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PURPOSE OF MEETING
The purpose of the meeting was to receive testimony on and to delineate the priorities for remote and mobile patient monitoring in terms of the broad vision of the Workgroup.
KEY TOPICS
1. Summary of the September Meeting

It was moved and seconded to approve the summary of the September 20 meeting without changes. The motion passed unanimously.
2. Testimonies 

To assist the Workgroup as it transitions from its specific to broad charge, the staff arranged for three presentations on remote patient monitoring. The presentation files were circulated immediately prior to the meeting.

Karen Trudel, Centers for Medicare & Medicaid Services (CMS), presented the results of a synopsis from CMS colleagues with input from the Disease Management Association of America (DMAA) of a full range of health IT opportunities as they affect the chronic care population. The presentation categorized technology services into 10 different types and showed their application to five chronic conditions – congestive heart failure (CHF), chronic obstructive pulmonary disease (COPD), diabetes, end-stage renal disease, and asthma – and a combination of two or more of these conditions. The types of technology services were general educational information for patients and caregivers, tailored educational information for patients and caregivers, fall monitoring with automatic messaging, weight monitoring and messaging, glucometer monitoring and messaging, prescription refills, online appointment scheduling, two-way provider-patient communication, two-way communication between providers, and medication compliance monitoring. The presentation was intended to be a summary of how the several types of technology services have been used in the treatment and control of chronic conditions. 

With the exception of weight monitoring and glucometer monitoring, the categories or types of monitoring were thought to be useful to most of the conditions. Weight and glucometer monitoring were related specifically to CHF and diabetes respectively. It was acknowledged that the presentation did not take into account the evaluation data on these services. Some services have been subject to evaluation, but pending a review of the literature, that information is not available. One member expressed interest in the evidence on the effects of remote monitoring on patient engagement and compliance. Members suggested several articles that should be included in a literature review if one is undertaken.
During the question and answer session, one member pointed out that the technology is now available for the remote monitoring of peak respiratory flow rate, which is probably the most critical determinant of airway compliance and is essential in the control of COPD and asthma. It was noted that two-way communication between clinician and patient could be either by e-mail or the patient’s response to survey questions, although the latter is always initiated by the clinician. 

It was noted that one expected outcome of monitoring is to increase the patient’s sense of security and well-being. There is reportedly evidence that the use of remote monitoring has resulted in a reduction in nursing home days. 
Another service that should be noted, according to several participants, is a shared care plan across multiple providers and the patient. Patients with chronic conditions typically have more than one condition and patients with complicated presentations require a care plan with input and coordination of several clinicians.
Next, David L. Whitlinger, President and Board Chairman, Continua Health Alliance; and Director, Healthcare Device Standards, Intel Corporation, gave a presentation to explain the work of the Continua Health Alliance, a nonprofit, open industry alliance of 65 health care and technology companies. The alliance is working to establish an ecosystem of interoperable personal health systems that empower people and organizations to manage their health and wellness better. There are three major “themes” – health and wellness, chronic disease management, and elderly monitoring – with considerable overlap. The alliance has four objectives:

· Develop guidelines for design that will provide vendors with the information needed to build interoperable sensors, home networks, health compute platforms, and health and wellness services.

· Establish a product certification program with a consumer-recognizable logo signifying the promise of interoperability with other certified products.

· Collaborate with government regulatory agencies (the Food and Drug Administration [FDA] and the European Union) to provide methods for safely and effectively managing diverse vendor solutions.

· Work with leaders in the health care industries to develop new ways of addressing the costs of (and obtaining reimbursement for) providing personal health systems.

A major purpose across all three themes is behavioral modification. Asking the patient to collect her vital signs is an initial step in modification. The feedback inherent in monitoring is critical to behavioral change, the major factor in control of chronic conditions. Health and wellness and elderly monitoring are retail models, but chronic care will need to be reimbursed through health finance mechanisms. 
Mr. Whitlinger clarified that the alliance is not another standards body. The members are working to coordinate standards and to fill gaps. They are selecting standards for talking to systems. Interoperability will be achieved once member companies build interfaces according to guidelines. In response to a question about what the Community could do to assist the work of the alliance, Mr. Whitlinger indicated that CMS could indicate what data would help to move toward reimbursement. He went on to say that the various committees of the alliance are now voting on priorities for implementation and he was therefore unable to say whether the alliance’s priorities matched those of the Community. He expects that devices for monitoring weight, temperature, blood pressure, glucose, pulse, and other basic vital signs will be included in Version 1, followed by coagulation monitoring devices. In addition to the devices most used by home health agencies, monitoring of the elderly (motion sensing, bed sensing) will be important. Endurance devices such as treadmills and body monitoring devices soon will be available for the health and wellness clients. 

One member suggested that in addition to the home, the worksite was an important site for monitoring. He also recommended that the Association of Academic Health Centers be invited to participate. In response to another question, it was pointed out that devices for monitoring of wound care already have standards for interoperability. Working with the FDA on guidelines will be another challenge. Whitlinger indicated that Continua has representation by two companies that sell public health record technology and this is a tie-in to consumer empowerment.
Brian Austin, MacColl Institute for Healthcare Innovation, Center for Health Studies, made the final presentation. The Institute is the national program office for the Robert Wood Johnson Foundation program Improving Chronic Illness Care (www.improvingchroniccare.org) and receives core funding from Group Health Cooperative. Austin’s presentation began by summarizing the development of the Chronic Care Model since 1993. The advantages of a systems change model include the following: 
· Commonalities across chronic conditions are easier to see and successful interventions can be applied.

· Once system changes are in place, accommodating new guidelines or innovations is much easier if the emphasis is on the system, not physician behavior.

· It is applicable to most preventive and chronic care issues.

The Chronic Care Model is based on the expectation that positive outcomes (clinical status, satisfaction, cost, and function) result from productive interactions in four areas: self-management support (how we help patients live with their conditions), delivery system design (who is on the health care team and in what ways we interact with patients), decision support (what is the best care and how do we make it happen every time) and clinical information systems (how do we capture and use critical information for clinical care). These four aspects of care reside in a health care system, and some aspects of the greater organization influence clinical care. The health care system itself exists in a larger community. Resources and policies in the community influence the kind of care that can be delivered.
To date, more than 1,000 different health care organizations, including the Health Resources and Services Administration’s health disparities collaboratives, have been involved. An evaluation of 51 organizations conducted by Rand concluded that organizations made an average of 48 changes in 5.8/6 chronic care management areas, IT received the most attention, CHF pilot patients were more knowledgeable and more often on recommended therapy and had 35 percent fewer hospital days, asthma and diabetes pilot patients were more likely to receive appropriate therapy, asthma pilot patients had better quality of life, and diabetes pilot and control patients had significantly better glycemic control (the pilot patients more so). 

According to Austin, one of the most important results was the “joy of work” experienced by the practitioners involved in the collaboratives. They experienced success in bringing about change, and this led them to continue to make changes and the changes spread in their respective organizations and communities. 

Aspects of the model have been adopted by the American Academy of Family Physicians, American College of Physicians, and the World Health Organization and for National Committee for Quality Assurance and Joint Commission on Accreditation of Healthcare Organizations certification of chronic disease programs, as well as a number of State initiatives. 

Although there was some initial foundation support to regional collaboratives, it was found that an organization’s willingness to provide its own support was an essential variable in its success. Employers, both government and private sector, have played a role in initiating some of the collaboratives.

One of the challenges is how to institute change outside of an integrated system such as the Department of Veterans Affairs (VA) or Kaiser. Practice redesign, especially for small practices, is very difficult in a fragmented health care system. Although the presentation cited several studies, a meta analysis of cost outcomes has not been done. The MacColl Institute is currently working on an AHRQ task order to develop a tool kit showing how to merge the clinical change concepts of the Chronic Care Model with the business change concepts to show some return on investment.
3. Vision 

 The staff drafted and circulated a one-page vision statement for the Workgroup members to review. The statement is expected to guide the group as it moves toward its broad charge. The statement emphasizes the need to transform a provider-centric health care system to a “person-centric” one. It recognizes that much health care can be a virtual process; an in-person visit to the clinician is not always required. Telemedicine had expanded to include information transmitted through monitoring devices, visual modalities, and remote diagnostic instruments. With advances in secure messaging and communication in an interoperable health IT environment, this information can be transmitted reliably, comprehensively, confidentially, and securely as virtual care for nonemergency situations and those which do not require invasive procedures in a health care setting.
Features of a person-centric model should include usability, affordability, portability, compatibility, accommodations to persons with disability, inclusiveness, and humanity. Incremental change is the first step to achieving widespread HIT adoption by 2014. The Workgroup will address five critical issues:

· A sustainable business model

· Interoperable, user-friendly, secure, inexpensive technologies

· Assurances that confidentiality, privacy, and security can be preserved

· Mitigation of medico-legal liability

· Change in the status quo. 
Members made several comments and suggestions. It should not be assumed that remote monitoring will parallel the patient data collection in an office visit. Continuous collection of data will provide a much more accurate picture of the patient’s status. 
Karen Bell asked members to submit their comments on the draft statement by October 18.

Staff Action Item #1: Collect member comments on the draft virtual care vision statement. Incorporate the comments into a revised statement and submit to the Community.
4. Priorities for Remote Monitoring

Dr. Bell asked the members to focus on delineating priorities for remote monitoring devices. A list of priorities is one of the workgroup’s deliverables to the Community. Two different directions have been discussed, one through the home health agencies and the second through specific monitoring. However, a consolidated list could be developed. 

Weight, blood pressure, temperature, pulse ox, heart rate, glucose, heart rhythm, and photographic images were mentioned as important issues in remote monitoring. The extent to which all of the vital signs are important in monitoring was discussed. 
The importance of spirometer monitoring for pediatric patients was discussed. Asthma is the most common health problem in the pediatric population, and its prevalence is increasing. Home monitoring is more important than testing in the clinician’s office, because the triggers occur most frequently in the home. In arguing for the inclusion of glucose monitoring, one member pointed out the difficulties for the patient in taking multiple readings throughout the day, which constitutes a considerable burden of data entry for the patient. Automatic uploads would be a significant improvement.

One member suggested accepting the work of Continua and moving on to focus on reimbursement issues. The issues involved in remote monitoring are similar to the ones previously considered by the Workgroup for its specific charge of secure messaging – the areas of privacy and security, organizational change, and workflow. Another member cautioned against endorsements, given the advisory role of the AHIC.
Members agreed that weight and glucose monitoring were the first priorities in view of their significance in chronic care and the availability of the technology.

Staff Action Item #2: The staff will delineate a draft list of priorities for review and comment by the Workgroup members. Comments will be incorporated into the final version, which will be presented to the Community on October 31.
Each workgroup will present a list of priorities to the Community, which will be responsible for coordinating priorities across the different workgroups.
5. Review Draft Summary of Public Testimony

The staff is reviewing the testimonies received by the Workgroup to extract comments on relevant issues. The staff expects that this will be helpful in identifying gaps to be filled by future testimony. Members agreed that this would be helpful. Dr. Bell asked for volunteers interested in working on the summary to contact her. The summary will be discussed at the November meeting.
6. Next Steps

The Co-chairs will make the presentation to the Community on October 31. The Community’s response will be on the agenda of the November meeting of the Workgroup. Also at the November meeting, the staff will describe the relationship with and work of the Consumer Empowerment Workgroup. Other items include the criteria for demonstration projects on secure messaging and the broad charge letter to the Community, scheduled to be sent the first of the year.

7. Public Comments

Tracey Moorhead, Executive Director, DMAA (see testimony above), commented on her organization’s interest in testifying on HIT. She also wishes to testify on the criteria for demonstration projects. DMAA has relevant experience with special needs projects, the medical support program, and other demonstration projects. She will send a journal article that is relevant to today’s discussion to the staff for circulation.
8. Adjournment

After covering all agenda items, the meeting adjourned at 3:45 p.m.

SUMMARY OF ACTION ITEMS

Staff Action Item #1: Collect member comments on the draft virtual care vision statement. Incorporate the comments into a revised statement and submit to the Community.

Staff action item #2: The staff will delineate a draft list of priorities for review and comment by the Workgroup members. Comments will be incorporated into the final version, which will be presented to the Community on October 31.
Meeting Materials:

· Draft Meeting Summary – September 20, 2006, Meeting

· Chronic Care Matrix

· Continua Health Alliance – Overview Presentation

· The Chronic Care Model: Lessons Learned and Future Work

· Virtual Care Vision

· Draft Summaries of CCWG Testimony

· Paul Tang – The Missing Link: Bridging the Patient-provider Health Information Gap (for review only)
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