American Health Information Community Workgroup on Quality

Summary of the Web Conference Held on 
Wednesday, November 1, 2006

Third Meeting of This Workgroup
PURPOSE OF MEETING

The principle purposes of this Quality Workgroup meeting are to:

· Hear presentations on Data Aggregation and Data Stewardship

· Discuss the American Health Information Community (AHIC) Visioning Process

· Review the Workgroup's draft visioning matrix entitled “Description of Current, Intermediate, and Desired End States for Quality Measurement.” 

KEY TOPICS
1. Meeting Opening 

AHIC Director Judy Sparrow opened the meeting, noting that AHIC Workgroup meetings are guided by the Federal Advisory Committee Act (FACA) and, therefore, are broadcast over the Internet as well as recorded and transcribed for later access via the publicly available AHIC Web site. Kelly Cronin outlined the meeting agenda. 

2. Presentations

A. George Isham, Chief Health Officer, HealthPartners, and Co-chair, Ambulatory Quality Alliance (AQA) Data Sharing and Aggregation Workgroup, gave a slide presentation entitled “Progress on a National Health Data Stewardship Entity” (the full presentation is available at
http://www.hhs.gov/healthit/ahic/materials/meeting11/qual/Isham).

AQA data sharing and aggregation accomplishments include: 

· Endorsement of data sharing and aggregation principles

· Recommendation of a design for and questions to be answered by Data Aggregation Pilots

· Endorsement of the need for a National Health Data Stewardship Entity (NHDSE) concept, with “Scope” and “Mission” available in a document made available for today’s meeting (also available at http://www.hhs.gov/healthit/ahic/materials/meeting11/qual/Isham_NHDSE_mission.doc) 
· Endorsement of the Health Information Technology (HIT) Subcommittee’s Mission and Scope of Work and Principles for HIT and Measurement Aggregation

· Endorsement of Characteristics of an NHDSE, a draft of which was made available for today’s meeting (also available at http://www.hhs.gov/healthit/ahic/materials/meeting11/qual/Isham_NHDSE_charac.doc). 
The AQA Data Sharing and Aggregation Workgroup recognizes the need for common standards and rules for health data sharing and aggregation to support a national strategy for quality measurement. It therefore recommends that a public/private entity have the primary responsibility of setting uniform operating rules and standards for the sharing and aggregation of quality and efficiency data used in both the public and private sectors, for the purposes of performance measurement and reporting. Such rules and standards are essential for enabling stakeholders to continuously improve quality and efficiency across the country and to bring consistency to many regional private and public efforts. 

The NHDSE would operate as a voluntary consensus standards-setting organization as defined for purposes of section 12(d) of the National Technology Transfer and Advancement Act of 1995. It would assume no direct role or responsibility in data aggregation. The NHDSE’s mission would be to: 
· Set uniform [national] operating rules and standards for sharing and aggregating public- and private-sector data on quality and efficiency 

· Offer guidance on implementation of such national operating rules and standards 

· Provide a framework for collecting, aggregating, and analyzing data to afford means of more effective oversight of health care data analyses and reporting in the United States.

The AQA Workgroup carefully examined a similar proposal in an Institutes of Medicine (IOM) report released last year. Although the AQA Workgroup’s recommendation is not as highly developed and broad, it is largely consistent with IOM’s proposal and more practical; it is meant to directly and functionally advance quality through performance measurement.

Proposed precepts for the AQA’s NHDSE are that it would: 

· Be objective in its decision-making 
· Weigh carefully the views of its constituents in developing concepts and operating rules and standards

· Bring about needed changes in ways that minimize disruption to current aggregation efforts 
· Review the effects of past decisions and interpret, amend, or replace operating rules, standards, and processes in a timely fashion when such action is indicated

· Follow an open, orderly process for setting policies, operating rules, and standards that precludes placing any particular interest above any others. 
Dr. Isham outlined the NHDSE’s proposed scope of work, noting that further details and explanations are available in the mission and scope document. 

Characteristics of the proposed NHDSE received full AQA endorsement last week. Paraphrased, these include:

· Objectivity in decision-making, having the ability not to place any particular interest above the interests of many
· A governing structure independent of all other business and professional organizations

· Demonstrable knowledge and expertise in health care delivery, data management, and security (or by acceptable proxy) 
· The ability to ensure input from and use of key experts knowledgeable about health care quality assessment, health data transmission, information technology (IT) standards, and physician and hospital systems design
· The ability to demonstrate concern for the public interest in matters of health care quality analysis, reporting, and patient privacy
· The ability to represent key stakeholder groups that are measured as well as users of the results 
· Recognition as a trustworthy organization by multiple stakeholder groups

· Flexibility in addressing issues and key stakeholder needs as the market evolves

· An existing, stable infrastructure for consensus decision-making that is transparent and involves the broad stakeholder communities

· The ability to carry out activities and achieve goals in a timely manner

· The ability to engage and work with other organizations to ensure effective implementation of rules and standards

· Adequate resources to meet long- and short-term goals (sustainability).
The AQA Workgroup engaged in a process to determine which extant organizations might exemplify these characteristics through preliminary interviews, but it subsequently recommended to AQA that a broader, more formal Request for Proposal (RFP)/Request for Information (RFI) process be used. Such a process will help the AQA Workgroup gather necessary information about funding and contract requirements. 

AQA Workgroup goals for 2007 are to:

· Determine what entities could serve as the NHDSE through a formal application process
· Work to clarify the elements of administrative data and develop clear terminology useful to the AQA and the Pilot Project on data collection and aggregation (AQA has launched a pilot project to explore approaches that measure individual physician, group, and system performance; aggregate data from multiple sources; and generate reports to both consumers and physicians.) 
· Test the HIT principles in the selected pilot sites (six geographically diverse communities with currently active coalitions)
· Monitor the progress of the AQA Pilot Program. 
The AQA Workgroup recognizes the wide range and large number of current activities in data sharing, aggregation, and related areas, including those undertaken by AHIC. Any public/private stewardship entity will need to be considered an integral component of a broader quality effort to advance health data exchange and use. 
Questions/Comments/Discussion

Responding to whether the AQA Workgroup discussed forming an NHDSE de novo, Dr. Isham said that if an extant organization does not fit the bill, one should be created.

Ms. Cronin recalled AQA Workgroup discussions about having the NHDSE be federally authorized and perhaps model the Federal Accounting Standards Board. Dr. Isham responded that no firm decisions about that have been made, other than the need to be consistent with Federal law. 
In terms of a timetable for issuing the RFP/RFI, the AQA Workgroup needs to meet and propose how to design the requests then receive AQA approval to proceed. 

Responding to a question as to who would represent the public and private interests/constituent parts of the stewardship entity, Dr. Isham replied that the public side would need to represent all public entities that might be interested and the private side would need to be broadly drawn as well. 

In response to the observation that this is a massive undertaking that might require reconciliation of a number of extant organizational approaches, Dr. Isham agreed. The AQA Workgroup is looking to the RFP/RFI process for education on the strengths and weaknesses of these different approaches. That will lead to formulation of details about how an extant organization would work out or how the AQA Workgroup might address creation of a new entity. 

Responding to questions about the stewardship entity’s business model and the scope of health data under discussion, Dr. Isham replied that the scope of the data aggregation model would be what is necessary to support HQA and AQA standards and programs. 

Members then had a broader discussion on the question of a business model. Dr. Isham noted that one has not been created yet partly because the RFP/RFI process is expected to help bring key issues to light. One member commented that one business model consideration will be how the entity’s activities and costs might substitute for many different activities currently underway. Dr. Isham said that he hopes that it will be possible to take some of the money being spent now and invest it in the stewardship entity in the interests of a total net lower cost for a nationwide quality system. He noted, however, that one must consider that the stewardship entity is part of a larger vision of coordinated activity that covers both the public and private sectors and that operates against a defined set of standards. Encouraging support for this vision – including financial support – will be an important part of the QWG’s work. 

It was suggested that the AQA Workgroup get input from the Health Information Technology Standards Panel while fashioning the RFP/RFI. 

Discussion concluded with observations that:

· Rules of the road and a trusted system for data aggregation are critical public policy issues that need to be settled soon.
· Clear and practical policies around secondary uses of clinical data are part of the stewardship scope, raising the question of whether current policies would be sufficient or whether new policies would be needed, compliant with current law – something that could be explored through the RFP/RFI process

· The stewardship entity will need to navigate the delicate territory between being truly public and also engaging private interests.

· Great advantage will be gained from pooling health data sets according to uniform standards if it includes truly meaningful information at the granular level of practice.
· Acknowledge differences between types of standards (clinical standards vs. measure standards vs. transmission standards)
B. J. Marc Overhage, President and CEO of the Indiana Health Information Exchange (IHIE), gave a slide presentation entitled “Indiana Health Information Exchange: Quality 1st”on how IHIE is trying to render operational much of what Dr. Isham addressed (the full presentation is available at http://www.hhs.gov/healthit/ahic/materials/meeting11/qual/Overhage.ppt). 

Dr. Overhage provided background on IHIE’s Quality 1st program and its initial service area of 1.7 million people in the Indianapolis area, noting that part of its vision is to use IT and shared clinical information to improve the quality, safety, and efficiency of health care in the State of Indiana. The fourth slide of his presentation shows complex bars, each representing all the data in certain categories that IHIE considers important, such as adjusted patient, lab, medications, physician, and payer data. Color codes within each bar indicate different data sources, which becomes more complicated and fragmented in categories such as claims data. Here, IHIE gets data only from about 70 percent of the market. This coverage declines with physician practices; at present, IHIE is capturing data from physician practices of 10 or larger – this represents about 60 percent of the physician practices and 70% of the claims in the Indianapolis market. Dr. Overhage cautioned that because so many physician practices are small, with so little access to capital, relying on their investment in Electronic Health Records (EHRs) to facilitate data collection and use is not necessarily a good idea. 

After the exchange collects data, it makes them available for many different services through negotiated access. Dr. Overhage emphasized that the exchange reuses every bit of data it captures for whatever purpose it can imagine because capturing the data costs so much. He also emphasized that negotiated access is an important principle, as it reassures data sources about how the data will be used, where, and by whom. 

Dr. Overhage showed a health information exchange model diagram from the Markle Foundation, which IHIE thinks works well, in part because it uses a directory: querying the directory tells providers where data on the patient resides. Providers can obtain the data needed using clinical information standards. This process helps to capture data directly from source systems, such as hospitals and labs. IHIE does this by using clinical information standards to the greatest extent possible and feeding data to an interface engine, where they are further standardized. Then the data are sent to an edge proxy, a database that represents a given institution’s data. The key challenge is how to maintain these systems in an economical fashion.

Dr. Overhage emphasized the importance of clinical data standards for messaging and content: without them, IHIE could not do what it has been doing for 13 years. He also showed how linkages are affected by common interoperability elements, such as the global patient index, common sets of terminologies or concepts, and common ways to understand who providers are. 

The goal of the IHIE Quality 1st program is to bring information and financial resources to providers, starting with primary care providers, so that they can improve their quality of care. The key to the program is bringing uniformity to the measures used, so that physicians do not receive reports from a variety of different payers who have different measures and requirements. If the program brings together a large enough base of payers with a consistent set of measures and infrastructure, Dr. Overhage thinks it can succeed. 

Clinicians have Web-based access to their own data in real time through this system. In addition, they receive comparative, time-trending reports on a quarterly basis. (The concept is, in part, to show where they stand in the community on a particular measure.) The system also turns the quality metrics into something actionable through patient reminders provided to clinicians on a monthly basis. 

The data used are the same used for other functions already outlined, such as clinical messaging to deliver results and for public health reporting, for example. By delivering patient reminders even to physicians who do not have Electronic Medical Records (EMRs), Quality 1st hopes current and additional payers will see improvements in quality in 3–5 years and realize decreased costs that make their investment in the infrastructure today worthwhile. 
Comments/Questions/Discussion
Ms. Cronin commented that IHIE’s work provides food for thought about how to escape heavy dependence on claims data. She predicted that in the next 18 months, additional regional health information exchanges will become more operational, with more merging of claims and clinical data. A quality measurement and reporting use case will help direct many of these efforts. Dr. Overhage noted that having all the data available will make it easier to adjust to new or amended quality measures. Ms. Cronin added that data sharing arrangements that already exist under contract in some regions will be useful to the eventual construction of a stewardship entity. 

Responding to a question about data for self-insured claims data, Dr. Overhage said IHIE gets some of that data now, but it is difficult to reach all the thousands of smaller entities involved, although that should be done. 

Responding to a question about payers tiering providers based on IHIE’s quality data, Dr. Overhage said the principle so far has been to “raise all boats.” He added that most markets lack sufficient numbers of primary care doctors, so pushing volume to high-performance primary care doctors does not work, as they cannot accommodate any more patients than they already have.  Tiering can also occur at the hospital level rather than at the physician level.
Responding to a question about the basis for the “Care” query process, Dr. Overhage said that the process is based on an old software system and a query language designed and crafted for clinical decision support. Embedded in it are the reminder logic, guidelines, and quality metrics. It was observed that intelligent design that can summarize increasing amounts of data and provide specific information at the time of care will be important. 
Responding to a question about the challenge of taking in so many different types of data from many different source systems and giving them some kind of semantic equivalency, Dr. Overhage agreed this is a challenge, particularly when contemplating national-level data aggregation.  He said there are a few ways to handle it, including, first, not expecting perfection and, second, identifying important individual data items and having the interoperability engine “fix” them so that they are usable. 

One member observed that perhaps the Quality Workgroup will need to define a quality meta-language to help vendors with this challenge. Workgroup Co-chair Carolyn Clancy noted that this relates to the Workgroup’s near-term Specific Charge and warned against striving for perfection in the near term while not losing sight of doing better in the long term.

Responding to questions about IHIE’s budget, Dr. Overhage said the model IHIE uses is a per-member-per-month fee paid by payers. Payers also pay incentives to the physicians based on performance. An administrative steering committee of payers reviews the budget to keep the fee as low as possible. At present, it is $0.30 per member (with 900,000 members). He anticipates that the fee will decline as more data come in and the exchange grows. Medicare does not pay directly for operational support at present but will need to do so in the future. Medicaid contributes to operational support. Self-funded employers contribute to IHIE by paying a tax on their administrative fees. 

Ms. Cronin noted that the American Health Information Management Association (AHIMA) has organized a group of nine States that is fairly far along in launching some type of coordinated health information exchange, and has produced some guiding principles that might be useful when discussing financial resources. She also noted that one of Dr. Overhage’s colleagues is examining how many health information exchanges in the United States make money and what types of services they provide. Early results indicate that quality measurement reporting (and the necessary data aggregation) is not a common service starting point; rather, clinical messaging is, even though payers are not paying for it up front. Nonetheless, these exchanges recognize that quality-based services will be key to their financial sustainability in the long run. 

Responding to questions about EHRs, Dr. Overhage said IHIE’s market is typical of the national market in that large groups are deploying EHRs but in primary care, it is less than half the market. Only about 20 percent of those with EHRs have any type of clinical decision support. Several Workgroup members agreed with his observation that while there may be 50 percent EHR penetration by 2010, clinical decision support will lag some 3–5 years behind that. It was observed that the Quality Workgroup needs to work on how to accelerate the process. Dr. Overhage noted in response to related questions that ensuring that physicians put the information they are given to good use is a challenge. Although physicians try to do their best, many do not have the necessary resources, for example. Dr. Overhage noted that Community Quality Improvement Organizations are a resource, as are community collaboratives.

C. Lynnette Nilan, Office of Quality and Performance, Department of Veterans Affairs (VA), provided a slide presentation entitled “Using Performance Measurement to Create an Organizational Culture of Quality” (the full presentation is available at http://www.hhs.gov/healthit/ahic/materials/meeting11/qual/Nilan.ppt). 

Dr. Nilan’s presentation provides background on the VA’s EMR-based system, its goals, and its successes. In briefing the Workgroup, she zeroed in on the way the system works for clinicians in the field. Using the EMR-based system at one of the VA clinics allows a clinician, for example, to look up, graph and chart a patient’s last 10 blood pressure readings and also access actual radiology imaging in about 10 seconds. 

Ten years ago, the VA allowed individual facilities and clinics to design how data would be aggregated. The VA encountered difficulty, however, aggregating data across facilities and clinics and making sense of the data in order to make performance decisions. After a several-years-long process of standardization, the VA currently is pulling some of the data, including for all five vital signs, pharmacy, laboratory, radiology, and surgical procedures, into a National Health Data Repository to be used for performance improvement and management as well as research and evaluation. The bottom line is that the VA is moving in a direction where it can gather enormous amounts of data and conduct a great deal of data aggregation at the national level.  In response to the recent Executive Order on transparency, the VA is planning to roll out efforts with a major focus on provision of provider feedback.
Comments/Questions/Discussion

Responding to a question on existence of a feedback  loop to physicians,, Dr. Nilan noted the VA’s standardized reporting system provides data monthly and quarterly, depending on the measure. Monthly data are mostly workload data, such as clinic wait times. The quarterly reports are aggregated clinical data. The VA currently uses about 101 clinically related performance measures. Another 300 measures, called “supporting indicators,” give facilities and providers additional levels of information. Providers can pull the information directly from a Web site. 
3. The AHIC Visioning Process and the Quality Workgroup’s “Description of Current, Intermediate, and Desired End States for Quality Measurement” Visioning Matrix (the full presentation is available at http://www.hhs.gov/healthit/ahic/materials/meeting11/qual/Visioning.doc). 

AHIC Visioning Process Background: The Community’s original four workgroups have gone through the process of describing the current state and to envisioning the future – at a mid-state (2010) and an end state (2014) – while also addressing the topics in their Broad Charges. This process has been particularly helpful for workgroups taking on new and/or innovative products or concepts, such as Personal Health Records (PHRs) and linking public and private health for biosurveillance. For the Quality Workgroup, the process will involve envisioning what would have to happen to enable clinical decision support at the point of care through a completely streamlined process that is not burdensome. It also involves envisioning how future, perhaps more patient-centric, measures could be developed taking advantage of HIT as an enabler. 

The Matrix: The draft visioning matrix provided for the meeting is the product of staff members working with Dr. Clancy and other Quality Workgroup members to take into account relevant testimony heard by the WG to date, as well as IOM reports. As yet, it does not contain input received later from the Healthcare Information and Management Systems Society (HIMSS) EHR Vendor Association. 
Dr. Clancy noted that the Workgroup still needs to address its Specific Charge quite soon, identifying barriers and strategies to moving forward with automating a core set of measures already identified but added that the visioning process, particularly pertaining to end states, might inform the work on the Specific Charge. 
“Brief Description” Section of the Visioning Matrix

Dr. Clancy began by characterizing the “Brief Description” current- and end-state text on page 1 of the matrix and asked for questions/comments/discussion. 

Brief Description Discussion Highlights: 

· “Within”-site-of-care challenges and solutions should be addressed as well as “across”-site-of-care challenges and solutions. How to present useful, meaningful information at the point of care also needs to be addressed. 

· Setting up a system that uses lessons learned from the actual deployment of rules and standards against real populations of people is a critical aspect of the end state. The end state also should incorporate a system of locally engaging providers in using the data from their own electronic record systems and in continuously learning how to improve their use. 
· A sense is needed of what the clear priorities, clinical issues, or quality problems are, by specialty and by segment of clinical practice. 
· In the end state, the EHR should provide feedback at any time on any measures and any patients that seem to fall outside the measured parameters of care. 
· There was discussion about, but no resolution of, whether the envisioned stewardship entity would be receiving and working with data or whether two national entities should exist, one for setting standards and one for more “hands-on” work.
· Having some sense of the mid-state (currently a blank column on the matrix) would facilitate and help direct discussion of the end state. There was recognition that some end state items might migrate to the mid-state.
· Priority ordering of items in the end state is needed. There was further discussion of prioritizing big impact items first and also those items where the Federal Government could lead the way. 
· There was extensive discussion of the need to address the role of consumers – patients – in participating in their own health care. For example, the current state should reflect the inadequacy of clinician communication to patients at present (see Key Stakeholders Discussion Highlights (Consumer Focus) below). 

The discussion moved to the next section of the matrix – “Defining Characteristics of Health Care System – Business Case (payment reform, including incentives).”
Business Case Discussion Highlights

· The potential need for massive restructuring of payment systems needs to be addressed. In particular, the end state should go far beyond what pay-for-performance could become. Pay-for-performance could be placed in the mid-state, with intermediate technology. 

· Addressing financial incentives in the end state to promote higher levels of quality should be indicated as “on top of” a reimbursement system designed to support quality and safe care on a consistent basis.
Dr. Clancy asked members to focus next on the “Implications for Key Stakeholders: Roles or Issues” section of the matrix, with the focus on consumers. 

Key Stakeholders Discussion Highlights (Consumer Focus)

· Currently, basic health literacy is lacking in the United States, and not everyone has access to computer technology. 
· Consumers do not know how to use the health system; they need their own personal health information, with quality information being an additional step. 

· Personal health information that helps consumers make decisions needs to be available to consumers electronically in a way that helps them manage their health care, with providers, in an efficient and effective way. 

· Affordability of services is needed.

· Consumers lack a sense of personal, vested interest in their own health. Helping them gain a stronger sense of their vested interest could be an early mid-state goal.

· Consumers need to ask questions; they also might benefit from sample lists of questions to ask of their clinicians. 
· Patients need to be engaged in coordinating their care – be knowledgeable on how all the pieces come together to the end state of better health. Support and facilitation from physician practices are needed.
· Data and information about a patient need to be aggregated across different delivery systems, with the patient’s input and participation. 

· More progress notes that patients could take away from office visits or obtain later online are needed. This could become more customized moving forward – through integrated EHRs/PHRs providing specific, helpful information for patients to become more engaged in active management of their care. 
· Detailed forms that could be filled out by specialists and possibly by primary care physicians were discussed. 
· The Consumer Empowerment Workgroup has discussed a number of these issues, some of which will be prioritized for infrastructure development next year. Making quality information readily available in a user-friendly format has not been discussed. Perhaps the Consumer Empowerment Workgroup and the Quality Workgroup could work together, in part in the context of the Quality Workgroup’s Specific Charge. 
· HealthPartners is rolling out a tool within its medical records that provides physicians with information on referral sources. Creating an interface between a tool like this and performance and cost information to help consumers could be furthered explored. 

· The incentive for focusing on quality and better coordination of care is financial – better disease management helps prevent patients from coming back to the system time and time again. 

The discussion moved toward other priority areas for improving quality of care. 

Other Priority Areas for Improving Quality of Care Discussion Highlights

· Combining the electronic infrastructure with improved quality goals could be addressed fairly quickly in a few areas, such as through pharmacy benefit management and drugs. 
· It was noted that the standard that would support some of the sophisticated functionality around electronic prescribing will be ready in early 2007. 
· In terms of coordination between quality organizations/alliances and HIT vendors, the end state spelled out in the document of collaborative work between measure developers and EHR vendors is taking place already. Therefore, this collaborative work is more an “enabler” to the end state. 
· It was proposed that the Quality Workgroup focus on what will demonstrate reductions in costs as quickly as possible, even while the system undergoes change. 

The discussion turned to short-term focus areas that could have a large impact. 

Short-term Focus Areas Discussion Highlights

· What barriers to incorporating a full set of quality measures in EHRs has the Commission on Certification of HIT encountered? 

· A Quality Workgroup use case will be drafted for member review based on a core set of such measures. 

Action Item #1: Changes will be made in the draft visioning matrix to reflect today’s discussion, and a revised visioning matrix will be made available to members for their review. 

4. Public Comments 

Comment:

Jennifer Enz from the Consumer Purchaser Disclosure Project noted her project has drafted guiding principles for disclosure, which she would be happy to send to the Workgroup. 

5. Recap of Action Items/Next Meeting Date
Action Item #1: Changes will be made in the draft visioning matrix to reflect today’s discussion, and a revised visioning matrix will be made available to members for their review. 

The next Quality Workgroup meeting is Wednesday, December 13, 2006, from 1 to 4 p.m. 

Quality Workgroup
Members and Designees Participating in the Web Conference

November 1, 2006

Co-chairs

Carolyn Clancy


HHS/Agency for Healthcare Research and Quality (AHRQ)

Richard Stephens


The Boeing Company

   (with Pam French)

ONC/OPC Director

Kelly Cronin



HHS/ONC

Members

Abby Block



HHS/Centers for Medicare & Medicaid Services

Janet Corrigan



National Quality Forum

Helen Darling



National Business Group on Health

Mike Kazynski (for Anne Easton)
Office of Personnel Management

Chantal Worzala (for Nancy Foster)
American Hospital Association 

George Isham



HealthPartners and AQA alliance 

Jane Metzger



First Consulting Group

Ann Carson (for Margaret O’Kane)
National Committee for Quality Assurance

Susan Postal



Hospital Corporation of America

Bill Rollow (for Barry Straube)
HHS/Centers for Medicare & Medicaid Services

Jonathan Teich


Brigham & Women’s Hospital

Reed V. Tuckson


UnitedHealthGroup

Charlene Underwood


Siemens Medical Solutions and HIMSS EHR
   Vendor Association

Margaret van Amringe

Joint Commission on Accreditation of Healthcare 





   Organizations

Josie Williams



Quality and Patient Safety Initiatives 
Presenters 

George Isham



HealthPartners and AQA alliance
J. Marc Overhage


IHIE

Lynnette Nilan


Department of Veterans Affiars
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 HHS; nor does mention of trade names, commercial practices, or organizations imply endorsement by the U.S. Government. 







AHIC Quality Workgroup 11-01-06 Web Conference Summary
10



