Hi everyone — This is Christina Lachance — thanks again for joining us to day. I’'m excited to
update you on all of the ways we’re working to bring FPAR 2.0 to fruition and I’'m happy to
introduce to you two new colleagues who we were fortunate to have join our team 3
months ago. | think you’ll see how both of their perspectives and areas of expertise have
strengthened our 2.0 bandwith.

So for today’s presentation, I’'m going to begin by reminding everyone of OPA’s goals and
updating you on our 2.0 strategy, activities and timeline. Then we’ll take 5 minutes to
review and answer your chat or email questions. Then I'll hand it over to Lauren Corboy
who will emphasize how important EHRs are for FPAR and beyond, and will take your
guestions. Johanna Goderre will close us out by describing all of the hard work she has
been leading to leverage the current landscape of EHR technology for the purposes of FPAR
2.0. Finally, we will conclude with a specific ask for your help in this arena and take some
final questions.



We have a number of web-based resources that we have compiled for you to consult after
the webinar. We have tried to mark all of them with this icon throughout the presentation,
so you’ll know that you can find them as a downloadable handout. During and after the
webinar you can download handouts by going to this collection of papers icon at the top
right hand corner of your presentation browser. We'll walk you through these before we
sign off today.



The last time | had a chance to update grantees about the FPAR revision was at the
National Grantee meeting in August — I’'m not going to revisit a lot of the content of that
talk due to today’s time constraints, but if you feel like you need more context, the slides
and recording are posted at these links on the National Training Center website.

During that talk | spoke about OPA’s vision for the future of FPAR, and the power of
encounter-level data collection, but, | left everyone with questions regarding the HOW and
the WHEN of this 2.0 revision process. Today, I'm hopeful that you’ll see the effort we’ve
put forth to achieve the progress we’ve made in the past 7 months and how our vision has
grown and changed.



So OPA’s goal with this FPAR Revision is to transform the current system into a 2.0 version
that will have 2 main characteristics the current system lacks: the first is a true
performance orientation — meaning that it will enable timely and accurate monitoring,
better demonstrate Title X’s impact, and, ideally, provide performance feedback back to the
network. The second is that it will be 215t century ready — meaning a smart or interoperable
tool that ultimately decreases the burden of data collection and reporting, increases the
quality of the data submitted, and interfaces well with other health IT systems, as needed.



As everyone on this call is familiar, our current FPAR relies upon a siloed web-based system
of data aggregation and annual reporting that occurs at multiple levels of the network.
While the service sites start out collecting encounter, or visit level data, as these data are
reported up the chain, there is an aggregation and submission burden that occurs at every
rung of the ladder.

In addition to this aggregation burden, other limitations of the current system are that

- OPA can only analyze FPAR data according to the pre-established FPAR tables that you all
populate,

- we only have access to this data once per year at 3 levels: grantee, regional, national

- And that there can be a long lag time from date of original encounter to when that data
appear in the national summary — can be up to 23 months

These limitations make the data less optimal for use in monitoring, performance
measurement, and QI and which make it difficult for OPA to react nimbly to questions that
arise.



The fact that we have relied upon a “silo” system is actually a familiar problem not unique
to family planning or really even public health. As you are all well aware, various federally
and state-funded programs require similar kinds of reporting with only slight variations
through different siloed system across healthcare. This model makes it difficult to achieve
efficiencies in workflow and reductions in burden on the part of those reporting and also
hard for funding agencies to extract data in a way that can facilitate understanding held at
different levels of community and practice.



One way to address these issues is to move out of a silo model into an interoperable model
that takes the same data elements from the same place and reuses it for different reporting
and quality metric purposes.



So what we mean when we say we’d like to move to an interoperable encounter-level
system at the national level is a system that relies upon the infrastructure already or about
to be in place, thanks to the adoption of electronic health records, where data about a Title
X client’s encounter are transmitted directly from a site’s EHR into an FPAR 2.0 data
repository.

This model assumes that these systems all speak the same standards-based languages, so
data could be transmitted through a number of routes to the 2.0 Repository. It could be
sent through an existing Regional FPAR system, a grantee’s data system, if sites were
connected to a state health information exchange — could be submitted that way - or sites
could submit directly to the 2.0 repository themselves. This model eliminates the
intermediary aggregation and submission burden for sites, subs and grantees —ideally,
there would be triggers put into place to passively transmit data.



Once the data reaches the repository, the repository would then take on that aggregation
burden and summate the encounter-level data into national level analyses for reporting
purposes. Because OPA would have access to data at the encounter-level, we could then
flexibly crosstabulate many different variables, examine them at all levels of the network,
perform analyses more frequently than once a year and use the results to provide more
immediate performance feedback and technical assistance to assist with quality
improvement efforts. We also think there is power and great utility to giving data back to
providers/sites/states for use at the local level to see how they compare with peers.

The greatest advantage of this model is that the data are not constrained to one funding
agency'’s silo — they are instead entered into a single system, the EHR, and re-used
efficiently so that multiple funding entities could extract the same or similar data elements
from this single source without creating an onerous reporting burden for sites and
providers.



| think it’s important to remind everyone that it has taken 2 years for us to arrive at this
specific encounter-level model. Throughout the years we have tried to make this process
transparent and inclusive by convening our FPAR data and expert workgroups for their
input at key stages. OPA decided to move to encounter level data collection after the FPAR
Expert Work Group provided support for the move in March of last year. And only we
made the decision to take the interoperability route this past Fall.
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As of last Spring, immediately after that March EWG meeting, there were a number of next
steps that became apparent — which I called my FPAR 2.0 “to do” list.

It became clear that, first, we needed to engage with the larger Title X community to get a
sense of what a move like this would mean on the ground,

second we needed to further develop and test the proposed 2.0 data elements and
performance measures and ultimately navigate the federal process to formally adopt them,
third we needed to get a better handle on the status of EHR implementation within the
network,

And needed to engage new partners within and outside of HHS to educate ourselves
further on how to align with the larger harmonization efforts already ongoing,

and finally we needed to find a way to fund and intelligently design, test, pilot and build the
2.0 repository.

11



Today, I’'m happy to report that that to do list has evolved into our FPAR 2.0 strategy that
we will all be addressing during this presentation.

In the following slides, I’'m going to focus on the two blue circles to discuss the quality
framework that will be established by the forthcoming guidelines — abbreviated here as
QFP for quality family planning recommendations — our current performance measure
efforts and the feasibility validation work we’re funding. I'll also discuss the many
collaborations we’re engaging in - how we’re interfacing with numerous partners in order
to harmonize efforts.

Lauren will focus on the orange circle and the importance of EHRs. Finally, Johanna will

focus on the purple circle and discuss how we’re developing structured family planning
data capture within one standards development organization.
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FPAR 2.0 will seek to operationalize a culture of quality within Title X that we believe will be
established by the forthcoming recommendations. 2.0 will do this by not just counting
numbers and services, but by attempting to better measure what truly counts about those
numbers and services
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Having a quality framework necessitates common measures and indicators to assess one’s
performance against — we have to know what we’re reaching for in order to make it
happen. So this is a reminder of the draft performance measures we are looking to start
out with for the FPAR 2.0 system — they either come from or align with vetted sources or
professional recommendations so we think they’re a reasonable start upon which future
efforts can be expanded. The indicators that make up these measures will come from a
couple of different sources.
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First we are proposing to measure 4 structural variables at the service site level. Two of
them, type of organization (site, sub, grantee/FQ vs. a planned parenthood) and whether
the service site offers access to Title X services during expanded hours, are things we
already collect through the OPA clinic database. So the plan is to continue to collect them
through the clinic database because we don’t want to ask you to enter the same
information in multiple places.

The second set of structural access variables will be collected using a data form within the
2.0 repository that sites will complete at least once a year. The first variable will populate
the performance measure regarding on-site provision of the full range of
contraceptive methods and the second measures same day access to
contraceptive appointments.

All of these variables will be tied together by a single Title X site ID that OPA
will generate for each service site. We believe that these two systems can
nicely complement each other, but that it will be CRITICAL for the OPA clinic
database to be kept better up to date than it is currently in order for this plan
to work.
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This slide lists the variables that OPA is considering collecting at the encounter or visit level.
This has not changed much since August except we recently added pregnancy history to
the list for further consideration. The elements in black font are things that we anticipate
you are already collecting for current FPAR reporting, while those in purple indicate a new
variable to FPAR — though a couple of them are standard vital signs that you also should
already be collecting for meaningful use.

At this point in time, we’re thinking of defining Pregnancy intention with a 12 month
timeframe as in - Would you like to become pregnant in the next year?

Pregnancy history - number of times a female client has been pregnant in her lifetime
Linkage to HIV medical care - If HIV-positive, date client attended first HIV medical
appointment — Secretary’s goal: within 90 days of diagnosis

We are proposing that all of these elements come directly from the EHR — or in some cases
the practice management system — but, in both cases, a robust electronic system. In order
to ensure Title X clients’ privacy protections we are looking at protocols that will ensure the
data are deidentified and secure.
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The build and launch of 2.0 will depend on a number of factors, but as of today this is our
planned timeline. We plan to continue our current market research activities and follow

this timeline so that by the end of 2018, we will be able to have data from all grantees’
sites ready for analysis.
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So now that you’ve been reminded of where we’re heading, I’'m going to talk about what
we are doing to get us there. And | want to emphasize that this is definitely a marathon
we’re running, not a sprint
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One of the first activities we pulled together to address multiple parts of the 2.0 strategy
was funding a data system preparation contract that | couldn’t discuss at the time of the
grantee meeting due to federal procurement policy. This contract evolved out of that to do
list | showed you earlier and is one of the main ways OPA is studying what 2.0 will mean for
the network. In Sept, OPA awarded a contract to John Snow Inc. to conduct the following
FPAR 2.0 System Prep tasks over two years.

The contract funds 4 main deliverables:

1. Arefined 2.0 data dictionary that will enumerate the structure and definitions of all of
the data elements | just showed you. Along with an implementation manual that will
provide technical guidance and best practices to assist the network with transitioning
to encounter level reporting.

2. Pilot feasibility case study engagements with 9 grantee networks to assess the on-the-
ground feasibility and anticipated burden of collecting the 2.0 data elements

3. An analysis of up to 8 commonly used EHR or other FPAR data collection systems to
document existing capabilities and needed changes to implement the 2.0 elements

4. Finally, JSI will use all of the information collected to inform a preliminary burden
estimate that OPA will use to begin discussions with OMB about approval of the 2.0
system

This contract represents a significant amount of time and energy OPA is investing to doing
this right and we are grateful to those grantees who have already expressed willingness to
serve as feasibility case study subjects.
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On the performance measure front, our colleague, Lorrie Gavin, along with other
CDC staff, has been leading efforts for the past 18 months to have two measures of
contraceptive services endorsed by the National Quality Forum. Currently, there
are no family planning measures endorsed by NCQA or NQF, so this work will fill a
very important quality metrics gap. The measures are listed here and measure 1 is
also one of the proposed 2.0 performance measures.

Lorrie and her team have been collaborating with the lowa State Family Planning
and state Medicaid programs to conduct an inter-rater reliability work and perform
preliminary analyses that demonstrate how these 2 programs might use encounter
level data to monitor performance. They are in the process of writing up their
findings and preparing to officially submit the measures for NQF’s official
consideration by the end of this year.
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Also, on the performance measure front, in September, OPA funded our existing
research grantee, ChildTrends, to conduct a mixed-method study to inform a
measure of clients’ future pregnancy intentions for FPAR 2.0

The researchers conducted 100 Key Informant Interviews with Title X providers
regarding the info they collect, record and use about clients’ pregnancy intentions
They are also performing a literature Scan of Existing Measures of Intention

And will perform Cognitive Interviews in the coming weeks to test the measures
they’re recommending with women at risk for unintended pregnancy

The results of this work should be available by this fall and will help us finalize

whether we want to adopt the One Key Question frame for the 2.0 pregnancy
intention performance measure or pursue a different question entirely.
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This slide summarizes where we are with the various quality initiatives — the previous slides
are captured in the first two columns. The “on deck” column lays out the work we have yet
to embark on. This includes both formally, and informally, pilot testing the 2.0
performance measures to establish targets. We plan to implement this through our QAQIE
national training center in the coming year, but we also welcome grantees who want to
pilot on their own to reach out to us. The grantee in the state of NH has already committed
to doing this and we look forward to learning from their efforts.

In the near future — once we’re through this first NQF process, we plan to work with
partners to pursue endorsement of additional FP quality metrics

And once we have a reporting system that is closer to being up and running, we will
formally adopt the performance measures within HHS.
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Within the Title X family, we have made visits to 3 local grantees’ service sites to look at
their EHR systems and performance metrics and learn from those closest to the ground

We have ongoing engagement with our FPAR EWG members who recently gathered
together in February to vet an early draft of the 2.0 data dictionary

At that meeting, we were encouraged to share our updated 2.0 strategy more widely, so we
are presenting in a few different forums to get the word out

We established the FPAR2.0@hhs.gov mailbox for grantee feedback in August — as a place
that any of you can send us questions

We are doing our best to provide listserv updates and brief the RPCs when we reach critical
junctures

And, as | described, our contractor, JSI will be engaging directly with grantees around the
feasibility issues in the coming months

We also plan to solicit feedback on the data dictionary from the wider network towards the
end of this year
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We have both ongoing and new federal partners who we are engaging with around our 2.0
efforts. In 2014, we have been fortunate to make inroads with the blue font partners as
our 2.0 work has led us deeper into the technical realm. A key new partner for us has been
the Office of the National Coordinator for Health IT because they are charged with
coordinating all the national efforts to implement and improve electronic exchange of
health information. We ended up first working outside the government to get their
attention, Johanna will explain more about that in a bit, but they are key players because
they a central convener of ALL the feds and also have strong links to the private sector
vendors. So we’re doing our best to orient them to what is important to family planning
and to be at the table where important health IT decisions are being made. | also wanted
to point out that we are in conversations with new international partners so that we can
make sure the groundwork we’re laying for 2.0 could also have relevance to international
settings.

Again, | have to reiterate how important having an up to date clinic database is for these
efforts. When we come to the table knowing which of our sites overlaps with another
federal agencies’ in terms of funding, it enables us to have a much deeper conversation and
obtain their buy-in to work together to coordinate at the federal level.
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Outside the federal structure, we are engaged with a number of family planning subject
matter experts through ongoing collaborations around performance and clinical quality
measure development with NFPRHA, PPFA, ACOG and ARHP. We are fortunate that so
many important organizations are actively convening clinicians, funders, and other experts
to better measure quality using health IT —the challenge is to coordinate and harmonize
these important efforts.

We are also actively working to engage even more partners outside the usual domestic
family planning circles — and, again, our clinic database is playing a key role in bringing
some of these folks to the table.
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Finally, we are also entering new territory by engaging with technical expert organizations,
both on the quality side as well as on the technical development and certification side.

I've already talked about NQF. In terms of these others, we are engaging with one
Standards Development Organization, IHE, which Johanna will describe further.

We are also pursuing relationships with a number of state-based health information
exchanges or HIEs, which are networks that allow health care providers and patients to
access and securely share a patient’s medical information electronically to improve the
speed, quality, safety and cost of care. If you are already connected to a local HIE, please
let us know how it’s going!

The final group that we have just started actively engaging are the systems vendors —and
we’ll explain more about why they’re important and make a specific request for your help
in Johanna’s portion of the talk.
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All this to say that we are doing everything within our limited capacity to herd the various
cats and again be transparent and strategic with our engagements. We really want to use
this work as an opportunity to take family planning out of the silo and integrate it into the
larger healthcare system and to spotlight our priorities in the right circles.
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I’'m ending with this timeline that presents the bigger picture view of the many key
activities that will get to us to the realization of FPAR 2.0 — this is mostly for your
information, to give you a sense of the many simultaneous moving and interrelated
parts that make up the main pieces of this transition. | hope that I've demonstrated
how we are working to plan this thoughtfully, collaboratively, and how we’re willing
and expecting to make mid-course corrections to refine our approach in the coming
years. So while all of the small details that makes up each of these colored bars are
not fully clear at this early stage, | wanted to reassure that we do have a plan.
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Lauren Corboy — joined OPA in January 2014 after working at a regional extension center
working with providers and vendors on EHR implementation.
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- It’s important to realize that all of these benefits of EHR use intersect and relate to each
other
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In June of last year the training centers did a Training Needs Assessment, and discovered
some valuable information. Of the 454 Sub-recipients and 1101 we heard from, only 33%
were using EHRs. An additional 32% said they were planning on or were already in the
process of implementing an EHR. But the really interesting information is that 35% of
respondents said they had zero plans to implement an EHR.

Now, of those using or planning to use an EHR, there was a lot of variability.

Many EHRs and EPMs in use already. eCW, Greenway, Allscripts,
home-grown

Certified and non-certified systems

Used at different levels. From mostly working on charts and also e-
prescribing to sites that have developed their own standard fields
recording during the clinical encounter and then entered into an EHR
for later summarization and submission to FPAR.
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Variation was particularly noticeable when we broke it down by both vendor and grantee
type. This graphic shows you which types of grantees using which EHRs. As you can see,
there are a multitude of systems being used by different types of service sites, especially
when you realize that the gray portions represent “all other commercial vendors”, not just
one vendor.
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- 2,000 certified systems
- We expect a lot of consolidation and merging of EHR companies, and we’ve
already started to see it happening, so hopefully that won’t remain the case for
too long
- HOWEVER, that can lead to a new challenge of forced migration if your vendor is
bought out or merges with another company
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These are some of the larger-scale tactics we’ve seen to overcome the challenges we
just discussed
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What do you want the tech to achieve for you? = More efficient work-flow? Save time?
Make reporting easier? Quality improvement?
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RECs — reach out again, even if you already have (they may have different services now,
different staff, etc)

If you have reached out to the REC and had trouble, please email us at the FPAR inbox
(FPAR2.0@hhs.gov).

45



46



Johanna Goderre, working with OPA since Sept 2013 as a technical consultant
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Christina has filled you in on our vision for FPAR 2.0 and the critical role of EHR system:s.
Lauren talked about how certified EHR systems help with your long-term sustainability

| am going to give you an idea of what we have been doing specifically to make the
benefits of certified EHR systems pay off for FPAR 2.0.

We are relying on the work being done nationally, aligning with common data elements
and reporting requirements experienced by Title X services sites, and leveraging those
commonalities for FPAR 2.0.
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A single clinical encounter generates information that can be reduced to clearly defined
data elements. Those data elements become important to many entities involved with a
given Title X service site and those data elements serve a variety of billing, reporting, and
qguality needs. We don’t want to re-invent the wheel if our needs align well with national
efforts. More importantly, if national efforts to standardize data representations have
forgotten family planning services then we want to submit the necessary proposals to
improve the quality of those efforts so that they will suit family planning.
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Certified EHR systems, for example, are required to demonstrate that they can record vital
signs as structured data. So blood pressure, height, and weight should be recorded as
numeric values | not as open text with any number of possible formats in any number
of locations in the EHR.

There is also an associated metric for certification of a given criterion.

http://www.cms.gov/Regulations-and-
Guidance/Legislation/EHRIncentivePrograms/downloads/Stage2_EPCore_4_RecordVitalSig
ns.pdf
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In one of last year’s surveys, grantees reported EHRs in use at their service sites. Among
the top 90% of EHR systems in use thereis no clear winner. There are many different

solutions being used.

There was also some confusion about what an EHR is as compared to a general data
management system.
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We are faced with a variety of concerns...

We have a diverse network with specific local needs and multiple reporting
structures

Those sites use a variety of tracking and reporting systems

We also want to understand performance at finer granularities in the context of
quality efforts and in real-time

There are a lot of national improvements in electronic data capture and exchange
But there can be high individual cost to support that infrastructure

In response to this mix of issues, we look to common tools to record and exchange data.
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Arriving at those common tools is still quite a process. In general, many communities
contribute expertise to create policy consensus,

Then we see regulation of data elements and protocols based on that consensus,
Standards are developed in accordance with regulation,

Vendors test and deploy systems in accordance with standards,

Certification gets even more into the weeds by specifying structure, value, and formats,
Implementations and pilots point out failures that inform the start of the cycle all over
again.

If standards are under-developed when released then it will be taken back up a bit in the
cycle and to be re-worked.

Red Implementation. Typically custom reports and encoding happens between a
client and their vendors — this happens more at the end of the cycle and individuals are
faced with cost and resource burdens.
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Red Standards  FPAR 2.0 is trying to get in on this cycle at an earlier stage where we help
define common formats as much as possible.

54



This hopefully will reduce individual requests for functionality needed by all service sites
and the friction that can happen without clarity in standards
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There are a range of stakeholders that, through consensus process, help define standards
of data formats, security, and transmission. The goal of standards is generally to help a
heterogeneous network send, receive, and digest content in clear and expected ways. It
helps keep local needs and network needs in a dynamic balance using the same language
or translation standards.

ACOG recommended that we work with IHE, Integrating the Healthcare Enterprise, based
on their success developing standards for ante- and post-partum care protocols with EHR
systems.
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At IHE we sit on the Quality, Reporting, and Public Health committee and are advised by
representatives from vendors, American College of Physicians, ACOG, a few different arms
of the CDC, the Clinical Data Interchange Standards Consortium (C-DISC), and others who
have longstanding experience in this area. We are also working with the chair of the
Patient Care Committee on the details of the modeling in our profile.

In the profile we first describe issues in family planning, the interoperability problems that
we face, issues specific to Title X, and make a business case for the relevance of this
problem to commercial vendors.

We describe the kinds of systems that we expect will be interacting. In our case, it will
eventually be a data repository, the EHR systems in our provider network, and range of
other stakeholders that help exchange data.
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We reference standards related to security and confidentiality concerns and provide
specific instructions about how to best represent our data elements according to common
structures, behaviors, and architecture of clinical documents. Much of the heavy lifting for
this work in software engineering has already been done by standards groups to model
healthcare delivery concepts summarized as clinical documents — we are tasked with
making it clear how someone pulls this all together in one recipe to create a family
planning form in an EHR system. We tell vendors how our data elements align to that
existing architecture ...

where it is commonly placed
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... relationships of data elements, and
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and
.... how to encode the values related to clinical findings.
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This recipe book also provides examples of how to structure, describe, and format the data.

The public comment period is critical for realistic implementation and reducing the total
amount of time a standard must be tested. Vendors or IT staff at Title X service sites may
disagree or have implementation concerns and it is best to have a wide review this May-
June. ltis also critical to have review by family planning subject matter experts to read the
profile and ensure that the data elements we propose and the way the values are encoded
will help us get to the performance metrics for FPAR 2.0.
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So hopefully the standard will be reviewed thoroughly and accepted. Starting the fall, a
contractor will build the testing platform to help vendors demonstrate that they can
implement our profile.

We will also be working with the contractor to recruit vendors and help them successfully
onboard and develop in the weeks leading up to the Connectathon.

Then in January we will help up to 3 vendors attend the week-long Connectathon and be
tested on how well their product demonstrates that they understood the profile and can
incorporate it into their systems correctly.
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The vendor’s system will

1. request the Title X form. Our testing system will

2. send that form to the vendor. The vendor’s system uses their implementation of our
profile to

3. map the test cases in their system, confirm the data, and

4. send it back — but the data are represented in a way that is faithful to our profile.

The data that they send is checked and, if successful, the vendor can be certified at the end
of the week.
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| want to reiterate that vendors tailor our specifications to their systems, (RED ON
BLUE FIELDS)

but the core data, how it is represented and transmitted, (BROWN) is consistent
across vendors. This helps to create a national infrastructure for Title X that is
vendor neutral.
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The variables that we are currently proposing in the IHE profile align with the QFP, FPAR
2.0, and expert opinion from leaders in Title X. We are setting up this profile to serve us for
a longer time span to be tested and adopted but ready for FPAR 2.0 metrics in a few years.
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Again, when we meet with stakeholders the clinic directory is proving extremely valuable to
show how Title X sites and our reporting vision overlap with their systems.

We’ve highlighted a few success stories in the Title X network of service sites that have
implemented new EHR systems and are using them to improve the quality of their clinical
services.

These three entities purchased and implemented as part of groups and capitalized on a
variety of incentive programs. You can read more in the resources download.

| also would like to repeat the emphasis on the OPA clinic directory. The database must be
kept up to date with regards to services provided and contact information. More
importantly, the records must be complete. For example, if a grantee or sub recipient also
delivers services then they MUST have a second entry in the directory as a service site.
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Lastly, the National Association of Community Health Centers has provided a list of health
centers that have implemented a variety of systems and are willing to provide assistance to
others. | cross-referenced this list with our clinic directory and found ample overlap by
clinic name as well as by zip code and city-state. This means there are a number of peer
resources through NACHC that are also Title X sites. This is also available as a resource

today.

67



The Connectathon setting is the foundation for later, higher levels of certifications with live
systems. Vendors have to believe, though, that there is a market for this product. We
need you to demonstrate that Title X sites want this for their systems and that the content
of this work has merit beyond Title X to improve the quality of delivering family planning
services.

We presented a lot of information so far today and we could spend hours going into more
detail. We mostly want to assure you that we are aligning with bigger efforts and taking
advantage of that synergy and experience. Christina is going to focus on specifically what
you can do next.
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OPA needs help from Title X grantees/subs/sites to encourage EHR vendors to certify for
our Family Planning Profile during the January 2015 IHE Connectathon

Our vision and plan to achieve interoperability will only work if we can demonstrate that
there are customers who are demanding the FP profile. We need to make a value
proposition to the vendors that they should feel compelled, amidst ICD-10 and meaningful
use and everything else going on right now, to attend this testing event and sign up to
certify with our profile

Send it between now and Sept 1 — need to percolate up — CUSTOMER REQUEST — start
development and participate Nov-Jan

Begun discussions with Allscripts and eCW.
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Campaign to get our family planning profile on EHR vendors’ radars
OPA will be happy to answer all technical questions and details — we need
grantees/subs/sites to drive vendors to us
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6 resources from today’s session:

* Vendor Outreach script — word doc

 List of additional resources —word doc

* Longer EHR adoption toolkit — PDF

* List of NACHC sites that will mentor others on EHR adoption — Excel file
* PDFs of both FPAR presentations
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