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A.
Introduction
1.
Call to Order 

The meeting was called to order by the Co-chairs:
· Lillee Smith Gelinas, R.N., M.S.N., FAAN, Vice President, Clinical Performance, VHA, Inc. 
· Jonathan B. Perlin, M.D., Undersecretary for Health, U.S. Department of Veterans Affairs (VA)

Dr. Perlin and Ms. Gelinas reviewed the broad and specific charges of the Electronic Health Record (EHR) Workgroup. They also thanked the following staff members from the U.S. Department of Health and Human Services (HHS) Office of the National Coordinator for Health Information Technology (ONC) for their assistance with the workgroup:  
· Kelly Cronin, Director, Office of Programs and Coordination, ONC 

· Karen Bell, Director, Office of Health IT Adoption, ONC 

· Dana Haza, acting Executive Director of the American Health Information Community, ONC. 

Ms. Haza explained that EHR Workgroup members should have been sent and received an agenda, a contact list, and two documents prepared by the ONC staff that would be discussed during the meeting: a briefing document (“Electronic Health Record Use Case Briefing Document”) and an activities and milestones document (“Breakthrough Workgroup Activities and Community Milestones”). She noted that Dr. Bell would be the primary point of contact for the EHR Workgroup and would work closely with the EHR Workgroup Co-chairs to facilitate and coordinate he deliverables. 

2.
Introduction of Workgroup Members
At the beginning of the call, workgroup members or their substitutes were given the opportunity to introduce themselves. A list of workgroup members and substitutes who participated in the call is provided at the end of this summary.
3. 
Review of Call-in Procedures 

Members were briefed on conference call procedures.
4. 
Remarks by HHS Secretary Leavitt

Secretary of Health and Human Services Mike Leavitt expressed his appreciation to the Co-chairs and workgroup members for their effort, adding that he thought the workgroup had an extremely important and urgent charge to speed the adoption of EHR. He said he very much appreciated the progress being made in this particular area and looked forward to the workgroup’s deliverables in March. The Co-chairs expressed their appreciation for Secretary Leavitt’s support and leadership, saying they hoped to bring the workgroup’s very best advice as soon as possible. 
B.
Review of the Workgroup’s Charges
The charges for the EHR Workgroup are as follows:
· Broad Charge: Make recommendations to the Community on ways to achieve widespread adoption of certified EHRs, minimizing gaps in adoption among providers. 
· Specific Charge: Make recommendations to the Community so that within 1 year, standardized, widely available, and secure solutions for accessing current and historical laboratory results and interpretations are deployed for clinical care by authorized parties.

1.
Overview and Review of Use Cases
In discussing the charges to the workgroups, Dr. Bell noted that the crux of the EHR Workgroup’s deliverable to the Community for its March 7, 2006, meeting will be to characterize in precise detail exactly what each word of the committee’s charge mean. In addition, the workgroup should try to figure what the EHR project will look like, what entities it will involve, where it will be undertaken, and what the big issues are. Finally, the workgroup should try to at least outline the major barriers to moving forward with EHR adoption. 
Dr. Bell reviewed the “Electronic Health Record Use Case Briefing Document,” prepared by the ONC staff to facilitate workgroup members’ efforts. The briefing document included (1) the charges for the committee; (2) a list of all of the entities that that the workgroup should take into account in the project; (3) a brief description of a project already being done, namely the EHR–Lab Interoperability and Connectivity Standards (ELINCS) project that is developing a national standard for the delivery of real-time lab results from a lab’s information system to an EHR; and (4) a list of questions to help workgroup members focus on exactly what it will recommend to Secretary Leavitt on March 7, 2006.  
2. 
Discussion of the EHR Workgroup’s Strategy for Assimilating the ONC-provided Use Cases and the Community-Provided Broader Charge and Specific Charge for the EHR Workgroup 
a.
 Discussion of How to Model the EHR Workgroup’s Project 
The EHR Workgroup first discussed how the EHR Workgroup’s project should be modeled. Specifically, it addressed the question, “What is the most efficient and effective policy model for electronically transmitting lab information (e.g., from multiple labs directly into a clinician’s EHR or from multiple labs through a single portal to individual physician EHRs)?” 
Comments by David Brailer 
Dr. Brailer, National Coordinator for Health Information Technology, noted that one strategic question for the EHR Workgroup, after it does its due diligence on what already exists, is whether to build on the ELINCS project or not. Dr. Brailer said he is rather happy with the public dialogue and transparency of the ELINCS process, as well as with the technical results, and hopes the EHR Workgroup can build on the technical work of the ELINCS project to perform its charges. 
Dr. Brailer added that ONC’s goal with the breakthroughs in the four workgroups’ specific charges was to create momentum for the adoption of EHRs by packaging a component of the EHR that is much narrower and more “aerodynamic” than a full EHR. In the EHR Workgroup’s case, that component of the EHR is laboratory information. If the goal is to get laboratory information to doctors in a way that promotes EHR adoption, which approach should be used? Should the approach be to link information to the EHR, where it could benefit organizations that have EHRs in place in the short term? Or should the approach be to seek a more broad benefit via a portal that allows clinical information to move from where it is to where it is needed? This is the core of the strategic question for the EHR Workgroup, because many of the other decisions it makes will flow from this. The broader approach could be more challenging and more work but might lead to broader adoption of interoperable clinical information/EHRs in the long run. 
Information about the ELINCS project  

As background, Jason DuBois of the American Clinical Laboratory Association (ACLA) described the ELINCS project started at the behest of Dr. Brailer’s office about a year ago. ELINCS is developing a national standard for the delivery of real-time lab results from a lab’s information system to an EHR. Version 1.0, which encompasses 80 of the 100 most commonly performed tests under the clinical laboratory fee schedule, has been completed; that standard specification was included in the ambulatory EHR certification of the Certification Commission for Health Information Technology. Version 2.0 will encompass 95 of the 100 most commonly performed tests. The technical workgroup just finished going over public comments on the latest specification and expects to finish that version shortly. On February 6, 2006, the California Health Care Foundation, which has been helping to shepherd this effort, is expected to award five grants to pilot-test the ELINCS specification. 
ACTION:  As part of its due diligence process, the EHR Workgroup will learn more about the ELNCS project. ONC will follow up by having someone from the California Health Care Foundation talk to the workgroup about ELINCS and the six pilot sites. 

Information about the VistA system and VistA-Office EHR

Howard Eisenstein of the American Federation of Hospitals suggested that, in addition to learning more about ELINCS, the EHR Workgroup take a look at the VistA system of the VA and about the ambulatory version VistA-Office EHR developed collaboratively by Federal Center for Medicare & Medicaid Services (CMS). The Vista Application Service Provider is a sort of Web-based application of VistA.  
Linda Freschetti of the VA said the workgroup should go ahead and add this topic to its to-do list for the due diligence process and report on it to the Community on March 7. If there are any other topics that need to be considered while the workgroup is going through the due diligence process, people should identify them at this meeting or during the public comment period at the end of the meeting. 
ACTION:  As part of its due diligence process, the EHR Workgroup will learn more about the VA’s VistA EHR system and VistA-Office EHR developed collaboratively by CMS.
What EHR model is right for broad-scale adoption of health IT?

Blackford Middleton of the Partners HealthCare System said that if the EHR Workgroup was looking for topics where research might be helpful, it occurred to him that the current model of implementing health IT may not be actually the right model for broad-scale adoption. Most  EHRs today are designed to take care of a patient in a particular physician’s office unless they are sponsored by a larger delivery system. A question that arises is, do we organize clinical information management at kind of the local individual physician’s office or hospital setting or even integrated health care delivery network? Or is it time to consider implementing a framework that allows health care providers across a region access to relevant clinical information, in sort of a Regional Health Information Organizations (RHIO) context?  
b. Discussion of Entities to Be Involved in the EHR Project: Challenges and Opportunities

Labs. Mr. Dubois said one challenge is how to include laboratory information provided by multiple sources, not just independent clinical laboratories, but hospital laboratories, small “mom and pop shop”-type laboratories that serve regions, and physician office laboratories. Another challenge is coping with State laws that prohibit laboratories from disclosing test result information to anyone but the physician who ordered the test. Yet another challenge is costs. The e-Health Initiative did a study on laboratory connectivity and found the resources cost to laboratories to provide data to physicians and hospitals is typically between $30,000 and $50,000. A significant portion of the cost comes in when laboratories have to bear the cost of marrying the streams of data from physicians and lab data that they are trying to transmit to the hospital or physicians. Standardizing the way lab results are reported would minimize these costs. Otherwise, giving laboratories additional remuneration might be necessary. 
Physicians. John Tooker of the American College of Physicians (ACP) said getting every physician practice involved and providing information and receiving it will be a substantial challenge. Fifty percent of internal medicine practices have five or fewer physicians, and 20 percent of those practices are solo practices. A challenge beyond getting physicians to exchange information with labs is to make the cultural changes to allow physicians to begin to use the information. There are also technical challenges related to EHRs. 
Dr. Middleton reported on experience at the Partners HealthCare Systems in Massachusetts, where EHRs have been adopted by 4,000 physicians. Rewards for physicians from EHRs in terms of improved reduction in medical errors have recently been supplemented by economic rewards. Payers interested in “value-based purchasing” or “pay-for-performance” are now creating significant incentives for physicians in the Partners HealthCare System to implement EHRs (a one-time capital payment to physician groups who adopt EHR). Payers also have begun experimenting with the use of financial incentives for physicians to use EHRs to achieve quality benchmarks. Noting that there is huge misalignment of incentives because physicians who are largely being asked to foot the bill for EHR adoption are not the ones experiencing the majority of the benefit, he said he believes national leadership or policy moves that help make adopting and using EHRs make sense to physicians are essential. Some of the policy suggestions on the table include providing physicians both access to low-cost capital to get over the adoption hurdle and some financial incentive to reward ongoing use of EHRs. 
Mr. DuBois noted that standardizing lab data is important to physician adoption of EHRs. The reason is that in pay for performance, lab data are often used as a means to help quantify physician performance; thus, if lab data can be standardized to create pay for performance programs, that will help drive physician adoption.
Patients. Workgroup members agreed that an EHR system must be capable of safeguarding the privacy and security of patients’ information. John Houston of the National Center for Vital and Health Statistics commented that the EHR Workgroup should discuss how to get consumers to give their consent to make certain types of historical lab values available to multiple parties as opposed to just the physician from whom the patient is receiving care. Dr. Tooker commented that patients will not be well-served if EHRs are adopted in ambulatory care settings but not by hospitals or other sites of care in the community. Dr. Brailer stated that a unique patient identifier or a national algorithm that would help protect privacy and security was essential to moving EHRs forward in RHIOs. 
Health care delivery organizations. Pam Pure of McKesson Provider Technologies noted that some organizations across the country, including integrated health systems such Partners HealthCare, hospital systems, and some physicians’ offices, have already made huge independent investments in EHRs or health IT. These “early adopters” have a wealth of IT experience, have a secure network, and have applications running. Building on their strengths might be a way of getting to critical mass quickly. 
Dr. Middleton commented that Partners HealthCare, with its huge number of hospitals and clinics and other entities, might be thought of as “an NHIN [National Health Information Network] in situ.” When thinking about extending the technology envelope across the community and the region, however, it and similar organizations have business issues to consider. Thus, the policy and financial dimensions have to be taken into account along with the technical issues.
Payers. Mr. Eisenstein, noting that some third-party payers have done “pay-for-performance” and “pay-for-technologies” experiments the last few years, said it would be a good idea to have a private-sector payer (e.g., the Massachusetts Blues) come discuss what the benefits are for payers at some point. 
c.
Discussion of the EHR Workgroup’s Charge and Scope 
Should the EHR model adopted by the EHR Workgroup be broad or narrow?

EHR Workgroup members reached a consensus that the broader EHR model described by Dr. Brailer was desirable to a narrower model. 

Colonel Bart Harmon of the Department of Defense (DoD) said that it was important for the EHR Workgroup to maintain a broad high-level vision of where it wants to go with EHRs in the next 5 to 10 years and then to take any small tactical steps with that broad vision in mind. Otherwise, it might end up derailing the longer-term vision with short-term steps that move away from that vision. 
Carolyn Clancy of the Agency for Healthcare Research and Quality (AHRQ), supporting the broader model, commented that the adoption of EHRs might be thought of in terms of a diffusion curve, adding that surveys of physicians and physician practices suggest that browsing results online is very often a first step for physicians in interacting with an electronic world. AHRQ currently has a project in West Virginia related to this, and Dr. Clancy promised to give the ONC staff more information about the project. Mr. DuBois said he thought it was more of a stepped model than a diffusion curve but agreed that the broader model was preferable.  
Dr. Middleton said the broader system model for EHRs was appealing to him from the standpoint of transformation. He suggested that the EHR Workgroup strive to ensure that anything it recommends be a chunk of an “ongoing value proposition” that can take the Community along toward the adoption of EHRs. 
DECISION:  The EHR model should be a broad one, allowing information to     flow from multiple labs or lab sources to multiple other providers.

Should the EHR model adopted by the EHR Workgroup be a patient-centric or episodic? 
Ms. Pure recommended that the EHR Workgroup decide whether it wants to design (a) an EHR organized from the provider’s perspective in an episodic way or (b) an EHR organized in a patient-centric way. When lab results are obtained, is the goal to return them to the physician’s office that requested the lab test?  Or is the goal to allow lab data to be entered and then shared among multiple users so that when a patient shows up in a doctor’s office, that doctor has online access to lab data about the patient that may not have been initiated in that particular encounter?  

Whatever decision is made, Ms. Pure said, the EHR Workgroup might have to adopt a multiphased approach. One approach would be to start with an RHIO and take a patient-focused view from the outset. Once information about a patient is online and exchangeable, whether at a regional level or at an integrated system level, additional patient information can be added relatively easily, and even the structure of the data movement can be changed relatively easily. Another approach might be to (a) get all lab results electronic, (b) exchange results with the health care system, and (c) build them regionally. 
Dr. Clancy stated that an EHR model that works for an individual physician or other provider (e.g., a group of physicians or hospital) is likely to be very different from an EHR model that works from the patient’s perspective. Dr. Middleton said he believes the biggest upside opportunity for EHR adoption is in doctors’ offices and/or hospitals where little or nothing has happened. Dr. Tooker emphasized that the more the EHR Workgroup can provide linkages and networks from a patient’s point of view, the closer he thinks it will be to achieving its goals.

Dr. Bell, speaking for Dr. Brailer, explained that in previous discussions related to the Consumer Empowerment Workgroup, the message that came forth ultimately is that the EHR model should be a very patient-centric, consumer-centric model that will incorporate not just the deliverables to the Consumer Empowerment Workgroup but other data as it comes through. 
DECISION:  The EHR model adopted by the EHR Workgroup should be a very patient-centric, consumer-centric model that will ultimately incorporate the deliverables to the Consumer Empowerment Workgroup, as well as other data.  
How might the EHR Workgroup interact with the Consumer Empowerment Workgroup that is developing a Personal Health Record (PHR) to facilitate access to lab data?   
Dr. Middleton recommended the EHR Workgroup touch base with the Consumer Empowerment Workgroup that has an effort underway to develop a portable and universal PHR that can be maintained by individual consumers. Perhaps the ideas about PHRs that are emerging in different places around the country might be used to leverage RHIO concepts to facilitate access to laboratory data. Dr. Clancy agreed that some intersection with the Consumer Empowerment Group was desirable.
Mr. DuBois noted that the Consumer Empowerment Workgroup had asked ACLA what lab result reporting standards were available and ACLA directed them to ELINCS; that may be the way the Consumer Empowerment Workgroup goes with lab results. 
ACTION:  A representative of the Consumer Empowerment Workgroup will be invited to come describe to the EHR Workgroup where that workgroup is going in terms of developing PHRs, with a view toward possibly linking the two workgroups’ efforts in terms of lab data. 

Documents to be prepared by the ONC staff

Dr. Bell summarized what she had heard from the discussion: that the EHR Workgroup would like a model that would allow linkage to consumer information, consumer prior information or PHR information, and the flow of information from multiple labs or lab sources to multiple other providers. The model could take several forms​ – a RHIO-type structure or a trust-type structure, such as exists with Rx Hub, and possibly others. 

To help the EHR Workgroup deliberate about the type of EHR model it would like to support, Dr. Bell offered to do research on the various models and provide a document to EHR Workgroup members within 2 weeks, outlining the various models in detail along with the pros and cons of each. Workgroup members agreed and suggested that she contact them via e-mail or correspondence to get more information about the list of potential models. Dr. Bell indicated that the ONC staff would do this. Dr. Middleton said that before shifting gears, he wanted to request that ONC do some research on current RHIO demonstration projects and perhaps get information from the e-Health Initiative collaboratives and from the Markle Foundation. 
ACTION:  The ONC staff will prepare a “models document” for the EHR Workgroup within 2 weeks that outlines various models for allowing physicians to access lab data and identifies some of the pros and cons of each. 

Ms. Gelinas, noting that the EHR Workgroup had focused primarily on cultural and financial issues and not workforce or physical plant issues, asked Dr. Bell if the discussion had been adequate. Dr. Bell said she thought it had and indicated that the ONC staff would create the first draft of a working document for EHR Workgroup members so that they could make modifications as needed. 
ACTION:  The ONC staff will create the first draft of a working document to be presented by the EHR Workgroup to the Community on March 7, 2006. 

What lab data should be made available in the model? 

To help her draft the EHR Workgroup’s document for the March 7 Community Meeting, Dr. Bell asked workgroup members to discuss what types of laboratory data should be made available in the model. Should it be hematology and chemistry data alone or also pathology data? Just normal lab values as interpretive data, or test information, too? And how historical should the data be?  

Mr. Eisenstein asked whether there was any information on what lab values the small physician practices use the most. Mr. DuBois replied that Version 2.0 of ELINCS will encompass 95 percent of the 100 most commonly performed lab tests. In ELINCS, the idea was to choose a small subset of lab tests that it could get accomplished in the shortest amount of time, so tests such as hematology and chemistry tests, where the result is a number, were included, but tests with a narrative value (such as is required for the outcome of a pap smear) were not. Rob Kolodner of  recommended that the ELINCS list of the 100 tests be sent out or posted to EHR Workgroup members, noting that the workgroup might want to exclude tests for HIV and alcohol levels because of the legal issues. 
ACTION:  The ONC staff will get the list of the 100 most commonly used lab tests from ELINCS and post them for the EHR Workgroup so that workgroup members can consider which tests to include. 
d. 
Discussion of Major Barriers to Moving Forward with EHR Adoption   

Lack of a unique patient identifier for use in a RHIO-type structure or trust structure 

Dr. Brailer noted that in order to have a RHIO-type structure or trust type structure, a unique patient identifier, or a national algorithm that would help protect privacy is going to be essential. The Consumer Empowerment Group is looking at this, and it is a big keystone to moving forward.

State laws governing the sharing of laboratory test results

The Clinical Laboratory Improvement Act (CLIA) and State laws governing clinical laboratories that specify that laboratories cannot share lab result information with anyone other than the ordering physician might be a barrier to the implementing a portal type model for sharing lab results. According to Mr. DuBois, CLIA permits a clinical laboratory to disclose test results only to “authorized persons and, if applicable, the individual responsible for using the test result.”  Individual States are responsible defining authorized persons under their laws and regulations governing clinical laboratories. In most instances, States prohibit laboratories from disclosing lab test result information except to a limited number of persons, usually only the physician who ordered the test. A use or disclosure permissible in one State for one type of provider may be impermissible in another state for other types of providers. 

Dr. Middleton suggested that the EHR Workgroup might get around the State laws governing the disclosure of lab test results to providers by developing an authorization scheme that would allow the individual patient to make his or her own lab test results available more globally. Dr. Kolodner agreed with Dr. Middleton that having the patient act as a conduit might help get around the legal issues. He thought perhaps there could be an opt-in strategy for patients, perhaps through PHRs or by having patients designate a surrogate to authorize the release of information. 

Mr. Houston said he was not sure that patients in the middle of things would work but thought the EHR Workgroup was going to have to think about a patient consent scheme that in some efficient way permits patients to opt in. 

Clinical laboratories’ policies regarding the storage of historical patient test data  

Mr. DuBois indicated that many clinical labs do not store patient test information longer than is necessary to transmit it to the ordering physician and comply with any State or Federal regulations. If clinical labs were asked to store patient test information for long periods of time in order for information to be accessible to a National Health Information Network or RHIO, they would incur costs. Ms. Gelinas asked if Mr. DuBois could find out more about the top 20 U.S. clinical labs’ policies regarding the storage of patients’ test information. He agreed to try to get information from ACLA’s member labs if it was not proprietary.  
ACTION:  Mr. DuBois will try to get information about ACLA’s member companies’ policies regarding the period of time for which they store patient lab test information. 
C.
Development of a Workplan
The EHR Workgroup discussed three topics related to the development of a workplan:  identification of needed human resources, identification leaders for the main topic areas in the workplan, and a process for communication and document exchange. 
Topic 1.
Identification of Needed Staff Resources
Administrative support to the EHR Workgroup will be provided by the ONC staff. The ONC staff will organize and schedule meetings, track the deliverables, and help craft the final document that the workgroup will present to Secretary Leavitt on March 7. They hope to enlist the support of other staff members throughout the Federal Government and in the private sector. If there are policy-related or other questions to be addressed, the ONC staff will bring them to the EHR Workgroup for consideration. 
Topic 2.
Identification of Leaders for Major Topic Areas the EHR Workgroup Is To Address at the March 7 Community Meeting

EHR Workgroup members volunteered for or were assigned to specific tasks related to the three milestones for the first quarter of 2006 identified in the ONC briefing document entitled “Breakthrough Workgroup Activities and Community Milestones” (see below). 
1. 
Identify existing tools and solutions that could be rapidly deployed and present recommendations to the Community on March 7. 
ACTION:  Specified individuals (see below) will take the lead on specific topics related to this milestone and provide a written report to Dr. Bell at ONC a week prior to the workgroup meetings that begin February 21, 2006. Each report should contain (a) an overview of tools and solutions that could be rapidly deployed, (b) a discussion of the opportunity to extend these tools and solutions, and (c) barriers to such extension. 
· Tools and solutions available from private vendors re lab results and interpretations – Ms. Pure

· Tools and solutions that physician offices are using re lab results and interpretations – Dr. Tooker
· How does lab data flow in DoD and VA and what tools are used?  –  Colonel Harmon for DOD and Dr. Perlin, Ms. Freschetti, and Dr. Kolodner for the VA

· Report on ELINCS – Mr. DuBois  

· Tools and solutions from RHIOs – Dr. Bell (ONC)
2.
Identify local, State, and Federal agencies; nongovernmental organizations (NGOs); and private entities that are needed to support the tools and solutions.
Dr. Kolodner and Ms. Gelinas agreed that it would be helpful to have a matrix with existing tools and solutions on the left side of the page and the local, State, Federal, and private entities that could speed adoption across the top. Ms. Gelinas asked Dr. Clancy whether AHRQ had some kind of master list that the EHR Workgroup could use. Dr. Clancy said AHRQ has information about the six RHIO demonstration projects and might have information in AHRQ’s other master lists. 
ACTION:  Dr. Clancy will provide ONC with information from AHRQ about the six RHIO demonstration projects, as well as any other pertinent information from AHRQ’s other master lists. 
Dr. Clancy then explained that she had interpreted this task as identifying both policies and practices – what is and what needs to be – to support the tools and solutions. Ms. Haza confirmed that the task is to identify both policies and practices. 
ACTION:  Specified individuals (see below) will help with specific tasks related to this milestone and provide a written draft to Dr. Karen Bell at ONC a week prior to the workgroup meetings that begin February 21, 2006. 

Policies (both what exists and what needs to exist) 

· e-Health Initiative, the Markle Foundation, and the Healthcare Information and Management Systems Society (HIMMS) – Dr. Middleton reported that the e-Health Initiative headed by Janet Marchibroda was doing pioneer research in this area. Mr. Dubois stated that the e-Health Initiative had done a report on lab connectivity that addresses policy and practical adoption strategies and barriers. Dr. Middleton said the Markle Foundation might have done something in this area. He said he would have to inquire about whether HIMMS had done any research about what policies are needed to advance the tools and solutions. The ONC staff will follow up on these suggestions.

· Public policies – Barry Straub of CMS had left the meeting, but Dr. Bell said she would ask him for help from CMS on public policies.

· Policy issues related to confidentiality, privacy, and security authorization – Mr. Houston, Dr. Clancy, Dr. Straub, and Mr. Eisenstein will help with this

· Legal issues and financial incentives for physicians – Mr. Eisenstein said the American Federation of Hospitals could help with policy issues related to Stark and anti-kickback laws and what financial incentives are needed to get physicians to adopt EHRs. 

· Incentives for labs – Mr. DuBois said that Clem McDonald, Director of the Regenstrief Institute for Health Care, had given a presentation before the Medicare Payment Advisory Committee (MEDPAC) about their ongoing project in which they offered some type of pay to laboratories to transmit information throughout their network. The ONC staff will investigate this.

Practices (both what exists and what needs to exists)
· Partners Health Care – Dr. Middleton volunteered to describe the practices at Partners HealthCare with the patient portal and EHR. 

· State demos that AHRQ is supporting – Dr. Clancy said some State demos that AHRQ is supporting (e.g., in Indiana, they have had to move lab data around) would be very helpful, so she would help provide information about those.
3.
Present a detailed timeline for realization of the specific charge to the Community. 

Ms. Galinas and Ms. Freschetti agreed to wait to complete work on the detailed timeline for the specific charge until the first two tasks were completed and to move the task into their own domain. Dr. Bell noted that the ONC staff could help with the detailed timeline. 

Topic 3.
Identification of Communication Process and Document Exchange

Ms. Haza explained that under the Federal Advisory Committee Act, all meetings must have advance notification and the public must be able to participate in them. This means that there can be no subgroup meetings of the EHR Workgroup; everything has to be done one on one. Individuals can do “fact finding” and then report the findings to Dr. Bell at ONC. Then the ONC staff can do some internal work on the drafts to bring them together and report the findings to the full workgroup (e.g., by posting them online).

D.
Development of a Timeline 

To make it easier for the EHR Workgroup to develop a timeline, the timeline milestones that the EHR Workgroup is going to have to adhere from the ONC-prepared document “Breakthrough Workgroup Activities and Community Milestones” were embedded into the agenda for the January 31 meeting (see below).  

Ms. Haza encouraged workgroup members to start thinking about the big issues and recommendations as early as possible. The first set of recommendations from the EHR Workgroup, including the workgroup’s clarification of its charge and its recommendations related to what the EHR project will look like, what entities it will involve, where it will be undertaken, and what the big issues are will be presented to the Community on March 7, 2006. 
At the April 25 Community Meeting, the EHR Workgroup will have an opportunity to identify some of the major levers it thinks the Federal Government might be able to exert to address the big issues. 
January–March 2006 Outcomes 

1. Identify existing tools and solutions that could be rapidly deployed and present recommendations to the Community. 

2. Identify local, State, Federal agencies, NGOs, and private entities that are needed to support the tools and solutions. 

3. Present a detailed timeline for realization of the specific charge to the Community.
a. January Activities:
i. Convene Workgroups – Near Completion
ii. Establish administrative logistics – Completed
iii. Discuss charge and define scope 
iv. Request detailed environmental scan of existing solutions and potential barriers
v. Request detailed environmental scan of critical enabling entities
b. February Activities:
i. Receive input from scans
ii. Develop detailed operations workplan for workgroup
c. March Activities:
i. Present detailed recommendations to March 7 Community Meeting 
ii. Identify policy and privacy issues

April–June 2006 Outcomes
1. Identify public and business policies that need to be changed or that are needed to meet the specific charge, and make recommendations to the Community.

2. Consider privacy issues that may arise from this effort, and report discussions to the Community. 

3. Review standards architecture and certification criteria relevant to the realization of the goal and make recommendations to the Community.
a. April Activities:
i. Review architectural, standards harmonization, and certification criteria necessary to realize goal
b. May Activities:
i. Incorporate policy recommendations into breakthrough recommendations
ii. Incorporate architectural changes and considerations into breakthrough recommendations
c. June Activities:

i. Make recommendations 

ii. Identify and evaluate deployment models for breakthroughs

iii. Present findings to June 13 Community Meeting, including summary and recommendations regarding further acceleration of breakthroughs with identified gaps to adoption

July–September 2006 Outcomes:

1. Make recommendations to the Community to identify deployment targets and models for deployment. 

2. Make recommendations to the Community to develop an education and awareness plan. 

3. Make recommendations to the Community to develop a timetable to transition from the specific charge to the broad charge.

a. July Activities:

i. Identify and evaluate marketing plans

b. August Activities:

i. Develop broad workplan and time table to move from specific to broad charge

ii. Incorporate marketing and deployment models into breakthrough recommendations
iii. Report summary and findings at August 1 Community Meeting

c. September Activities:

i. Continue to develop broad workplan to address broad charge

ii. Report summary and findings at September 12 Community Meeting

October–December 2006

1. Make recommendations to the Community to implement a pilot effort and a rollout plan that will realize the specific charge. 

2. Evaluate the year and progress toward achieving the broad charge.

a. October Activities:

i. Extensively vet recommendations throughout stakeholder communities

ii. Harmonize with other breakthrough workgroups’ recommendations

iii. Report findings at October 31 Community Meeting

b. November Activities:

i. Write Final Report

c. December Activities:

i. Present Final Report at December 5 Community Meeting

ii. Provide recommendations to implement pilot effort 

iii. Present rollout plan for specific charge

It was decided that some activities later in the timeline might be jump started now. In April–June, one of the outcomes is to review standards architecture and certification criteria relevant to the realization of the goal and make recommendations to the Community. Dr. Middleton proposed evaluating the ELINCS architecture and standards and considering de novo what might be a breakthrough architecture or reference architecture to achieve the goal. The privacy issues will be addressed by Mr. Houston. Ms. Pure said she thought a lot of things that have to be done in April would fall out after the EHR Workgroup decides what platform to build its EHR out on.
ACTION:  The ONC staff will do research related to evaluating the ELINCS architecture and standards and considering what might be a breakthrough architecture or reference architecture to achieve the goal.

E.
Summary of Next Steps
Ms. Gelinas concluded the discussion by saying that said she thought that the EHR Workgroup was developing a powerful matrix to put in front of the full Community on March 7. She noted that the ONC staff was going to get a document about modeling within 2 weeks, and the two groups of people within the EHR workgroup are going to help in identifying tools and solutions, as well as the enablers to support those tools and solutions. Ms. Pure reminded everyone the EHR Workgroup is also supposed to be able to drill down on each of the words in its specific charge (e.g., widely available, standardized, historical) at the March 7 Community Meeting. 

F.
Public Comments
Several people from the public made comments. 
· Peter Winklestein from Roswell Park Cancer Institute stated that if the goal is to encourage EHR adoption on a wide basis, the EHR Workgroup should approach its task with laboratory data from the patient-centric point of view. Dr. Middleton’s work supports that approach. 

· Janice Zalen from the American Health Care Association expressed her concern that long-term care facilities are not being considered by the EHR Workgroup. The EHR Workgroup should be looking at barriers to the adoption of EHRs in long-term care facilities, as well as in physicians’ offices and labs. As the experience with Hurricane Katrina in New Orleans showed, an EHR for nursing home patients would have been very useful. 

· Adrian Groper with MedCom said he believes that large enterprise systems could adopt a patient-friendly architecture by opening up the way that primary care physicians within a RHIO or enterprise communicate with the RHIO. Instead of making the portal look into a closed system, this would make the system much more open. 

· Steven Keeler, a private vendor with a Personal Health Record application, said he would like his product to be included in the Ms. Pure’s inventory of tools and solutions in the private space. 

· Neville Coward said he did not want to pay more taxes for health care. He believes health care is a business and each person’s medical record is proprietary.

Disclaimer

The views expressed in written conference materials or publications and by speakers and moderators at HHS-sponsored conferences, do not necessarily reflect the official policies of the Department of Health and Human Services; nor does mention of trade names, commercial practices, or organizations imply endorsement by the U.S. Government.
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