believes that it is critical to take a slightly broader approach to creating a true 

end-to-end supply chain solution that is transparent, diverse, and reliable. In addition, it is critical to not 

only focus on the quantity on hand for critical supplies, but also focus on the time to inventory and 

ensuring the U.S. has contractual relationships established, including contingency and redundancy plans, 

to ramp up production expeditiously and efficiently upon identification of need.  

 

The SNS is the supply chain of last resort for health systems, alternate site providers, and first 

responders. Therefore, the SNS must be built by providers for providers. The SNS must also leverage 

analytics and insights to assist providers in the delivery of care during global pandemics that is in the best 

interest of patients and ensure access to the right supplies at the right time.     

 

Premier’s vision for the next generation SNS includes the following elements that can be accomplished 

via a public-private partnership: 

 

• The SNS should maintain a minimum of a 90-day supply of critical medical supplies and drugs 

based upon surge demand from hot spots such as New York, Washington, Detroit, etc.  

• The current process for accessing the SNS is cumbersome and state specific. Working alongside 

private sector partners, the Administration should create a streamlined and efficient process for 

accessing drugs from the SNS. 

• The SNS should work proactively with GPOs to forecast demand and increase capacity/supply to 

avoid shortages. 

• The SNS should work with GPOs to rotate soon-to-expire stock out of the SNS and into health 

systems at a discounted rate. This rotation is supposed to occur, but GPOs can make this 

happen and will ensure the SNS is continuously stocked with in-date products and allow the SNS 

to recoup some of their expenses associated with purchase of these products.  
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• The SNS should be transparent regarding distribution of supplies and drugs from the SNS. The 

SNS should provide, at minimum, a detailed monthly report of what supplies were distributed to 

where and in what quantities. During a public health emergency, reporting should occur weekly.  

• The SNS, as well as state and local stockpiles, should be encouraged to purchase off GPO 

contracts to help aggregate purchasing volume and keep prices competitive. 

• The SNS should work to ensure that critical medical supplies and drugs are located as close to 

the delivery of care as possible. This includes exploring opportunities to leverage health system 

warehouses in major metropolitan areas or in rural areas.  

• Create a customized stockpile for nursing homes with appropriate supplies, drugs and other 

needs.   

• Include health systems or regional buying groups as potential stockpile operators.  These 

organizations would be responsible for managing the stockpile for the providers in a region. This 

would allow an efficient means to rotate inventory and assure accountability for the stockpile.  

 

 

Expanding Disease Surveillance to Detect, Identify, Model, And Track Emerging 

Infectious Diseases  
 

Barrier: The Nation Lacks an Early Warning System to Support Providers’ and Communities’ 

Containment and Mitigation Strategies 

COVID-19 has exposed one of healthcare’s fundamental weaknesses: the fragmented and siloed nature 

of care delivery and the lack of centralized coordination when it comes to managing and preventing 

disease spread. The public health system continues to rely on flawed data and obsolete technology that 

consistently fails to accurately identify and track current cases, monitor disease progression, or predict 

future surges. Not only do these blind spots create opportunities for the disease to spread, they also 

undermine the ability to safely plan for economic recovery and re-opening of the country. Unfortunately, 

issues related to underfunding of and improvements to the public health infrastructure are not new.1 2 3 

There is a limited ability to nationally track symptoms of the pandemic, which would provide lifesaving 

insights as many as seven days before a patient is hospitalized with COVID-19. This inability to detect 

and respond is a critical missing “gating step” called for in the “Opening of America” to re-starting the 

economy and keeping it open. Instead, the preference has been to rely on testing, which has significant 

limitations. Americans need confidence that there is a means to identify a new COVID-19 surge as early 

as possible to allow effective containment and mitigation without adding billions in costs to national, state, 

and local budgets. The COVID-19 emergency underscores the need for real-time syndromic surveillance, 

providing an upstream alternative to identifying cases before tests can detect them or patients are 

hospitalized and provide predictive information to inform healthcare demand and resource needs. 

The Centers for Disease Control and Prevention (CDC)’s current approach to tracking COVID-19 cases 

relies on three siloed and antiquated data collection systems. Two of the systems, the National 

Syndromic Surveillance Program (NSSP) and ILINet, largely rely on data from emergency departments 

 
1 Institute of Medicine 2012. For the Public's Health: Investing in a Healthier Future. Washington, DC: The National Academies 
Press. https://doi.org/10.17226/13268.  
2 DeSalvo KB, Wang YC, Harris A, Auerbach J, Koo D, O’Carroll P. Public Health 3.0: A Call to Action for Public Health to Meet the 
Challenges of the 21st Century. Prev Chronic Dis 2017;14:170017. DOI: http://dx.doi.org/10.5888/pcd14.170017 
3 https://www.astho.org/Programs/Preparedness/Public-Health-Emergency-Law/Public-Health-and-Information-Sharing-
Toolkit/Collection-Use-Sharing-and-Protection-Issue-Brief/  

https://doi.org/10.17226/13268
https://www.astho.org/Programs/Preparedness/Public-Health-Emergency-Law/Public-Health-and-Information-Sharing-Toolkit/Collection-Use-Sharing-and-Protection-Issue-Brief/
https://www.astho.org/Programs/Preparedness/Public-Health-Emergency-Law/Public-Health-and-Information-Sharing-Toolkit/Collection-Use-Sharing-and-Protection-Issue-Brief/
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and urgent care centers, which we have learned are being avoided by patients and thus providing very 

questionable data. Those programs draw only lightly from ambulatory physicians and not at all from 

telehealth visits where most new cases are turning first for care. They are far from broad scale or real-

time. A recent Kaiser Health News article 4 highlights the antiquated and burdensome process now being 

used with incompatible electronic silos” and limited data collection that lead to: 

 

o Incomplete data due to the lack of automation.  

o A burdensome process for healthcare providers that often requires manual data entry into 

forms that can take 30 minutes to complete. and  

o Fail to provide clinicians with any feedback or clinical decision support.  

 

Moreover, the collection of COVID-19 testing results is gathered and stored in a different system, 

challenging the ability to undertake effective data analytics, pinpoint trends or forecast likely disease 

progression. 

Opportunity: Leverage Existing Infrastructure  

It is not necessary to start from scratch to build an effective system that stems the spread of COVID-19. In 

large part, the needed infrastructure is already operational. In 2009, Congress passed the Health 

Information Technology for Economic and Clinical Health Act (HITECH), part of the American Recovery 

and Reinvestment Act of 2009 (ARRA), which allocated more than $36 billion for providers and clinicians 

to purchase and implement electronic health records (EHRs). HITECH provided financial incentives to 

eligible healthcare providers to implement and meaningfully use certified EHR technology.5 As a result of 

the HITECH stimulus, EHRs went from relative obscurity to ubiquity, and today about 96 percent of all 

providers are meaningful users of EHRs. Public health surveillance was expected to improve due to 

increased use of EHRs and electronic exchange of health information.  The perceived use and benefits of 

EHRs for surveillance included improving the timeliness and completeness of data.6 7 8 9  

Five years later, Congress passed the Protecting Access to Medicare Act (PAMA), which requires 

healthcare providers to consult with an approved Clinical Decision Support Mechanism (CDSM) to receive 

reimbursement for advanced imaging procedures. A CDSM is an interactive, electronic tool (a module 

within or available through certified EHR technology) for use by clinicians that communicates appropriate 

use criteria (AUC) information to the user and assists them in making the most appropriate treatment 

decision for a patient’s specific clinical condition.  

 
4 As Coronavirus Strikes, Crucial Data In Electronic Health Records Hard To Harvest. https://khn.org/news/as-coronavirus-strikes-
crucial-data-in-electronic-health-records-hard-to-harvest/  
5https://www.cdc.gov/mmwr/preview/mmwrhtml/su6103a8.htm#:~:text=Several%20ongoing%20and%20new%20analytic,retaining%
20staff%20with%20appropriate%20skills. 
6 Uses of Electronic Health Records for Public Health Surveillance to Advance Public Health Guthrie S. Birkhead, Michael Klompas, 
Nirav R. Shah Annual Review of Public Health 2015 36:1, 345-359 https://www.annualreviews.org/doi/full/10.1146/annurev-
publhealth-031914-122747  
7 Michael Klompas et al. “Integrating Clinical Practice and Public Health Surveillance Using Electronic Medical Record Systems”, 
American Journal of Public Health 102, no. S3 (June 1, 2012): pp. S325-S332. https://doi.org/10.2105/AJPH.2012.300811 PMID: 
22690967 
8 Neil Calman, Diane Hauser, Joseph Lurio, Winfred Y. Wu, Michelle Pichardo, “Strengthening Public Health and Primary Care 
Collaboration Through Electronic Health Records”, American Journal of Public Health 102, no. 11 (November 1, 2012): pp. e13-e18. 
https://doi.org/10.2105/AJPH.2012.301000 
9 Tomines A, Readhead H, Readhead A, Teutsch S. Applications of electronic health information in public health: uses, opportunities 
& barriers. EGEMS (Wash DC). 2013;1(2):1019. Published 2013 Oct 28. doi:10.13063/2327-9214.1019 

https://khn.org/news/as-coronavirus-strikes-crucial-data-in-electronic-health-records-hard-to-harvest/
https://khn.org/news/as-coronavirus-strikes-crucial-data-in-electronic-health-records-hard-to-harvest/
https://www.cdc.gov/mmwr/preview/mmwrhtml/su6103a8.htm#:~:text=Several%20ongoing%20and%20new%20analytic,retaining%20staff%20with%20appropriate%20skills
https://www.cdc.gov/mmwr/preview/mmwrhtml/su6103a8.htm#:~:text=Several%20ongoing%20and%20new%20analytic,retaining%20staff%20with%20appropriate%20skills
https://www.annualreviews.org/doi/full/10.1146/annurev-publhealth-031914-122747
https://www.annualreviews.org/doi/full/10.1146/annurev-publhealth-031914-122747
https://doi.org/10.2105/AJPH.2012.300811
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The net result of these laws is that we now have visibility into nearly every patient-provider interaction in 

the US now that care is delivered. Although PAMA was intended for use with imaging, it’s not difficult to 

add on and repurpose decision support applications to conduct symptom surveillance for COVID, 

enabling healthcare workers to spot cases more reliably and earlier in the disease progression for prompt 

action.  

Disparate and disconnected approaches and systems at the national, state and local levels coupled with 

inconsistent data and reporting requirements further contribute to public health surveillance challenges 

and failures. There is increased need for an interoperable public health data network and real time 

surveillance system with integration of public health and healthcare and connectivity between and across 

local and state public health departments and the CDC.10  An interoperable public health surveillance 

system should include the development and adoption of public health data and interoperability standards 

and their integration with other efforts regarding clinical and administrative data integration.11 12 Public-

private sector collaboration will help ensure innovation and enhancement to existing infrastructure and 

processes and address the challenges, roadblocks and barriers to effective and timely detection and 

tracking of outbreaks at the local, state and national levels.  

 

Data Informed Clinical Interpretation and Testing 

Symptoms are the earliest and most reliable indicator of the reemergence of COVID-19. Identifying 

suspected cases early is the best signal of the need to act. Earlier recognition of new hot spots speeds 

quarantining of potentially infected persons, reduces the spread of the virus, and saves the nation money 

on contact tracing and testing. Without robust national surveillance, testing and contact tracing are the 

only means to identify those infected with the virus and those who may have been exposed. While critical 

components of mitigating the spread of COVID-19, these solutions are also fraught with imprecise and 

delayed results, lack of availability and heavy costs. It is critical to monitor for symptoms before patients 

present to emergency rooms. Real-time surveillance allows for immediate identification of the likely 

infected along with swift quarantining, which will in turn supercharge contact tracing efforts. 

Enhanced and real time syndromic surveillance will enable clinical interpretation of the diagnostic testing 

information. The advantages of such an approach are manifold. First, symptom surveillance within the 

clinical workflow and at the point of care is an efficient and viable real time strategy to predict and mitigate 

COVID. It addresses shortcomings of the current approach, which is overly reliant on testing and then 

reporting of confirmed and probably cases. While testing is important, many individuals are not tested 

until arriving at a hospital for care. Considering the incubation period for COVID, that means that for 7-14 

days prior to that test result, people may have been shedding the virus throughout the community, 

potentially infecting others. If that patient had been spotted when they first approached a primary care 

physician, at the onset of symptoms, quarantining and contact tracing could have started at least one 

week earlier, avoiding dozens of new cases. 

Not only is symptom surveillance an earlier indicator, it is also important context for interpreting COVID-19 

test results. Research shows that false negative test results are produced at least 20 percent of the time 
13 and grows higher if the test is administered earlier in the disease progression. A recent New England 

 
10 https://www.help.senate.gov/imo/media/doc/Gerberding5.pdf  
11 https://www.help.senate.gov/imo/media/doc/Frist2.pdf  
12 https://www.healthit.gov/hitac/committees/intersection-clinical-and-administrative-data-task-force  
13 Lauren M. Kucirka, Stephen A. Lauer, Oliver Laeyendecker, Denali Boon, and Justin Lessler 
Variation in False-Negative Rate of Reverse Transcriptase Polymerase Chain Reaction–Based SARS-CoV-2 Tests by Time Since 
Exposure Annals of Internal Medicine 0 0:0 https://www.acpjournals.org/doi/10.7326/M20-1495  

https://www.help.senate.gov/imo/media/doc/Gerberding5.pdf
https://www.help.senate.gov/imo/media/doc/Frist2.pdf
https://www.healthit.gov/hitac/committees/intersection-clinical-and-administrative-data-task-force
https://www.acpjournals.org/doi/10.7326/M20-1495
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Journal of Medicine article14 recommended that symptom surveillance information be collected and used 

to interpret test results. For example, if the patient presents with symptoms of COVID-19 and the test 

comes back negative, the likelihood of disease is still high, the patient should be quarantined and contact 

tracing should be initiated. When such an approach is followed, early investigations 15show that 

inaccurate results are generated in just 5 percent of cases – a dramatic drop off from a test-only strategy. 

Last, because symptom surveillance can be fully automated, using natural language processing and 

machine learning to interpret and understand data in EHRs, such as unstructured physician hand-written 

notes and typed reports, technology can be leveraged to aggregate data nationally to pinpoint new hot 

spots and make predictions about future spread. This is particularly vital since national guidelines for safe 

re-openings require data demonstrating a downward trajectory COVID-like symptoms for fourteen 

consecutive days.  

The CARES Act allocated a significant amount of funding to modernize surveillance programs to fill in the 

void left by today’s antiquated surveillance capabilities. That funding could be readily deployed to expand 

the use of clinical decision support to access the data needed to enable early symptom detection. This 

may be the fastest and most scalable approach to enabling clinical surveillance of patients with suspected 

and confirmed COVID-19 in communities across the United States.  

Other Action Items 

Ongoing and future improvements to surveillance systems is critical to ensuring robust public health 

practice and infrastructure.16 With the existing work in place to monitor and surveil communities, we can 

get ahead of the surges, as well as any future pandemics, bioterrorism, and other potential emergent 

threats to the health of Americans. Because of all the leg work that was conducted over the last decade 

resulting in a (clinical) health information technology infrastructure, the time it takes to implement a real 

time, clinical surveillance approach and technology and “go live” can be expedited.   

CDC should use the significant investments appropriated by Congress for COVID-19 to truly modernize 

our disease surveillance system. CMS could leverage existing vehicles to reward providers who are 

adapting these applications for the purpose of COVID-19 surveillance. This can be done for clinicians 

through the Merit-based Incentive Payment System (MIPS) and for hospitals and clinicians through the 

Promoting Interoperability program.   

 

 

 

 

 

 

 

 

 

 
14 Steven Woloshin, M.D., Neeraj Patel, B.A., and Aaron S. Kesselheim, M.D., J.D., M.P.H. False Negative Tests for SARS-CoV-2 
Infection — Challenges and Implications https://www.nejm.org/doi/full/10.1056/NEJMp2015897   
15 Scott Weingarten , Jonathan R. Slotkin and Mike Alkire Building A Real-Time Covid-19 Early-Warning System 
https://hbr.org/2020/06/building-a-real-time-covid-19-early-warning-system?ab=hero-subleft-3 
16 Public Health Surveillance Systems: Recent Advances in Their Use and Evaluation Samuel L. Groseclose and David L. 
Buckeridge Annual Review of Public Health 2017 38:1, 57-79 https://www.annualreviews.org/doi/abs/10.1146/annurev-publhealth-
031816-044348  

https://qpp.cms.gov/mips/overview
https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms
https://www.nejm.org/doi/full/10.1056/NEJMp2015897
https://hbr.org/2020/06/building-a-real-time-covid-19-early-warning-system?ab=hero-subleft-3
https://www.annualreviews.org/doi/abs/10.1146/annurev-publhealth-031816-044348
https://www.annualreviews.org/doi/abs/10.1146/annurev-publhealth-031816-044348
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CONCLUSION  
  

In closing, the Premier healthcare alliance appreciates the opportunity to submit these comments on the 

long-term monitoring of healthcare system resilience request for information. If you have any questions 

regarding our comments or need more information, please contact Aisha Pittman, Vice President, Policy, 

at aisha_pittman@premierinc.com or 202.879.8013. 

 

 

Sincerely,  

  

  

 

Blair Childs  

Senior Vice President, Public Affairs  

Premier healthcare alliance  

mailto:aisha_pittman@premierinc.com

