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1) HIE Planning & Development/EHR Adoption Loan Program Analysis Discussion

Findings:
· A large number of projects (35) have been identified, with possibly many more yet to come.

· Most of the projects that were brought up appear to be conceptual rather than “shovel-ready” so it will be critical to receive the summary proposals to determine what the project landscape is really like.
· The projects appear diverse (geographic scope, number of providers and consumers serviced, type of consumers serviced, content of information exchanges, etc.) and this is reflective of independent or community efforts.  (Lack of high-level leadership, governance, and appropriately aligned incentives begets this patchwork approach to health IT adoption and use.)
· A consistent theme surfaced asking for privacy and security guidelines or “rules of the road”, technology standards, definitions regarding what constitutes a medical record (what is the definition for HIE and legal purposes) and other requests regarding implementation and legal barriers.

· A request from both participant groups was to create a plan that was state supported and not state mandated.  Build from the bottom up and not top down.

· The general assumption from stakeholders is that this funding is about HIE, not more silo building.  Projects that are “shovel ready” will be the first out of the gate.  Interestingly this was heard at the Seattle meeting from invitees where it hasn’t been heard that strongly before as has been heard more consistently from the eastern side of the state.
· State plan needs to support a business case for organizations to become involved with HIE.  While there may not be a commonly understood and well-known business case to be made with this effort (there hasn’t been one yet) the alignment of incentives from CMS with respect to “meaningful use” may finally be the driving factor in the business case for HIE.
· HIE needs to include primary, specialty, behavioral health and referral activity information - information “asset liquidity” is key.  Theme of this effort is HIE across organizations and entities- not just within entities, includes rural health, and is self-sustaining.
· Consumers need to be “connected” to HIE as well as providers.

· HIE needs to support improved patient care and patient safety.

· Largely independent HIE work in the community can drive the common schema for interoperability.  Leverage current investments rather than rip and replace through top down mandates.

· Health record banks exist in three communities Bellingham, Cashmere, and Spokane, but are not thoroughly tested and scaled at this point in time to launch to the masses.  While they are a consumer-centric means to an end-state vision for HIE, they are not the only way to get to statewide HIE.

· Washington Health Information Collaborative is an established EMR grant program for providers sponsored by First Choice Health, HCA, Puget Sound Health Alliance, and Qualis Health and may be a vehicle to facilitate the EHR program.  However, the funding vehicle is a grant process which may not fit the criteria for a loan program.
Gap Analysis and Needs Identification:

· The current project information appears to be too limited to assess.

· Recommend the following:

· Create a detailed template to gather the additional information (the Manatt survey questions may be a good starting point).

· Collect specific project information and information from Manatt’s interview questions for the following analytical dimensions (including, but not limited to and these dimensions begin to address the four key components in the ONC plan which are Privacy and Security; Collaborative Governance; Interoperability; Adoption of EHR and PHR technology).
· Governance

· Security and Privacy

· Patient and Population Health Objectives

· Technical Approach

· Software

· Hardware

· Networking

· Master Patient Index/Account Locater Service

· Incorporation of federal CONNECT NHIN gateway technology, as appropriate (www.connectopensource.org)
· Analysis
· Use grant application criteria, when available.

· Develop proposal prioritization process (when and where HCA is tasked to do this).

· Use to inform state plan.

· Fold in state agency needs (including results of Deloitte MRTG study).  These IT infrastructure needs could underpin not only state agency HIE, but other areas such as EMR adoption, and telemedicine.

· The IT infrastructure needed to satisfy state agency needs may help form a foundation for an overall state HIE infrastructure.
· Conversely, for the two aforementioned bullets, the state agencies may want to rethink their approach and instead look for ways to maximize limited state resources (and HITECH stimulus dollars) and use existing health IT infrastructures that are already developed in communities across the state and are solid, reputable performers in the private sector rather than build their own, e.g. Telehealth and Telemed in North Central Washington; INHS HIE infrastructure in Spokane.  Duplicate HIE efforts in the public and private sectors may not score points with ONC.
· Clearly there is a need for an action plan that links the existing regional networks into a statewide HIE infrastructure.  This could be addressed under the directive of SSB 5501 as part of a longer term strategy, but initial “connections” could be established between larger sophisticated entities as a result of HITECH funding.
· In the absence of entities that could facilitate the EHR loan programs, one criteria to determine who receives loans could be their provider priority under the regional extension center program (ARRA p. 135).

· DOH, public health, and tribal health agencies were clearly under-represented in the HIE meetings.
· Parties that would have a potential stake in the claims for EHR loan program for example such as tribes were not represented at these meetings.

· The state health IT plan should align not only with ONC’s plan for nationwide health IT, but align with and support the goals of the Washington State Health Plan and the Public Health Plan.
· Known activities and entities should be “cross-walked” to determine areas of opportunity for collaboration and leverage of existing infrastructure.
2) Research and Development/Technology Research/Telemed/Telehealth Analysis Discussion
Findings:
· There is little overlap between Telehealth and R&D (but R&D does have some influence on Telehealth).

· There are several Telehealth networks.  What’s needed is a gateway to help the Telehealth networks better communicate.  Use the statewide plan to communicate the direction of HIE and inform other WAMI states about health reform activity.
· There are numerous R&D efforts underway with respect to Telehealth and next-generation Internet infrastructure facilitation of network and compute-intensive research, education, telemedicine, and medical informatics applications that need to be better leveraged for ultimate use in the provider communities.

· Home health and remote monitoring data is underutilized with respect to transfer of this information into PHRs or into the HIE stream.  More research is needed in this area.

· Support the development of more Telepsychiatry services.  Psychiatric services – including for children – are in short supply, especially in rural communities and yet is well suited for delivery via Telehealth technologies.

· UW has a significant effort underway using Microsoft’s Amalga and HealthVault system to leverage a 3.2 million patient data repository.  Work in this area may have potential to produce a critical health IT mass to support the beginnings of a west side HIE infrastructure.
· UW Institute of Translational Health Sciences is working with Seattle Children’s, Group Health, VA, and Fred Hutchinson Cancer Research Center/Seattle Cancer Care Alliance the WWAMI region and Native American tribes on significant informatics and health IT care components.
· Broadband infrastructure analysis is being collected by Jeff Muro at WSHA.  Work is underway to create an inventory of who is offering Telehealth capabilities both east and west.  The folks in the eastern part of the state are high users whereas the west is more interested in R&D advancement of this technology.

· There seems to be more potential overlap with Telemed and HIE than there is with R&D.  For example, if information from a Telemed visit can plug into the HIE infrastructure to make the information available to consumers and providers that would be optimal.
· There are at least three potential ARRA funding sources that could be leveraged beyond state agencies:

· Division A, Title VIII, p. 61 (HRSA)

· Division B, Title XIII, p. 132 (HIT Infrastructure Strengthening)

· Division B, Title VI, p. 398 (Broadband)

· There may be a need to break these topical areas (Telehealth and R&D) into two groups (because there is little overlap) so that opportunities for funding can be explored at a more detailed level.
· The volunteer coordinators (Nancy Voorhees-INHS and Gary Smith Telehealth; Bryant Karras and Gary Smith for R&D) are pulling together the inventories from east and west parts of the state.
· Several “shovel-ready” projects exist:

· 5129 TeleHealth legislation.  This defined a technology infrastructure and gave directives to implement but there is no capital available to purchase and deploy the equipment.  The federal funds could be used to purchase the equipment, deploy it and could perhaps be integrated also with the HIE grants and the Regional Extension centers.

· Funding could be procured for expansion of Telehealth and public health disease surveillance systems that have been in the planning phase between DOH and Canada, British Columbia to help with the monitoring of the public health issues surrounding the upcoming Olympics.

· Support the expansion of the UW Telehealth K-20 network to a K-20 for Health Care Network which offers access to Telehealth for all clinical facilities/practices of perhaps 10 or more providers, as well as Community Health Centers and Tribal clinics and facilities.  In earlier meetings, there was mention of INHS’s limitations in bandwidth, and perhaps this would be a solution…and therefore a true statewide Telehealth network opportunity.

Gap Analysis:

· There is a problem with Telehealth applications with respect to the communication lines so work needs to be done regarding standardization in this area.

· One area of funding will go to improving the telecommunications (broadband i.e. fiberoptics, protocols, etc.) infrastructure where it doesn’t currently exist.  The next will be determining the applications that could be used and the equipment needed to operate Telehealth/med such as communication hardware tools.  Many of the providers who would benefit from this service aren’t equipped with the tools to use it.
· What may be needed most are policies and standards related to Telehealth/med application use which would likely drive how the infrastructure is used.
· A business case for use and sustainment of use (reimbursement) for Telehealth/med activity needs to be developed.

· Expanded use of this technology and collaboration between states to support this use is needed.  A recommendation was made to get Patrick O’Carroll (Regional Health Administrator, HRSA Region X) involved to facilitate conversations about opportunities to do this.

3) Regional Extension Centers/Training and Workforce Development
Findings:
· Several entities currently provide one or more services expected to be offered by Regional Extension Centers (REC), some with statewide or interstate reach.  However, none of them seem individually to cover all the target provider populations that are in need of their services.  They tend to cover specific populations such as Community Health Centers (CHC) or hospitals and some but not all CHCs, or defined geographic areas, etc.  They may also be better positioned to serve those providers which have had some or all the resources to develop HIT capacity anyway.  Small, rural and disproportionately high Medicaid/Medicare physician and allied health practices seem to be one class of target provider less fully served at present than others.

· Given the indications that Regional Extension Centers (REC) will have to be multi-state, interstate collaboration will be important to successful proposals.  At present, no Washington entity offers on-site REC-like services to a contiguous multistate area beyond Washington, Idaho and Alaska.  

· Clinical demonstrations have been under-represented at the meetings, represented almost exclusively by the clinical IT module offered by UW.  If a multi-disciplinary program means a cross representation of disciplines such as nursing and pharmacy and medicine then no one is ready.  However if multi-disciplinary means across medical specialties then there is readiness for this function.
· There was interest at both sessions in the idea of a two-tier macro- and micro-level approach to rolling out this REC effort.  For example, EMR implementation support could be provided on a research level by a macro group such as Qualis Health and then this information could be disseminated through the micro (provider-specific) levels by more locally-based resources such as Community Choice.
· The issue of shovel-readiness is more urgent for REC proposals than for some other areas of ARRA or HITECH funding, with the possibility of some funding ready for disbursement as early as October 2009.  Entities or groupings that do not presently serve the entire geographic region or all target provider types will have to form the necessary linkages or partnerships within a limited timeframe.
· There is no federal guidance regarding any state role in this program.  However, it seems reasonable that proposals that align to a state plan, serve the providers as prioritized in ARRA, provide the services specified, and supply matching funds (although not required in the first year for RECs ) would have the best chance of approval.

· Because the first REC contract proposals may be due as early as September 2009, timely submittal may be a challenge, particularly if a proposer is a new consortium with no track record for operational or fiduciary performance.  This challenge may be particularly significant given that proposals submitted near the beginning of an anticipated phased set of proposal due dates may have a better chance of larger funding due to availability of a larger amount of funds to obligate.

· Eastern Washington AHEC did not have as major a presence as might have been expected; it was represented but did not bring a specific initiative forward.  
· Perhaps more importantly, other potential participants in one or more of the three funding areas were not represented at either meeting.  Examples include schools of Dentistry, Osteopathic Medicine and Optometry, as well as academic programs in Clinical Psychology, Physical and Occupational or Speech Therapy, and provider classes such Nurse Practitioners, Physicians’ Assistants and Long Term and Home Health care.
· There is a noticeable and positive overlap among the workforce development, RECs, and clinical education demonstration curriculum.

· Most current activity in the area of workforce development training in Medical Informatics at the Centers of Excellence in the Community College system is focused on displaced workers.

· Workforce development agencies and Area Health Education Centers (AHEC) can be important partners in student recruitment.

Gap Analysis and Needs Identification:

· There is a gap between proposed services (brought forth at these meetings) and the intended target populations of the ARRA.  This is particularly true with respect to geographic areas in adjacent states to be served by a multi-state REC, and of certain categories of clinical disciplines to be served by either the Sec. 3015 clinical education demonstrations or the Sec. 3016 workforce development training. 
· Need to identify what resources are available in the rural areas that were not represented at these meetings.  May want to contact either Bill Dowling, PhD School of Public Health and Community Medicine – Department of Health Services at UW dowling@u.washington.edu 206-616-2929 or Roger McCollum 425-831-2363 at Snoqualmie Valley Hospital to seek more information from users as to what they may be looking for from RECs or resources they are currently using.  They may also be good to pull into the workgroup fold.
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