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>> MATT:  Okay, Dana, you can go ahead.  

>> DANA:  All right.  We'd like to welcome everyone to today's workgroup meeting for the EHR.  Matt, why don't we begin with roll call?  And on – here at the HHS building, we are honored to have Dr. Perlin, John Houston, Connie Loventhal, and Chantelle Worzel  And Matt, who do you have on your side?  

>> MATT:  Okay, additionally joining us on the phone, we have Alan Mertz, Bart Harmon, George Lynn, Carolyn Clancy, Chip Kahn, Pam Pure, Jonah Frohlich, and Walter Sujansky, who will be making a presentation later in the meeting.  And that's all right now.  As a quick reminder to all the workgroup members, when you do want to make a comment during the course of the meeting, please press star 1 on the telephone to put your name in our comment queue, and we'll recognize you from there.

>> DANA:  All right, and also just a reminder: please, only the workgroup members speak.  Or if you have to step out, please let us know who your designee will be in your absence.  And of course, at the conclusion of today's call, we will have the audience input session.

With that, I'd like to turn it over to Dr. Perlin and to Lillee Gelinas.  

>> JONATHAN PERLIN:  Thank you, Dana.  Good afternoon or good morning, everybody, depending which part of the country you're in.  We thank you very much for being a part of this EHR call.  I want to first begin by thanking Dr. Karen Bell, Alecia, Dana, Laurie, and the entire staff for the tremendous work.  I know last time, I think, for – all of us felt a little confused in terms of what our task is, and I know if you were like me, you may have been somewhat overwhelmed by the amount of paper, albeit in electronic form, that came your way.  But in going through, I think it's pretty remarkable, the amount of material that was provided and the good work that was accomplished toward really meeting our charge.

I want to thank people for the great work that went into capturing the minutes.  The minutes really are a wonderful document of the work that was completed.  If there are any amendments or augmentations, please do get a note to Dana or Dr. Bell, but we've put them in so far, and save for any minutes which may comport, we'll consider those provisionally accepted.  Let's take 24 hours for any other comments on that that you may have.

I think it's important that through this entire exercise we keep our eye on the focus.  Secretary Leavitt, the President, certainly David Brailer have given us both a broad and specific charge.  Our broad charge, to reiterate, is to make recommendations to the community on ways to achieve widespread adoption of certified electronic health records, minimizing gaps in adoption among providers.  More specifically, we were tasked to make recommendations to the community so that within 1 year, standardized, widely available, and secure solutions for accessing current and historical lab results and interpretations are deployed for clinical care by authorized parties.


In fact, I think one of the points that came out in the last meeting was that every word that is in this specific charge has meaning.  And we will need to develop and amplify and find exactly how we intend to fulfill this charge, and make it on the premises of each of the words that the charge embodies.  

We will focus our discussions on whether these are the actors around episodes of care, or whether our electronic health records is focused on providers or patients, or both.  But we need to be very specific in terms of what the roles are in terms of the various actors.

I think we last time, by way of some summary, had discussion over, you know, the bite at the apple that is our purview and why lab.  And I think David's comments were very well-put, that laboratory data, which are given birth to as electronic, allow us to really identify very aerodynamic selection for getting momentum for implementation of electronic health records, particularly in the time frame we hope to meet.

We do have some questions before us.  What are the specific data that we want to make available?  And what standards will be used?  Certainly, two were teed up last time for review: the ELINCS, and it was also suggested that the VHA standard be there.

Blackford Middleton offered that we really ought to consider what would be the idealized reference or standard architecture.  And I think we're very fortunate to have the Health Information Technology Standards Panel evaluating and providing guidance and recommendation in terms of the specific elements.


But I think we are also very fortunate to have a lot of material that's in the domain already.  ELINCS, for example, version 2.0, provides us with 95 of the top 100 lab tests that are used in the practice environment.  

There are challenges that I think all of us are aware of.  The cost of implementation, I recall, and the minutes reflects – and discussion in the range of somewhere $30,000 to $50,000 for initial access.  And there are challenges in terms of logistics, when one thinks of practice environment.  I know John Tooker made the point that among internal medicine practices, 50 percent are in groups of five or less and 20 percent are solo practitioners.  

There are issues, of course, of privacy and issues that we need to wrap ourselves around to really get to move forward: the issues of unique patient identifiers for security and for building the RHIOs.  There are issues that may present themselves either as challenges or opportunities, depending on how we move forward, and that's the CLIA regulations and State laws around data sharing.

I think we also saw that there are opportunities and examples that are out there.  Blackford Middleton, again, reported on Partners’ value-based purchasing, pay-for-performance incentives for us of electronic health records, in relationship to payer organizations – in this instance, the Massachusetts Blue.  And I think he used the term “National Health Information Network” in situ.  

I think that really is an opportunity, again, to continue our surveillance of the environment and ask the question not only “How are people doing it?” but “Why are people doing it?”  And I want to throw some new issue that will be in the background of our technical discussions, in the sense it's the elephant in the room.  We're the converted, but the technocrats are not going to carry the day.  We need to answer not just how we're going to make an electronic health record broadly available, as per our charge, but why the different actors and health cares should adopt electronic health records, even the most aerodynamic form, the laboratory data.
Quality, safety, and efficiency are desirable, but I think the environment would tell us that alone, they're not sufficiently motivating.

Of course, the reports that are coming back today – when we discussed last time, we had a number of action items that we took away, one from AHRQ.  And appreciate the great work and leadership of Dr. Clancy, who offered to provide information from AHRQ on the six RHIO demonstrations.  And I think what we’ll be telling is, beyond – inside the technical level, what motivated adoption or the desire to develop or participate in moving forward in these health communities.

And to meet the input of all the members of this workgroup, certainly Chip Kahn from a hospital perspective and George Lund similarly from a practice perspective, John Tooker, and the payer side, Scott Serota.  And appreciate the insights from the laboratory community – Mr. Blough last time – from Clem McDonald.  What are the incentives for laboratories?  In fact, aren't there some things that operate in the – their favor, such as the ability to remain transmitting data electronically?

So the major question that we'll be grappling with today is – and frankly, one that we'll be grappling with for awhile – is the goal episodic, provider records, or patient-centric approach?  And how do the possible models that are in the – really excellent options paper, which had a little bit more technical name, so if you have a paper that is “LF underscore AB dash 2 redux,” know that now as the options paper – a little friendlier name there.  Which one will work to really achieve the goals?  

And I'm pleased to have heard some discussion last time about a desire to ultimately end up with a form of information that does not – that doesn't simply recapitulate the paper environment electronically but moves us forward, in terms of really delivering the promises, in terms of safe, efficient, effective, and even more compassionate care.


Much of our work today, then, will be in teeing up, as we hear the presentations, which model supports us in obtaining this goal.  First model: electronic health records uniquely interfaced with limited number of laboratories, a peer-to-peer model.  The second model: electronic health records interfaced to laboratories, using agreed-upon, Health Information Technology Standards Panel-approved, and normalized standards interoperability interface, a standardized peer-to-peer model.  Number three: a laboratory results access by a portal Web access, which permits electronic interoperability with electronic health records and access and viewing for those without electronic health records.  

Or finally, fourth: a laboratory results access via a RHIO-type collaboration involving multiple stakeholders addressing issues of governance, sustainable funding, and flowing of patient-authorized information. 

So we'd ask as you hear the presentations (and we have a number of presentations today) to think about the best steps as you consider the presentations and models that are before us.  And I guess I would also ask for your comments and your thoughts as we go through these discussions on whether it's a singular model or whether there's a glide path between models.  Dr. Karen Bell will later in the presentation bring us further detail on the attributes of each of these models.

Again, we have a number of presentations.  I want to thank everyone, because I know there was truly heroic work done in between.  Thanks again to the ONC office for the work in keeping us to task.  And really, then, back to our charge, which are to return to our workplan and begin to build the recommendations and a glide path for the rest of this year's activity, which will be in part determined really by the end of this meeting, certainly by our first deliverable to Secretary Leavitt on March 7.

With that, let me turn to Lillee for any introductory comments before we go to Dr. Bell.  

>> LILLEE GELINAS:  Jon, I think you did a great job, and I just want to commend everyone on the action orientation that seems to be the underpinning of what's happening here.  Usually, the urgent drives out the important, but this time it truly appears that progress has been made on the important.  So I just want to thank everyone for that.  So Jon, you really are in the best place to facilitate and moderate.  Let's get on with it.  

>> JON:  Okay, well, I thank you for that.  And without further ado, let me turn to Dr. Karen Bell.  

>> KAREN BELL:  Thank you so much, Dr. Perlin, and clearly you as well, Lillee Gelinas, because you both have been wonderfully supportive in moving this agenda forward.  I will just take a few moments right now to really highlight the deliverables that we will attain at the end of this meeting.  And that is a combination of things, which is more specificity around what we call the specific charge, so we really can have some sense of exactly what this could look like, what it can actually look like for physicians, to be able to access historical lab data in the future, and in what setting and for what populations, and to use that very specific model to help develop the list of policy and technical issues that are currently barriers to realizing the widespread implementation of this particular view and vision for the future.  

So in order to do this, in order to do this moving forward, a tremendous amount of energy and work has gone forth in the last several weeks by the members of this committee, and there will be a few presentations scheduled very shortly.  And I'd like to do two things.  First, I would like to highlight for everyone that there are a set of critical criteria that will be necessary to take into account as you develop the very specific charge recommendations.  And also, as I go through them, bear in mind that it is not within the purview of this committee to actually do the implementation of these.  This is a Federal advisory committee; you're making recommendations.  Fortunately or unfortunately, you're not going to be held responsible for the implementation.  So it truly is the recommendations that are critical, here.

However, having said that, as you make your recommendations to those of us who must do the implementation, we recognize that it needs to be feasible to implement in 1 year, in 2006.  And while you are making recommendations today around the very specific charge that Dr. Perlin articulated, please remember that it is, as he indicated earlier, facilitating the more direct path, a very direct path, to the broader charge of widespread EHR adoption.

And as I said earlier, that specific charge – and this is the third criteria – really is designed to illuminate the specific barriers that must be resolved in order to have – be successful.  And those are both in the policy and technical arena.

Clearly – and this is the fourth criteria – we need to deliver value to the consumer, again within the next 1–2 years.  And we also need, number five, to leverage all stakeholders while appropriately balancing their expectations, responsibilities, and authority.


Number six, and lastly, is that your specific charge and recommendations, challenged with obstacles, be aligned with other breakthrough activities.  Clearly, as one thinks about some of the other workgroups, we have lab data rules to be evaluated with respect to the virus surveillance workgroup.  And perhaps at some point, again, as Dr. Perlin suggested, lab data may be available to patients and their EHRs.  So again, it's something that you absolutely have to think about – the alignments.  Whatever you do should not preclude the efforts of the other workgroup.  

And there's another way where this activity can be aligned, and that is through the harmonization of all of the recommendations around the use cases that we are developing with our infrastructure contacts.  And with that, I'd like to introduce Dr. John Luntz to just talk for a moment about how that might happen, and then I'll come back to some of the changes that we're having in our scheduled presentation.  John?

>> JOHN LUTZ:  Thanks, Karen.  We just wanted to make sure you were aware of and had an opportunity to ask questions about, if needed, the other processes that are going on around these breakthroughs and use cases, and I think most on the working group are aware of the fact that the Health Information Technology Standards Panel, that Nationwide Health Information Network Contract Consortia, and the Certification Commission all contributed use cases in this general area, which are in the process of being harmonized with the intent of coming forth with an example use case in this area that would then feed into those processes.  And we wanted to make sure that you understood that – in fact, that there are a number of people who are working on the activity of harmonizing those use cases and of tracking the work of this group in the context of the recommendations that it will make to the American Health Information Community, and trying to make sure that those recommendations inform how that use case is carried forward.

We have a lot of specific contract deliverables around standardization of data and technical and technologies in support of this harmonized use case, this breakthrough and others, as well as in architecture, technical architecture, and implementation issues.  And the work of this group is critical in helping to inform how that proceeds.  So we are also on a pretty tight timeline in terms of getting a harmonized use case out to these different contract processes in the next few weeks, as well.

So we wanted to make sure that you were aware of this as an ongoing process, that it is something that is aligned with the activities of this working group and that there will be, we think, significant harmony between the work of this group and its recommendations to the community, and the next step activities for some of those contracts as well.  

>> DANA:  Thank you very much, John.  And before I turn this back over to you, Dr. Perlin, I just would like to announce that we do have some changes in the scheduled presentations.  The first is that Connie Loventhal will be presenting for Dr. John Tooker, who is in Europe, I guess, at the moment, and she will be presenting a very brief discussion on some of the tools that are available in the physician office setting.

That will be followed, as your schedule suggests, by a presentation on ELINCS and one also on the vendor private industry perspective.  The Federal perspective will be presented by Robert Kolodner from the VA and Bart Harmon from the DoD, with respect to the fact that both have laboratories that they are now using, and using to communicate across multiple settings.

Dr. Carolyn Clancy, I have to apologize to – we have a slide from AHRQ that outlines all of the RHIOs.  I didn't see it in the packet, but it is available on the Web site.  And if you would like to comment on the RHIOs, please do so at that time, or you are certainly welcome to do a full presentation, also, at the next meeting.

And I will then do a brief presentation on the options models, and this will be followed at the end by Dr. John Houston leading a discussion on some of the policy and privacy issues that he has been working on with Dr. Blackford Middleton and with Chip Kahn and Howard Isenstein.  Thank you, and I will turn this back over to you, Dr. Perlin.

>> JON:  Thank you, Dr. Bell, Karen.  A little more casual – I'll go by Jon here; I think using this particular media, it's easier.


Let me just take a pause here and refer to a lot of information in terms of summary and charge.  I want to make sure that any of the workgroup members who might have a comment on our sort of glide path initiate have a chance to make any initial comments.  

So let me stop there, and please ring in if there are any workgroup members who want to amplify on anything said thus far or make any points coming out of the last meeting.  

>> MATT:  Again, for the workgroup members, if you do want to make a comment, please press star 1 on your telephone.  

>> JON:  Okay, having heard none, please do speak up if there's something that you want to get on the table, and you've heard again the star 1 instructions for making yourself known.  And without further ado, then, let me turn to and thank Connie Loventhal, here for John Tooker.  We look forward to your presentation on tools in the physician office.


Maybe before we comment on that, Karen or Dana, do you want to make any comment on how people can access the presentations to follow along, if you don't have this already in your possession?  

>> KAREN:  Yes.  When – 

>> MATT:  Karen, I can actually speak to that.  Some of these presentations, Pam Pure's presentation is going to be live on the Web interface.  So when Pam does that, she'll be able to move through her slides and everybody following along on the Web can follow.  The same goes for the ELINCS presentation that's going to be given by Walter Sujansky, and we also have slides accompanying Karen Bell.  So anybody who is watching along on the interface will be able to see those when the time comes.  

>> JON:  Wonderful.  Thank you, Matt.  So without further ado, let me turn to Connie Loventhal.  

>> CONNIE LOVENTHAL:  Okay.  Thank you for having me today, and I want to start off by apologizing for not having a formal presentation.  I just found out this morning that I was going to be doing this, so I didn't really have time to put one together and get it out to the group.

But what I wanted to do was – Dr. Tooker had agreed last meeting to bring forth all of the various tools – gather all of the tools that are available for a physician office right now for implementation of EHRs.  So we gathered together information from ourselves, AAFP and EHI, so I wanted to just briefly – and those documents were sent out this morning, and I just want to briefly go over what's in those documents in case you didn't have a chance to go through them, so that you have a basis for any discussions later.


First of all, I'll start with the American College of Physicians.  Our practice management center has been working for some time to collect resources for physicians, and they tried to cherry-pick the best out there and also developed a lot of our own tools for physicians to be able to implement EHR, to try to guide them towards that.  Many of our tools that are available on our Web site are only available to our members, but we also work with other physician organizations to make those available to their members if they so wish.

Our main product that we have out there is called EHR Road Map, and it's basically broken into a variety of sections.  And it's based upon where in the practice – where in the implementation process the practice may be, at what adoption stage.  So we've broken that into five adoption stages, and the first – and they are investigating whether they want to do – have an EHR in their office, selection and purchase of an EHR, the installation portion, basic implementation, and then enhanced implementation.  

And under our investigation area, we have various tools there, such as – there's a book that really reviews the entire reasons why you might want an EHR in your office, a beginner's guide.  There's a practice assessment tool that they can use to determine whether or not their practice would be amenable to an EHR.  There are also some payback calculation tools on the site.

Under Selection of Purchase, there's a document on the selection; there's a checklist of things that they should ask the vendors.  They have a vendor evaluation matrix online and also a document on how to do financing.

Under the Installation section, there's an advanced planning and workflow analysis document; there are several installation planning guidance documents; there's an implementation checklist and also a document that describes common problems and solutions to those problems that occur during installation.

Under Basic Implementation, there are several documents that we actually are using with the permission of HIMSS, and they're having to do with information management and structure, setting up the structure of your EHR.  There's also a document on workflow mapping so that a practice can work with – can learn how to document their workflows so they can find better efficiencies.  

Under Enhanced Implementation, we are using EHR to improve practice.  There's a document on the use of voice recognition software and efficiency that that can include – that that can help with – another document on preventing error by using EMRs, and also quality improvement, pay-for-performance, and practice redesign.  That in particular actually is open to the public, and is on our Web site, and it has a 7-minute video and/or a PowerPoint presentation, whichever way you prefer to view it, and that one is a very interesting one.

In addition, each of these sections has one or more case studies available to give a good overview to a physician as to, you know, how they would – how these tools would help them in their practice.

Other resources that we have available that aren't directly (maybe) linked is – there's a document on e-prescribing, practice software, and rating selection services.  There's a document on communication with patients and also the usefulness of handhelds in the practice.

So in addition to that, our practice management center also offers consultative services for our members.  And finally, we host a couple of online discussion groups where physicians can exchange, you know, their experiences and, you know, more or less be the old-style user group that computer folks are familiar with on medical computing and also small practices.  

AAFP is very similar.  They have – a lot of their tools are available only to their own members, but they have some that are available to other physicians.  They provide consultative services.  They have AAFP member discounts for EHR systems and hardware.  They have a buying service, essentially.  The EHR physician product review includes 550 reviews of various EHR products.  They have 68 products that have in-detail reviews.  They have a searchable database of EHR users, so that physicians have the opportunity of going on there and finding another physician with the same-size practice and using the same EHR software, to be able to contact them for help with their EHR.  They have a readiness for adoption tool online that physicians can use.  And they also have tutorials online for hardware, networking, and implementation of EHRs.  They have an EHR master quotations guide; that's a comparison tool where they can actually compare several vendors to each other.  It was developed in conjunction with EHI.  And they also host discussion on EMR, and they have one especially for residency EMR.  

EHI has, free of charge to the general public, a number of tools.  They have, first of all, the EHI lab-to-practice connectivity report.  That's the report that was sent to the members of this workgroup, and it is available to the public online.  It basically ends – has a 2-year road map to resolution of – a 2-year road map to the resolution of all of the various issues and barriers that are out there to interoperability.

The EHI master quotation guide on their Web site is the same as the one that's available to AAFP members.  And they have links to white papers on EHR from various groups, including ACP, AAFP, and ILM.

They have some more guides and case studies in development for 2006 that they expect to come online shortly.  One has to do with physician office information exchange, and the other one has to do with health information exchange for – involving clinicians in health information exchange, in quality improvement, and in measurement of – and measurement, and performance measurement for clinicians.  

That's pretty much the overview of what was in those documents, and I hope that that brief overview is helpful.  

>>  JON:  Connie, thank you very, very much for a wonderful sort of tour of the landscape of tools available to physicians.  Particularly, really excellent resources.  I think it would be useful for the minutes you provide the URLs for the Web sites so that everyone have those and can begin not only to look at those but to actually explore and perhaps investigate further as we prepare our reference.  

>> CONNIE:  I will do that.  

>> JON:  Thank you.  Before we come back to discussion, for those online, we've been joined – privileged to have been joined by Dr. Brailer.  I thought this might be a good opportunity for Dr. Brailer to jump in, maybe make a few comments on your expectations, charge. 

>> DAVID BRAILER:  Thanks, Jon.  I appreciate it, and I appreciate all of you giving so much time.  I know these meetings are quite long, but this is really the grist mill of the work that will result in the changes that everyone is going to see.  So thank you all for giving so much time to this effort.

Now, I really shouldn't start talking about my expectations, because they're so soaringly high that I might take the rest of your time just describing what the group with the kind of talent, the kind of investment, the kind of stakeholder interest here could do.  But we've just given you a small task, which is to drive forward EHR adoption.  And you know, really, in a way, your group is the wedge group, in that your effort around lab, this go-around, is setting the foundation for what is undoubtedly the centerpiece of the main part of our strategy, to get the electronic health record in place.

And so, you know, we very much are watching what you're doing to make sure we understand what it takes to do our work, and what it takes to actually get this done across the board.

So again, I just want to thank everybody for spending so much time on top of all the other things that everyone is doing.  And as we come to the March 7 community meeting, I think we will see all the workgroups demonstrating a remarkable amount of background work, to really get the background set for what it takes to get the work done.

So thanks, again.  Sorry that I can't stay for the whole meeting.  But as I see, the overwhelming share of my office is already here, so someone has got to go up and do the rest of the work, and I guess that will have to be me.  Thanks a lot.  

>> JON:  David, thank you very much for being here, and we hope to live up to your – all of our shared aspiration.

I'll take a moment, here, either for any comments or questions back to Dr. David Brailer or comments on this last presentation.  Remember, star 1 to chime in.  

>> MATT:  While we're waiting for people to chime in, I'd like to remind the workgroup members: if you're looking at the Web interface, please don't touch the controls during the meeting, because it shows up live – changes on your screen show up live for everybody else.

Please open Blackford Middleton's line.  

>> BLACKFORD MIDDLETON:  Hi, good afternoon.  I had a quick question, Jonathan.  I'm curious about what materials we might be able to assemble to depict what is the currently installed base, if you will, of EHR or other types of laboratory access systems.  I'm not interested in brand market share, by any stretch of the imagination, but really just to get a sense of what is the installed base of what's out there today.  Is there any interest in that?  

>> JON:  I think that is really an exceptionally pointed question in terms of understanding what the landscape looks at.  Let me throw it open to the group; I don't know.  Dr. Karen Bell, if you'd like to make a comment.  

>> KAREN BELL:  I can make a very brief one, and it doesn't necessarily focus just on the laboratory base, Blackford, but we do have a relationship with GW (George Washington University) and Harvard Medical School through David Blumenthal's group to develop methodologies for assessing what is the baseline for adoption in the country right now.

As you know, there are estimates that range from 5 percent of physicians having adopted electronic health records to 25 percent.  But none of those are clear about what adoption really means and what functionality are being used.  So the bottom line is, we don't really have a very good base, but we do have a contract with some folks that are developing the methodology for us to be able to assess it.  

>> JON:  Thank you very much, Karen.  Blackford, let me turn it back to you.  Let me ask what you may be aware of in terms of additional resources or mechanisms short of survey.  Maybe there are some provider organizations that we ought to consider asking to survey their membership for a quick read, if that would be helpful.  Blackford, your comments?  

>> BLACKFORD:  Yeah.  You know, my thought would be there are certainly survey data out there, I think some quality work was done by Annmarie Auday of the Commonwealth Foundation, it might be useful to surface that paper for the group.  I think it does reflect the kind of statistics that Karen has already alluded to.  I will offer, I think – Karen, I'm not sure it's the same resource you're referring at GW that HIMSS also has a relationship with – in developing a kind of national database of implementation.  I'm going to query HIMSS and find out what I can, and I'll bring that back to the group.  

>> JON:  Thanks, Blackford.  I know Annmarie Auday and will actually ask her if Annmarie can provide the paper, perhaps even some comments with it.

Let me ask my Co-chair, Lillee, if you have any comments you want to offer from the VHA perspective.  

>> LILLEE:  No.  I'm tracking, but no comments.  

>> JON:  In terms of the penetration of health records or laboratory information servers, is that something you currently survey?  

>> LILLEE:  We have it in a very limited basis with them.  We have 1,493 coronary care hospitals, as you know.  We track that mostly within our largest hospitals, about 127.  But I would tell you that in the private sector, it is all over the board, and I think that is our challenge – and in the private sector in a large way. 

>> JON:  Okay, thank you very much.  

>> MATT:  Pam Pure's line.  

>> PAM:  I have some of those statistics in my presentation later today.  I had a team from the HIMSS analytics, and also some group – a group go after Gartner and some other industry data, so I may have some of those numbers that you're looking for later on.  

>> MATT:  Please open Alan Mertz's line.  

>> ALAN MERTZ:  This is Alan Mertz with ACLA and Jason Dubois here, a couple comments I'd like to hand off to him.  

>> JASON:  Yeah, I'd just like to comment on two things.  One, I think I have to thank Connie for her presentation, and I'd encourage folks to specifically take a look if you haven't already, because I know it just came out today on the EHI lab connectivity report.  It helps provide some really sound perspective about what's going on with laboratories and issues connected with connectivity with hospitals and physicians.  And notably, one of these is the cost of up to $50,000 to link an interface with hospitals and physicians.

The other point I want to make is not only is some of the software out there that physicians have or are using, but also, to help people realize that, there is actually hardware and software that physicians are – and hospitals are getting from the laboratories themselves.  Ergo, Quest, or LabCorp, whereby – you know, LabCorp has a patient software called e-LabCorp, or Quest Diagnosis has a piece of software called Care 360, whereby it is a portal or a type of connectivity with physicians and hospitals they can use to exchange information.

>> JON:  Thank you for those comments.  All good indeed.  The resources listed and the materials that were distributed today – there's a Web site; it is open access, that Web site, to anyone who may have interest.  We appreciate those comments.  And let us now turn to our next presentation, and – get my list here – to ELINCS, I believe.  And Walter Sujansky is, I think, up.  

>> MATT:  Operator, please open up Walter Sujansky's line.  

>> WALTER SUJANSKY:  Hi, this is Walter Sujansky.  Matt, Dr. Perlin, can you hear me?  

>> JON:  Absolutely.  

>> MATT:  Yes, we can.  

>> WALT:  Is there anyone who cannot hear me well?  Okay, thank you.  

>> MATT:  Walter, are you looking at the Web interface right now?  Can you see your presentation up in front of you?  

>> WALT:  I can see it now, yes.  

>> MATT:  You see the orange forward arrow?  You can click through your slides using that.  If you want me to take over at some point, just say, “Next slide,” and I'll click through it for you.  

>> WALT:  Okay, I'll take a shot behind the wheel here.  If I have problems, I'll turn it over to you.  

>> MATT:  Okay.  

>> WALT:  First of all, thank you, Dr. Perlin and the other members of the workgroup, for giving us the opportunity, on behalf of the California Health Care Foundation and my firm, to present this information about the ELINCS lab interoperability specification that we have been working on here for about year now.


I wanted to – the goal of our presentation is, of course, to give you a broad overview of what we've done, what the goals of the project were, its status, and its future.  And to answer any questions, of course, that arise.  We're really – many of you have, I think, heard about ELINCS, but we're assuming, to get everyone on the same page, that there's no knowledge about it, and we're really going to start from the beginning here, providing this information.

So at the highest level, the overview of the ELINCS project is that it is a national project that was sponsored – is sponsored by the California Health Care Foundation.  And the Foundation, although it's a California organization, was actually asked by Dr. Brailer's office about a year ago to take the lead on defining a specific implementation guide for laboratory reporting, because of some earlier work that the foundation had done on a similar guide for batch reporting for quality improvement purposes.

That previous standard is called Cal Links.  And the motivation of this new work on ELINCS is, at the lowest level, to – and most specifically to streamline the implementation of electronic data interfaces between labs and ambulatory EHRs.  We just heard from Jason about some of the cost, how high the costs of that can be, largely because of the absence of standardization.  And so the immediate goal was to streamline those implementations and to really use that as a goal, a stepping stone, to expand the electronic delivery of lab results to clinicians in the office setting more generally.  Something that is beginning to occur, but is not entirely widespread yet.  And as it becomes more widespread, the larger goal can then be achieved of promoting the adoption of EHIs among ambulatory care providers.  Because its important capability is now within reach of more of the ambulatory care providers that adopt EHRs.  

And we, in some work done – surveys done sponsored by the California Health Care Foundation, lab results reporting – electronic reporting of lab results are among the top three features of EHRs that providers request, above things like electronic prescribing, for example.

This project was initiated about a year ago, so we've been – we hit our anniversary, largely, on the project.  

Moving along to our next slide.  To reiterate some of the goals a little more specifically, and to preview some of the deliverables that are now available, the goal from the outset was to develop an implementation guide for electronic reporting of lab results.  And such a guide, again, for those of you who may not be familiar with what that is, is a detailed specification of the format and the coding of lab result information in messages.  And the implementation guide was to be based, and is based, on the HL7, but it's much more detailed than specifications that HL7 itself provides.  Also, a goal was – part of that implementation guide, to provide detailed interaction rules for laboratory information systems and electronic health records.  So a rule that specified what are the events that necessitate a message being transmitted, whether it's the receipt of a specimen or a result being available, or correction and so forth, and what types of messages should be used in each of those situations.  And that was also based on some of the modeling in HL7 – some of the modeling techniques in HL7, I should say.


The work – the development of this implementation guide in general is intended and was based on the requirements of a variety of stakeholders in the health care system, including EHI vendors, commercial laboratories, laboratory information system vendors of hospitals and in other labs, clinician users, government, and standards organizations.  And I'll describe in a moment who the specific participants in the project have been.  

From the outset, one of the principles of the project was to balance ideal requirements for standardized lab reporting with practical capabilities of the stakeholders, and feasible results that can be achieved in the near term.  Specifically, near-term adoption.  And the adoption part is very much as important as the specification part, as far as the standards work.  And because we have all had experience with or seen standards, very good ideal standards perhaps, in some cases, are specified but were never adopted, because they were perhaps too far ahead of the field, ahead of where the industry currently was.  We wanted to avoid that type of problem and focus on what was really practical and achievable in the relative near term.  

To use a football analogy, we've seen a lot of these efforts kind of throw a Hail Mary pass hoping to get the ideal big win in one shot, whereas we're focusing more on, you know, getting a lot of first downs and working our way down the field gradually towards that ideal goal.

And lastly, an important goal of the project was from a technical point of view, to make sure that what we developed, the implementation guide, supported objective conformance testing.  Because again, in the previous – that we did, based on which Dr. Brailer asked the Foundation to undertake this work, we learned that without very clear objective conformance criteria and conformance testing, it's difficult to achieve true standardization.  So we built that in from the beginning of the project.  

Moving on to the next slide.  And I'm having a delay of a few seconds, here; I don't know if you are also. 
 
>> MATT:  I think that's pretty universal, Walter.  

>> WALT:  Okay, good.  It's very important to talk about the use case that we addressed in this work, again, starting from last February, because it has similarities but also is not entirely the same as some of the use cases that AHIC and the EHR workgroup is addressing or may be addressing.

So I'll quickly walk through this.  And the use case assumes that a physician enters an order for a lab test into an EHR.  So every order originates within an EHR, and the information about that order – the patient identifier, the type of test ordered and so forth – is recorded within an EHR at the outset.

Then that information is communicated in some way to the laboratory that will perform the test.  And this is a very important point, that the way it's communicated is not necessarily electronic.  It may be the conventional way that's used now, where the EHR, for example, would print out a paper laboratory requisition, and that would be hand carried by the patient to the laboratory.  Or the specimen would be drawn in the physician's office, combined with that paper record and sent to the laboratory, etc.  Or it may well be transmitted electronically, but the ELINCS use case doesn't make an assumption about that.

The purpose of that is to accommodate the largest set of existing workflows that exist and that are feasible in the short run.  Then when the laboratory receives the information, the order data is either entered or imported into the laboratory information system.  The actual physical specimen for the test is collected there at the lab, or it's delivered if it was collected earlier, and the test is performed. 

Then the step occurs that is really the subject of the standardization of ELINCS, and that is the transmission of the result data electronically back to the EHR, where the – that originated the test.

And this is the area that we focused on, and it works to standardize and also works to specify in such a way that when that data arrived as the EHR, it supported results review, decision support, reporting, and other automated processes.  It's not enough to standardize, but to standardize in a semantically interoperable way.


I'm moving to the next slide now, I think.  I'm going to try to speed it up a little bit; I know we have a time limit.

So to summarize the – moving to the first version of ELINCS – and we have just about completed two versions at this point in the year, we've been working on this, and I wanted to talk about the first version that is – has been out there longer and is perhaps more relevant to the immediate goals of the workgroup.  And this includes, as I mentioned, a standardized formatting contents for the message, standardized interaction rules and interaction model for exchanging results, and standardized coding of common lab tests.  And I think Dr. Perlin mentioned that ELINCS version 2.0 requires that the top 95 percent – 95 percent most frequently reported tests are encoded using the LOINC standard coding system, which is the case.  And ELINCS version 1.0, the predecessor – the top 80 percent are required only, again, to accelerate adoption and move down the field, as you will, towards 95 and 100 percent.

That's what ELINCS 1.0 includes.  ELINCS excludes, as I mentioned earlier, actually a standardized format for lab orders.  That's something for the future.  And again, it was felt that the resulting – standardizing resulting was more important and more feasible than orders in the short run.  Also, the specification excludes the choice of transport technologies, whether it's TCP-IP or secure FTP and so forth.  Encryption authentication mechanism and message routing services.  

All these are of course critical to electronic lab result reporting, but in the interest of achieving the achievable in the near term and the great heterogeneity in the ways these components of reporting are handled today, the current specification excludes any statement about that.  It's essentially at the application level, not at the network or transport level.  


Switching gears slightly, I wanted to discuss what was the exact process by which ELINCS was developed over this last year.  Who was involved, and how was the work done?  So the actual specification of the ELINCS standard was performed in a technical workgroup with membership from various types of organizations and people with various backgrounds.  And the members were selected by nomination of steering committee members, which I'll talk about in a moment, and also by invitation by the California Health Care Foundation and our firm.  

So a net was cast widely into industry, government, and other relevant organizations to invite participants into this process.  And all of the large HIS vendors were invited, all the vendors in the EHR vendors association, the HIMSS EHR vendor association were invited, any large commercial laboratories were invited, and so forth.  And some chose to participate, and others chose not to participate.  But once our group was defined, the group was fixed essentially, and the meetings were closed to just the members of that group, in order to expedite the specification development process.  Rather than having new folks coming to every meeting and revisiting previous decisions and bringing everyone up to speed again and again, we closed the meetings, and that was our policy and our workplan for that.

The way that the work proceeded in the meetings was by way of a consensus-based decisionmaking process, whereby discussion of all of the detailed nitty-gritty technical issues that needed to be discussed took place in our workgroups and consensus was reached.  In some cases, we didn't have unanimous agreement on everything, but we always had consensus when we chose to move forward.

And a preliminary approved by consensus work product was circulated for public comment, again for ELINCS version 1.0 back in May of 2005, and wider industry input was solicited.  That input was incorporated back into the document by the workgroup as appropriate, and the finalized version was completed in July of 2005.  This whole process benefited from guidance of an external steering committee, as well, that handled policy issues, scope issues, and so forth, as we moved along.

Quickly, to show who was represented on the technical workgroup.  The large commercial laboratories, the largest of which is LabCorp and Quest, were represented as well.  The pathology lab.  Several EHR vendors.  On the hospital side, a couple of LIS vendors.  We had invited representatives also from others such as Meditech, Kess, and Cerner, so forth.  These were the organizations that elected to participate in this first round, government as well as some other organizations, including folks from the Reagan Street Institute representing the developers of the LOINC terminology, and so forth.

We thought we had an excellent group of people.  Connie Loventhal, who is on the call, is on our technical workgroup and contributed greatly.  And we had a very productive group and process, I felt.

On the executive steering committee side, there's representation from organizations such as HIMSS, the MCHR vendor association, AHEMA, NAHIT, HL7, and so forth.  I won't go through all the names here, again; Jason has already spoken to us briefly.  They're the organizations.  I think the slides are available as well to the workgroup.  

Status.  Where are we today with the ELINCS specification?  As I mentioned, version 1.0 was completed and published in July.  It's available for everyone to review on – at that Web site.  And the activity that's currently taking place is that several pilot projects have just been initiated.  And California Health Care Foundation and Mike Berman and the technical workgroup firmly believes that no interoperability specification should be foisted on the world and finalized, especially one that may have widespread national adoption, without some implementation testing.  Given its young age and recent development, there are no production implementations of ELINCS version 1.0 today.

However, a funded project was initiated by the California Health Care Foundation that granted to five organizations in California funding to implement ELINCS version 1.0 over the next several months.  And these organizations include physician groups, EHR vendors, hospitals, and commercial laboratories.

I wanted to briefly walk through who these pilot implementers were to give you a sense of what types of organizations would soon have reference implementations. 
 
>> SHAWN:  Walter, this is Shawn Brohn.  I'm going to take the chair's prerogative and note that this is the halfway way point in your presentation.  I just want to make sure the workgroup has opportunity for discussion.  So, want to pick up the pace just a bit?  

>> WALT:  Okay, very good.  I'm over halfway through my presentation, but recognizing that we also wish to have questions, I will accelerate.  And appreciate the time check.

So very quickly, I'll just let you scan – these are – these first three grantees are medical groups that are working with commercial and hospital labs, and the EMR vendors that you see there, and they will all be partnering with the EMR and lab technical people to implement ELINCS version 1.0.


The second group are provider organizations that are working with disease management systems, and to help measure quality measures and support pay for performance and so forth in California, rather than EMRs.  And they're also working with a variety of labs.


And we wanted to make sure that hospital as well as commercial labs as well as clinic labs were involved in the process, especially the commercial labs.  The data that we have here compiled in California indicate that commercial labs – in fact, just two commercial labs, Quest and LabCorp, are performing approximately two-thirds of the ambulatory testing in the State, with the hospitals performing about 20 percent of ambulatory testing, and the rest clinics and specialty labs.  So while the hospitals certainly perform the majority of all lab testing, when you include inpatient testing, and there's always a lot of inpatient testing, for ambulatory testing our data, at least from California, indicates that it's about two-thirds to three-fourths on the commercial laboratories.  Nonhospital.  

So quickly, time frame for the pilot projects.  Projects kicking off next week at the beginning of the month, I'll quickly run through this and direct you to August, where after some preliminary implementations have been performed, have been completed, we anticipate getting back a lot of good information from these reference implementations, and as necessary, if any changes are necessary, incorporating them back into an updated ELINCS version 1.1, if required.  And at that point, we feel that ELINCS will be – the first version of ELINCS will be finalized, will be tested, and we'll have learned a great deal about it and be in a position to determine if it's ready for prime time.  Very – with great confidence.

And then there will be some further evaluation of the value of reporting lab results electronically, and so forth, and the whole project funded by the CHCF will complete in about a year from now.  

Moving on to the next slide.  Very briefly, I think many of you know CCHIT has proposed ELINCS version 1.0, a compatibility with that as certification criteria for ambulatory EHR projects in 2006 and/or 2007.  There's a little bit of uncertainty about that and it's changed a little bit.  Nevertheless, we're working with CCHIT to support any certification process around ELINCS that they will choose to do or that will be appropriate.  There may be some questions about that, I'll move past that slide.  To the next one.

Quickly, as I mentioned, at the outset, the conformance, objective conformance testing was designed into the specification from the outset.  And we've thought carefully about what ELINCS conformance is for HR vendors, and there's a clear set of conformance criteria that accompanied the specification.  I won't go through all of these except to note that part of it is consistency with CLIA regulations, which is, we learned during our process, a critical aspect of enabling electronic lab reporting to EHRs.  From the perspective of the labs especially, but also from the EHR perspective.  So we had accommodated that in the specification and conformance criteria.  

I mentioned ELINCS version 2.0 – version which we've just finalizing now, and it builds on ELINCS version 1.0.  And it also standardizes structure for microbiology reporting, which is a very important area that has not been well-standardized in the past.  And it leverages the CDC fin specifications for that that were developed some time ago and are very – are very good, and we chose to incorporate those.  We also, as I mentioned, extended the LOINC coding to the top 95 percent of text.

Afterwards on the road map we envision orders being an important aspect of standardization as the reporting parts of ELINCS are adopted.  And then down the road further, ELINCS version 3.0 – that will further constrain the way that lab tests are reported, with additional SNOMED coding, standardization of units, and structured pathology reporting.  All those things are on the future road map for ELINCS.

I'm going to skip this next slide, it basically says that we feel it makes sense for organizations to ELINCS – to implement ELINCS version 1.0 today even though 2.0 is just about finished, and transition to 2.0.  Again, working their way down the field in a feasible way.  

“Long-term” means who is going to take care of the care and feeding of ELINCS in the long run.  The California Health Care Foundation, again, was very pleased to fund this work and lead this work in its initial stages through the first two versions, but the foundation is not in the business of – is not a standards development organization and is seeking to transition this work to another qualified organization for long-term maintenance, and to implement the road map that was on the earlier slide.  We've talked with HITSP about this, and what the right organizations might be, what the role of HITSP itself might be.  We've talked with HITSP members, including IHE and HL7.  We have not yet resolved who and what organization can and wants to take over the maintenance of ELINCS over the next year or so, but fully anticipate that an organization will be found.  IHE for example is very interested in doing this, and we're in discussions to see if that's feasible and what the right planning and schedule should be for that.

I believe that's the last slide.  

>> JON:  Thank you very, very much for a really excellent and thorough presentation.  And let me just set the stage for comment.  Remember, at the outset of the last meeting, Lillee charged us that we need to consider the five perennial questions of good journalism: who, what, where, when and why.  So we've had some good discussion today about who would adopt, and obviously these discussions really get at the what and how, the technological aspect of it.

I think the piece that will be looming is, “Why will people adopt?  What's going to motivate them?”

I just – we need to think about the incentives that are in place to make these sorts of activities self-sustaining after the demonstration projects.

With that, let me turn to the workgroup members.  Star 1 to ring in, if there are any comments.  Or certainly, at the table in this room as well.  

>> MATT:  Please open Chip Kahn's line.  

>> HOWARD ISENSTEIN:  Hi, this is Howard Isenstein from Federation.  This just goes back to the last point you just made, which is does the ELINCS – I mean, how does it further incentive doctors in charge?  It seems to me from the diagram you have that the practice has already bought into the concept of EHR – you know, has made the investments, said, “Yeah, we're going to adopt EHR.”  And by using ELINCS, this is going to enhance and increase the value of our investment in EHR.  But what – let's go to the doc again, where they're faxing in the request for the lab.  How does that – how do you make the case, “Hey, you can get this electronic – you can get the results electronically; therefore, you should invest in EHR”?  

>> WALT:  You're saying how would the streamlining, the interfacing to labs, drive unto itself EHR adoption, all other things being equal?  

>> HOWARD:  Yes.  

>> WALT:  Another way of stating that?  Well, as – again, the survey results – from survey results done earlier on EHRs in general, not in the context of this product, it was – our data showed that electronic connectivity with labs – electronic delivery of lab results is in the top three clinical capabilities of EHR.  So it's something that physicians are choosing to buy EHRs to have, again, all things being equal.

At the same time, we know that in certain cases, especially with smaller EHRs and in areas with smaller hospital labs and so forth, that electronic connectivity is difficult to achieve.  It can either take a long time or be costly – or be costly to maintain, and so forth.  And streamlining that, basically getting close to plug and play operability for lab result reporting, could very well overcome that.  

So that the logic is, if you can buy an EHR, if there's a standard in place that's widely adopted and a provider can purchase an EHR that conforms to that standard and know that their local lab conforms to that standard, then essentially that EHR can begin providing lab results out of the box, if you will.  The way that when you purchase a computer, you can start hitting Web sites and doing online shopping out of the box without any other configuration.  

Obviously, that's the ultimate goal, but moving toward that goal and getting closer to it, we feel, will make EHR and EHR adoption – implementation (a) more appealing and (b) less costly.  

>> HOWARD:  So just to follow up, basically your EHR vendor is going to recalculate its ROI numbers and its marketing literature, if you will.  Say, “Hey, out of the box – again, the idea out of the box, because we can give you lab connectivity.  Instead of waiting 6 months for your return, it's going to be 3 months, something like that.  Therefore, you should buy it.”  

>> WALT:  That's right.  If the lab – I don't know if lab result reporting per se can be tied to economic ROI in that way, but I'm sure that some of the EHR vendors are able to do that.  But in general, there's a value of one form or another sooner, that's right.  

>> JON:  That's – is a good segue to our considerations and what makes them self-sustaining and what drives the adoption curb.  There's one more question queued up; is that correct?  

>> MATT:  We've got a few more on the line.  Is there some in the room?  

>> JON:  Go ahead online.  

>> MATT:  Please open Blackford Middleton's line.  

>> BLACKFORD:  Thank you very much.  Hello, Walter.  Nice to hear your presentation; job nicely done.  My question for you is this: To what extent does the ELINCS solution or specification actually address the Z segment problem?  

>> WALTER:  There are no Z segments allowed in the ELINCS specification.  That's the short answer.  

>> BLACKFORD:  Okay, fair enough.  Does that then really allow the adopter of an EHR or a laboratory results reporting solution to face only one interface cost instead of n interface costs for n laboratory providers?  

>> WALTER:  Under the assumption – let me back up one step.  In specifying ELINCS, we looked at what features within HL7, which specific segments – to get to a technical level, since your question is technical – which specific segments, which specific fields, and which specific parts of fields are really needed to report all lab results.  And with the stakeholders at the table that you saw, we concluded that we didn't need these segments, but we did need this segment and that segment and this field and that field and so forth.  And the idea is any lab can implement now ELINCS and send any result electronically to an EHR.  With the idea being that labs, many labs, will have an incentive to do so in order to reduce their own effort – level of effort in implementing interfaces to different EHRs.  

>> BLACKFORD:  Okay, so the value proposition – I agree with the prior comment present, you know: from the M.D. perspective, adopting HIT, the interface costs should go down, if well-characterized by the vendor and using ELINCS.  I guess the society value is, you know, we would hopefully experience decreased duplicative tests and laboratory procedures, which could amount, as some studies would show, including our own, to approximately 20 percent of total diagnostic test expenditures.  So that's a significant value. 

>>JON:  I appreciate that discussion.  Let's take one last comment – question before we go into the next presentation.  I believe we have Alan Mertz queued up.  

>> JASON:  Yeah, this is Jason Dubois for Alan Mertz.  I just want to, first of all, congratulate Walter on a great presentation, not to be redundant there.  This whole effort was result driven, and we got it done in a year's time, and I think it's a great product.  

I just wanted to follow up on Howard's comment and to say that, again, talking about this EHI connectivity report, you'll see that, again, the upward cost can be somewhere in the neighborhood of $50,000 to help establish this interface, be it with physicians or hospitals.

And by creating standardization, it's going to help tear down that – you know, what is essentially a block, to helping to establish these relationships with more physicians and hospitals.  And essentially, it's going to help diffuse this technology, so it's going to help increase adoption of EHR technology nationwide.

>> JON:  Appreciate that comment.  Again, thank you very much, Walter, for an excellent presentation.  I know that Emperilol is actually working on the different standards, and certainly that's where the authority to endorse lies.  And let's now segue to the industry.  

>> MATT:  We have one more comment, Dr. Perlin, and while Bart Harmon is speaking, I'll cue up him to his presentation.  

>> JON:  Okay, that would be great.  

>> BOB BARKER:  Hello.  Bob Barker, I'm with the Department of Defense.  Just one clarification.  When you said the 80 percent LOINC encoded, does that mean that only the 80 percent that are LOINC encoded get transmitted, or does that mean that all requested results get transmitted but the ones that have LOINC identifiers also carry the additional LOINC information?  

>> WALT:  It's the latter.  The specification says those tests – and there's a list of them in the specification – must be transmitted with a LOINC code.  Other tests, of course, can be and will have to be transmitted as well, but they don't have to have a LOINC code.

At the same time, those other tests may have a LOINC code if the lab has LOINC-coded all of their tests already.  So it's really creating a minimum set of tests that the receiving EHR can rely on being LOINC coded regardless of which ELINCS compliant lab it's getting results from.  

>> BOB:  Thank you.  

>> JON:  Great, well, thank you.  We're cueing up Pam Pure's presentation right now, and again, I'd remind everybody that ultimately, we'll close our discussion this afternoon with a consideration of the four models.  It's really been ideal to contrast our consideration of what Walter has just presented with the industry and vendor perspective, then I think also a perspective on some of the very large, centralized aspects of health service delivery, of course: the hospitals.

With that, let me introduce and in advance thank Pam Pure for your presentation.  

>> PAM PURE:  Thank you very much.  Good afternoon, everyone.  And I want to just say that the timing of this project was (indiscernible) rate, and in fact I was able to meet with a number of the large and small vendors while out at HIMSS in San Diego, the industry conference, and also able to bring together somewhere between 30 and 40 CIOs to have some active discussion about how we might support this workgroup in accelerating the adoption of IT.

And I do want to start out by saying the feedback that I've gotten is, in general, the vendor community is very, very supportive of the ELINCS strategy and philosophy, and I think the material that was just covered can clearly be a part of any of these options on a go-forward basis.  So that support was very strong in the vendor community.

I want to quickly walk you through the work that we did in the vendor community to not only assess the current state but to talk to different stakeholders – both vendors, hospitals, physician offices – in terms of what could we do to work together to drive rapid acceleration in the area of laboratory data exchange.

I'm going to cover – if you want to advance the slides, I'm going to cover a recap of how we define the strategy, some of the options that we explored, and then we actually went as far as making a Phase 1 recommendation in terms of how to get started quickly, which would ultimately be part of an iterative, incremental process to drive more regional and national connectivity.  And I just have one slide on how we think this might tie together to some of the work on the patient front.

Recap of the strategy.  One of the things that we spent a lot of time talking about is – on the next slide – is the goal to really provide quick electronic return of a lab result after an order has taken place – in other words, an encounter-based result showing current lab data.  Or was the goal of this group really to provide the aggregate lab data for a patient?  Which would be a combination of not only the current test that was ordered, but it would put those test results in the context of a patient view of the lab data.

So one of the things that we decided as a workgroup was our premise that where we wanted to get to was to be able to look at an entire patient.  

So on this particular slide, you'll see where we're looking for a system that could support historical lab data as well as current lab data, and to not only provide the ability for the result request or to get the data, but for obvious – the need for the lab providing the result to populate that database.

Okay, if you go to the next slide, the other thing that we did is, we kind of got to a common agreement on what we saw as the problems, potential approaches, and benefits to the solution.  I think most of this has been covered today, in terms of the market being highly fragmented, number of different people needing results, and the potential solutions.

I think one of the things that we talked about in terms of speed that became a recurring theme for all of the conversations that I participated in was, “How do we build on the existing infrastructure and the existing technologies that are already out there so we could show visible improvement in 12 months?”, recognizing it wasn't going to take us to the end state but would gain credibility for the project without – without being a hurdle for any of the major stakeholders.

So what you see on the next slide is, we actually looked at a general-use case of the lab in terms of where we could provide technology for operational performance and the ability to reduce redundant tests, improve the efficiency of getting the specimen and the test data back to the physician, and then accelerating the process for the physician to actually get the result to the patient.

So we said, “We want a system that really looks at this from a patient perspective.  We want a system that ties the lab back to the physician and to the patient.”

And on the next slide, what we did is, we've laid out who all the major stakeholders were in this process, because as we came up with our recommendation, our goal was to – you know, to not harm anyone, in terms of how their current processes work and their current expectations work.  And so we didn't want to design a system that would be – would not be embraced by the payer community or not being embraced by the commercial labs, whether they were small reference labs or some of the national labs, and that would also provide added value to the patients and the providers.

So if you take a look in this slide – read through this slide, it's actually a study that was done by Accenture to look at – in the process of gathering lab information, who are the key stakeholders, and what is most important to them.

So as we went through our discussions, we wanted to make sure that any technology recommendations that we made would kind of be neutral or positive for all of the key stakeholders.

So at that point, if you go to the next slide, we sat down and we looked at the options.  Many of these were models that were provided to us by different groups on the task force.  And the first slide summarizes the four primary models.  And one was to get to one system where all the lab data could move interactively.

The second one was to really pursue an aggressive rollout of these regional health networks, the regional health exchanges.

The third we called a community-centric or hospital-centric model.  And my personal preference is to call this a community-centric model, where you take the concept of care being delivered locally with typically a hospital, somewhere in that community, and you say the first step is to localize that care through a hospital-centered model.  And then we looked at a peer-to-peer model.

So when we evaluated those four options, I actually sent off a team to do some analysis and – I think Blackford brought this up earlier – to say, “What does the current environment look like?”  And if you go to the next slide, if we said, “Okay, we all know where we want to go,” in terms of national information being safely and securely exchanged, but if the goal is to really get this started quickly, what's the current state of the union?

So what we put as our objectives are that we wanted to see results in less than a year; we wanted to build on the existing infrastructures.  And what you'll see is, when we actually went to look at what existing infrastructures exist, most of those IT infrastructures today are hospital centric.

We wanted to avoid major economic shifts to any of the key stakeholders in health care – in other words, all those people we wanted to be neutral to positive.  And we also wanted to provide a system where we thought we would have the respect and public acceptance of technology being introduced, quote, by government task force, in a way that was positive and not threatening to privacy or threatening to removing this whole concept that we felt was kind of at the heart of American medicine, which is, health care is local.

So those were kind of some of our Phase 1 objectives.

Let me tell you a little bit of the research that we did, and if you go to the next page – and I think this was referenced earlier – there are some geographic differences.  But if you look at this analysis that was done about – these aren't where the tests are ordered; these are where the instruments actually exist.  And you'll see that today, 55 percent of tests are actually performed on instruments that are in hospitals.  And that number is actually 62 percent, because 7 percent of tests are sent out of the hospital, because the machines don't exist or the instruments don't exist in the hospital, but the hospital is, quote unquote, the hosting lab.

So actually, 62 percent of all lab tests that take place in the United States actually go through instruments in the hospital.

Twenty-four percent come from independent labs.  And I don't have the exact number on this, but it's close to 80 percent of the 24 percent come from two major national labs, which – many of them already have interfaces going into hospitals, which was a key learning for me.  When I met with the CIOs, I would say somewhere between 50 and 60 percent of the CIOs we talked to currently take data or were in the process of taking data from some of these reference labs.  So the first thing that we learned is, in the existing environment, about 62 percent of the data is actually (indiscernible) in the hospital – lives in the hospital, and 80 percent of the 24 percent is provided by two national labs that can be connected to the hospitals today.

So if you go to the next chart, the other thing that we looked at – and this was a message that we heard loud and clear – is, we have to be very careful how we encourage or discourage the shifting of where lab tests occur.  Because if you look at most of the community hospitals or the hospitals across the country, they're all struggling financially, and many of them count on lab and lab volumes as a really important component of their financial stability and security.

So we wanted to make sure that we don't do anything in terms of the technology impacting where the test would occur, because it could have such a profound impact on the financial stability of the provider community.  So that was just a market context in the background.  There are very few services that are profitable in hospitals today, and lab is obviously a key driver.

If you go on to the next slide, then, what we tried to do is gather data in terms of what technologies are out there.  And I think, Blackford, this is something that you asked earlier.  This is from the new HIMSS analytic data in 2006.  And if you add the number of hospitals that are either automated or have contracted for and have the ability to automate, about 75 percent of the hospitals in the United States currently have a repository which is capable of collecting cross-episodic lab data on a patient.  And that's the number that are actually automated today, about 66 percent.  Another 8 percent are in the process of installing this technology.

What many of those hospitals have done is put their own – I would say – personal identifier, so they can scan across episodes to pull together all of the lab data for a single patient.  I'm sure it's no – but about 95 percent of the labs out there in the provider community are already automated and capable of sending results.

So that was kind of our market context, and when we were looking at the existing infrastructure, we said, “There's really a lot of technology that's already out in the United States that we could build on.”

The next thing we looked for is – we tried to get information on how much data actually gets to the physician office today.  Forget the EHR.  If it's there, it's added value.  If it's not there, what can a physician get to?

If you look at the next slide, again, different sources of data; they're all quoted on the bottom.  According to the AHA, 53 percent of hospitals currently have outreach programs to share clinical data with the physician offices in their community.  So if you look at that, you can see 66 percent actually share with private physician offices; they share with other labs outside of the hospital; they share with payers.  And so, even though it's expensive, because we don't have the ELINCS available today, there is a lot of data sharing going on.

And then another fact that we gathered in looking at the HIMSS analytics from 2005 is about 20 percent of the hospitals in the United States offer some type of Web-based secure access to results that are performed – that are requested in a hospital, but performed on – in a hospital-based lab, to get that information back to the physician community.

So with – you know, with a month's worth of work or 3 weeks’ worth of work, let me share with you some preliminary recommendations from the group.  Obviously need some fleshing out and some thought to move this forward, but the belief was that if a physician office had an EHR, it would provide added value, because it could actually take these lab results and put them in the context of meds and all the rest of the patient data.  And if they didn't have an EHR, they would at least get the lab results, assuming there was some type of enterprise repository at the foundation.  So the suggestion for immediate result was to say to the hospitals or the organizations out there today that have clinical data repositories, “Build on those to become hubs for what will ultimately be a regional health network or a national health network.”  

We could give the patient the ability – when I check in to see my physician, they could say, you know, “Who do you want your sponsoring health system to be?”  Most physicians are affiliated with one, potentially two health systems.  The patient would pick the one that they were most comfortable housing their data, and that's where their results would be stored.

For the group of hospitals, the 20-plus percent that don't have a clinical repository today, just about every vendor in the marketplace has an off-the-shelf product; they're relatively affordable systems.  And so we could potentially look at a strategy that would accelerate adoption for the 25 percent or so hospitals, many of which are small, to implement a repository.

The fourth component was to build on ELINCS to make it easier for these hospitals to take data for small reference labs and from the national labs, as just an extension to what they have in place today, and then to move to just making it easier to provide this information to the physician's office from the repository, either into the EHR that the physician had selected or through some very basic portal technology.

So that gives you a feel for the recommendations.  The next step, in terms of overcoming barriers – we looked at, you know, what – on the next slide, what are really the barriers to having this done quickly, and how does this approach attack some of the barriers.

One of the first barriers that we talked about is the patient's overwhelming concern for the privacy of their health information.  And the benefits of building on the existing infrastructure are, the patient would actually have the ability to tie their results and their data to their physician or to their health system.  And if you look at those health systems, they are in HIPAA-compliant repositories that probably have that patient's data anyway.  So emotionally, we felt that it would be better received by the American public, in that we already had HIPAA taken advantage of.  

In many of the cases, the security of the data etc. is – just can be reused from existing protocols.  One of the things is – and this was a loud and clear message from the CIOs that we spoke with, as well as vendor communities – that today, one of the big challenges we have with the ramp-up of technology is the expertise to deploy this technology successfully.  And one of the things that we thought is that this buildup of the existing infrastructure – these are systems that are already managed by people; they're already driven by people, and so there is a core skill set to drive this out very quickly.

We don't have a universal patient identifier, so most hospitals and health systems have to deal with this issue anyway.  So it's being dealt with by major health systems across the country.  This will work with an EHR – makes it stronger, because it adds the meds and the rest of the data, but without the EHR you at least get the lab results.

Going to close up very quickly, because I'm using all my time, but just wanted to let you know: when we look at the barriers, this doesn't address – it doesn't address the business model to incent the hospital to become a repository.  And it doesn't really address the full acceleration of an integrated EHR, which could be a next logical step.

If you look at the implementation strategy on the next page, we figured that the 20 percent, 25 percent of hospitals that don't have a repository would cost them somewhere around half a million dollars to implement a repository, $300,000.  The group felt these are late adopters, and they're going to end up there, anyway.  But it would require some filling-in on the technology side.  And the physician's office that didn't have an EHR would need some type of connectivity.

Finally, just to close out, we – you know, we had a high degree of confidence that we would get somewhere very quickly, and get a lot of champions behind this for a Phase 1.  And then on Phase 2, we would have enough community hubs to tie the system together, to drive more regionalization and really drive a RHIO-type model or national type model with hubs, and along the way, we could solve this national patient identifier to facilitate the data exchange, but we would be on our way to standards.  So we just continued to recognize this wasn't the end game: it was a Phase 1 recommendation.

And then finally, the last question we were asked to look at is, once this information is all available, can it be deployed for a patient.  And we felt that a logical next step in terms of driving this out could be to provide patient education or patient IT access, which is becoming, you know, more common with some of the progressive organizations across the country, to give patients actual online access to some of their lab results once they've been validated for a patient.  So the belief was, once we had this data pooled and it was pooled by your health system, that we would be able to use the technologies available today to release that information to patients in a somewhat controlled setting. 

So I will pause and take a breath – and I hope that was helpful – and answer any questions that you might have.  

>> JON:  Pam, let me thank you for an excellent presentation.  And I think it really puts us in a position for two presentations together, since for most people, the continuity experience is in the ambulatory environment, but some individuals – that is punctuated by very intensive bursts of activity.  So really a nice counterpoint.

Let's open the line.  Star 1 for any comments or questions.  

>> MATT:  Please open Carolyn Clancy's line.  

>>CAROLYN:  Hi, this is Carolyn.  Can you hear me?  

>> JON:  Hi, Carolyn.  

>>CAROLYN:  So Pam, I just have one question, but let me echo: I think this was a fabulous presentation.  On slide 15, the second bullet, where you talk about giving patients the right to select their health care system, I got lost on a point there.  Can you elaborate on that a little bit?  

>> PAM:  So Carolyn, what we were thinking is, if I went to my doctor and, you know, wanted all of my results as part of a repository, and that particular physician admitted to hospital one and hospital two, I would select, you know, what's my health system of choice.  If I had to be admitted, or if I had a relationship, would I pick hospital one or hospital two?

And if I picked hospital two, that repository would actually become the repository where my results were stored.  

>>CAROLYN:  Okay, that helps.  I guess the part that I find a little bit confusing is in seeing patients.  Of course, often where they get their stuff done is determined by the insurer.  Now, how much consolidation there is across those requirements, I'm not so clear about, but – because I haven't seen patients for a couple of years, but, you know, when I was seeing patients at UW, some of them went downstairs, some of them actually had their lab drawn on site, but it went elsewhere, and so forth.  So I think that part would need to be fleshed out a bit.  

>> PAM:  Right, and let me be real clear, because we did talk about this a bit – is – it wouldn't necessarily be – because we recognize that the patient can't pick in most cases where the test is performed.  It would be where the results are stored.  

>> CAROLYN:  Okay.  

>> PAM:  Okay?  

>> CAROLYN:  Uh-huh, thank you.  

>> MATT:  I believe Chantelle Warsell has a comment.  

>> CHANTELLE WARSELL:  Hi, Chantelle Warsell from the American Hospital Association, speaking on behalf of George Lynn.  Thank you, Pam, for the great presentation.  I think you guys put a lot of interesting data together in a really short period of time.  I just wanted to go back a little bit to some of the baseline of the infrastructure that's already out there, and I imagine out at HIMSS, the CIOs that you were talking about are really very sophisticated and great users of IT in their hospitals.  And I just want to emphasize that the hospital field is very broad, and we have about 2,000 or more hospitals in the United States.  

So while I think hospitals are moving rapidly towards implementing IT solutions, we don't want to lose sight of the diversity of the hospital base and where there is good IT and where there isn't good IT.

And having been one that analyzed the data from our survey on sharing of information between hospitals and other folks, it wasn't clear to us entirely what data they were really sharing.  So for example, when they said they were sharing with a laboratory, was it really that they were just getting lab results from laboratories when they sent off a sample for something that they couldn't do?  Were they really sharing the actual data, you know, in an exchange bringing it into their own EHR?  Were they sending out lab results from their own lab system?  We didn't really have that kind of detail as to how they were actually sharing lab data, in particular, with physician offices or laboratories.  So I don't want to have that piece of the information base be overinterpreted.

But I think it's an interesting concept, certainly, to build on what's already out there.  I think there will be a lot of questions about, you know, CLIA and HIPAA issues.  If you serve as a repository of lab data that didn't generate from your facility, what does that mean for you?  And obviously, a lot of questions about business use.  

>> PAM:  Okay, I agree with all of your comments.  We are in the process right now of breaking down the system implementation by bed size and looking at these rural hospitals to see how many of them have the repositories and the capabilities.  And the data – is very hard to tell what data is being exchanged quantitatively.  That's why we held some of the CIO round tables to talk to the customers.  And from my perspective, this was the most surprising piece, that many of them are exchanging lab orders and lab results today with the reference labs.  

>> MATT:  Please open Alan Mertz's line.  

>> JASON:  Hi, this is Jason Dubois again.  Pam, I just have a couple questions, here.  Your presentation was very good.  My question first is, this hospital-centric approach – is that kind of the recommendation for, you know, achieving the AHIC recommendation, and is it a specific charge in this area?  

>> PAM:  That was the recommendation to get this started quickly for a Phase 1.  

>> JASON:  Okay.  Well, based on what you said, then, I don't know how much sense it makes to come at this exclusively from a hospital-centric point of view.  If we just listen to what Walter had to offer, he said two-thirds of the outpatient market is performed by commercial laboratories in California alone.  So that's one question.  The other one is on this issue of you guys resolving the unique patient identifier question.  Maybe I'm jumping the gun a little bit, because when we get to the options portion of this, I think that's going to play a big part.  But what exactly was the resolution you guys had for addressing that particular problem?  

>> PAM:  First, let me comment on the referral labs, and a point of clarification.  The existing repository didn't necessarily have to be a hospital-based repository.  There are large physician practices that have an IT infrastructure that have a repository.

So hospitals, I think – and I use the word as well, but “hospital,” I think, slants this in a direction, but the conclusion we came to was, if you want to do something in 12 months, you have to build on the existing infrastructures, which are either in large physician groups or in hospitals.  So that was the, quote unquote, hospital-centric view of this.

In terms of the referral labs, our view was that – and they certainly could be, quote unquote, repositories, because they are the existing technology – is that referral lab data would go back to the physician who requested the test and be stored in that physician's repository.  And so the recommendation certainly acknowledges that the repository has got to aggregate the data from the referral labs.  And (indiscernible) that in the repository.  

In terms of the national health identifier, there is no universal solution; there is no standard.  If you go to the hospitals out there today, they're all wrestling with this problem, and most of them have to resolve it tactically to serve their patient populations, because their patients are moving from the hospital to the physician offices.

Most existing technology platforms – it really doesn't matter on the vendor – provide something that's called an MPI.  Which allows, at a health system level, them to develop a common identifier for the patient.  And so certainly, I don't want to present it like it's a perfect world.  It's a challenging thing for a health system to implement, but they're implementing them anyway, just to manage their patients.

So since there is no national standard, since there is no identifier, and based on the comments on the last call, assuming we won't have one available to us for the first year, we would just say to, quote, any certified repository, that it's up to them to figure out how to manage that.  

>> JON:  Okay, let's take one more comment.  I believe Blackford Middleton has rung in.  One last comment on this topic.  

>> BLACKFORD:  Thank you, Jon.  And Pam, my kudos to you as well.  Nice piece of work, and coherently presented.  The question, I guess – all the concerns, I think, are important and significant.  I won't reiterate all of them, but the one – last one I don't think I've heard you address is, given the reality of practice patterns on the local level in this country, with physicians using multiple hospital systems or hospitals and patients, of course, using multiple hospitals and potentially multiple physicians, are we going to be left with the sort of 1980s- and ‘90s-era problem that there will be multiple browsers on the desktop for physicians to review data from the hospital-based repositories for both one patient or across patients within the same day? 

>> PAM:  Right.  You know, it's a great question, and I tried to get data, and I don't know if anybody has any suggestions, but I tried to get quantitative data on how often a patient changes hospitals.  

>> BLACKFORD:  I can give you a sense of that right here.  Even within Partners Health Care, the system of Boston, MA, with Brigham and Women's Hospital and Mass General and other hospitals included, I know that our patients with a single MPI – 25 percent of them go to both General and the Brigham within one system.  

>> PAM:  Right, but they stay within a system.  So I guess – you know, probably worded the question wrong, that how often do they change systems.  And so, because the feedback I got is exactly what you're saying, Blackford, is that within a system, some systems actually force movement, because they only have certain services in certain places.  But how often does a patient cross systems?  Because there would be some clumsiness in terms of a patient who crossed systems.

As far as physicians who had multiple hospitals or multiple health systems that they worked with, there would be some different view of the technology there, unless that physician had adopted an EMR.  Then the EMR for their office could serve as the front end for all of this.  

>> BLACKFORD:  Sure.  

>> PAM:  Which would be a consistent viewpoint.  

>> BLACKFORD:  I guess if we look at how many patients cross between Partners Health Care and Care Group and across town, it is still significant, I think on the order of 15 percent.  

>> JON:  I appreciate that discussion, and I just remember from my Metro Health Administration days that, you know, statistics a decade ago, when they had gone back to school, was that depending on whether it was indemnity or managed, the transition in and out of insurance programs was between 30 and 70 percent, respectively.  So you can imagine the derivative effect in terms of utilization of systems.

I mention that because that's really a tee-up not only for our last presentation but for our ultimate objective today, which will be to look over again those models and really try to define how we get the most traction, not only in terms of the immediate task of moving electronic health record downfield this year – ideally, we'll complete the call before that time – but also to make sure that it's as inclusive as possible in terms of really living up to the aspirations that it helps to rationalize some of the challenges that we have on quality and safety and efficiency currently.

We'll move now to our last presentation or set of presentations from a Federal perspective.  One is an environment in which I practice.  I hope part of my presence, not just on this workgroup but in the community, is a point of optimism that it is really quite different and very nice in terms of being assured that one has the data across the care experience – ambulatory, inpatient, etc.  And I speak of the VA, and we have both Rob Kolodner, Dr. Rob Kolodner from Veterans Health Administration, Dr. Bart Harmon from the Department of Defense, and they'll provide some perspective.  And after that, they get some comments, I hope, from Dr. Carolyn Clancy on the (indiscernible) slide, maybe just a brief update on the RHIOs in preparation for full preparation next time, and then our discussion of the options paper. 

So with that, let me turn to Dr. Rob Kolodner and Colonel Bart Harmon.  

>> ROB COLADNER:  Thank you, Jon.  If I could ask that Bart Harmon's microphone be turned on so he can comment and interact as we go through this, and I'll try and do this very briefly.

The VA and DoD obviously have the advantage of large size and also of having electronic health records in each of our facilities, particularly laboratory systems and radiology and pharmacy systems.  So we both have – each of us has a current system that we've been operating with, VISTA in VA and CHDS in DoD, and we started looking at that common ground and then are building solutions that also tie into our next-generation systems, Healthy Vet and Alta.  

The first solution we put in place in 2002 was called the Federal Health Information Exchange, because VA – all VA patients, in fact, have – as they're taken in that they served in the military, we put in place a one-way exchange of information, at that time compliant with HIPAA as it was understood at the time – at the time of separation.  And data moves across from DoD to VA, at the time of separation.  

It covers a variety of information: clinically the laboratory, the radiology, outpatient pharmacy, allergy data, some admission and discharge transfer, consult reports, and some coding from some ambulatory record.  But since we're focusing here on the laboratory data, I'll stay concentrating on that.  So this is one-way-passing it over from DoD to VA, and we actually put it in a repository where, when the clinicians in VA see the patient, there's a button that lights up that says there's data from DoD and they're able to retrieve that.  And it actually comes across in the same way that data from other VA sites would come across from those sites, so that they get to see all of the laboratory data and the others that I mentioned.  

And in fact, just to give you the volume of that, there have been 3.3 million unique service members who were discharged who had clinical data, and VA has in fact registered 2.4 of those – 2.4 million, and so they've seen some of that data on those patients.

The next thing that we did is built from a one-way exchange that had a time lag.  We had to wait 'til the data was extracted after separation, to what we call a bidirectional health information exchange.  And that was turned on over a year ago, and that gives us data going both ways and in real time.  And as was mentioned about making progress by moving and getting some data and then moving forward, we actually did that in phases starting first with pharmacy and allergy information, along with demographics, and then following that turning on surgical pathology, cytology, microbiology, pathology, and radiology.

So again, we were able to move that back and forth.  For a number of reasons having to do with the way the systems are designed, DoD has turned that on site by site, and so when they do, that information becomes available to VA across the Nation.  And those sites then get access to the VA data.  And currently, that's operational at seven VA sites, with more being planned.

But that gives us real-time exchange of the data, similar to what we'd be obviously wanting to get.  And those are between the existing systems, so that the older systems – and for example, we have information on over 43 million lab results as of February 1.

So that's a huge amount of information that's potentially available as people come in.  And we have over 5,000 inquiries per week going back and forth from VA to DoD.

Finally, building on their next-generation systems, where we actually have health repositories in DoD, the clinical health repository in VA, the health data repository, the DoD clinical repository, and that allows us to have a single way to move data back and forth.  And that's standardized data, so now this is something that will be operational within the next few months, and we'll be able to – we're starting there with drug and allergy data, because of the safety factors that are there, and then follow that later on with laboratory, chemistry, and hematology data.  But that will allow real-time exchange of data, so that it is computable, and we'll be able to check the drug-drug and drug-allergy interactions between them.

Certainly, for both of us, we have a lot of care that's out in the community.  Bart can talk about the DoD, if he has those statistics.  Certainly for VA, our estimate is 40 percent of the Veterans we treat each year get care in the private sector.  That means we need to get the data they have out there and bring it in, and we certainly want to make the information we have available to the outside private practitioner, both of those, of course, with the caveat that the patient gets to decide if they want their information to be moved back and forth.

And with that, let me see; Bart, would you like to add anything to that? 

>> BART:  Yes, I would.  We also experience a large volume of our care being purchased from the commercial sector, basically.  And then we very much would like to be able to get access to that information back.  And just to point out maybe a different perspective on what you've presented, in some ways, when FHIE evolved into BHIE, one technical solution really became in one regard a combined registry and repository and in another regard a registry with a distributed repository, so that when a user is looking up results, they may actually get a list that has items that came out of the central repository mixed together with things that were pulled real time from distributed repositories basically indexed through the central registry.

And I think that might be one important lesson learned for us to pass along, is that this doesn't have to be an either-or.  There may be sort of a mixture of models, as long as the models are consistent and can work together.  

>> ROB:  Thank you, Bart; I appreciate that.  In addition, let me say that we have, – for example, in VISTA, we have over 1.5 billion orders that we have in our VISTA systems.

Now, one of the things about that – and we were talking previously about the hospital versus ambulatory, that during the time that an individual is in the hospital, they obviously have a lot of tests, and they're concentrated.  But when we're treating somebody in an ambulatory setting, they tend to be more spread out.  And the hospital-based results become less important than the information or the laboratory tests that one needs to get on the ambulatory basis, and the question is, “Where are those tests performed?”

And it's possible that although we have a volume of the tests being largest in the hospital, that, in terms of the focus that we have, which is aiding the ambulatory provider, that the volume of tests that the ambulatory provider needs may not have that distribution but may in fact have a marked different distribution, where most of it may come from whoever is performing those ambulatory tests.

The – and for example, 5.2 million patients are what we treat in VA, but I know that the number of patients who are actually hospitalized in a year tends to be much, much, much smaller.  And so you'd see that at least for the ambulatory focus, which is what I think our charge is as a group, we need to see where that particular demographic of patients get their lab tests.

The other thing that we need to also, I think, be aware of as we intervene in this is, within VA and DoD, the savings of that – of 20 percent redundancy that PTAC had pointed out; 20 percent of lab tests are repeated each year.  That's something that falls within the line that our payer-provider incentives so that we, in fact, are incentivized to decrease that redundancy and make sure that result is available.  

If there were to be a 20 percent or 15 percent test redundancies decrease, then the question will be in this private sector, and in the commercial, that may translate into decreased income for some entities.  And what are the incentives there for doing the lab data sharing, and who is going to maybe find that they will perceive an adverse impact from that?

It was mentioned that a big part of the hospital's income is from the lab.  If in fact the distribution turns out to be hospital based, obviously that could have an impact on the hospital's bottom line.  If it turns out that the ambulatory primarily occurs from the two or the few large laboratory companies, then again, what's that impact?

So we need to be very careful about these unintended consequences, although intended overall for the system, to decrease unnecessary costs.  

>> JON:  Bart, anything else that you have?  

>> BART:  Just if we're looking at lessons learned maybe to pass on to the broader community, a couple of advantages we had as two large health enterprises is, we each understood how we identified people, and we were able to agree across our enterprise how we would make sure that we're identifying people in consist ways across two enterprises.  As you scale that to the Nation, that becomes a much less tractable challenge, and that's one that I think will be one of the big challenges for this community.

And also, one of the things we had to do is spend a fair amount of time with our attorneys to make sure that from a legal perspective, we were handling things in an appropriate way, in regards to HIPAA and the privacy laws.  And again, I think that will be an issue of scaling beyond one-to-one or one-to-five agreements.  That is a fundamental challenge for this group that I think will be interesting.  

>> JON:  Let me thank you both, Rob and Bart, very much for your presentation.  I think two valuable takes.  We start with – reiterating one, Bart, you just offered – which is the person identification.  I say “person identification” because broadly, it's not just the recipient of the health services but the access to the information as well, and the ability to rationalize that in health systems is an advantage of the large health system.  

The other gets back to an issue that I brought up early in this discussion, which really is the basis for the value proposition.  For entities like VIA or DoD, where the entity is both provider and payer, there's a rationalization.  The amelioration of inefficiencies and sometimes things that lead to lapses in safety, certainly quality, by not having lab tests or unnecessarily repeating lab tests, as an example, is fairly self-evident.

But as that's rationalized in a system that is more fragmented, it may have business ramifications for particular entities.  And so the value proposition for all players, in ways to create the alignment of consensus, becomes ever more important.

Again, a note as we will ultimately consider our models.  Let me turn to Carolyn Clancy – I believe has rung in to make a comment.  

>> MATT:  You can go ahead, Carolyn.  Carolyn, are you with us?  Maybe your phone is muted on your end.  

>> JON:  Okay, let's keep going.  If somebody else has any comments, please ring in.  

>> MATT:  Please open Alan Mertz's line.  

>> ALAN:   – consequences that Dr. Kolodner brought up, and Jon also brought up.  There certainly is a perception of the fact that there's going to be some redundancy in laboratory testing that is going on that will decrease as a result of this information sharing.  But equally, I think, relevant is that there's going to be an upside to this, and that is there's going to be an increase in therapy monitoring diagnostic testings.  An example I like to think of here is with, you know, people on statins who should regularly be tested for their drug – for the response to the statin they're receiving.  And based on their laboratory result after this therapy, they may in fact need to have their medication regulated.

Something that as – many people who are on statin therapies today will admit to you is that they're not getting accurately tested for every time they're reupping their medication.  

>> CAROLYN:  This is Carolyn; I apologize.  I had something so profound to say, I promptly hung up the phone in attempting to let go of the mute button.

I very much appreciated the prior presentations and will say that we have six State demonstrations that are very much focused on health information exchange and are squarely focused on the value proposition and some of the incentive problems that Rob Kolodner just highlighted.  And I will look forward to making a much more indepth presentation to this workgroup at our next meeting, which I think is in March.  

>> JON:  Thank you very much.  Feel free to highlight anything else today; I wasn't sure if you wanted to make any other comments today.  

>> CAROLYN:  Only that there is some variability in how these entities or these States and regions are setting up that trust or relationship that Pam's presentation, I thought, very clearly articulated.  

So for example, in Tennessee, I would say that the model they're using – one based on a relationship with trusted core facilities.  They include both some hospitals and large clinics.  Very much emulates her recommended strategy for Phase 1.

The others, you know, with a different mix of providers and business relationships, are using different strategies.  So actually, I've been finding a lot of these discussions incredibly helpful, and I think you're helping us to crystallize some issues that we need to get some very clear information from these States.  Just for purposes of information, they are Utah – and I will say that this was awarded before Secretary Leavitt came into his office, in case anyone wondered – Rhode Island, Indiana, Delaware, Tennessee, Colorado.  So you can just imagine that the mix of health care facilities, providers, actors, and interests is quite different and – quite different yet from California.  A lot of enthusiasm for ELINCS; I will say that as well.  

>> JON:  Thank you very, very much for that.  We'll look forward to your presentation – full presentation in March.  I think all of us, with the task of this workgroup, is real tantalized by what's going on, both in terms of understanding what will work – is working and what presents challenges in terms of the how and what, the technology, the standards, but also the why and how in terms of the value proposition and the alignment of incentives and the networks, either somewhat natural and organic or those that are more forced.  How that really impacts our considerations of moving forward with the electronic health records – with this, ideally, the aerodynamic form of laboratories.  

We're trying to create some degree of consensus in terms of our next steps; our efforts for the remainder of the year; our recommendations to the secretary, frankly; our deliverables really for next month.

Let me turn – with this great backdrop of really excellent presentations, for which I thank each of you and your organizations – let me turn now to Dr. Karen Bell.  Take us through the options paper, and we'll have some discussion and close out with that.  

>> KAREN:  Thank you very much.  And I believe there will be a series of four slides, only four on our side, to begin this discussion.  And I would just like to underline the fact that what I'm going to be sharing with you are not – do not represent the full gambit of all models and all pros and cons.  But I think we've pulled together, with numerous discussions with multiple stakeholders, what we think are the four major options on how you might choose to move forward and the most salient pros and cons of each.

And I would also like to underline the fact that the model will be very, very closely linked to what Jonathan was just talking about: the who’s, the where, the how.  And I think you'll see that as we move along, but just to tee up a little bit, clearly, if we choose to go with a particular model like the fourth one that I'll talk about, the RHIO model, it would need to be in an area where there's a fairly mature RHIO.  So it's a very intertwined discussion.  
But I will tee it off by basically saying again that we have four options – next slide, please – the first being our status quo.  And to be very frank, we're not sure that this is an option we want to put forward, but thought we should at least put it on the table.  And this is where every electronic health record is uniquely interfaced with the limited number of laboratories with which that particular clinician chooses to interact with.  And so it's basically a peer-to-peer; it's not standardized.  And the only pro that we really had was, it is the current environment, and so it preserves any current investments that have been made.

But as you've heard before, it is a very expensive option.  Each unique interface can be about $50,000 for the laboratory and up to $20,000 for the practices in a physician's office, depending on how many users there are.

And it does limit the provider from accessing information from labs that they've not built the interface from, and would further limit the ability to support those information going to personal health records or within the biosurveillance breakthrough.  

So, having laid that on the table as number one, we're going to move by it quite quickly and move into Option 2.  And this is where there's – and there's been quite a bit of discussion on this already – we have EHRs interfaced to laboratories using an agreed-upon, HITSP-approved, and normalized standards interoperable interface.  While the standards are not yet HITSP approved, clearly the ELINCS option does exist, and as you've heard, that's clearly on the table.  

At the present time, the electronic lab data would only be available to the clinicians that have EHRs as part of this model.


The pros are quite extensive.  As you've heard, it will support the broad charge of EHR adoption, because it certainly meets one of the critical needs of physicians, to be able to easily accept laboratory results from multiple labs.  This would also promote new business relationships with labs, providers, and a number of other organizations and would be efficient and less costly to the laboratories over time.  It is a high level of interoperability, and does include the transmission of the structured messages containing standardized and coded data that you've heard earlier, and will clearly support a number of exchanges in multiple areas.

On the con side, right now, it would be – it does not allow the ability to retrieve data not ordered by the clinician.  It's designed to provide the results on the lab tests that any individual has ordered him or herself.  And while I say it does not address the privacy or security or business operational barriers that occur, it is not unique in this.  This is a con that is also in other arenas.

Option 3 is the laboratory results accessed via a portal or Web.  This permits electronic interoperability with EHRs and also is available to clinicians who choose to view the information without an electronic health record.

This would support both those electronic health givers and those who do not, so in many venues, it could be considered to support the adoption, because it gets clinicians using the information.  On the other side, it does appear as a con, because if physicians can access laboratory data that way, they really perhaps are disincented to make any purchase.  But it does have the ability to allow patients ultimately to access their data as well, and this is the first of the options so far that can do that.

The portal can handle patient identification, user authentication, browsing transmission, and receipt of data and could also allow for patient data sharing agreements to be catalogued either between businesses and also including patient consent.  Could support all level of data sharing, both at the local and national level, including the biosurveillance breakthrough.

I mentioned on the con side that there are those who believe that facilitating this – access to this information by non-EHR users actually disincents adoption of EHRs, so that's a consideration for discussion.  And while lab order entry is not part of the specific charge that you've been tasked with, it may – it is clearly an important piece, not only of this but of other options as well.  We may need to consider how the data entry piece or the computerized physician or entry piece links into these models, particularly at this level.


There is a time issue, in terms of establishing this type of a lab portal and also for establishing the protocols for user authentication and access to the portal.  The other issue that comes up is that a number of these could be relatively small and relatively decentralized, so that we could be promoting the construction of a number of silos – lab portal silos.  And it would be very important that there is the option for true interoperability among them for future uses.  

The fourth option is the laboratory results, which are accessible via a RHIO collaboration.  This involves the multiple stakeholders, which will address the issues of governance sustained funding and flow of patient authorized information.  There are a number of unique pros on this one.  While the standard interface for labs and the EHRs is present on the other models, and the incenting of EHR adoption certainly is not unique to this one, the fact that there is a governance model that the RHIO has established to make decisions will allow the RHIO to function not only as a broker for business agreements, user authentication, patient permissions, interoperability specifications, funding, sustainable financing, but the governance can also decide who actually is going to get access to this information.  Rather than have that be a decision here, it would be a local decision.  

There would be technical access through the RHIO that – to the complete datasets, including labs ordered by other physicians.  Though again, there would need to be a number of policy issues that would have to be addressed for that to occur.  And it does move the broad charge as well as support the NHIN infrastructures.

I talked a little bit about multistakeholder governance, but I think it is critical, because this is really one of those true models where every stakeholder is at the table.  So it does begin to address all of those difficulty issues that have been brought up, not the least of which, Jonathan continues to mention, is the business case.

The cons on this are that, as I mentioned earlier, right now it would be possible, in this first year, only in areas that have fairly well-established RHIOs.  We've heard about some of them from Carolyn, and we'll have a lot more discussion about what RHIOs and – what RHIOs can do to move this agenda forward at our next meeting.

But there are several others as well, and one is that there are several States in the country that have very stringent CLIA interpretations, which would again make that difficult.  So we would need to find States with a less stringent CLIA interpretation.  And again, as I said earlier, lab order entry is not part of the specific charge right now, but it is a necessary enabler in this particular situation.  And so this – again, this is not specific to the RHIO model; it is part and parcel of some of the others as well, but it clearly underlines the fact that the RHIO model is a very robust one that will do a lot for us but has some issues as well.

I think the discussions we've had, which I agree have been wonderful, really do underline the fact that literally all of the discussion could fall into either one of these four models or some combination thereof.  And so I've started this as a way of really putting on the table your discussion about these models and the pros and the cons.  And before I move on, I would just include in my piece of time here – because the issues of policy and privacy are so important, I would ask John Houston to represent some of the work that he has done with others on the policy and security issues, because they've come up in every single one of these models.  

>> JOHN HOUSTON:  Let me preface my comments by saying that, being a member of the HDIS, the privacy subcommittee right now is finalizing a letter, which should probably be out sometime in early summer, specifically related to privacy considerations and the NHIN.  So I don't want to say too – too much in lieu of the fact that we're working on that letter, and I think it's going to be rather comprehensive.  So I say that as a preface.

One of the charges, though, taken away from the last meeting, though, was to try to think – towards the specific charge to this group, in the time frame of the specific charge, is try to think about how do we try to address substantive privacy concerns related to, you know, implementing this.  And I keep coming back to some of the things that I didn't respond to the RFI that was sent out last year, with regards to how do you develop an environment that is supportive of individuals' privacy rights.  At the same time, though, looking at the reality, which is that in a year, 2 years, 3 years, we're not going to see a change in State law; we're not going to see a change in HIPAA.  I would love to think that there are problems in (indiscernible) and would love to see them corrected, but I think the practical reality is, it's not going to occur.  People may disagree with me, but I don't think that's going to occur.  

So towards that end, I think, trying to operationally work around how you would address patient privacy rights, it always comes back to the surrogate of authorization.  And I think that if we're going to move one of these models forward, I think we need to look at a – making part of this, and which was actually inherent to what you said about the RHIO model, which is a very robust authorization scheme.  

That authorization scheme at its core is either going to be an opt-in or opt-out by patients.  And I think that if you use that as the model, if patients don't want their information to be part of this environment, then obviously they're going to opt – they're going to – I mean they're going to opt in or opt out.  I'm not sure which model is the best one, but they're going to decide not to participate.  And then the question is going to be from a granularity perspective, how many granularity do you want to put in there in terms of not just opting in and out of the environment, but how much control do you want to have – a patient – over authorizing specific providers, physicians, entities from getting access to that patient's information and based on what criteria.  

I think there are some models that can be incorporated into – especially structured like this RHIO structure, like the one that's on the screen now – that can provide the patient with a fair amount of control.  Because already inherent to the RHIO structure, the RHIO has to note who all the entities are that are either contributing data or asking for data.  

And as part of that model, too, you could also develop a scheme whereby patients could in fact decide which providers, which class of providers, should have rights to their data.  And you could all wrap that together in this model.

So I think there are some ways, tactically, to address the issue of privacy.  And that again, the surrogate for that is an authorization scheme.

And again, going back to what's elegant about this (or not elegant about this) is, you don't have to worry about what is the State law, what does HIPAA say I can do or can't do.  It puts, at least in your term, all the responsibility within the patient's hands to decide whether they want to participate.


In the longer term, I think you can look at how you try to make State laws consistent.  You try to figure out how to change Federal law, to make it more compatible with the clients at NHIN.  But in the near term, to try to get this type of charge accomplished in the short term, I think you have to look at authorization.  And once you look at every State law, and you look at HIPAA, and once you – as long as you can develop an authorization scheme that is compatible with those laws, then you're done.  You really are.  And it doesn't take much more than that.  
So again, that's really my comments on tactically how to address some of the privacy issues in the short term.  So – 

>> KAREN:  Thank you very much.  And Jonathan?  

>> JON:  Thank you, John Houston, for really excellent comments there.  And I think your observations are somewhat sobering to us perpetual optimists.  But you know, I think it really helps to drive us towards considering these two separate models, and I think when you put all the factors together, I hope, will make consensus more obvious. 

I thank you, Karen Bell, for an excellent layout of four options.  You've made some good points that maybe the final answer is not mutually exclusive to each other.  It's interesting to me.  And let me just close with a vision – image.  I need to apologize, because I need to go join the Secretary in an activity momentarily.  But as I sit here contemplating how do we get to a point where we have the electronic health record, what sustains it, what makes it valuable, I have to think it's going to be more inclusive to be self-sustaining. 

Imagine the patient whose health information is available not only when they go to hospital B instead of hospital A, which happens to be in a different system.  Imagine the benefit that's there for the patient who gets medications that are appropriate, not ones that she's allergic to.

Imagine the benefit when the lab corporation can actually not waste time and expense on paper, but deliver the information electronically to the appropriate clinicians.  Imagine the savings when me, as a clinician, can actually transmit or receive the information without paper, instead of endless phone tag and fax tag.  Can actually allow patients take a look in their personal health records and get their critical values.  We can discuss the important and abnormal, not the normal circumstance.  Imagine the ability to link that with health records 

Imagine the benefit to a health insurer who has the knowledge that their patient doesn't get redundant, substantially incompatible, but certainly more expensive duplicate medication and guidance – provider A and provider B, or even system A and system B. 

Imagine the opportunity for a patient to reduce their health premium if they decide to allow authorization in a scheme where the information can go between providers.  Imagine the opportunity for a patient to perhaps have his or her premium to be reduced a little further if they allow their information to be used for health services research or an outcome study on a particular medication. 
 
Imagine further the benefit to the patient, and to the payer, and to the provider, where a situation exists for a patient with, for instance, diabetes – growing problem in our country – receives information on how to better self-manage their health status and, as a result, receive some lower premiums – again, from the payer, in this instance.  

I'd ask as you consider these models, to think about which one would support a health-sustaining process, where in the different entities each realize something positive in the value proposition.  And I know in my mind, at least, it leads to a particular conclusion.  It's probably pretty self-evident which one, and it's one that I think actually embraces many of the characteristics of the other models.  

But instead of spoiling the punchline there, I'm going to actually leave the room, turn it over to both my esteemed coach here, Lillee, and to my great colleague Rob Kolodner and Karen Bell to come out, to really ask that the group really reflect on the sustainability aspect and what we've heard today about the different parties in the health transaction.  

And our ultimate goal of how we get there from here, with the caveat that – are due out to the secretary is March 7.  So I apologize for the departure and, in advance, thank everyone for the great work.  And let me turn to Rob, Lillee, and Karen. 
 
>> ROB:  Do we have people who are in the queue who are ready to comment?  If not, those who want to talk about and recommend which option that they think we should pursue, press star 1.  

>> MATT:  Connie, go ahead with your comment.  

>> CONNIE:  Yeah, I was just – I wanted to ask John Houston regarding the lab – the issue with regards to the State laws.  I really think – I'm not sure that a patient authorization is going to be sufficient in many of those States, particularly for the laboratory, because the laboratory is required to only release the data to the provider.  So the provider is really the one who controls the lab data when it comes back to him/her, and they would have to then re-release that to, say, a RHIO type of situation.

So they would have to have a standing authorization from a patient, and I think that technically, that might be a little bit difficult with regards to orders.  Or else authorize the laboratory at the time that they make the order to also send a copy to the RHIO.  

>> ROB:  I'm not saying authorizations are a perfect solution, but I think they're the best we have.  Depending on the State, we may very well be required to get authorizations on each individual case where a lab test is performed.  But I think it's the only – it's the only way that you can get the data reliably into – into whatever your architecture is.  Because, you know, I don't believe that we are going to get a substantive change in the State or Federal law, here.  And as such, we've got to think of a way, and the only way that really stands out to me is some way of developing authorizations.

And maybe, it might be that when the lab test is ordered by the physician and the patient goes to have it done, that when they show up, it's sort of like, you know, when you go to any store and you – they swipe your credit card and you electronically sign for something, that that in itself – you know, at that point, there's an authorization that that's provided.

Again, it might be on a per encounter basis, but that's the only way that I can think to reliably get information into it.  And so you're right, but – 

>> KAREN:  Having dealt with the ELINCS committee, and going through the process of developing the HL7 messaging mechanisms for doing things, it seems like that's going to be very difficult to – within a year.  

>> ROB:  Again – well, I'm not sure anything else – I think everything else is even less likely to occur.  

>> KAREN:  Yeah.  

>> ROB:  If you pre-assume, especially in those States where an authorization be required in each case, that the authorization is always signed before the service is rendered, then simply the HL7 transaction flowing back as a result of the test being performed, it works.  And again, I think as the case – the only time that, you know, we perform services in my health system without an authorization is where somebody is not medically stable, that there might be a case.  But you know, where somebody walks in off the street and wants to have a lab test performed, we wouldn't do it unless they signed the appropriate authorizations.  

So I think there is an opportunity, and I think if you can construct them correctly, I think you can get around a lot of the issue in large measure.  

>> MATT:  Please open Pam Pure's line.  

>> PAM:  Hi, this is Pam.  You know, I think we all agree with the vision, in terms of having this system that everyone can access their own data and manage their health effectively.  I think we have to be very responsible in the way we get there, because at least my view is, we're not going to get there in Step 1.  This is going to be a multistep process, to build this system.  And to draw an analogy to the banking industry, you can go anywhere in the world today, and it doesn't matter what bank you have: you can stick your card in the teller.  But before that system could work, there are a lot of banks who had their own card, and there are a lot – there was a lot of automation that had to occur in the banks before that system could come together for connectivity.

And we are really financially starved in health care in terms of being able to invest in this technology infrastructure, so I just – I guess I just caution this group in terms of – the attack plan, I think, has to make sense in the financial context of what could – what can we afford to do, not only in terms of dollars, but in terms of expertise to do in this country.  And what is a logical Phase 1 in this step to get to this ultimate RHIO?  Because I think we're going to – a lot of people – let a lot of people down if Stage 1 is to get to the vision.  Because, you know, I've been looking at this problem for a long time, and there is no quick fix, and so I think we have to figure out what can we really do in 12 months – that there's accountability, ownership, and results; that we can look at each other and say, “Gosh, you know, that task force achieved this.”  And it has to be something that's aggressive, but also obtainable.

You know, just like Jonathan is saying, on the authorization front, there is going to be no change in HIPAA; there's going to be no change in terms of the privacy States.  I think we have to take a very realistic approach to this, in terms of selecting, you know, how we're going to move forward and how we're going to phase this in.  Because there's not going to be a lot of dramatic change in the infrastructure and health care over the next 12 months.  Not if we want to get this out of a couple of small pilots that may never go anywhere.

If we want broad-scaled change, I think we're going to really decide what's the right Stage 1.  

>> MATT:  Please open Alan Mertz's line.  

>> JASON:  Hi, this is Jason.  I just want to say a couple of things.  First of all, I'm totally agreeing with what Patty – Connie has to say here about the CLIA issue and about State privacy and CLIA laws, which basically are the benchmark for the provision of laboratory tests back to the ordering physician only, and States can actually take CLIA a step further and make it even more stringent.  We're actually experiencing that today with some of our physicians, with some of our companies in Florida trying to do some of the implementation of the chronic care improvement program which was passed with the MMA.

But in terms of the RHIO approach, I think it's a good thought.  I think in terms of looking at the specific charge of 12 months, we have to do with what's in the realm of – you know, the possibility.  Because going to every patient and asking them to opt in and opt out in a 12-month time period, in addition, the other issues like this – again, unique patient identifier, CLIA, the security or authentication portal – I think these are all things that are going to help create a big barrier to accomplishing the exact specific charge the community is asking us to accomplish, and that is, you know, to make this actionable in 12 months’ time.

While I think probably a more likely scenario – and I have to say, at least, I think Connie would agree with me – is on the second option, where you would use a standardized format, ergo something like ELINCS that's been adopted by the certification commission.  

And the final point I'll leave – and, you know, addressing what Pam said about the bank analogy: you're doing a withdrawal, a deposit, or you're transferring funds, but there are 1,100 laboratory tests out there, some of them in narrative format.  So I don't know how alike the two systems are.  

>> MATT:  John Houston has another comment.  

>> JOHN:  I agree with Pam in one regard, I think that the end-all that we're going towards, obviously, is sort of the RHIO model, I think that's inherent.  

But, you know, I think looking at the four options, you're going to move from one to the other.  I would argue that probably there are a lot of cases where the first two options are already in play in some areas.  And I think that, you know – and then looking at Option 3, I think Option 3 lends itself from, frankly, being something that can morph into or evolve into an Option 4.

So I think the question probably is more where do you start, with which option, and where do you end up.  Intuitively, I think you end up with the fourth option.  But probably the first year, I think as was indicated, it's going to be a lesser option and lesser goal than in 2 or 3 years.  And I think the – Dr. Bailer's charge – you're going to hopefully find yourself in a position to move yourself to the fourth option, which I think is consistent or compatible with the overall charge, not just for us but in general.  

>> MATT:  Chantelle Warsell, go ahead with your comment.  

>> CHANTELLE:  Thanks.  A very similar type of comment.  I was just thinking that if we pursue option two first, it actually serves as a catalyst for the RHIO development.  Because if you look at the RHIOs that are out there, very few actually are sharing any data of any kind.  But if you actually have standardized lab data that can be shared from place to place and have the standards in place, it gives them something to be their first goal of, “Okay, this is what we're going to share.”

So I actually think it can help catalyze the development of RHIOs and make more concrete for them a task that they can accomplish and organize around.  So, a very similar comment to those that came before.

If people don't mind, I wanted to go back a little bit to the ELINCS discussion – it's a little bit of a foundation of what we might recommend – and just query those who are physicians in the room about what it will mean for practicing physicians to get data back in LOINC – you know, will we need interfaces between what physicians are used to using, and the LOINC codes that are coming from the labs, and what does that entail, and what does that engender.  That's just a question I have.  I don't know if others can speak to it.  

>> ROB:  Why don't we see if there's an answer to that particular question that people in the queue give, and then I want to go back to the options as the main focus of discussion. 

>> CHANTELLE:  You can put that at the end if you want.  

>> MATT:  A few people jumped in to make comments on that.  Do you want to take them now, or do you want to put those off and get back to the options discussion?  

>> ROB:  Why don't we close the options, then we can get back to that discussion.  I think we want to bring that to a close.

Lillee, we haven't heard from you.  Did you want to say anything about the options?  

>> LILLEE:  I've been doing my star 1, and I guess it hasn't worked.  

>> MATT:  Lillee, you're open all the time.  

>> LILLEE:  Oh, I didn't realize that.  

>> ROB:  You just jump right in.  

>> LILLEE:  I'm trying to be patient.  As Jonathan just went through this beautiful “imagine” exercise, I was just going to say, “Let's just imagine we can get this done.”  

You know, I don't have a bias on this discussion at all.  My only issue, from the private sector, that I would say is, I really don't think that we can legislate our way to success.  So I would like for us to really think about, in our discussions here, the options that help us achieve the goal as quickly as we can, without depending on laws and legislature to get us where we need to go.

And I know that perhaps what John Houston said was a bit controversial, but I do agree with him in the short term: a patient authorization scheme doesn't make us have to worry about HIPAA and laws and those types of processes in the short term.  But you know, I just think about how many people in this country use banks and how many times they have to sign some authorization to get their money when they open a checking account or whatever they do.  And so I don't – I would really like to have some experts and those that really understand authorization schemes to really help us along that line, because I think he was – he was very right.

I also really think that it's a sobering task, when we think about 1,100 lab tests, and some are in text form – what that's really going to mean for connectivity.  So those are just my initial thoughts.  I don't know enough about authorization schemes other than being a patient and signing my life away every time I walk into a hospital, a doctor's office, or a clinic.  And so I'm not threatened by that at all.  

And I also – while I have it in mind, I just want to say I thought Pam Pure did an outstanding job.  I think that's one of the best private-sector presentations I've seen.  

Back to you.  

>> ROB:  Okay, well, I'm still hearing kind of a spectrum of things.  And what I'm also hearing is, it tends to be focused down on what's technically possible right now.  Yet part of it – I think what we're supposed to be recommending to the AHIC is something that helps not only just achieve what we need now but helps to move along some of the policy and issues so that we can wrestle with that.  Even if we look at what the curves might look like, that we may get out to more people initially in 12 months, if the curve isn't moving up at the rate so that by Year 2 we get more, we may actually be sacrificing a higher level of achievement by trying to get more in the first year.

And so the issue of the Options 1 and 2 that address kind of a technical – I think Option 1, nobody has endorsed; we want to get beyond it, so really, the Option 2 of standardized – with the interface to the laboratories alone.  You've heard a little bit of support about the Web portal.  But I'm wondering whether Option 4 gives us a combination; that is, you could have a Web portal put in, you can have the standardization that's there, but it allows us to begin to get on table some of the policy and some of the privacy issues that we have got to take on.  And if we don't take it on this year, then, you know, because we're focused on kind of the technical solution, we may not get started on that for yet another year.  And that postpones accomplishing that.

So I'm wondering whether – in that light, whether it might be worth looking more at Option 4.

By the way, the NHIN are concluding – is it November or so? – that the – I mean, there will be some in place, in some of the other RHIOs.  So there will be a number of places we'll be able to get started in.  While that won't be in every place, that momentum may very well kick up into a much higher gear by Year 2, if we build around that.  Let me see if there are comments that come in.  Any star 1?

>> LILLEE:  I'd just like to underline what you just said, Rob, because it is absolutely correct.  The third critical criteria is that this specific charge is designed to really illuminate the significant barriers to really getting to where we need to be.  And so, from that perspective, it doesn't need to be rolled out all over the country, but it does need to be in at least a few pilot sites where those significant barriers can truly be addressed, so that ultimately, you begin to move the whole agenda to that – that bigger picture rather than try to create workarounds within the year.  And again, I underline the fact that your responsibility here is to make the recommendations.  You don't have to worry about the implementation.  There are those others of us who will worry about the implementation.  Thank you.  

>> ROB:  Comments from the workgroup members?  Anybody in the queue?  

>> MATT:  It sounded like somebody was trying to ring in who has an open line already.  

>> ROB:  Lillee, is that you?  

>> LILLEE:  No, it's not me.  

>> MATT:  Please open Pam Pure's line.  

>> PAM:  On, you know, how to get there the fastest, I think we've got to divide up these problems in terms of how we're going to solve them.  You know, I think it was Blackford that said you've got this issue of 20 percent of the patients, about moving from health system to health system.  Maybe if we solve the 80 percent first, it would force us to solve the 20 percent, because that would be the natural next step, you know.

So again, going back to an incremental approach, if you solve some of these problems and chunk them up, then you can look at putting them together.

And I think the way the technology exists today, that whatever approach we select, we could have certified technology platforms that are becoming industry standards that would promote connectivity and the ability to hook these things together as we move from small networks to larger networks to very large networks.

I just keep going back to, “Isn't there a way to phase this?”, where you can make – you know, if we could (indiscernible) data to 80 percent of the people before they switched the health system, it would be a great step in the right direction, and then we could move forward from there.

And what I find is, as people get the technology, they feel more compelled to go the next step and fill in the holes, as long as you give them something to start with that adds significant value.  

I just think we really need to look at chunking this up into something that we could do in more than one or two pilot places in 12 months, if we really want it to become national standard.  

>> LILLEE:  And Pam, is that different than just, say, demonstration sites?  

>> PAM:  Yeah.  You know, I guess I have this bias on demonstration sites, that by the time something gets out of a demonstration site and widely deployed, it looks nothing like it looked at the demonstration site, and it's years and years and years before it gets massed off it.  So I think there's another way of looking at these things, to say, “Okay, instead of being satisfied with a pilot site or a couple of demonstration sites, what can we do that's going to get broad visibility and broad acceptance in a phase one?”, recognizing maybe we only get 50 percent of it done.  But it would have a broad impact, and it would kind of set the standard for where we were going to go and what we could build on.

So my preference would be not to do a lot more of these demo and pilot sites.  We spend all this time talking about hundreds of pilot sites and demo sites and, you know, prototype projects out there.  But it still isn't bringing us any closer to some type of a broad-scale national adoption.  And I think we've got the power on this workgroup to say we're going for a broad-scale national adoption.  Which is exciting, I think.  

>> LILLEE:  And so which of these four options do you think will get us there?  

>> PAM:  I think we all want to get to 4.  I think we all want to get to 4.  I think ELINCS is fundamental to Step 1, but I think we (indiscernible) all up to ELINCS.  I think we should go out and say here's what we want.  We want everybody to have their results online; here's one option.  You can implement ELINCS, or you can build on the community (indiscernible), but we really want you to have a plan.  So I think there's a way that you could present – you know, “Here's where we all want to get to the RHIO option, and here's our strongly recommended Phase 1 option” – and take a couple of these options and lay them out in a way that people could do it.  We could get sponsorship of some of the health systems to start rolling this stuff out today – many have rolled it out – and just say we expect everybody to have their lab results.  

So I think 2 and 3 could both get you to 4.  

>> ROB:  I wonder – I guess, John, I don't know whether you want to talk about the NHIN or whether there's anything that's relevant to this, in terms of whether we're talking about pilots and demonstrations or first steps of rolling out the NHIN or (indiscernible) solutions.  

>> ROB:  Excuse me, I'm directing my question to John Luntz from the Office of National Coordinator.  

>> JOHN:  Thanks, Rob, I just wanted to emphasize the fact that in terms of the NHIN, we have four different consortia that are working on contracts, and each of those four consortia has been required to have three markets associated with them, which will be all expected to participate in the – some of the activities around the particular breakthroughs.  So as the use cases are expressed to them, we could see an implementation of a prototype in as many as 12 health care markets in the context of the different – their different scenarios.  So that's one consideration.  That's not a small footprint, necessarily; it has some substance to it.  

>> ROB:  In addition to any of the RHIOS that might be coming online over the next 12 months?  

>> JOHN:  Right, and certainly the value of having policy issues addressed in fostering that will be very helpful in advancing that whole endeavor.  And so we're really looking to having some of the specific policy issues around lab result-reporting workthrough by this, so it can help foster that model.  

>> ROB:  I'm wondering – I'm hearing, you know, certainly the desire for the standard and for agreeing upon that standard, whether it's in the form of Option 2 or whether it's in the form of Option 4.  And in terms of the structure that's been put in place by the Office of National Coordinator and by the AHIC, I think the HITSP group is really the one that we would refer the ELINCS to for them to identify a workthrough and make sure there's an endorsement of the standard, whether that be ELINCS or some sort of variation of that.

If we can agree that that is the root, because that's what structure – we can't endorse the standard as – or we can recommend it, but it will get bounced to the HITSP, anyhow, as part of the harmonization, then what we could see as a group is that it's kind of combining these into an Option 5: that first we want the standard to be identified and endorsed; that the – that the goal is, as we've said, to get to the RHIO so, where there is a RHIO, that the implementation in those areas should be – should be done through the RHIO approach, at least those 12 markets; and then in the others, that the entities that have data – they want to implement that, certainly can make that available as the interim for their providers in that area, knowing that what we really want to do is figure out how do we link the entities that have labs that are using standards, how we link them into the RHIO, and begin addressing some of the policy and privacy issues.

So it turns out to be something that doesn't do an either-or.  It doesn't block it from going into the RHIOs in those markets but doesn't say that where you don't have a RHIO, you don't make progress and move forward.  

>> JOHN:  I'll make one comment.  This is John Houston.  The other way to look at this is to back into the solution.  And what I mean by that is, what happens if you look at the different models you deem viable, describe those in as much as a detail, and say, “Okay, we're looking for organizations throughout the United States who have implemented models similar – the same or similar to it”?

I would suspect that there are organizations out there – there are groups – there are areas that have done things like this already.  And if you knew who – and they aren't necessarily the most vocal one.  We obviously have an example today of one, but there might be others out there who you can go out and say, “Okay, we need to take a good, hard look at what you've done and decide whether it is viable in the national context.”  So you sort of get past the pilot stage by finding somebody who is already maybe doing it to some degree and then saying, “Okay, we're going to examine this and determine whether what you have done has viability nationally.”

It takes out that whole center section of trying to develop a pilot site.  

>> MATT:  We've got a couple members on the phone waiting to make a comment.  Please open Blackford Middleton's line.  

>> BLACKFORD:  (Indiscernible) comment.  It's a little difficult to get in, but you know, it strikes me that there is a natural progression, I think, as Pam Pure might have alluded to, that if we do define the end state very clearly, one might imagine moving through an ELINCS-oriented infrastructure to a more community-centric – as opposed to hospital-centric, but community-centric – data aggregation-centric point of view and then RHIO finally as the ultimate goal.  

I think the technology issues, though, even along that progression, are not going to be our major problems.  The major issues, I think, we have perhaps not even yet unsurfaced or addressed, and that's kind of the hard problems of the politics of information, at the local level.  What are the policy questions about sharing data, about merging data, about access to data?  Not only authorization and authentication for physicians, but then sharing between entities?  And especially when this is a contributor to margin, as Pam pointed out, that's a major bucket of issues I think we have to get our heads around. 

The second one is the capital availability problem.  In the country today, of course, there really isn't a high degree of capital availability in many of the small or intermediate-sized health care delivery systems.  And I'm concerned that short of a major infusion or stimulus of some kind, either from the private sector – perhaps that can be arranged between a payer and a laboratory collaborative – or public sector, we're not going to get off the ground.

But the bottom line point, I guess I would suggest, is that the major components of the value proposition come from integrated data access.  Not necessarily data integration, obviously, but aggregate – access to integrated data at the point of care to do all the right kinds of things with – in decision support, in reduced duplicative test orders, and whatnot.  So there's a variety of comments in that set of remarks.  

>> MATT:  Please open Walter Sujansky's line.  

>> WALT:  Hi, this is Walter.  I've been listening with interest to everyone's comments.  A lot of great thoughts here.  One thought I have is that one of the challenges of the task is that this type of project needs to really provide both sizzle and steak, if you will.  And the sizzle part, I think, has been provided by the RHIO vision and is being provided by the RHIO vision, and there's been lot of talk about the grand vision of interoperability and providing patient health records and streamlined communication between providers and hospitals and so forth.  It's a great vision, but, I think as we all recognize, it's one that will definitely take some time to realize.  

I've been involved with the Santa Barbara Care Data Exchange quite a bit out here in California over the last 5 years and have seen just how long it takes to realize a vision like that and how many complexities there are, both on the technical and the policy side.

So it may make sense to try to provide some steak as well, if you will, some tangible advancements that can be made within the time frame that I'm hearing, a 12-month time frame for an initial set.  Even a 24-month time frame isn't that long for some of the things we're talking about.

But to tie that to the sizzle as best as we can – the best as you can, as the workgroup can, as AHIC can – and to some extent also allow the private sector to do some of the – that work by enabling information exchange – and standards are always cited as a major deficit in enabling information exchange – and then allowing the private sector to address some of the concerns as well.

There's an analogy – and this is my last thought on this topic – with the whole Internet infrastructure history, in that certain standards were implemented that allowed that large degree of interconnectivity, the plug-and-play interconnectivity, and then the private sector kind of exploded in terms of its creativity, in taking advantage of that to provide goods and services that were valued.  

>> MATT:  Few more comments to get through in the queue.  Please open Alan Mertz's line.  

>> JASON:  Hi, this is Jason Dubois again.  I have to – I think Dr. Kolodner and Blackford Middleton really laid – and Walter, too, kind of laid out, I think, the best approach to take here, kind of the local community RHIO.  And Walter couldn't have said it better in terms of, you know, the long term down the line, looking towards, “This is what we want to achieve,” but in terms of this actionable 12-month time period.  And what Dr. Kolodner said, I think, kind of fits in that jigsaw puzzle piece – is to say, “Well, 2 and 4, with creating a new fifth option,” kind of using 2 to get to 4, and that would be kind of the fifth option.  I have to express my agreement with that particular approach.

>> MATT:  Last comment in the queue.  Please open Pam Pure's line.  

>> PAM:  I apologize; I'm catching a plane.  But Option 3 is the portal option, right?  

>> ROB:  Right.  

>> PAM:  I'm just confused as to why we seem to be jumping over that option, where if you went to 20 percent of the hospitals in the United States, you would find that they have this portal capability going out to physicians to show results today and tremendous uptick in volume of use and physician satisfaction when it's deployed.  There are a lot of industry studies saying it's the number-one capability that physicians are using, a health system community approach today.

So I'm just curious why we keep jumping over 3, because I think we're really onto something that says if a town has a RHIO, this comes through the RHIO; if the town doesn't have a RHIO, it could potentially come through the community health system.

And here are the initial components that we're looking for that need to be implemented, why we're jumping over Option 3.  Because I think 2 and 3 get us to 4.  Three is much less expensive than 2 and much easier to implement than 2.  And so why wouldn't we offer both options?  

>> MATT:  We've got one last comment that just got in.  Please open Chip Kahn's line.  

>> HOWARD:  Hi, this is Howard Isenstein for Chip Kahn, sort of keying off of that last comment.  I want to have my cake, and I want to eat it, too, on this, on Option Number 3.  And basically, I'm describing a RHIO, but a kind of a back-door RHIO.  What I mean is, if you take Option 3 with a portal, and you tie – you can tie – and if there's a way to back-end-tie them together over time, so Year 1, it's the doc going to, you know, Saint Mercy's portal, but in Year 3, you have a back end where there's some kind of patient identifier so that the three are – the three hospitals in that town are sharing, or it goes through that filter – I mean, essentially what you do is you wind up with the benefits of Option 4.  Or am I just deluded?  

>> ROB:  I'm still hearing some scatter in terms of some of the issues.  One more comment in the queue.  

>> MATT:  Please open Jason Dubois' line.  

>> JASON:  Yeah, my only comment here.  I think why we haven't looked into doing 3 is, again, because it's getting back to both the privacy information-sharing options as well as something we haven't talked about before – is kind of the proprietary interest.  I mean, if you're having this designated Web portal – and some people have talked about the example of an Rx Hub for lab information – there are a lot of – you know, there are a lot of proprietary concerns that would go into all that.  I don't know that all hospitals would necessarily agree to have their information shared or give it up in same portal.  The privacy issue comes into play, and again, we can't keep this consolidated as talking about hospitals, but obviously the issue of independent reference laboratories, physician office laboratories, and other providers of diagnostic services.  

>> MATT:  Please open Blackford Middleton's line.  

>> BLACKFORD:  I guess in – my concern about the lab-to-portal picture, as it's shown from Karen's slides, is it's a little bit misleading, in the sense that there isn't really, you know, a single portal per se.  Typically, the way the labs are doing it is, they offer their Quest lab portal or the other lab portals in the environment.  The regional labs do so; the national labs and reference labs typically haven't been moving to that space aggressively.  I think Pam is right on that the hospitals are moving more aggressively into using portal technologies for reaching out to the docs and providing them their lab results.  My concern, though, is that this is somewhat of a blind alley, in the sense that it only allows more tight affinity with the physician to that hospital and those hospital services and doesn't achieve actually the more profound value proposition that may arise with more broad-based regional data aggregation, decision support, quality outcomes, bioterrorism, public health surveillance, etc., etc. 
 
>> ROB:  I get the sense we could go on for another couple hours, which we don't have.  What – let me see if I can summarize the sense across the group.  First of all, I haven't heard any disagreement that four is where we ultimately want to go, that that's where we want to end up, and there's some concern about how far towards that goal we can get in the first year, but that ultimately we want to end up there.

On the other hand, there are desires to get the information out, and I think consistent with the principles that Karen said at the beginning, whatever we do in the short term has to be compatible with and move us towards that long-term goal, whether that be the standards – getting standards and having a tie-in to repositories, as in Option 2, or whether that be having a portal, as in Option 3.  And it's possible that in forming these options, we demarcated them more severely as a “one size fits the entire Nation” rather than that – and in terms of making a recommendation to the Secretary, that we ultimately want to get to 4.  In those areas where there are RHIOs, we should push hard for that.  But in the rest of those areas, that we in fact need to move forward and make information available, knowing that ultimately whatever is put in place has to transition to Option 4, and I think that Pam has made the point that there are some markets where the portal solution is already being provided. 

Blackford, on the other hand, did point out that right now, for a provider with their patients scattered across different things, they'd actually have to log into different portals, and so it may or may not turn out to be in the marketplace, the one that would be preferred as opposed to having a repository, as in Option 2, that they go to.

So I'm not sure between 2 and 3 that we have agreement splitting it, but that there has to be something in the interim that has to be standards-based, and that the portals can certainly begin getting developed, but that a portal into a RHIO may be the – that one single interface that addresses the concern that Blackford, for example, had.

And without reaching a – we're only taking one option, kind of summarizing it in that way, and bringing it to AHIC in that manner for the AHIC to make a final decision, since, remember, what we are doing is making a recommendation as the workgroup; we aren't making the final decision.  And the AHIC, with that information and with the good reports and presentations that we have, can then decide how quickly or which of those – whether to endorse only one, that is, step towards repository – Option 2, or whether to push for the portals, knowing that each has its limitation but that we should begin also keying up as quickly as possible some of the issues that Option 4 brings to the fore.

So with that, which is a moosh of things into what we might call an Option 5, can we see whether there is any comment about that?  Silence will be endorsed – will be considered an endorsement of it.  But we already have one comment here, and maybe some other comments.  

>> MATT:  Please open Pam Pure's line.  

>> PAM:  I was just going to ask for a point of clarification on whether we would recommend that they would pick Option 2 versus Option 3, or if we would recommend a dual strategy, which could potentially be market specific.  So there are a lot of areas in the country that only have one health system, and so a portal-based approach might not be the same as a community-like process, where you have multiple health systems.

And so again, I go back to Option 2 and 3.  There may be different geographic considerations or market considerations that would make one option more attractive than another.

So my slight tweak on what was just said was that we have two options and maybe have characteristics of where a community or a region would adopt Option 1 versus Option 2.

The other thing that I would recommend is, if we could get the data together by the March 7 presentation, it would be interesting to know, if you look at the U.S, how many RHIOs were out there and how many environments are out there today that already provide physicians portal access for a large geography.  So maybe we could get the group confident that if we pick either one of these objections as a potential strategy, that we could hit a broad brush of the country and maybe profile here in this market, the portal strategy would work because of this.  In this market, they already have a RHIO; here's how it would work.

So, to actually profile the two different scenarios.  

>> ROB:  Pam, I think what you say is what I was recommending; that is, there is going to be specific solutions in specific areas.  Karen informs me they'll be briefing the secretary on Monday, so we probably won't be able to get which area fits what, but if we do that as a principle and then can pick that up subsequently, I think that would be the way that we could move forward on that – and again, not try and say, “One size fits all,” but recognize that there are some differences that we want to push forward on the RHIOs where we can, and we'll see just how many areas that might encompass.  

>> MATT:  Connie Loventhal, go ahead.  

>> CONNIE:  Yes, I agree with the – you know, the amalgamation approach.  I just wanted to bring up a point of something that I think we might be ignoring – is that there's 120,000 physician office laboratories in the United States.  Many of these are not electronically connected.  I think that we really need to push for EHR adoption, because that data needs to get into the RHIO system eventually.

They're doing – and with all the waive testing that's going on, and 70 – 80,000 of those labs are waived, a waive category.  That's routine testing.  The longitudinal data that's important to track, you know, changes in people's health.  

And so I think, as part of our recommendation, we need to, you know, really push for EHR adoption for the long term, to get to the ultimate goal.  

>> ROB:  And certainly, Connie, I think that that's the goal of this workgroup, and the question is, “How do we incentivize and attract rather than have a big-enough stick and trying to enforce?”  And maybe if there can be this understanding that they can get lab elsewhere, and therefore it would be useful to get it from other providers or for them to provide it, that may be one of those attracters.  Blackford, I think, is in the queue; is that right?  

>> MATT:  Please open Blackford Middleton's line.  Go ahead, Blackford.  

>> BLACKFORD:  I just wanted to follow up.  I think both the last two comments, you know, actually reflect perhaps an incremental and market-sensitive or market-contextualized approach that makes sense.  The end goal is clear, but, you know, there will be different markets where the portal strategy is more apropos because of the current environment and different markets – other markets where, you know, a more regionalization or RHIO-based approach (indiscernible).

I wanted to return to a question that arose a while back just about LOINC and presentation of data.  From a clinician's perspective, the LOINC standard really doesn't have anything to do necessarily with presentation of the data other than the way it's codified in transmission and in storage.  So from a clinician's perspective, you can still see the data just fine.  

And then the second point is that there is now an example of national clinical data exchange, if you will.  Just a couple weeks ago, based upon the (indiscernible) support for the work in Boston, Indianapolis and in California, we did achieve clinical data exchange.  Not much, but we did.  

>> ROB:  Okay, I think there's one person in the queue, and then Kelly Cronin can speak afterwards. 

>> MATT:  Please open Jason Dubois' line.

>> JASON:  Hi.  I just want to just follow up on Connie's point, and that's why I think some variation of Option 2 and Option 4 are important.  She definitely brought up a very important point, because there are physician office laboratories, and there are obviously hospital laboratories, and even commercial or reference laboratories who have not moved towards providing this information in a dedicated electronic format.  And I think by – you know, leveraging the second option, by helping to show laboratories that, “Listen, there is a standardized format to do this,” it will help drive adoption of EHR technology and ultimately could be a facilitator towards these laboratories who aren't providing a dedicated format today towards doing so.  And then that's the stepping stone towards reaching, ultimately, that Option 4.  

>> ROB:  Okay, and I think – said a little bit earlier that we're definitely pushing towards the standard, and that we would be moving that towards the HITSP mechanism, which is the way that the AHIC will be looking to move this forward.  So I absolutely agree.  Kelly?  

>> KELLY:  I just wanted to point out that after 4 hours of discussion among the consumer comment records yesterday, I think they came to a very similar conclusion in terms of really trying to focus on some key guiding principles that are going to ensure consumer control and empowerment, and really reinforce some of the important policy issues, and then allow for a variety of options that could be implemented.  And data would flow perhaps differently in each model, but yet it would meet these – these overarching principles that would ensure consumer control.

But I think it would be helpful if you finalize your recommendations over the next 40 minutes or so, if you could think about – if you could think about what are the most critical policy issues and barriers for each option that may be transitional as you get to Stage 4.  And then, I think as Blackford already pointed out, if in fact there are some even more significant policy issues that have yet to be really thoroughly addressed and, you know, solutions proposed, that could be, you know, applicable across many markets such as, you know, policies that are going to enable appropriate health information exchange across providers, that those be articulated and included in your final recommendations.  

>> MATT:  John Houston, go ahead with your comment.  

>> JOHN:  Yeah, the comment about trying to have this facilitate adoption by physician practices that don't currently have EHRs: I think they're going to be outliers through the whole process, and I think that they will be the ones that ultimately get involved at the end, when the RHIOs or whatever is formed and the barrier to entry is very low.  So I wouldn't – I don't think we should spend much time – I hate to say this – worrying about physician practices and other organizations that really don't today have some type of interest in, you know, participating and the like.  I just – I think it's pushing a rope uphill.  

>> ROB:  Okay, there's nobody else in the queue, so let me – at least what I have heard is that there is support for that amalgamated solution that – or recommendation that will move that forward.  If members identify other issues that we need to – other policy barriers that we need to be addressing, if you'll either speak now or send in that later, but that we will in fact, say, recognize that the solution in this first year is going to be slightly different, in different markets; that we want to move as aggressively to the end point as we can, but in all of those markets where there aren't RHIOs that we want to, in fact, move with a solution.  And it may be different in some where a Web portal may be more appropriate or a – the Option 2 will be more appropriate.  But that for all of them, all three of those, that standards – a standard interface and a standard for moving that information is in fact critical.  And we will work with the HITSP to have that identified, that that is what is implemented in the appropriate markets.

>> LILLEE:  Could I just also summarize some of the things that I think I heard as well, Rob?

>> ROB:  Yes, please.  

>> KAREN:  This is Karen Bell.  I think, clearly, issues around authorization and authentication are also big, and those are major barriers that will need to be addressed.  I've heard discussion about both CLIA and HIPAA, and I think what I take from that is that we may need to have the guidance on some policy folks on both those areas, in terms of what is doable and where there truly are limitations.  And if we need to move forward with changes several years from now, at least we understand them in this go-around, and that the issue of patient identification or – perhaps to put it in a more politically correct way – assuring that the patient is appropriately linked with his or her information is going to be a very critical piece of work that will have to be addressed, and it's a big barrier to success no matter what the model is at this point.

And if there's consensus on those, that would be helpful for now.  And if there are additional major barriers – and I didn't mention the reimbursement or funding, but I think that's another one that you might want to discuss a little bit more as well, because that's come up in a number of different – the financing of all of this is going to be a big issue.  

>> ROB:  Are there any comments in response to Karen's summary of some of these additional areas?  

>> PAM:  No, I think she covered it well.  

>> ROB:  Lillee, do you have other things at this point?  
She was not lighting up.  So the absence of comment on this group I'll take as consensus.  But are there additional comments that you have or things that you'd like us to drive to in this part of the agenda, which we have a little bit more before we – 

>> LILLEE:  I'll let you know, as with all things, I came into this meeting today not quite knowing what the synthesis of ideas would be.  And we had four options put in front of us, and of course we have come up with consensus around a fifth.  And so I think, behind the scenes, we're going to just have to work with staff to craft the wording so that that gets, you know, where it needs to be.

It sounds to me, however – one action item is that we need a RHIO CAT scan.  And I agree with that: a RHIO report, physician capability.  I had no idea that there are 120,000 physician labs in the United States.  And yes, they're going to have to get into RHIO – you know, RHIO-ese eventually.  But this notion of being both market sensitive and market contextual is absolutely right on.

So – and Karen and Dana, correct me if I'm wrong, but in terms of our next steps here, it just sounds to me like we've got consensus around this amalgamated option.  

>> KAREN:  That is correct, and maybe I'll take this opportunity to outline what some of the next steps are with this particular project and these recommendations, before you move into the last piece of your agenda.  And that is that we will be doing: a Secretary – I'm sorry, a briefing to the Secretary on Monday, and the Co-chairs will be invited to participate in that briefing.  So over the course of the next several hours after each of these workgroups, we'll be putting together a briefing paper with you and Dr. Perlin so that you're comfortable with that briefing.

And then we will need to have the template for the presentation to the AHIC ready to go by Wednesday of next week.  All the deliverables for the AHIC need to be in by Wednesday.  So we have a very tight timeline, so we're going to be working very closely with you and with Dr. Perlin and his staff over the next few days to bring these recommendations to fruition.  Thank you very much.  

>> ROB:  Okay, and on the – I think we've now closed out the recommendation, at least, that will be moving forward.  Item 8 on the agenda is the timeline discussion.  And we have discussed it on 8C I-3; we've discussed the charge and defined the scope that was really in January.  And let's see.  

>> KAREN:  I think we've done a lot; we're down to Roman numeral III-1.  

>> ROB:  We're down to III-1 with the detailed recommendation which we have just come up with, and we'll craft the final wording identifying the policy and privacy issues.  We begin that with John Houston's work in the report that he gave today.


And then we've got, as you see, the outline from April to June, but I suspect that when the AHIC meets in March, we'll see whether there are any of the reaction charges back to the group from the AHIC that will affect our next meeting.  

>> LILLEE:  Hey, Rob, I'm excited, though, that we're sitting here on February 20-something and we're already ready to roll through the March activities.  That's pretty good.  

>> ROB:  That is terrific.  I think the workgroup has done fantastic.  

>> LILLEE:  Phenomenal.  

>> ROB:  And appreciate all the participation and all of the activity and work of the support staff as well as the group members in terms of the meetings.  

>> LILLEE:  You know, one thing in getting ready for the Secretary's briefings for Monday, I very much look forward to Carolyn Clancy's AHRQ update.  I think what she talked about, in terms of the variation and the mix of providers and business models, is really going to help us as well.  So I guess in terms of – Karen, next step is look at – do we need to drill down more into these April-to-June outcomes, or can we just continue to move on here?  

>> KAREN:  Well, I think there are two things.  I think that the recommendation that will be going to the AHIC from today's meeting is as it stands, because we can't be including things that have not yet been discussed.  

>> LILLEE:  Correct.  

>> KAREN:  But I think, clearly, she has teed up and you all have teed up with all the robust work that you've done, the need to really understand, as many have said, what is really going on out there in the RHIO environment.

And so the intention would be, in April, for us to have the time between now and then to really understand that.  And I know that Carolyn and her group at AHRQ have done a lot of work in that area as well.  So I think we can get a better feel for what is doable in the RHIO community at that time.

And at that time, we can also begin to start developing the broader charge.  There is the specific charge that is now going to the community next month – or next week – 2 weeks – next week, and from there, the broader charge needs to be developed.  So there's a lot of good work that's already been done to tee that up over the course of the remaining months.

So I think that the RHIO discussion is a good way to move that forward as well, so that's why we plan to do that in April.  

>> ROB:  To clarify, because the next meeting of the group is actually March 21, and it's 1 to 5 East Coast Time.  For those who are planning to be in the Washington area, I guess it's currently scheduled for Room 800, but that could change, as it did this time, so we'll kind of keep people informed if they want to come in person.  But we certainly look forward to those who are going to be dialing in.  I think we've seen from this discussion that being at a distance doesn't, in any way, decrease the level of participation or the value and quality of the input.  So I appreciate all of you who have been attending.

If there is no other business before the public input, I guess we now go to the time where we open it up for public comment.  Is that correct?  And we have, at least on the Web, the number to call.  If you haven't already dialed in, and if you are not a member of the workgroup and have been listening in and want to make comments, now is your time if you'll press star 1.  

Anybody with us who is teed up?  

>> MATT:  Rob, it usually takes 3 or 4 minutes for people to call in, so – 

>> ROB:  Very good.  

>> MATT:  Here's our first one.  Operator, please open the first public comment.  John Biggs, go ahead.  

>> JOHN BIGGS:  Hi, thanks for the opportunity.  I'm very new to this, but as a physician who has been using electronic medical records for 10 years or so, my focus is a little different than the connectivity.  Obviously, we're going to have to get there, and that's what sounds like you've been discussing.  I've been moving back and forth between patients.  But from a physician point of view, I would like to move past getting what I've done in the visit on the medical record and having that available to make my analysis, to the point where my medical record includes more than just my description of what happened; that is, to try and get some kind of primary source data – that is, what it is that I'm auscultating in the heart and what it is that I'm seeing in the tympanic membrane – and get that stuff actually integrated into the chart.

Is that too far down the road to talk about here, or is that the kind of thing that we need to be considering at this stage?  

>> LILLEE:  Probably.  First off, that is the sort of stuff that we're very interested in hearing about, because it will help us understand what can be done to foster adoption.  But the best way to have a response to that would be to e-mail us or to e-mail the workgroup.  It's a very specific question, and I can – we can give you a more robust answer in that environment.  

>> JOHN:  Great, thank you.  

>> ROB:  Next public comment, please?  

>> MATT:  It doesn't look like we've got anyone in the queue.  Operator, is there anybody trying to call in right now to get through for a public comment?  

The operators are telling me that there's no one else.  So I'll leave a slide up on the Webcast with the e-mail address to send in public comments, but otherwise I think we've exhausted all the call-ins.  

>> ROB:  Very good.  Well, for the workgroup members that have joined us, thank you so much for your participation and input.  Lillee, do you have any final comments?  

>> LILLEE:  Just really proud of you guys.  We keep charging ahead and forging ahead with great pace that I'm sure the Secretary and Dr. Brailer would be very pleased about.  I wish much in my work life had this type of support, pace, and enthusiasm.  

I want to commend everyone on dealing with the tough stuff.  I know that some of these issues are charged, that they are not easy, but you are truly leading the way in showing that collaboration, exquisite planning, and preparation.  And at the end of the day, very honest communication is getting us to where we need to go.

So – and I just want to thank you all in that wonderful room in Washington, DC, for doing a great job facilitating this meeting.  You did a great job today.  

>> ROB:  Well, thank you, Lillee.  I appreciate your leadership in this.  And again, send Dr. Perlin's thanks to everybody.  And look forward to working with you and talking with you on the 21st, if not before.  

>> LILLEE:  That's right.  Thank you, everyone.  


(Meeting concluded 1:37 p.m.) 
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