Strategy Framework: Meaningful Use Criteria Requirements and Rural Market Needs
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Introduction

The purpose of this meeting is to develop the minimum market requirements for health information exchange in rural California. More than thirty years ago, Hewlett-Packard created a process for developing technology that has stood the test of time and is still widely used today. HP recognized that technology is only relevant if it meets a market need, and that it is easy to become enamored with the endless development of technology and lose sight of the market. This results in products that are never finished, prohibitively expensive and poorly received. Without a strong vision of market needs and the restraint to stick to that vision, technology solutions are frequently “magnetized and driven into the feature garage” until they collapse from their own weight.

The HP process is fairly simple. Cross-functional teams create a list of market requirements, which are separated into “must haves” and “nice to haves”. These requirements are prioritized and the resulting list creates the Marketing Requirements Document (MRD). The MRD is then given to the technical team who translates each marketing requirement into technical specifications, or the Technical Requirements Document. Features that are “nice to have” are prioritized for later release, and inform the technical team on the future direction of the technology solution.

In the case of Rural HIE, the MRD could be used to solicit a Request for Information for technical solutions to meet the market needs. These solutions can be evaluated against the market needs by a cross-functional team and a technology approach to each problem can be determined by consensus. This approach will help rural providers clearly understand what solutions will be made available to them, by whom and by what timeframe in addition to what will be required of them to participate. This will help them plan accordingly for their own path to meaningful use and health information exchange.

A project plan can then be developed that tracks the development of the technology, and prevents requirements from being added or deleted from the plan without a full review and approval by the team. It also informs the process as inevitable technical failures arise.  This allows the team to determine how certain market needs may not be met and permits the team to either seek new solutions to meet unresolved market needs or to inform stakeholders so that they can adjust their expectations accordingly.

Who Should Attend

This is not an educational meeting for those new to Health Information Technology and Exchange (which will be held this autumn by CSRHA). Participants should come to this meeting with a working knowledge of HIT and meaningful use. Senior Management and IT staff from provider organizations are encouraged to attend as are Health Information Organizations, HIE Vendors, HIT Consultants, State officials, policy makers and provider advocates.

Participants are asked to review the preparation document and either submit comments prior to the meeting or at the meeting. If you have any questions, please contact Lynn Barr at 925-876-5315 or lbarr@csrha.org.
Agenda

12:00 Noon - Lunch

1:00 PM – Welcome and opening remarks

1:15 PM – Organizing principles:  requirements for Rural HIE

2:30 PM – Break

2:45 PM – Operating principles: requirements for Rural HIE

4:00 -4:30 PM – Report back and closing remarks

Provider Landscape (estimates only, assessments are in process)

Rural Californians are served by 69 rural hospitals, of which 31 are classified as Critical Access Hospitals, approximately 2000 practicing physicians, nurse practitioners, physicians assistants and nurse midwives, of which more than 75% treat >30% Medi-Cal, uninsured and underinsured patients. There are 286 Rural Health Clinics, 230 Federally Qualified Health Centers and Community Health Centers, 70 Tribal Clinics, and additional public health centers, behavioral health centers, long term care facilities, firefighters and ambulance services (numbers of each are currently being determined in community assessments).

Usage of electronic health records is highest in larger clinics in the northern part of the state (20-40%), and lowest in single provider offices (5-10%) and the southern regions. Approximately 10-20% of the rural hospitals have relatively strong IT staff and well-developed HIMS, with about 20%  having little or no IT staff and very little IT beyond billing and possibly a LIS. The majority of rural hospitals have very limited IT resources and basic systems in place. Nevertheless, almost all of California’s rural hospitals are actively engaged in developing strategies for achieving meaningful use of EHRs before the incentive payments expire in 2015. A full report on the readiness of California’s rural hospitals will be ready in January 2011.

Approximately one third of rural outpatient providers work in rural hospital-owned clinics. More than half of these hospitals are actively engaged in or supportive of assisting their providers select and adopt electronic health records. Collaboration is more common than competition, and in general the attitude of rural hospital and clinic-based providers is to embrace ARRA and try to make it work, although individual providers are more recalcitrant. All providers are highly skeptical of whether they will receive the incentive payments while being quite certain they will suffer the penalties if they do not achieve meaningful use of EHRs before 2016.

Existing Rural HIOs

Access El Dorado (ACCEL) was formed in 2004 in El Dorado County. It is a federated model that currently serves county Public and Behavioral Health, seven clinics and two hospitals. It focuses on coordination of care, public health and supports a medical home model, but is not currently exchanging laboratory and pharmacy data for providers. 
East Kern County Integrated Technology Alliance (EKCITA), founded in 2004, serves a critical access hospital, medical group, 6 private provider offices, and 3 rural health clinics. EKCITA is exchanging patient demographic information, encounter data, lab results, radiology transcription reports, and medication and allergy lists.

Redwood Mednet, founded in 2003, serves 30 providers in 8 practices in Mendocino, Sonoma and Lake Counties. It currently exchanges clinical data, lab results, radiology and electronic prescriptions.

Greater Sierra Health Information Organization (GSHIO) is in the process of connecting 23 physicians and its county public health department using an eClinical Works hosted EHR and HIE. They intend to connect 100 physicians over the next 12 months.
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Organizing Principles
The following organizing principles for HIOs were developed by the Indiana Health Information Exchange
. These principles will be discussed in the meeting for their applicability to rural HIE.
HIE is a business

HIE is a business and as with all businesses, creating a sustainable HIO requires offering services that the market wants at a price the market will bear and doing so in such a way that revenue exceeds expenses. It also means that the services delivered by the HIO must be at a level that healthcare organizations have come to expect from their suppliers.
Agreed.
The Leveraging of High-cost, High-value Assets

Once the dollars have been invested in the creation of HIO infrastructure, it is essential to leverage and re-use those assets to deliver as much and as many services as is necessary to achieve sustainability. In other words, the services an HIO is able to provide to the market must be capable of producing sufficient revenue to cover expenses and, due to the cost of the infrastructure that is required, offering multiple services to various market stakeholders is conducive to sustainability.
Larry Ozeran: Buy when you can, build only when you must.

Barb Filkins: HIO infrastructure includes the whole service, the people and the intangible assets as well.
Don’t use unsustainable products as the foundation of HIE
In the business of HIO, there may be potential opportunities to create and offer a future value-added service only if an earlier service is “sold at a loss” to create the infrastructure or assets (e.g. data) to support the future service. However, in the context of an evolving HIO policy and business model landscape, the risk that the future services might never be possible is too great and should not be factored into sustainability plans.
Practically speaking, loss leaders exist due to the nascent nature of HIE technology. Rural providers may have to be supported for longer than others due to the difficulty of reaching them. Keep checking with the market as plans are articulated and developed. Telemedicine would never have survived if it had to be sustainable. They had to build it and then develop the policy changes to support it.

Question: What is sustainability? What is the watermark for existing HIOs? How do we determine which existing HIOs are sustainable? How do you determine sustainability when the market is evolving so quickly?

It is important to own the data and the code (and documentation) to protect yourself. You have to do your homework.
Independent, Local Sustainability

When the country is connected via the national health information network (NHIN), many HIOs will be giving or receiving more value than a given partner. In the future “NHIN economy,” dollars will need to change hands between sub-network organizations (SNOs) to reflect the imbalance in the flow of value. However, until the business rules of who will pay who for what in the NHIN are defined, sustainability plans of individual HIOs, based in a specific market or region, should not be dependent on HIO-to-HIO (SNO-to-SNO) exchange.

Natural Regional Organizations 

HIE is a technology, that can exist on a large scale, but HIOs need to have regional presence and focus. In order to achieve sustainability, HIOs must have the opportunity to offer all (or nearly all) revenue generating health information exchange services to their market.
Does there need to be regional governance or regional customization? Yes, in terms of what is exchanged and how, but set up state-wide standards. 

What qualifies you as an HIO? When you support all of the needs of the community. An HIE is a technology. HIOs provide “cradle to grave service” on a local basis, particularly on-site technical support. Rural providers, solo and small groups don’t have the IT capacity to troubleshoot. HIE needs to solve the technical support/workforce issues, and it has to be timely. 

There are integrated networks that will coexist with multi-user HIEs. There may be diseconomies of scale to be considered.  This may be true for governance and privacy and security, which need to reflect local politics. Can you divorce the technology from the policy questions? Does this only apply to technical infrastructure?  

Trust and competition issues prevent collaboration. Sierra Nevada Memorial Hospital has been able to collaborate with another hospital and has brought in behavioral and public health.

HANC has been able to bring many stakeholders together because Shasta County is a tertiary care center. Includes social services and mental health.

All local HIOs need to talk to each other. Doctors and patients expect it, and doctors only want to sign up with one provider. The opportunity is to minimizing interfaces.

The Need for Scale

Micro-economics tells us that there is an optimal size for businesses of any given type; therefore, there is an optimal size for an HIO. There is a scale in terms of population or medical service area concentration at which a given HIO service model is optimal and below which a given service model is not economically sustainable. Based on the experience of the largest HIOs, the upper bound of the optimal size of a health information exchange business has not yet been reached. 
From the governance and policy perspective, it can be very small, but from a technology perspective larger is better. Rural providers need help establishing these governance structures.

What is the minimum number of users? Lack of trust is critical. If the technology piece can be scaled it won’t matter.

Will: His model is that 400 providers can support breakeven. Rengstierff (sp?) suggests 1000, but Santa Cruz is sustainable at 400. Number of transactions and services offered also affect the sustainability of the model. Geography also plays a factor, especially isolated areas.

Most rural areas cannot come up with more than 100-200 providers.

Avoidance of Reliance on Grants for Operational Cost

Grants are indispensable sources of start-up funds for HIOs but should not be counted on to cover operational costs beyond a HIO’s early ramp up stage. Once fully operational, HIO services must be able to generate revenue equal to or in excess of expenses such that grants (or other non-operating revenue sources) are not necessary to cover operational costs.
Planning grants are hard to come by, we need to start with a business plan. Rural planning is based on sweat equity but additional funding is required. Can’t start without grants. Business planning expertise is not readily available in rural. We need to access private money sources as well. Planning is critical for smart use of grant funds.


Leverage best practices and standards from other states and rural areas and think about interstate commerce. Don’t be California unique.
Trust is paramount for success. Work with trusted relationships and trusted organizations.

Operating Principles Specific to Rural California (Suggested by stakeholders – Please add your own, we will discuss in the meeting, don’t panic, this is not a final list!)


Rural California Cannot Afford to Lose Local Healthcare Providers or Services

We must not drive our older physicians into retirement, close independent pharmacies or allow our hospitals to lose their outpatient laboratory business. Workarounds need to be developed for all non-enabled providers that will preserve their services but still provide incentives for them to become enabled. Provide resources and support where needed to retain providers and bridge gaps. Ask providers how to engage them. How do we sustain this?

Rural California Needs:

Adequate planning to retain providers with acceptance regardless of HIE status.

Rural California Wants: 
Realistic assessment and education regarding the impact of not engaging in HIE. Be wary of billing implications.


Build on Existing HIOs Best Practices Wherever Possible

California’s existing HIOs are the foundation for the future. Alternative solutions to these HIOs cannot compete with them unless the HIOs are unwilling or unable to provide access to the services required by rural communities. Minimum standards and requirements must be set for the rural HIOs.

Rural California Needs:

Need to evaluate technology and governance to understand suitability.

Rural California Wants: 

To Gain Acceptance, Avoid Central Repositories of Physician and Hospital Data

Perhaps providers do not understand the benefits and economies of centralized database. The issue of connecting federated HIEs to centralized HIEs is a trust issue. A centralized model is greater privacy risk. The reality is that there is a hybrid, pharmacy and lab data tends to be more centralized. This may be a legal issue as well as a privacy issue. Don’t address a technology issue with a policy solution. 
Rural California Needs:

Secure access to data in a timely manner.

Rural California Wants: 
For data to remain in place.

The Patients and the Providers Own Their Data

The HIO cannot sell or release data without written permission. The research need for this information is great and it has financial value. Data is already collected on the population in many ways.

Rural California Needs:

Identify types of data aggregation and analysis that is acceptable. De-identified and aggregated data can be very valuable. Create processes that protect patient and provider privacy, build and encourage trust.

Rural California Wants: 
Protect providers and patients from inappropriate use and interpretation of data. The benefit of selling the data should be to the providers and patients.


Patient Engagement is Particularly Important in Rural Communities

Coupled with patient education programs, rural HIE should explore use of PHRs. Is this true? Use of PHRs is rare. Training and patient education is required. PHRs might not be ready. As they become more relevant and ubiquitous on smart phones, they may become more important. SMS may be an important tool in self-management.
Rural California Needs:

Environmental scan and market needs assessment. Monitor status in communities.

Rural California Wants: 
Providers Want Simple, Turn-Key Solutions with Trusted Entities

At this point, setting up small rural HIOs where they don’t exist is prohibitively time-consuming and expensive. Broader solutions should be found that appeal to a majority of providers who are not already served by an HIO.
Rural California Needs:

Rural California Wants: 
To Support Meaningful Use, solutions Need to Be Available as soon as possible that supports all MU requirements, particularly lab interfaces with rural hospitals.

Given the length of time it takes to develop interfaces, time is of the essence.

Rural California Needs:

Hospital Laboratory interfaces are the top priority for rural providers.

Rural California Wants: 


Leverage the Incentive Dollars: Develop Long Term Solutions that Transform Care

Given the conflicting incentives, it is OK to implement workaround solutions but they must have a transition plan and cannot foster non-compliance in the long term. It is worthwhile to pursue the incentives, $300 million can have a significant impact on rural economies as well as fund significant progress, but we must avoid painting ourselves into a corner to get incentive funding.

Rural California Needs:

Give clear guidance to providers.

Rural California Wants: 
Cost Matters!

Both the up-front cost and the on-going costs are critical issues for rural providers. We should use the assessments to determine local priorities and strategies.


Rural California Needs:

Local decisions where possible on cost-sharing. 

Rural California Wants: 
Rural HIE Should Support the Expected Requirements for Stage 2 

“The exchange of information in the most structured format possible, such as the electronic transmission of orders entered using computerized provider order entry (CPOE) and the electronic transmission of diagnostic test results (such as blood tests, microbiology, urinalysis, pathology tests, radiology, cardiac imaging, nuclear medicine tests, pulmonary function tests, genetic tests, genomic tests and other such data needed to diagnose and treat disease)… We expect that stage two meaningful use requirements will include rigorous expectations for health information exchange, including… the expectation that providers will electronically transmit patient care summaries to support transitions in care across unaffiliated providers, settings and EHR systems.”
Rural California Needs:

Rural California Wants: 
The Following Entities Need Secure Timely Access to Rural Electronic Health Information:

· Independent Physicians

· Rural Health Clinics

· Community Clinics

· Tribal Clinics

· School-Based Clinics

· Rural Hospitals

· Telemedicine Referral Centers

· Emergency Medical Services

· Patients

· Tertiary Care Hospitals

· Public Health

· Behavioral Health

· Long-term Care

· Payers

· VA and DoD Facilities
· Comparative Effectiveness Research Centers

· Child Protection Agencies for Foster Youth

· SNFs and sub-acute LTC

· Corrections Physicians

· Hospital Based Outpatient Clinics (1206D)

· Immunization Registry Local Directors

· Home Health Care Agencies

Rural California Needs:

Rural California Wants: 
All Stage 1 MU Criteria Must be Supported by the Rural HIE

MU #1: Generate and transmit permissible prescriptions electronically

Rural California Needs:

Example: Providers need to input prescriptions into EHR, receive appropriate decision support and transmit electronically if patient uses an enabled pharmacy, or print out or fax a prescription if patient uses a non-enabled pharmacy.

Rural California Wants: 
Example: 

· Provider doesn’t want to have to figure out which pharmacies are and are not enabled.

· Provider wants to know all prescribed medications from all providers.

· Provider wants alerts for non-compliance.

· Etc… 

MU #2: Incorporate clinical lab-test results into EHR as structured data

Rural California Needs:

Rural California Wants: 
MU #3: Check insurance eligibility electronically from public and private payers

Rural California Needs:

Rural California Wants: 
MU #4: Submit claims electronically to public and private payers

Rural California Needs:

Rural California Wants: 
MU #5: Provide patients with an electronic copy of their health information/discharge instructions upon request

Rural California Needs:

Rural California Wants: 
MU #6: Provide patients with timely electronic access to their health information within 96 hours

Rural California Needs:

Rural California Wants: 
MU #7: Capability to exchange key clinical information among providers of care and patient-authorized entities electronically

Rural California Needs:

Rural California Wants: 
MU #8: Provide summary-of-care record for each transition of care and referral

Rural California Needs:

Rural California Wants: 
MU #9: Capability to submit electronic data to immunization registries and actual submission where required and accepted

Rural California Needs:

Rural California Wants: 
MU #10: Capability to provide electronic submission of reportable lab results to public health agencies and actual submission where it can be received

Rural California Needs:

Rural California Wants: 
MU #11: Capability to provide electronic syndromic surveillance data to public health agencies and actual transmission according to applicable law and practice

Rural California Needs:

Rural California Wants: 
MU #12: Report ambulatory quality measures to CMS or states

Rural California Needs:

Rural California Wants: 
� SSTN Business Plan Report, 3/27/2010
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