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|. Executive Summary

In 2009, theWashington &atelLegislature passed Substitute Senate BillI5(SSB 5501yvhich
wasenacted as chapter 300, Laws of 2008e bill required thélealth Care Authority (HCA) to
designate one or more lead organizations to coordinate development of processes, guidelines,
and standards for Health Information Exchange (HESB 5501Jalso directedhe HCA and the
designated lead organization to submit annual progegsst to theLegislatureghrough 2012.

This progress report is designed as a companion document to the first progress report dated
December 1, 2009.

The American Recary and Reinvestment Act (ARRA), signed by President Obama on
February 17, 20Q%lso provided guidance and direction throtighHealth Information
Technology for Economic and Clinical Health Act of 2009 (HITECH Act) to improve the quality
of care and eablish a foundation for health care reform through the use of health information
technology.

The HCA took advantage of the opportunities provided in this state and federal legislation to
closely align and leverage these related efforts to establisfewistatcoordinated activity to
meet the requirements of both SSB 5501 and the HITECHTAetHCA designated
OneHealthPort (OHP) as theadOrganization

In the fall of 2009 GIP, with support from the HCA, conducted an extensive outreach effort to
gueryinterested stakeholders about requirementgdoernance ansharedservicesThe

collective input of thestakeholdecommunity was that the ideal governance model would

facilitate the participation of state government, enable bbaasgd communitgversight, and

support the efficient delivery and operation of shared HIE services. Essentially, a blended model
appeared to be the most viable way to meet this broad spectrum of needs.

Based on this feedback, the HCA and OHP decided to continue witlgiedead organization
model, but strengthen the private sector nolevo distinct waysFirst, in the spring of 201@
Request for ProposéRFP)was issue@nd theFoundation for Health Care Qualififoundation)
was selectetb establish and suppatqualified notfor-profit Community Oversight
OrganizationSecond, OHP established the HIE Leadership Group adwasory body to help
guide its work on the business and technical aspects of implegémt statewide HIE.

The design of Washington Staéts H I E t e ¢ h nforchared sarvicesasdiivendy ur e
three major considerationgrevious lessons learned about the primacy of the business case
requirements gatherdcbm community stakeholderand alignment of key policy objectives
embeddedh federal and state legislatiohhe proposed shared HIE services for initial
implementatiorof the statewide HIRvill include a Hub to enable the secure exchange of
transactionsThe Provider Data Service directory currently being implemented under the
directive of SSB 534@enacted ashapter 298, Laws of 200%ill be linked to the Hub to assist
participating organizations to identify and locate their information exchange pattaes.

areas otechnology under consideration for the statewide HIEIohea mastepatientindex

(MPI) and a record locator servigRLS).



On July 6, 2010, thelCA submittedWashington State's Strategic and Operational téldme
Office of the National Coordinatdor Health Information TechnologfONC). The plarwas
prepared oveseweral months in a joint effort by OHP atite HCA with input from public and
private stakeholder3he plan discugsthe strategies and operational activities necessary to
implement a gstainable statewide HIBver the past several montie HCA, OHP, andthe
ONC have been engaged in correspondence to clarify existing and provide additional
information for the Strategic and Operational Pkaaditional rounds of information were
provided in Addendurasent tothe ONC onOctober 25, 201M\ovember 5, 201,Gand
December 8, 2010he ONC approved the Strategic and Operational Pldbeacember 13,
2010.

Following submission of the Strategic and Operational Plan, the major focusstittaede

HIE project from July through October 2010 was phecurement of aecureHub. OHP

contracted with Deloitte to assist in preparing tiké”Rrhe HIE Leadership Group and their
Technical Advisory GrouTAG) provided advicehroughout the selection proce$te RFP

was distributed through numerous local and national communication chanAeigust andall
gualified vendors were encouraged to bid. In late October, Axway was declared the apparent
successful vendor.

OneHealthBrt will be working on a number of tasks in parallel to bring the Axinalp service
to market in early 201ihcluding negotiating a contract with Axway, workingth the HIE
LeadershigGroupon a pricing and policy modetubmittingthe pricing and policynodel to the
Community Oversight Organization for appraowadntinuing development of an optimal
MPI/RLS solution for the communityand commencinmarketing effortao seek early adopters
for the HIE Hiub service

In addition to the specific Hub relatedti@ities, OHP andhe HCA will be working with TAG;,
early adopters, and stakeholders to develop policies and practices that support evolution and
sustainability of a statewide HIE. A key aspect of the policy work is privacy and seanulity

will be framed by the following core principles: policies will fully comply with all applicable
stateand federal layeach party is responsible for actions withgperimeterand participants
exchanging information through the statewide HIE bairesponsible fasecuring patient
consentA formal HIE Participant Agreement is currently in the editing pracésiraftis
scheduled foreview at the December 17, 2010 TAG meeting. The final draft will be séms to
HIE Leadership Group and Community Oversight Orgationin early 2011 for final review

and approval

In conjunction with this effort the HCA project team will continue collaborative work with other
ARRA HITECH Act program areas across the state to align activities of the statewide HIE where
they may add value and enable these other programs to meet their goals and requirbenents.
HCA will also continue efforts to efficiently and effectively engage stakeholders and
communicate, facilitate, and coordinate activities in this broader unified effort. Additionally, the
statewide HIE project will coordinate with Medicaid and public health to provide assistance,
where appropriate, to support federal incentive programssepesh by the Centers for Medicare

& MedicaidServiceghat reward providers for adopting and using health information

technology.


http://www.hca.wa.gov/arra/hie.html

[l. Introduction

In 2009, theWashington &atelL egislature passed Substitute Senate Bil15(SSB 5501)
enacted as chapter 30Gws of 2009 (see Appendix AJhe bill required thélealth Care
Authority (HCA) to designate one or more lead organizatioreoordinate development of
processes, guidelines, and standards for Health Information Exchange (HIE) to:

1. Improve patient acces$s and control of their own health care information and thereby

enable their active participation in their own care.

2. Implement methods for the secure exchange of clinical data as a means to promote:
Continuity of care.
Quiality of care.
Patient safety.
Efficiency in medical practices.

The American Recovery and Reinvestment Act (ARRA), signed by President Obama on
February 17, 20Q%lso provided guidance and direction throtighHealth Information
Technology for Economic and Clinical Health Act of 2BBTECH Act) to improve the quality

of care and establish a foundation for health care reform through the use of health information
technology*

The HCA took advantage ofdlopportunities provided in this state and federal legisléation
closely align ad leverage these related efforts to:
1. Establish a statewide coordinated activity to meet the requirements of both SSB 5501
and the HITECH Act.
2. Designate OneHealthPort (OHP) as the Lead Organization for HIE in Washington State
and, consistent with tHeadorganizatiormodel in SSB 5346enacted ashapter 298,
Laws of 2009, not reimburse OHP for activities related to this lead role with any state
funds.
3. Leverage the reach of the HITECH Act program areas, closely align statewide
requirements, and applyrfdRRA funding to enable full implementation of SSB 5501.
4. Create an efficient and effective stakeholder engagement structure and process to
communicate, facilitate, and coordinate this broader unified effort.
5. Initiate planning for a statewide HIE framewdhat guides and supports governance,
financial sustainability, technical infrastructure, business and technical operations, and
policy development and implementation.

SSB 5501 directs theeadOrganizationwith the HCA Administrator, to prepare a progge

report for the Legislature by DecembefThis progress report is designed as a companion
document to the first progress report dated December 1, 2009. As such, this report will not repeat
the background information on SSB 5501, HIE, the Lead Orgamizatr the work

accomplished in 2009. Some very limited information from the first report is repeated in this

1The American Recovery and Reinvestment Act of 2009, Title {#alth Information Technology, Subtitle Rromotion of
Health Information Technology, Partithproving Health Care Quality, Safety, and Efficiency, Title XX¥Malth Information
Technology andQuality, Setion 3000
http://frvebgate.access.gpo.govAigmn/getdoc.cgi?dbname=111_cong_bills&docid=f:h1lenr.pdf
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document to assist the reader. This report will focus exclusively on the progress made
implementing SSB 5501 from December 1, 2G88oughmid-DecembeR010.

lll. Organizing and Planning

The HCA and OHRdentified several key considerations associated with the advancehaent
statewide HIEhatdirectly affectorganization anglanning activities:

¢ At the federal, stat@and local level, in the puisland private sectors, the goals are to
make patient care safer, communities healthier, and the delivery of health services more
efficient and effective.

¢ HIE, the ability to share information efficiently across organization and geographic
boundariesis anecessary but not sufficient condition to bring about the desired future
state.

e The statewide HIE will support the shared health information needs oéyhya@ayers
who deliver, receiveand pay for health servicasd play the most prominent role in
improvement efforts

In this contexthe HCA andOHP made two important decisions tlaatrrentlyguide the federal
grantprogramactivitiesandshape the essential character of the Washington State HIE.

e Leverage those who are already engaged and invest&Y its very nature, HIE is a
collaborative activity. It bridges gaps across organizations, donzeidsnformation
silos. HIE also requires an initial investment on the part of all interested parties to
participate. To exchange information electroniggbarticipants must first have data in
electronic form and an application to store and view the informalio@Washington
State HIE is optimized for the individuals and organizations that demonstrate by their
actions an interest in connecting to othehgring informatiopand improving patient
care and community health.

e Solve the business problemWhile HIE is both a business and a policy problem, many
observers have commented that the failure to develop robust statewide HIES in
Washington State arelsewhere is at heart a business failliteereforethe priority of
this effort is to desigand implement a sustainals@atewide HIEhat meets the business
and clinical needs of the parti@§sh e f ocus on sustainability w
vacuun.0 T h e-term lappnodch is grounded in the achievement of-teng public
policy goals, while the dago-day decision making will be closely monitored and
overseen to ensure the public interest is served.

Along these linedn the fall of 2009 ®IP, with support from the HCA, conducted an extensive
outreach effort to query interested stakeholders about requiremegts/ésnance anshared
servicesTappinginto a large stakeholder community the HCA and OHP had worked with over
the past several yearstheir respectivéealth information technology{(T) and HIE initiatives
feedback was solicited throughperson meetings, web casts, and online surveys to understand
preferences for these key components of a statewide HIE.



V. Governance

Key governanceiridings fran the stakeholdesolicitationincluded a number of business
requirements that were identified as being important for any HIE governance model. These
findings could be summarized as follows:

The ability to take business risk, deliver servieeset customer needs

Be representative of multiple constituencies involved with HIE

Be led by the private sector with public sector participation

Be able to ramp up quickly in the initial phase and evolve as needed over time

The collective input of thetekeholdercommunity was that the ideal governance model would
facilitate the participation of state government, enable bbaasg&d community oversight, and
support the efficient delivery and operation of shared HIE services. Essentially, a blended model
appeared to be the most viable way to meet this broad spectrum of needs.

Based on this feedback, the HCA and OHP decided to continue with thédaalsarganization
model, but strengthen the private sector molevo distinct waysFirst, aRequest for Proosal
was issued for a qualified rédr-profit to serve as the Community Oversight Organizafldre
Foundation for Health Care Quality was seledtedstablish and suppdhis oversight
organization Second, OHP established the HIE Leadership Groam advisory body to help
guide its work on the business and technical aspects of implegéme statewide HIE.

A. The Foundation for Health Care Quality

The Foundation is a wedistablished 501(c) (3) organization that has long focused on shared
healthinformation needs in the staded isgoverned by a diverse Board of public and private
sector representativeBhe Foundation participated in a competitive procurement process in
spring 2010 to establish a Community Oversight Organization for the stateM&dOn July 1,
2010, the Foundatiotontracted with OHP anthe HCA to operate in this capacitynder the
Community Oversight Organization arrangement, the Foundaticmarged with constituting
new operating Board to oversee the work ofltad Oganization

It is important to distinguish that the Foundation is not-&eeder. Consistent with stakeholder
preference for a private sector community oversight, the Foundation will review and act on
specific elements of theeadOrganizatio® work. The role of the oversight organization is to
help ensure the privateeadOrganizationis operating in the public interesbd not ignoring or
overwhelming the interests of other constituencies who may be less engaged in HIE work, but
are stillaffected by it.Specifically, theCommunity Oversight Organizatiamll review and act

on the following:

e The pricing model developed by theddOrganizationfor HIE shared services
e The privacy and security policies for the HIE
e Accessibility of the HIE



TheHIE governance structure will take the form illustrated in Fiduibelow.

State Coordination

Health Care Authority

Administer ARRA Cooperative Agreement
Coordinate involvement of state agencies

Lead Orga nization Resolve disputes between Lead and

Oversight Organizations

OneHealthPort

Lead overall HIE Effort
Design, purchase, deploy and
manage shared services

Community Oversight

Foundation for Health Care Quality

Review/approve utility pricing and
security/privacy policies
Assess/report on access to HIE

Implement
Stakeholder
Preferences

Stakeholders &
Work Groups

Figure 1HIE Governance Model fionplementationPhase

TheFoundatiorcompleted the constitution of ti@mmunity Oversight Organizatiddoard in
fall 2010. A list of theboard members is presented Appendix B TheFoundatiorscheduled the
first meeting of the membership in November 2010 to review esldsesponsibilitiesand
become oriented to the activities underway with the statewide HIE project.

B. TheHIE Leadership Group

In addition to selecting the Foundation assbpporting entity for th€ommunity Oversight
Organization, OHP also constituted the HIE Leadership Group as an advisory body to help guide
its work on the business and technical aspectsatpéwide HIEmplementationThe HIE

Leadership Group is comprised of senior executives from approximately 30 health care
organizations that OHP has identifiegpresentsritical mass for HIE in Washington State. In
addition, OHP has identified each of these orgdinaa as being likely early adopters of the

initial HIE service offering, the Hub. These organizations include hospitals, practices, health
plans, public payers, public heglénd ancillary care providers.

The senior executives invited to serve on tleugrare in most casekief information officers

(CIog. They will have a major influence on thei-r
HIE (seeAppendixC for a complete listing ahe HIE Leadership Group membergheHIE

Leadership Groups taskedwith guiding the development of technical and financial

specificationsThe purpose of organizing thgroup isto secure their support and encourage



ownership of the development of the statewide HBi¥:doing sothe HCA and OneHealthPort
hope to saare the critical mass necessé&wy a functioning and sustainable HIE in Washington
State.

V. Shared Services

The Statewide HIE technical architecture will always be a work in progress. The health care

system will evolve, business needs will shaftd technology will change. Particularly for a

collaborative undertaking where change takes more time than in a typical private enterprise
setting, 1t0s i mportant to avoid a sense of f
eager, to adapt arevolve. In this context, the architecture presented below should be considered

the starting point and the initial phase.

The design of Washington Stateds HIE technica
considerations:
e Previous lessons learned abthé primacy of the business case

e The requirements put forth by community stakeholders
¢ Alignment with key policy objectives embedded in federal and state legislation

The design exercisgasessentially understanding, refining, blendiagd applying these
drivers.

A. Business Case

Several key stakeholddrs ¢ o mimaudedsome variation oh commort he me, At hi s ha
make business sense for us apdsougsiomalnps awaysat i on
leads to the conclusion that the business frad@oadb ased HI E i s neither bl
gray. Past experience, present realitesl deeply felt preferences around the HIE business case
dictate the following requirements:
e Leverage existing investmentsThe HIE must add value to existingterprise

investments, not seek to replace these investments. Washington State has a number of

local health information organizations and enterprises with HIT/HIE capabilities already

in place. We see this as an advantage and an opportunity, not competition

e Scalability. The market for clinical HIE is immature. There is great hope for the future,
but the expectation should be conservative: volume will build slowly. The technical
components must be able to start small and scale up to meet demand as imgussty i
and readiness expands.

o Flexibility . In Washington Stateenterprises that are likely to participate in sietewide
HIE have a wide range of capabilities, sophisticatemml need. In the course of research
on this topi¢ while there was nod hedth information organizationHIO) or enterprise
that had fulfilledall of its HIE needs, it became clear that diverse participants will use
different elements of the HIE in different ways and at a different pace. One size does not
fit all.



e Modest cost Even the most enthusiastic proponents of HIE will prioritize their enterprise
infrastructure and applications higher thanstetewideHIE. Budgets are tight and
because of the fAgr ayeturnbninyvastmaisgsestoralsieecgs t
sucht he Al 0 needs to be of modest size.

h e

The core requirement dictated by business case concerns can be summarized in three words: less
IS more.

B. Community Stakeholder Requirements

There are a limited number of options available to HIE designers. Dependiogvdarms are
defined and capabilities lumped or split, theretgpecally nine major components that must be
present over the long term for HIE to occur. Fig2iteelow illustrates these core components:

HIE Components

Master Person Index

Hub Record Locator

Secure exchange of < Service (RLS
) . Match patient . . -
transactions/files identities Find patient records

Applications

Access and manage
patient data (e.g..
EMR)

Data Repository
Store/aggregate data

Data

Transformation

Translate data to
conform to standards

Directory Service

Standards & Policies

Organization

[dentify and locate
providers/entities

Common frameworks
for exchange

Manage and operate
shared functions

Figure 2: Core Components of HIE

High-level design questions revolve around phasing and whether to provide components
centrally or on a distributed basis. In looking atfigare above, the last three boxedirectory
service, standard$ policies and organizatioamust be central coponents of the HIE at
initiation. It is hard to imagine operating an HIE without these core elements. The choices of
centralization ersusdecentralization and phasing really relate to the other six elements.

OHP presented this choice to the communiylste hol der s i n t heoandont ext

emphasized the need to pay for all shared capability. The stakeholders were not asked what they
wanted. Rather, they were asked what they needed and what they were prepared to pay for and

6

n



use. To highlighttie true nature of this choice, stakeholdeese givera fixed sum of dollar

bills andwererequired to spend the money on the components they most valued. Results of the
exercise dictated a clear preference for a limited set of shared services thabshaftéded by

the HIE, as opposed to those services likely to be offered in the market by other interested
parties.

Shared services to be centralized in the HIE:
¢ Hubfor secure exchange blealth Level Seven InternationdlL7) andAccredited
Standards @mmittee (ASCX12 health datdransactions

e MPI to match patient identities
¢ RLS to find where patient data resides
e Provider Directory to identify and locate trading partners

e Standards anpoliciessupporting the core components of HIE shown in Figuce 2
support trusted and efficient exchange

¢ Management organization to operate the HIE
Services to be offered in the marketplace by other parties:
e Data repository for storing patient information

o Data transformation to edit and translate informatiihbe offered both by the Hubral
others in the marketplace

e Applications for viewing, storingand using information

Figure3illustratestheaNVa s hi ngt on-L8yat 6 HATEIQ n

W ashington State HIE Tuas day, May £, 2010

Integration Serices/data
translation vendors

Work station Largs Multi-
Group Specialty Clinic

Select Group Repository Project
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C. Key Policy Objectives

The importance of the business case and the emphasis on the business view by most in the
private sector does not diminish the importance of the policy objectives. Blending the direction
embedded in SSB 5501 and tleguirements of the federal grant fundnegulted in

identification ofthe following key policy requirements for the technical architecture:

e Improving performance. Proliferating more boxes and wires is not the objective.
Applying HIE to produce better results is the goal. The HIE must supptet bare
management and coordination by increasing the availability of high value data for
providers, patient@and payers.

¢ Patients andproviders. The HCA has focused significant attention on patfaning
applications. The agency currently sponsorsdlpilots of patieatacing Health Record
Banks. SSB 5501 directs the agency and Lead Organization to ensure the HIE serves both
consumerand industryfacing applications. Whiléheseapplicatiors areout of scopdor
the statewide HIE projecthe HIE mist be capable of supporting the exchange needs of
patients and providers.

¢ Meaningful Use The critical shorterm focus of the ARRAIITECH Act stateHIE
grantprogram is to support the elementddaningfulUse that require integnterprise
exchange. Thdesign must ensure deployment of at least basic diapaly early 2011
to support ManingfulUse requirements.

e Privacy and security. The nature of the HIEhin-layerdesign (i.e., no applications and
no data ownership) reduces some of the usual seamdtyrivacy concerns for the HIE.
However, protecting privacy and security of patient data remains vitally important.

e Standards basedThe march toward interoperability is preated on broacbased
adoption of mtional standards and movement away from petgry approaches

D. Shared Service Components

Each of the proposed shared HIE servjpe®ritized by the stakeholder requiremerigs,
describedn more detaibelow.

Secure Hub

The purpose of the Hub is to support and enable secure exchatige, &SC X12 and other
similar health dataransactionsn compliance with the federélealth Insurance Portability and
Accountability Act(HIPAA). OHP had extensive discussions with stakeholders about specific
use cases for the Hub. In the aggregate, theseases encompass key prioritiestfie ARRA
HITECH Act and SSB 55010 support the achievement oflshingfulUse for interested
providers.

The following list provides the data exchange prioriitesntifiedin the use cases:
e Admission, discharge, transfeand patient demographic details from hospitals to health
plans



e Admission, discharge, transfamnd patient demographic details from hospitals to primary
care/consulting physicians

e Eligibility, benefits,andclaim status checking
e Medication histories ikmergency departments and hospitals

e Lab results delivered to physicians and clinexsd reportable conditions public health
agencie}

e Medication histories and drug formularies tprescribing applications used by
physicians

e Clinical messaging senado provider portals
e Emergency department hospital discharge summaries to physicians and clinics
e Chart summaries to emergency departments and hospitals
e Chart summaries to physicians and clinics
e Radiology reports to emergency departments and hospitals
e Radology reports to physicians and clinics
e Reporting to registries
0 Immunization reporting to state registry
0 Biosurveillance tracking via a regional registry
o Electronic submission of notifiable conditions to public health agencies
e Matching patient records masterpatientindex
e Matching provider records provider directory
¢ Finding patient recordsrecord locator service
e Chart summaries and results reporting to patient health records

The high level use cases suggest the following basic business requireimémsHub service:
e Enterpriseébusinesgo-business (B2Byateway solution

0 Secure messaging

o Compliancewith HIPAA, the Code of Federal RegulatefCFR)i 21 CFRPart
11,and theHealthcare Information Technology Standards PARBISP)

Highly scalable torery large enterprises

Push and pull options

Batch and realime transactions

Web services and the full gamut of B2B gateway standards and protocols
o Proven technology supporting large volumehkealth caréendustry today

O O O O

e Governance for secure messaging
o0 Intelligent contentbased routing oubf-the-box

o0 Support forElectronicDatalnterchangeEDI), Extensible Markup Language
(XML), HL7, Continuity of Care Documerf€CD), and any document format



o0 Automated routing for simple administration of HIE
e Security wih flexibility

e Encryption withFederal Information Processing Standqfl®S)140-2 libraries
(HITECH Actrequirement

e Certificate management

e Secure transport ov@iransport Layer Securiyf LS)/Secure Sockets Layer
(SSL) & Secure She(SSH

e Support forLightweight Directory Access Protoc(ilDAP)

e Management tools

o Tracking and visibility of messagesuditing of all transactions
Activity monitoring andreporting tools
Easy integration options for monitoring, reporting, and alerting
Automated HIE provisioning toolstrading partner setup
Billing/reporting trading partner transactions

© O O O

OHP assessed the Hub business requirements and debated the bugdidd.dn consultation
with stakeholders, OHP decided to pursue a buy strategy to acquire the Hub capability. This
decision was guided by the following considerations:

e Risk. The risk of a build was seen as greater than a buy

e Experience There are a nundy of mature commercial Hub solutions that appear to meet
the requirements. The version 1.0 of a Hub we would build will be competing with
second, thirdand fourth generation offerings from experienced vendors.

¢ Time to market. The Hub plays a critical relin supporting the integnterprise exchange
requirements foMeaningfulUse. An experienced vendor can deploy the Hub service
more rapidly than we could deploy a newly built offering.

e Operating cost If we build it we have to operate it, and we do ndielbe we can rapidly
achieve the same level of economy or skill as experienced vendors.

Master PatientIndex (MPI)

It is clear that the vast majority of potential HIE participants believe an MiRpisrtant The
core MPI capability is central to mogsions of HIEi comprehensive information about the
patient where and when itdéds needed. To ful fil
distinguish between patients with similar names) is essential. However, unlike the Hub
conversation, whiclproceeds easily from service concept to detailed specifications to product
purchase, the MPI is a more nuanced and complex service. The MPI design is complicated by the
following considerations:

e Cost The MPI is expensive technology to purchase and canba expensive to operate.

e NeedWhi |l e everyone believes they wild.l need I
organizations are prepared today to take advantage of a community MPI. The early phase
of information exchange nmnadata vathérthanbe A pushi
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searching for unknown patients. For example, most stakeholders do not believe the MPI
is required to support their initidM eaningfulUse requirements.

e Policy. A significant level of community consensus is required before the MPI goes
operational. Policies and conventions related to MPI use, liglality privacy will all
have to be developed.

e Model. There are a variety of ways to deploy an NPé¢derated, centralizednd
leveraging an existing MPI implementation, to name a fewtdgke a different
approach, a state could issue its own unique patient identti@nging the way the MPI
functions. While the correct choice is not obvious, the cost, paity operational
implications of this decision are profound.

e Interactions with enterprise MPIs. Many large enterprises already have an MPI to help
reconcile patient identities across their own disparate systems. It is not clear how best to
integrate and interoperate enterprise MPIs and the community MPI.

In light of these considerations, OHP and its stakeholders will conduct a more detailed
assessment before finalizing the design of the MPI and its role in the overall architecture. This
assessment should be completeshgty 2011 At that time, design desiobns will be made and

the appropriate next steps related to the MPI will be taken.

Record Locator Service (RLS)

Much of what was said above about the MPI applies to the RLS. In some respects, the record
locator involves fewer operational choices andrakitives. However, the RLS imposes

additional costs and potentially burdensome requirements for participating enterprises. It also
raises some significant privacy concerns. Once again, the assumption is that the RLS is a
necessary component to meet theghterm objectives of patiergentered health information
exchange. It is the sequencing of the Hub, MRtH RLS that needs to be resolved. As such, at

the conclusion of the MPI assessment, a similar assessment process will be undertaken in regard
to theRLS.

Provider Directory

In addition to its work supporting HIE, OHP is theddOrganizationf or t he st at eods
administrative simplification legislation, SSB 5346. One key requirement of SSB 5346 is the
development and deployment of a uniform electroniatgwi for collecting the provider data

required to support credentialing and privileging. All hospitals, health plans, public pyers
licensed practitioners will be required to use the system. OHP is tasked with developing,
deploying and operating whas now called the Provider Data Service. OHP is well into the
process. A vendor, Medversant, has been selected, contracts are being executed with hospitals
and plansand the system entlive in November o2010.

Ultimately, this Provider Data Servicgill become a very comprehensive and rich provider
directory that includes all licensed practitiondtsvill be usedand financially supported by all
hospitals, health planand public payers. OHP will be repurposing the Provider Data Service
created uder SSB 5346 to serve as the statewide HIE provider directory. The directory will be
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linked to the Hub to assist participating organizations to identify and locatéenfleemation
exchangeartners.

The provider directory will also assist organizatiengaged in quality measurement activities.
As quality measurement organizations attempt to aggregate data from multiple sources, they
encounter a variety of issues related to attribution and identifiers. OHP has used some prior
directory service offering® assist local organizations involved in quality measurement, and
anticipate ongoing use of the provider directory in this manner.

Standards Conventions and Policies

As indicated abovehe Hub will transact HL7ASC X12, and other standard data sets. The
WashingtorState HIE is firmly committed to the use of national standards where available.

OHPO&6 swirloll ebe to adapt the foptional 0 el ement s
implementatiorandhas significat experience in forging consensus on the use of national

standards for localeommerce.

Currently, OHPoperates a process designed to develop consensus best practices that has proven
itself over the last seven years. This process has forged agreencentroon policies,
processes, and local implementations of national standards. Inatutthésiextensive body of
work are:
e Local implementation guides f&SC X12 transaction sets

e Privacy and security policies and information sharing agreements adoptedezhby
over 35,000 health care organizations and 85,000 individuals within those organizations
today

e Best practices for workflow innovation and information processing

OHP will employ these same skills and experience to develop and maintain thespolici
standardsand conventions required to support the technical architecture. This process will
parallel the rollout of services. For example, polices to support the Hub will have first priority. It
is assumed the following polices, standaessl convenons will be required to support the first
phase of service deployment related to the Hub:

e Information sharing agreement

e Privacy and security policy related to identity management and authentication
¢ Naming conventions
e Adoption of standards

Meaningful Use

The Washington State HIE is not offering applications of any type. Therefore, we cannot assist
providers who do not otherwise acquire EHR and PHR capability. However, for those who do
acquire clinical applications, the HIE can potenyialésist providersdo meet the ManingfulUse
requirements that involve information exchange outside the enterprise. As of today, that could
include the following provider requirements and similar ones for hospitals:
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e Reportclinical quality measures to CMS or thates(canbe manually submitted in
2011, and must be electronically submitted in 2012).

e Send reminder® patientdor preventiveandfollow-up care for at lea®0 percenof
patients agé5 andolder or 5 years of age or younger

e Generate and transngermissible prescriptions electronically for more than 40 percent
of prescriptions.

¢ Provide patientsvith, upon requegtandwithin 3 business daysclinical summaries for
each office visit for more than 50 percent of patient office visits or an electopy of
hospital discharge instructions for more than 50 percent of all patients discharged.

¢ Provide patients with an electronic copy of their health information (including diagnostic
test results, problem list, medication lists, and allergigin 3 business daylr at
least50 percenbf patients requesting electronic copies.

e Demonstrate the capability to electronically exchange key clinical information among
providers and patierguthorized entities by performing at least one test of transmission.

¢ Demonstrate the capability to incorporate clinical laboratory test results into electronic
health records as structured data for more than 40 percent of clinical laboratory test
results received from laboratories.

e Demonstrate the capability to perform roadion reconciliation between care settings for
more than 50 percent of transitions of care.

e Provide summary of care record for patients referred or transitioned to another provider
or setting for more than 50 percent of patient transitions or referrals.

e Provide patients with electronic access to their health information (including lab results,
problem list, medication listgndallergies) formore tharlO percentof patientswithin 4
days of the information being updated in the electronic health record

¢ Demonstrate the capability to provide electronic submission of reportable lab results to
public health agencies afallow-up submission where it can be receivby performing
at least one test of transmission

e Demonstrate the capability to submit eleaic data to immunization registries and actual
submission where required and accepted, by performing at least one test of transmission
to immunization registries.

e Demonstrate the capability to provide electronic syndromic surveillance data to public
heath agencies and actual transmission according to applicable law and practice, by
performing at least one test of transmission to public health agencies.

VI. Progress Toward Implementation

On February 8, 2010, the HCA was awarded a grant in the amount 8fnillibn through the

State Health Information Exchange Cooperative Agreement Program sponsored by the Office of
the National Coordinator for Health Information Technology in response to the application
submitted on October 16, 2009. An initial amount bfiflllion was made availabie March
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2010for planning to support thactivities described above and thevelopment and submission
of an HIE Strategic and Operational Plan

The partnership betweehe HCA and OHP has achieved significant milestones during this first
year of the project and these accomplishments have set the groundwork for the next phase of the
work. The project timeline depicted in Figut@rovides a higHevel view of key activities

scheduled through 2014.

Statewide HIE Implementation Timeline

HIE Lead Organization - OneHealthPort

HIE Implementation Project & Track, coordinate and communicate
Stakeholder Mgmt Provider, Payer, Lab & Pharmacy engagement, Consumer communications
HIE Thin Layer ) —
Hub Vendor selection & contract
Hub Policies and Standards Develop Secure Hub Policies & Standards ]
Deploy Hub & Enable MU [ Deploy HUB ] Enable Meaningful Use via Secure Hub Services 1
. ) | Pricing . . . Transition to Self-sustaining I
Sustainable Business Model Model I Implement Pricing & Operational Business Model Business Operation
Hub AdOptiOI’l Incentives Adoption Incentives — fee and subscription subsidies
Accelerate Pharmacy, Lab & Patient Summary Action Steps to Accelerate ePrescribing , Lab Results & Patient Summary Use I
Support Medicaid Incentive Program Support EHR Incentive Program ]
Planning Activities [ RIS ]
MPI/RLS Assess direction for MPI/RLS I Assess, study and develop approach to MPI/RLS l
Master Patient Index & RLS [ MPI/RLS I
E Polici
m I SBB5501 - State HIE Policies and Standards

Health Information Policy development

I Start-up I

I Other additional HIE Policies

Community Oversight & Governance
[ Funding Community Oversight Organization ]
State Government HIT Coordination
State Gov. HIT Coordinator HIT Coordination, Interstate coordination, Stakeholder communication and tracking to milestones
eHCE Coordination & HIE Policies eHCE — ARRA/HITECH Activity, State Agency Coordination & Statewide Policies for HIE
Coordination with Medicaid &
Public Health Coordination with “Meaningful Use” Programs
Grant Administration Annual plan revision, expenditure tracking, Federal and State reporting
2010 2011 2012 2013 2014

State HIE Cooperative Agreement Timeframe

State HIE Implementation Timeline REVISION_v3_80ct10_AW

Figure4: StatewideHIEImplementation Timeline

Specific tasks and activities for 2011 are highlighted below and are instrumental to the
fulfillment of the requirements of SSB 55he federal grant, and implementation of the
statewide HIE.
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A.  HIE Strategic and Operational Plan

On July 6, 2010, thelCA submittedWashington StateStrategic and Operational Plamthe
ONC. The plarwasprepared oveseeral months in a joint effort by OHP atite HCA with
input from public and private stakeholdeFse plan discugsthe strategies and operational
activities necessary to implement a sustainable statewideAg(ioval of the plan byhe ONC
was required é&fore thestatewideHIE couldexpend HITECHAct funds on technology
solutions OHP andhe HCA communicated and worked withe ONC during the remainder of
2010 and received approval for the piaecember

In a letter to the Health Care Authority datebtembeR3, 2010, the ONC detailed their

response to the Strategic and Operational Plan. In general, the response from the ONC was

positive toward the proposed approach. The letter sought clarification@edletail on a few

items, particularly as to how the proposed approach sughel®NC6 s pri mary obj ec
helping providers to attaikleaningfulUse of certified EHRs in 201TheHCA and QHP

prepared respons& the ONC in an Addendum dated Octolizs, 2010.

On November 1, 201@he ONC made an additional request for data representing Washington
St atebs position and efforts with respect to
capabilities in several key areas of interest:

e E-prescribing
Recept of structured lab results
Sharing patient care summaries across affiliated organizations
Percent of health plans supporting electronic eligibility and claims transactions
Percent of pharmacies accepting electronic prescribing and refill requests
Percenbf clinical laboratories sending results electronically
Percent of health departments electronically receiving immunizasgndromic
surveillance, and notifiable laboratory results

This informationwas provided in an Addendum sentlie ONC onNovember 5, 201,0vith
clarifying information sent in a final Addendum dated December 8,.Z01OONC approved
the Strategic and Operational Planecember 13, 2010.

B. Statewide HIE Secure Hub

Following collection of stakeholder requiremedescribed previousjyhe major focus of the
statewide HIEproject from July through October 2010 was pinecurement of a Secure Hub.
OHP contracted with Deloitte to assist in preparing tf@Rhe HIE Leadership Group aiitd
Technical Advisory GroufTAG) provided advicghroughout the selection proce$se RFP
was distributed through numerous local and national communication chanAelgust andall
gualified vendors were encouraged to bid.

Over 35 companies expressed initial interésatelve companies submitted bids and of thpse

five were qualified. The five companies were ultimately winnowed down to twofaealists,
Axway and Medicity In late OctoberAxway was declared thepparent successful vendor
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Appendix Dis the HIE Leadership Groupgsentation that summarizes the RFP process and the
rationale for its conclusions

OneHealthPort will be working on a number of tasks in parallel to bring the Akwagervice
to market in early 2011:

¢ Negotiate a contract with Axway

¢ Work with the HIE Leadershi@roupon a pricing and policy model

e Submit the pricing and policy model to the Community Oversight Organization for

approval
e Continue development of an optimal MPI/RLS solution for the community
¢ Commence marketing efforts@seek early adopters for the Hiklbkservice

In addition to the specific b related activities, OHP artle HCA will be working withTAGs,
early adopters, and stakeholdersléwelop policies and practices that support evolution and
sustainability of astatewide HIEA key aspect of the policy work is privacy and security.

C. Privacy and Security

The statewide HIE privacy and security framewsrkembedded in theverarching contractual
frameworkfor participation in the statewide HIEhe framework follove coreprinciples:
e The policies will fully comply with all applicable Washington state and federal law
e Each party is responsible for actions within their perimeter
¢ In thethin-layer HIE patient consent will be secured by the responsible trading pajtner(
who touches the patient, as is true today with other similar exchanges of health care
information

Parties interested in utilizing the HIE will execute a Participation Agreemenbyuiding so,

will agree to the Participation Agreement Terms and Conditions, the HIE User Policy, the HIE
Security Policy, and the Glossary, which will collectively establish the general terms applicable
to all participantsin the HIE, regardless of which HEervicgs) they select.

Eachparticipantwill also execute an HIE Services Election Form identifying the $éizices)
they choose tose(they may make additions or deletions to the BHEvicesthey Lseby
executinga new HIE Service Election Form at any time in the future). By selecting an HIE
Service on the HIE Election Formarticipantsare also agreeing to HIE Policies/Terms of Use
applicable to thagervice

From a process perspective, this framework is cugrénthe editing proces# complete draft

was distributed tohe HIE Leadership Group Policy TAGr review.The Policy TAG will

suggest any changes and make recommendations back to the HIE Leadership Group. The final
privacy and security model approvieg the Leadership Group will be formally submitted to the
Foundation for HealtiCareQuality by OneHealthPorh early 2011

The Foundation, as the Community Oversight Organizatias final approval of the privacy
and security policies embedded in thenfiework (the Foundation does not have approval rights
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over the norprivacy/security related contractual terms). If the Foundation and OneHealthPort
cannot reconcile any differences in the policies, the HCA will make the final determination.

This processillows OneHealthPort as thead Organizatioto rapidly develop the contract
model, gain buyoff from a critical mass of the organizations that will be asked to execute the
agreementand seek final and timely approval from the broader constituenciasjimg
consumers that will be affected by the terms contained in the agreement.

D. Continued Stakeholder and Program Collaboration

In conjunction with this effort the HCA project team will continue collaborative work with other
ARRA HITECH Act program areaacross the state to align activities of the statewide HIE where
they may add value and enable these other programs to meet their goals and requireements.
HCA will also continue efforts to efficiently and effectively engage stakeholders and
communicate, facilitate, and coordinate activities in this broader unified effort. Additionally, the
statewide HIE project will coordinate with Medicaid and public hetaltbrovide assistance,

where appropriate, to support federal incentive programs sponsored by the Centers for Medicare
& MedicaidServiceghat reward providers for adopting and using health information

technology.

eHealth Collaborative Enterprise

The Wasington State eHealth Collaborative Enterprise (eHCE) Project Team is a-jpuNsdite
partnershighatcoordinaés the activities of multiple organizations engaged in work related to

SSB 5501 and ARRAITECH Act. The eHCE Tears comprised othe HCA ARRA HITECH

Act project management staff and consultants, state agency representatives, and principals from
the stateMedicaid office, Department of Health, Department of Information Services, and
Department of Labor and Industries.

The eHCE also includes signated_ead Organizatioprincipals for each respective ARRA

HITECH Act and ARRA Broadband program Washington Statdn addition to OHP, these

Lead Organizatons nc |l ude Quali s Healtho6s Washington an
(WIREC) as the Ragnal Extension Center (RE(Bellevue College for Work Force Training

and Developmentnland Northwest Health Services (INHS) for the Beacon Commoihitye

Inland Northwestand the Washington Telehealth Consortium (WTC) for

Telemedicine/Telehealth aBtoadband. The HIE Oversight and Governance entity, the

Foundation for Health Care Qualiig also represented at the eH@Eetings

On a biweekly basis, the eHCE convenes a meeting where ARRECH Act and ARRA
Broadbandrogramlead organizations a@ndesignated state agencies share status updates,
communicate issues, seek resolution, and identify ways to leverage activities and resources

across programs to expedite Meaningful Use implementation and supp@periodic basis,

theeHCE alsobenedif r om t he ONCO6s participation. The pr
routinely conferences in to meetings and provides guidance or clarification when needed.
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The project teamaggregateand communicatesformation aboubverall progress of
Washingbn State ARRAHITECH Act and Broadbandctivitiesto:
e The ONC in regular reports
e The public, legislators, health industry stakeholders, and agency staff in informational
forums, regular stakeholder meeting$j-anonthly newsletterand a specific eHCE ah
ARRA HITECH Act web page and electronic mailing list (listserv)

This investment of time and resources has paid off in a number of ways:

e The TelemettineTelehealth an@roadbandead organization and constituency are
working closely with OHP to determine how
capability rather than replicating it.

e ARRAHITECHACctprogramscrosp opul at e each otherds advi s
representation in #ir respective advisory bodiés/IREC Project Director, Peggy Evans
is a member of the Beac@ommunityStakeholder Group along with Richard Onizuka,

State Health IT Coordinatgand Rick RubinPresident and CEO @HP. Patricia
Dombrowski from BellevueCollege Jac DaviesProgram Director of thBeacon
Communityof the Inland Northwestleff Mero of the
TelemedkcineTelehealth/Broadband Projeaind Rick Rubin all sit on the Joint
eHCE/WIREC Advisory Council, cohaired by Richard Onizuka and Pedgpans. Jac
Davies also sits on the OneHealthPort Governing Board.

Medicaid

TheeHCEProjectTeamis currently working closely with Medicaid in the planning and
development of their State Medicaid Health Information Technology Plan (SkittP)e
Implementéon-Advanced Planning Docume(itAPD) for implementation anddministraton

of the Hectronic Health Record (EHR)icentive ProgramWork to date has centered around
four key areas: current assessment of the HIT landscape in Washington State, deveibament
envisioned future state,Roadmagor State Medicaid HIT atwvities, and deployment and data
analysis of a HIT Adoption and Meaningful Use Readinasdine survey.

The HIE Project joined forces with Medicaid in summer 2010 to begin planningdad M c ai d 6 s
participation in the statewide HIE, the HIEOGS
Use, and the statewide HIEG6s support of Medic
formed an HIT AdvisoryGroupthat includes the State HIT Coondkor, the HIE kad

Organizationand WIREC. This group provides information to Medicaid for consideration in the
planning and implementation of the EHR Incentive Program as well as the integration and
coordination of HIE efforts with the SMHP.

In discusgns with the eHCE and HIE project tearivedicaid has indicated thatirttends to

connect to the HIE in its capacity as a payer. It is the intent of Medicaid to use the HIE as its Hub
and direct trading partners who want access to Medicaid data tatlimsgh the statewide HIE

Hub. Medicaid and the HIE agreed that Medicaid would pay for such services using the standard
fee schedule.

18



VII. Conclusion

The HCA, OHRand all the participating stakeholders are committed to advancing HIE in
WashingtorState. Therogress to date and activities underway descriractical vision thais
well-positioned to bachievable in our stat@&lthoughthe plans arevolving the project has
amassed key leaders, established a proven process, organized criticalthrassrket, and
developed a sustainable HIE design to support improvement of patient and population health.
TheHCA andOHPlook forward to working constructivelgndin partneship withthe
stakeholdecommunity awer thenext several years to implement the statewide HIE.
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Appendix A: Substitute Senate Bill 5501

CERTIFICATION OF ENROLLMENT

SUBSTITUTE SENATE BILL 5501

Chapter 300, Laws of 2009

&lst Legislature
2009 Regular Session

HERLTH INFORMATION--PATIENT ACCES5--STANDRRDS DEVELOPMENT

EFFECTIVE DATE: 07/Z6/0%

Fassed by the Sznate April 20, 2000
YEAZ 45 HAYI O

ERRD OWER

President of the Senate

Fas=ed by the House Apzil 14, Z009
YEA3 96 MNAY3I 0

FRENE CHOPF

Speaker of the House of Representatives

Approved April 20, Z009, 11:12 a.m.

CHRISTIRE GREGOIRE

Gowvernor of the Etate of Washington

CERTIFICATE

I, Thoma= Hoemann, Secretary of
the Senate of the 3tate of
Washington, do hersby certify sthat
the attached is SUBSTITUTE SENATE
BILL 5501 a= passed by the S=znate
and the Houss of Repressntatives
on the dates herson set forth.

THOMRES HOEMRERR
Secretary

FILED

May 1, 2008

Secretary of State
State of Washington
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SUBSTITUTE SEMATE BILL 5501

AS RMENDED BY THE HOUSE
Passed Legislature - 2009 Regular Session
State of Washington 6lst Legislature 2009 BRegular Session

By Senate Ways & Means (originally sponscred by Senators EKeilser,
Pflug, Franklin, Parlette, Murray, and Eohl-Welles)

RERD FIRST TIME 03/02/09.

AN ACT Relating to the secure exchange of health information;
adding new secticns to chapter 41.05 RCW: and creating a new section.

BE IT EMACTED BY THE LEGISLATUEE OF THE STATE OF WASHINGTON:

HEW SECTION. Sec. 1. The legislature finds that:

(1) The inability to sscurely share critical health information
between practitioners inhibits the deliwvery of safe, efficient care, as
evidenced by:

{a) Adverse drug events that result in an average of seven hundred
seventy thousand injuries and deaths each year; and

{b) Duplicative services that add to costs and jecpardize patient
well-being;

{2) Consumers are unable to act as fully informed participants in
their care unless they have ready access to their own health
information;

{3) The blue ribbon commission on health care costs and access
found that the development of a system to provide electronic access to
patient information anywhere in the state was a key to improving health
care; and

p. 1 55B 5501.5L
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{4) In 2005, the legislature established a health information
infrastructure advisory board to develop a strategy for the adoption
and use of health information technologiss that are consistent with
emerging national standards and promote intercperability of health
information systems.

HEW SECTION. Sec. 2. A new section is added to chapter 41.05 RCW
to read as fellows:

The definiticns in this secticn apply throughcout sections 2 through
5 of this act unless the context clearly reguires otherwise.

(1) "Administrator" means the administrator of the state health
care authority under this chapter.

(2} "Exchange" means the methods or medium by which health care
information may be electronically and securely exchanged among
authorized providers, payors, and patients within Washington state.

{3) "Health care provider" or "provider" has the same meaning as in
RCW 48.43.005.

{4) "Health data provider™ means an organization that is a primary
source for health-related data for Washington residents, including but
not limiced to:

{a}) The children's health immunizations linkages and development
profile immunization registry provided by the department of health
pursuant to chapter 43.70 RCW;

(b} Commercial laboratories providing medical laboratory testing
results;

{c) Prescription drugs clearinghouses, such as the naticnal patient
health informaticn network; and

({d) Diagnostic imaging centers.

(3) "Lead organization" means a private sector organization or
organizations designated by the administrator to lead develcpment of
processes, guidelines, and standards under this act.

(6) "Payor" means public purchasers, as defined in this section,
carriers licensed under chapters 48.20, 48.21, 45.44, 4B5.4&, and 43.62
RCW, and the Washington state health insurance pool established in
chapter 48.41 RCW.

{7) "Public purchaser" means the department of social and health
services, the department of labor and industries, and the health care
authority.

55B 5501.5L p. 2
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[8) "Secretary" means the secretary of the department of health.

HEW SECTION. Sec. 3. A new section is added to chapter 41.05 RCW
to read as fellows:

(1) By Rugust 1, 2009, the administrater shall designate one or
more lead organizations to coordinate development of processes,
guidelines, and standards to:

{a) Improve patient access to and control of their own health care
information and thereby enable thelr active participation in thelr own
care; and

(b)) Implement methods for the secure exchange of clinical data as
a means to promote:

(1) Continuity of care;

{ii) Quality of care;

{iii) Patient safety; and

{iv) Efficiency in medical practices.

{2) The lead organization designated by the administrator under
this section shall:

{a) Be representative of health care privacy advocates, providers,
and payors across the state;

(b} Have expertise and knowledge in the major disciplines related
to the secure exchangs of health data;

{c) Be able to support the costs of its work without recourss to
state funding. The administrator and the lead organizatieon are
authorized and encouraged to sesk federal funds, including funds from
the federal Emerican recovery and relnvestment act, as well as solicit,
receive, contract for, collect, and hold grants, donations, and gifts
to support the implementation of this section and secticn 4 of this
act;

{d) In collaboration with the administrator, identify and convens
work groups, as needed, tc accomplish the goals of this section and
section 4 of this act;

(2) Conduct outreach and communication efforts to maximize the
adoption of the guidelines, standards, and processes developed by the
lead organization;

{f) Submit regular updates to the administrator on the progress
implementing the reguirements of this section and section 4 of this
act; and

p. 3 55B 5501.5L
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{g) With the administrator, report to the legislature December 1,
2009, and on December 1st of each year through December 1, 2012, on
progress made, the time necessary for completing tasks, and
identification of future tasks that should be pricritized for the next
improvement cycle.

(3) Within awvailable funds as specified in subsection (2) (c) of
this section, the administrator shall:

(a) Participate in and review the work and progress of the lead
organizaticn, including the establishment and cperation of work groups
for this section and section 4 of this act; and

(b) Consult with the office of the attorney general to determine
whether:

(i) An antitrust safe harbeor 1s necessary Lo enable licensed
carriers and providers to develop common rules and standards; and, if
necessary, take steps, such as implementing rules or reguesting
legislation, to establish a safe harbor; and

{ii}) Legislation is needed to limit provider lisbility if their
health records are missing health information despite their
participation in the exchange of health information.

{4) The lead organization or organizations shall take steps to
minimize the costs that implementation of the processes, guidelines,
and standards may have on participating entities, including providers.

HEW SECTION. Sec. 4. & new ssction is added to chapter 41.05 RCW
to read as fellows:

By December 1, 2011, the lead crganizaticn shall, consistent with
the federal health insurance portability and accountability act,
develop processes, guidelines, and standards that address:

{1) Identification and pricritization of high walus health data
from health data providers. High wvalue health data include:

(a) Prescriptions;

(b) Immunization records;

{c) Laboratory results;

{d) Allergies; and

{e) Diagnostic imaging;

{2) Processes to reguest, submit, and receive data;

{3) Data security, including:

(a) Storage, access, encryption, and password protection;

55B 5501.5L p. 4
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(b) Secure methods for accepting and responding to regquests for
data;

{c) Handling unauthorized access to or disclosure of individually
identifiable patient health information, i1including penalties for
unauthorized disclosure; and

(d) Authentication of iIndividuals, including patients and
providers, when regquesting access to health information, and
maintenance of a permanent audit trail of such reguests, including:

(1) Identification of the party making the reguest;

(i1} The data elements reported; and

(1iii}) Transaction dates;

(4) Materials written in plain language that explain the exchange
of health information and how patients can effectiwvely manage such
information, including the use of online tools for that purpose;

[{53) Materials for health care providers that explain the exchange
of health information and the secure management of such information.

HEW SECTION. Sec. 5. A new section is added to chapter 41.05 RCW
to read as follows:

If any provision in sections 2 through 4 of this act conflicts with
existing or new federal requirements, the administrator shall recommend
modifications, as needed, to assure compliance with the aims of

sections 2 through 4 of this act and federal requirements.

Passed by the Senate April 20, 2009,

Passed by the House April 14, 2009.

Approved by the Governor April 30, 2009.

Filed in QOffice of Secretary of State May 1, 2009.

p. 5 55B 5501.5L
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Appendix B: Community Oversight Organization Board

J(;(}v

FOUNDATION ror
o HEALTH CARE QUALITY

ityhealth.ot

Community Oversight Organization Board as of November 9, 2010

Board Chair

Gretchen Murphy, M.Ed., RHIA, FAHIMA
Dir, Health Informatics & Health Information
MgtProg.

School of Public Health

University of Washington

Position #3 expiredNovember 2012Appointed
for an initial 2year term; eligible for two additiona
3-year terms upon expiration of initial term.

Representing HIE Usersfdur position$

Dave Roach, BSEE, CPHIMS, CCE
VP, Information Systems / CIO
Kadlec Health System

Position #4 expiredNovember 2012Appointed
for an initial 2year term; eligible for two additiong
3-year terms upon expiration of fial term.

Representing HIE Consumersng positiol

Rudy Vasquez
Multicultural Services Director
Sea Mar Community Health Centers

Position #1 expiresdNovember 2011Appointed
for an initial kyear term; eligible for two additiona
3-year terms upoexpiration of initial term.

Margaret J. Lane
mLane and Company
1143 16th Ave E

Position #2 expiredNovember 2011Appointed
for an initial Lyear term; eligible for two additiong
3-year terms upon expiration of initial term.

Representing the Publ®ector 6ne positioix

Bryant Thomas Karras MD
Public Health Informatics Officer, Sr. Epi,
State of Washington, DOH, Public Health Lab

Position #7 expiresNovember 2013

Marc Pierson, MD
Regional VP, Clinical Information & Special
Projects

Position #6 expiresNovember 2013

Michael J. Tronolone, MD, MMM
Medical Director
The Polyclinic

Position #5 expiresNovember 2013
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Appendix C. Health Information Exchange Leadership Group

Washington State HIE Leadership Group

Name | Organization
Hospitals
1. Jody Albright Overlake
2. Paul Anderson Providence
3. Florence Chang MultiCare
4. David Chou University of Washington
5. Drex Deford Childrenos
6. Fred Galusha INHS
7. Mary Kasal Franciscan Health Services
8. Petra Knowles Southwest Washington
9. Tom Martin Evergreen
10.Janice Newell Swedish
11.Marc Pierson St Josephds (PeaceHea
12.Dave Roach Kadlec
Practices
13.Bill Gotthold Wenatchee Valley Clinic
14.Becky Hood Everett Clinic
15.Roy LaCroix PTSO
16.Hamilton Licht Yakima County Medical Society/Connected
Community
17.Rick MacCornack NPN
18.Bill Poppy Virginia Mason
Health Plans
19.Vaughn Holbrook Regence
200Gwen OO6Keef e Group Health
21.Greg Palmberg First Choice
22.Dave Young Premera
Public Agencies
23.Rich Barnhill Madigan
24.Rich Campbell Medicaid
25.Bryant Karras Public Health Laboratories
26.Paul Nichols VA Seattle
27.Christy Ridout Dept Labor and Industries
28. Frank Westrum Dept of Health
Ancillary Providers
29.Jon Copeland Inland Imaging
30.Sonny Varadan PAML
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Appendix D : HIE Leadership Group Presentation: HIE Hub Selection z

Final Recommendation

Deloitte

OneHealthPort

Presented to the HIE Leadership Group
November 2, 2010

neHealthPort

28



Executive Summary
Axway is the recommended HIE Hub solution for the Washington State HIE

» OHP conducted a comprehensive RFP process to identify the preferred vendor to
provide the HIE Hub services under the stakeholder approved Thin-Layer model

« Five HIE vendors (AT&T, Axolotl, Axway, Medicity, Microsoft) qualified to undergo a
structured evaluation and due diligence process

* OHP is recommending Axway as the preferred HIE Hub solution because the Axway
solution is best aligned with the Thin-Layer model as demonstrated by achieving
superior results across the following key categories of criteria:

— Vendor Experience and Viability
— Secure Hub

— Implementation & Support

— Optional HIE Services

— Cost

» The recommended Axway solution also aligns best with ONC priorities — support of
Meaningful Use by all types of provider organizations in 2011

— ONC is the key funder of the Hub purchase

1 Onet —HIE Tech | Copyright © 2010 Deloitte Consulting LLP. All rights reserved.




Background - How We got Here
The statewide HIE is guided by multiple drivers. ..

Community Requirements

= Leverage existing investments —
Hubs, applications, repositories
and related capabilities

= The business case is “gray,”
keep the costs down — “don't
make us pay for things twice”

= Use the same infrastructure for
admin and clinical

= The HIE doesn’t have to do it all
— many services are better
provided by enterprises and
vendors in the community

= Retain flexibility — let different
organizations implement in their
own way, at their own pace

= The Thin-Layer model — Hub
first, MPI/RLS to follow

2 Onel —HIE Tech

ONC

= |t's all about Meaningful Use
(MU)

= |nitially, it is all about 3 MU
requirements — Erx, Lab, CCD

= The HIE needs to offer all
interested providers at least one
path to address inter-enterprise
MU requirements

= MU overall — get to market early
in 2011, make it work for little
guys and big guys
alike, emphasis on transaction
exchange in key areas

= |t's also all about standards —
move health industry to robust
use of standards

= Stick to the basics, don't get too
ambitious too quickly

= Accelerate secure exchange of
high value data sets

= Private sector leadership, public
sector and community oversight

= No state money, pursue federal
funds

= Benefit from the
leadership, expertise, resources
and flexibility of private
sector, but...

= Make sure the process stands
up to public sector scrutiny —
transparent, inclusive, objective

= Operate like a private sector
organization, but do it in the
public interest

Copyright © 2010 Deloitte Consulting LLP. All rights reserved
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Scoring Team, Advisor and Observer Participants
Strong support for the scoring team from the community

Observers

Linda Lekness
Terry Rogers
Bryant Karras
Vadim Plitman
Aliyah Quraish
Roy LaCroix
Cole Hanford
Jon Copeland
Kazi Hague
Matt Simpson
John Peterson
Michael Sponholtz
Steve Tsukuno
Karen Hartman Voss
John Gepford
Dave Roach
Robert Taylor
Greg King

Ray Jensen
Cheryl Moeller
Chuck Hitchings
Christy Rideout
Jenny Regalado

Foundation for Healthcare Quality
Foundation for Healthcare Quality
Dept of Health/HIE Leadership
Group Health

Group Health

PTSO/HIE Leadership

Inland Imaging
Inland Imaging/HIE Leadership
Inland Imaging

Inland Imaging

Regence Blue Shield
Virginia Mason Medical Center
Virginia Mason Medical Center
INHS

Overlake Medical Center

Kadlec Medical Center/HIE Leadership
Kadlec Medical Center

Evergreen Healthcare

Multicare

Overlake

L&l

L&I/HIE Leadership
WA ST DIS

Ryan McNeilly OneHealthPort
Rick Rubin OneHealthPort
3 [o! —HIE Tech

Scoring Team
¢ Sue Merk, OneHealthPort

¢ Chris Davis, Deloitte

* Ernie Hood, Independent Consultant

* Bryan Nordstrom, Deloitte

* Russ Sarbora, Independent Consultant

Advisors
Michael Davisson  Dept of Health

Brian O'Keefe Overlake Hospital Medical Center
Jamie Trigg Evergreen Healthcare

Mike Birmingham LNI

Phillip Lowe DOH

Rhonda May Multicare Medical Center
Howard Thomas ~ Thomas Consulting

HCA Observers
Kelly Llewellyn
Anne Wahrmund
Dwayne Eriksen
Juan Alaniz
Annette Burgin

Copyright © 2010 Deloitte Consulting LLP. All rights reserved.
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Selection Scope and Approach
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HIE HUB Selection Process Objectives & Scope

Objectives

*Develop an RFP that clearly delineates the requirements for the Statewide HIE
Secure HUB

« Conduct an objective, transparent, and thorough selection process

*Determine the recommended vendor to provide the technology for the Statewide
HIE Secure HUB

Scope for the Selection
[ HIE Secure J [ Message J

HUB Transformation*

* Message transformation — ability to map message content and protocols from one format to
another (e.g. HL7 to XML, batch to real-time, etc.), added to scope based on assessment of market
readiness and nature of vendor offerings

Potential Future Scope

Provider Data L
[ MPI J[ RLS ][Directory} [RepositoryJ{ApphcatlonsJ

These capabilities are included in the RFP for the purpose of exploring overall vendor
capabilities, but will not be purchased as a result of this process

] Onet —HIE Tech | Copyright © 2010 Deloitte Consulting LLP. All rights reserved.

33



HIE Vendor Selection Approach

A multi-step process was used to narrow the field to a preferred vendor

1. Qualified Vendors — Review proposals for
appropriately responsive, viable vendors

2. Proposal Review & Initial Scoring

3. Vendor Presentations and Demonstrations

4. Final Due Diligence — Reference
Checks, Follow-up Meetings, Cost
Comparison, etc.

6 OneHealthPort — HIE T

—>

HIE Vendor Proposals

12 Vendors

1st Round -- Qualifying

5 Vendors

- 2n Round - Initial Scoring

G >
N

5 Vendors

2 Vendors

Copyright © 2010 Deloitte Consulting LLP. All rights reserved.
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Selection Activities by Round

Selection Round

1t Round - + Evaluated 12 vendor proposals  + Reviewed and validated « N/A « N/A
5 . against qualification criteria the rationale for
Qualification + Determined list of 5 qualifying qualifying and
vendors disqualified vendors
Q + Reviewed and scored written + No vendors were « N/A * N/A
. proposals from 5 vendors eliminated during this
2" Round = Initial + Determined that all vendors round, so Advisors did
Scoring should be invited to not review scoring
demonstrations
@ + Actively participated in all + Attended all + Attended + Attended some
vendor demonstrations demonstrations some demos demos
31 Ry + Scored all vendor + Participated in debrief
ound — 7 ; :
: demonstrations session following each
Presentations/ i /
Demonstrations 4 Qtnlnzed ‘."*""°F Scoring a_nd demp 5
differentiators identified in 274 + Reviewed, validated
and 3" rounds to determine rationale for finalist
recommended vendor finalists vendors
G + Performed reference checks + Performed reference « Attended + Attended some
» Conducted on-site meetings checks some reference check
with vendor finalists + Conducted on-site reference calls and on-
Final Due Diligence + Determined recommended meetings with vendor check calls site meetings
vendor using scores, risk finalists and on-site
analysis, cost comparison, and meetings
@ key differentiators
+ Recommended the preferred * Reviewed, provided input  + Notification of  + Validated
Final HIE Vendor HIE vendor to Advisors and on Scoring Team recommended recommended
Recommendation HIE Leadership recommendation vendor vendor
Onet ~HIE Copyright © 2010 Deloitte Consulting LLP. All rights reserved.




HIE Selection Timeline
Mont July August September October Nov

Weekof 7/12 719 7/26 82 89 8/16 823 830 9/6 9113 9/20 9/27 10/4 10/11 10/18 10/25 11/1
Project Week 1 2 3 4 5 6 7 8 9 A ON ST S22 (BAGH (1 200 N5 BT 681 W17

OHP Board (9/17) OHP Board (11/5)
Key Meetings  od L 2 &
TAG Meeting (8/10) HIE Leadership (9/14) OHP Board (10/1) HIE Leadership (11/2)
Approach and RFP Drafted (8/4)
RFP
Development
“Minl" Propasals Due
RFP Issued (8/11) (8/20)
5N ,
“Full” Proposals Due (9/2)
: nd Round Scoring (9/20,
Selection : L
Rrocsas 18t Round Qualifying (8/30)
3 Round Scoring (9/27)
—>
Vendor Demos (9/20-9/24)
Final
Recommendations (10/22)

Decision ‘ = -

Process Final Due Diligel

(10/4-10115) T
We are Here
8 Onet - HIE i Copyright © 2010 Deloitte Consulting LLP. All rights reserved.
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