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SEATTLE:

HIE Planning & Development/EHR Adoption Loan Program Break Out Group

Discussion Notes
Facilitator: Kelly Llewellyn 
# 1 – What assumptions do you have about the HIE and EHR Adoption descriptions in the HITECH section of the Stimulus package?  What are your thoughts about how this could be accomplished?
The HIE section of the stimulus package…

· Means connectivity for EMS as well as health care providers.

· Includes long-term care and behavioral health providers and consideration for these disciplines should be incorporated in the state plan.

· Suggests HIE across entities and organizations, not just within larger entities

· Aims to connect public and private systems

· Support initiatives that improve patient care
· Support initiatives that improve patient safety 
· Directed towards projects that are “shovel ready” rather than conceptual projects

· Is not intended to support efforts that derail projects already underway or undermine investments in HIT already made, but tie them in with larger HIE efforts

· Directs efforts aimed at “connecting consumers” to HIT as well as providers or to at least extend the reach to the consumer population in some form

· Is not aimed at public or private sectors exclusively, but open for any interested parties willing to become involved in HIE

· Should support a business case for organizations to become involved with HIE

· Suggests that efforts should be aligned and aimed at a common HIE goal

· Supports interoperability
· Is aimed at projects that will affect the largest group, most effectively in a way that is sustainable. 

The EHR Adoption section of the stimulus package…

· Will help providers obtain EMRs

#s 2/3 – Given the encouragement to approach projects collaboratively and within the context of a statewide plan, what are the advantages/disadvantages to this approach?  What resources would be necessary to get projects “shovel ready”?

The HIE section of the stimulus package could help facilitate collaboration for…

· Behavioral health projects to leverage purchasing power with other counties

· Rural health community existing networks

· Re-use of technology

· Statewide PHR efforts for patients

· EMR grants (or EHR Loan Program in the stimulus package) through the Washington Health Information Collaborative (partnership with First Choice Network, Health Care Authority, Qualis Health, and Puget Sound Health Alliance)

· Community-based EMR vendor collaboration with practices (such as ChartConnect in the Yakima and Tri-Cities areas)

· Rural and county efforts

· Primary care practices with behavioral health services

· EHR funding, but make it linked to HIE participation

Collaboration advantages/disadvantages for the HIE section of the stimulus package…
· Focus on HIE could reduce current silo functions

· Involvement of payers and entities to support HIE activities could facilitate collaborative versus independent activities

· Focus would be more geared towards a patient-centered approach

· HIE efforts would begin at the community level

· Collaboration could drive a common schema for interoperability

· Information could get to physicians without barriers that exist today
· Reduction in development/project costs

· Disadvantage – we may not stimulate enough competition to keep the costs down or the product quality up.

# 4 – What projects and existing activities are already underway or engaged in similar efforts that could be READILY leveraged for shovel ready or longer term projects that may meet the requirements of the ARRA?

The HIE section of the stimulus package…

· Blood Bank Computer Systems (BBCS) is working with Puget Sound Blood Center on a cross-state initiative to better serve their clients which will directly impact the ability to provide higher levels of safety, efficiency and ultimately lower costs to the communities that are served.   BBCS has current projects that could be readily leveraged that would provide lower cost, increased risk mitigation (more safety to the patient), and more affective blood collection options to blood centers across the whole state.  This project would have a direct impact to every blood donor and patient in Washington State.

· Clark County RSNs (Referral Services Networks) for mental health services (nine county effort that includes, Clark, Douglas, Chelan, Grays Harbor, others… Chris Foster or Harold Rains could you please complete the list of counties, we couldn’t get them all captured during the session)
· Children’s Hospital is working on a patient portal called HR Clip Board for foster kids with diabetes in conjunction with HealthVault (Dr. Kolker, please make sure we capture this correctly.)
· Aging services - Two examples of "shovel ready" projects are: 1) Electronic health records coordination between long-term care and acute care organizations in Whatcom County and in the Yakima Valley; and 2) telemedicine in the rural hospital districts in Eastern Washington.

· Community Health Network of Washington’s work to build an interface with Department of Health’s Child Profile system.

· Inland Northwest Health Services work with connecting Eastern State Hospital, also their work with the Health Record Bank pilot for consumers.

· PACLAB’s EMR (Stewart Adelman, would you say more about this?)
· Project with Qualis Health, CMS, and Whatcom (PeaceHealth, Bellingham) with their PHR and EMR connectivity.  (Marc Pierson, would you elaborate a bit here so we have better detail about this?)
· Clarity Health Services in collaboration with Northwest Physicians Network (NPN) has developed a web based referral processing and documentation service that automates and completes every patient transfer from one provider to another anywhere it occurs in the community.  The service captures all referrals (or transfers) with accurate administrative and clinical information to (1) reduce the waste and inefficiency created by incomplete and inaccurate information accompanying a referred patient; and (2) provide an accessible care coordination database for providers on every patient captured by the system.   

· Collaboration among jails, community health centers, community mental health centers, DSHS Mental Health Hospitals (Eastern and Western State), and eventually potentially DOC, ERs, and retail pharmacies) to provide prescribers with electronic access to most recent prescription information for all corrections-related patients who move among these venues (likely with an initial focus on the homeless and mentally ill).
· The Western Washington Rural Health Care Collaborative (WWRHCC) was awarded a grant by the Washington State Department of Health, Office of Community Rural Health (federally funded FLEX Critical Access Hospital [CAH] Health Information Technology grant).  Project key points and successes:

· WWRHCC built an HIE linking three hospitals (Forks Community, Morton General, and Jefferson Healthcare) with disparate information systems.

· The HIE was built in nine months using the expertise and resources of rural IT managers for the three hospitals.

· Processes have been started to handle data for trauma transfers to Harborview.

The next steps which would be funded and should be strongly considered include:

· Connecting the remaining six CAHs within the WWRHCC to the HIE.  These include Mark Reed, Mason General, Ocean Beach, United General, Whidbey General, and Willapa Harbor.

· Expanding the software to service non-trauma patient transfers to Harborview (for example: Morton General Hospital transfers approximately 200 patients per year, the majority of which are non-trauma).

· Expanding the exchange to include Harborview data for transfers back to the rural communities.

· Expanding the exchange to include other bidirectional data handling (e.g., from both sending and receiving hospitals), improving the quality/safety for patients returning from a referring hospital/practitioner back to their home communities.

· Expanding the HIE including other rural/urban providers

· WATrac – This system tracks patient movement statewide with respect to hospital bed surge capacity, at risk populations, disaster recovery, etc. The WATrac system is under the Public Health Emergency Response and Planning group headed by John Erickson.  WATrac is a web-based software system that has two distinct functions: (1) ) Daily Tracking of Emergency Department Status and Bed Availability and (2) Incident Management for Disaster Response. Both of these daily use functions would combine into one central clearinghouse for incident management and situation awareness for the healthcare system during a disaster response.  Important to note that these systems can and are being used to address everyday emergencies as well as building infrastructure for catastrophic emergency planning and response. 

· Washington is currently implemented/implementing statewide the following features statewide: 

· FACILITY STATUS- Allows the user to edit their facility’s status and alert other facilities of unexpected closures 

· BED AVAILABILITY – Allows users to update bed availability and provides an overview of that information to participating facilities Washington. 

· REGIONAL STATUS- Provides an overview of all facilities’ bed availability and diversion status. 

· KNOWLEDGEBASE - Document storage and sharing (e.g. plans, contact lists, AAR, )

· RESOURCE TRACKING- e.g., PPE, ventilators, radios, potentially SNS resources can be sorted into categories and tracked 

· PHARMACEUTICAL TRACKING – e.g., anti-virals, antibiotics, or anti-venom, can be sorted into categories and tracked. 

· In addition, some parts of the state are also using these features: 

· COMMAND CENTER – Real time communication between groups of individuals in diverse locations. Instant messaging and document sharing.  ALERTING –Notifications to organizations and distribution lists by email, pager or text message. 

· Washington Emergency Medical Service Information System (WEMSIS) – Nationwide data collection where all the reporting elements are the same (Is there some way to leverage this already existing technology?)
· Collaboration between MultiCare Health System, Franciscan Health Systems, and Madigan Army Medical Center for trauma data exchange.

· MultiCare Health System and Puyallup Indian Nation. (Andrea Tull, would you provide a little more detail about this work?)
· PHISI – Partners for Health Improvement through Shared Information.  A collaboration between King County Health Department, City of Seattle, Harborview, UW, safety net clinics, United Way, King County Jail Health, and others collaborating to create a web-based health information exchange (HIE) that can integrate and present health data from multiple agencies serving the KC safety net population, in views that are useful to clinicians, care managers, patients, analysts and other authorized users.  The goal of this data collection effort to improve coordination and patient care for high, health care service users in this client population. The PHISI Leadership Group is currently talking to potential vendors such as Microsoft for a IT application and looking to nest this effort under an existing non-profit entity such as Foundation for Health Care Quality.
· Critical Patient Information Initiative to create data access to emergency response personnel.  (Marc Pierson, would you please expand on this so folks know where this project is currently at?)
· Department of Defense-Madigan and Veteran’s Administration (Ryan Murphy would you like to expand a bit on Madigan’s work in this area?)
· Northwest Physicians Network established the South Sound Health Communication Network in 2004 as a non-profit, community based secure, web based structured communications platform with a care team and patient portal.  The system is designed around integrated registries modeled after CDEMS, but with the capacity to link patients with multiple conditions across registries.  The system streamlines the care team’s work flow around an integrated flow sheet; lab data is delivered through interface; and patient test and screening status and results drive scheduling and communication with patients.  Patients are able to monitor their performance and communicate with their care team in a shared care space which is facilitated by the designated primary provider.  Patients can also maintain a personal health record for themselves and for family members.  We are now experimenting with Clarity Health Services (see above) being the centralized data maintenance service for registries to relieve that task from the primary care office.

· L&I data sharing of worker’s compensation files with workers, providers, and authorized representatives.
· UW Medicine has a central clinical data repository in Microsoft Amalga with 3.2 million patients covering the last 15 years.  UW Medicine is considering broadening the scope of this project to integrate this repository with Health Vault, Microsoft’s PHR offering.  [Key contacts:  Jim Hoath, Paul Tittel; UW Medicine] Potential alignment with statewide PHR efforts?
· Others????  Don’t be shy I know they are out there. (
# 5 – What requirements and support are needed for the Volunteer Coordinators?

· Support from HCA staff.

· Support from consultants (part-time).

· Framework or categories that should be included in the questionnaire or template that will be sent to parties to collect information about projects and proposals.

· Define the scope for HIE Implementation and Planning in the statewide plan.

· Consider Microsoft as a partner.

· Spread the load of the proposal inventory follow-up work.

· Governance

· Collaboration with coordinator or guiding group on the east side of the state.

· Someone to synthesize the information.
· Technology supporting collaboration provided by HCA or other partnering vendor (This could be a great place for Microsoft to help).  Blogs, discussion boards, document posting, etc.

# 6 – What requirements, tools, information, and resources are needed to submit the draft proposals for inclusion into the statewide plan?

· Budget guidelines (Provide the information about what money could be available for the various categories.)

· Incorporate the work of SSB 5501

· Information about patient identifiers and standards for HIE

· Information about common frameworks and funding to move in this direction

· Integration of east and west proposals

# 7 – Break-out session pending issues, questions, and next steps. 

· Legal barriers need to be surfaced and addressed

· Do we need to address the issue of a unique patient identifier, e.g. MPI or an account locator service?

· Structural barrier need to be addressed

· Governance for information exchange
· Due to the nature of some projects that may need to be kept “proprietary” until filed for grant submission, is there anything that can be done to protect some of the ideas that are shared?   There is acknowledgment that there are no guarantees for confidentiality of proprietary information and that if submitted the information will be available to the public at some point if not now, but what guidance can HCA offer in this situation?
Volunteer Coordinator Guiding Team Members:

· Cathy Johnson, Swedish Medical Center

· Don Lewis, Strategic Intersect

· Dorothy Teeter, King County

· Heather Skinner, Aging Services

· Kieran Murphy, Nicasol Corporation

· Jason McGill, Labor & Industries

· Marc Stern, MD, UW School of Public Health and Correctional Healthcare Consultant

· Mike Lee, Department of Health

· Patty Seib, Capital Medical Center

· Peggy Dunn, Puget Sound Blood Center

· Russ Sarbora, Community Health Network of Washington

· Robert Rogers, Allscripts


Research and Development and Telehealth / Telemedicine Program Break Out Group Discussion Notes 
Facilitator: Howard Thomas
ASSUMPTIONS:
Telehealth focus:
1. Telehealth saves money and we need to lead with this idea as we promote our projects.

2. As consumers age telemedicine will be more important because it improves access, lowers costs, and is convenient for the consumer.

3. We need to push telemedicine across the continuum of care and integrate it better with the existing modalities/settings of care.

4. During a Mega-crisis, e.g. terrorism, pandemic, natural disaster, a telehealth network will be crucial in providing access for vulnerable citizens.

5. Need to look for opportunities to use HIT to better avoid medical errors, could provide hospital grants to help achieve this.

6. Do the providers have the equipment, the on-site skills, and the right business model to pursue TeleHealth.  Speculation that some of the provider community will need some help to make this happen.

R&D focus

1. The Pacific NW has tremendous assets in R&D that can be leveraged to improve our chances for funding.  They are noted below.

a. UW Institute of Translational Health Sciences (ITHS; www.iths.org ) – 5-year, $60M+ grant from the NIH’s Clinical & Translational Science Award (CTSA) program; awarded to the UW to facilitate clinical and translational research.  This program has significant informatics and healthcare IT components led by Peter Tarczy-Hornoch, MD at UW.  The ITHS program includes collaborations with Seattle Children’s, Group Health, the VA, and FHCRC/SCCA and also includes outreach activities throughout the WWAMI region and with Native American tribes in the NW.  [Key contact:  Peter Tarczy-Hornoch, MD; UW] 

b. UW Medicine’s on-going collaboration with the Microsoft Health Solutions Group:  As part of ITHS and UW Medicine’s strategic IT plan, the UW Medicine ITS group is implementing Microsoft’s Amalga platform and building a central repository of integrated clinical data on 3.2 million UW Medicine patients covering the last 15 years.  UW Medicine is considering broadening the scope of this project to integrate this repository with Health Vault, Microsoft’s PHR offering.  UW Medicine also has a legacy clinical data repository termed MIND (Medical Informatics Networked Database) that has been operational since the early 1990s.  [Key contacts:  Peter Tarczy-Hornoch, MD; Jim Hoath; Paul Tittel at UW Medicine]  The UW Medicine Amalga group routinely meets with the Seattle Chidlren’s Amalga group.

c. UW Telehealth Services Program (http://depts.washington.edu/uwths/home/) - houses projects dedicated to bringing telehealth services to the WWAMI region.  Currently connected to many WA state rural hospitals and American Indian and Alaska Native sites; supports a broad range of clinical telemedicine & educational telehealth programs/grants.  See the attached UW Telehealth Program overview for additional details.  [Key contacts:  Tom Norris, MD & Cara Towle RN, MSN – UW]
d. UW Center for Excellence in Public Health Informatics (CEPHI) – 1 of only 5 (?) core CDC-funded public health informatics centers nationwide. [Key contacts:  Mark Oberle, MD; Bill Lober, MD]
e. University of Washington School of Medicine & UW Medical Center – UW is the nation’s top public medical school in terms of federal research funding ($580M in 2007), and second overall (both public & private medical schools) behind only Harvard Medical School  [Key contact:  John Slattery, VP Research, UW SOM].   US News ranked the UW Medical Center among the top 10 hospitals nationally in 2009. 

f. Pacific Northwest Gigapop (PNWGP; www.pnw-gigapop.net) - Pacific NW’s access point to the nation’s next-generation Internet infrastructure facilitating network- and compute-intensive research, education, and telemedicine, and medical informatics applications.  Several senior PNWGP leaders and advisory board members come from local healthcare and medical research institutes (UW, Providence, etc.) [Key contacts:  Sherrilynn Fuller, PhD - UW]
Generic:

1. We need to think beyond WA’s borders in many of these projects and need to actively coordinate with OR, ID and Alaska (at least SE Alaska).

2. Need to involve Patrick O’Carroll (Regional Health Administrator, HRSA Region X), he is apparently the assistant surgeon general and is involved in the R& D and telehealth areas. http://depts.washington.edu/epidem/fac/facBio.shtml?OCarroll_Patrick 
3. Need to involve

COLLABORATION VS. GOING IT ALONE:

All of the participants stressed that the collaborative approach is superior than going it alone.   It was also noted that in the past we have not had enough collaboration on these topics and this has led to a disjointed and fragmented approach.

The advantages of collaboration are as follows:

· Can identify synergies between various organizations.

· Leverages the dollars that are available and minimizes duplicate efforts

· Share knowledge across organizations so that everyone learns faster and better

· We can achieve a plan that stretches across more of the continuum of care settings.

· A collaborative approach will better ensure compatibility of the solutions.

· The community can help with prioritization of approaches and better use of limited resources.

· The community will buy in and adopt the “sponsorship” of the projects.

The disadvantages are:

· Takes time and patience

· Takes staff time and resources to coordinate

· Harder to get organizations to commit

· Need to be wary of “free riders” that want to give direction but won’t put skin in the game.

INVENTORY OF EXISTING ACTIVITIES AND ORGANIZATIONS, LONGER TERM AND SHOVEL READY:

Telehealth focused organizations:

· Rural Health Hospital Association

· DOH and it’s network (DIRM)

· NW Center for Public Health Informatics

· Does Puget Sound Health Alliance have a role

· Need to pull in the Consortium of Tribes and their Telehealth group.

R&D focused organizations:

· WA Technology Collaborative

· UW research center, Tom Norris (UW Telehealth initiative; Key Contacts:  Cara Towle - UW; George Demeris, PhD – UW; see details above)

· UW Medicine (see details and contacts above) 
· UW technology transfer center

· Intel research lab on the UW campus

· CDC has named a DOH/UW center for public health informatics as a center of excellence.  We need to leverage this.

· ITHS.org is a local CTSA this is exactly what the federal dollars are aimed at.  We need to better integrate our local CTSA with the CTSA in California.  Peter Tarczy-Hornoch, MD was named as a key contact; see additional detail above.  Need to also consider how to involve a MHCTSA.

Project ideas that came up in the discussion.

(Note:  we could have used more time here top brainstorm more and better define these ideas.

This would be an excellent starting point for the next group that is convened).

· Develop a connect gateway to help telehealth networks to better communicate, e.g. DOH, VA, and others.

· Develop a proof of concept project that connects a telehealth network with the HIE and HRBs.

· Define product & device communication standards so that they can more easily connect to the HIE (HealthVault came up here).  This would involve publishing device connectivity standards and better defining how these devices would communicate with the HIE, the EHRs and the PHRs.

· Build on the work UW Medicine/ITHS are doing with Amalga to leverage the 3.2 million patient repository at UW; “shovel ready” ideas include a bridge from Amalga to HealthVault, allowing UW Medicine patients to export medical records to their HealthVault account.

· Build a research program on home health and remote monitoring for chronic diseases (hypertension, diabetes) that integrates home monitoring equipment with PHRs (like Cleveland Clinic has done).  Another possible connection to UW Medicine’s Amalga project?  

· Leverage research at UW and other institutions into health policy/economics and comparative effectiveness to facilitate and guide healthcare reform; integrate clinical and financial data from patient care to address “big questions” in reform.

· Integrate the CPI with the HIE and HRBs.

· Develop a communication and stakeholder activation plan to better inform the industry players about these projects and how they can become part of it all…  Need to proactively reach out, inform, and solicit involvement as part of the state-wide plan.

· Use a state-wide group to help promote the HIE and other health reform activity, e.g. WAMI.

· Need some R&D to better analyze the viability and feasibility of the predictive health tools that are available. This type of tool could be integrated with the HRB and or the HIE.

· Need some R&D to establish a framework by which “comparative research” projects will be used as a means to drive a consistent process/definition and also it ensure that the public is protected.

Shovel ready projects included the following:

· 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 for am already designed telehealth and public health disease surveillance system that has been in the planning between DOH and Canada, British Columbia to help with the monitoring of the public health issues surrounding the upcoming Olympics.

· Several R&D oriented companies talked about the unavailability of capital and wondered how a federal stimulus fund might be used to help provide some low interest loans to some of these private organizations.

· How to leverage Microsoft Amalga and Healthvault came up several times (See notes in previous sections for ideas).

· 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.

· 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.
Group coordinator(s):
We had two volunteers:

1) Sherry Reynolds, local consultant

2) Bryant Karras, MD;  DOH research oriented seemed most interested in the R&D topic

What is required to submit an initial draft proposal?

The group thought that the following steps would be useful:

1. Need to better understand the exact “needs” and requirements that are specified in the ARRA and HITTECH acts.  Need this to be as specific as possible.

2. Define a sample deliverable, e.g. project profile template.

3. Better define what a winning proposal would look like, define a table of contents, and specify “critical success factors”.

a. Define how the project will be sustained after the stimulus money is exhausted.

b. Identify how this fits with the larger state-wide plan.

c. Identify which populations will be served.

d. Identify how this will save costs and or quality or access will be improved.

4. Define a “gap” where are we now, what projects are underway, and what is the gap from #1 above?

5. Identify the resources that the community can/will provide and what the State will provide.

6. Define how the information will flow, how it will be disseminated among the interested parties, and how the state will merge this into the overall plan.

Issues, questions, and next steps:
1. For the TeleMedicine and the R&D funds, we need to establish if there is a “target population” (e.g. underserved or Medicaid) that this should be targeted towards.  The functionality of the telemedicine or the R&D work would likely serve all members of society but knowing if a specific population is targeted would be useful.

2. Would be useful to create a list of acronyms with definitions.

3. Need to look at the CA e-health collaborative to see if there are elements of this that can help us.



SPOKANE:
HIE Planning & Development/EHR Adoption Loan Program Break Out Group

Discussion Notes
Facilitator: Kelly Llewellyn 
# 1 – What assumptions do you have about the HIE and EHR Adoption descriptions in the HITECH section of the Stimulus package?  What are your thoughts about how this could be accomplished?
The HIE section of the stimulus package…

· Multiple entities will operate off similar platforms

· HIE can be a federated model

· Effort will be state-sponsored vs. state-mandated

· HIE will be self-sustaining

· There will be a common data set for sharing

· Data will come from existing sources or aggregated from existing sources (not undermine existing infrastructures)

· A common language and that systems will be interoperable

· There will be a standard data sharing agreement

· There will be agreed upon security processes

· There will be common privacy provisions

· Standards will be consistent with ONC – Connect Gateway as an example

· Assumes that the user is the patient or consumer (or who?)

· There is a role for a PHR

· That patient’s will be able to manage consent to who accesses their data

The EHR Adoption section of the stimulus package…

· EMR (EHR) is in the scope of the HIE planning

#s 2/3 – Given the encouragement to approach projects collaboratively and within the context of a statewide plan, what are the advantages/disadvantages to this approach?  What resources would be necessary to get projects “shovel ready”?

The HIE section of the stimulus package could help facilitate collaboration for…

· A broad range of activities currently underway, a contact list that had all the organizations and the activities they are embarking upon would be helpful

· Leveraging informatics expertise (such as the Spokane County Medical Society Technology Work Group)

· Hospital portals or other methods of connectivity for physicians, community clinics, public health, and patients.

· Interoperability

· Efficiencies in data collection (reduce redundancies in collection processes)

· Efforts between states not just within states

· Efforts with federal government programs (DOD, VA, etc.)

· Specialty/allied services such as PT, OT, behavioral health, dental, long-term care, etc.

· Larger pharmacy (medication reconciliation efforts) among providers, pharmacies, payers, and patients.

Collaboration advantages/disadvantages for the HIE section of the stimulus package…
· Activity collaboration can be leveraged by disseminating advice from consultants such as Manatt

· Smaller provider practices could collaborate in larger efforts where ability to do this alone would not be feasible.

# 4 – What projects and existing activities are already underway or engaged in similar efforts that could be READILY leveraged for shovel ready or longer term projects that may meet the requirements of the ARRA?

The HIE section of the stimulus package…

· Department of Health’s lab data sharing project with Spokane Regional Health District (funding was pulled because of budget shortfall, but project is still ready to go if funding can be arranged). 

· Spokane County Medical Society – Informatics workgroup established to determine what data information providers need/want to share. (Sonny, did you bring this up?  If so, could you provide a bit more detail?)
· In late 2007, a representative physician from the Benton-Franklin County Medical Society (representing ~ 400 physicians) requested that Kadlec lead an effort in the Tri-Cities to improve physicians’ access to regional patient information, particularly with access to the patient information contained at the 3 area hospitals (Kadlec, Kennewick, & Lourdes),several of the large physician Clinics, as well as the ChartConnect EMR application (now Noteworthy) used at many of the smaller physician practices.  Kadlec formed a committee and established the name of Tri-City - Local Information Network Cooperative (TC-LINC) as the activity reference, not a legal company. The Committee of IT Management & Compliance Directors for the three hospitals, several physicians and several volunteer community residents met monthly to define the goals, select a vendor, and begin contract negotiations. The Committee selected the ChartConnect application for the EMR and IHE model for TC-LINC. The Committee is currently working through governance, cmpliance, and contractual issues. The arrival of the ARRA bill has slowed down the TC-LINC activity, as each hospital does an assessment of the impact of this Act as it relates to this initiative.
· Community Health Network of Washington’s work to build an interface with Department of Health’s Child Profile system.

· Inland Northwest Health Systems – Meditech system with hospitals, connectivity work with Eastern State Hospital, the Health Record Banking Pilot project, and e-prescribing initiative.

· PAML – PACLAB laboratory data exchange (internal effort from lab to lab)

· Inland Northwest Blood Center - working with Cascade? and Puget Sound Blood Center on an information exchange system. (Jeff Bryant, could please clarify the work you folks have underway here?  Our notes got a little sketchy as the conversation picked up speed.)
· WATrac – This system tracks patient movement statewide with respect to hospital bed surge capacity, at risk populations, disaster recovery, etc. The WATrac system is under the Public Health Emergency Response and Planning group headed by John Erickson.  WATrac is a web-based software system that has two distinct functions: (1) ) Daily Tracking of Emergency Department Status and Bed Availability and (2) Incident Management for Disaster Response. Both of these daily use functions would combine into one central clearinghouse for incident management and situation awareness for the healthcare system during a disaster response.  Important to note that these systems can and are being used to address everyday emergencies as well as building infrastructure for catastrophic emergency planning and response. 

· Washington is currently implemented/implementing statewide the following features statewide: 

· FACILITY STATUS- Allows the user to edit their facility’s status and alert other facilities of unexpected closures 

· BED AVAILABILITY – Allows users to update bed availability and provides an overview of that information to participating facilities Washington. 

· REGIONAL STATUS- Provides an overview of all facilities’ bed availability and diversion status. 

· KNOWLEDGEBASE - Document storage and sharing (e.g. plans, contact lists, AAR, )

· RESOURCE TRACKING- e.g., PPE, ventilators, radios, potentially SNS resources can be sorted into categories and tracked 

· PHARMACEUTICAL TRACKING – e.g., anti-virals, antibiotics, or anti-venom, can be sorted into categories and tracked. 

· In addition, some parts of the state are also using these features: 

· COMMAND CENTER – Real time communication between groups of individuals in diverse locations. Instant messaging and document sharing.  ALERTING –Notifications to organizations and distribution lists by email, pager or text message. 

· Washington Emergency Medical Service Information System (WEMSIS) – Nationwide data collection where all the reporting elements are the same (Is there some way to leverage this already existing technology?)

· Collaboration among jails, community health centers, community mental health centers, DSHS Mental Health Hospitals (Eastern and Western State), and eventually potentially DOC, ERs, and retail pharmacies) to provide prescribers with electronic access to most recent prescription information for all corrections-related patients who move among these venues (likely with an initial focus on the homeless and mentally ill).
· Community Choice’s work with Health Record Banking Pilot project for providers and patients.

· ChartConnect’s community connection with hospital and providers in Yakima and the Tri-Cities.

· Rockwood Clinic has a fully implemented EMR in primary and specialty areas that can:

· Download (through secure FTP site) selected hospital reports from INHS
· Receive imaging reports from Inland Imaging
The clinic is currently working on secured messaging exchange with other community Centricity users - Northwest Heart, Physicians Clinic and data exchange with Columbia Medical using Allscripts and Group Health using Epic.  The clinic also participates in One Health Port with approximately 250 users.
· Cancer Society (What work is going on with respect to Health IT?  Can someone fill in a few details here?)
· Work with the CDC on situation awareness reporting (Bryant Karras would you elaborate a little about this system?)
· Inland Imaging is working on regional PAC.

· Others????  Don’t be shy I know they are out there. (
# 5 – What requirements and support are needed for the Volunteer Coordinators?
· Support from HCA staff.

· Acronym and definition list

· Current and complete contact list of participants at the meeting

· Sponsored or shared work space such as SharePoint

# 6 – What requirements, tools, information, and resources are needed to submit the draft proposals for inclusion into the statewide plan?

· Consideration for an E(enterprise) MPI or ALS? (Example: INHS and PAML have very large MPIs that already have a significant number of patient records.)

· Consumer education materials about HIE

· Agreed upon framework such as SNO-Med or LOINC

· Template of filter for the data collection checklist 

· Statewide inventory of clinics and what they have and are doing with respect to Health IT.

· Mock-up of a summary proposal for consistent information submission.

· Guidelines/considerations for consistent management of patient consent (privacy & security)

· Consideration for an entity that serves as an ombudsman or connector between HIE entities and consumers

· Standardization for e-prescribing and reporting (back to provider who originally ordered the service) for allied services e.g., referrals for behavioral health services, physical therapy.

· State-wide plan needs to leverage opportunities for public health to be included in key projects and activities.

· Considerations need to be made for CPOE (Computerized Provider Order Entry) across systems and standardized result reporting. 

· What will happen to existing PHR systems if there is a recommendation to move to a state-wide PHR?

· Considerations need to be made for state laws that are more restrictive than HIPAA with respect to sharing of mental health, STD and other treatment condition reporting particularly when youth are involved.

· Proposals and state-wide plans need to include plans for an economic evaluation, patient satisfaction/engagement analysis, socio-economic impact analysis, etc.

# 7 – Break-out session pending issues, questions, and next steps. 

· How do medical homes/patient portals fit in with the HIE implementation and planning efforts?

· Patient consent issues need to be resolved

· Changes to HIPAA and business associate agreements need to be further evaluated.

· What parts of HIE should not be shared?  Who coordinates that which can be shared and how should amendments to patient data be managed?

· Could HCA be a convener for existing RHIOs in the state?

· What about a definition of patient record?  Who owns the record?  What parts are shared?

· Who will provide privacy and security enforcement?

Volunteer Coordinator Guiding Team Members:

· Marc Johnston, Inland Northwest Health Services

· Michael Smith, Department of Health

· Sonny Varadan, PAML

· Dave Roach, Kadlec Regional Medical Center

· Amber Lewis, Providence Health & Services-Washington/Montana



Research and Development and Telehealth / Telemedicine Program Break Out Group Discussion Notes 
Facilitator: Howard Thomas
ASSUMPTIONS:
Telehealth focus:
1. Telehealth saves money and we need to lead with this idea as we promote our projects.

2. As consumers age telemedicine will be more important because it improves access, lowers costs, and is convenient for the consumer.

3. We need to push telemedicine across the continuum of care and integrate it better with the existing modalities/settings of care.

4. Need to look for opportunities to use HIT to better avoid medical errors, could provide hospital grants to help achieve this.

5. Do the providers have the equipment, the on-site skills, and the right business model to pursue telehealth.  Speculation that some of the provider community will need some help to make this happen.

6. WWAMI and WICHE are collaborative venues to help work on these types of projects and collaborations.  [Need links and contacts at both organizations.]
7. We will need to identify the recent Federal and/or State unfunded mandates that are pushing the telehealth agenda forward.  Some discussion in Seattle that it was a State mandate, Spokane thought it was Federal.  Perhaps there are two different mandates.

8. Eastern Washington has some significant concerns with its infrastructure and may not have sufficient bandwidth to support telemedicine.  We will need a better idea of where we need to improve bandwidth before telemedicine will be feasible.

9. We will need to be careful that some telemedicine that works in Western Washington may not be as readily applicable in Eastern Washington.  We will want to be careful to apply some evidence on certain aspects of what should be implemented.
R&D focus

1. The Pacific Northwest has tremendous assets in R&D that can be leveraged to improve our chances for funding.  They are noted below in the inventories.

Generic:

1. We need to think beyond WA’s borders in many of these projects and need to actively coordinate with OR, ID, and Alaska (at least SE Alaska).

COLLABORATION VS. GOING IT ALONE:
The general sentiment was that collaboration is good but this comes with a few caveats and critical success factors that must be achieved:

1. The purpose and scope of the collaboration needs to be realistic, focused, and actionable – solving real problems in the local market.  A state-wide effort must produce enough results to keep parties interested.  In Eastern Washington, INHS and the broader Spokane community could go direct to the Feds so “collaboration” would need to be timely and meaningful.

2. Collaboration across State-lines might get difficult in the R&D area.  We will need to explore the issues involved here a bit more carefully.

3. We need to clearly understand the objectives and establish the “common ground” the collaboration is intended to achieve.

4. Don’t be naïve about some of the competing interests; we need to foster a cooperative environment among competitors – coopetition.

5. Greater Spokane medical community needs to collaborate with Idaho, Montana.  We need to follow the care patterns and establish “centers of excellence” among the medical community within this predominately rural geography.  The WWAMI organization was discussed as an existing organization that can help the collaboration in these areas.

INVENTORY OF EXISTING ACTIVITIES AND ORGANIZATIONS, LONGER TERM AND SHOVEL READY:
The following organizations and projects were noted as important existing assets that should be considered as a major regional component to a State-wide plan.  These projects will need to be further examined and amplified and this list was considered an initial brainstorming list:
Telehealth focused organizations and projects:

1. INHS hosts an important technology “backbone” for the region.  This backbone provides technical assets but also technical support and the ability to also integrate a number of relationships among the Medical Community.

2. In numerous cases the INHS telehealth network was mentioned as essential to the current progress and must be further leveraged and integrated with others.  The following projects were mentioned as examples:

· We need to use the telehealth network to support and expand the definition of the “Medical Home” into the outlying and more rural areas.

· We need to expand our teleRX and TeleED concepts.  This can be used such as has been done with the “EMS Live at night project” which uses the video conference technology to improve EMS tech training and coordination.

· We should leverage our telehealth network to aid in the work force development goals in concert with the Universities.  This would help train medical personnel in rural setting and could also be used to expand an existing project that is aimed at improving retention of nurses in rural settings.

· INHS and WSU have also been collaborating on a Telemedicine and R&D effort to improve care for Vets returning form the war.  This is part of an existing DOD funding to help address Post Traumatic Stress Disorders.

· The INHS TeleImaging network can also be leveraged.

3. The WSU School of nursing is another good intersection between the telehealth and work force development areas.  They have a current RN Bridge Program to help curb new nurses from leaving rural communities.  This program is a Life Sciences Discovery Fund project and uses a mentoring type model to give these nurses support across the Telemedicine network.  See John Roll for more on this project.  

4. We should use these tools and programs to help recruit and retain highly specialized providers in the greater Eastern Washington markets.  These tools support primary care providers in the most rural settings and also support the specialists in the more urban areas.

5. WSU and UW have jointly developed R&D programs and are seeking to expand their breadth of collaborations.  [We need to define these further.]

6. The INHS telehealth network has been used to also collaborate with the rural schools to improve distance learning for providers and techs.

7.  The WSU relationship with UW in the CTSA program is an important area to leverage in the R&D area.  This could also be expanded to include WWAMI and the research infrastructure.  [Note: this was also mentioned in the Seattle meeting]

8. The simulation lab at the Providence Heart Foundation and Sacred Heart is in collaboration with the University.  This could be expanded and leveraged to include greater rural outreach.  The RONE project is an example of this concept.  (Rural Outreach Nurse Extension = RONE) could be expanded.  See Gary Smith for more details on this.

9. Several of these projects are “shovel ready” and should be in the State-wide plan.

Group coordinator(s):
We had two volunteers and the groups seemed to know them and were also comfortable with them being leaders:

1) Gary Smith, AHEC or Eastern WA, WSU
2) Nancy Vorhees, INHS

What is required to submit an initial draft proposal?

The group thought that the following steps would be useful:

1. Need to better understand the exact “needs” and requirements that are specified in the ARRA and HITTECH acts.  Need this to be as specific as possible so that we can ensure we have concrete action projects.

2. Need to better understand the licensing realities for telehealth, may need to figure out how to overcome some of these barriers.

3. Need idea on how to achieve the reimbursement for PSYCH services over the telehealth network since these services are not reimbursed.  This is critical to help provide access in the rural areas.

4. Define a sample deliverable, e.g. project profile template would be helpful to better refine our thoughts.

5. We could use a detailed inventory of existing projects and inventory of existing networks (technical and otherwise) so we can help forge an integrated plan.  The following “infrastructure assets” were mentioned but these are only an initial sampling:

a. High Resolution video conferencing capabilities.

b. We have a new Data Center that should be leveraged.

c. A local K20 Network

d. A local Gig pop network.

e. A media site that anyone can access for information, See D’Lynn Ottmar for more about this.

6. Define a “gap”, where we are now, what projects are underway, and what is the gap from #1 above?

7. Identify the resources that the community can/will provide and what the State will provide.

8. Define how the information will flow, how it will be disseminated among the interested parties, and how the state will merge this into the overall plan.

Issues, questions, and next steps:
1. Need to continue the discussion and expand on this initial brainstorming.

2. Look forward to more guidance from the state on the opportunities and how to best position this part of the state.

3. Would be useful to expand the inventory of projects, relationships, and existing assets.



Regional Extension Centers/Training and Workforce Development Program Break Out Group Discussion Notes 
Facilitator: Steve Lewis
Combined Summary of Breakout Meetings

June 11, 2009, Seattle

June 19, 2009, Spokane

BACKGROUND:  The Health Care Administration (HCA) has been designated by the Governor to develop Washington’s plan for Health Information Technology (HIT)initiatives under the American Recovery and Reinvestment Act of 2009 (ARRA/HITECH.  In June 2009 HCA convened regional meetings in Seattle and Spokane, to assist stakeholders in developing competitive proposals to access funds appropriated in ARRA for these initiatives.  The purpose of these meetings was to share current (and rapidly evolving) knowledge about the initiatives and the role of state and federal strategic planning in contributing to the competitiveness of funding proposals.  They also provided a forum for stakeholders to identify questions and issues about the initiatives and to explore options for mutual collaboration on the basis of work in progress, special capacities, and resources.

Breakout sessions at each meeting pulled together stakeholders with an interest in particular initiatives.  One such breakout at each meeting looked at three initiatives in particular:  Regional Extension Centers under Public Health Services Act (PHSA) Section 3012; Clinical Education Demonstrations under Section 3015; and Informatics Technical Education under Section 3016.  These breakouts were intended to start efforts toward drafting brief (+/- 2 page) funding proposal summaries to inform the state planning process and help ensure that the final proposals are consistent with the strategic plan of the Office of the National Coordinator for Health Information Technology (ONCHIT).
This summary is an effort to capture these breakout discussions under the headings of:
· Assumptions (what we think we currently know about each of the initiatives);
· Collaboration ( the potential for, and advantages/disadvantages of collaborative v. independent proposals);
· Existing activities of stakeholders in each of the initiative subject areas;
· Tools and resources needed by stakeholders, from HCA and each other, to submit competitive proposals;
· Recruiting a volunteer coordinator or coordinators from the stakeholder community to convene the group with the assistance of HCA staff, gather and report on the proposals being developed;
· A list of questions and issues to be resolved to support the work of the group and individual stakeholders.
Regional Extension Centers (REC)

Assumptions
There has been relatively more federal-level work on defining and describing this initiative than most of the others, partly because of the short timeframe for first-cycle funding:  A one-year funding cycle beginning 1QFFY2010, which could mean some awards as early as October 2009.  From a Federal Register entry (Vol. 74, pp 25550-25552) and group discussion, the following points seem particularly relevant:

· Purpose:  Regional Extension Centers (REC) will provide technical assistance to health care providers (both institutional and professional) to become meaningful users of electronic health records (EHR).  The definition of “meaningful use” is still somewhat in flux, but a “meaningful use matrix” recently released for public comment includes general goals and performance measure targets for providers at two, four, and six year intervals.
· Target client providers:  RECs will focus their efforts on nonprofit and public-sector hospitals, Community Health Centers, rural hospitals, Disproportionate Share Hospitals, Critical Access Hospitals, and small medical practices, particularly those serving underserved populations and/or a high proportion of Medicare and Medicaid patients.
· Services:  In order to be effective in supporting meaningful use, “technical assistance” will need to be more comprehensive than strictly assisting providers in selecting EHR vendors and implementing the vendors’ products.  It will also include support in areas like workflow redesign and cultural transformation. 

· Funding:  Initial funding will be for 2 years, potentially renewable for 2 additional years based on performance evaluations (including client satisfaction measures).  Typical funding will be in the $1-2 million range, possibly up to $10 million for large RECs.  After the first year, 50% matching will be required.  Providing services to non-target clients on a fee basis may be a means of generating the revenue to meet the matching requirement.

· Qualifying Entity/Collaborative:  To compete successfully for an REC contract, an entity or collaborative should be able to:

· Serve the entire defined geographic region, both on-site and region-wide

· Support the required 50% funding match

· Operate as a non-profit (health care providers are eligible)

· Support all certified EHR products 

· Provide most services from the start of the contract period, with little time to “ramp up” services

Collaboration

A major unknown that would affect both opportunities and requirements for collaboration is the anticipated scale of an REC’s service area.  Recent indications are that there may be only approximately 10 RECs nationwide, possibly contiguous with the existing multistate CMS regions.  In such a case, the entity or grouping serving as REC will need collaborative relationships across state lines to serve its entire geographic area.  Entities that currently serve broad geographic areas—or have linkages to other entities that can do so collectively—will have a competitive advantage

· The REC will probably have to collaborate at the local level with entities that offer specialized services and skill sets or defined client bases to meet the specific needs (e.g. in-service training) of individual client providers, particularly those that are geographically isolated.  

· The REC will have to coordinate with the state agencies administering Medicare/Medicaid incentive funding which supports providers’ efforts to acquire/implement EHR capacity.

Existing Activities
Several anticipated core activities of an REC are currently being provided by one or more entities.  In particular, QUALIS Health provides services to providers in Washington and Idaho; PTSO serves Community Health Centers in Washington; INHS assists providers participating in its Information Resources Management network across several Northwestern states.  Relevant services may include:
· Technical assistance, including EHR system funding/selection/acquisition, implementation, integration with Health Information Exchanges (HIE), data utilization in quality improvement initiatives, workflow redesign, cultural transformation, etc.

· In-service training and Continuing Education to provider clinical and administrative staff in system operations, data management, and utilization.  Community/Technical Colleges and Area Health Education Centers (AHEC) are active in these areas.
· HIE initiatives like INHS’s IRM network and the health record bank (HRB) pilot programs in Whatcom County, Madigan Army Hospital and Community Choice PHCO, coordinated by HCA 

Issues/Questions

Probably the most central questions for REC proposal development are:

· The scale/scope of REC geographic service areas contemplated by the Office of the National Coordinator (ONC).  Absent more concrete guidance at this point, planning should default to the assumption that a competitive proposal will be multi-state—which places a premium on collaboration at both the macro and micro levels.

· The optimum organizational and governance structure for the REC.   There’s a potential conflict between the requirement to provide services over a broad geographic area and to provide it at the micro level to individual providers, including on-site.  At the same time, there are potential governance and administrative issues for any collaboration--particularly among large, complex entities.  These factors will require a creative organizational model that allows for broad strategy-setting, governance and administration along with micro-level service delivery.

· Another important question is how to achieve a balance between serving the target client population and leveraging the learnings from early adopters who tend not to be in that population—a potential issue compounded by the fact that paid services to non-target clients can be a revenue source for the REC to meet its matching requirements.

There are some additional questions and issues common to RECs and the other two topic areas, discussed below.

Graduate Clinical Education Demonstrations

Assumptions

There has been no official guidance to date in this area beyond the language of ARRA itself:

“The Secretary may award grants to carry out demonstration projects to develop academic curricula integrating certified EHR technology in the clinical education of health professionals.”

Eligible entities include institutions or consortia of 

· Schools of medicine, osteopathic medicine, dentistry or pharmacy

· Graduate (post baccalaureate) programs in behavioral/mental health 

· Any graduate program in a health profession

· Graduate programs in nursing or physician assisting
· Institutions (e.g. teaching hospitals) with graduate programs in medicine, osteopathic medicine, dentistry, pharmacy, nursing or physician assisting
· Uses of funds:  Integrate certified EHR technology into community-based clinical education
· In collaboration with 2+ disciplines
· 50% match required
· Funds may not be used to buy hardware/software or “services” (e.g. REC?)
Collaboration

There are opportunities for direct collaboration among clinical education programs and indirect collaboration in supporting relationships.

· The Washington, Wyoming, Alaska, Montana, Idaho (WWAMI) program at the UW school of Medicine and Western Interstate Commission for Higher Education (WICHE) can serve as vehicles to make an EHR curriculum available to students in clinical disciplines.  These might be useful in meeting the interdisciplinary requirements of the initiative.

· There may be opportunities to make undergraduate Medical Informatics curriculum elements (e.g. the baccalaureate program at Bellevue College) available to graduate students in clinical programs.

· INHS can assist in making hardware and software available in community-based graduate education settings.

Existing Activities

· The UW School of Medicine currently offers a Medical Informatics option in its graduate curriculum.

Issues/Questions

· Curriculum needs to be standardized enough to permit transferability of credit from one academic program or institution to another.
· There may be accreditation requirements associated with collaboration between/among educational institutions
· There is some overlap, but also substantial variance, between the educational needs of clinical and Health Information Management (HIM) students.  A curriculum module designed for one student audience will not automatically be transferable to another.
Medical Informatics Technical Training

ARRA provides for support of expanded Medical Informatics education somewhat in the vein the “10,000 trained by 2010” approach.  Again, the only concrete guidance to date is the ARRA language.

Assumptions

Funds can be used to support individual institutions or consortia.
· Uses of funds: Develop or expand Medical Informatics education programs, recruit students, purchase hardware/software for instruction (e.g. test bed)
· Can be applied to graduate (Masters), undergraduate or certificate programs
· Can be used in clinical or IT professional curricula
· Can be used to support “bridge programs” between community colleges and universities
· Preference to existing programs
· Preference to programs completed within 6 months
· 50% match required
Collaboration

There is already collaboration on the development and deployment of professional Medical Informatics curriculum, and additional opportunities will emerge as proposals are developed.

· The community colleges have convened to address issues in curriculum development and standardization

· Workforce Development Councils work with educational institutions to offer retraining opportunities for IT professionals seeking to transition to health care.

· WorkSource supports job seekers in identifying/accessing local training opportunities.

· Area Health Education Centers (AHEC) link community colleges with community based health care providers.

· Eastern Washington University has submitted a proposal to the Higher Education Coordinating Board (HECB) to support collaboration with colleges in Medical Informatics education.

Existing Activities

· Bellevue College offers a baccalaureate program in Medical Informatics.

· Several Washington community colleges offer curriculum elements in the field.
Questions/Issues

· Challenge of scaling proposals—labor market projections for different levels of professional preparation (AHIMA estimate in 2007 indicates 49% increase in overall demand for HIM professionals by 2010).
· Challenge of  identifying/exploiting opportunities to capture matching funds
· Challenge of developing/expanding curriculum offerings targeted to professional levels (e.g. certificate v. undergraduate v. graduate, clinical v. HIM professional) that will best address labor market demand.
Needed Tools/Resources 

To develop proposal summaries that will be potentially competitive and effectively inform the state planning process, stakeholders in each of the 3 subject areas (REC, clinical education demonstrations, HIM technical training) will need support from HCA in several identified areas

· Convening and facilitating the group process:  making meeting/conference call arrangements, distributing information, keeping communication loops open, supporting/facilitating decisions about how group process will proceed (e.g. single group v. separate functionally-oriented groups v. “umbrella” group with functional-area subgroups)
· Ensuring that all stakeholder views are heard and impartially considered in developing proposals
· Keeping relevant state agencies informed and promoting coordination among them
· Capturing and forwarding available external information as needed to support group decisions
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