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EXECUTIVE SUMMARY 

The use of health information technology (“HIT”) and the ability to deliver complete patient information to any point of care in a secure and timely manner can significantly improve the quality, safety, effectiveness and efficiency of health care delivery.
  Through such tools as electronic health records (“EHRs”), personal health records (“PHRs”), health information exchanges (“HIEs”), and health record banks (“HRBs”), patients, providers, and communities across the country are organizing the policies and technical framework to transform isolated silos of data into a modern eHealth infrastructure that provides value, reduces costs, and results in a high performing health care system.

In the State of Washington, stakeholders have made significant investments in the development of a health information infrastructure.  Progress in Washington has occurred at multiple levels across a diverse and dynamic environment.  

· At the patient level, State-funded pilot projects in three communities are demonstrating the value of consumer-centric access to and control of their health information.  

· At the organizational level, individual practices and hospitals have accelerated adoption of electronic prescribing, EHRs, and clinical decision support tools.  

· In regions across the state, constellations of providers, payers, public health entities, and patients are collaborating to exchange information across disparate systems.  

· Finally, at the state-level, the Washington Health Care Authority (HCA) created the Health Information Infrastructure Advisory Board (HIIAB) to ensure that the statewide eHealth strategy develops in secure, trusted manner and serves the needs of all stakeholders.

Within the last six months, two major events have occurred that will significantly impact Washington’s health information infrastructure efforts.

· On February 17, 2009, President Obama signed into law the American Recovery and Reinvestment Act (“Recovery Act”) and, in doing so, committed more than $48 billion in grants, loans, and incentives to expand the adoption and meaningful use of HIT and the secure exchange of health information.

· In July 2009, the Washington State Legislature passed Substitute Senate Bill 5501, which was enacted as chapter 300, Laws of 2009.  The bill calls upon HCA to collaborate with one or more “lead organizations” in the private sector to continue the development of a health information infrastructure and implement methods for a statewide secure exchange of clinical data that improves patient access to and control of their own healthcare information, enabling their active participation in their own care, and provides for the secure exchange of clinical data to promote quality, safety, and efficiency of care.

Recognizing the unique opportunities and obligations presented by these separate, but interrelated events, HCA launched three efforts to identify the full range of options and arrive at the optimal path for advancing a robust and sustainable health information infrastructure in Washington.

· First, HCA mobilized stakeholders and organized committees of experts to assess the multiple funding programs presented by the Recovery Act.
  HCA hosted three public meetings across the state to ascertain the current HIE and HIT landscape and the needs, requirements, and recommended approaches for the anticipated Recovery Act programs.

· Secondly, HCA issued a Request for Information to identify eligible candidates to serve as the lead organization(s) required by Substitute Senate Bill 5501 and ensure coordination of Washington’s eHealth-related Recovery Act efforts.  

· Finally, HCA retained an independent organization to conduct an assessment of stakeholders’ needs and develop recommendations to help Washington: (1) align its resources to maximize the near term opportunities presented by the federal HIT stimulus funding, and (2) ensure these investments provide effective and sustainable foundation for a high performing health system.

This Report represents the culmination of the HCA-sponsored assessment of Washington’s health information infrastructure.  During July and August 2009, the research team conducted a series of interviews with representatives from a diverse array of organizations across the public and private sectors.  From these interviews, four themes emerged with respect to advancing Washington’s statewide health information infrastructure:

· Build a Shard Health Information Infrastructure.  Stakeholders observed that the promised infusion of Recovery Act funds would be insufficient to build and interconnect every system in the State of Washington.  Recognizing the funding limitations, stakeholders suggested that the statewide collaborative efforts develop a few core resources and services that, once developed, can be shared and cost-effectively re-used across different systems.  

· Focus on Architecture. Many stakeholders observed that developing an “infrastructure” that integrates multiple, fragmented systems was a complex task.  Given the complexity of the achieving widespread interoperability among disparate networks, interviewees recommended that a statewide process be used to define and develop the core architectural considerations for Washington’s health information infrastructure.  The architecture will, in turn, be the blueprint for selecting shared services, prioritizing project implementation, and guiding funding allocation.

· Clarify Stakeholders’ Roles and Relationships.  Building and sustaining trust is needed to address the complex, multi-faceted challenges of a constantly changing health care environment.  Trust is achieved when stakeholders understand their roles and responsibilities, and lines of authority are clearly delineated.  

Substitute Senate Bill 5501 accelerates this process by requiring HCA to identify one or more lead organizations to coordinate the development of processes, guidelines, and standards to advance HIE efforts.  While designating a lead organization to assist HCA is an important progression in the evolution of Washington’s health information infrastructure, stakeholders indicated that more work was needed to ensure the broader eHealth effort works effectively.  Once HCA identifies a lead organization or organizations, a new set of relationships will emerge, and stakeholders will need clarity on the nature of the advisory and decision-making process, each entities authorities and purview, and the locus and nature of oversight and enforcement.  Experience in other states and feedback from Washington’s stakeholders suggests the need to provide a detailed accountability framework that clearly specifies the roles and responsibilities across all organizations involved in the eHealth effort.

· Enhance Washington’s Capacity to Address the Full Range of eHealth Considerations. Given the ambitious schedule for stimulus funding and the critical need to find workable solutions for health care, stakeholders indicated that Washington’s coordination efforts need to secure the necessary expertise and resources to address the complicated policy, technical, and legal components in a timely and effective manner.

Based on the assessment of Washington’s progress to date, the feedback from stakeholders, and a comparative analysis of experiences and best practices in other states, the research project team offers the following six recommendations to help Washington expand and extend its statewide eHealth infrastructure: 

1. Align Washington’s Governance Infrastructure with Federal Policies.  States are being called upon to define the roles and relationships amongst stakeholders.
  In fact, a key feature of the Recovery Act is the $564 million program to advance HIE through States recently announced by the Office of the National Coordinator for HIT (“ONC”).

In order to participate in the State HIE Program, States must build and sustain governance mechanisms that: (1) are transparent and inclusive; (2) coordinate eHealth activities across the public and private sectors; and (3) establish the authorities, roles, and relationships among all stakeholders.  As Washington proceeds to identify a leadership in accordance with Substitute Senate Bill 5501, the State should ensure its governance infrastructure clearly delineates each stakeholder’s role and aligns with federal statutes and funding guidance. 
2. Develop a Statewide Collaboration Process.  An organic part of Washington’s eHealth framework should be a collaborative process which is charged with creating and overseeing workgroups to develop collaboratively the common policies, standards, technical approaches necessary for the development of state-wide health information exchange.  The collaborative process should consist of representation from the public and private sectors and should be empowered to recommend the policies and practices that will guide the continued development of Washington’s health information infrastructure and the vision of a consumer-centric health system. The collaborative process should be led and facilitated by skilled subject matter experts who will be responsible for meeting agreed upon deadlines.

3. Develop Clinical Objectives and Mechanisms to Measure Progress.  Substitute Senate Bill 5501 calls upon the lead organization to develop processes, guidelines, and standards that address the identification and prioritization of high value health data from health data providers by December 1, 2011.  To ensure the health infrastructure efforts evolve to support Washington’s broader health care goals, Washington should define clinical objectives that are: (1) based on clinical value, feasibility, and cost-effectiveness and (2) aligned with federal framework for the meaningful use of HIT.  Washington should also develop mechanisms to assess its efforts and share emerging lessons and best practices.

4. Establish Common Privacy and Security Policies.  To provide the foundation for broad trust in interoperable exchange and use of health information across the state, privacy and security policies and procedures should be collaboratively developed by a Privacy and Security Workgroup that is part of the State’s governance structure.  Building on this foundation, the Privacy and Security Workgroup could then continue to advance the State’s existing work on the complex issues such as consumer access and secondary uses of data.

5. Address the Strategic and Operational Issues Pertaining to Technology.  Part of the collaborative decision-making process should be to define a comprehensive technical approach to broad interoperability and establish the policies to implement that approach.  This process will involve relating technical architecture to clinical and policy objectives, enumerating the basic assumptions about the technical environment, defining what systems at what layer must comply with policies, identifying core services and high-value data sets, and prioritizing the effort to deliver shared services.

6. Develop Financing Strategies to Sustain Washington’s Health Information Infrastructure.  Federal stimulus funding will offer much needed near term capital to build Washington’s health information infrastructure.  However, these funds are insufficient to ensure the long term viability of the governance and technical infrastructure providers, patients, and the public will rely on to support a high performing health care system.  Washington should explore the full range of policy and financing options and develop approaches to create compelling value propositions that ensure a sustainable marketplace develops for its health information infrastructure. 

The following Report provides an overview of Washington’s progress in developing its health information infrastructure.  Within the context of the opportunities and obligations of the Recovery Act, the Report provides details on the key statutory provisions and emerging policy and procurement requirements.  Finally, the Report concludes with a set of recommendations and strategies to help advance Washington’s eHealth strategy and its efforts to build and sustain a high performing health system.

I. OVERVIEW OF WASHINGTON’S HEALTH INFORMATION INFRASTRUCTURE

A. Leadership and Coordination of Washington’s Health Information Infrastructure

The Washington State Health Care Authority (HCA) has been actively developing a statewide health information infrastructure since 2005.  HCA’s efforts have been guided by a commitment to create a secure statewide infrastructure capable of providing all Washingtonians with comprehensive health information whenever and wherever required.

In April 2005, Substitute Senate Bill 5064 created an advisory board, the HIIAB, and directed it to work with the HCA to: (1) develop a strategy for the adoption and use of EHRs and HIT that was consistent with emerging national standards, and (2) promote interoperability of health information systems.

From July 2005 to December 2006, the HIIAB assessed Washington’s statewide health information infrastructure and developed a set of recommendations that culminated in a final report, Washington State Health Care Authority Health Information Infrastructure: Final Report and Roadmap for State Action.
  Though the HIIAB’s initial term formally expired in December 2006, HCA continued to work with stakeholders to develop the policy framework and technical components of Washington’s health information infrastructure.
With funding legislatively appropriated during the 2007-2009 biennium, HCA competitively awarded grants to three communities (Bellingham, Wenatchee, and Spokane) to design, develop and assess the value of consumer-centric health record banks.  In addition, the U.S. Department of Defense funded the development of another pilot project at Madigan Army Medical Center in Fort Lewis.

In order to guide statewide eHealth efforts and to support the needs of the state’s pilot projects, the HCA maintained a reconstituted HIIAB to provide advice for the implementation of its health record bank pilot projects. and also established a community of learning facilitated by experts in the policy and technical considerations.  HCA also developed AccessMyHealth.org, a mechanism to activate and engage consumers and providers in the use of online personalized health records in conjunction with the state’s health record banking demonstration projects.  AccessMyHealth.org is led by a board of consumers, physicians, HCA staff and other community members.

Finally, the recently concluded Legislative session passed Substitute Senate Bill 5501, which calls for HCA to collaborate with one or more “lead organizations” in the private sector to continue development of Washington’s health information infrastructure and implement methods for the secure exchange of clinical data statewide to improve patient access to and control of their own health care information, enabling their active participation in their own care, and provide for the secure exchange of clinical data to promote quality, safety, and efficiency of care.

B. Technical Components of Washington’s Health Information Infrastructure
Like many states, Washington represents a complex and dynamic HIT, HIE, and telemedicine landscape that spans the public, private and non-profit sectors.

The State of Washington has relatively high rates of adoption of HIT at the point of care.  National studies estimate that 7.6% of non-federal hospitals and 13% of ambulatory providers have implemented “basic” EHRs.
  Information from an informal survey conducted by the HCA and an electronic survey of members by the Washington State Medical Association in 2006 found that of those that responded, 25% of ambulatory providers, more than 50% of small physician offices, and 88% of the State’s 24 largest multispecialty clinics had EHR systems.

Within state government, the Department of Corrections has a multi-county and facility pharmacy information exchange.  Washington State maintains registries for immunization (CHILD Profile), prescription drug monitoring, HIV, and diabetes.  Washington’s Health and Recovery Services Administration, oversees Washington’s Medicaid Management Information System which contains claims data and other information that, when coordinated with other systems and data bases, can be of significant value in achieving the vision of using certified EHR technology to promote health information exchange, enhance quality and improve outcomes.
  

As noted above, the State of Washington also supports pilot projects in three communities (Bellingham, Wenatchee, and Spokane) to design, develop and assess the value of consumer-controlled health record banks.

With respect to HIE, Washington has two well-developed and operational regional initiatives, the Inland Northwest Health Services and the Whatcom County Health Information Network, which are operational and exchanging clinical data.  Both HIEs have mature governance and technical operations and enjoy national prominence.

· Inland Northwest Health Services (INHS).  In 1996, two competing health care organizations, Empire Health Services and Providence Health Systems, created a trusted third party, Inland Northwest Health Services (INHS), to manage the air-ambulance for the region. In 1998, INHS assumed responsibility for the HIT services for both institutions. The hospitals agreed to contract with the jointly owned INHS to implement and provide support services for one common hospital EHR.  Subsequently, INHS provided services to hospitals within a 200-mile radius of Spokane and became an EHR application service provider to some area physician practices.  INHS connects Spokane-area hospitals and regional medical services INHS supports over three million patients in five states and Canada using a centralized hospital EMR system.

· Whatcom County Health Information Network (HInet).  HInet was conceived in 1994 during the community-wide effort to develop Whatcom Integrated Delivery System. HInet connects community health services, payers, hospitals and physician offices via an Intranet in the Bellingham region. Most of the local clinical quality initiatives require that providers participate in HInet. Community-based smoking cessation efforts are being supported by local quality groups and communication is via HInet.


Many geographic areas of the State that lie between the areas served by these two organizations have varying degrees of data exchange, but lack either the technical infrastructure or organizational capabilities to support a complete range of inter-organizational data exchange.

Washington also has a statewide, single sign-on system to facilitate the exchange of health information, OneHealthPort.  Created by a coalition of health plans, physicians and hospitals, OneHealthPort provides a single gateway for authentication to local healthcare sites and online services for healthcare professionals.  The consortium includes: The Everett Clinic, First Choice Health Network, Group Health Cooperative, Premera Blue Cross, Regence BlueShield, The Sisters of Providence and Swedish Hospital. Currently, 13 health plan websites are available through OneHealthPort.  

Collectively, the HIT and HIE assets described above provide the foundation for a consumer-centric high-performing health system.  The next section describes the evolving federal opportunities that the State of Washington can leverage to advance its health information infrastructure.  

II. THE AMERICAN RECOVERY AND REINVESTMENT ACT
The American Recovery and Reinvestment Act of 2009 (“Recovery Act”) has committed significant federal funding for the national health care economy, and Washington State is well-positioned to leverage these funds.
  The Health Information Technology for Economic and Clinical Health Act (“HITECH”), which was enacted as part of the Recovery Act, was designed specifically to stimulate widespread, meaningful use of EHRs and to improve the quality and efficiency of health care through HIT.

HHS projects that it will pay out approximately $48.8 billion to implement HITECH’s HIT programs.
  Promotion of HIT under HITECH revolves largely around its Medicare and Medicaid incentive payments, which tie receipt of these payments to a provider’s use of an EHR.  Approximately $46.8 billion will be distributed by Medicare and Medicaid through these incentives.
  The remaining $2 billion will be distributed through a series of grants, loans, and technical assistance programs designed to support providers’ EHR use and to spur health information exchange at the state, regional, and local levels (“Grant and Loan Programs to Build the eHealth Infrastructure”).
  

The Recovery Act also includes funding to expand broadband access and use, and to promote the adoption of telehealth, as well as to support infrastructure and HIT expenditures by community health centers.  Finally, in addition to authorizing the expenditure of federal stimulus monies, the Recovery Act sets forth a new framework for federal HIT policy and standards, and creates new policies to further protect the privacy and security of health information. 

Collectively, the opportunities and obligations flowing from the Recovery Act pose complex challenges as States seek to optimize the deployment of resources.  To assist Washington in aligning its capabilities, and identifying and addressing any existing or potential future gaps, details of these provisions are provided below.  It is important to note that many of the important features and contours of the evolving landscape remain to be defined through future policy making and procurement guidance.

A. Overview of the Recovery Act: The Federal Policy and Standard Setting Framework

The Recovery Act provides the ONC with substantial responsibility for setting the nation’s HIT strategy, including recommending standards, implementation specifications, and certification criteria needed for the electronic exchange and use of health information.  On May 18, 2009, ONC released its Implementation Plan, generally describing how and when it will execute the Recovery Act’s HIT provisions.
  To advise ONC as it implements the Recovery Act and to provide a formal mechanism to infuse private sector input into the process, the Recovery Act created two federal advisory committees:  the HIT Policy Committee and the HIT Standards Committee.  
HIT Policy Committee

The HIT Policy Committee is charged with making recommendations to ONC in a variety of areas, including technologies that protect the privacy of health information and the steps necessary to ensure the use of electronic health information to improve the quality of health care.  

It is also charged with recommending an order of priority for the development, harmonization, and recognition of standards, as well as implementation specifications and certification criteria for the electronic exchange and use of health information by the HIT Standards Committee.

A key activity of the HIT Policy Committee has been the development of detailed recommendations regarding the definition and elements of what constitutes “meaningful use” of EHRs.  The definition of meaningful use is critical as it will serve as the criteria under which Medicare and Medicaid will provide EHR incentive payments to providers.  On July 16, 2009, the HIT Policy Committee released and approved its final definition of meaningful use – an updated and amended version of an initial draft released by the Committee on June 16, 2009.

In order to qualify for Medicare and Medicaid incentive payments, the Committee recommends that health care providers be required by 2011 to, among other things: 
· Provide patients with an electronic copy of their health information; 

· Provide patients with electronic copies of discharge instructions and procedures; 

· Develop capabilities to exchange health information where possible; 

· Implement at least one clinical decision support rule for a specialty or clinical priority; 

· Submit insurance claims electronically; and 

· Verify insurance eligibility electronically when possible.

The new definition also recommends use of clinical decision support at the point of care in 2013 and participation in health information exchange by 2015.  The recommendations now go to ONC and other divisions within HHS for review.  The Centers for Medicare and Medicaid Services (“CMS”) has advised that it will publish an interim final rule on meaningful use by the end of 2009. 

HIT Standards Committee

The HIT Standards Committee is charged with making recommendations to ONC on standards, implementation specifications, and certification criteria for the electronic exchange and use of health information. Initially, the HIT Standards Committee will focus on the initial policies advanced by the HIT Policy Committee.  In developing, harmonizing, or recognizing standards and implementation specifications, the HIT Standards Committee will also provide for the testing of same by the National Institute for Standards and Technology (“NIST”).  A process for acting on policy directives from the HIT Policy Committee was published in the Federal Register by the HIT Standards Committee on May 26, 2009, indicating the steps the Committee will take to make its recommendations to ONC and HHS.
  

In a significant piece of early work, the Standards Committee advanced a recommendation to the Policy Committee, which it formally adopted on August 14, 2009, that there be multiple entities to certify EHRs.  Currently, there is only one:  the Certification Commission for Health Information Technology (“CCHIT”).  The Standards Committee also recommended that there be a standard set of criteria to achieve certification, to be outlined by ONC and the Office of the Secretary at HHS.

B. Privacy and Security Provisions of the Recovery Act

The Recovery Act includes provisions to significantly strengthen privacy and security standards for health information, requiring the Secretary of HHS to appoint a new Chief Privacy Officer and expanding current federal privacy and security protections under the Health Insurance Portability and Accountability Act (“HIPAA”).  Among other provisions, the Recovery Act extends HIPAA’s reach to Business Associates, institutes a new national breach notification mandate on Covered Entities and PHR vendors, places various new restrictions on currently permissible uses and disclosures of Protected Health Information, extends additional rights to patients to control the disclosure of their information, and increases HIPAA’s enforcement.

On August 19, 2009, HHS released interim final regulations implementing the Recovery Act’s breach notification provisions for Covered Entities.
  The regulations were developed after considering public comment received in response to an April 2009 request for information and after close consultation with the Federal Trade Commission (“FTC”), which published final breach notification regulations that apply to vendors of personal health records and certain others not covered by HIPAA on August 18, 2009.
  All other regulatory releases implementing the Recovery Act’s privacy and security provisions are expected in 2010 and beyond.

C. Medicare and Medicaid Incentives to Accelerate EHR Adoption

Promotion of HIT under the Recovery Act revolves largely around its Medicare and Medicaid incentive payments, which tie receipt of these payments to a provider’s use of an EHR in a meaningful manner.  Approximately $46.8 billion will be distributed by Medicare and Medicaid through these incentives.
  

Medicare
Both hospitals and physicians may receive Medicare incentive payments.  In order to qualify, a provider (whether hospital or physician) must engage in “meaningful use” of an EHR which requires the provider to:

· Demonstrate that its EHR technology “is connected in a manner that provides, in accordance with law and standards applicable to the exchange of information, for the electronic exchange of health information to improve the quality of health care, such as promoting care coordination.”

· Engage in electronic prescribing (excluding hospitals)

· Using its certified EHR technology, submit information on “clinical quality measures and such other measures” as selected by the CMS.

As noted above, the HIT Policy Committee is currently working to define “meaningful use.”  CMS, in consultation with ONC, is expected to release regulations detailing the definition by the end of 2009.

Incentives for Hospitals:  the Recovery Act provides for incentive payments under the Medicare hospital inpatient prospective payment system (“IPPS”); IPPS-excluded hospitals, such as inpatient rehabilitation facilities and long-term care hospitals, are not eligible. The statute establishes a formula under which hospitals receive their Medicare share (based on Part A and Part C inpatient days) of a $2 million base amount plus graduated per-discharge payments.  Medicare incentive payments also increase relative to the amount of charity care provided by the hospital.  Incentive payments will be available for four years, with amounts reduced by 25% each year.
Payments begin in FY 2011, but hospitals have until FY 2015 to implement an EHR system and still receive incentive payments.  Beginning in FY 2015, hospitals that fail to demonstrate meaningful EHR use will be penalized with a reduced IPPS market basket update, although this penalty may be waived by CMS in cases of “significant hardship.”  Hospitals subject to the penalty will receive two-thirds of the market basket update in FY 2015, one-third in FY 2016, and no update in FY 2017 and subsequent years.

Incentives for Physicians.  The Medicare physician incentive payments are calculated on an individual-practitioner basis.  For each year under the incentive program, a physician will receive up to 75% of the physician’s total Medicare payments for that year, subject to a cap.  The cap depends on when the physician begins meaningful use of an EHR system.  If the first year is 2011 or 2012, the cap is $18,000; if it is 2013, the cap is $15,000.  The cap is lowered to $12,000 in the second year, $8,000 in the third, $4,000 in the fourth, and $2,000 in the fifth.  No incentive payments will be available to physicians who begin meaningful use in 2015 or later, and CMS will stop making incentive payments altogether in 2017.
Physicians who do not engage in meaningful use of EHRs by 2015 are subject to financial penalties.  In 2015, noncompliant physicians will see their Medicare payments under the physician fee schedule cut by 1% across the board. This penalty increases to 2% in 2016, and 3% in 2017 and subsequent years.

Medicaid

The Recovery Act authorizes a 100% federal match for incentives under state Medicaid programs to encourage “Medicaid providers” to purchase, implement, and operate EHRs “Medicaid providers” include certain eligible professionals (defined below), acute care hospitals if at least 10% of the hospital’s patient volume is attributable to Medicaid recipients, and children’s hospitals.

States appear to have a great deal of discretion in establishing payment methodologies, but the statute sets caps on total amounts of federal matching funds for the incentive payments.  Matching funds will be available beginning in 2011.  Providers must begin “meaningful use” of EHRs by 2016 in order to receive any payments. the Recovery Act does not mandate payment penalties for providers who do not adopt EHRs, although nothing in the statute would prohibit state Medicaid agencies from imposing penalties on noncompliant providers.

Incentives for Hospitals.  The cap on matching funds for hospital incentive payments is based on the formula for Medicare EHR incentive payments, but with a Medicaid utilization factor substituted for the Medicare utilization factor.  The Recovery Act does not set payment caps for individual years, but rather the cap is on the total payment cycle, which may not exceed six years.  Payments in any one year cannot exceed 50% of the total payment cap, and payment in any two years cannot exceed 90% of this limit.

Incentives for Eligible Professionals.  The following professionals are eligible to receive Medicaid EHR incentive payments:

· Physicians

· Dentists

· Certified nurse midwives

· Nurse practitioners 

· Physician assistants to the extent they practice in a rural health clinic (“RHC”) that is led by a physician assistant or practice in a federally qualified health center (“FQHCs”) that is led by a physician assistant.

Incentive payments are available to only three categories of eligible professionals:

· Those who are not hospital-based (using the same definition as under the Medicare provisions) and have at least 30% of their patient volume attributable to Medicaid patients.

· Those who are pediatricians and are not hospital-based and have at least 20% Medicaid patient volume.

· Those who practice primarily in FQHCs or RHCs and have at least 30% of their patient volume attributable to “needy individuals,” which include Medicaid recipients, SCHIP recipients, patients furnished uncompensated care, and patients whose charges are reduced by the provider based on income considerations.

Federal matching funds for incentive payments to eligible professionals are available only up to the lesser of a fixed annual dollar amount or 85% of the federally determined “net average allowable costs” of EHRs.  The fixed dollar amounts are:  a) $21,250 for the first year of payment, which may not be later than 2016; and b) $8,500 for subsequent years, which may not be made after 2021 or for more than five years. In addition, eligible professionals must be responsible for 15% of their costs.

“Net average allowable costs” for the first year are the average costs for the purchase and initial implementation or upgrade of EHR technology, including support service and training.  For subsequent years, they are the average costs of operation, maintenance, and use of EHR technology.  CMS is required to conduct a study to determine these amounts.  Under these formulas, the maximum an eligible professional may receive over six years is $63,750, although this cap will be less if CMS sets “net average allowable cost” caps, based on its study, that are lower than the fixed dollar amounts.

In May 2009, CMS submitted a plan detailing how it will implement the Recovery Act’s Medicare and Medicaid payment incentives for meaningful use of EHRs.
  The plan notes that CMS will issue proposed rules to allow for public input into the development of the incentive payment programs, map out systems and other requirements to support the incentive programs, and plan a national outreach campaign relating to the programs by the end of 2009, among other milestones that run through 2015 and thereafter.

D. Grant and Loan Programs to Build the eHealth Infrastructure

Health Information Exchange Planning and Implementation Grants
HITECH authorizes ONC to award grants to states and qualified state-designated entities (“SDEs”) to “facilitate and expand the electronic movement and use of health information among organizations according to nationally recognized standards.”  
On August 20, 2009 ONC released a Funding Opportunity Announcement (“FOA”) to award $564 million through cooperative agreements to states, SDEs and collaborations thereof.
  The FOA specifies that health information exchange must assist health care providers in meeting HITECH’s EHR meaningful use requirements and that state plans for HIE should address statewide policy, governance, technical infrastructure and business practices in support of HIE.  Awards may be no less than $4 million and no more than $40 million.
  Increasing match requirements will be required of states beginning in fiscal year 2011 and beyond as follows:

	Fiscal Year of Funding
	Match Required

	Fiscal Year 2010
	None

	Fiscal Year 2011
	$1 for each $10 federal dollars

	Fiscal Year 2012
	$1 for each $7 federal dollars

	Fiscal Year 2013
	$1 for each $3 dollars


Cooperative agreements will be for a period of four years. ONC expects to enter into 50 cooperative agreements, though this number is dependent on the number of multi-state applications it receives.  Applicants must submit letters of intent by September 11, 2009.  Completed applications, along with strategic and operational plans (if they have been developed), are due October 16, 2009.  

HIT Regional Extension Center Program.  The Recovery Act creates new Regional Extension Centers (“RECs”) and charges them with providing technical and change management assistance to health care providers struggling with implementing and adopting EHR technology. They are to provide such assistance to all providers in a region, but must prioritize assistance to public or not-for-profit and critical access hospitals, FQHCs, rural or other providers that serve uninsured, underinsured or medically underserved patients, and individual or small group practices.  RECs must be affiliated with a nonprofit organization.

ONC issued a FOA announcing the availability of funding for RECs on August 20, 2009.
  The Program will establish cooperative agreements through a competitive process to support an estimated 70 (or more) RECs, each serving a defined geographic area that does not overlap or otherwise duplicate any other REC’s service area.  Each REC will be required to support at least 1,000 primary care providers in achieving meaningful use of EHRs and enabling nationwide health information exchange. The Program will hold three application cycles, with preliminary applications due September 8, 2009, December 22, 2009 and June 1, 2010.  

EHR Loan Fund Program.  The Recovery Act authorizes ONC to award competitive grants to states and Indian tribes to develop loan programs for EHR adoption by health care providers. States may provide loans to health care providers that agree to submit federally specified quality measurement reports to CMS, use the EHR to exchange health information, and submit a plan for maintaining the EHR over time.  States must provide a cash match equal to $1 in state funds for every $5 in federal funds.  States may couple their grants with private sector contributions in an attempt to increase the amount of loan funding they can offer providers.  ONC has not yet indicated how much in total funding will be available under this loan program, nor has it provided a plan for making the funding available.

Workforce Training Grants.  The Recovery Act provides for the establishment of two training grant programs to “ensure the rapid and effective utilization and development of health information technologies within the United States’ health care infrastructure.” The first program will provide grants to colleges and other institutions of higher education to expand medical health informatics programs, which the Secretary may implement in consultation with the Director of the National Science Foundation (“NSF”).  The second will provide grants to medical schools and other academic institutions to carry out demonstration projects to develop curricula that integrate certified EHR technology into their clinical education.  The programs require a 50% match, which may be reduced upon demonstration of economic conditions that render the cost-share requirement “detrimental to the program.”  On August 19, 2009, the Secretary of HHS formally delegated administrative authority for these workforce training grants and certain other programs under HITECH to ONC, which has indicated that it may announce the availability of workforce training grants in the fall of 2009.

Health Care Information Enterprise Integration Research Centers.  The Recovery Act also creates grant assistance programs to fund the creation of multidisciplinary “Health Care Information Enterprise Integration Research Centers” (the “Centers”).  This program will be administered by NIST.  The purpose of these Centers will be to “generate innovative approaches to health care information enterprise integration by conducting cutting-edge multidisciplinary research on the systems challenges to health care delivery” and “the development and use of health information technologies and other complementary fields.”  The Centers’ specific research areas may include interfaces between human information and communications technology systems, voice-recognition systems, software that improves interoperability and connectivity among health information systems, software dependability in systems critical to health care delivery, measurement of the impact of information technologies on the quality and productivity of health care, health information enterprise management, HIT security and integrity, and relevant HIT to reduce medical errors.

The statute does not specify the amount of funding that will be made available for development of the Centers, but does state that grants will be awarded on a merit-reviewed, competitive basis.  As of yet, ONC has not issued an implementation plan for this program or otherwise indicated when funds might be available. 

Funding for HIT in Federally Qualified Health Centers.  In addition to the Medicare and Medicaid EHR incentive and other funding available to FQHCs, and separate and apart from HITECH, the Recovery Act appropriated $1.5 billion to the Health Resources and Services Administration (“HRSA”) to support construction, renovation and equipment, including health information technology systems, in health centers and health center-controlled networks receiving operating grants under section 330 of the Public Health Service Act.
  HRSA is distributing these funds through three types of grants: 

· Capital Improvement Program (“CIP”) Grants.  HRSA has awarded $850 million in CIP grants to support the construction, repair and renovation of over 1,500 health center sites nationwide. More than 650 centers will use the funds to purchase new equipment or HIT systems, and nearly 400 health centers will adopt and expand the use of EHRs.
  Twenty five Washington State health centers received a total of $26 million in CIP funds.
  
· HIT Systems/Networks Grants.  HIT systems/networks grants will support the implementation of EHRs and other HIT systems for health centers. Grants are expected to total $125 million.  The application deadline and award date for these grants has not yet been announced. 
  
· Facility Investment Program (“FIP”) grants. FIP grants will fund major facility investments in health centers including construction, repair, renovation, and equipment purchase. FIP grants will fund an estimated 100 significant facility projects and are expected to total $515 million.  Applications were due August 6, and awards are anticipated in Fiscal Year 2010.

Broadband and Telemedicine Support

The Recovery Act creates a new Broadband Technology Opportunities Program (“BTOP”) to be administered by the Department of Commerce (“DOC”) and authorizes additional funding for the Department of Agriculture’s (“USDA”) Rural Utility Service (“RUS”), to provide loans and grants to facilitate broadband deployment in rural communities, which it will administer through a new Broadband Initiatives Program (“BIP”).  In combination, the programs offer a total of $7.2 billion in funding to expand broadband access and use, promote the adoption of telehealth, and establish a framework for future investments in both.  

RUS BIP.  the Recovery Act expanded RUS’s existing authority to make loans and provides new authority to make grants for the purpose of facilitating broadband deployment in rural communities.  Under BIP, RUS will award grants, loans, and loan/grant combinations for broadband infrastructure.  Grants made under BIP are to be used to fund applications proposing to exclusively serve remote, unserved, rural areas.

the Recovery Act included $2.5 billion for this purpose and provided the following basic framework for the program:

· At least 75% of the area to be served by a project must be in a rural area without sufficient access to high-speed broadband service

· USDA must give priority to applicants:

· who are current or former borrowers under Title II of the Rural Electrification Act of 1936

· whose projects will begin promptly after approval

· whose projects will be fully funded if they receive aid

· that offer a choice of multiple service providers

· whose projects will provide services to the highest proportion of rural residents who do not have broadband access.

RUS accepted the first round of BIP applications between July 14 and August 20, 2009.  Up to $1.2 billion is available for “Last Mile Projects,” which are defined as any infrastructure project the predominant purpose of which is to provide broadband service to end users or end user devices (e.g. households).  Up to $800 million is available for “Middle Mile Projects,” which are defined as broadband infrastructure projects that do not predominantly provide broadband service to end users or to end-user devices, and may include interoffice transport, backhaul, Internet connectivity or special access.

BTOP.  the Recovery Act includes $4.7 billion for the BTOP, of which at least $250 million must be available for innovative programs that encourage sustainable adoption of broadband services and at least $200 million must go to upgrading technology and capacity at public computing centers.  The purposes of the BTOP are to:

· Provide access to broadband service to consumers in “unserved” areas.

· Provide improved access to broadband service to consumers in “underserved” areas.

· Provide broadband education, awareness, training, access, equipment, and support to:

· schools, libraries, medical and health care providers, community colleges, institutions of higher education, and other community support organizations and entities to facilitate greater use of broadband service

· organizations and agencies that provide outreach, access, equipment, and support services to facilitate greater use of broadband service by low-income, unemployed, aged, and otherwise vulnerable populations 

· job-creating strategic facilities located within a state-designated economic zone, DOC-designated Economic Development District, HUD-designated Renewal Community or Empowerment Zone, or USDA-designated Enterprise Community

· Improve access to, and use of, broadband service by public safety agencies

· Stimulate the demand for broadband, economic growth, and job creation.

DOC accepted the first round of BTOP applications between July 14 and August 20, 2009: up to $1.2 billion is available for Broadband Infrastructure projects; up to $500 million is available for Public Computer Center projects; and up to $150 million is available for Sustainable Broadband Adoption projects.

States, local governments, any agencies thereof, Indian tribes, non-profits, for-profit companies, and others are eligible to apply for funds under BIP and BTOP.   Awards under the two rounds of funding referenced above will be announced starting on or about November 7, 2009.  DOC will issue two more rounds of funding between now and June 2010.
  All awards under both programs must be made no later than September 30, 2010.


III. RECOMMENDATIONS

Based on the assessment of Washington’s progress to date, the feedback from stakeholders, and a comparative analysis of experiences and best practices in other states, the research project team developed a set of recommendations to expand and extend Washington’s health information infrastructure in the most effective and efficient manner possible.  

The recommendations address key considerations across six domains: (1) governance; (2) statewide collaboration; (3) clinical goals and objectives; (4) privacy and security; (5) technical considerations; and (6) financing.  The key considerations for each domain and the strategies to align and advance Washington’s eHealth strategies are discussed in further detail below.  

A. Governance

How states organize their eHealth efforts varies based on such variables as population, geographic boundaries, government organization, existing policies, marketplace dynamics, and cultural norms for how policies are developed, implemented, and enforced.  

Despite these variations, stakeholders share common interests and a need for a collective governance framework that convenes stakeholders, develops consensus, and promotes collaboration; coordinates policy development; aligns local, statewide, interstate, and national HIE strategies; and establishes mechanisms for accountability and enforcement.

Governance occurs within and across the institutional, local, regional, and state levels.  Because health care is local, governance structures that are built around local/regional marketplaces can enhance local adoption of HIT.  Because technical operations aren’t geographically limited, vendor relationships can be leveraged across communities and at larger scale.  At the State level, state government has a significant role not only as the enforcer of law, but also as a payor, a provider, and an owner of assets.

It is also important to note that governance is more than establishing by-laws and membership allotments; governance is the creation and allocation of resources for a collaborative framework for decision making and the definition of roles and relationships among all stakeholders.  

Governance is needed to:

· oversee and prioritize the development of the health information infrastructure;

· develop the policies and procedures for use of technology infrastructure and data sharing;

· deploy funds for the greatest public benefit;

· build the policy and financing foundation that will create and sustain the health information infrastructure; and

· create the mechanisms to enforce policies and standards.

Governance is best achieved through transparency and inclusivity.  Trust and confidence is created when all stakeholders feel they’ve had a role in building the framework of the activities and policies that govern them.  As a result, an inclusive and transparent statewide collaborative process facilitates achievement of public policy goals and promotes durable decisions, equity and fairness. 

Recognizing the importance of governance, Washington has taken significant steps toward developing and governing its health information infrastructure over the last four years.  In April 2005, Substitute Senate Bill 5064 created an advisory board, the HIIAB, and directed it to work with the HCA to: (1) develop a strategy for the adoption and use of EHRs and HIT that was consistent with emerging national standards and (2) promote interoperability of health information systems.  

Upon conclusion of the HIIAB’s first term, HCA maintained a reconstituted HIIAB to provide advice for the implementation of its health record bank pilot projects. 

In July 2009, the legislature called for a restructuring of Washington’s health information infrastructure governance framework.  Substitute Senate Bill 5501 requires HCA to collaborate with one or more “lead organizations” in the private sector to continue development of Washington’s health information infrastructure and implement methods for the secure exchange of clinical data statewide.  The lead organization(s) will coordinate development of processes,

guidelines, and standards to:

1. Improve patient access to and control of their own health care information and thereby enable their active participation in their own care; and

2. Implement methods for the secure exchange of clinical data as a means to promote:

· continuity of care;

· quality of care;

· patient safety; and

· efficiency in medical practices.

The Substitute Senate Bill 5501 also specified that the lead organization(s) designated by the administrator must: (1) be representative of health care privacy advocates, providers, and payors across the state; (2) have expertise and knowledge in the major disciplines related to the secure exchange of health data; and (3) be able to support the costs of its work without recourse to state funding. 

On August 17, 2009, HCA issued a State eHealth Collaborative Enterprise Request for Information (the “Request for Information”) to identify eligible candidates to serve as the lead organization(s) required by Substitute Senate Bill 5501 and ensure coordination of Washington’s eHealth-related Recovery Act efforts.  

In the Request for Information, HCA indicated that it was broadening the work outlined in Substitute Senate Bill 5501 to include the HITECH-sponsored programs.  HCA’s goal was to ensure that the efforts “result in a comprehensive and more robust state health information infrastructure plan that could competitively position Washington State in the HITECH grant process.”  To coordinate these efforts, HCA sought multiple private sector collaborating organizations that could accomplish specific sets or subsets of the identified activities as lead organizations.

HCA is planning to continue and expand the HIIAB to assist HCA in providing advice and recommendations on the integrated state health information infrastructure work that will include the health record bank project, HITECH provisions, and Substitute Senate Bill 5501.

In its Request for Information, HCA proposed a high-level overview of the envisioned collaborative structure.  HCA indicated that it was contemplating inviting representatives of the selected collaborating organizations and the larger statewide health information infrastructure communities to join representatives of other key groups (e.g., consumers) to ensure that the efforts serve the public interest and avoid duplication.  This stakeholder group will be comprised of all stakeholders and include representatives of those responding to the Request for Information.  This larger health information infrastructure stakeholder community (HIISC) would serve as a feedback mechanism to HCA and the HIIAB.

Figure 1 below depicts HCA’s proposed framework of relationships to satisfy both Substitute Senate Bill 5501 and the requirements for participation in the federal State HIE Program.
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Figure 1: Proposed Washington Governance Structure, Post HCA Designation of Lead Organization(s)

As the State continues to establish the leadership and governance framework for its health information infrastructure provide a foundation, Washington should work with its stakeholders to: 
1. Maintain a leadership framework that reflects federal statutes and funding opportunities guidance. 

A key to securing funding under the State HIE Program will be the extent to which Washington demonstrates that it has built and can sustain a governance mechanism that is transparent and inclusive and coordinates eHealth activities across the public and private sectors.

With respect to openness and transparency, the Request for Information calls for the lead organization(s) to demonstrate a “record of transparency in other ventures or initiatives and commit to having an open, transparent, and inclusive stakeholder process.”  HCA should continue to insist that designated organization(s) maintain an openness that includes both representation and input from the range of stakeholders identified in the Recovery Act. 

In addition to requiring broad stakeholder participation, HCA should also ensure State government develops an effective capacity for coordination within the public sector that informs and integrates with the envisioned public-private collaborative process.  Appropriate representatives from Washington state agencies should participate in workgroup activities and have sufficient authority to both guide and act upon recommendations from the collaborative process.

For the near-term purpose of preparing an application for federal State HIE Program funding, HCA should consider serving as the Fiscal Agent.  Given the due date of October 16, 2009, it will be difficult for the lead organization called for under Substitute Senate Bill 5501 to serve as the Fiscal Agent and prepare an application by the deadline.  Upon successful completion and submission of its State HIE Program application to ONC, HCA should carefully evaluate the fitness of the lead organization(s) to serve as a “State-designated Entity,” as contemplated by the Recovery Act. 

2. Develop clear descriptions of the roles, responsibilities, and decision-making authority within the eHealth governance process.

Two forces, Substitute Senate Bill 5501 and the federal procurement rules for the State HIE Program, significantly influence the evolution of Washington’s governance framework.  To ensure that its eHealth efforts continue to work effectively and grow to cover the additional responsibilities placed upon it, Washington should expand upon the “straw draft” presented in Figure 1 and quickly develop detailed lines of authority, roles, and responsibilities.  Detailed decision-making processes and authority should be designed to ensure that the input of all stakeholders involved in the collaborative process, outlined in Figure 1 above and described further below, will be documented and taken into account as Washington builds its health information infrastructure, thereby ensuring statewide HIE that truly serves the public interest.  Any proposed statewide HIE policies and standards, for example, should be advanced to a governing body of a Substitute Senate Bill 5501-designated lead organization upon a formal vote of participants in the collaborative process.  

Endorsed policies would be advanced to HCA for official State endorsement and could be implemented through a range of mechanisms, including sub-contracts for organizations that receive of funding from the State HIE Program. In addition, HCA should define the fiduciary flows and the accountability and obligations of participating entities.  

B. Statewide Collaboration

To ensure the development of an interoperable, consumer-centric healthcare system in the most effective and efficient manner possible, many states have developed mechanisms to coordinate statewide HIE and HIT efforts.  A central component of a successful eHealth framework is a collaborative process under which a lead entity is charged with creating and overseeing a number of workgroups that develop a set of common policies, standards, technical approaches that guide the development of the State’s health information infrastructure. 

Stakeholder participation is necessary, but insufficient to achieve the level of orchestration required to implement HIE.  States that have moved beyond the planning stages have developed and sustained inclusive, transparent decision-making processes to deliberate, solve problems, and address the complex technical, policy, legal, and financial issues of HIE.

This approach allows critical issues to be addressed in a systematic and ongoing fashion.  Simply articulating principles around privacy and security, technical architecture and financing will not provide the detail required to implement and address the complex and challenging issues that will need to be addressed to use HIT in a meaningful manner and operationalize HIE.  Instead, the collaborative decision-making process should yield consistent, enforceable policies that establish the technical, privacy, and financial rules for statewide HIE.  

Typically, the workgroups consist of representatives from a variety of public and private sector stakeholders, including the provider, consumer, patient advocacy, health insurer, and local HIE communities.  The workgroups can be staffed and supported by representatives from the statewide governance entity, state government, state designated lead organizations, and/or subject matter experts retained on contract.  For illustration purposes, a description of the roles and responsibilities for participants in New York’s statewide collaborative process is provided below: 

Workgroup Chairs/Vice-Chairs

· Call and facilitate meetings

· Foster consensus among workgroup participants to make decisions

· Resolve issues and disagreements, or if unresolved refer them to the statewide governance entity

· Work with staff consultants to develop agendas and meeting materials

· Work with staff consultants to develop project plans

· Create subgroups to work on specific areas as necessary

· Where appropriate request liaisons from other workgroups

· Arrange to provide liaisons from own workgroup

· Lead workgroup in its review of other workgroup products

· Lead discussion for providing final disposition on public comments

Workgroup Members

· Regularly attend meetings and actively participate in work efforts, including subgroups

· Communicate workgroup activities and decisions back to their organizations

· Represent their organizations; bring issues and feedback forward from their organizations

· Comply with workgroup decisions and fully integrate workgroup products into implementation plans

· Accept and complete action items from chair to advance progress of workgroup

· Provide regular progress reports to the workgroups

Workgroup Staff and Consultants

· Develop agendas and meeting materials with Chairs

· Develop and manage project plans, including deliverables, milestones and timelines, in coordination with chairs

· Support meeting facilitation

· Ensure compliance with workgroup policies and procedures

· Draft policies and develop work products

· Keep minutes, record action items and decisions

· Maintain workgroup membership lists

· Submit monthly reports to oversight body on workgroup progress

· Log comments provided during public comment period and document formal disposition
In the State of Washington, the HIIAB and HCA currently provide the collaborative framework to identify policy options and support the development of Washington’s health information infrastructure.  Owing to resource limitations, HCA and the HIIAB efforts have been primarily focused on the needs of the health record bank pilot projects.  Stakeholders interviewed for this report noted that this tactical level of support was important, but a broader, more strategic approach was needed to ensure the full range of HIE and HIT needs are addressed in comprehensive manner.

Substitute Senate Bill 5501 calls upon the lead organization to: (1) have expertise and knowledge in the major disciplines related to the secure exchange of health data; (2) in collaboration with the administrator, identify and convene workgroups, as needed, to accomplish its goals; and (3) conduct outreach and communication efforts to maximize the adoption of the guidelines, standards, and processes developed by the lead organization.

To ensure Washington maximizes its return on its current and future investments, the State should build on and enhance its existing collaborative foundation and:
1. Create a collaborative infrastructure to address key considerations, assess barriers, and recommend policies, practices and solutions. 

As called for by Substitute Senate Bill 5501, the HCA and the lead organization(s) should build a collaborative structure that focuses on developing the policies and framework to guide operations.  Whereas members of the leadership organizations will determine strategy and policy, the workgroup members should be drawn from stakeholder organizations and possess the appropriate technical, operational, and practical experience and knowledge.

The workgroups should address the technical, policy, privacy and security, and financing challenges of developing health information infrastructure.  The workgroups should have responsibility for the development of policies and procedures in the following areas:

· Clinical priorities, as discussed in more detail in Recommendation 3.

· Privacy and security, as discussed in more detail in Recommendation 4.

· Technology, as discussed in more detail in Recommendation 5.

· Financial sustainability, as discussed in more detail in Recommendation 6.

To ensure the timely development of high-quality recommendations, the process should be facilitated by subject matter experts and be guided by agreed upon deliverables and timeframes.  The subject matter experts should also be responsible for helping stakeholders to conform with agreed upon policies and to deploy technical services in a timely and efficient manner.  The State should develop a multi-year budget for this capacity to ensure the ongoing availability of the skills and resources to address stakeholder needs.

Finally, Washington should establish a formal process for adopting and enforcing the policies and procedures developed through the collaborative process. 

C. Clinical Goals and Objectives
National studies have found that the acquisition of interoperable HIT alone does not improve health care.  HIT and HIE strategies are simply means to an end and must be guided by broader health care objectives.  As stated by the National Coordinator for HIT, Dr. Blumenthal, “[HIT] – computers, software, Internet connection, telemedicine – [should be seen] not as an ends in itself but as a means of improving the quality of health care, the health of populations, and the efficiency of healthcare systems.”
  Both the federal government and states are accelerating efforts to articulate health care objectives and use them to inform the development of the underlying health information infrastructure.

At the national level, the Recovery Act explicitly draws connections between quality, HIT, and healthcare financing.  In order to qualify for Medicare and Medicaid incentive payments that will be made available through the Recovery Act, eligible providers and health professionals must demonstrate that they are “meaningful users” of HIT.  The Recovery Act requires HHS to define the components of and criteria for demonstrating meaningful use to HHS.

To help inform the definition process, the Recovery Act called for the creation of a HIT Policy Committee charged with providing recommendations to HHS.  After months of deliberation and public input, the HIT Policy Committee approved a definition of meaningful use and advanced its final recommendations to the National Coordinator for HIT on July 16, 2009.
  

The Committee’s defined meaningful use within the context of five health outcome policy priorities: 

1. improve quality, safety, efficiency and reduce health disparities;

2. engage patients and families;

3. improve care coordination;

4. improve population and public health; and

5. ensure adequate privacy and security protections for personal health information

For each priority, the Committee identified a series of sequential health care goals and objectives that will be used to determine whether providers and hospitals receive incentive payments under Medicare and Medicaid.  CMS is considering the Committee’s recommendations and is expected to release a  proposed rule on meaningful use by January 2010.  

Over the last seven years, stakeholders in Washington State have maintained a keen focus on and commitment to identifying and achieving statewide health care goals.

In 2002, Washington became one of the first states to implement a disease management pilot program for Medicaid beneficiaries.
  The program, which operated on a statewide basis until 2006, was open to fee-for-service aged, blind, and disabled beneficiaries with targeted chronic conditions – end-stage renal disease, chronic kidney disease, congestive heart failure, asthma, diabetes, and/or chronic obstructive pulmonary disease (added in 2005). 

When the Medicaid Disease Management pilot was discontinued in 2006, the State sought a new strategy to progress from a disease-specific focus to a more holistic approach for its most complex and costly populations.  As a result, the state developed the Chronic Care Management Program.  The program, launched in January 2007, pairs the techniques refined in the state’s Disease Management program with a predictive modeling tool that identifies beneficiaries at highest risk for service use.

In 2005, Governor Christine Gregoire implemented a five–point health care plan that included:

· Using evidence-based medicine to ensure that patients receive health care that works;

· Expanding chronic care management to better serve the 5% of patients who use 50% of health care resources;

· Emphasizing health promotion and prevention;

· Using health information technology; and

· Increasing data transparency to give consumers better information about health-care costs and quality.

In 2006, the Legislature established the Blue Ribbon Commission on Health Care Costs and Access and charged it with delivering a five-year plan for substantially improving access to affordable health care for all Washingtonians.  Co-chaired by Governor Gregoire and Senator Pat Thibaudeau, and including twelve other legislative and state agency leaders, the Commission held nine meetings and developed a final report which outlined a vision, a set of goals, and detailed recommendations for Washington.

To ensure that its health information infrastructure supports its health care objectives, Washington should build on its existing efforts and:
1. Create a workgroup to define clinical objectives for Washington’s eHealth efforts.

A key success factor for statewide eHealth efforts is the ability to establish clinical objectives, tie them to HIE implementation and HIT adoption, and track and report progress against these objectives over time.

As part of the statewide collaborative process, Washington should create a workgroup to recommend clinical priorities and develop mechanisms to assess progress.  The workgroup should be empowered to develop priorities based on Washington’s health care needs as well as national priorities as expressed in the evolving definition of meaningful use.  At a minimum, the workgroup would:

· monitor the evolving definition of “meaningful use” to ensure Washington is poised to support providers ability to qualify for Medicare and Medicaid incentives as specified under the Recovery Act and other quality initiatives as appropriate, 

· define clinical priorities that best demonstrate critical areas and opportunities for improvement in both the quality and efficiency of health care to guide the implementation of Washington’s health information infrastructure,

· communicate the value of interoperable HIT adoption and effective use to clinicians and other stakeholders, and

· develop clinical requirements, identify workflow issues, and advance policy recommendations to help drive and test the development of policies, protocols and standards.

D. Privacy and Security

In Washington, as in most other states, HIPAA sets the baseline for protection of health information, with specific Washington State laws expanding patient protection in certain instances.  The Recovery Act’s enhancements to federal privacy law, including the extension of HIPAA’s regulation to regional health information organizations (“RHIOs”) and HIEs as Business Associates, create new obligations on the health care providers, health plans, and HIT vendors that will participate in HIE in Washington State, necessitating development of policies and practices that ensure compliance with what has become increasingly complex federal and state privacy law.

A comprehensive system to ensure the confidential and secure electronic exchange of health information is expected to be one of many criteria for successfully drawing down the Recovery Act’s HIE planning and implementation grant funding and for developing a statewide health information network consistent with federal goals and nationally recognized standards.

Washington has demonstrated a strong commitment to the development of health information exchange that protects the privacy and confidentiality of patient health information.  Through its participation in the national Health Information Security and Privacy Collaboration (“HISPC”)  process, in which the State’s HISPC team developed a set of minimum privacy and security requirements related to user authentication, access and audit, use and disclosure, and transmission security and exchange protocols for HIE, and through the development of privacy standards and practices under the State’s Health Record Bank pilots, Washington has a firm foundation upon which to build comprehensive policies that will ensure that information is exchanged confidentially and securely within a statewide health information network. 
  

Building on this foundation, and consistent with the requirements of Substitute Senate Bill 5501, which requires HCA to collaborate with “lead organizations” to continue development of the State’s health information infrastructure and HIE, including developing processes, guidelines and standards that address data privacy and security, Washington should:

1.  Engage in a comprehensive assessment of the state’s privacy landscape.

Health privacy protection in Washington is an amalgam of state and federal law, with HIPAA providing the foundation, and specific state laws affording additional protections (e.g., to various classes of sensitive information) in certain instances.  Washington should build off of the assessment of variations in privacy practices of health care providers in the State  that was conducted during the HISPC process to develop a comprehensive review of the health privacy legal landscape undergirding HIE in Washington.
  This should include the interplay between HIPAA, the Recovery Act’s new privacy provisions, and state law, and should guide the development of a comprehensive framework of protection for HIE throughout the state.

2.  Establish a workgroup, as part of a statewide collaboration process, to develop common privacy and security policies.

To provide a foundation for broad trust in interoperable HIE across the state, Washington should establish a workgroup, as part of the statewide collaborative process described above, to develop a comprehensive suite of privacy and security policies that protect privacy, strengthen security, ensure informed consent and support the right of Washingtonians to have greater control over and access to their personal health information as it is exchanged throughout the State.  These policies should address the full range of privacy and security needs for interoperable HIE, including: authorization, authentication, consent, access, audit, breach and patient engagement policies, and should include enforcement strategies and penalties.  

Given the timeline for distribution of the Recovery Act HIE funding, Washington should focus on development of common statewide privacy and security policies with a fair degree of urgency, and should immediately begin considering a number of “threshold” issues that will influence the trajectory of the State’s framework.  These include determining whether Washington should attempt to pass new laws to govern HIE or develop policies within the confines of the State’s existing legal framework; determining whether to develop a statewide approach to consent (including common consent forms) or whether different HIEs should be allowed to implement differing approaches; and determining whether patients should be enabled to limit provider access to certain types of data available through the exchange, for example.

3.  Develop mechanism to ensure compliance with common privacy and security policies developed through the statewide collaboration process.

As a condition of receiving HITECH funding, HIEs and other stakeholders throughout the State should be required to comply with the privacy and security policies developed through the statewide collaboration process.  Compliance need not be mandated through law or regulation; instead Washington could mandate compliance through the contracts it employs to disburse HITECH’s HIE implementation or EHR loan funds, through any standards it may set for participation in its Regional Extension Center consortium, or through other similar means.  

E. Technical Considerations

In every state, there exist multiple layers and parts of a health information infrastructure.  Operating more as a “system of systems,” the health information infrastructure consists of:

· Care delivery organizations that use EHRs, disease management, clinical decision support, and other clinical applications;

· Organizations that operate PHRs and support other consumer applications such as health record banks;

· HIEs that serve multi-stakeholder entities and enable the movement of health-related data as hubs of natural information markets, where the majority of exchanges are satisfied within the HIE;

· Specialized participants that operate for specific purposes including, but not limited to laboratories, radiology centers, public health, research, and quality assessment; and

· Information and service providers that operate in vertical markets such as ePrescribing, state registries, Medicaid and Medicare.

Many of these organizations have their own HIT systems and networks.  The statewide health information infrastructure is intended to integrate, not supplant, these networks.  At any point in time the organizational networks will be in different stages of their life cycles, will be built on many different technologies, and have differing priorities regarding the data they collect and transmit.

Technical architecture (i.e., the principles, patterns and processes to guide design and construction of systems) matters in an environment with this level of complexity and existing investment.  As Washington develops its health information infrastructure, there will be pressure to avoid undue burden on existing systems weighed against a desire to enable sufficient exchange to meet the qualifications to receive federal funds.

In these complex environments, states struggle to array resources and prioritize technical implementation.  In Washington, while many provider systems, HIEs, and pilot projects have developed technical architectures for their organizations and efforts, statewide efforts have focused on discrete applications rather than a true statewide architecture.  Over the past year, at both HCA and amongst the stakeholders interviewed for this report, a consensus has emerged and efforts have begun to focus on the development of a shared infrastructure that supports both consumers and clinicians alike. 

Substitute Senate Bill 5501 also serves to accelerate efforts at building a shared infrastructure.  The Bill calls for the lead organization(s) to develop processes, guidelines, and standards that address the identification and prioritization of high value health data from health data providers that include: (1) prescriptions; (2) immunization records; (3) laboratory results; (4) allergies; and (5) diagnostic imaging.

Building on the existing efforts and the mandate of Substitute Senate Bill 5501, Washington should:

1. Define a technical framework around interoperability and concepts of data liquidity.  

Part of the collaborative decision-making process described above should be to define a comprehensive technical approach to broad interoperability and establish the policies to implement that approach.  This process will involve relating technical architecture to clinical and policy objectives, defining what systems at what layer must comply with policies, identifying core services and high-value data sets, and prioritizing the effort to deliver shared services.

A technical architecture workgroup should be convened as part of the statewide collaboration process to address the strategic and operational issues involved in implementation.  

At a minimum the workgroup should take on the following tasks: 

· enumerate the critical environmental assumptions that the technical architecture must address.

· define the network boundaries and determine which systems will comply with agreed upon statewide policies.

· support implementation of the high-value data sets identified in Substitute Senate Bill 5501 and the functions called for in the federal government’s State HIE Program (i.e.,  eligibility and claims, electronic prescribing and medication history, lab orders and results delivery, public health reporting, quality reporting, and summary exchange).  

· aggressively identify and deploy shared services in alignment with “meaningful use” as defined by the federal government’s State HIE Program which will support the development of shared infrastructure services such as: master person indexes, patient matching, provider matching, consent management, secure routing, advance directives, and clinical messaging.

F. Financing 

The creation of a high performing health system for Washington will depend on the ability to both build and sustain a policy and technical health information infrastructure that delivers value at the state, regional, and local levels.

Designing, piloting and implementing a fully interoperable health information infrastructure is a complex, multi-year process, involves a diverse range of organizations of varying sizes and technical sophistication, and extends beyond most organizations’ annual operating and budgeting cycles.  Making informed decisions regarding the timing and focus of investments in health information infrastructure requires understanding of the start-up and ongoing costs of development and implementation and the anticipated returns in savings or revenue generation based on the services offered.  Determining costs depends on the State’s goals for: (1) the rate of HIT adoption; (2) the pace and nature of the development of cognitive support capabilities, and (3) the types of HIE services deployed at the local, regional, and state levels. 

In addition, there are divergent interests regarding how best to fund a sustainable health information infrastructure.  The conventional wisdom is that while the burden of financing acquisition and installation of interoperable HIT falls on providers, the hoped-for benefit of cost efficiencies accrues to payors and purchasers of health care.  Another challenge is temporal: it will be some time before the monetary benefit of the electronic exchange of health information is demonstrated to the point that participants in the healthcare economy would rather pay the cost of this capability than live without it.

Achieving statewide interoperability does not end with implementation.  Stakeholders across the different sectors must develop business plans that address the ongoing policy and technical challenges of sustaining a multi-tiered health information infrastructure.

To date, statewide implementation of health information infrastructure in Washington has relied primarily on State appropriations.  In 2006, the legislature appropriated $3.4 million for the HCA to continue the work and implement the first consumer-centric health record bank pilots to be operational by January 2009.  An additional $1 million was also appropriated to provide grants to qualifying small providers, small practices, and rural health entities of up to $20,000.

On May 14, 2008, the HCA released a request for proposals from not-for-profit organizations to explore the viability and value of personalized online health records.  In August 2008, the HCA awarded grants totaling $1.7 million to three communities to help them set up consumer-managed health record banks: 

· Community Choice, Physician, Hospital, Community Healthcare Network, $551,445

· Inland Northwest Health Services, $583,377

· St. Joseph Hospital Foundation and The Critical Junctures Institute, $598,352

The State is also exploring the ability of patient-centered medical homes as a health reimbursement model.  In April 1, 2008, Senate Bill 6282 was enacted and established a patient-centered medical home pilot project.  The Bill required the medical home collaborative to coordinate its work with other HIT initiatives in the state. 

The grants and incentives emerging from the federal stimulus promise much needed funding to help advance Washington’s health information infrastructure.  However, the Recovery Act only provides a temporary infusion of capital and will be insufficient to pay for the total costs of a fully functional health information infrastructure that supports a high performing health system. 

To ensure the long term viability of its health information infrastructure, Washington must bring to bear the full range of policy and financing levers, including pay-for-performance, patient-centered medical homes, and its chartered value exchanges, to create the framework for ongoing financing of its health information infrastructure.  In the near term, Washington should:

1. Ensure Medicaid’s meaningful use incentive payments support the health information infrastructure.

The Recovery Act permits State Medicaid agencies to develop a definition of meaningful use for incentive payments to qualified Medicaid providers.  Washington should consider strategies to ensure that HITECH’s Medicaid EHR incentive payments are used to strengthen and sustain the State’s efficiency, interoperability, and care improvement goals.

2. Leverage Medicaid administrative funding to support interoperability.
HITECH authorizes a 90% federal match for expenditures incurred by states in administering the EHR incentive payments.
  In its Recovery Act Implementation Plan, CMS estimated total administrative match payments of approximately $1 billion over the duration of the program.  Washington should develop plans to leverage the Medicaid administrative funding to support HIT adoption and HIE expansion in a manner consistent with the State’s health information infrastructure framework.  To that end, Washington should carefully review CMS’s September 1, 2009 State Medicaid Directors Letter that provides preliminary guidance on the administration of incentive payments to providers.

3. Assess the need for an EHR Loan Program.  

Even with HITECH’s Medicare and Medicaid incentive payments, many healthcare providers simply will not have access to the up-front capital necessary to purchase and install EHRs.  HITECH provides funding for an EHR loan program, but requires states to contribute $1 of state funds for each $5 of federal funds.  Washington should undertake a survey to identify the need for up front capital among those providers who have yet to purchase EHRs or who require assistance to enhance their use of EHRs.  Upon assessment of demand, the state, through the statewide collaborative process, should identify potential funding sources to satisfy HITECH’s match requirement.
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List of Representatives Interviewed

	Organization Type
	Organization Name
	Representative Name

	State Government
	Health & Recovery Services Administration
	Richard Campbell

	State Government
	Health Care Authority
	Juan Alaniz

	Stakeholder Organization
	Community Choice
	Jesús Hernández

	Stakeholder Organization
	Community Health Network 
	Russell Sarbora

	Stakeholder Organization
	Group Health Cooperative
	James Hereford

	Stakeholder Organization
	Inland Northwest Health Services
	Jac Davies

	Stakeholder Organization
	Inland Northwest Health Services
	Thomas M. Fritz

	Stakeholder Organization
	Nicasol Consulting Services
	Kieran Murphy

	Stakeholder Organization
	Northwest Physicians Network
	Rick MacCornack

	Stakeholder Organization
	OneHealthPort
	Rick Rubin

	Stakeholder Organization
	Peace Health
	Marc Pierson

	Stakeholder Organization
	PTSO of Washington
	Roy O. La Croix

	Stakeholder Organization
	Swedish
	Cathy Johnson

	Stakeholder Organization
	Wenatchee Valley Medical Center
	William E. Gotthold 


Interview Guide

Project Purpose

The Washington Health Care Authority (HCA) is working with key healthcare stakeholders in Washington to prepare the State to take full advantage of targeted health information technology (HIT) funds that are or will become available through the recently enacted American Recovery and Reinvestment Act, commonly known as the stimulus package.

As part of this collaborative effort, HCA is gathering and analyzing information on HIT-related resources, capabilities, and plans from organizations across the state.  

This information will help the State: (1) develop a coordinated response to the opportunities and obligations posed by the Recovery Act and (2) advance a high performance healthcare system that serves the needs of all Washingtonians.  

Manatt Health Solution will facilitate data collection and assessment.  This questionnaire will help Manatt Health Solutions (1) learn more about your current and planned activities, and (2) understand your perspectives on statewide eHealth efforts. 

A. HIT Adoption
Organizational Level Considerations

A1. How are you structurally organized?  What is the relationship between your organization and its participants?    

A2. What is the current level of HIT adoption at your organization, and at its participants?

A3. Do you anticipate or are you preparing to embark on specific initiatives or undergo significant changes in response to the Recovery Act and if so what specifically are you doing to prepare? 

A4. How do you believe your organization will benefit from Medicare and Medicaid payment incentives for EHR adoption?  

A5. Is your organization assisting providers with preparation for meaningful use? If so, how?

A6. Does your organization have a role in providing technical services (e.g., HIT implementation, adoption or support services) to providers? If so, please describe type of services and organizations to whom you provide technical services 

State Level Considerations

A7. What state-level initiatives, services, or activities could assist HIT adoption for your organization and/or others in the community?

A8. What state-level initiatives, services, or activities could hinder HIT adoption for your organization and/or others in the community?

B. Health Information Exchange

Organizational Level Considerations

B1. What is the architectural model for your health information exchange? 

B2. What factors influenced your selection and sequencing of health information exchange functions?

B3. How many organizations/users are connected to your exchange?

B4. What data types are currently being shared electronically? What do you expect to be shared within the next six months?

B5. What is your average daily volume of data exchanged with outside organizations?

B6. What networks are you a part of (e.g., SureScripts, direct connections, clearinghouses, etc)? What has your experience with connectivity and exchange been? 

B7. What were the capital build costs that were incurred, or are expected to be incurred, in order to share health information outside of your organization? How was this/will this be financed?

B8. Are you planning to expand your connections to information exchange networks?  If so, which ones and why?

B9. What other care coordination or data sharing projects or initiatives are you participating in currently? Plan to participate in?

B10. What has been your experience in participating in the Health Record Bank pilots?

B11. With respect to broadband and telehealth, to what extent does your organization have broadband access?  To what extent do you currently or plan to participate in telehealth initiatives?  Is there a need for additional development of broadband and/or telehealth efforts in Washington. 

State Level Considerations

B12. Given the varying types of exchange that currently exist, how do you see the market place for data sharing evolving?

B13. From your perspective, what are the remaining obstacles for broader sharing of health information? 

B14. How do you foresee a consumer-centric model built around health record banks (consumer controlled data repositories) facilitating exchange of health information? 

B15. What technical services, if provided at a State-level, could help to advance HIE for your organization and/or others in the community?

B16. What technical services or functions should remain at the local level? 

B17. Should technical implementation of HIE be coordinated at the state-level or should various entities determine how to exchange data on their own?

B18. If there is statewide coordination, what aspects should be addressed (e.g., technical architecture, definition of shared services, use case prioritization, development of detailed implementation guides)? 

C. Privacy and Security 

Organizational Level Considerations
C1. Do you have written privacy and security policies and procedures?  

C2. Within your organization what enforcement procedures for compliance with privacy and security policies and procedures do you have?  How has your organization managed compliance with State and Federal privacy statutes and regulations?

C3. For what purposes can patient information currently be accessed? Are there permitted uses beyond diagnosis and treatment? What policy/mechanism exists as to assuring the "minimum necessary" standard? Do your protocols require affirmative patient consent? 

C4. Do you have a process for using de-identified data for research purposes?  For the development of best practices or other policy decisions?

C5. What do you see as the biggest issues in privacy and security around consumer-managed access to information (health record banks) and HIE?

State Level Considerations

C6. What privacy policies and security procedures should be established and governed at a state-level vs. the local-level?

D. Coordination of eHealth Efforts

D1. To what extent do statewide priorities for health (i.e., the Blue Ribbon Commission Findings, Governor Gregoire’s 5 Point Plan) influence your organization?

D2. What should be the guiding principles and top priorities for advancing eHealth in Washington? 

D3. To what extent is there a need for health workforce and training funding?  How should these efforts be coordinated? 

D4. What has been your role and/or involvement with the Health Information Infrastructure Advisory Board (HIIAB)?

D5. What HIIAB functions or activities have you found to be of most value?

D6. What are the critical subjects relating to health information exchange that should be determined by a centralized decision-making process vs. a distributed decision-making process (e.g., technology, access, security, terms of use, compliance, etc)?

D7. Senate Bill 5501 called for the designation of a “lead private sector organization to develop guidelines and standards to improve patient access to their own health care information and implement methods to exchange clinical data securely.” 

· Are there existing organizations that would be good candidates to serve as the “lead private sector organization?”  If so, what are their qualifications?

· Should a new organization be established to serve as the “lead private sector organization”?

· What functions and activities would you like to the “lead private sector organization” to take on?

· Should the “lead private sector organization” recommendations be advisory, or are there decisions as to which the “lead private sector organization” should have a veto?

· What role do you foresee for the HIIAB vis-à-vis this “lead private sector organization”?

· How do envision the “lead private sector organization” supporting its work without resorting to the use of public funding?

E. Wrap Up/Overall Recommendations

E1. What recommendations would you provide the State and HCA as it considers how to approach Recovery Act funding?
American Recovery and Reinvestment Act of 2009 (“Recovery Act”): is a $787.2 billion stimulus measure, signed by President Obama on February 17, 2009, that provides aid to states and cities, funding for transportation and infrastructure projects, expansion of the Medicaid program to cover more unemployed workers, HIT funding, and personal and business tax breaks, among other provisions designed to “stimulate” the economy.

Centers for Medicare and Medicaid Services (“CMS”): is a federal agency within the United States Department of Health and Human Services that administers the Medicare program and works in partnership with state governments to administer Medicaid, the State Children’s Health Insurance Program (SCHIP), and health insurance portability standards.

Certification Commission for Health Information Technology (“CCHIT”): is a recognized certification body for EHRs and their networks.  It is an independent, voluntary, private-sector initiative, established by the American Health Information Management Association (AHIMA), the Healthcare Information and Management Systems Society (HIMSS), and The National Alliance for Health Information Technology.

Consent: The Health Insurance Portability and Accountability Act Privacy Rule sets out two types of permission that are used to permit a covered entity to use or disclose protected health information: consent and authorization. A written “authorization” is required in certain circumstances, including for most disclosures of psychotherapy notes; to disclose health information for “marketing”; and for uses and disclosures that are not otherwise required or permitted by the privacy regulation.  The Privacy Rule, however, generally permits a covered entity to use and disclose protected health information without an individual’s authorization for treatment, payment and health care operations, and certain other specified purposes.

The Privacy Rule includes detailed requirements for the authorization form that must be used to obtain authorization when required. All authorization forms must contain certain core elements, including:

· A specific description of the information to be used or disclosed and the purposes of the use or disclosure;

· The identity of the person or class of persons authorized to make the requested use or disclosure;

· The identity of the person or class of persons to whom the covered entity may make the requested use or disclosure;

· A statement of the person’s right to revoke the authorization; and 

· The signature and date of the authorization.

A general “consent” is permitted but not required for use or disclosure of information for treatment, payment, and health care operations. Covered entities that choose to obtain a patient’s consent for use or disclosure of information for treatment, payment, and health care operations have complete discretion in designing their consent form and process. The regulation does not define the term “consent” and does not specify any requirements for the content of consent forms. 

Electronic Health Record (“EHR”): As defined in the ARRA, an Electronic Health Record (EHR) means an electronic record of health-related information on an individual that includes patient demographic and clinical health information, such as medical histories and problem lists; and has the capacity to provide clinical decision support; to support physician order entry; to capture and query information relevant to health care quality; and to exchange electronic health information with, and integrate such information from other sources.

Electronic Prescribing (“ePrescribing”): A type of computer technology whereby physicians use handheld or personal computer devices to review drug and formulary coverage and to transmit prescriptions to a printer or to a local pharmacy.  E-prescribing software can be integrated into existing clinical information systems to allow physician access to patient-specific information to screen for drug interactions and allergies.

Federal Communications Commission (“FCC”): is the United States government agency charged with regulating interstate and international communications by radio, television, wire, satellite and cable. 

Federally-Qualified Health Centers (“FQHCs”): are “safety net” providers such as community health centers, public housing centers, outpatient health programs funded by the Indian Health Service, and programs serving migrants and the homeless. FQHCs provide their services to all persons regardless of ability to pay, and charge for services on a community board approved sliding-fee scale that is based on patients’ family income and size. FQHCs are funded by the federal government under Section 330 of the Public Health Service Act.

Health Information Exchange (“HIE”): As defined by the Office of the National Coordinator and the National Alliance for Health Information Technology, Health Information Exchange means the electronic movement of health-related information among organizations according to nationally recognized standards.

Health Information Technology (“HIT”): As defined in the ARRA, Health Information Technology means hardware, software, integrated technologies or related licenses, intellectual property, upgrades, or packaged solutions sold as services that are designed for or support the use by health care entities or patients for the electronic creation, maintenance, access, or exchange of health information.

Health Information for Economic and Clinical Health (“HITECH”) Act: collectively refers to the health information technology provisions included at Title XIII of Division A and Title IV of Division B of the Recovery Act.

Health Insurance Portability and Accountability Act (“HIPAA”):  was enacted by Congress in 1996.  Title I of HIPAA protects health insurance coverage for workers and their families when they change or lose their jobs. Title II of HIPAA, known as the Administrative Simplification (AS) provisions, requires the establishment of national standards for electronic health care transactions and national identifiers for providers, health insurance plans, and employers.  The Administration Simplification provisions also address the security and privacy of health data. The standards are meant to improve the efficiency and effectiveness of the nation’s health care system by encouraging the widespread use of electronic data interchange in the U.S. health care system.

Health Information Organization: An organization that oversees and governs the exchange of health-related information among organizations according to nationally recognized standards.

Healthcare Information Technology Standards Panel (“HITSP”): A multi-stakeholder coordinating body designed to provide the process within which stakeholders identify, select, and harmonize standards for communicating and encouraging broad deployment and exchange of healthcare information throughout the healthcare spectrum.  The Panel’s processes are business process and use-case driven, with decision making based on the needs of all NHIN stakeholders.  The Panel’s activities are led by the American National Standards Institute (“ANSI”), a not-for-profit organization that has been coordinating the U.S. voluntary standardization system since 1918.

Interface: A means of interaction between two devices or systems that handle data.

Interoperability: Interoperability means the ability of health information systems to work together within and across organizational boundaries in order to advance the effective delivery of healthcare for individuals and communities.

Meaningful EHR User: As set out in the Recovery Act, a Meaningful EHR user meets the following requirements:  (i) use of a certified EHR technology in a meaningful manner, which includes the use of electronic prescribing; (ii) use of a certified EHR technology that is connected in a manner that provides for the electronic exchange of health information to improve the quality of health care; and (iii) use of a certified EHR technology to submit information on clinical quality and other measures as selected by the Secretary of HHS.

Nationwide Health Information Network (“NHIN”): A national effort to establish a network to improve the quality and safety of care, reduce errors, increase the speed and accuracy of treatment, improve efficiency, and reduce healthcare costs.

Notification: While the term notification is not directly contemplated in Health Insurance Portability and Accountability Act, the concept of providing notice of privacy practices is.  The Privacy Rule requires a covered entity to provide individuals with a written notice describing the entity’s privacy practices. Health plans are required to give notice at enrollment and to notify individuals every three years that the privacy practices notice is available. Providers that have a direct treatment relationship with an individual are only required to give notice at the date of the first service delivery; and except in emergency circumstances, must make a good faith effort to obtain a written acknowledgment from the individual of receipt of the notice. Providers must also have notice posted on the premises. Both plans and providers have special notice requirements if their privacy practices change. Clearinghouses acting as business associates of another covered entity are not required to give notice to patients. The notice must include:

· A description of an individual’s rights with respect to protected health information and how the individual may exercise those rights;

· The legal duties of the covered entity;

· A description of the types of uses and disclosures of information that are permitted, including those that are permitted or required without the individual’s written authorization;

· How an individual can file complaints with the covered entity and the Secretary of HHS;

· How the covered entity will provide the individual with a revised notice if the notice is changed;

· A contact person for additional information; and

· The date on which the notice is in effect.

Office of the National Coordinator (“ONC”):  serves as principal advisor to the Secretary of HHS on the development, application, and use of health information technology;  coordinates HHS’s health information technology policies and programs internally and with other relevant executive branch agencies;  develops, maintains, and directs the implementation of HHS’ strategic plan to guide the nationwide implementation of interoperable health information technology in both the public and private health care sectors, to the extent permitted by law; and provides comments and advice at the request of OMB regarding specific Federal health information technology programs.  ONC was established within the Office of the Secretary of HHS in 2004 by Executive Order 13335.

Privacy: In December 2008, the Office of the National Coordinator for HIT released its “Nationwide Privacy and Security Framework For Electronic Exchange of Individually Identifiable Health Information,”  (“Framework”) in which it defined privacy as, “An individual’s interest in protecting his or her individually identifiable health information and the corresponding obligation of those persons and entities that participate in a network for the purposes of electronic exchange of such information, to respect those interests through fair information practices.”  This language contrasts with the definition of privacy included in the National Committee on Vital and Health Statistics’ (“NCVHS”) June 2006 report, entitled, “Privacy and Confidentiality in the Nationwide Health Information Network.”  In its report, NCVHS recommended the following definition for “privacy”: “Health information ‘privacy’ is an individual’s right to control the acquisition, uses, or disclosures of his or her identifiable health data.”  

Regional Health Information Technology Extension Centers (“RHITECs”): As set out in the ARRA, Regional Health Information Technology Extension Centers will be established and may qualify for funding under ARRA to provide technical assistance and disseminate best practices and other information learned from the Health Information Technology Research Center to aid health care providers with the adoption of health information technology.

State-Designated Entities (“SDEs”): As defined in the ARRA, State-Designated Entities (SDEs) may be designated by a State as eligible to receive grants under Section 3013 of the ARRA.  To qualify as an SDE, an entity must be a not-for-profit entity with broad stakeholder representation on its governing board; demonstrate that one of its principal goals is to use information technology to improve health care quality and efficiency through the authorized and secure electronic exchange and use of health information; adopt nondiscrimination and conflict of interest policies that demonstrate a commitment to open, fair, and nondiscriminatory participation by stakeholders; and conform to other requirements as specified by HHS.

Security: The Health Insurance Portability and Accountability Act Security rule defines “Security or Security measures” as “encompass[ing] all of the administrative, physical, and technical safeguards in an information system. 

U.S. Department of Health and Human Services (“HHS”): is the federal government agency responsible for protecting the health of all Americans and providing essential human services.  HHS, through CMS, administers the Medicare (health insurance for elderly and disabled Americans) and Medicaid (health insurance for low-income people) programs, among others.
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� A compilation of the existing evaluations and studies of HIT’s impact on health care is available online through the State-level HIE Consensus Project at � HYPERLINK "http://www.slhie.org" ��http://www.slhie.org�. 


� Additional information on HCA’s efforts to develop a coordinated response to the eHealth provisions of the Recovery Act is available at � HYPERLINK "http://www.hca.wa.gov/hit" ��http://www.hca.wa.gov/hit�. 


� Additional details on the analytic approach, field research, and interview methodology and list of respondents can be found in Attachment 1.


� Both the State-level HIE Consensus Project (� HYPERLINK "http://slhie.org/" ��http://slhie.org/�) and the State eHealth Alliance (� HYPERLINK "http://www.nga.org/center/ehealth/" ��http://www.nga.org/center/ehealth/�) have produced multiple reports defining the key attributes of governance.


� Additional details on this funding program are provided below and available online at � HYPERLINK "http://healthit.hhs.gov/portal/server.pt?open=512&objID=1336&parentname=CommunityPage&parentid=47&mode=2&in_hi_userid=11113&cached=true#3" ��http://healthit.hhs.gov/portal/server.pt?open=512&objID=1336&parentname=CommunityPage&parentid=47&mode=2&in_hi_userid=11113&cached=true#3�. 


� See � HYPERLINK "http://www.leg.wa.gov/pub/billinfo/2005-06/Pdf/Bills/Senate%20Passed%20Legislature/5064-S.PL.pdf" ��http://www.leg.wa.gov/pub/billinfo/2005-06/Pdf/Bills/Senate%20Passed%20Legislature/5064-S.PL.pdf�, for a copy of the bill.  


� See � HYPERLINK "http://www.hca.wa.gov/hit/doc/finalreport.pdf" ��http://www.hca.wa.gov/hit/doc/finalreport.pdf� for a copy of the Final Report.


� See Jha, Ashish K., M.D., M.P.H., et. al.  “Use of Electronic Health Records in U.S. Hospitals.” New England Journal of Medicine.  Published at NEJM.org on March 25, 2009 and C.M. DesRoches, et al, “Electronic Health Records in Ambulatory Care – A National Survey of Physicians,” New England Journal of Medicine. 359, no. 1(2008):  50-60. 


� Thomas and Associates Consulting.  Report to WA State Health Information Infrastructure Advisory Board (HIIAB) SSB 5064. March 23, 2006.  Available at � HYPERLINK "http://www.hca.wa.gov/hit/doc/HThomasHITinWAState.pdf" ��http://www.hca.wa.gov/hit/doc/HThomasHITinWAState.pdf�. 


� As part of its September 1, 2009 guidance to State Medicaid Directors, the Centers for Medicare and Medicaid Services indicated that it expects that data warehouses, decision support systems, and other components of States’ MMIS to play a large part in achieving the vision for HIT and ensuring the meaningful use of EHR technology.


� Additional information on these pilot projects is available at � HYPERLINK "http://www.accessmyhealth.org/demonstration.php" ��http://www.accessmyhealth.org/demonstration.php�. 


� Pub. L. No. 111-5 (enacted February 17, 2009).


� See HHS Information Related to the Recovery Act, available at � HYPERLINK "http://www.hhs.gov/recovery/index.html" ��http://www.hhs.gov/recovery/index.html�. 


� See HHS the Recovery Act Implementation Plan – HIT – Medicare and Medicaid Incentives and Administrative Funding, available at � HYPERLINK "http://www.hhs.gov/recovery/reports/plans/hit_implementation.pdf" ��http://www.hhs.gov/recovery/reports/plans/hit_implementation.pdf�. 


� See HHS the Recovery Act Implementation Plan – Office of the National Coordinator for HIT, available at � HYPERLINK "http://www.hhs.gov/recovery/reports/plans/onc_hit.pdf" ��http://www.hhs.gov/recovery/reports/plans/onc_hit.pdf�. 


� Id.


� See � HYPERLINK "http://healthit.hhs.gov/portal/server.pt?open=512&objID=1269&parentname=CommunityPage&parentid=4&mode=2&in_hi_userid=10741&cached=true" ��http://healthit.hhs.gov/portal/server.pt?open=512&objID=1269&parentname=CommunityPage&parentid=4&mode=2&in_hi_userid=10741&cached=true� for the agenda and materials presented at the Committee’s July 16 meeting, including the Committee’s “Meaningful Use Matrix.”  


� See 74 Fed. Reg. 24854 (May 26,2009).


� See 74 Fed. Reg. 42740 (August 24, 2009).


� See 74 Fed. Reg. 42961 (August 25, 2009).


� See HHS the Recovery Act Implementation Plan – HIT – Medicare and Medicaid Incentives and Administrative Funding, available online at � HYPERLINK "http://www.hhs.gov/recovery/reports/plans/hit_implementation.pdf" ��http://www.hhs.gov/recovery/reports/plans/hit_implementation.pdf�. 


� See “HHS American Recovery and Reinvestment Act (Recovery Act) Implementation Plan:  Health Information Technology – Medicare and Medicaid Incentives and Administrative Funding.” Centers for Medicare and Medicaid Services. Available online at � HYPERLINK "http://www.hhs.gov/recovery/reports/plans/hit_implementation.pdf" ��http://www.hhs.gov/recovery/reports/plans/hit_implementation.pdf�. 


� Id.


� A copy of the FOA is available online at � HYPERLINK "http://healthit.hhs.gov/portal/server.pt?open=512&objID=1336&parentname=CommunityPage&parentid=47&mode=2&in_hi_userid=11113&cached=true#3" ��http://healthit.hhs.gov/portal/server.pt?open=512&objID=1336&parentname=CommunityPage&parentid=47&mode=2&in_hi_userid=11113&cached=true#3�. 


� The FOA states that the $4 million award floor applies to states, the District of Columbia and the Commonwealth of Puerto Rico.  The amount of for remaining Territories will be determined based on population size and needs.
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