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	Charges for the Electronic Health Record (EHR) Workgroup

Broad Charge: Make recommendations to the American Health Information Community (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.
Call to Order

Co-chairs Jonathan B. Perlin, MD, PhD, MSHA, FACP, Under Secretary for Health, Department of Veterans Affairs (VA), and Lillee Smith Gelinas, RN, MSN, FAAN, Vice President, Clinical Performance, VHA, Inc., called the meeting to order shortly after 1 p.m. 

2.
Review of Call-in Procedures

EHR Workgroup members were briefed on Web conference call-in procedures.

3.
Introduction of Participants
Meeting participants were introduced. (See the list of participants at end of this document.)
4.
Remarks by Co-chairs. 

Dr. Perlin and Ms. Gelinas stated that at today’s meeting, the EHR Workgroup needed to finalize its recommendations for presentation to U.S. Department of Health and Human Services (HHS) Secretary Mike Leavitt and the Community at its March 7 meeting. At that meeting, the EHR Workgroup should characterize in precise detail exactly how it interprets its specific charge and recommend what shape the EHR breakthrough project should take. The group needs to address the following questions:  

· Should clinical information be organized at the level of the local individual physician’s office or hospital setting or at the level of the integrated health care delivery network?  

· Is it time to consider implementing an approach that allows health care providers across a Region access to relevant clinical information in a Regional Health Information Organization (RHIO) framework? 

Dr. Perlin noted that EHR Workgroup members would be considering four possible models of approaches to accessing current and historical laboratory results and interpretations that the workgroup might adopt within a year to meet its specific charge. He urged workgroup members to reflect on what will be necessary to drive EHR adoption and to make the systems self-sustaining. 

Dr. Brailer joined the meeting briefly. He thanked participants for their efforts and referred to the EHR Workgroup as the “wedge group” – noting that its effort regarding lab tests results is setting a necessary foundation for the ONC’s strategy to get EHRs in place. 

5.
Options Paper and Critical Criteria for the EHR Workgroup’s Recommendations Regarding Their Specific Charge – Dr. Bell and Dr. Loonsk.
A briefing paper prepared by the ONC staff was distributed to EHR Workgroup members to facilitate their discussion of the workgroup’s specific charge. That paper, entitled EHRs: Background and Options Briefing: Target Populations and Geographic Scope, outlined four different models of approaches for accessing current and historical laboratory results and interpretations that might be deployed within a year (see Box A). 

Dr. Bell noted that the paper identified six “critical criteria” for EHR Workgroup members to take into account in developing recommendations with respect to the workgroup’s specific charge and recommendations. These criteria state that recommendations should: 

· Be feasible to implement in 2006 

· Facilitate the most direct path to the broad charge of widespread adoption of EHRs

· Illuminate the significant barriers that must be resolved to achieve breakthrough success

· Deliver value to the consumer in the next 1–2 years

· Leverage all stakeholders while appropriately balancing expectations, responsibilities, and authority

· Be aligned with other breakthrough activities. 

Dr. Loonsk added that the use cases related to EHRs contributed by the Health Information Technology Standards Panel (HITSP), the Certification Commission for Healthcare Information Technology (CCHIT), and the four NHIN consortia developing health information network prototypes under contract to ONC were in the process of being harmonized and aligned with the activities of the EHR Workgroup. 

6. 
Presentations on Existing Tools and Solutions for Accessing Lab Results  
Several presentations were made to the EHR Workgroup on existing tools and solutions related to EHRs that could be rapidly deployed as part of the implementation of the workgroup’s specific charge. Those presentations addressed the following topics: 

A.) Tools available in physicians’ offices

B.) ELINCS

C.) Vendor/private industry perspective

D.) The Federal perspective, with presentations from the Department of Veterans Affairs (VA), Department of Defense (DoD), and the Agency for Healthcare Research and Quality (AHRQ). 
E.) Privacy/Policy Issues
F.) Options Paper and Models
A.)
Tools for Physicians’ Offices – Ms. Connie Laubenthal 

Ms. Laubenthal identified tools for physicians’ offices available from the American College of Physicians (ACP), the American Academy of Family Physicians (AAFP), and the e-Health Initiative (eHI).  

The ACP Practice Management Center, which offers consultative services for ACP members, makes many tools available for ACP members on its Web site (http://www.acponline.org/), including: 

· An EHR “roadmap” with five adoption stages (investigating, selection and purchase, installation, basic implementation, enhanced implementation)

· A document on e-prescribing, rating and selecting services, communication with patients, and usefulness of handheld

· Online discussion groups on medical computing and small practices. 

AAFP offers its members discounts and a buying service for EHR systems and hardware. In addition, the AAFP Web page (www.aafp.org) offers the following, primarily for AAFP members: 

· An EHR physician product review (with 550 reviews of different products)

· A searchable database of EHR users (by size of practice and type of software)

· An online “readiness for adoption” tool that physicians can use

· Tutorials for hardware, networking, and implementation of EHRs

· An EHR master quotations guide that permits comparison of vendors

· Discussion lists on electronic medical records and residency electronic medical records. 

The e-Health Initiative makes tools for physicians available to the general public, free of charge, on its Web site (http://www.ehealthinitiative.org/default.mspx). They include:

· eHI’s Lab to Practice Connectivity report, a 2-year roadmap to resolution of all issues and barriers to interoperability (online)
· eHI’s master quotation guide
· Links to white papers on EHRs from various groups, including AHRQ, the Institute of Medicine, and the AAFP. Other guides and case studies in development will be online shortly (e.g., one related to physician office information exchange, one about involving clinicians in quality improvement and measurement).  

Key Questions and Comments

The question was raised regarding how the EHR Workgroup might get a sense of what the installed base of EHRs or other types of laboratory access systems is today. Dr. Bell replied that Harvard and George Washington Universities are doing some work on developing methodologies for assessing the installed base. The percentage of physicians who have adopted EHRs is estimated to range from 5 to 25 percent. Dr. Middleton said he thought some survey work had been done by Anne-Marie Audet at the Commonwealth Fund, and it might be useful to obtain that paper for the group. He added that the Healthcare Information and Management Systems Society (HIMSS) may have done work on this topic as well.   

ACTION ITEM: The ONC staff and Dr. Middleton will seek information on the    


          installed base of EHRs or other types of laboratory access systems in   


                              physicians’ offices.  

An additional comment was made to note that some physicians use hardware and software that they obtain from large, commercial laboratories (e.g., LabCorp has e-LabCorp, Quest has Care 360). 

B.)
ELINCS Project – Dr. Walter Sujansky and Jonah Frohlich 

Dr. Sujansky gave a broad overview of the ELINCS project, sponsored by the California HealthCare Foundation (www.chcf.org). This project is creating a national standard for the electronic transmission of real-time laboratory results from a lab’s information system to an EHR in an ambulatory health care setting. Also being developed is an implementation guide based on Health Level Seven (HL7) for the electronic reporting of lab results. 

The ELINCS project was initiated in February 2005 at the request of Dr. Brailer’s office. One of the principles of the project was to balance ideal requirements for standardized lab reporting with the practical capabilities of stakeholders to facilitate near-term adoption. In surveys by the California Health Care Foundation, electronic reporting of lab results was among the top three features of EHRs that health care providers requested.

The first version of the standard, ELINCS 1.0, was completed in July 2005. The standard was developed using a consensus-based decisionmaking process that involved a broad spectrum of representatives, including HL7, the HIMSS EHR vendor association, large commercial labs, smaller labs, physician groups, etc. ELINCS 1.0 covers 80 percent of the 100 most commonly performed tests under the clinical laboratory fee schedule and is available online at www.elincs.org.  

In February 2006, with funding from the California Health Care Foundation, five organizations in California began implementing pilot projects with ELINCS 1.0. The pilot projects, which involve physician groups, EHR vendors, and labs, will be completed in August 2006, and any changes that are required will be incorporated into ELINCS 1.1 soon thereafter. Then there will be further evaluation, and the project will end by about February 2006. Following the pilot implementations, ELINCS will be transitioned to an appropriate organization for long-term maintenance, and work on subsequent versions of ELINCS will continue.

CCHIT has proposed ELINCS 1.0 compatibility as a certification criterion for ambulatory EHR products in 2006–2007. ELINCS is working with CCHIT to support the certification process. Even though ELINCS 2.0 is nearly finished, Dr. Sujansky believes that it is makes sense for organizations to implement ELINCS 1.0 today, and then to transition to ELINCS 2.0 later. 

C.)
Vendor/Private Industry Perspective – Ms. Pam Pure 

Ms. Pure reported that she had met with the chief information officers of a number of large and small vendors at the HIMSS industry conference in San Diego earlier in the month to obtain their perspectives on how to proceed in implementing the EHR Workgroup’s specific charge. The vendor community believes that access to comprehensive, patient-centric lab results will improve the quality of care and patient safety and reduce the costs associated with unnecessary lab tests. The vendor community believes that all major stakeholders – patients, public health agencies, commercial labs – must realize mutual benefits from improving information exchange for widespread adoption of EHRs to occur. The vendor community wants a system that avoids major economic shifts to any of the key stakeholders. It also believes that it will be necessary to build on existing information technology infrastructures – most of which are hospital centric – to achieve results in a year. The vendor community also wants to have a system that is not threatening to privacy or to the concept that health care is local. It believes ELINCS can be used in any of the models the EHR Workgroup adopts.

Ms. Pure presented the vendor community’s perspective on the advantages and disadvantages of four primary models for the electronic exchange of lab information (different from those in Box A above). These models include the following:

(1) A peer-to peer model with about 150,000 owners (e.g., the Santa Barbara County Care Data Exchange). 

(2) A hospital-centric (or community-centric) model with about 5,000 hospital and health systems owners (e.g., numerous hospitals and health systems). This model allows data to be stored at the hospital level, using existing lab systems, clinical data repositories, and patient IDs. It also leverages existing patient, physician, and hospital relationships. However, the data are limited to hospital coverage areas.
(3) A regional model with about 50 owners (e.g., Indianapolis Network for Patient Care). This model allows regionalized data standards or data collection and leverages existing RHIO investments. It is easier to implement than a national system. However, it requires a master patient index, and the fact that data are not stored nationally limits long-term outcomes analysis.
(4) A national model with one owner (e.g., National Health System of the United Kingdom). This model allows national, centralized of data management.  However, it is costly to implement and requires a single governing body. 

The vendor community believes that the best way to proceed in moving ahead is to adopt a two-phase plan:   

· Phase I: Plan to get started quickly. This phase starts by building on the hospital-centric model (#2 above) to get started quickly. Following this scenario, hospitals perform 55 percent of lab tests, independent labs perform 24 percent, physician office labs perform 11 percent, and the remaining 10 percent are performed in other labs. According to recent HIMSS data, about 75 percent of hospitals in the United States have a repository that is capable of collecting cross-episodic lab data on a patient, and another 8 percent are in the process of installing the technology to be able to do this. About 20 percent of hospitals in the United States offer physicians some type of Web-based secure access to results that are performed in a hospital-based lab. For hospitals that currently do not deliver lab results, rapidly deploying a clinical data repository and portal would cost an estimated $300,000 per hospital. The cost for physician offices without EHRs to get broadband access would be about $30–$75/month per physician office. 

· Phase II: Drive regional and national exchange. This phase uses the clinical data repositories at hospitals or other organizations as hubs for what will ultimately be a RHIO or NHIN. The national patient identifier issue will need to be solved during this phase to facilitate data exchange.
To involve patients, the vendor community believes the next step could be patient education or access to information technology that would give patients online access to some of their lab results, once the results have been validated.

D.)
Federal Perspective:  VA, DoD, and AHRQ – Dr. Robert Kolodner, Colonel Bart Harmon, MD and Dr. Carolyn Clancy 

VA. Dr. Kolodner reported that the VA and DoD both have considerable experience in the development of EHR systems. The VA, which provides and pays for care for veterans, has a system known as VistA (Veterans Information System & Technology Architecture). DoD, which provides and pays for health care to active military personnel, has its own system, the Composite Health Care System. 

In recent years, the VA and DoD have been moving toward interoperable health records that are accessible by authorized users within DoD and the VA. In 2002, they put in place a system called the Federal Health Information Exchange (FHIE) that allowed for the one-way exchange of health information from DoD to the VA for military service members at the time of the service members’ separation from the military. This model, which allowed the exchange of laboratory, radiology, outpatient pharmacy, and other information, was compliant with the Health Insurance Portability and Accountability Act (HIPAA) as it was understood at the time. DoD has discharged 3.3 million unique service members from military service with clinical data; the VA has registered 2.4 million of them in its system.

About a year ago, the VA and DoD built the Bidirectional Health Information Exchange (BHIE), which allows them to exchange lab and other data in real time. The bidirectional system is currently operational at seven VA sites, with more being planned. Currently, there are about 5,000 inquiries per week going back and forth from the VA to DoD. The system has information on over 43 million lab results. Eventually, the VA hopes to incorporate data on veterans from private sector providers, with the caveat that patients get to decide whether they want their information to be moved back and forth.

DoD. Colonel Harmon said that one important lesson learned from the experience of moving from FHIE into BHIE is that a mixture of models can be used so long as the models are consistent and can work together. When FHIE evolved into BHIE, it became a combined registry and repository in one regard, and in another regard, it became a registry with a distributed repository. Thus, when a user is looking up results, the person may get a list of items that came out of the central repository mixed together with things that were pulled in real time from distributed repositories indexed through the central registry. 
Two challenges that DoD and the VA faced in developing their systems were (1) identifying people in consistent ways across enterprises (both the recipients of service and persons gaining access to information) and (2) making sure that they were handling things in an appropriate way in regards to HIPAA and privacy laws. These fundamental challenges will undoubtedly arise in scaling up any EHR projects to the national level. 
AHRQ’s Six RHIO Demonstrations. Dr. Clancy commented briefly on AHRQ’s six RHIO demonstration projects, noting that she would make a full presentation at the EHR Workgroup’s March meeting. The RHIO demonstrations are in six States, including Colorado, Delaware, Rhode Island, Indiana, Delaware, Tennessee, and Rhode Island. There is some variability in how States and Regions are setting up RHIO relationships. The model in Tennessee is one based on a relationship with trusted core facilities, including both some hospitals and large clinics. Other States, with a different mix of providers and business relationships, are using different strategies. The RHIOs are enthusiastic about ELINCS. 

Key Questions and Comments 

Ms. Gelinas and other workgroup members said they thought that the EHR Workgroup needed an environmental scan of RHIOs.
E.)
Policy/Privacy Issues – John Houston

Mr. Houston noted that legal constraints in HIPAA and State laws specify that labs can release data on patients only to the provider who has ordered the test. To address these constraints, he recommended the development of a robust patient authorization scheme that allows patients to opt in or out of data sharing and to designate a surrogate who could authorize access to their data. In the longer term, he said, efforts can be made to try to make State laws more consistent or Federal law more compatible with the idea of an NHIN. 

Key Questions and Comments

Ms. Gelinas said she agreed that in the short term, a patient authorization scheme would be useful, but she suggested the need to bring in experts to help the EHR Workgroup address this topic. 

ACTION ITEM: 
The ONC staff will seek experts to help the EHR Workgroup with 

a patient authorization scheme. 

F.)
Options Paper and Models – Dr. Karen Bell 

Dr. Bell gave an overview of the four models presented in the ONC paper for accessing current and historical laboratory results and interpretations that might be deployed within a year (see Box A above). Dr. Bell emphasized that the EHR Workgroup does not have to implement the recommendations it makes, noting that she and others will worry about implementation. Each of the four consortia developing NHIN prototypes under contract to ONC has three markets associated with it, and those 12 markets will be expected to participate in implementing the AHIC’s recommendations. The six RHIO demonstration projects funded by AHRQ also will participate in implementing the recommendations. Dr. Bell noted that the model recommended by the workgroup does not have to be rolled out nationally, but rather could be tried in select pilot sites. 

7. 
Discussion of the Options Paper and Recommendations from the EHR Workgroup
Following Dr. Bell’s presentation of the four models (see Box A above) in the options paper prepared by the ONC staff, the EHR Workgroup members discussed which of the models to recommend to the AHIC at its meeting on March 7, 2006. Various EHR Workgroup members made the case for supporting one or another of the four models. Following a lengthy discussion, the EHR Workgroup reached a consensus that it should recommend a new “Option #5.” This alternative option would encourage the use of different models for accessing current and historical laboratory results and interpretations in different parts of the country. It would allow local and regional circumstances and needs to determine what is put into place in the first year, with the understanding that any short-term solutions should ultimately move in the direction of a RHIO (Option #4). 

The highlights of the discussion are presented below, along with the workgroup’s recommendation.

Support for Option #2 (standardized peer-to-peer interactions)
The following points were shared in support of Option #2:

· Option #2 is the option that is the most feasible to implement in 12 months. It is preferable to Option #3 and Option #4, because those options raise privacy information and proprietary concerns that cannot be addressed in the time available (e.g., not all hospitals would agree to share information in same portal). 

· Option #2, by providing a standardized format for reporting lab results, will help drive the adoption of EHR technology among physician office laboratories, hospital laboratories, and even commercial or reference laboratories that have not moved towards providing lab results in a dedicated electronic format. Encouraging laboratories to move to a standardized electronic format makes Option #2 a potential stepping stone towards reaching Option #4 (RHIO).  

· Pursuing an ELINCS-oriented infrastructure could serve as a catalyst for the RHIO development. Very few of the existing RHIOs are sharing data of any kind. With standards in place and standardized lab data that are transferable from place to place, the RHIOs would have something to share.  

Support for Option #3 (portal/Web access; community-centric)

The following points were shared in support of Option #3:
· Option #3 is the only option that is both aggressive and obtainable. The EHR Workgroup needs to focus on what can be achieved in 12 months with accountability, ownership, and results. Option #4 (RHIO) is too ambitious given the barriers to that option (e.g., need for a unique patient identifier, addressing legal issues). Getting to the vision of a RHIO that can access data and manage health effectively will be a multistep process. 

· Option #3 is preferable to Option #4 (RHIO), because a hospital-centric or community-centric model that builds on existing infrastructure, unlike small pilots of RHIOs, will facilitate the rapid deployment of EHRs throughout the country. Given that there is not much capital to invest in health information technology infrastructure, it makes sense to use a hospital-centric approach that already exists, where there is a pre-existing investment in infrastructure and core of expertise. Twenty percent of the hospitals in the United States already have portal capability going out to physicians to show results today, and there is tremendous physician satisfaction with this. 

· Tying different hospital portals together could move in the direction of a RHIO (Option #4). 

Support for Option #4 (RHIO)

The following points were shared in support of Option #4:

· The RHIO model (Option #4) allows health insurers, patients, physicians, etc. to access data and manage health effectively. This model offers benefits to a wide range of different parties and is therefore most like to become self-sustaining. Although hospitals are moving more aggressively into using portal technologies (Option #3) for reaching out to doctors and providing them their lab results, this may be a blind alley in the sense that it only allows more tight affinity with the physician to a particular hospital. It does not achieve the higher level of value that may arise with broad-based regional data aggregation, decision support, quality outcomes, public health surveillance, bioterrorism surveillance, etc. 

· Option #4 would facilitate the path to the EHR Workgroup’s broader charge by addressing policy and privacy issues that need to be addressed.    

· Many patients and physicians cross hospital systems, a fact that is at odds with a hospital-centric approach, which would force physicians without electronic medical records to use multiple browsers to view data for their patients. Having data that can cut across multiple care systems, as in the VA, is preferable. 

Support for Defining the Ultimate Goal as a RHIO and Allowing for Diverse Approaches to That Goal in the Short Term

The following points were shared in support of developing an Option #5, which would blend diverse approaches:

· If the EHR Workgroup states that the RHIO is the ultimate goal, one can imagine a progression moving from an ELINCS-oriented infrastructure to a more community-centric (rather than hospital-centric) data aggregation model that would build toward the RHIO. 

· Using a phased approach, combining several of the options, may ultimately help move toward the higher goal of Option #4, but within the realistic expectations of what can be accomplished in 12–24 months. The workgroup could recommend implementing Options #2 and #3 in a first phase, which would help obtain the sponsorship of health systems and set the groundwork for a second phase that would move closer to the realization of Option #4. Areas that already have an RHIO would be a step ahead in reaching Option #4.

Decisions and Recommendation for New “Option #5”

EHR WORKGROUP’S RECOMMENDATION TO THE AHIC: The EHR Workgroups makes the following recommendations (wording to be crafted by the Co-chairs and the ONC staff after the meeting) to the AHIC at the March 7 meeting:   

· Work with the HITSP to endorse an interface standard for moving lab information electronically, whether that be ELINCS 1.0 or some other standard. 

· Specify that the RHIO model is where we ultimately want to end up. Push forward on the RHIO model (Option #4) in areas of the country where that model is feasible. In areas where RHIOs are not feasible in the short term, encourage the adoption of a model – whether it be getting standards for moving lab information and having a tie-in to repositories (as in Option #2) or of having a community-centric portal (as in Option #3) – that is tailored to the mix of health care facilities, providers, actors, and interests in that area but is compatible with and advances the long-term goal of moving toward the RHIO model. 

Critical Policy Issues and Barriers to Be Addressed

The EHR Workgroup identified the following policy issues and barriers to be addressed:

· Patient identification. Ensuring that a patient is appropriately linked with his or her information will be a challenge, and this is a big barrier to success no matter what the model is. 

· Dealing with the politics of information at the local level. This involves not just authorization and authentication for physicians, but sharing between entities, especially when lab services are a contributor to revenue. 

· Reimbursement or funding barriers. These are important challenges, especially in any small or intermediate-sized health care delivery systems. 

· Legal issues. There are legal issues related to CLIA, HIPAA, and State laws.  

8.
Timeline Discussion
The EHR Workgroup reviewed the detailed timeline for its activities in the coming months. Dr. Bell said she thought the workgroup had reached the point of discussing of its March activities; specifically presenting the detailed recommendations to the March 7 meeting of the AHIC and identifying policy and privacy issues. The following action items were identified:

ACTION ITEM: 
The Co-chairs of the EHR Workgroup and the ONC staff will prepare a briefing paper for a presentation to the HHS Secretary on Monday, February 27, 2006.  

ACTION ITEM: 
The Co-chairs of the EHR Workgroup and the ONC staff will create a template to bring the EHR Workgroup’s recommendations to fruition for the workgroup’s presentation to the AHIC on March 7, 2006.  

ACTION ITEM:
The ONC staff will start crafting the EHR Workgroup’s final wording related to the identification of policy and privacy issues. 

Dr. Kolodner announced that the next meeting of the EHR Workgroup will be on March 21 from 1 to 5 p.m. EST in Room 800 of the Hubert Humphrey Building in Washington, DC, although the room could change. The AHIC meets in March, so it may provide feedback that will affect the EHR Workgroup’s March meeting. 

It was agreed that in preparation for subsequent meetings of the EHR Workgroup, the following activities will be undertaken:

ACTION ITEM: 
Between now and June, the ONC staff and the EHR Workgroup will try to do an RHIO scan to get a better feel for what is planned/ occurring in the RHIO community. 

ACTION ITEM: 
The ONC staff will continue work on the EHR Workgroup’s broader charge. 

9.
Comments From the Public
There was only one public comment. John Biggs, a physician who has been using EHRs for about 10 years, said he would like to move beyond what he has done in the visit on the medical record to include primary source data. Ms. Gelinas recommended that he e-mail ONC or the EHR Workgroup about this.  
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BOX A:  Four Models of Approaches for Accessing Current 


and Historic Laboratory Results and Interpretations 


To facilitate the EHR Workgroup’s discussion and decisionmaking with respect to the implementation of recommendations regarding its specific charge, the ONC staff prepared a paper entitled EHRs: Background and Options Briefing: Target Populations and Geographic Scope.    That paper outlined the following four models of approaches to accessing current and historical laboratory results and interpretations that might be deployed within a year:


Option #1: EHRs uniquely interfaced with a limited number of labs (peer-to-peer interactions). The peer-to-peer model of EHRs depicts the current market model and preserves current investments.


Option # 2: EHRs interfaced to laboratories using an agreed-upon, HITSP-approved, and normalized standard interoperability interface (standardized peer-to-peer interactions). In this model, standardized electronic lab data would be made available only to physicians with EHRs. This model does support the broad charge of EHR adoption, but it would not permit the retrieval of data not ordered by the physician. Though options for standards exist – e.g., the EHR-Lab Interoperability and Connectivity Standard (ELINCS) – no standards have been approved by HITSP. 


Option #3: Lab results accessed via a portal/Web access, which permits electronic interoperability with EHRs and access/viewing for those without EHRs (portal/Web access). The portal Web/access option is the first option that has the ability to give the patient the ability to receive lab results or to designate a proxy, such as a primary care provider. A possible downside to this option is that if it were implemented in small and decentralized settings, it could contribute to more lab portal silos and not facilitate true interoperability.


Option #4: Laboratory results access via a regional-type collaboration (e.g., a RHIO). This option involves multiple stakeholders and addresses issues of governance, sustainable funding, and flow of patient-authorized information. The RHIO option for the exchange of lab results has a number of unique pros – the RHIO has a governance model to make decisions (e.g., about funding, who gets access) and includes every stakeholder, so it would advance the EHR Workgroup’s broad charge and support the National Health Information Network (NHIN) infrastructure. On the other hand, the model would have to be implemented only in areas with fairly well-established RHIOs. In addition, several States have interpreted the Clinical Laboratory Improvement Act (CLIA) stringently, so the workgroup would have to pick States without stringent regulation.   
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