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HIT COLLABORATIVE
Community HIE Development Workgroup

September 29, 2009

The following members were present: Sam Spicer, Andrew Weniger, Laura Gerald, Rebecca Kitzmiller, Ben Alexander, David Stratton and Allen Dobson.

Mr. Andrew Weniger welcomed the workgroup and noted that he and Dr. Laura Gerald would be serving as facilitators.  He thanked Ms. Melanie Allison for putting together a comprehensive presentation on the workgroup and Health Information Technology (HIT) efforts.  He noted that the outcome that the workgroup is driving towards is a shared understanding of some of the convening responsibility for a community HIE.

Mr. Weniger noted that 4 topics will be discussed.  He also noted that other groups have been working on the technical side of the HIT application.  He then asked Ms. Allison if she could provide a brief update on the strategy for the Community Health Information Exchange (HIE).
Ms. Melanie Allison noted that the Collaborative has been looking at different models and been discussing in great detail.  She noted that the collaborative is coming from a technical perspective, yet they recognize the needs for a community HIE across North Caroline.  The needs will be based on metropolitan areas and will be centered around where care is being delivered.  However, staff has been researching a way to leverage technical services across communities rather than building 5-6 different infrastructures.  She noted that nothing has been concluded or decided; just discussed.  Ms. Allison stated that while putting that technical component aside, it’s important to look at communities either geographically or domain specific.  She noted that the collaborative will focus on geographic and domain specific  communities.  
Ms. Allison then presented on (see attachment #1). 
Mr. Andrew Weniger then noted that certain activities are available at the statewide level.  He noted that the priorities in the application ask to state how specific types of activity will be addressed.  They are called meaningful use priorities and they build on everything that is already underway in the state.  He noted that North Carolina’s strategy be woven  in with other priorities.
Dr. Laura Gerald noted that a lot of work has been done around the technical aspects.  The more basic question is is it possible technically to have a seamless system?  What is the framework behind why we have the community model?  Granted, we have systems in place, but can you put those aside and say where are we with the rest of the community model?  Is there a need for a group bringing those other communities together that may not have started down that road?  She then asked Dr. Dobson to describe work that has been done by his group.  
Dr. Allen Dobson noted that if you put technology aside, getting to meaningful use is much easier to do by engaging local entities around the care delivery model; I’ve taken this in 2 settings.  The framework begins by a community governance or engagement plan carrying information for the patient in the system regardless of where the technology lies.  For example, a community could be buying technology from a central place at a state level.

Dr. Laura Gerald noted that NC feels that some community structure and governance is needed, even if the technology is not based in that community. 
Dr. Allen Dobson agreed, give his experience.  He then asked how the state will get engagement. 
Dr. Laura Gerald noted that for us the question is what are the systems in place.  Is the collaborative moving forward with that?  Are there any pitfalls? 
Dr. Allen Dobson noted that a number of people are saying the state needs a regional approach and to let that be regional LLC or corporate structure in each region.  That will bring the rest of the parts to the table for the purposes of having an engagement and meaningful use plan for the community.  He noted that leveraging the current technology while developing a statewide platform is the best way. 
David Stratton said that he thinks that’s a good approach that were looking to engage communities. First while the state is building the infrastructure, it’s important to remember that there are a number of systems out there.  He stated that the group should make sure the community settings and all regions and aspects that need to be included are.  He also suggested putting for the idea that it would be nice to not be locked into a technical platform, but locked into standards and let the communities come around to those standards. 
Ben Alexander noted his concerns with the regional and community approach.  He noted that some regions might not have collaborative infrastructure.  If so, will they get enough support?  He noted that they can define regions to handle that, but the bigger concern is in the Triangle where there is a very competitive hospital system.  The thought of getting WakeMed and Duke and Chapel Hill to work together is frankly frightening.
Mr. Ben Alexander noted that he liked the shared services idea, but what about governance?  What would we do different in Raleigh than Greenville or Charlotte?

Mr. Sam Spicer noted that the division of which things are centralized and which federated are key decisions.  He then pointed out some extremes:  the permission to share information through the standard form is called “DERSA.”  It’s an informed consent of the patient allowing their information to be shared the HIPPPA way with all involved.  A regional area will have one kind of agreement and another will have a different and then one for the whole state.  Also, there would be a master patient index # or a filing # of some kind.  He also noted that consumer will want buy in option as well as providers.  He noted that you have to have a sustainable model, especially when people are paying.  Once the actual services are rolled out, you can have a local group provide support if something doesn’t work.  Otherwise, you’re calling a central group and you don’t really have a way to leverage getting what’s being accomplished in the same area. 
Mr. Ben Alexander asked if there would be support on a regular basis and who pays for it. 
Mr. Sam Spicer noted that financing sustainability will work with grant money in the beginning.  It will include setup and support.  He also noted that sustainability is a major HIE problem and that most places have gone to a subscription or user fee of some kind along the way.  Whoever uses this HIE will pay for it.  He noted it’s important to get community players such as BlueCross and LabCorps to come into play.  He noted that in the end everyone has to pay a little bit and hopefully the value in the end is worth the money and the effort and the time.
Mr. Ben Alexander noted that the hard part is having to go through this for every community and region.  He noted that a lot of work will be similar and duplicated
Dr. Allen Dobson then asked if the HIE was done at a state level, would anyone listen.  
Ms. Vandana Shah noted that when she looked at it from the community perspective she asked the same question.  The key advantage of a community model is we have trust and dedication at the local level, not at the state level.  Also, the large hospital systems cannot be the hub for the exchange. The exchange needs to be fair so that everyone can use and access.  Finally, we’ve been talking about using the Community Care of NC framework.  There are 14 regions, which is too many to support.  Again, we’re hoping to aggregate to 5-7 communities.  Of course, the most problematic will be the Triangle, but we’ll work on that.  

Dr. Allen Dobson agreed and noted that getting the big hospitals together would be great.  Otherwise, we’d have a more fragmented map.  The Community Care platform is good, especially for our engagement plan.  Our notion would be to leverage what works and then let it happen.   You will need to create a regional approach that is not territorial or board.  The 5-7 communities work so no duplication occurs. 
Mr. Sam Spicer noted that another way of looking at the approach would be statewide.  How would that work?  You will have to go to regions while covering the whole state at one time.   It’s easier to go by a regional approach and it can be done in a stair step fashion.  You will also get 100% function from across the state from day one. 
Dr. Allen Dobson noted that you’ll see more shared services if the communities come together and meet in the middle.  In the regional collaborations that have these services, other partners will come in that are represented.  He noted that they become more of the operational and the meaningful use drivers than actually being the infrastructure.

Mr. Sam Spicer noted that there is a short timeline to get meaningful use up and running, even when it comes to HIE in 2013.  A lot of work has to get going and people must be on board.  If hospitals came in there would be a lot of push back, particularly in the Raleigh area.  Patients may feel caught in between.

Mr. Andrew Weniger then moved on to present the next to slide in the presentation (see attachment # 1). 

Ms. Melanie Allison noted that at a previous Technical Infrastructure Workgroup meeting, there was a robust discussion and support regarding the centralized or statewide services approach.  
Dr. Laura Gerald asked Ms. Allison to recap that discussion. 
Ms. Melanie Allison stated that there are multiple categories of services.  The first is functions, for example lab orders and results, history, etc.  The second is utilities services and infrastructure services, for example patient identity resolution, access control and security services.   She noted that the group didn’t talk about entity services which are more specific for example, underserved populations.  She noted that everyone was in agreement with those proposed services because they focused around the meaningful use criteria.
Dr. Laura Gerald asked how that is sitting with the community model if there are institutions or regions that have setup services already.  She asked how they would be included and if those could be adapted. 
Ms. Melanie Allison responded by saying yes.  The group wants to leverage any existing HIE initiatives.  This process will not be a rip and replace.  We want to add to support and the existing functioning context of the governed HIE Program.  She noted the group must conclude what the policies and procedures are for security, etc.  Also, for the services themselves, how do you sign on a new user?    The operational policies and procedures, security policies and procedures and how you govern the HIE community from a technical and policy perspective.

Dr. Allen Dobson noted that a lot of these have to be statewide and that the group is on a pretty tight timeline.  He noted that the community HIEs would be developed and then organized.  The representatives would come together and drive the centralized services and support.  He noted that it will be a way we can make sure everyone is working on the same path; if there is variation

Ms. Melanie Allison noted that there are core requirements and policy requirements that every community would have to adhere to.  The intent was never let these communities go off on their on with no support.  We’ll give them the tools and support necessary at the community level.  To your point Allen, it may be tweaked a bit at the community level, but it will be a governance base to build upon.  
Dr. Allen Dobson stated that if the group is organized, you could end up with more skill and less duplication.   

Ms. Melanie Allison noted that could be proposed in our strategy.  Also, forming a community workgroup will help drive the ways in which policies are affected.  
Dr. Allen Dobson noted that on a more formal level, the local structures pull them up at the state level where they are working for central support.
Ms. Melanie Allison stated that form is used to say what the state policy should be.
Mr. Sam Spicer noted that there are difficulties at the local level that were going to have to resolve on a state level.  He noted that there may be a responsible way of having a central conference or workgroup.  He suggested taking CCNC and NCHICA and put them together so you have technical expertise and a forum to work out decisions that we’re planning.  We can flush out that structure and bring it back.

Ms. Vandana Shah recommended coming back with a framework to use for organizing each community.
Mr. Sam Spicer responded by saying he will take those suggestions as a to-do and get a hold of Dr. Allen Dobson and they’ll come back with something before the end of the week

Mr. Andrew Weniger then referred back to the presentation. 
Mr. Holt Anderson noted that Dr. Dobson is bringing up something important.  In creating a governance structure that will help communities, it’s important to remember that they like to feel represented.  He noted that they had to face that at the NHIN level in creating an agreement for them that includes all federal agencies.  He noted that the rules apply to the state level HIE and that they can reflect that in the way they operate.  He stated that it can ease the rules of exchange between the state HIE and the community HIE and the NHIN.
Ms. Melanie Allison then asked if the actions should be left up to the group.  She noted that she will send specific sections, as written to the group for review and feedback.  Ms. Allison noted that whatever is put on the document now does not have to be final when included in the application.  She noted that if there is not a specific model that is agreed up, the group can describe the process that will take place to come to a consensus.  Again, nothing is set in stone.  The strategic document could be changing a great deal in nature.  Also, the group is challenged with the timeline.  We want to comply, but there are many components where a consensus has yet to be met, or reviewed be a greater body.  
Ms. Vandana Shah reiterated that it’s key that HIE idea has buy-in.  ONC has given us a very aggressive timeline. 
Dr. Allen Dobson noted that it would be great if he and Dr. Spicer could flesh out something and provide it to the group.  
Ms. Vandana Shah concluded by asked the workgroup to think about what the community needs to do.  For example, what is the buy-in process?  She noted that the group will be again next week to review the work product that Dr. Dobson and Dr. Spicer come up with.
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