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The Workgroup for Electronic Data Interchange (WEDI) was formed in 
1991 by Secretary of HHS, Dr. Louis Sullivan in an effort to identify op-
portunities to improve the efficiency of health data exchange. WEDI was 

named in Section 1172(c) of the Health Insurance Portability and Accountability 
Act of 1996 (HIPAA) legislation as an advisor to the Secretary. Since that time, 
WEDI has closely interacted with every subsequent U.S. Administration, including 
the current one. With its close working relationships with the Centers for Medi-
care & Medicaid Services (CMS), Office for Civil Rights (OCR), and Office of 
the National Coordinator for Health Information Technology (ONC), WEDI has 
the ability to influence all facets of health IT policy.

Today, WEDI drives strong, unified public-private partnerships to improve health 
information exchange by bringing together organizations from across the health 
care spectrum including providers, payers, vendors and government. By convening 
health care leaders and driving consensus-based solutions, WEDI has been success-
ful in resolving current data exchange-related roadblocks and continuously moti-
vates the industry towards administrative automation.

Mission
Provide multi-stakeholder leadership and guidance 
to the nation’s health care system on how to use 
and leverage the industry’s collective technology, 
knowledge, expertise and information resources to 
improve the administrative efficiency, quality and 
cost effectiveness of health care information.

Vision
Better health care at lower cost through collective 
action.

ABOUT WEDI
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This report documents the WEDI Member 
Position Advisory (MPA) on the CMS Qualified 
Health Plan (QHP) Directory Pilot, convened 

at the request of the CMS Center for Consumer 
Information and Insurance Oversight (CCIIO). The 
purpose of the MPA was to gather broad, industry-
wide input on the functionality of provider directories, 
specifically data accuracy, data exchange, consumer 
value, user experience, provider burden, and scalability. 
The MPA was designed for WEDI members to voice 
their perspectives on the QHP Directory Pilot currently 
underway in Oklahoma and share their experiences with 
provider directories for future CMS provider directory 
initiatives. This report is intended to communicate what 
WEDI heard from stakeholders and is made publicly 
available alongside supporting appendices.

WEDI created the MPA process to collect feedback 
from its members for the purpose of submitting 
comments on regulatory actions, requests for 
information, and other relevant governmental actions 
that accomplish WEDI’s objectives in its advisory role 
to HHS. The MPA provides WEDI members with the 
opportunity to voice their perspectives, opinions, and 
positions on critical topics shaping health data standards, 
interoperability, privacy and security, and other issues of 
importance. Information gathered and conclusions made 
through the MPA process are compiled into a letter 
or report that is finalized and approved by the WEDI 
Board of Directors. 

For this MPA, CMS provided WEDI with seven 
topics on which it was seeking feedback. WEDI held a 
virtual event where CMS and contractor representatives 
presented an overview of the Oklahoma QHP Directory 
Pilot, demonstrated the directory portal, and answered 
questions. An in-depth discussion of the CMS-provided 
topics followed and was facilitated by industry experts. 

Overarching themes for future provider directories 
discussed across the topics included:
•	 The importance of including the right data for the 

right purposes, supporting interoperability and reuse 

EXECUTIVE SUMMARY

of that data, and establishing strong data quality 
and transparency, allowing provider directories to 
evolve from a basic listing into trusted infrastructure 
supporting consumers, providers, health plans, and 
broader health care interoperability.

•	 The need to develop a standardized approach for 
future provider directory solutions but strategically 
transitioning through a phased-in approach that sup-
ports the needs of organizations with varying techni-
cal and resource capabilities. 

•	 The need for provider directories to move beyond 
simply providing “demographic” information to 
supporting patient care journey needs through more 
dynamic information. 

•	 The importance of measuring the success of a 
provider directory by how it supports the ability of 
patients to make informed decisions and efficiently 
and effectively access care. 

•	 The importance of provider participation in any fu-
ture provider directory to be easier, more useful, and 
less burdensome than the current fragmented process. 

•	 The need to reduce repetitive reporting by providers 
by leveraging trusted sources, automation, and in-
teroperable infrastructure that allows verified provid-
er information to flow across programs and systems.

•	 The need to replace fragmented reporting rather 
than adding another layer of burden, while creating 
a flexible, interoperable framework that can accom-
modate state requirements and evolve through future 
rulemaking.

The remainder of this document provides the detailed 
record supporting this summary, including an outline of 
the MPA process, summaries of the CMS presentation, 
demonstration, and topic discussions during the virtual 
event, and the edited open-discussion transcript. The 
appendices compile key artifacts used during the 
MPA (WEDI’s MPA procedure, MPA agenda, and 
transcripts). Together, these materials are intended to 
give CMS, other policymakers, and industry stakeholders 
a transparent view into WEDI member input and the 
range of perspectives on the CMS QHP Directory Pilot 
and future work on provider directories.
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WEDI, as a named advisor to the Secretary 
of HHS in HIPAA, has long maintained a 
process through which it obtains feedback 

from its members for the purpose of submitting 
comments to HHS and its agencies to fulfill this 
advisory role. Multiple methods can be employed by 
WEDI to gather feedback, including the MPA process, 
an ad hoc task group, a relevant WEDI workgroup or 
subworkgroup, or other individuals designated by the 
Chair.

The purpose of the MPA process is to ensure that 
members provide input and data on relevant topics 
that assist WEDI’s Vice Chair of Policy, Policy Com-
mittee, and Board of Directors in developing rec-
ommendations, comments, and positions that reflect 
the views held by WEDI’s diverse membership. This 
process may include requests for written statements, 
surveys, virtual meetings, in-person meetings, inter-
views, electronic polling tools, and other means to 
gather the necessary input. 

The MPA process may be initiated for a variety of 
reasons including, but not limited to, responding to a 
Notice of Proposed Rulemaking, Interim Final Rule 

OVERVIEW OF WEDI’S MEMBER  
POSITION ADVISORY PROCESS

with Comments, Request for Information, Listening 
Session, other request for formal industry feedback, 
invitation to speak to or communicate in an official 
capacity with a government entity, and other doc-
uments for which industry feedback is sought. The 
MPA process supports obtaining input and data to in-
form such recommendations, comments, or positions, 
which are finalized by the WEDI Board of Directors. 

The goal of the MPA process is to offer the opportu-
nity for WEDI members to advise the organization 
on topics and issues of importance. Member partici-
pation gives WEDI greater insights into the perspec-
tives and concerns of a broader range of stakeholders. 
Additionally, the MPA format provides for expediated 
means to collect the input and data.

The MPA process is designed for members to ad-
vise the WEDI Board of Directors on the topics and 
issues in which it has knowledge, background, ex-
perience, and perspectives. The Board of Directors’ 
responsibility is to review and finalize recommenda-
tions, comments, and positions that reflect the input 
and advice of the members while aligning them with 
WEDI’s mission.
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In July 2026, CMS contacted WEDI leadership 
regarding its QHP Directory Pilot project 
underway in Oklahoma. CMS requested WEDI’s 

assistance in obtaining industry-wide feedback on 
the functionality of the directory pilot, specifically 
its usability by providers and health plans and 
improvements for patients seeking providers. The intent 
of the MPA was to gather WEDI members’ perspectives 
on this pilot and its potential to shape future CMS 
provider directory initiatives. The CMS QHP 
Directory Pilot MPA followed the following process:

•	 CMS provided a list of topics it wanted to have 
explored in the MPA. 

•	 Facilitators for the MPA were selected to represent 
a balance of stakeholder types and subject mat-
ter expertise from the WEDI Board of Directors, 
WEDI Workgroups and Subworkgroups, and other 
WEDI members. 

OVERVIEW OF CMS QHP DIRECTORY 
PILOT MPA PROCESS

•	 Frequent messaging through various WEDI com-
munication channels was completed to provide 
members with the details of the MPA and encour-
age participation. 

•	 The 3-hour MPA event was held virtually and in-
cluded the following:
o	 Welcome and MPA Overview
o	 Facilitator Introductions 
o	 CMS-led QHP Directory Pilot Overview, 

Demonstration, and Q&A
o	 Discussion of CMS Provided Topics and Ques-

tions  

MPA Report
Following the MPA, WEDI staff drafted this report, 
which was then reviewed by the WEDI Board of Di-
rectors. Once finalized and approved by the Board, the 
final report was sent to CMS and released publicly. 
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SUMMARY OF CMS QHP DIRECTORY 
PILOT MPA

Structure of CMS QHP Directory Pilot MPA
The structure of the CMS QHP Directory Pilot MPA 
was set in a manner that would provide as much in-
dustry-wide input as possible from WEDI members, 
including:
•	 An overview given by CMS staff and LMI contrac-

tors of the CMS QHP Directory Pilot 
•	 A demonstration given by CMS and LMI of the 

QHP Directory Pilot portal 
•	 A Q&A session led by CMS and LMI on the QHP 

Directory Pilot and portal
•	 An interactive discussion facilitated by representatives 

of a broad range of industry stakeholders of the CMS 
provided topics and questions, including participa-
tion by approximately 100 attendees. 

See Appendix B for the detailed CMS QHP Directory Pilot 
MPA agenda.

CMS QHP Directory Pilot, Demonstration, 
and Q&A

Presenters

•	 Erika Melman, Director, Division of Issuer Man-
agement & Operations, CMS CCIIO

•	 Cassie Thompson, Management Analyst, CMS 
CCIIO

•	 Ivan Kuo, LMI Solutions
•	 David McGinnis, LMI Solutions

Introduction 

Erika Melman, CMS, provided an overview of the 
agency’s interest in this topic and receiving broad 
industry feedback on their work with the QHP Direc-
tory Pilot in Oklahoma. Accurate provider directories 
are a critical priority because providers are essential to 
Medicare, Medicaid, and Marketplace programs and 
are a key factor in consumers’ health plan decisions. 
Despite significant efforts by CMS, health plans, and 
providers to collect and maintain provider information, 
directory inaccuracies remain a persistent issue that can 

negatively affect consumers. It is anticipated that CMS 
will pursue broader agency-wide initiatives to improve 
provider information and broad stakeholder input will 
be essential as effective solutions are developed. The 
Oklahoma Provider Directory Pilot, while limited in 
scope, has already generated valuable lessons that CMS 
is expected to apply to larger efforts.
 
Pilot Summary
Cassie Thompson, CMS, described the QHP Pro-
vider Directory Pilot. The pilot is a partnership with 
the state of Oklahoma, and it is designed to create a 
centralized, automated provider directory that stream-
lines how providers submit, verify, and maintain in-
formation and how health plans access that data. The 
pilot uses information from multiple sources, including 
the National Plan and Provider Enumeration System 
(NPPES), CMS-submitted machine-readable data, and 
network adequacy data, to create an initial dataset that 
providers, administrators, or assigned delegates can re-
view and update through a secure portal. QHP issuers 
then access verified provider information through a 
Fast Healthcare Interoperability Resource® (FHIR®) 
application programming interface (API) to update 
their own public-facing directories, with the goal of 
improving data accuracy, standardizing the data, and 
reducing the administrative burden associated with 
maintaining multiple directories.

Provider directories are currently inconsistent, costly 
to maintain, and often inaccurate, which can nega-
tively affect patients making decisions about where to 
receive care. In particular, inaccurate provider directory 
information can result in patient protections requiring 
health plans to apply in-network cost-sharing when 
patients rely on incorrect information and receive care 
from an out-of-network provider. A centralized ap-
proach could reduce duplicative data collection and 
help providers and health plans meet federal provider 
directory requirements, including requirements under 
the No Surprises Act. 
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Oklahoma is requiring Marketplace Health Plans to par-
ticipate by directing their providers to use a centralized 
portal and then incorporate the verified information into 
their own directories. The pilot is also assisting CMS 
better understand operational challenges and identify 
opportunities to support compliance with existing and 
future federal requirements. Lessons learned from the 
Oklahoma pilot are expected to inform broader CMS ef-
forts and potential future national approaches to improv-
ing provider directory accuracy and interoperability.

Demonstration
Ivan Kuo, LMI, a designer and researcher on the QHP 
Directory Pilot team, played a video demonstrating the 
QHP Provider Portal. The demonstration showed the 
CMS QHP Directory Pilot portal and how providers 
and health care organizations can review, update, and 
verify provider directory information, while enabling 
QHP issuers to retrieve verified data through standard-
ized data exchange. In the production environment, us-
ers authenticate using NPPES credentials and multi-fac-
tor authentication, with access and permissions based 
on their role. The portal provides reminders to update 
information within 30 days of a change and verify infor-
mation every 90 days.

As outlined in the demonstration, the portal guides pro-
vider users through a series of sections, including profes-
sional contact information, demographics, professional 
profile, practice locations, and health plan participation. 
Much of the information is pre-populated from existing 
data sources, with some fields designated as read-only. 
Providers can edit permitted fields, such as specialties, 
practice details, care delivery modalities, and whether 
they are accepting new patients for specific health plans. 
Providers then review their information, attest to its 
accuracy, and submit the updates through the portal.

The demonstration also highlighted different access 
levels for organizational administrators and provider 
delegates, allowing users to manage information based 
on their assigned permissions. In response to previous 
stakeholder feedback, CMS enhanced the portal to 

support bulk verification, recognizing that organizations 
may oversee numerous providers and practice locations. 
The bulk verification functionality allows administrators 
to review and make multiple updates across providers 
and locations from a single screen.

Following the video, Mr. Kuo provided an overview of 
the Bulk Verify functionality. It was designed to help or-
ganizational users efficiently review multiple provider di-
rectory records through a dedicated scope-selection page 
and consolidated worksheet. Users can select up to 10 
records per verification session, with organization records 
and their associated practice locations displayed togeth-
er to clarify relationships and required information. The 
worksheet distinguishes read-only and required fields and 
provides integrated validation, identifying errors that must 
be corrected before submission and warnings that prompt 
users to review potentially problematic information.

SUMMARY OF CMS QHP DIRECTORY PILOT MPA continued

Presentation Slides
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Presentation Slides continued

SUMMARY OF CMS QHP DIRECTORY PILOT MPA continued
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Presentation Slides continued

SUMMARY OF CMS QHP DIRECTORY PILOT MPA continued
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SUMMARY OF CMS QHP DIRECTORY PILOT MPA continued

Summary of CMS Q&A Session
The following is a summary of each question and response:
1.	 How can a practice designate a surrogate to review 

and approve information?
	 Practices can designate surrogates through the CMS 

Identity & Access (I&A) system. Surrogacy is assigned 
through the NPPES business function, allowing the 
designated individual to access the QHP Directory 
Pilot portal and manage the provider’s information.

2.	 What happens if provider records are not updated 
within the required timeframe?

	 CMS sends reminders to users when information 
needs to be updated or verified. The portal uses 
color coding to indicate whether records are cur-
rent, approaching their update deadline, or past due, 
helping users identify records requiring attention.

3. 	 Can consumers see whether provider information 
has been verified or is out of date?

	 The pilot portal is not currently public facing, so 
consumers cannot see verification status directly. 
Participating QHP issuers, however, can see when 
provider information was last verified or attested to 
and can use that information when managing their 
own directories.

4. 	 How is the pilot addressing inaccurate or conflicting 
data sources and No Surprises Act requirements?

	 CMS encouraged Oklahoma providers to review 
the information being incorporated into the pilot 
because the system draws from multiple sources, in-
cluding NPPES and commercial health insurer data, 
which can contain conflicting or inaccurate infor-
mation. CMS recognizes that inaccurate provider 
directory data can create compliance and financial 
risks under the No Surprises Act and hopes future 
efforts will give providers a practical, centralized way 
to validate information and maintain compliance.

5. 	 Does the pilot capture provider EHR FHIR endpoints?
	 Not currently. The pilot does not pull provider 

electronic health record (EHR) FHIR endpoints. It 
primarily uses data sources internal to CMS, although 

the project team indicated that incorporating EHR 
endpoints could be considered for future development.

6.	 How is provider participation in a health plan net-
work validated?

	 Network participation is currently provider-re-
ported. Providers identify the networks in which 
they participate, and that information determines 
which issuers receive the provider’s directory data.

7.	 Can large practices submit a single spreadsheet with 
all their providers’ information?

	 The portal does not currently have a spreadsheet or 
roster upload capability. However, CMS has devel-
oped the Bulk Verify functionality to allow organi-
zations managing multiple providers and locations to 
review and update multiple records more efficiently.

8.	 What adoption rate is the pilot currently seeing?
	 CMS is targeting approximately 50% participation 

among QHP-associated providers in Oklahoma. At 
the time of the discussion, approximately 32% of 
the targeted provider population had participated, 
with CMS continuing to work toward its 50% goal.

9.	 Will providers be held accountable for keeping their 
information complete and accurate?

	 The portal is designed to clarify which information 
is administrative and which information is shared 
with issuers and potentially made public. CMS is 
also using required fields, verification processes, 
and reminders to encourage providers to maintain 
accurate information, while recognizing that some 
existing data, such as NPPES contact information, 
can be confusing or difficult to interpret.

10	 What FHIR Implementation Guide is being used?
	 The pilot is primarily based on the Provider Data 

Exchange (PDex) Plan-Net Implementation Guide 
(IG), while incorporating selected elements of 
the National Directory of Healthcare (NDH) IG. 
When the pilot began, the NDH IG was still in 
preview, so the team selected Plan-Net as its pri-
mary foundation while continuing to monitor and 
incorporate useful elements from NDH.
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11.	What are the next steps for expanding the pilot 
beyond Oklahoma and Marketplace plans?

	 The Oklahoma pilot is expected to sunset at the 
end of 2026, but CMS has broader efforts underway 
to improve provider directory information national-
ly. Verified data and lessons learned from the Okla-
homa pilot will feed into those efforts, with poten-
tial future expansion to other CMS programs and 
lines of business, including Medicare and Medicaid.

Summary of Facilitated Discussion of CMS 
Topics and Questions

Note: Wording in italics on the slides was added by WEDI. 

Topic 1: Data Trust and Accuracy

•	 Develop purpose-driven data elements. The data 
needed for provider matching, directory updates, 
and network validation are not necessarily the same. 

Health plans may maintain significantly more pro-
vider attributes than those currently included in the 
pilot, based on the use of the data. Any future pro-
vider directory efforts should identify and prioritize 
data elements based on specific use cases rather than 
creating one broad list of data elements. 

•	 Focus on consumer relevant information. Accurate 
information in a provider directory, such as accepting 
new patients, specialties and expertise, practice lo-
cations, contact information, network participation, 
and services offered, can directly affect patients’ abili-
ty to access care and make informed decisions. Addi-
tional relevant information for a provider directory is 
appointment wait times and provider affiliations and 
relationships within health systems, particularly for 
patients managing complex or chronic conditions. 

•	 Support broader interoperability through provider 
directories. Incorporating FHIR API endpoints and 
interoperability-related data in provider directories 
will support larger interoperability efforts by allow-
ing directories to serve not only as a patient resource 
but also as infrastructure for broader health infor-
mation exchange, prior authorization, and other 
electronic transactions. 

•	 Design provider directories to support multiple uses. 
Provider directories have the potential to trans-
form from a single source of provider information 
to support multiple health plans, states, and lines of 
business. Ideally, rather than requiring providers to 
update separate systems, updates would be made 
once and flow across other relevant sources, with ap-
propriate security guardrails and safeguards in place. 

•	 Establish trust through data provenance and valida-
tion. Problems with data, such as PO boxes, per-
sonal email addresses, National Provider Identifier 
(NPI) mismatches, and inaccurate read-only infor-
mation, can occur. Clear validation rules, timely 
escalation processes, and mechanisms to connect 
back to authoritative source systems are necessary 
so errors can be corrected at the source. A two-way 
process would assist in preventing multiple conflict-
ing versions of provider information and create a 
more reliable source of truth. 

SUMMARY OF CMS QHP DIRECTORY PILOT MPA continued
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•	 Increase consumer confidence through transparen-
cy. Providing verification dates, attestation history, 
and timestamps would identify how current the 
provider information is. Increased transparency 
regarding when information was last verified would 
increase trust in provider directory data. 

•	 Consider phased implementation of data elements. 
Organizing data elements into manageable catego-
ries, such as provider identity, qualifications, and 
organization location, and phasing implementation 
of the data elements may be an appropriate way to 
manage the various uses of provider directories. 

•	 Solicit additional public input through formal 
rulemaking. The formal rulemaking process would 
provide CMS with a more in-depth evaluation, 
more specific use cases, and well-rounded feedback 
to direct, establish, and refine the data elements 
necessary for any future provider directory effort. 

Topic 2: Interoperability and Data Exchange 

•	 Establish FHIR APIs as the preferred long-term 
approach. FHIR-based APIs would be the pre-
ferred primary method for exchanging provider 
directory information, consistent with the broader 
industry shift toward API-driven interoperability. 

•	 Support both API and bulk exchange methods. 
Due to organizations’ different levels of technical 
maturity, optimally, any solution should support 
real-time and API-based exchange, as well as bulk 
or batch FHIR, allowing organizations that are not 
yet ready for FHIR APIs to participate. 

•	 Use change notifications plus periodic file down-

loads. A combination of change-only updates or 
notifications for high-value changes supplemented 
by periodic file downloads to support reconcilia-
tion, validation, and data integrity can minimize 
operational burden. An appropriate cadence must be 
established for uploading data changes to meet orga-
nizations’ expectations, data uses, and system require-
ments. Inconsistent updates and delivery schedules 
across organizations could create timing problems 
and undermine the reliability of any national provid-
er directory. A standardized approach to the update 
frequency will be important as adoption expands. 

•	 Consider subscription-based notifications. FHIR 
subscriptions could notify health plans when pro-
vider information changes, reducing the need for 
continuous downloading and helping health plans 
maintain more current directories. 

•	 Align with existing FHIR and provider directory 
standards. Greater alignment with existing FHIR pro-
vider directory standards and data exchange processes 
would make adoption easier by allowing organiza-
tions to incorporate the solution into existing work-
flows rather than creating entirely new processes. 

•	 Account for workflow and contractual impacts. 
Transitioning from multiple health plan-specific 
directories to a centralized source of information 
could require changes to existing vendor arrange-
ments, contracts, internal review processes, and 
downstream systems. CMS should consider these 
operational impacts as the model evolves. 

Topic 3: Data Architecture and Matching 

SUMMARY OF CMS QHP DIRECTORY PILOT MPA continued
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•	 Use multiple identifiers and data elements. NPI 
Type 1 and Type 2 identifiers can support matching 
providers across multiple locations, but identifiers 
alone may not be sufficient. Additional informa-
tion, such as group affiliations, taxonomy, contract-
ing relationships, and location data, is needed to 
accurately establish provider relationships.

•	 Support complex provider relationships. Directory 
architecture needs to accommodate providers who 
practice at multiple facilities, maintain their own 
practices, or have affiliations with multiple organi-
zations and networks. There is also a need to clearly 
identify who has verified information and establish 
a process for correcting erroneous matches. 

•	 Leverage existing provider roster structures. Existing 
provider group rosters commonly organize infor-
mation around the individual provider, organization 
or clinic affiliation, associated address, and network 
or health plan participation. This existing structure 
could provide a useful foundation for future provid-
er directory architecture and matching approaches. 

•	 Improve the provider verification experience. 
Highlighting information that has changed since a 
provider’s previous verification rather than requiring 
users to review every data element repeatedly will 
streamline provider efforts to verify their data. Better 
visual cues and education could reduce administra-
tive burden and help prevent inaccurate information. 

•	 Consider referral relationships and care pathways. 
Future provider directories should provide greater 
visibility into referral networks, provider affiliations, 
and care pathways, particularly to help patients with 
complex or chronic conditions identify appropriate 
specialists and coordinate care. 

•	 Address privacy and downstream data use. Match-
ing is only one part of the provider directory 
architecture. There is also a need to consider how 
sensitive information, including tax identifiers and 
personally identifiable information (PII), is protect-
ed, tokenized where appropriate, and made avail-
able to authorized downstream users. 

•	 Design for different levels of technical maturity. 
The directory architecture must work for provider 

organizations and health plans of different sizes, 
resources, health IT capabilities, specialties, affili-
ations, and patient populations. It is important to 
make the system accessible to organizations with 
varying levels of technical sophistication. 

•	 Obtain stakeholder input through formal rulemak-
ing. Given the complexity of provider relation-
ships, identifiers, matching scenarios, and potential 
discrepancies, a robust rulemaking and stakeholder 
engagement process is necessary to establish how 
these issues should be addressed nationally.

Topic 4: Consumer Value and Directory  
Completeness 

•	 Focus on consumer utility to measure provider 
directory value. A provider directory should not be 
judged solely on data completeness or successful data 
exchange. Its value ultimately depends on whether 
it enables patients and caregivers to efficiently and 
effectively find, access, and navigate care. 

•	 Prioritize accurate provider directory information. 
Consumers need confidence that the data in a pro-
vider directory is accurate. Incorrect and outdated 
information can significantly undermine a directo-
ry’s usefulness. Dynamic and relational data, while 
more difficult to keep current, may have greater val-
ue for consumers. Data to be considered includes: 
•	 Whether a provider is accepting new patients 
•	 Appointment availability and average wait times 
•	 Services offered at a specific location 

SUMMARY OF CMS QHP DIRECTORY PILOT MPA continued
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•	 Telehealth, hybrid, and in-person availability 
•	 Whether referrals are required 
•	 Appointment scheduling methods 
•	 Accessibility and accommodation information 
•	 Languages spoken 
•	 Caregiver support options 
•	 Provider’s network relationships 
•	 Provider’s affiliations with other providers and 

organizations
•	 Phase in consumer-facing improvements. While 

additional data elements could increase a provider 
directory’s value, the foundational data and existing 
pilot processes need to be completed before adding 
more complexity. Future enhancements should be 
phased in based on consumer value. 

•	 Build on existing regulatory requirements to support 
updated data. Requirements under the No Surprises 
components of the Consolidated Appropriations Act 
and existing health plan processes provide a foun-
dation for keeping provider directory information 
current, although continued improvement is needed. 

•	 Establish usability of directories through con-
sumer-centered measures. CMS is encouraged to 
evaluate provider directory improvements using 
measurable outcomes such as: 
•	 Reduced time to find an appropriate provider 
•	 Reduced errors in directory information 
•	 Improved consumer confidence in provider 

directory information 
•	 Reduced barriers to accessing care 
•	 Improved connections to an appropriate provider 

•	 Build a national approach to provider directories. 
Rather than maintaining multiple disconnected 
directories across states and health plans, a national 
approach could improve consistency, reduce dupli-
cative reporting, and make provider information 
more useful to consumers across the health care 
system. The Oklahoma QHP Directory Pilot can 
help inform this broader effort. 

•	 Focus on provider directory value, not just com-
pleteness. The ultimate measure should be whether 
the information is accurate, updated in a timely 
manner, actionable, and meaningful enough to help 

consumers, patients, and caregivers make decisions 
and successfully access care.

Topic 5: Provider Participation and User  
Experience

•	 Address the variability of provider directory bur-
den. Large health systems may have dedicated staff 
managing provider directory information across 
hundreds or thousands of providers and multiple 
health plans. Small, rural, and under-resourced 
practices typically will have clinicians or general 
administrative staff manage the process themselves. 
A one-size-fits-all approach to populating directory 
information could create disproportionate burden 
on smaller, rural, and under-resourced providers. 

•	 Reduce the number of provider directories. Stake-
holders emphasized that future provider directory 
efforts should replace or consolidate existing pro-
cesses rather than create another standalone portal 
or add another reporting requirement. Providers 
and organizations are already responding to multi-
ple health plan requests and other initiatives. 

•	 Prioritize provider education and outreach. Some 
delegated practice staff may not be aware of pro-
vider directory requirements or fully understand 
their responsibilities. Provider education, especial-
ly targeted at smaller, rural, and under-resourced 
providers, should be an ongoing component of any 
national effort. 

•	 Design provider outreach to alleviate burden. 
Health plans currently use email, phone, mail, 

SUMMARY OF CMS QHP DIRECTORY PILOT MPA continued
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newsletters, proprietary portal, and other approach-
es to obtain directory updates from the providers 
in their network. While multiple methods can 
improve response rates, inconsistent outreach pro-
cesses across health plans can also create delays and 
duplicate requests. 

•	 Design provider directories to highlight required 
maintenance actions. A valuable enhancement 
would be to clearly indicate what information has 
changed since the last verification, so users do not 
have to re-review every record when most infor-
mation remains unchanged. 

•	 Simplify authority and access requirements as ap-
propriate. Current challenges exist involving Type 
1 and Type 2 NPIs, NPPES access, security creden-
tials, and previously affiliated locations. Clear roles 
and authority for who can update different types of 
provider information in the directory are needed. 

•	 Establish the value proposition for providers main-
taining their information. Demonstrating how 
supplying accurate provider directory information 
supports other administrative and clinical work-
flows, reduces reporting burden, and enhances 
patient care, could encourage timely updates from 
providers and their delegates. 

•	 Identify meaningful incentives or regulatory re-
quirements for maintaining data. Education alone 
may not achieve broad participation. Some form 
of regulatory requirement or meaningful incentive 
may be needed, without being overly punitive.

•	 Support providers with limited technical resources. 
A phased approach could help small, rural, un-
der-resourced, and technology-deficient practices 
transition to a new model without creating dispro-
portionately burdensome administrative or technol-
ogy requirements. 

•	 Promote successful provider directory experiences. 
A successful national model should minimize du-
plicate reporting, provide intuitive workflows, and 
bulk capabilities, clearly identify changes requiring 
attention, educate providers and delegates, and create 
sufficient incentives or requirements to achieve sus-
tained participation. 

Topic 6: Issuer Adoption and Provider Burden 

•	 Seek to reduce duplicate data requests across health 
plans and programs. Once a provider or authorized 
organization verifies information, issuers should 
avoid repeatedly requesting unchanged data unless 
there is a regulatory, credentialing, or data-quality 
reason to do so. 

•	 Leverage trusted data sources and automation to 
reduce administrative burden. Future provider 
directory initiatives require authoritative, high-con-
fidence sources that can support automatic updates, 
while retaining manual review for data elements 
or discrepancies that require additional validation. 
Tracking data provenance and discrepancies would 
also help build trust. 

•	 Design a broader interoperable provider directory 
ecosystem. Bi-directional APIs connecting CMS, 
health plans, credentialing organizations, licens-
ing entities, and other authoritative sources will 
be critical. Updates flowing automatically, rather 
than requiring providers to update multiple systems 
independently, will support broader interoperability 
needs. 

•	 Quantify current provider reporting burden and 
design future initiatives to reduce it. Measuring 
the time providers spend updating Medicaid, state 
licensing systems, NPPES, credentialing organiza-
tions, EHRs, QHPs, and commercial health plan 
portals could establish a baseline and demonstrate 
the value of a future provider directory initiative. 
A FHIR-based data asset could ultimately support 

SUMMARY OF CMS QHP DIRECTORY PILOT MPA continued
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multiple CMS compliance, provider-access, and 
consumer-facing uses rather than functioning as 
another standalone provider directory.

Topic 7: Policy and Scalability 

•	 Establish a common core while allowing for 
state-specific requirements. Differences in state 
laws, mandated data elements, enrollment rules, 
required update frequencies, audit requirements, 
patient protections, and other state specific re-
quirements will need to be accommodated with-
out creating a separate process for every state. 

SUMMARY OF CMS QHP DIRECTORY PILOT MPA continued

•	 Replace existing provider directory requirements. 
Any future solution must consolidate and replace, 
not add to, multiple health plan and state reporting 
requirements in order to drive increased provider 
participation by improving the return on invest-
ment and significantly reducing administrative 
burden. 

•	 Design any national provider directory solution 
as a governed, interoperable ecosystem. An ideal 
provider directory ecosystem will incorporate a 
network of authoritative data sources, supported 
by secure bi-directional APIs, including health plan 
data and FHIR endpoints, while addressing priva-
cy, credentials, delegated access, and other stake-
holder requirements.

•	 Conduct rulemaking to allow further exploration 
of these topics. The topics and questions discussed 
at the MPA were generally narrow in scope and 
limited to the CMS QHP Directory Pilot in Okla-
homa. Further consideration for any national solu-
tion needs to be outlined in rulemaking, giving 
stakeholders the opportunity to provide feedback 
and recommendations to the agency. 
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CMS QHP DIRECTORY PILOT MPA 
FINDINGS AND RECOMMENDATIONS

The following are the findings and recommendations 
from the CMS QHP Directory Pilot MPA. 

Overarching Recommendation:
Throughout the MPA discussion, repeated requests 
were made for CMS to use formal rulemaking to solic-
it broader and more in-depth stakeholder feedback on 
topics critical to the development, implementation, and 
maintenance of any national provider directory. CMS 
should use future rulemaking and continued stakehold-
er engagement, possibly through a Request for Infor-
mation, to further explore the governance, technical, 
operational, state-specific, and policy issues necessary 
to establish future provider directory strategies. 

Topic 1: Data Trust and Accuracy

1. 	Establish a purpose-driven, consumer-fo-
cused core data set

Finding: Any future provider directory solution 
should not attempt to collect every provider attribute 
currently maintained by health plans. The appropriate 
data elements will vary depending on the use case, such 
as provider matching, network validation, provider 
directory maintenance, or patient decision-making. At 
the same time, the provider directory must prioritize 
information that consumers need to find and select 
appropriate care, including specialties, locations, net-
work participation, services, accepting new patients, 
and potentially appointment wait times and provider 
affiliations.
Recommendation: CMS should develop a core, pur-
pose-driven provider directory data set, organized 
around specific use cases and patient needs, phasing in 
additional data elements and using formal rulemaking 
to solicit broader stakeholder input.

2. Build the provider directory as interoperable 
infrastructure

Finding: Provider directories have the potential to 
become much more than a source of information for 

consumers. Incorporating FHIR APIs and other in-
teroperability capabilities could allow provider direc-
tory information to more effectively support health 
information exchange, prior authorization, provider 
matching, and other electronic transactions. A future 
approach could also reduce the burden of maintaining 
separate provider directories across health plans, states, 
and lines of business.
Recommendation: CMS should design any future 
provider directory solution as interoperable infrastruc-
ture that supports multiple use cases and stakeholders, 
incorporating FHIR-based access and enabling an 
“update once, use many times” approach. 

3. 	Strengthen data quality, provenance, and 
transparency

Finding: The usefulness and credibility of any future 
provider directory solution depend on the accuracy 
and currency of its information. Issues, such as NPI 
mismatches, incorrect contact information, and outdat-
ed data, demonstrate the need for stronger validation 
and correction processes. Users also need visibility into 
when information is verified and how current it is.
Recommendation: CMS should consider establish-
ing clear data validation, provenance, and governance 
requirements, including mechanisms to improve trans-
parency and consumer confidence.

Topic 2: Interoperability and Data Exchange 

1. 	Establish FHIR APIs as the long-term di-
rection while supporting multiple exchange 
methods during the transition

Finding: FHIR-based APIs are viewed as the preferred 
long-term approach for provider directory data ex-
change and align with the broader movement toward 
API-driven interoperability. Organizations, however, 
are at different levels of technical maturity, so requiring 
API-based exchange immediately could create barriers 
to participation.
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Recommendation: CMS should consider establish-
ing FHIR APIs as the long-term standard for provider 
directory data exchange, while supporting bulk and 
batch methods and other practical exchanges during an 
appropriate transition period. 

2. 	Develop a standardized, predictable approach 
for updates and notifications

Finding: A combination of change-based notifica-
tions and periodic bulk files could provide an effective 
balance between timely information and data reconcil-
iation. Subscription-based notifications may further re-
duce the burden on health plans by alerting them only 
when relevant provider information changes. Without 
consistent update schedules and processes, any future 
provider directory solution could still contain outdated 
or conflicting information.
Recommendation: CMS should consider establishing 
standardized requirements for update frequency, change 
notifications, and reconciliation processes with a pre-
dictable update cadence as adoption expands.

3. 	Align with existing standards and account for 
operational transition

Finding: Adoption will be easier if the provider direc-
tory leverages existing FHIR and data standards rather 
than creating new technical requirements. At the same 
time, transitioning from multiple health plan-specific 
provider directories to a centralized or national model 
could have significant operational implications, includ-
ing changes to contracts, vendors, internal workflows, 
and downstream systems.
Recommendation: CMS should maximize alignment 
with existing industry standards and workflows before 
establishing new requirements while supporting an 
appropriate transition period.

Topic 3: Data Architecture and Matching 

1. 	Build a relationship-based provider identity 
and matching architecture

Finding: The NPI is an important foundation for 
provider matching, but it is not sufficient to accurately 

represent the complex relationships among individual 
providers, organizations, practice locations, facilities, 
and networks. Providers may work across multiple 
organizations and locations, maintain independent 
practices, or participate in multiple networks. Existing 
provider roster structures could provide a useful foun-
dation for developing this relationship model.
Recommendation: CMS should consider developing 
a relationship-based provider identity and matching 
framework that uses multiple identifiers and attributes 
and establish clear processes for verification, resolving 
errors, and maintaining relationship data over time.

2. 	Design a provider directory solution around 
usability, verification, privacy, and diverse 
organizational needs

Finding: The success of any future provider directo-
ry solution will depend not only on the accuracy of 
matching but also on how easily providers and orga-
nizations can maintain and verify their information. 
Requiring providers to repeatedly review unchanged 
information can increase administrative burden, while 
unclear relationships or insufficient privacy protections 
could reduce trust and participation. The system also 
needs to accommodate organizations with very differ-
ent technical capabilities and resources.
Recommendation: CMS should consider in the de-
sign of any future provider directory solution minimiz-
ing provider administrative burden, protecting sensitive 
information, and accommodating organizations’ vary-
ing levels of technical maturity.

3. 	Ensure that any future provider directo-
ry solution supports care relationships and 
establishes national standards through stake-
holder engagement

Finding: Any future provider directory solution should 
provide value beyond basic provider identification by 
capturing relationships that help explain how providers 
deliver care, including affiliations, referral networks, and 
care pathways. Determining how these complex rela-
tionships should be represented nationally will require 
significant stakeholder input and agreement.

CMS QHP DIRECTORY PILOT MPA FINDINGS AND  
RECOMMENDATIONS continued
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Recommendation: CMS should explore how provider 
directories can represent referral relationships, affiliations, 
and care pathways to further support patients’ needs. 

Topic 4: Consumer Value and Directory Com-
pleteness 

1. 	Measure provider directory success by pa-
tient outcomes, not data completeness

Finding: The ultimate value of a provider directory is 
whether it effectively allows consumers, patients, and 
caregivers find, select, and successfully access appro-
priate care. A provider directory can be technically 
complete but still be limited in value if information 
is inaccurate, outdated, or not actionable. Dynamic 
information, such as whether a provider is accepting 
new patients, appointment availability, services offered, 
telehealth options, referral requirements, accessibility, 
languages, and network relationships, may be particu-
larly valuable to patients and consumers.
Recommendation: CMS should consider establish-
ing patient and consumer-centered measures of pro-
vider directory effectiveness and prioritize accurate, 
timely, and actionable information rather than com-
pleteness alone.

2. 	Take a phased approach to expanding direc-
tory information

Finding: Additional data elements to a directory can 
significantly improve its usefulness but adding too 
much complexity before foundational processes are 
established could create unnecessary administrative and 
operational burdens for reporting. Existing regulato-
ry requirements and health plan processes establish a 
foundation for maintaining current information that 
can be built upon.
Recommendation: CMS should prioritize and phase 
in additional patient and consumer-facing data ele-
ments based on their demonstrated value and feasibility. 

3. 	Use the pilot to advance future provider di-
rectory solutions

Finding: The long-term opportunity is to move away 

from fragmented provider directories maintained in-
dependently toward a consistent national approach. A 
future provider directory solution could reduce duplica-
tion, improve consistency, and support information that 
can be reused across the health care system. The Okla-
homa QHP Directory Pilot provides an opportunity to 
identify practical lessons before broader implementation.
Recommendation: CMS should use the pilot to 
inform the development of a future provider directory 
solution while continuing to engage stakeholders to 
establish a scalable approach that can support consum-
ers, providers, health plans, and other users.

Topic 5: Provider Participation and  
User Experience

1. Design a future provider directory solution to 
reduce burden for providers of all sizes

Finding: Any new provider directory solution should 
be less burdensome and more accurate than the pro-
cesses it replaces. Providers need clear information 
about what they are responsible for updating, who will 
have authority to make changes, and how provider 
directory information will be used. New processes for 
updating provider information are necessary and need 
to address existing issues with data workflows, verifica-
tion, and change management.
Recommendation: CMS should consider designing a 
future provider directory solution to replace and consoli-
date existing reporting processes with efficient workflows, 
bulk capabilities, and simplified verification process that 
meets the needs of the broad spectrum of providers.

2. 	Establish appropriate participation incentives 
while avoiding disproportionate impacts

Finding: Education alone may not achieve consistent 
participation across the industry. Some combination 
of meaningful incentives and regulatory requirements 
may be necessary to encourage sustained participation. 
However, overly punitive approaches could dispropor-
tionately affect smaller providers and potentially create 
a downstream negative impact on consumer access to 
accurate data.

CMS QHP DIRECTORY PILOT MPA FINDINGS AND  
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Recommendation: CMS should consider establish-
ing meaningful incentives with reasonable require-
ments to encourage provider participation.

Topic 6: Issuer Adoption and Provider Burden 

1. 	Make reduction of provider reporting bur-
den a central objective of any future provider 
directory solution

Finding: Any future provider directory solution 
should reduce, rather than add to, the administrative 
burden providers experience today. Once information 
has been verified, providers should not have to repeat-
edly confirm unchanged information unless there is a 
valid regulatory, credentialing, or data-quality reason.
Recommendation: CMS should consider estab-
lishing provider reporting burden reduction as a core 
measure of a provider directory’s success and use 
measurable reductions in provider reporting as a key 
performance indicator.

2. 	Leverage authoritative sources and automa-
tion to create a trusted, continuously updat-
ed data ecosystem

Finding: Significant opportunities exist to reduce 
manual data maintenance by identifying authoritative, 
high-confidence sources and automating provider up-
dates. A future provider directory solution should not 
operate as an isolated repository. Instead, information 
should flow bi-directionally among CMS, health plans, 
credentialing organizations, licensing entities, and oth-
er authoritative sources. Data provenance and discrep-
ancy tracking will be important for establishing trust.
Recommendation: CMS should consider priori-
tizing automated, bi-directional data exchange using 
FHIR APIs and establish clear rules for identifying 
authoritative sources, validating information, and re-
solving discrepancies. 

3. Design any future provider directory solution 
as reusable infrastructure rather than another 
standalone database

Finding: The most significant long-term value of any 

future provider directory solution may come from its 
ability to support multiple CMS, regulatory, provid-
er, patient, and health plan use cases. An interopera-
ble data asset could allow verified information to be 
reused across programs rather than requiring separate 
data collection and maintenance processes.
Recommendation: CMS should consider develop-
ing any future provider directory solution as shared, 
interoperable infrastructure that supports multiple use 
cases, enabling appropriate stakeholders to access and 
contribute verified information while maintaining 
data governance, privacy, security, and quality con-
trols.

Topic 7: Policy and Scalability 

1. 	Develop a framework that reduces burden 
while accommodating state-specific needs

Finding: Any future provider directory solution 
should establish a common core set of data elements 
while allowing flexibility for state-specific require-
ments, including differences in laws, data elements, 
enrollment processes, update frequencies, audits, 
and patient protections. The benefit for providers 
will come from replacing and consolidating existing 
reporting requirements, rather than creating another 
system that providers must maintain.
Recommendation: When developing any future 
provider directory solution, CMS should consider es-
tablishing a standardized core set of data requirements 
while allowing appropriate flexibility to include state 
requirements. CMS should also consider prioritizing 
opportunities to consolidate or replace duplicative 
health plan and state reporting processes.

2. 	Build a governed, interoperable ecosystem 
and use rulemaking when developing any 
future provider directory solution

Finding: CMS should consider developing an in-
teroperable ecosystem of authoritative data sources, 
rather than a single centralized database. Secure, bi-di-
rectional APIs, health plan data, FHIR endpoints, and 
appropriate governance can allow information to flow 

CMS QHP DIRECTORY PILOT MPA FINDINGS AND  
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among stakeholders while addressing privacy, creden-
tials, delegated access, and data quality needs. 
Recommendation: CMS should explore a gov-
erned, interoperable provider directory solution that 
connects authoritative data sources through secure, 
standards-based exchange. In addition, the feder-
al rulemaking process should be deployed to ensure 
stakeholders have the opportunity to comment on any 
proposal.

CMS QHP DIRECTORY PILOT MPA FINDINGS AND  
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