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PURPOSE OF MEETING
The purpose of the meeting was to review gaps in invited testimony on priorities for remote and mobile patient monitoring and to coordinate efforts with the Consumer Empowerment Workgroup.

KEY TOPICS
1. Summary of the October Meeting

It was moved and seconded to accept the summary of the October 16 meeting as distributed. There were no objections.
2. Testimony 

To assist the Workgroup as it transitions from its specific to broad charge, the Workgroup accepted the request of the Disease Management Association of America to present testimony. The PowerPoint presentation file was circulated immediately prior to the meeting. Sandeep Wadhwa, M.D., M.B.A., Vice President, Government Strategic Programs, McKesson Health and Chair, Disease Management Association of America (DMAA) Government Affairs Committee – Health Information Technology (HIT) and Medicare Health Support, gave a presentation on health information technology applied in Medicaid and Medicare populations. He described three projects: Mississippi – Center for Medicare & Medicaid Services (CMS) and McKesson Health Solutions; Tennessee – CMS and XLHealth Corporation; and Illinois – Illinois Department of Healthcare and Family Services and McKesson Health Solutions. The case studies are nonrandomized control demonstration or research projects supported by CMS. Only preliminary output data are available at this time.
Dr. Wadhwa described himself as an internist and geriatrician turned population health advocate who has been working for McKesson for the past 7 or 8 years on how to approach the Chronic Care Model from a population-based perspective. The time lapse between the delineation of evidence-based guidelines and their translation to practice is considerable; McKesson has sought to translate those guidelines into clinical decision support interventions to take directly to patients, largely through combining nurse call centers with patient empowerment strategies and using a clinical decision support coupled with a data warehouse. Payers recognize that contemporary health systems do not provide sufficient support services for chronic care patients. They are supporting programs for disease management with the expectation that additional services will reduce avoidable use and be self-financing. Dr. Wadhwa stated, “In our calculus, we’ll generally ask for 4–5 percent of expected claims and guarantee 10 percent reductions.”
Dr. Wadhwa pointed out that participating providers are financially vulnerable due to reimbursement policies. Their patients are extremely vulnerable because of characteristics related to poverty as well as their physical and mental status. He emphasized the need for an advanced medical home vision and stated that in-home monitoring was becoming standard practice.
The Mississippi project began August 2005 and is comparing 20,000 Medicare beneficiaries eligible for services with a control group of 10,000 Medicare recipients. The project was funded as a result of the Medicare Modernization Act Section 721, which called for the Secretary to start chronic care improvement programs in 10 sites for patients with heart failure and diabetes. 
Patients are characterized as having a high prevalence of co-morbidity – diabetes, congestive heart failure, mental illness, and psychosocial issues. Services include a patient registry deployed in participating physician offices, semiannual reports to monitor physicians’ guideline adherence, decision support at point of care, inclusion of reports in patient charts, patient alerts to physicians, in-home devices to monitor weight and blood pressure, and a personal emergency response system that notifies a nurse call center. Medicare claims data are fed back to providers.
The American College of Physicians (ACP), the American Academy of Family Physicians, the American Geriatric Society and the University of Mississippi are involved in the project. 
The Tennessee XLHealth project uses electronic health records (EHRs) to provide a common set of information to all providers and offers providers state-of-the-art information about medical practice and evidence-based practice guidelines. Twenty thousand Medicare beneficiaries eligible for services are being compared with 10,000 Medicare recipients. Payers, not providers, assume the costs of the EHR and other support services.
In Illinois, the project involves Medicaid beneficiaries, an estimated 30–50 percent of whom have severe mental illnesses, and deploys two types of technology – a patient registry and a provider portal. The latter gives the local providers, many of which are community health centers, access to claims data. 
According to Dr. Wadhwa, factors contributing to HIT adoption include support for physician control and ease of information gathering through EHRs; up-to-date evidence-based practice guidelines; real-time information about prescriptions written by other providers; and personal, in-home telemonitoring devices for beneficiaries with acute and chronic illnesses.
In response to a question about incentives and payment, Dr. Wadhwa indicated that there is variation across projects. A project with Pennsylvania Medicaid pays providers to participate and to recruit their patients. The Mississippi project reimburses physicians who provide services, consistent with recommendations of the ACP for advanced medical home services. 
Dr. Wadhwa believes that reimbursement for the coordination activities involved in providing a medical home for the chronic care patient is necessary. He personally prefers pay for participation over pay for performance. His company has found that paying a chronic care management fee for the completion of a chronic care registry is useful in that it pays for the activities associated with being the team lead in terms of the medical home. The Medicare Health Support Organization or the disease management group can monitor performance, identify outliers, and impose rate limits. At this stage of the demonstration, cost savings are the objective, with cost-effectiveness a later goal.
Although these projects have yet to yield final data, Dr. Wadhwa noted published studies of nonrandomized control trials showing 10–30 percent reduction in use with ROI  ranging from break-even to about 2.5:1. 
Physician engagement is a difficult issue. In these projects, the physicians were not necessarily part of the risk pool; therefore, they did not benefit directly from reduced hospital use. The CMS 646 demonstration projects include a focus on use of primary and specialty care office visits.
When asked which of the three approaches was most productive, he answered that the final analyses have yet to be completed. At this point, there is no evidence that provider behavior has changed; however, patients appear to be somewhat better able to manage their own care. A Workgroup member noted that changing patient behavior has a greater effect on health status and costs of care than do changes in provider behavior. 

McKesson Health is looking at multiple interventions. Some interventions are stand-alone, and they can be combined in various ways. For example, the medical home is a package of services. To date, little can be concluded about the effectiveness of various combinations of services. Most likely, effectiveness will depend upon the characteristics of the client population. McKesson Health has found the services for employees of a technology firm to be very different in comparison to those needed in a Medicare population. 
Staff Action Item #1: Tony Trenkle agreed to arrange testimony on the CMS 646 demonstration projects. 
3. Consumer Empowerment Workgroup: Status and Plans
Previous discussions of the Workgroup indicated the need to identify and coordinate overlapping activities and interests with the Consumer Empowerment Workgroup. Kelly Cronin, Director, Office of Programs and Coordination, Office of the National Coordinator for Health Information Technology (ONC), Department of Health and Human Services (HHS), presented an update on the work on the Consumer Empowerment (CE) Workgroup and responded to questions. 
Draft Recommendations of the Consumer Empowerment Workgroup (document not dated) and Description of Current, Intermediate, and Desired End States for Consumer Empowerment (October 24, 2006) were circulated to the members of the Chronic Care Workgroup in advance of the meeting.
According to Dr. Cronin, the Workgroup reviewed the literature, convened to receive 2 days of invited testimony, and contracted for an environmental scan. The environmental scan, conducted by Altarum, revealed there was no reliable measure of use across the types of public health record (PHR) service providers. Paul Tang, a Workgroup member, presented the experience of his organization, which reportedly is transforming the way patients are interacting with their physicians and taking more responsibility for their care.
The group’s broad charge is to make recommendations to encourage the adoption of a longitudinal, consumer-centric, affordable, and interoperable PHR. HIT is a rapidly changing environment. The Workgroup is focusing on the PHR and its role in promoting health and wellness, as well as quality of health care. Areas of overlapping interest between the two workgroups include communication tools, decision support tools, and connection to the health care team. 
Another area of common interest is the need for demonstrations and case studies to determine the value and build the evidence base for interoperable PHRs. The incentives to drive adoption and the reimbursement policies to encourage the integration of EHRs and PHRs with structured e-mail and secure messaging also have been discussed. Interoperability between EHRs and PHRs is important. The HL7 work to develop the functional model and conformance criteria for PHRs provides a base upon which to build. 
The group has focused on interoperability, functionality, consumer awareness, and engagement and has considered health literacy and the need to communicate and engage consumers. The group does not plan to make recommendations around functionality, because members agree that the market is going to innovate and deliver the functionality that is necessary. In terms of interoperability, the group has discussed certification and the need to make sure that the data in PHRs are portable. The group currently is considering starting with certification for interoperability as well as privacy and security criteria. 
Although in time there may be a competitive market to develop PHRs for a diverse population, the Workgroup concluded that there is a limited awareness of PHR among consumers. A major social marketing campaign to promote PHR use at this time would be premature. A private campaign focusing on a specific disease should precede a general campaign. 

Linking the PHR with an EHR is an important issue as is prepopulating the PHR with claims and other data. Data integrity is a concern. Providers and patients may have different interests in and views of the PHR and the EHR. The lack of secure messaging is a barrier to linkage. 
Although the Chronic Care Workgroup has moved beyond secure messaging to remote monitoring, the Consumer Empowerment Workgroup has yet to consider it. The Consumer Empowerment Workgroup staff is using a tracking system to note cross-cutting issues and is following up with other workgroups. The Chronic Care Workgroup is the “home” of secure messaging, but it affects the charge of other groups as well.
During Q&A, it was noted that the workgroups have made many recommendations, but the nature of their future role was questioned. Recommendations cannot or should not go on indefinitely. It may be time to move to the implementation stage. It was suggested that a conference call for workgroup chairs should be convened in order to encourage coordination and efficiency. The staff pointed out that the workgroups and the Community are advisory. Decision-making rests with the Secretary. 
4. Review of Gaps in Public Testimony

Following up on a staff action item from the October meeting, the staff reviewed and prepared a spreadsheet summarizing the main points of the testimonies received to date. The Excel spreadsheet was circulated prior to the meeting. Dr. Bell summarized the results and asked the Workgroup members to react. She said that the purpose of the summary was to identify gaps and to guide the group in thinking about the next set of recommendations, to be made early in 2007 and specific to the broad charge.
The testimonies were categorized into five types of issues: financial; cultural; technical; medical-legal; and privacy, security, and confidentiality. Dr. Bell suggested the need for additional testimony from medical economists on the types of reimbursement for secure messaging and their effects. A literature review and meta-analysis are options as well. 

A few members supported additional testimony on “best practices” pertaining to remote monitoring and methods of financing remote monitoring services (e.g., full risk, capitation, partial capitation).
Regarding the use of the PHR, it was noted that although some consumers are purchasing and using PHRs, “business is ahead of the public.” There was some discussion of the possibility of testimony from these independent buyers. However, due to the limited number of such consumers and the presumed lack of an association representing them, it was thought to be difficult to obtain input on their behalf. 

Malpractice risk may be an area for testimony. It was suggested that the staff contact the Center for Telemedicine Law. Dr. Bell concluded by asking the members to review the summary and to email suggestions of topics on which testimony should be solicited. 
Staff Action Item #2: The staff will arrange for testimony from medical economists at the January meeting. The staff will receive and respond to other suggestions from members on filling any existing gaps in testimony.

5. Next Steps

The next meeting is scheduled for January 25, 2007. The staff will arrange for testimony. Areas for new recommendations will be discussed. 
6. Public Comments

No member of the public sought to speak.
7. Adjournment

After covering all agenda items, the meeting adjourned at 3:20 pm.

SUMMARY OF ACTION ITEMS
Staff Action Item #1: Tony Trenkle agreed to arrange testimony on the CMS 646 demonstration projects. 
Staff Action Item #2: The staff will arrange for testimony from medical economists at the January meeting. The staff will receive and respond to other suggestions from members on filling any existing gaps in testimony.
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