What is the benefit of HIT for the State of Colorado?

KC

We can exchange a tremendous amount of data under the presumption that we are tracking “quality of care,” but if the data are incomplete or inaccurate we may not have accomplished much toward accurately measuring or otherwise improving quality of care.  Further, it is important to be able to track quality of care data and to ensure the accuracy of that data before we can begin to understand next steps or needs for promoting additional HIT solutions.  Discussions should begin around those data elements necessary to establish and promote “best practices.”  This means, first and foremost, establishing standards for reporting methodologies that all data reporting organizations can agree upon.
From a European medical journal on the importance of tracking quality of care data and the potential uses for that data (Quality assessment: is the truth in the outcome? Eur Respir J 2008; 31:6-7
“Healthcare workers and medical centres are increasingly requested to report data about their results of medical treatment. Governments call hospitals to account for their results in order to plan new healthcare structures, and to support new regulations in medical systems. Insurance companies are highly interested in the results of medical treatments to enable cost-effectiveness of care and benchmarking between different providers. Centres with the "best care" for the "lowest price" are popular in the financial departments of healthcare agencies. Newspapers and magazines regularly fill their columns with comparisons of hospital performances regarding patient safety and satisfaction. And last, but not least, patients themselves want to know and have the right to know whether their medical centre and their doctor deliver good quality of care.
Several systems have been developed to evaluate quality of care, sometimes with far-reaching consequences. In the UK, general practitioners' remuneration is now directly linked to the scores attained in the Quality and Outcomes Framework. The success of such an approach depends, in part, on designing a robust and clinically meaningful set of indicators.”
CMS has recently announced the results for a pay-for-performance initiative that has resulted in improved quality of care outcomes for patients (http://www.healthcareitnews.com/story.cms?id=9548).  
I ranked “reduce costs” as the second most important benefit of HIT.  Most of the other identified benefits on this list (3-9 above) are the components (the “how”) for reducing costs.  Reducing costs through HIT solutions will require several things.  First, cost benefits are substantially lower if adoption of HIT solutions is low.  But, the adoption of any HIT solution will not suffice.  Therefore, secondly, there must be a coordinated effort among health care entities to adopt HIT solutions that are interoperable, for example.  Coordination requires strong leadership and potentially a stick-and-carrot approach (pay-for-performance, for example).  This leadership will probably need to emanate from the State, at least initially (this is the conclusion from NASMD (National Association of State Medicaid Directors) and is detailed more fully in the recent NGA report). Coordination must include: ensuring limited duplication of HIT efforts; encouraging buy-in from health care entities; and, developing standards around systems, data exchanges, information sharing, etc.  
KT

1. Improved patient care in a medical home with less duplication, fewer errors, fewer unnecessary tests, more knowledge of the patient at the time of service. Decision support and improved treatment of chronic conditions.

2. If we accomplish both above, costs will go down as a secondary gain, and administrative/payment issues would simultaneously be more timely/efficient.

EH

1. In the long term, the most important benefit is improved efficiency of delivering care (reduced administrative costs). Achieving this benefit will require big initial investment and a long wait for return.

2. Close behind is the chance to have system less prone to error and duplication, and of greater perceived quality.

DM

1. Reduce costs by administrative efficiencies
2. Improve quality of care
BOD
1. Quicker, more accurate treatment
2. Reduce costs, improvement in treatment through trend analysis
MC
1. Improve quality of care

2. Enhance patient safety

3. Reduce costs of healthcare
MH

Automate processes to organize care better, provide ability to track patient care plans (tests, referrals, information), do population management to identify and target areas of deficiency to improve care and patient safety, reduce fragmentation, reduce duplication of tests, and improve communication and coordination of care between various providers (physicians, hospitals, nursing homes, etc),  It can also  provide a mechanism to share data at the point of care between various entities (labs, pharmacies, health plans, providers, etc) and aggregate data for quality reporting.
JH

1. Reduces costs for healthcare in one of the healthiest states and promotes living in such a majestic place with some of the best healthcare support networks in the country.  Thus encouraging growth and recognition.
2. Data driven quality of care improvements that are patient lifecycle continuum of care based.  Having all medical data from every provider being accessible to all providers will allow for Guided Care that can be monitored and measured to improve outcomes.

3. Real-time access to health medical records which allows for disease tracking and pandemic alerts.  Providers will have access to all medical information for patients so they can populate their systems to provide better care but also spot trends that detect disease and pandemics.
LD
1. Improved health and productivity of the population through improved quality, safety, timeliness of health care services: decreased errors/unnecessary/inappropriate services, optimize health status/functioning.
2. Better value from health-related expenditures: shared investments in Health IT infrastructure for broad benefit, ability to gather/apply evidence about effective health care services, optimize health coverage.
3. Improved empowerment and accountability: requires action to streamline/strengthen statutory/regulatory privacy/confidentiality protections, opportunity to promote community standards for data sharing practices.
Examples: 

· Providers/patients can better choose effective treatments, support self –management, optimize functional status and productivity (work, other) related to complex chronic conditions, aging population

· Collaboration for a shared Health IT infrastructure optimizes/reduces individual public and private stakeholder investments, create market demand for effective, lowest cost health IT products 

· Improved quality, safety, cost-effectiveness of services impacts the Medicaid/state employees bottom line and state budget expenditures – Health IT can impact/lower the rate of growth in Medicaid, State Employee costs

NM

1. Improve efficiency and quality in delivering healthcare
2. HIT would not just reduce errors but also will reduce costs
3. Improvement in managing chronically ill patients
AS

1. It will provide standards’ based (electronic) interoperability and transparency between all medical stakeholders/providers serving all Colorado consumers (including underserved and diverse populations).
2. It will provide portable personal health records that can support improved quality of care and support making better informed decisions – without delays.
3. It will reduce cost of medical care and per-unit insurance cost, more efficient use of resources and in-effect support greater number of people getting insured.

RD

1. The state’s current system it’s tedious, and expensive due to the duplication of effort by several departments that collect and access data citizens the state has responsibility for care.

2. The state would have easy access to outcomes and trend data which would make budgeting a more efficient process.
SWR

· State will benefit as a Payer from reduced costs through elimination of duplicate tests and treatments and improved patient outcomes

· May someday assist in Pandemic Alert

Primary Issues/Obstacles

KC

1. Lack of coordination among the different health care entities implementing HIT solutions.  This lack of coordination may be due to an unwillingness to cooperate, which may be due to a lack of trust among these entities.  A common vision and a set of goals must be articulated and agreed upon, and a strong leadership must help to facilitate these discussions and drive the overall effort.

2. Scarce resources, especially around funding, are increasingly an issue.  Coordination between entities on HIT solutions will help to ensure that scarce resources are used appropriately.  

3. The discussions around patient data ownership/control and competing on that information.  The current exchange model is non-conducive to improving patient outcomes.  Empowered to move their health data to an entity such as Microsoft, patients will increasingly gain ownership over their individual health records thus making the arguments around patient data ownership moot, especially as organizations such as the AMA have come out in support of patient ownership of PHI.  However, this model has shown some resilience and is slow to wither and die.

KT

1. Complexity of implementing systems that operates with each other/standardization that all specialties/ health care providers can work with – at both the state and the national level.

2. Cost of adoption/implementation, especially for small practices/individual providers.

3. Change management among docs, including efficient data entry systems (i.e., voice recognition etc).

EH

1. The most important obstacle, by far, is the capital investment needed at a time where hospitals and primary care practices have increasingly thin margins

2. The second major obstacle seems to be technical- interconnectedness is an important feature of advanced HIT, yet the lack of standards and clear industry leaders has resulted in “Towers of Babel”

3. Finally, there is a personnel issue- healthcare professionals lack basic IT skills, and there seems to be a shortage of IT professionals able to function in the world of healthcare.

DM
1. Lack of coordinating entity that has power over all of the disparate entities that have no investment in cooperation or lack of enforceable standardization.
2. Lack of funding directed to the components and entities that could get the job done; lack of funding pulled from the XXX.

MC
1. Appears to be no viable long-term business model for the funding of health information exchange
2. Privacy and Security of Information
3. Cooperation between Providers, Consumers, State, and Federal Government

4. Legal Issues

BOD

No economic incentives exist to change the current systems.
MH

1. Having multiple systems that are not interoperable (either in physician offices, hospitals, health plans, labs, pharmacies, etc) making it difficult to share point of care data, aggregate data for population management to determine deficits in care, or communicate across multiple silos.
2. Providers not having the ability to better organize their data for patient care, follow up, and track or report quality data in an efficient and effective manner.  (I need to clarify that I don’t think the EMR’s available today provider a lot of this functionality yet but could be linked electronically with tools that do so together could provide solutions to several of these issues).
3. Issues created when organizations’ want to “own” the data for competitive purposes or sell the data, thus making it more difficult to share data for overall community good.  Need to build a community of trust but if that doesn’t work, may need legislation for this if it becomes a problem.

4. Currently physicians do not get ER and Hospital data very readily to let them know that their patients were seen thus they are usually not able to develop strategies to prevent this from happening in the future.   As they become more accountable for decreasing costs and improving care, this and other type of feedback data will be crucial for them to have.

LD
1. We have to have a public policy mandate - the “we must and will do this” action that creates a demand for health information, signals the need for full participation/adoption, commits to a plan.
2. We need to develop strategies to address both initial capital investments in Health IT capacity, and ongoing HIE business model that balance costs/benefits across public/private stakeholders.
3. We need to make sure that HIE infrastructure organizes around key principle of HIE as public good to avoid fragmented, siloes of electronic health information, don’t achieve full benefit of HIE.

NM

1. Establishing standards to ensure Interoperability
2. Come up with an incentive plan to incentivize adoption

3. Come up with funding for this initiative
AS
1. Cost of implementation and the burden of providers adopting a new method of working in the electronic domain – departure from what they currently use.
2. Lack of standards, such that it would dissuade any small medical records business to leverage existing infrastructure.
3. Lack of awareness or education for efficient use of this work in a secure manner and without losing business.
RD

1. This would be a costly endeavor that could be paid for in savings.
2. Where to start, it’s a large elephant.
Key Findings  (What did you learn or what conclusions on the state of HIT did you reach)
KC

1. A lack of coordination among the state’s health care entities suggests that no standards are likely to emerge in the near term, scarce resources (especially financing) will not be utilized efficiently, duplication of effort will continue unabated.

2. There must be strong leadership with a clear vision and goals, who can motivate these competing entities to work together in the interest of the patient.
KT

1. More complex than I ever imagined – and I have been using an EMR for years.  Hospital needs vs private doc needs vs. rural provider needs vs. specialty needs etc.

2. Despite the complexity, there are many solutions available/paths to follow, and the state needs to lead the effort rather than waiting for action on the federal level.

3. Cost saving goals need to be framed in a different paradigm than other industries – and that needs to be realized up front.  Cost savings will eventually result from better patient care but we need to design a system that tracks and captures that to truly show success.

EH

1. There’s a lot already going on – Microsoft/Google involvement seems to be an important step forward, but smaller efforts to link hospital-hospital and provider-hospital are encouraging. 

2. Privacy concerns are probably holding things back. Given the successes in banking/finance with maintaining records safely, this concern may be overblown.

3. There’s a thin line separating successful efforts from failed efforts and it’s not clear what predicts which side of the line a project will be on. Small investments in many small projects seems wiser than 1 big play.

BOD

1. The committee focused on health information exchange.  Centura hospital group said that IT enabling of hospital devices was the most important IT area in which they were working.

2. An economic incentive exists to implement health information exchange for practice neighborhoods (hospital group, group of providers with the same patients.)  There is no economic incentive for broader information exchange.

3. National commercial services are now coming on-line (e.g. Google Health, Microsoft Health Vault.)  These services may provide sufficient standardization and economic under-pinnings to jump-start widely adopted health information exchange.

4. The standards from commercial services will not meet the need to perform statistics and research for population-based health improvement.

MC
1. Complexity of issue due multiple agendas by the various constituencies
2. The need for consumers to support concept of health information with no guarantee of 100% Security
3. Significant connectivity hurdles

4. Overall costs and lack of successful business model to support HIT

MH

1. There are a lot of excellent IT activities but they’re not coordinated so it’s causing more fragmentation of data, continued silos of care, and potentially increasing costs.  Technology will play a crucial role in improving care, and reducing duplication however, we will need a cohesive vision, community trust and political will to implement a coordinated plan to spread effective IT solutions across the state.
2. Healthcare is local – building a community of trust probably needs to happen locally but can potentially be leveraged to connect into statewide platforms.  Good examples of this are QHN and Mark Wallace’s Alliance done locally – we should talk with them more about what would incent them to join a statewide initiative.
JH

1. Too many approaches to this problem are being taken without a vision to how it reduces costs and improves the quality of care.  The solutions are band aiding the problem and not solving the problem.  The real problem is that medical records are not available to the people who need them to make good cost effective decisions.
2. Costs of healthcare delivery are tied tightly to the current industry practices that do not support electronic methods.  Healthcare has been based around paper processes for a long time and lag many other industry segments which have automated to gain efficiencies and cost reductions.
LD
1. Health IT/HIE are necessary for achieving health care reform. Parts of an effective public/private HIE system are identified, must be implemented and aligned, will take time, are developmental/experimental.
2. States are actively leading/empowering/financing HIT/HIE implementation. CO efforts should be aligned with emerging strategies for HIE adoption, governance, services, financing, HIE policies/practices.

3. Many CO stakeholders are active with HIT but going to scale/realizing benefits requires defined statewide goals; roadmap building on local HIE efforts, CORHIO; incentives/resources across public-private sectors.
NM

1. For HIT to be successful we need collaboration between Public and Private healthcare stakeholders.  There needs to be an incentive program to accelerate adoption. We need to account for the considerable amount of time and money spent to convert all the existing paper records. One thing that often gets overlooked is the ongoing operate costs and if the entity can sustain it after the initial capital investment.
2. Since there is a considerable interest and drive by the Federal government to promote and to a certain degree fund the adoption of HIT and since Medicaid is one of the largest purchasers of healthcare they can exert ample leverage to force all the purchases of the service to follow suite
3. For HIT to be successfully implemented there has to be interoperability. Standardization is extremely critical to promote interoperability
AS

There are no global standards in place. Currently, numerous implementations have adopted standards specific to their own need.
It is not always considered cost-effective for the providers/stakeholders to use HIT; despite upfront expensive adoption cost. Also, it is not clear there are improved outcomes for healthcare.
It is clear this should be adopted as soon as possible as long term benefits are quite clear, at least to the committee members.
RD

This is going to be a daunting task as there are several projects underway in Colorado and integrating final products will require effort and commitment by the State and providers.
SWR

· Benefits of HIT are elusive. While there are examples of cost savings and improved care, the widely accepted view that widespread adoption of HIT will result in huge cost savings and significantly improved care are not yet supported by significant accomplishments.

· The benefits of HIT are not equal across all patients or providers.  It appears to be most beneficial for chronic conditions. Attempting to get all providers to adopt full scale EMR’s will not be cost effective and will not necessarily improve the quality of care.

· The cost benefits that are achieved fall primarily to the payor while the cost of adoption falls primarily on the provider. Finding a way to better share both cost and benefit will help accelerate adoption. Additionally, payers will benefit by eliminating duplicate tests and procedures but providers are paid based on the tests and services provided. Again, a disadvantage for provider adoption.

· Too many federal, state and public/private groups are trying to do the same thing or have overlapping initiatives.  No common standards, approaches, governance have resulted from all these groups.

· Technology is changing rapidly. Many of the HIT initiatives started several years ago and their selected technology is already outdated.

· EMR’s have a low adoption rate (12% among physicians and 11% by hospitals per CBO). The business case for Interoperability is very difficult without more to share among providers.

· Patients have been virtually left out of the HIT discussion. They must help drive demand for changes and are in a unique position of being the customer for both payers and providers and, therefore, pressure providers to adopt technology to meet their needs. Ultimately, patients pay all medical costs either directly, through the insurance they purchase or as taxpayers.

· Patient involvement is also required to achieve the quality improvement desired especially in the area of the greatest identified benefit, chronic conditions. Their ability to share health data from home (e.g. glucose or blood pressure readings) with their providers is a very important variable in quality care. As the population ages and more care is shifted from traditional venues like hospitals to outpatient and home care this will be even more important. It will also be a population with a much higher rate of technology adoption.

· Consumer driven healthcare is becoming more prevalent as payers and employers are shifting more cost and responsibility to the patient. 

· Private sector solutions (e.g. Microsoft, Google, Covisint et al) appear very promising. Their ability to make significant upfront investments, different business models and competition suggest they will be faster and cheaper technology solutions than the public or public/private solutions generally being pursued today. Additionally, they will by necessity solve the interoperability issue and overcome the lack of standards. And, therefore

· The Office of the National Coordinator for Health Information Technology (ONC), a division of HHS recently released a plan to “coordinate the federal government’s health IT efforts, which seek to achieve nationwide implementation of an interoperable health IT infrastructure throughout both public and private sector.” 

· This initiative is “poorly conceived…the federal government has a miserable track record when it comes to imposing large information systems, even within its own agencies. The idea that somehow the Department of Health and Human Services will be able to effectively mandate an optimal information system not only on federal agencies but the private sector as well is ludicrous. Any system that is imposed today will be obsolete in five years. Yet the federal government is woefully incapable of changing or eliminating outdated rules and regulations. So we will be stuck for all time with whatever they come up with.”- Greg Scandlen, Director of Consumers for Health Care Choices at the Heartland Institute

· “I have lost track of how many ‘Health IT’ initiatives I’ve seen coming out of the Department of Health and Human Services. Real, patient-centric health IT will come when patients command the resources spent on their health care, not by another executive order.” – John R. Graham, director of Health Care Studies at the Pacific Research Institute.

· CORHIO has an important role in establishing governance, security and privacy standards for HIE in Colorado. Additionally, it can be the contracting body for a private sector technology solution. It should not be developing its own technology. It also could play an important role in the education of patients and providers.

· CORHIO should expand its constituent organizations. Broad adoption of information sharing agreements should be obtained before investing in technical solutions.

· Providers do not want share data with competitors.
Recommendations

KC

1. An HIT entity/office with, at the very least, a coordinator position for the State should be developed.  This position may be appointed by the Governor, implemented through legislation, be a State classified position, or be developed through some combination thereof.  This position will help to coordinate State efforts around HIT solutions, providing leadership around a vision and goals for health care entities in Colorado.  This position will also work to establish relationships with other states willing to collaborate on HIT efforts.

2. HISPC recommendations should be implemented to ensure security and privacy around the sharing of data.  Additionally, data standards must be developed and agreed upon to ensure “best practices.”

3. The State’s Medicaid agency (HCPF) should be required to provide adjudicated claims data, excluding financial data but containing diagnosis codes, for example, to the PHR of the patient’s choice.  However, the entity receiving this data must be able to accept data to populate a patient’s PHR in a format that the State can readily produce.

KT

1. We need to look seriously about what Microsoft has to offer – there is a depth of knowledge and expertise in that system that would be difficulty (and futile) to reproduce.  I think there are pieces/concepts/resources here that we must strategically and intelligently incorporate.

2. Incorporate and build upon the work that has already been done within the state – CoRHIO, rural groups, etc – we have the expertise and experience in our group to do this successfully.

3. Proactively guide expectations on outcomes – meaning set our goals/outcome measures on objectives that we can track/capture in the framework of improved patient care/less error/less duplication – I think our presentation from Dr. Chase on 8/11/08 will help with this!!!

EH

1. Promote access of hospitals and doctors offices to patients’ pharmacy records using small pilot projects. Might start with Medicaid pts.

2. Promote the education of health IT professionals.

3. Develop a central digital “release of information” form.

DM

1. Streamline administration of healthcare transactions

The How: Requiring standardization in multiple transaction type of processes. Implement requirements for swipe cards to verify eligibility; standardized credentialing form for physicians; standardized formats in electronic health information transactions.

2. Enhance access to and use of electronic data at all level of consumers, providers and systems (RHIO’s)

The How: Adopt interoperability standards; build out the “Last Mile” project for hospitals; make registries available and require that information updates have the capability to be bi-directional. Align incentives for physician use by paying for e-visits and telemedicine visits. Incent physicians by paying more for demonstrated outcomes. Permit consumers to have greater personal responsibility through access to personal health records. Require providers and health plans to provide electronic friendly downloads of data to consumers upon request.  Require health plans and providers to download data to the RHIO. Require e-prescribing for Medicaid and S-SCHIP programs.

3. Improve health of population and improve the quality of care that is delivered.
MC

Design successful model for HIT which is sustainable well into the future with a focus on reducing costs, improving quality, and streamlining administrative processes

BOD

Work with medical providers to explore ways in which national commercial services can help them to exchange information.

MH

1. Develop statewide standards (technologic, privacy and security issues and clinical issues) in order to make health information exchange and data aggregation possible statewide.   Groups like CORHIO are in a good position to work on the technologic and privacy issues – CCGC can help with the clinical standards).
2. Select a short list of EMR and registry products for Colorado to reduce fragmentation (can use an RFP process for this) – use group purchasing to reduce costs and make it easier and less expensive to make the systems interoperable and thus be able to make the systems available to providers at a more reasonable cost. They did this in Massachusetts and made it mandatory that any vendors that participated needed to agree to become interoperable with the other vendors.  Once we build an interoperable structure, you can link in Health Vault and Google or other things that make sense for everyone, just not an unlimited list. We need to make a commitment to fund the interoperability piece in the most efficient and cost effective way – CORHIO is set up to do this but will need assistance.

3. As we build interoperability between various systems, sharing labs and other data, we also need to link in a common secure communication platform that will allow anyone to communicate with anyone else on the network, similar to Outlook (it doesn’t matter if I’m on AOL or Comcast, I can send an email to someone else using Outlook). This is different than just exchanging data. This is the ability to converse about the data which often does not happen, especially when patients are seeing multiple physicians, leading to patient safety and quality issues when things fall through the cracks or care is not coordinated – for instance a primary care doctor may send an email to a specialist: “I am concerned about Mrs. Jones’ lab test – are you going to follow up with her or should I?).  State can do an RFP for this.*
4. Work with health plans, hospitals, labs, etc to be able to aggregate data across multiple settings.  If needed, propose legislation to enable this to happen.

JH

1. Implement state wide initiative to make state residents health data available through the Microsoft Health Vault.  Mandate providers to maintain the accuracy of submitting data to every resident’s health vault.  State of Colorado should pay for each state resident Health Vault account.  Ensure simplest form of data transfer is available to providers to reduce workload and resistance.  Fax to Microsoft HealthVault or even state agency that would provide free service to scan paper to Microsoft HealthVault.
2. Leverage Medicare and Medicaid performance measurement statistics to drive quality of care expectations in coordination with insurance companies.  Leverage the CORHIO established architecture to collect performance statistics across disciplines such as hospitals, urgent care, mental health, home care, etc so each discipline can be measured against best practices.  Then make statistical information available to insurance companies with a rating of performance by disciplines to encourage rate reimbursement based on quality of care.
3. Establish connectivity across the state so providers can get to MS HealthVault data.  Additionally, provide bandwidth in networks to support remote doctor support from Denver to Rural areas via video conference to Nurse Practitioners and Physicians assistances.  This would allow rural communities to bring in skilled providers as necessitated.  This would encourage major hospital chains who are having to build this technology on their own and are making decisions to not support these communities due to the costs.
LD
1. There are strategies, priorities, recommendations emerging across states and from key projects about state government roles/actions that we should target in formulating recommendations.

2. We should target key resources and opportunities: the Building Blocks to Reform initiative, empowering CORHIO, specific HIE strategies to drive adoption (e.g., Medicaid, state employees).

3. We should work closely with CORHIO to understand the implications of options and opportunities for roadmap goals, targeted HIE services, implementation phases, financing options.
NM

1. Phased approach in implementing HIT. Identify willing consumers of this service and implement the product. Selection of the consumers will be based on factors such as geography, capabilities etc. To reap the true benefits of HIT one needs to have an HIE. To measure success of HIT one needs to tie HIT to HIE. Once successfully implemented roll this out to subsequent regions.

2. HIT investments though made by the individual organization should adhere to the standards of interoperability.

AS
1. Conduct education workshops or seminars for educating for providers’ awareness of the benefits/ROI.
2. Allow portable RIO like structures such that each provider/practice can insert themselves in the network of supporting EHRs and PHRs.
3. Demonstrate that the system can be secure and patient privacy is guaranteed.

RD

Pick one project that has the greatest chance for success and build upon it.  
Other

EH

1. Don’t invest in things for which there is a good business case- they’ll move ahead better on their own. Don’t get in the way

2. Invest in things that have a good return on investment but that require collective effort, analogous to building roads to promote factory development.

3. Look for things that don’t cost anything, like legislation that breaks down barriers.

DM

1. Our group has failed to study the existing laws that may help or hinder adoption (maybe hire a consultant to pull this together). EMR will not automatically help with administrative processes nor decrease costs for physicians.

2. Our group should discuss what type of IT leadership/infrastructure that the State should have going forward; how is it staffed; what type of mandate for policy suggestions or implementation.
	What
	How to implement
	Who Pays
	Short-Term or Long-
Term Feasible
	Notes:
Cost to Implement

	Standardization
	Legislation
	Vendors/ Providers
	Intermediate,
depend on transaction
type
	$$; difficult politically 

	Swipe Cards for eligibility
	Legislation/ pull through strategy from health providers
and the IT Leadership
Group
	Health Plans for creating the cards and the electronic interface/ Providers to
pay for devices and
transaction costs
	Short term
	United HealthCare
currently offers; $

	Swipe Cards for POS adjudication
	Legislation/ pull through strategy from health providers
and the IT Leadership
Group
	Health Plans for creating the cards and the electronic interface/ Providers to
pay for devices and
transaction costs
	Intermediate term
	United HealthCare
currently offers for
physicians but is
working on the hospital
side; $$

	Standardize
Credentialing Forms
	Legislation/ pull through strategy from health providers
and the IT Leadership
Group
	Hospitals and Health
Plans
	Short term
	$

	Last Mile Project
	?
	?
	Short Term
	$$

	“Shareware” registries
for docs and Registries
for Immunization are
bi-directional
	
	Providers and the State
	Short Term
	$

	Payment for e-visits and telemedicine
	Legislation/ pull through strategy from health providers

and the IT Leadership

Group
	Cost to public and

private payors and

health plans
	Intermediate Term
	$ to implement/

$$ costs to plans/

? longer term savings

	Pay for performance
	Private/public

partnership/ pull through strategy from health

providers and the IT

Leadership Group
	Employers and Health Plans
	Short Term
	$ to implement/

$$ costs to plans/

? longer term savings

	Personal Health

Records
	Private/public

partnership/pull through strategy from consumers, health providers and the IT

Leadership Group
	Health IT vendors and consumers
	Short Term
	$ to implement

	RHIO
	Private/public

partnership/  IT

Leadership Group
	Foundations; State;

Health Plans; needs to

find ongoing revenue

stream
	Long term
	$$$

	e-Prescribing
	Legislation/ pull through strategy from health providers

and the IT Leadership

Group
	Health plans and

physicians
	Intermediate term
	$$


MH

As one option to hook into the interoperable network, CCGC would like to offer ReachMyDoctor which provides a common secure email communication platform between providers to help them coordinate care, with patients through a patient portal to engage them in their care, and registry functionality (described above).  CCGC has negotiated to buy a license for Colorado and make RMD available to anyone in the state for a low cost. Once a license is purchased CCGC will approach those who financially benefit from its use (healthplans, pharmaceutical companies, labs, etc) to help continue to support it. In addition, a percentage of proceeds from RMD will go to CCGC to help continue our mission and support for practices.

AS

1. We are working with a concept that should be adopted as soon as possible. We should utilize HIT to be consumer-centric, supporting improved quality of care, better transparency and tracking of outcomes.

2. We should emphasize standards that can be adopted in Colorado and also nationally. We should look at examples of successful implementation of this technology.

3. We should support this being adopted by large medical organizations along with smaller practices and community based organizations, where challenges are great and benefits large.
SWR

Colorado’s Prescription Drug Monitoring Program
· Created by legislation in 2005
· To be operational by January 2008 and accessible to physicians once six months do data are compiled
· Data uploaded by pharmacists
· Database will contain patient name, who prescribed the medication, dispensing pharmacy
· Designed to police “doctor shopping” to identify patients who have gone to multiple locations or doctors to obtain drugs
· Operated by state with federal funding
The National Committee on Vital and Health Statistics, a high level HHS advisory group, approved a policy letter recommending that the Nationwide Health Information Network allow patients to withhold or limit certain parts of their electronic health records. The letter could affect NHIN development decisions. The approved letter was the 17th draft, and the committee spent 15 months composing and refining the letter.
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Survey of all Governors and Health Policy Advisors, Specific Challenges States listed:
· Establishing a formal structure & level of engagement to drive technical implementation
· Collaboration among competitive entities
· Establishing governance (which includes specific privacy and security) to establish the trust among stakeholders
· Linking Medicaid to the larger HIE efforts
· Fragmentation of current efforts
· Misunderstanding and lack of standard regulations for e-prescribing and controlled substances
· Coordinating multiple efforts into a statewide strategy while not slowing down individual agency efforts to meet their specific goals.
MR
HIT Advisory Committee Charter

Develop a long-range plan for Health Information Technology, keeping in mind that HIT is a means to an end.  Defining the end is more important than defining the means.
Objective:

· Greater cost-effectiveness

· In order to define cost effectiveness and evaluate opportunities for HIT to impact those areas, we need to have a clear understanding of “where the Colorado State health dollars are being spent”

· Better patient outcomes

· In order to track/monitor patient outcomes, the outcomes of concern must be identified (i.e., where Colorado is performing poorly: healthy children and healthy beginnings is where we rank the lowest [see: http://www.coloradohealthreportcard.org/welcome/]) and the targets we are reaching for defined.

The long-range plan may:must: be a part of the larger health system reform plans for the State of Colorado.
· Propose strategies for incorporating information technology in the service delivery system:

· In order to propose strategies for HIT adoption, we must have a clearer picture of:

· a) what’s already been adopted? and how did they get there?

· b) what’s been tried but failed? why did it fail?

· c) what are providers/payors/patients willing to do?

· d) what incentives are needed to promote what works and is desired?

· Based on the findings from the above activities, evaluation of potential strategies to support can take place.

· Propose changes to state laws and rules in order to make the laws consistent on both the state and interstate level in order to advance the interoperability of health information technology:

· Unless there are specific barriers identified that need to be addressed, there is no reason to change any state laws

· For example, if it were identified that telemedicine was NOT being adopted because there is no costs-covering reimbursement incentive, then there could be an argument of the need to legislatively do so (already been there).

· Make recommendations and propose changes to state privacy and security laws in order to best support privacy and security in the transmission of electronic health information at the state and interstate level;

· There should be clear guidance available from the Colorado HISPC report on privacy and security barriers.

· Propose strategies for the correction of major deficiencies in information sharing in the service delivery system:

· To correct deficiencies, they must be identified.

· Provide direction to the executive and legislative decision-making bodies to implement the strategies proposed by the long-range plan:

· Detailed strategies on implementation are very much premature to project at this stage.

· Propose strategies and investigate funding sources and continued financial support for any strategies proposed by the committee:

· Provide guidance on pilot projects that would demonstrate the viability of expanding proven and sustainable models

· Incorporate HIT components into health system reform plans (if any)

· Designate or propose a lead agency/organization to oversee the process moving forward

· Funding options will have to include a review of existing public (federal, state, county, and city), private, foundation and other sources, both for start-up/implementation and ongoing sustainability.
Attitude and Opinion Research

Supported by the eHealth Initiative Foundation

Released May 1, 2007

BACKGROUND

Enabling secure electronic health information exchange should be a high priority for national, state and local leaders, according to attitude and opinion research conducted by Public Opinion Strategies LLC (POS) on behalf of the eHealth Initiative Foundation. Through a combination of focus groups and a phone survey of adults conducted in the five Gulf States (Alabama, Florida, Louisiana, Mississippi, and Texas) in 2006, POS conducted research to gain an understanding of public perception and attitudes about secure electronic health information exchange and determine what language and messaging was most effective in gaining support for its implementation.

OVERVIEW OF KEY FINDINGS

A number of findings emerged from the research that will support national, state and local

efforts in communicating the importance of electronic health information exchange to

consumers.

1. Support is extremely strong among consumers for secure electronic health

information exchange with 70 percent of respondents favoring and 21 percent opposing

its development. Support across political parties is equally strong, with 73 percent,

70 percent, and 67 percent of Republicans, Democrats and Independents, respectively,

strongly favoring the development of health information exchange.

2. The more consumers learn about the creation of secure electronic health

information exchange, the greater their support. Initial response to the term “secure

electronic health information exchange” without any further information provided is

relatively neutral, however the overall impression becomes significantly more positive when

presented with a brief definition of the term.

3. Respondents’ questions and concerns after hearing a definition of secure health information exchange provided guidance on improving how to communicate about health information exchange. Based on the research, it’s important when defining health information exchange to focus on: security, how it works, patient permission, who has access, and benefits of health information exchange to the patient and physician.

4. Overwhelmingly, the message that resonates the most for consumers is “having

access to information in an emergency medical situation”. Other messages that elicit

positive response include those relating to “having access to your medical record when you

are out of state”, “having access to your medical record when you visit your doctor”, and

“having access during or after natural disasters.”

5. Consumers overwhelmingly trust doctors the most to deliver them information about secure electronic health information exchange.

6. Misperceptions about the prevalence of health IT and electronic health

information exchange are common. Almost half of consumers believe that their doctors

already keep their medical records in electronic form, and a majority believe that it is likely

that their doctors’ medical records have a back-up copy off-site in electronic form.
