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Appendix A: Terms and Definitions

This is useful information for those that are not familiar with the terms.
Good to have.

11.Appendix A — Definitions and Terms
EMR definition - incorrectly has EHR definition i.e., across more than one health care
organization.

Suggest keeping consistency of definition used in text and in appendix

100 - definition listed as responsible for deploying EHR. It is imperative to move beyond
discussion of 'deployment' which implies implementing technology but not the associated
change in workflow redesign.

We propose inclusion of the following definition of Clinical Decision Support:

“A health information technology functionality that utilizes all available data (including
claims, lab results, medications, patient collected data, care management programs, etc)
to provide persons involved in care processes with a population overview and patient-
specific information, intelligently filtered, organized and communicated, at appropriate
times, to enhance health and health care.”
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Appendix B: Additional Services Considered for the Statewide HIE

All good ideas - how do these priorities fit within the overall plan which is laready very
aggressive?

Agree these need careful consideration.

The diagram on the last page is too complex and too small to add any value.

12.Appendix B - Additional Services considered for Statewide HIE

a.Patient Identifier services, record locator services and audit trail services should be
included as core set of services as they appear to be foundational to how the HIE would work
and meeting other HIPAA regulations.

On page 62, the Draft HIT Plan describes Clinical Decision Support Services as follows:

“a mechanism for distributing standardized rules that can be incorporated into electronic
health record systems or e-Prescribing systems in support of clinical decision making at the
point of care.”

We propose that the current definition be substituted with the following:

“A health information technology functionality that utilizes all available data (including claims,
lab results, medications, patient collected data, care management programs, etc) to provide
persons involved in care processes with a population overview and patient-specific
information, intelligently filtered, organized and communicated, at appropriate times, to
enhance health and health care.”

Please adhere to federal standards
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General Comments

Overall a good document, refine it, remove the redundancy, trim out the fluff and prioritize the
initiatives and we are there!

Thank you for the opportunity to comment.

This is such a huge undertaking and this document seems very thorough. | wonder how you will
address computer availability/access on the patient's side, particularly those that now do not have
access and those who profess never to have access. | have a 90+ year old friend who used to
access her PCP via computer at at senior center until she could no longer get there. Itis a
challenge but | didn't see (or perhaps recognize) methods of identifying families w/o access and
approaching another method to connect these families.

The end of life issues are stunning and will no doubt require a wide and diverse culture change as
evidence by the uproar around the reform bill and "death panels" and required discussions of health
and code status. Starting at age 65 isn't the answer.

Good work.

Dear Members of the Massachusetts eHealth Institute,

In reviewing this document it is noted that the Home Health Care component is not addressed
throughout. It is imperative to include the Home Health Care componet in the planning phases of
this document to provide a seamless continuum of care. It is also essential not to move forward with
any type of planning that will create silos that we are so desparately trying to break down.

In order for this to be successful,we need to be thinking about the healthcare system globally and
include all healthcare components from the start. Most people choose to remain at home when
being cared for. We need to be sure that we are delivering "patient centered care" when utilizing
technology. How will all home care agencies access the electronic record when they are all on
different systems? Will they all have portals to access the information for the patients they service?
Please consider including Home Health Care in a more detailed way in this plan. Thank you for
your consideration of this very important component of the healthcare delivery system.

Realizing that home health is not a "priority provider," and knowing that all provider types will
eventually be roped in, | tried not to belabor each individual section with ties to how home health
should be included.

The state plan has to follow certain guidelines set by the ONC, but it is our hope that home health
will be among the next round of providers that are implemented. With that said, we support the
vision of implementing Health IT in all clinical settings (pg 32) for the purpose of better patient self-
management.

Thank you for taking and considering my comments.

Overall we found this to be a well written and well structured document. The future vision you have
defined will help establish a common understanding of the HIE goals for the State. We recognize
that more details on how the strategies will be implemented will be developed in the subsequent
operational plan eg how the certification program will work. Early guidance on thinking in areas
such as this will be important given overall meaningful use timescales.





Douglas

Phillip

White

Gonzalez

Physical therapists provide unique health care services to their patients in virtually all health care
settings. Appropriate and timely involvement of physical therapists in the care of patients from the
entry point of the health care system throughout the continuum of care can provide considerable
cost savings and coordination of high quality health care. Physical therapists often have more
contact with their patients and more closely understand their patients’ day to day health status than
most other health care providers. This unique relationship can ensure prompt timely intervention of
health care in a cost effective and coordinated manner. Therefore we recommend that a critical
priority be given to assisting physical therapists to adopt EHR/EMR. This will require consideration
of the unique medical record documentation requirements of physical therapists. It will also require
the provision of funding and an infrastructure which minimizes administrative burdens and provides
ongoing support.

Thank you for the opportunity to provide this input.

The draft HIT plan does not comment on or seem to consider the valuable — yet time and resource
intensive — process required when a practice evaluates and selects an EHR system. That process,
which can take several months, often includes a conscious review of several important aspects
including the existing data gathered and used by the practice, the preferences of the providers and
staff who will use the new EHR system, and the support and training required during the transition
from paper to EHR. Anecdotally, the process is also valuable in overcoming provider resistance to
EHR as it increases the perception that new systems will fill an existing need and will conform to
the preferences of the provider. Given the benefits of such a process, it may be valuable that the
RECs better understand the experience of hospitals, CHCs and other practices in adopting an EHR
and for the timetable of this effort to reflect the need for that organizational process.

The draft HIT plan does not seem to address how providers will gain access to patient EHR
information that is available within another practice. Rather, the HEI system seems to primarily
focus on aggregating data for statewide purposes. If the HEI system does not facilitate the
appropriate transfer of patient data among practices, then significant efficiency will be lost within the
system. For example, when a patient is referred to a specialty clinic that does not use the same
EHR as the primary care facility, the HEI system does not seem to have a role in facilitating the
transfer of patient data from the EHR at the primary care site to the specialty care EHR system. If
that is the case, then providers and patients will have to continue old methods of transferring patient
information, which makes the new HEI system less useful to the providers who are a major
stakeholder in this transition. At a minimum, the HIT plan should address the need for practices to
transfer patient records — as needed for direct patient care — across different and unconnected EHR
systems.
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The comments and questions below highlight areas that may have been lacking in the draft plan, or
that are recommended to be considered when finalizing the plan:

1) There are sometimes concerns that an increase in electronic usage in patient care may lead
to more distance between the provider and patient, particularly when using electronic means to
communicate as opposed to a face-to-face interaction. How might the plan consider incorporating
these concerns into their strategies?

2) The plan states that 40% of providers are not engaged in EMR or HIT. What are specific
strategies in carrying out the outreach and enrollment necessary to significantly increase that
percentage?

3) Comment: The chart provided on pages 18-20 is very conducive to providing examples for
the reader.

4)  Are there plans to address the lack of uptake of HIT by providers in Central and Western MA,
and if so, what are they?

5)  What are the plans to address specific resistance factors to HIT, other than cost? What are
other reasons that community health centers choose not to sign up?

6) How will the time and money needed for training of the HIT workforce be supported by
employers (i.e. providing time off and resources to allow employees to incorporate this effectively
into their current work)?

The plan clearly reflects a lot of time and effort from multiple stakeholders dedicated to the purpose
of moving healthcare into the modern information agree. The plan has clearly stated vision, goals,
objectives, stratergies and they are consistent with what information technology can offer
healthcare. The adoption of technolgy is key to improving the quality of patient care and the
healthcare delivery process. The plan focus is on meaningful use apodption especially as how it
relates to improving the patient/provider experience and quality of care and how the state plans on
supporting that adoption. It only lightly touches on the value that it will bring to provider
organizations and MD offices in the way of managing healthcare delivery processes from a
business/administrative perspective.

It is very aggressive to implement all of these goals and objectives by 2015 based on what it will
take to make the necessary changes to transform clinical operations and make required changes to
the technology. The availability of resources, human and financial, and good overall program
management will be key to success.

Congratulations on the release of this Plan, which is a milestone accomplishment.
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| have not recorded any of the editing problems. PLEASE go over it carefully, there are some very
serious ones (EOHSS?).

Patient trust in the HIE will not be based only on their belief that security technology can guarantee
their privacy. Much more important is their belief that their personal information will not be misused
or used to their detriment by either authorized or unauthorized users. The language around privacy
and security should be reviewed and corrected to present this issue at least consistently if not to
focus on the real issue.

In the discussion of patient access to their personal Health Information, there is an underlying
assumption that patients are able to understand the material typically written in a record, with all of
its technical jargon and shorthand, and that they are technically competent to access their records
without assistence. | believe that among the current population over 50, and among the poorer
segments of the population, neither is true. Provision must be made to educate the population in
both areas.

Much of the improvement sought through better availability of information, whether to providers or
patients, depends more on changes to the way medicine is practiced and the way practitioners are
compensated than on an HIE or any other technology. | just keep shaking my head at the
increasing pressure on medical practitioners to spend more and more time to justify in the record
getting paid less and less. This change in payment practices needs to start with the governmental
payers, and until changes occur, no physician is going to spend time, or have their support staff
spend time, answering emails or web inquiries. The HIE may be a necessary pre-condition for
certain needed changes in the industry, but we must be carefull not to encourage people to believe
that the HIE can bring these changes about or achieve the goals stated in this plan without these
changes.

| have talked to several other states about their health IT, HIE and REC planning and have seen
many of their plans. The Massachusetts plan is far less detailed than virtually every other state’s
plan. | believe this reflects poorly on the work done to date here and creates the perception that
Massachusetts is not a leading state in health IT.

The plan is behind private sector planning and activities to date and does not reflect or incorporate
much of that work. Given the many years of work already done by the private sector,
Massachusetts should be moving into implementation, as other states are doing. Instead, after two
attempts to develop a plan over the last 16 months, we will apparently face several more months of
planning and uncertainty.

Organizations and policy makers faced with making a major shift like the one required for health IT
need clarity, which this plan does not yet provide. Lack of detail and the poor structure of the plan
may lead stakeholders to conclude that it is irrelevant to their efforts to achieve meaningful use.

Worse yet, given that it has taken a year and a half to produce even this plan, which lacks detail,
the state’s efforts in some cases have had a negative effect on progress and economic
development in the area of HIT by freezing some private sector activity and investment awaiting a
better understanding of the state’s plans.





LUANn

Kimker

Arcadia Solutions recognizes the challenges to creating a statewide HIT plan that is
comprehensive, forward thinking and that clearly outlines a strategic yet tactical plan to achieve
identified goals and maintain Massachusetts’ position as a national leader in health information
technology. We are grateful to have the opportunity to provide comment on the Massachusetts
eHealth Institute Draft HIT Plan released on February 5, 2010 and hope that these comments are
instrumental in further refining the plan.

The report provides a comprehensive understanding of the issues faced and a clear picture of what
the future state of a patient’s experience using the system can be. However, the report could be
strengthened by attention to the following:

1.) A more detailed strategy regarding the role of IOOs with more specific information on practical
applicability to identified critical access providers — specifically ambulatory office physicians and
community health centers (perhaps through the use of use case studies) and specific funding flow

2.) The ability to leverage current and past experience to guide the future work of REC, such as
infrastructure supported by the Massachusetts League of Community Health Centers (MLCHC)

3.) Sustainability of the HIE model and lastly,

4.) Further specifics on measures and support that lead towards creation of the patient centered
medical home (PCMH).

The following provides more specific actions to support the above key themes:

For this large task we would recommend that the plan provider further detail as to whom the 100 is
accountable and more specifically how their performance will be measured — not just in the final
product of meaningful use but interim measurements both from a customer service perspective but
also in means of progress towards meaningful use. MeHI should be responsible for establishing a
process and or tool to monitor progress of practices by |00.

eInclude language that explicitly identifies the I0Os role in practice redesign and if there will be any
standardized components i.e., need for each practice to complete a readiness assessment.

eldentify time frame and criteria for OO certification — who will conduct, what is the format (online,
interview, survey, past work), is it by organization or is there some level that will occur on an
individual practice coach level, is there a recertification process. Note, having the ability to monitor
100 performance would decrease the necessity for some of this and be more efficient.

*There appears to be dollars flowing to the IOO from the REC and from the 100 for recertification.
Clear identification of the flow of funding and payment structures including certification and
recertification costs would help assess the ability for the model to be sustainable.

eIncome will be generated from participation and recertification in the HIE which would suggest that
the physician practices have a cost to join and remain in the HIE. This could potentially place
undue burden on providers and create a barrier to participation. If this is an incorrect interpretation,
greater clarification may be necessary in the document.

*Third party insurers stand to benefit from the process of simplification and reduction of ‘futile’ care.
The plan would benefit from more clearly outlining their contribution to sustainability via through
access to the HIE data and or direct benefit to the physician office in terms of payment structure
and reform to support care activities such as those necessitated by PCMH.

*Recruitment milestone targets for 2010 milestones should be increased to be more consistent with
financial distribution.

*The REC is coordinated through MeHI and MeHI should have responsibility for specific services
that can benefit from centralization: negotiations with EHR and hardware vendors, setting up peer
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learning activities, providing an infrastructure (platform) that can provide direct services virtually.

*The hybrid HIE model depicted on p. 45 appears to have the right data structure but does not
clearly articulate benefits for those contributing data to the middle layer i.e., practices, hospitals,
community HIE etc. While it is implied that savings will occur due to coordination there is concern
that if benefits are not clearly specified/outlined there is no designated body (other then Ad Hoc
work groups) to provide definition.

*The need for clear lines of accountability and decision making authority is referenced however, the
Ad Hoc workgroups could benefit from a clearer depiction of leadership and composition of the
group, leadership and operational connection of the groups to the HIT Council. Decision making
and escalation regarding conflicts is not clearly defined.

*Regarding past work in the State specific to Community Health Centers (CHC), the Massachusetts
League of CHC'’s represents a large number of the targeted population and it would be beneficial
to include reference to the infrastructure created by the MLCHC to connect the CHC'’s, benchmark
key performance indicators and monitor individual patients and populations. In addition, they are
currently involved in a large patient centered medical home project. Both of these initiatives work to
support transformation , lead towards achievement of meaningful use criteria and support yearly
reporting and improvement on key nationally endorsed quality measures (Uniform Data System
Reporting).

*The implementation of PCMH is one that is supported by HIT but ultimately requires large
paradigm shifts in how physicians approach care. The HIT plan will support this effort, however, it
is unlikely it will make significant change independently and requires appropriate behavior change
support. Both support and outcome measures should be more closely aligned and articulated as a
priority.

February 16, 2010

Re: State’s eHealth Institute Draft HIT Plan

After reviewing the State’s plan, my comments and suggestions are the following. IT is
comprehensive and covers the points of need; adoption by all providers, centralized information
exchange and control, goals of transparency and use, of performance improvement and cost
control, better individual outcomes and overall community health status improvement. However,
the organization is complex and subject to governmental changes which jeopardize the consistency
in policy, rules of engagement, and process. A quasi public-private governance structure is more
appropriate with predetermined operating guidelines and authorities. Its progress and success
could be used as a determination of continuation.

The issue of implementation and use are recognized as problems to date, but there are little
conclusive suggestions for solution. The goals cannot be achieved without financial support and
incentives to providers to adopt these systems. There must be more standardization of
interoperability between providers to make them useful and beneficial in achieving cost control and
health status improvement. Chapter 305 was a good start but did not go far enough. | don’t see
that this proposal does either. The lack of standardization and interoperability today only speaks to
increased cost in writing interfaces, training and converting existing systems, and instituting the
usefulness policies that should already have happened.

The role of ad hoc groups to MTC and MeHI is poorly defined and doesn’t encourage skin in the
game. They should be carefully selected on their ability to handle State wide work responsibilities
and then given a seat at the table to effectively identify problems and to be involved in solving them,
not just handing them to someone else.





After broaden adoption of CPOE and EHR, the development of HIEs should occur, but my
suggestion is to encourage them to be done on a more local level with the providers involved. In
the list of those that have been developed, I'm impressed with those, which are locally grown. They
have much better opportunity to channel change in the community setting, than some one, which is
viewed as “big brother” somewhere in the State. The information can always be rolled up into one
large statewide database for public health monitoring. Consider giving out incentives to those
community providers who agree to work together to develop their own data exchange.

And last be most importantly, direct the majority of federal and state funds to demand adoption by
those organizations, which have not done so. An evaluation of priorities can be made why the
organization hasn't adopted so far, but there are organizations, which just cannot afford to do so.
Can a sliding scale based upon need be developed to allow all to participate?

Thank you for the opportunity to comment.

Michael V. Sack
President and Chief Executive Officer
Hallmark Health System
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General Comments

Thank you for the opportunity to comment on the draft plan, and the commitment to ongoing,
substantive consultation with the private sector.

In concluding our comments, we wish to reiterate our request made to MeHlI in previous
correspondence to join Massachusetts hospitals and physicians in seeking a remedy to significant
deficiencies in the notice of proposed rulemaking (NPRM) issued in January by CMS that outlines
provisions governing the Medicare and Medicaid EHR incentive programs, including a proposed
definition for the central concept of “meaningful use” of EHR technology. The proposed rule
contains an arbitrary definition of hospitals tied to the Medicare provider number that will severely
reduce available federal incentive payments by grouping hospitals linked through system
relationships but operating distinct hospital campuses under a single provider number. State
officials should join the call to revise this definition so that the maximum possible federal incentive
payments that will be so critical to achieving the goals outline in the state plan will flow to
Massachusetts

Similarly, the federal NPRM proposes a definition of hospital-based physician that will prohibit
physicians who practice in hospital-owned outpatient centers and clinics from qualifying for federal
payment incentives for health information technology. This is particularly problematic in
Massachusetts where an abundance of physicians practice in such settings, owing to our
population of academic medical centers. Again, satisfactory resolution of this issue will be a win-win
proposition for physicians, MeHI, and the Commonwealth in helping to deliver the federal stimulus
resources that will help us to achieve the goals of Ch. 305 and the draft plan and help stimulate job
growth while making no additional demands on state government resources. We have also
previously provided MeHI staff with additional information on this issue.

MHA and our member hospitals look forward to working with MeHI and the HIT Council to achieve
these many shared goals.

The Boston Public Health Commission (BPHC) respectfully submits the following comments in
response to the Massachusetts eHealth Institute’s (MeHI) request for comments on the Draft HIT
Plan.

The Boston Public Health Commission is the nation’s first public health department, serving a
diverse population of over 600,000 city residents. Our mission is to protect, promote and preserve
the health and well-being of all Boston residents, particularly the most vulnerable. As a major city
health department that engages in direct service provision, EMS, disease surveillance and public
health research, we have significant health information technology needs. We utilize health IT
applications to gather and analyze data, implement our health promotion programs, provide
referrals to our clients, engage in outreach and education, dispatch emergency medical services,
and conduct routine public health surveillance.

BPHC strongly agrees with MeHI’s assertion that widespread use of health IT applications offers an
opportunity to improve health outcomes and deliver health care services in a more efficient manner.
We also endorse the Commonwealth’s efforts to better understand the gaps that exist in our IT
infrastructure so that investments in IT infrastructure can be both targeted and calculated to
improve the health of as many residents as possible.

We will be submitting detailed comments to each section, but wish to stress the importance of three
broader principles:

(1) Public health departments, specifically local health departments, should be considered an
important stakeholder in improving population health through the use of HIT. Improvements in HIT
should not be limited solely to the doctor-patient medical paradigm. By broadening the analysis to
include public health IT along with individual health, we can ensure that major public health
functions — prevention, education, surveillance and emergency preparation — benefit equally from
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improvements to the system.

(2) HIT improvement strategies should be pursued with an emphasis on improving health equity.
Too many people of color and low-income people in Boston do not have access to the Internet, not
because the infrastructure is lacking, but because they cannot afford the cost of connecting to
service. These residents are also the ones who suffer greater disease burden, including higher
rates of cancer, diabetes, asthma, stroke, and infant mortality — all of which could be prevented or
mitigated by better access to preventive care services. If we are truly going to address racial and
ethnic health disparities, we must use every available tool, and health IT should be considered
among our most promising ones. Public health departments should be considered vital partners in
the Commonwealth’s effort to expand health IT use among disadvantaged populations, since we
have extensive experience in providing outreach and education in these communities.

(3) Workforce development initiatives should be expanded to include a specific focus on public
health IT workforce development. As we think about making investments in workforce development
in the area of HIT, we should recognize that training in health informatics is not broadly
transferrable to a career in public health IT. Public health informatics is a growing field within the
broader discipline of health informatics and will give students the specific skills necessary to
manage programs and systems specific to public health surveillance, population health research,
and data security.

The continuum of care should be thought of as a circle, if we don't include homecare than EMR is
pointless as the data available about the patient will be inaccurate.

Ingenix appreciates the opportunity to contribute comments on the Draft HIT Plan created by the
Massachusetts eHealth Institute.

MeHI AND SUSTAINABILITY
HIE planning and design can vary widely from state to state. However, there is one aspect of its
approach that we believe is essential to every HIE’s long-term success—sustainability.

Ingenix is a step ahead of current trends in the HIE marketplace. We look beyond the first steps of
building an HIE infrastructure to the future well-being of a healthcare system and a regional
population. We believe that in order for an HIE to meet future challenges successfully and become
ever more efficient and sustainable, that HIE must be built with the appropriate foundation. It must
be built incrementally with the end state in mind.

We strongly urge MeHI to include sustainability and provider EHR adoption as the top two guiding
principles of its HIT plans.

For example, we suggest that MeHI may want to investigate an HIE business model that takes
advantage of States’ existing infrastructure by joining together clinical data with the administrative
and claims data of clearinghouses and existing administrative data warehouses of Medicaid and
other payers. This can result in substantial revenue for an HIE, as it reduces traditional fees and
expenses of payers and clearinghouses. It also enables the creation of the largest possible pool of
data for business intelligence and analytics purposes. The analytics capabilities of the HIE can
drive additional revenue necessary for its independence from outside funding.

MeHI AND CLINICAL ANALYTICS

The benefits of clinical analytics are extensive, and encompass far more than financial boons.
Following are a list of health and wellness benefits offered by high-quality clinical analytics toolsets,
and specifics of what a “high quality” clinical analytics tool set should consist of:





1. Physician, improvement, efficiency, and outcomes measurement

a. Widely applied analytics engines—-Analytics tools should be used which are widely applied in
the healthcare industry and have wide market acceptance among payers. They should use an open
and transparent methodology and should have been developed on a consistent platform.

b. Flexibility—-Analytics tools should offer significant flexibility around provider performance
measurement, recognizing the need for customers to design measurement systems that best meet
provider and organizational needs.

c. Breadth—-Analytics tools should possess significant breadth beyond standard measures,
including standard and specialty utilization metrics, cost of care by type of service, cost of care by
type of condition, and configurable approaches to creating composite measures of cost of care
performance.

d. Reporting System—-Analytics tools should provide unparalleled ability to summarize findings and
drill-down to understand key drivers behind results.

2. Performance Management
Analytics tools can support tiered networks and helps health care organizations:

a. Provide transparent performance measurement methodology
b. Collaborate with physicians to reach individual and program-wide goals

3. Fraud and Abuse ldentification and Prevention

Analytics tools can provide insights around billing fraud and abuse through, for example, the
assessment of relative variation in cost and use measured along a number of provider dimensions.

4. Population Monitoring and Predictive Profiling

Analytics tools can identify high risk, actionable gaps in care that help improve the quality of care
delivered to patients—tools that have the ability to predict, for example:

a. Future costs for each member

b. What percentage of those costs are attributable to inpatient, outpatient, ancillary and pharmacy
services.

c. The probability of an inpatient admission by recognizing and targeting different “pockets” of risk in
a population

It is helpful to choose analytics tools that perform equally well in either member-centric (entire
health plan) applications as well as disease-specific (health plan members with a given disease)
predictions. Tools that allow clients the flexibility to specify different levels of risk (outcomes) to
meet their specific business needs are also extremely helpful.

5. Care Gap ldentification

Analytics tools can use information available from medical and pharmacy claims data and
laboratory results data to compare actual claims and lab results to widely accepted evidence-based
guidelines. Analytics tools can identify gaps in care where intervention will lead to improved
compliance with treatment guidelines and patient compliance with prescribed treatment.






6. Care and Disease Management

Users of an HIE can track patients’ progress using analytics tools by line of business, provider,
account, broker level, and other categories as determined by the client. Analytics tools used in the
analysis of cost of care and utilization of services can then be used in the analysis and reporting of
information organized by care management and disease management programs.

7. Population Health Analysis

Analytics tools can act as a population-based health risk assessment tool that describes the overall
relative health risk for a member based on the episodes of care observed for them over a period of
time. They can describe the relative health risk of an individual or populations of individuals,
including populations grouped by geographic, business or provider characteristics.

8. Public Health Monitoring

Physician resource efficiency is defined as the relative use of healthcare resources in the course of
the diagnosis, management and treatment of populations and medical conditions to achieve a
particular outcome.

Efficiency in resource utilization can be evaluated within analytics tools in the context of population
health management as well as the management of selected diseases and medical conditions.

Analytics tools can act as a population-based health risk assessment tool that describes the overall
relative health risk for patients based on the episodes of care observed for them over a period of
time. Analytics tools can use episodes of care to identify unique chronic and acute conditions for a
patient and the services involved in their diagnosis, management and treatment.

BUDGET NARRATIVE/JUSTIFICATION

Analytic reports can be distributed as focused studies to the payers and providers participating in
the HIE and thus generate funds to support the HIE. In addition, Ingenix proposes that MeHI
consider using its HIE as an aggregator of administrative data for clearinghouses and payers.

Today clearinghouses and payers must establish their own EDI networks with the providers that
participate in the HIE, in order to collect the administrative HIPAA transaction data used for claims
adjudication. We are proposing that the administrative data connectivity be through the HIE,
eliminating the need for these other redundant networks. The HIE can then bundle the
administrative transactions and deliver them to the payers and clearinghouses. This role of EDI
data aggregator can result in substantial revenue for the HIE, as it reduces the expenses of payers
and clearinghouses. Traditionally, non-government payers and clearinghouses have provided a
financial incentive to HIPAA transaction volume aggregator that can be tapped in order to provide
sustaining funds for the HIE.

For example, using the conservative numbers below, the HIPAA transaction aggregation process
would provide $3,480,000 per year to an HIE with 5,000 providers (about one-third the size of
MeHI’s). Ingenix operates a commercially profitable clearinghouse based on a similar HIPAA
transaction stream, which demonstrates the viability of this business model for HIEs to consider.
The following examples are conservative estimates that we would expect by implementing an HIE
strategy acting as administrative data aggregator that utilizes typical transaction fees for a HIPAA
clearinghouse. These calculations do not include the additional revenue stream from selling
focused value-added analytics reports to payers and providers.

1. HIE revenue resulting from processing Administrative (HIPAA) Data
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$420,000 Incremental Fees from sending Administrative Data to Clearinghouses

$1,260,000 Incremental Fees from sending Administrative Data to Payers

$1,800,000 Incremental Fees from Providers using HIE as their aggregator

+

= $3,480,000 Total Annual HIE Incremental Revenue (again, not including additional incremental
revenue from analytical services)

2. Healthcare Information Efficiencies

There are about $210,000 additional Annual Regional Savings to payers by reducing clearinghouse
fees to regional payers that are not captured in the numbers above. And the providers save an
additional $1,800,000 per year, not captured in the numbers above, as they see their current
clearinghouse fees cut in half when using the HIE as their HIPAA data aggregator.

3. Healthcare Savings
In addition to the potential for revenue from selling focused analytics reports, the overall healthcare

savings from the availability of more robust analytics is substantial, especially by combining the
clinical with the administrative data. The impact will vary by HIE focus and size.

We can provide additional detail to MeHI on our $3.48 million annual HIE incremental revenue
model upon request. We look forward to the possibility of discussing sustainable HIE solutions with
MeHI in the near future.

| am happy to help in any way and feel that all health facilties will succeed together with your State
leadership and guidance.

Craig Fletcher, CIO, Signature Healthcare, Brockton, MA
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Section 1. Executive Summary

I would recommend making this more succinct and less verbose. An
executive summary should cut to the chase and not be fluffy in verbiage or
content. |think a finer point with clearer statements / statistics with very
clear points about the rationalle for doing this, the steps we will take and
what we will get from it will go a much longer way.

The HIT plan appears to have two very laudable goals: digitize health care
information to the benefit of patients and their providers, and "improve the
quality and safety of health care..."

| urge you to seperate these goals, and work first to digitize the information.
Once the advantages of such a system are demonstrated, the ways in which
that data may and should be used can follow. To insist on specific uses for
digitized health care information will cause the patients and the providers to
focus on the challenges of the use of such data, rather than the benefit of its
pure existence.

In improving "person focused" health care (Goal 1), improving the quality
and safety of health care across all providers, and having that quality of care
be consistent and predictable (Goal 2), home health should be looked upon
to more effectively achieve that mission. The involvement of home health
would further improve the efficiencies in HIT that will slow the growth of
health care spending (Goal 3).

We agree and support that interoperable health records (strategy 3) should
be in all clinical settings and while 40 percent of providers use EHR's, the
number goes above 75 to 80 percent when dealing with home health
agencies in Massachusetts.

Home health would also serve as an asset in supporting care coordination,
patient engagement and population health (strategy 4).

On page 7 you note that MeHI "will build a system based on a federated
model but may store data in a centralized repository when absolutely
necessary ...". Our experience with health systems in other countries (for
example England) suggests that the development of a secure central
repositiory of summary data is essential for driving comparative analysis
and other forms of secondary use which can play a critical role in driving
and assessing improvements in the quality and cost of care delivery over
time. ldentifying a trusted custodian for that central repository of summary
data will also be critical.

On behalf of the Mass. Association of Behavioral Health Systems (MABHS),
which represents 47 inpatient behavioral health hospitals and units, | would
like to call attention to the lack of attention to the behavioral health
providers in the Draft HIT Plan.For example, on page 38 the report calls for
Ensuring All Providers and Provider Organizations Adopt Interoperalbe
EHRs; and on page 56, the report calls for in 2015 "Meet Chapter 305
requirements of implementing EHR systems in all provider settings and
integrating those systems through a robust HIE Interstate". However, there
do not seem to be any interim steps or measures proposed that would
ensure that Behavioral Health providers are participants in the planning and
implementation of the 2015 mandate.Mental Health and Substance Abuse
services are significant components of the health delivery system, and as
such, need to be incorporated into the Health Information Technology
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system. Please include MABHS in this effort going forward so our providers
can be part of this initiative.

The American Physical Therapy Association of Massachusetts (APTAMA)
appreciates this opportunity to comment on the Draft Plan for Health
Information Technology. We applaud the Commonwealth’s initiative to place
emphasis on health information technology. We support full integration of
interoperable electronic health/medical records across all health care
providers in the Commonwealth. The goals of the plan are appropriate,
achievable, and should produce the desired outcomes with some
modification of the specifics of the plan.

Physical Therapists are a major component of cost-effective health care in
Massachusetts. Physical therapists provide care in most health care
settings. Often physical therapists are the entry point to the health care
system. As such physical therapists manage the care of patients from
primary through tertiary care. Physical therapists also manage the care of
patients in their homes, in schools, on athletic fields, prisons, long term
care facilities, and rehabilitation hospitals. The role of the physical therapist
includes; coordination of care, referral to other health care providers,
diagnostic testing, and the provision of direct care.

There are several areas of the plan where we suggest modifications which
will further the goals of the plan.

The vision is a good one but the timeline is aggressive although | recognize
it is supported by MA and federal laws/regulations. The challenge of
"selling" the value of HIT to those who must embrace it can not be
underestimated and will be key to success of plan. | like the "HIT as
enabler" as it recognizes that success is dependent on changes in people,
process and technology.

Congratulations on the release of the first statewide health information
technology plan. | can appreciate the work that went into the plan to get to
this point. | was extremely pleased to hear that the federal government has
endorsed your progress and future plans with the award of stimulus funds
under both for regional extension center (REC) activities and for health
information exchange (HIE). Please accept my comments in a constructive
spirit in which they are submitted. In submitting these comments, | speak
only for myself.

Goal 3, Objective 5: Use of the term "futile care" will raise public fears...your
futile care is my last hope...

Goal 4, paragraph 1: | believe use of the term "wellness" is not specific
enough for public use. A Google search for the term produces nothing
consistent beyond insurance company programs. It is not a definable state
of a person.

If If | have a lay off can | collect mass health and how much will | pay each
month.

This section should identify the audience for the plan document (public at-
large, policy makers, implementers, private sector, providers, vendors,
etc.?). The language here and in the overall document wavers between
high-level and requiring an informed understanding of the healthcare and
health IT landscape. | couldn’t find an explanation for the purpose of the
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plan anywhere in the document.

The plan neither follows guidance provided by ONC nor does it seem to
satisfy Chapter 305 requirements for detailed regional plans, also making it
difficult to determine the plan’s intended use.

There is no recognition that the private sector is the driver for
Massachusetts health IT innovation and leadership. This section and the
plan in general give the impression that implementing health IT is purely a
brand new government initiative.

Either in the Executive Summary or the Introduction, there should be an
explanation of MTC’s economic development mission or MeHI's mission and
how this plan ties to those missions. It's not clear why MTC / MeHI is
issuing this plan. The way this plan is written, it would make more sense for
it to be issued by EOHHS. What is this plan trying to accomplish in terms of
stimulating the Massachusetts economy and jobs? Given MTC’s mission
and the economy we are living through, a main goal or objective of the plan
should be related to economic development and job creation.

Eliminate the use of “HIT” throughout the plan in favor of “health IT”. HIT is
not common in general use and has other meanings.

1)Provide high-level definitions of Health Information Technology (HIT),
EHRs, and providers where they are first mentioned on Page 2.

2)In the first few paragraphs, consider also recognizing, at least in high-level
terms, the historical role of the private sector in advancing HIT.

3)Consider reducing the level of detail in the Executive Summary to enhance
its impact.

4)Define medical home.

5)In Goal 3, reference improved quality of care as a means of reducing cost.
6)In Strategy 1, reference at a high level how MeHI will leverage the
governance structures of existing collaboratives such as NEHEN. The text
says MeHI will coordinate activities prioritized by the HIT Council but does
not address collaboration with other organizations. The sentence “MeHI has
applied to be the REC......... Commonwealth” is not clear and seems out of
place in the paragraph.

7)The meaning of Strategy 2 does not seem clear. The supporting points do
not seem to fully support the strategy “Establish a Privacy Framework to
Guide the Development of a Secure HIT Environment.”

8)In Strategy 3, “priority providers” are mentioned but not defined.
9)Strategy 4 seems to suggest that the Commonwealth plans to develop a
new Statewide HIE to replace existing HIEs, leveraging only knowledge from
the existing HIEs. If the intent is to provide a framework in which HIEs will
inter-operate, the text should be clarified.

10)The introductory paragraph for Strategy 4 heavily emphasizes the
concept of Population Health (electronic reporting and monitoring) but does
not refer to the concepts of Care Coordination and Patient Engagement,
which are also in the strategy statement.

11)In Strategy 5, the change in font size should be corrected.

Please also see general comments which provide more high level comment
on the plan (in addition to section specific details).

1.Table of Contents (TOC)
a.Recommend providing greater detail in the TOC to assist readers with
interpretation. There are subheadings in the document that are not shown





in the TOC i.e., goals, current vs. future state etc. In addition, listing the
current chapters 3-8 as subheadings under a larger heading of Strategies
(as referenced on p. 17) would be useful.

2.Executive Summary

Page 4

a.Patients section - 3rd sentence — The Plan uses the word consumer and
patient in many locations throughout. Clarification that consumer in this
case is the patient and not another entity.

b.Health care costs section — Suggest including “coordination of resources”
as areason for decreased costs.

c.Goal 1-Objectives — Suggest including service providers and not just
service areas as the goal.

Page 5
a.Goal 2 - Last sentence — Suggest adding patient to sentence “...identify
areas that need improvement at the patient and provider level as well as....”

b.Goal 2 -1st bullet — Suggest addition of ‘preventive health’ to the “...care
processes to address prevention and better manage chronic conditions....”

c.Goal 2-Objectives — Suggest combining 4th and 5th bullets as both
address collection and reporting or quality and safety measures.

d.Goal 3 — Goal and objective reference ‘timely care’. Suggest re-wording to
mention access to timely and appropriate care — following patient centered
theme of when they want and need it.

e.Goal 4 — In an effort to keep goals and objective succinct, suggest
combining bullets 4 and 5 regarding redundant testing and episodes of futile
care.

Page 6

a.Strategy 1 — 1st sentence — Suggest rewording to read “Clearly defining
the decision making progress around HIT related projects is critical to their
success.” [delete — of those projects].

b.Strategy 1 — 2nd bullet — Suggest adding public and private to clarify
broad based participation.

c.Strategy 1 — 3rd bullet — Suggest REC application be a footnote
d.Strategy 2 — 2nd sentence-add punctuation ‘.’ .

Page 7

a.Strategy 4 — initial paragraph — last sentence — Suggest changing
terminology from ‘knowledge’ to ‘lessons learned’

b.Strategy 4 — 1st bullet — Upon review of the items in Appendix B would
think it necessary to include the following items in initial set up of HIE:
Patient Identifier Services, Record Locator Services and Audit trail Services
(security/HIPAA compliance).

Page 8
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a.Strategy 5 — 1st bullet — Recommend that training programs be focused on
unemployed and the underemployed. Can anticipate transitioning as those
with some experience build and move into different roles, other job
opportunities open up.

This section of the Draft Plan notes that one of the objectives of the plan is
to “demonstrate improvements in the Commonwealth’s key public health
initiatives to better the health of its population.” (page 6) We would like to
recommend that local public health departments be involved in defining the
state’s “key public health initiatives” as well as in the design of the
proposed Health Information Exchange (HIE). It is important to note that not
all consumers of HIE information will be providers or patients —ideally, local
health departments will also be consumers.

While the plan is a good effort, not including homecare providers is a
significant oversight.

The Draft Health Information Technology (HIT) Plan establishes appropriate
and reasonable goals for HIT, including access to care, improving quality of
health care, containing the costs of care and maximizing the health and
wellness of all of the people in the Commonwealth.

Based on our 10 years of experience with clinical decision support tools and
care management services, we have found that the most effective means for
accomplishing the stated care improvement goals is to leverage robust
health information exchange (HIE) that brings all relevant patient data from
disparate sources into the care decision making process. Advanced clinical
decision support tools, HIE capabilities and EHRs, working in concert with
the patient, providers, and the entire care team, have delivered proven
quality and efficiency benefits in communities across the country.

Provided below are suggested modifications to the Draft HIT Plan that we
believe will enhance the Commonwealth's ability to meet its health goals in
the most cost-effective manner possible.

1. EXPAND THE ROLE OF HEALTH INFORMATION EXCHANGE

On page 3, the Draft HIT Plan conceptualizes HIT within the construct of
electronic health record (EHR) adoption: “Widespread implementation and
adoption of EHRs have provided added clinical decision support to
providers at the point of care, helped reduce medical errors, and provided a
platform for enhanced coordination of care.”

While implementation and adoption of EHRs are a critical important to
advancing HIT, they must be part of a broader framework of health
information exchange (HIE) to realize the goals of improved health care.

In its Notice of Proposed Rule Making (NPRM) entitled “Medicare and
Medicaid Programs; Electronic Health Record Incentive Program,” the
Center for Medicare and Medicaid Services asserts the need for
interconnectivity through an HIE:

“HIEs promote adoption of certified EHR technology by providing the
infrastructure for providers' EHRs to reach outside of their clinical practice
sites and connect with other points of care. Providers report that having a





more complete picture of their patients' healthcare data from other providers
and care settings is one of the primary appeals to using EHRs. Without
health information exchange, electronic health records are simply digitized
filing cabinets and will not achieve their quality of care or cost containment
potential.”

Expanding the role of HIE also provides a more cost-effective model for
achieving interoperability. As CMS notes in the NPRM:

“use of health information exchange models can reduce the need for costly
point-to-point interfaces between different EHR tools, as used in
laboratories and pharmacies, thus providing a more scalable model of
interoperable health information exchange.”

Over-reliance on EHRs as the mechanism for interconnectivity can be
characterized as “working from the outside in,” attempting to create HIE
based on interoperable networks constructed by installing large numbers of
stand-alone applications, such as EHRs, at the “outside,” then slowly
moving “in,” toward the network, initially via proprietary, independent
network services for such areas as laboratory results and e-prescribing.
The assumption is that these independent networks will, over time,
gracefully integrate and become interoperable, causing HIE to thrive.
Historically, the broad thread of experience with systems development has
generally supported the opposite view. From mobile phone networks to
early online services, independent networks resisted integration.

In contrast, Internet-based systems can be characterized as “working from
the inside out”: specifying a small, precise set of protocols that everyone
has to implement, thereby ensuring that anyone who “connects” achieves
interoperability with everyone else.

On page 40, the Draft HIT Plan acknowledges the role of and need for HIE.
However, given its importance, we recommend that the Executive Summary
broaden its conceptualization of HIT and explicitly state the need for an
interoperable HIE infrastructure to share information in a secure, accurate,
timely and cost-effective manner.

2. EXPAND THE ROLE OF ADVANCED CLINICAL DECISION SUPPORT

We also recommend that the Draft HIT Plan include a strategy that supports
the implementation of advanced clinical decision support (CDS). To
produce better quality and value outcomes, providers should use robust
CDS tools connected to HIEs and linked to the providers’ clinical workflow.
By using this functionality, providers have the advantage of gaining access
to a complete data profile on their patient from sources that include labs,
pharmacy, patient reported data (from a PHR), hospital discharge
summaries, continuity of care documents as well as diagnostic and
procedural claims if necessary. Equally important is that the advanced CDS
solutions contain the inclusion/exclusion rules that make their decision
making logic reliable and accurate by reducing “false positive” care alerts to
providers.

Advanced CDS which utilizes all available clinical data and has
comprehensive evidenced based clinical rules allows the physician and the
health care team to monitor and identify the next steps in the care of the





patient and at the same time follow through on patient compliance with the
care plan.

- For example, since advanced CDS addresses the entire disease spectrum
of a condition and the full range of the patient’s interfaces with the
healthcare system, a treating physician would not only receive alerts for
isolated events like the need for monitoring HbA1C in diabetics, but would
then receive alerts triggering responses to high HbA1C level measurements
from that patient, so that the health care team could identify the best
treatment options, determine appropriate monitoring for the patient’s
specific diabetes drug classes, make recommendations when warranted for
intensified therapy, identify future drug or lab contraindications with the
prescribed treatment plan, and so on. Since the physician and other
members of the healthcare team taking action on these alerts is only part of
the equation if the true goal is high quality care — patient compliance is an
essential component as well. Advanced CDS would alert the physician and
patient when the patient fails to fill a prescribed drug, otherwise becomes
non-adherent or does not receive a recommended test, so that further
coaching and education can be provided to the patient on the importance of
adhering to the care plan.

- In 2005 the results of a randomized, controlled clinical study using
advanced clinical decision support was published in the American Journal
of Managed Care.[1] Advanced clinical decision support was used to
assess and analyze complete patient data profiles for those in the study
group and then produce care considerations for their physicians when gaps
or issues in care were identified.

- The use of the technology and the subsequent actions on the care alerts
by their physicians produced a reduction in patient hospitalizations of 8%
and a savings in charges of more than $8 per member, per month (PMPM).
Additionally, in 2008 a follow up study was published which further
validated this study finding that the use of advanced clinical decision
support with care alerts reduced overall charges by 6% with charge savings
in excess of $21 PMPM.[2]

After years of use by employers and health insurance companies, this
approach to deploying a robust clinical decision support capability and
other clinical informatics services across a community of providers is being
employed now by a small number of health information exchanges and
integrated provider delivery systems across the country.

In particular, Massachusetts should look to the work now underway at
Vanderbilt University where alerts from an advanced CDS are combined with
the clinical data within their EMR system and then integrated into their
electronic messaging and workflow across their clinical provider teams
(including nurse intermediaries and physicians). Since the implementation
of this model, Vanderbilt has improved compliance to evidence-based care
considerations among its physicians by 14.3%. (p<0.002) and have realized
lower costs for the Vanderbilt practice.) We have separately attached
information about this.

Another innovative and efficient strategy to deliver more advanced CDS
capabilities to a community of providers has been the approach adopted by
the Brooklyn Healthcare Information Exchange (BHIX) and the provider
groups affiliated with the Maimonides Hospital. Through a grant from the
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State of New York, they are deploying an HIE- based advanced clinical
decision support for the patient population in the Brooklyn, which is fueling
a Personal Health Record, Electronic Health Records and a BHIX portal for
those not using today’s EHRs. In addition, they will be using the technology
to deploy an Advanced Medical Home model for selected high-cost chronic
patient populations.

END NOTES:

[1] The American Journal of Managed Care, "Using a Claims Data—Based
Sentinel System to Improve Compliance With Clinical Guidelines: Results of
a Randomized Prospective Study," 2005;11:93-102.

[2] The Journal of Health Economics, "Information Technology and Medical
Missteps: Evidence From a Randomized Trial," 2008; 585—60.

In summary Signature Healthcare supports the State HIT Plan. It provides an
excellant framework for the state to advance ourselves into the electronic
health record world. The emphasis on HIE, education and support for
physician groups and hospitals is very welcome.






First
Name

David

James

Carol

David

Robert

Last
Name

Delano

Fuccione

Dresser

Szabo

Strong

Section 2. Introduction

| felt like | was reading most of the content of the Executive Summary again. The
document seems to repeat itself here somewhat. There should not be two places in the
document where the goals and strategies are repeated. | believe | read the goals three
times and the strategies at least three. The document will be shorter, more concise and it
should build from section to section, not repeat. | didn't find a lot of value in the current
state versus future state table example. There are so many complex interactions in
healthcare that will benefit from broad-based IT adoption that reading these seemed to
trivialize the issues into relatively simple examples that do not really get to the more
complex scenarios such as inpatient care settings. | just felt like this was good for one
example but that deos not describe the needs of quality measurement for the population
for example either. There are just too many examples to describe so it would be better to
speak at a higher level that encompasses many benefits.

Typo under future state regarding prescriptions and refills.

Some of the statements in the vision, goals and objecives are not an exact match for what
is in the summary.

| agree wholeheartedly with the proposition that health information technology can and will
improve the quality and efficiently of health care in the Commonwealth. However, | am
concerned that some comments in the plan may make promises about improvements that
can only come with full application of the technology and with the passage of time. Even if
we see nearly complete use of electronic medical records, e-prescribing and health
information exchange by 2015, it still will take additional years for the benefits of these
technologies to become measurable. The Council and Institute should take care to set
expectations appropriately, even while explaining the expected benefits of these new
technologies.

Current State/Future State table, Page 19, fourth item: Automated notifications depend
more on the existance of a single record than the ability to exchange records...achieving
this goal is much more about changing the way medicine is practiced, such as shifting to a
"medical home" model. | would not set up objectives that you cannot at least influence.

Current State/Future State table, Page 20, last item, Future State cell: "...available to any
of his/her GIVERS through..." | think you meant "care givers", which | would have
interpreted to mean "healthcare providers" in this context. This information is equally
important to family members and other non professional care givers.
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Sections of the Executive Summary repeat word for word in the Introduction. This is
confusing. It looks like a “cut and paste” error.

Many physicians will probably argue that the last sentence on page 10 about paper
records is false. Multiple studies have shown that electronic systems slow down
providers and interfere with patient care, counter to the claim in this sentence. Broad and
idealistic statements like this damage the credibility of the plan and its authors.

The case study has low value. If it is supposed to provide context for what needs to be
implemented, it should appear earlier in the document and be referred to more often. If it
remains, it needs to be shorter without as many large, dense paragraphs. It also has
some lose threads which do not add to the story, such as the car accident. Why is that
important? The case study seems to reveal incompetence in the health system which
could be addressed just as easily by people doing their jobs better as by health IT. For
instance, the diabetes educator just seems to show up magically in the future state but not
in the current state. Why? In short, the case study needs a lot of work, isn’'t central to the
plan, and may be difficult for people without some exposure to diabetes to relate to. |
would take it out rather than trying to fix it.

1)In the first paragraph, the phrase “expand affordable health care to its well deserving
citizens” is awkward in that it could be read to imply that only some citizens are well
deserving.

2)Rephrase “can enable reduction in health care costs, while improving its quality” to “can
enable reduction in health care costs while improving quality”.

3)The meaning of the final sentence of the first paragraph is not clear.

4)In the third paragraph, change “states™ to “state’s”.

5)The definition of Health Information Exchange (HIE) restricts the purpose for moving
healthcare data among organizations via the HIE to “improving the accuracy, efficient,
timeliness and breadth of public health and quality reporting”. If the intent is to also use
the HIE to move data for care coordination and transition, at least until EHRs are
universally interoperable, the definition should be broadened.

6)In Chapter 305 and HITECH Act, correct the language in the phrase “support
deployment of EHRs and established of state-wide HIE”.

7)Use one form of the term “statewide” throughout the document. “Statewide” and “state-
wide” are both used.

8)In HIT Plan Goals and Objectives, correct the phrases “because of it landmark”, “costs
threaten to the gains”, “shortage...also threaten”, and “predominant fee-for-service”.

9)In Current State vs. Future State, the first sentence implies that the “provider oriented
state of health care” is a negative condition.

10)In Current State vs. Future State, spell out Veterans Administration since it has not
been referenced earlier.

11)In Current State vs. Future State, change the column heading to “Current State” since
some of the situations are not directly related to reliance on “paper processes.” Review
the descriptions of current and future to ensure they clearly present how the current state
will be improved by the use of HIT.
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3.Introduction

Page 11

a. Overview - Suggest that definitions use more similar wording to the NAHIT reference.
In addition, the definition in Appendix A for EHR is not worded the same as on this page
and the EMR definition is incorrectly listed (appears to be definition for EHR).

b.Chapter 305 — 2nd bullet — suggest changing (the “Council”) to “HIT Council”

Page 12

a.Benefits of HIT — Improved Quality of Care — Suggest including preventive care to the
last sentence “HIT will enable patients and providers to collaborate more effectively to
better manage health and prevention, and acute and chronic diseases.

Page 14
a.Vision of HIT — vision is repeated from the Executive summary but does not include
section on cost that is listed in the executive summary.

Page 18

a. Current State vs Future State — Would recommend that somewhere we include that all
of these HIT changes require some level of behavior change and is a paradigm shift in
terms of how care is provided i.e., tracking of prescriptions not filled. The PCMH model
needs support that will not just be technical in nature.

b. Current State vs Future State — Accessing Care section in table - “... a same day call
in appointment if conversation.....”. This sentence is not clear suggest — Clinician
provides online guidance or answers to questions or responds by phone if conversation
would b e more productive or schedules face to face encounter that could be scheduled
on line.”.

Page 19

a. Current State vs Future State — Administering benefits section in table — Suggest citing
source for data point of physicians spend 30 min for every 60 min of direct care. This
seems high as this is mostly done by others in the office. If it is correct it could be a point
of measurement for comparison in the future.

b. Current State vs Future State — Preparing for visit — table- Clipboard info - future state
should be about ways to collect and incorporate patient reported data; pt may enter pre
visit data online

c. Current State vs Future State - Tests to prevent or screen for various problems -table-
" Automated systems send prompts to both pt and clinician..." As one of the goals for
2015 is PCMH language needs to incorporate the care team ...not just clinician. Clinical
decision reports can be used by any member of the team interfacing with the patient.

Page 20
a. Current State vs Future State — Referral section in table — Again, needs to include the
team concept.





David

Smith

Comments on Section.2 Introduction

MHA enthusiastically supports the declarations that the "...Commonwealth's HIT plan
must align with federal goals" (p.16) and "The Commonwealth will adopt meaningful use
measures as defined by the federal government for reporting purposes” (p.16).
Consistency with federal goals and standards is critical for providing the clarity and
visibility about expectations, standards, and requirements needed by hospitals and other
care providers to successfully plan and implement large scale EHR systems. It is also a
prescription for minimizing administrative complexity and its associated costs that add no
benefit to health and health care improvement. We hope that this principle is adopted
throughout state government agencies that will play a role in EHR adoption and related
initiatives, such as MassHealth, the Department of Public Health, and the Health Care
Quality and Cost Council. Adhering to this goal, including in the implementation of the
Medicaid HITECH EHR incentive program, will be critically important in maximizing the
number of hospitals and providers who qualify for federal EHR incentive payments.

In light of the plan's declaration of the importance of aligning with federal goals and
measures, we are troubled by the accompanying declarations that "The Commonwealth
will adopt and promulgate a common set of HIT-enabled quality and safety measures
across all providers" (p.16) and "The state will collect and report on quality and safety
measures for all providers and track progress toward quality improvement goals” (p.16).
We are concerned that these statements may reflect a lack of understanding of or a lack
of commitment to aligning with the quality and safety measures and reporting mechanisms
that are embedded in the proposed federal meaningful use regulations, as well as existing
measures and mechanisms already adopted for the CMS pay-for-reporting program and
related reporting for national accreditation programs. The state and the state plan should
commit to the principle that hospitals and health care providers should report quality and
safety measures one way, one time, and to one place. We urge, in the strongest terms,
that MeHI, the HIT Council, and other state agencies involved in related initiatives commit
themselves to alignment with federal measures and reporting mechanisms as they evolve
at the federal level in the interest of administrative simplification, efficiency, and allocation
of provider resources to actual care improvement rather than measure reporting
compliance.

We note on this issue that the proposed federal meaningful use regulations themselves
suffer from a lack of clarity about the relationship between existing federal quality measure
reporting requirements and the quality measures embedded in the proposed regulation,
and seem to underestimate the complexity of translating current measures to EHR-
enabled-and-driven ones and of specifying and testing newly proposed measures. MeH],
the HIT Council, and other state agencies should carefully follow how these issues are
resolved in final regulations and how they evolve over the multi-year HITECH Act
implementation period.

In the same spirit of reducing costly administrative complexity, MHA enthusiastically
supports the plan's goal calling for "All payers in the Commonwealth will adopt a single set
of Federal standards for eligibility and claims payment processes, which will be
incorporated in certified EHRs" (p.16). We encourage MeHI, the HIT Council, and other
state agencies to continue to pursue this goal under the authority of Ch. 305 and to work
to shape local HIE development and federal EHR certification efforts to achieve this goal.
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While the Draft Plan acknowledges the importance of using HIT in a way that includes
“providers that serve underserved populations, including but not limited to, racial, ethnic
and linguistic minorities, uninsured persons and areas with a high proportion of public
payer,” (page 16) we note that there appears to be little emphasis on engaging these
consumers and ensuring they have the tools to use this technology. If it is a state priority
to address racial and ethnic health disparities, as it is for the BPHC, there should be
extensive marketing campaigns and training to help consumers understand the benefits
and risks of participating in HIT systems. Educating patients about HIT should not be left
to the individual providers. Instead, the state should consider partnering with local health
departments and non-profit community organizations to reach these underserved
populations.

GOAL 2

Objectives: Consider leveraging existing Commonwealth of Massachusetts (e.g., EOHHS
data warehouse) infrastructure to provide analysis of meaningful use, quality measures,
and care management analytics.

On page 12, the Draft Health Information Technology (HIT) Plan cites the overall benefits
of HIT. Given the general skepticism surrounding projected estimates of savings
associated with HIT, we recommend including references that illustrate demonstrable,
quantitative benefits. Two such studies are provided below.

* In 2005 the results of a randomized, controlled clinical study using advanced clinical
decision support was published in the American Journal of Managed Care.[3] Advanced
clinical decision support was used to assess and analyze complete patient data profiles
for those in the study group and then produce care considerations for their physicians
when gaps or issues in care were identified. The use of the technology and the
subsequent actions on the care alerts by their physicians produced a reduction in patient
hospitalizations of 8% and a savings in charges of more than $8 per member, per month
(PMPM).

* Additionally, in 2008 a follow up study[4] was published which further validated this study
finding that the use of advanced clinical decision support with care alerts reduced overall
charges by 6% with charge savings in excess of $21 PMPM.

On page 15 in the discussion of HIT Plan Goals and Obijectives, HIT is viewed as one of
several means to achieving the Commonwealth’s goals. The description of HIT tools
would be enhanced with the inclusion of tools for advanced clinical decision support. We
recommend that the second sentence of the second paragraph be modified as follows:

"In order to achieve these goals, the HIT plan should ensure that providers have and use
EHRs, computerized order entry, and advanced clinical decision support capabilities and
that they understand and are able to take full advantage of these tools in improving health,
health care and health outcomes."

END NOTES:

[3] The American Journal of Managed Care, "Using a Claims Data—Based Sentinel
System to Improve Compliance With Clinical Guidelines: Results of a Randomized
Prospective Study," 2005;11:93-102.

[4] The Journal of Health Economics, "Information Technology and Medical Missteps:
Evidence From a Randomized Trial," 2008; 585—60.
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Section 3. Establish Multi-Stakeholder Governance

This is useful and well presented and probably the place where most would agree that MeHI
can add value and help coordinate activites across the State. | believe that the place where
MeHI has the largest role is in the coordination of standards, shaping the State HIE effort
into a workable plan and then holding others accountable to adherence with the plan.
Implementation and deployment does not feel like the right role for the State to me, in my
opinion.

Under the graphic of how Ad Hoc Workgroups participate in the decision making process
(Figure 3.2), we hope that the workgroups will recognize home health as an "option for MeHI
to pursue" and that we will be identified as a gap "in knowledge or representation."

See comments below in Path Forward on potential impact of greater private sector
involvement from the perspective of sustainability.

The active involvement of Patient Advocacy groups as a key set of stakeholders will be
important especially with respect to developing a trusted approach to consent and data
sharing. MeHI might consider placing more emphasis on that in this part of the plan.

Recommendation:

» Add physical therapists to the governance structure to ensure inclusion of the unique
aspects of physical therapy care management in the implementation of the HIT Plan. We
would suggest adding physical therapists to the following Ad Hoc Workgroups: Clinical
Quality & Public Health, the REC Workgroup and the HIE Workgroup.

The role of the Secretary is key to success, especially in the time frame between now and
2015 and needs to continue to be held by a person fully committed to this plan in order to
succeed. The public/private collaboration is also essential to success. The organization and
coordination of this model will be challenging and if not done well will create roadblocks to
achieving goals and increase costs, sufficient qualified resources must be provided to this
activity.





David

Robert

Greg

Szabo

Strong

DeBor

This is a crucial component of your work. The plan is well thought out in light the structure of
Chapter 305.

| suggest that the Institute and Council must take into account that while Chapter 305 gives it
the authority to assist providers in implementing electronic records and to establish a
statewide health information network, that the Institute will not have a monopoly on electronic
medical record implementation or health information exchange, either in law or in fact.
Providers, health plans, clearinghouses, and vendors have established, and will continue to
operate, electronic health record systems and systems for the exchange of health
information for a variety of purposes. The Institute cannot proceed on the assumption that is
own technical resources and policies will fill every need, or supplant existing and future
private efforts. The governance structure should reflect these limitations on the Institute's
and Council's authority and resources.

There is no mention here of getting consumer input to guide the design of policies critical to
the trust consumers must place in the HIE for it to succeed.

Table 3: The work of the "Consumer Engagement", "Privacy and Security" and "HIE
Workgroup technical architecture and privacy and security framework activities are intimately
inter-related. These discussions cannot be undertaken separately if the result is to be
implementable and achieve the goals established.

There needs to be much more transparency and public / private collaboration in the
governance. The plan doesn't strike the right tone about involving the private sector.
Between the MHDC, MHQP, the eHealth Collaborative, NEHEN and EMHI, much of the
required governance is already in place. The plan doesn’t acknowledge this and seems to
call for 1) the whole governance structure to be duplicated by the state; and 2) the existing
governance structures to be relegated to ad hoc roles. Most other states have taken the
exact opposite approach by planning to integrate their state-led activities into the private
sector rather than vice versa.

The plan doesn’t describe who will be invited to serve on the Ad Hoc Work Groups.

The Ad Hoc Work Groups duplicate groups that are already in place in EMHI, NEHEN,
MHQP, at the MHDC, etc.

There are many problems in the Ad Hoc Workgroups table that starts on page 26, from bullet
point text that is unclear to responsibilities seemingly in the wrong work groups.

Work Groups are sometimes referred to as Workgroups, and there is inconsistent use of
uppercase in their titles.

Both figures on page 28 are labeled Figure 3.2. | couldn't find a Figure 3.1. Also, Tables are
numbered out of order in the document.

The first diagram is confusing. The arrows at the bottom seem to indicate that the Ad Hoc
Work Groups will go round and round on issues. The meaning of the text in the last box is
unclear.

The second shows the HIT Council having authority over both MeHI and the MTC Board,
which seems inaccurate or misleading. The rest of the diagram is also confusing. It seems
to indicate that the only role for the private sector is as an 100.
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4 Establish Multi Stakeholder Governance

Page 24

a.Overview — Next to last bullet — “ensure sustainability and measurable positive outcomes
over time”. Remove the word ‘positive’ as the initiative should measure all outcomes positive
or negative so as to make meaningful changes going forward.

b.Overview -2nd paragraph; 2nd sentence

c.Overview - "majority" will private sector majority be required for the HIT Council itself or
through the combination of the HIT Council and Ad Hoc workgroups.

Page 25

a. HIT Council — Five private sector members are references but only representative areas
are mentioned. | believe the 5th representative to be a consumer/patient — please provide
confirmation.

Page 26
a. MeHI — 2nd paragraph — Define Commonwealth Network Implementation strategies as |
have not seen this previously used— perhaps this we inadvertently capitalized?

Comments on Section.3 Establish Multi-Stakeholder Governance

The draft state plan emphasizes a commitment to "...substantial input for the private sector
in formulation of HIE policy while retaining ultimate public accountability, oversight, and
decision authority in governmental agencies..." (p.24). The right governance structure is the
one that will most efficiently and effectively achieve the goals outlined in the plan. To the
extent that the proposed structure is found to be lacking in this regard, we would urge prompt
reconsideration to address its weaknesses.

We note in this section again that there appears to be little role for local health departments,
either as a formal stakeholder on the HIT Council or within the proposed ad hoc workgroups.
We believe that public health should be its own workgroup, separate from “Clinical Quality”.
(page 26)

Involvement of the suggested stakehoders is very comprehensive and complete.





Ray

Campbell

| appreciate the opportunity to comment on the Massachusetts eHealth Institute (MeHI) Draft
HIT Plan (the Draft Plan). | offer these comments in my individual capacity as Executive
Director of the Massachusetts Health Data Consortium (MHDC) rather than on behalf of any
or all of MHDC’s member organizations.

For me, the fundamental issue raised by the Draft Plan is the nature and effectiveness of the
proposed governance structure, which will ultimately have a larger impact on the success of
MeHI’'s endeavors, and on the HIT successes of the Massachusetts healthcare community
as a whole, than will the amounts of money that MeHI is able to bring to bear on these
initiatives.

There is really only one question that needs to be asked in assessing the Draft Plan’s
proposed governance structure: will the proposed structure give sufficient trust and
confidence to the state’s public and private stakeholders to foster the appropriate level(s) of
participation that will be needed for ultimate success? While there are many complex
dimensions to this meta question, a narrower proxy question is: does the proposed
governance structure apportion decision-making authority in rough proportion to the
proposed financial responsibility of the participants?

The Draft Plan is explicit that it seeks private input, but only within a framework that retains
“ultimate public accountability, oversight and decision authority in government agencies.”
This could mean one of two things. If the Draft Plan is proposing ultimate public authority
over the expenditure of public funds, then the proposed governance structure is at least
sound, if not ideal. If the Draft Plan is suggesting that there will be ultimate public authority
over the capital and/or operating expenditures of private organizations relating to EHR
deployment and/or HIE, then the model fails the test of apportioning decision-making
authority in proportion to financial responsibility and it is unlikely to be accepted by private
stakeholders.

By the Draft Plan’s own estimates, private spending must far exceed public spending in
order for all doctors and hospitals in the Commonwealth to achieve and maintain meaningful
use. If the Commonwealth so chooses, and as a former state general counsel | would argue
that is it a choice and not a requirement, it can view all of its interactions with private
healthcare stakeholders through a conflict of interest and procurement lens. MeHI needs to
understand that the certain consequence of such a choice is that it will only be able to
engage with those private stakeholders on a procurement basis. To put this somewhat
crudely, if MeHI chooses to treat this state’s private healthcare stakeholders first and
foremost as potential vendors, then MeHI will only get as much public/private partnership as
it can afford to buy on the open market. Based on likely financial as well as supply and
demand scenarios, that will not put MeHI in a strong position.

The issue is not whether, how often, and how fervently the Draft Plan invokes the terms
“public/private partnership” or “multi-stakeholder governance structure.” Rather, the ultimate
governance question is whether the proposed structure actually allows for meaningful and
productive decision-making input by private stakeholders, virtually all of whom are regulated
Massachusetts non-profit organizations dedicated to improving the healthcare and health of
the citizens of Massachusetts. If the proposed governance structure is limited in its scope to
the expenditure of public funds, then the level of private input is adequate. If, on the other
hand, the structure is expected to provide a forum for harmonizing activities and
expenditures by both public and private organizations, then it does not provide adequate
decision-making input by private stakeholders and will therefore fail to engender the
necessary levels of trust to convince private organizations to engage with MeHI in a true
collaboration worthy of the term public/private partnership.

If MeHI feels that its hands are tied by current law, | believe the best course of action would
be to approach the appropriate contacts within the legislature to gauge their interest in





adopting language along the following lines:

"Notwithstanding any general or special law to the contrary, including without limitation
Chapter 268A, the Massachusetts eHealth Institute may engage private healthcare
organizations to secure their input and participation in multi-stakeholder governance
structures, including without limitation standing workgroups. Should any such governance
structure undertake consideration of any specific awards of funds to a specific private
healthcare organization, that organization must recuse itself from participation and
consideration of such specific award."

This simple language, for which there is ample precedent, would allow MeHI to more fully
engage and leverage the expertise of the private healthcare organizations that have made
Massachusetts a national leader in HIT.






First
Name

David

James

Carol

David

Robert

Greg

LUuAnn

Bill

Last
Name

Delano

Fuccione

Dresser

Szabo

Strong

DeBor

Kimker

Ho

Section 4. Establish a Privacy Framework to Guide the Development of a
Secure HIT Environment

This is also good - per above comments we do need a set of privacy and security
standards that are consistent and in line with Federal and State laws so that as we
continue to delpoy EMR's and HIE's we can share a common framework. Without
that we will not be able to develop a workable State-wide HIE. | feel again though
that the State's role should be defining the standards and coordinating these activites,
not implementing them.

Meaningful use care goals are reflected in home health. For instance, clinical decision
support, enhanced care coordination and exchanging meaningful information across
the health care team are a few areas of expertise for home health.

Can not argue with the value of the principles although | do believe the challenge will
come as conflicts arise when policy development with multiple providers or
technology capabilities across multiple vendors is examined in more detail. It will be
important to have a good cross section of providers and vendors on the ad hoc work
group to address these issues.

Respect for the right of privacy is essential to public acceptance of the Plan and the
Institute's work. | am glad to see that consent management is given a prominent
place in the privacy framework, as it is a key component in the implementation of
health information exchange.

Overview, Paragraph 1: Privacy and security technology are necessary, but by no
means sufficient to establish patient trust in the HIE.

This is an area where the state could really help the private sector by setting clear
policy and this is the weakest section of the plan. It is only background information. It
describes no strategy or process for establishing a privacy framework.

5.Establish a Privacy Framework

Page 29

a. Overview -1st sentence — Suggest rewording to “ ....health-related information is
used, accessed and disclosed OR...used (accessed and disclosed) OR use words
from the 6 principles (p. 30)- collection, use and disclosure.

Security is obviously critical. But it needs to be balanced with ease of use. Increasing
end user complexity will drive down adoption and utilization of any system. That said,
there are ways to integrate encryption for data "at rest" and "in transit" without
exposing the complexities to the end user, but still achieving the required compliance
level necessary.
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We agree with the Draft Plan that consent management is an important element to
ensuring that patient information is used in a way that is consistent with the patient’s
wishes. (page 31) As we expressed in our comments on section 2, we believe that
there should be a comprehensive education and marketing campaign to ensure that
patients understand their rights and consent to being part of the state HIE. Included
in this consent should be the understanding that the information in the state HIE will
be shared with local health departments as well as other health providers.

At the same time, we would discourage the use of an opt-out for de-identified health
data that is submitted to local health departments. Since this information cannot be
traced back to individuals and is used only for public health research and surveillance
purposes, we believe it is important to limit the opportunity for individuals to remove
themselves from these reporting systems.

Privacy and security of health data is paramount to gaining public trust and public
support for this massive endeavour. Public trust and understanding of the processes
is key to our success.
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Section 5. Implement Interoperable Electronic Health Records in all Clinical
Settings and Assure They Are Used to Optimize Care

This is an area where | do not feel the State has or should have an active role. | think the
State merely needs to provide incentives & funding where appropriate to include the
requirement that whatever EMR / HIE systems that providers choose to deploy, they
must have the ability to integrate with the State HIE otherwise no assistance / funding. |
do agree that providers (especially small - medium sized physician practices) need
assistance with rollout and deployment. | think a list of State approved vendors and
State approved organizations that can assist providers is as far as it should go with the
funding and incentive programs to support that.

Since hospitals and doctors are priority providers, other providers could be a part of the
loan program to jump-start their involvement.

Recommendation:

* Ensure the definition of “meaningful use” is inclusive of all health care delivery while not
creating overly burdensome and unnecessary requirements. The Federal Government’s
definition of “meaningful use” is too restrictive in some aspects and all aspects of the
definition are not applicable to all provider types in all care settings.

Recommendation:

» Ensure there is adequate funding for the adoption of EMR/EHRSs across all providers.
Particular emphasis should be given to small providers who do not have the financial or
human resources to purchase and implement EMR/EHRs. This is particularly true of
physical therapists working in private offices. Grants should be made available for
providers who are not eligible for funding under the Federal Government'’s definition of
“meaningful use”, this includes physical therapists.

Can not overstate the fact that not only is there a need to implement those who have not
yet begun implementation but there is a significant effort required to bring current users
to meaningful use. Although the plan recognizes this and reflects some areas of support
it does not apprear to be a priority. Are the I0O's to support any and all needs r/t to
meeting meanignful use (including e.g. interoperability and reporting) or is the focus on
specific activity e.g. implementation of Provider Office EMR or CPOE?
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As you begin your activities as a REC, | urge you to be highly transparent about you will
prioritize the physicians and other provider organizations who will receive assistance. |
anticipate that this will include criteria based on need for assistance (i.e. targeting
providers who do not otherwise have access to technology support and infrastructure),
but | recognize that other criteria, such as giving priority to providers who serve
disadvantaged populations, may weigh in the balance as well. | recommend that your
processes be highly transparent about the priorities for the REC program, as this will
signal providers who are not on the “first priority” list to seek out other resources for
assistance with implementation.

You also should consider providing an appropriate level of assistance for those providers
who have access to technology support, but who may need help "getting over the goal
line” to meaningful use in a timely way. This might be a useful way of leveraging state
and federal resources to maximum effect.

| urge you to consider supporting hosted systems and “software as a service” models for
implementation, as not every provider is suited to maintaining an office-based EMR
system.

Additionally, I think one of the urgent needs for the provider community is assistance in
vetting and contracting with business associates, especially those that will host
information systems or maintain clinical data for providers. The development of
evaluation tools and metrics that would enable providers to critically evaluate business
associates could be extremely valuable, and could help providers avoid major problems
with mission-critical vendors.

While you have emphasized funding as a barrier for providers, | think funding in the form
of loans or other assistance should be a secondary priority as compared to technical and
business process assistance provided through I00s. The only exception | would note is
providers who are unable to take advantage of stimulus funding, such as pediatricians
who do not treat a significant proportion of Medicaid patients.
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The plan reads like I0Os are being invented to solve the problem. There should be more
explicit acknowledgement of the role existing private sector organizations will play in
implementing the state strategy. It's almost like MAeHC and other private sector
resources don't exist. They are never referenced by name.

The discussion of “Promote a Loan Program” on page 36 does not indicate when a
program would be undertaken or how sizable the program might be. Without specifics,
many providers may decide to await details, actually slowing down adoption. Anyone
thinking about investing in business wants specifics.

The approach to overseeing 100 activities throughout this section seems unfriendly to
business, unlikely to encourage IOOs to pursue contracts through the REC, overly
bureaucratic and almost completely unnecessary. The state has some of the most
qualified organizations in the country for assisting providers with EHR implementation
(Mass. eHealth Collaborative, Arcadia Solutions, Concordant, etc.). Most observers and
informed health care providers would not face any risk of not receiving fair value when
contracting with these organizations, but the plan makes it sound like the I0O0s are in
need of excessive regulation and state oversight. First, the plan calls for these
organizations to go through a certification process. Then, the state will have Clinical
Relationship Managers also working with the providers to oversee 100 activities, and the
I00s will have to go through recertification, which the plan says will help with the
sustainable business case for the REC. The whole approach sounds like it will place a
large user fee or business tax on the I00s and siphon off valuable program dollars, away
from helping providers and into a state bureaucracy that has not been justified in the
plan.

Where will the state hire its CRMs? Won't the state be competing with IOOs and
provider organizations for these staff, driving up salaries across the board and potentially
adding highly-paid workers to the state payroll? Or will the state hire untrained staff and
develop their health IT skills, which is unlikely to add value to the process? This sounds
like an unnecessary job creation vehicle for state government. Otherwise, why certify
I00s?

6.Implement Interoperable Electronic Health Records in all Clinical Settings....
Page 32

a. Overview - 2nd paragraph —Clarify use of meaningful use phrase —“... hospitals have
adopted and ‘meaningfully used’ a .....” Vs current which states ‘meaningfully use’.
Page 33

a. Achieving Meaningful Use of EHRs - Ambulatory offices - last paragraph — “providers
not contracted will also be able to utilize specific capabilities and services...” Is there to
be a cost associated with those providers who are not identified as priority? (as noted on
bottom of p.36).

b. Achieving Meaningful Use of EHRs - CHC'’s - Current state for CHC is focused on
those CHC’s who have not implemented — would suggest including presence of
standards for implementation and work towards reporting and improvement of both
process and outcome measures.

Page 35

a. Achieving Meaningful Use of EHRs - 1st paragraph - 3rd sentence — “...it will share
leading practices....” Does leading mean "best" and if so would consider changing
terminology to more consistent with what is more prevalent.

Page 36
a. Promote a loan program — Last sentence —“MeHI envisions a program where providers





use the incentive to pay back the loan” Suggest wording “envisions a program where
incentives gained by achieving mu can be used to off set loan costs”.

b. Endorse use of state funds -3rd sentence — “Another potential funding sources” —
either replace ‘another’ with ‘other’ or eliminate the 's' on sources.

Page 37

a.Build and Effective REC - 4th paragraph — The role of the CRM will need to be clearly
defined and recommend online feeback mechanism to assess practice satisfaction of
services both at REC and |00 levels.

b.General comment — Recommend creating collaboration for standard EHR configuration
and implementation approach that will facilitate achievement of meaningful use (vs just
preferred vendors and pricing).

Page 38

a. Certification of I00s —Suggest adding specific wording that includes necessary
workflow redesign and behavior change needed in addition to the technical and financial
support the 100 will need to perform. Identify who is actually certified and if there are any
standard requirements re process/approach to assessments and implementation.

b. Plan for IOO Certification — 1st paragraph — MeHI will need to assure the sustainability
model leverages what they will get from the HITRC: COP services, on line tools and
curricula, help desk resources so that they can provide ongoing VIRTUAL support to
paying docs after the money runs out. It should be assured sustainability does not put
undue burden on providers and create barriers to adoption.

c. Ensuring all providers adopt - last sentence — references that after the “majority of
physicians” have adopted other settings would be included in statewide efforts. There
does not appear to be reference to adoption by traditional specialists i.e., cardiology,
neuro, ortho.
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Comments on Section.5 Implement Interoperable EHRs in all Clinical Settings and
Assure They are Used to Optimize Care

Regarding the declarations of alignment of state and federal objectives and meaningful
use measures (p.32), please see our comments on Section 2.

The plan makes note of the Ch. 305 provisions on hospital CPOE adoption (p. 34). In
light of the subsequent enactment of ARRA/HITECH Act and the stated desire to align
state and federal objectives and meaningful use measures, we recommend that MeHI
consult with the Massachusetts Department of Public Health for the purpose of issuing
regulations implementing the Ch. 305 CPOE provisions so that state expectations align
with federal expectations, providing hospitals with the clarity and visibility that they will
require to plan for CPOE implementation as part of their larger EHR adoption plan.

The plan states that MeHI will work with public and private resources to establish a low
cost loan program for hospitals and physicians to fund some upfront capital requirements
(p-36). MHA is gratified to see the plan recognize this need. Subsequent clarification from
MeHI indicated that general obligation bonds are viewed as one source of funding.
Obviously, the need for investment capital is immediate if hospitals are to embark on
EHR adoption paths leading to achievement of meaningful use. We urge that this
initiative be viewed as a short-term priority for MeHI and pledge our support for efforts to
indentify the magnitude of the hospital need and for the advocacy that will be needed to
achieve the funding goal.

We would also note that the HITECH Act and proposed federal meaningful use
regulations give states latitude in applying meaningful use criteria for the first payment
year, allowing Medicaid incentive payments to be made without regard to meaningful use
standards for eligible hospitals and providers that can demonstrate that they have
already have installed, implemented, or upgraded EHR technology. It may be that some
credit-impaired hospitals or eligible professionals can have incentive funds distributed on
an "express" basis via Medicaid to help support continued progress on the path to
meaningful use.

The plan lists public hospitals and critical access hospitals among the priority targets of
the Regional Extension Center (REC) program, consistent with the ONC funding
opportunity announcement for Health Information Technology Extension Program:
Regional Centers Cooperative Agreement Program. It is our understanding that the REC
grant will specifically target for assistance primary-care providers (physicians and/or
other health care professionals with prescriptive privileges, such as physician assistants
and nurse practitioners) practicing in those two hospital settings among other priority
settings. We believe four Massachusetts acute care hospitals meet those definitions. We
will gladly assist any efforts by MeHI to assess the REC support needs for primary-care
physicians in those institutions.
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As currently drafted, the HIT Plan places too much burden on the practices for EHR
implementations and does not allow for scale and efficiency. Practice by practice
implementations have proven to be very difficult and costly. The more practice based
effort required and the more practice based decisions typically has resulted in longer and
more costly implementation cycles. Aggregating smaller practices has resulted in driving
down costs and timeframes. The other factor to consider is that standardization upfront
will result in a more timely and less costly effort for the HIE. The model as currently
stated would required the practice to sign and contract with up to 4 entities, including
Maehi, create fund flows and accounting to up to 4 entities. We believe the model for the
REC should incorporate the following:

1. Create a base set of services for practices to achieve meaningful use. Historically, the
spending has been $22k; we believe we should target $15k.

(a) There should be central services — including clinical content development, interfaces,
reporting, vendor selection, central technology management, program management.

(b) Decentralized practice based services — practice personalization, training, practice
HW/ remediation, EHR implementation.

2. Funds flow and contracting should be through the REC to the I00s — if not, there will
be administrative fees for each practice — it will get too expensive and time consuming for
both the practice, Maehi and the I0Os. We need to make it simple for practices — too
many decision points, too much individual contracting — they will be very challenged to
make meaningful use deadlines.

3. A sustainability model that includes:

(a) A dollar-matching incentives program to IDNs to encourage their practices to
participate in the REC.

(b) Retention by Maehi of a small percentage of the practice subsidy fee for the
centralized services described above.

(c) A fee charged to non-100s for certification of their implementations.

We would like to see more clarity in the section on meaningful use goals with regard to
automated communication with public health agencies. (page 35) First, we believe that
the term “public health agency” should be defined to explicitly include local health
departments, since local health departments are currently the recipients of automatic
(though not always electronic) disease reporting from providers. Second, we believe that
“communication” should be further defined to be clear about what it includes. What is
being communicated and how?

If we don't include homecare than EMR data about the patient will be inaccurate.
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MeHlI, as the Regional Extension Center (REC) for Massachusetts will be the Coordinator
of both the "core" and direct” funds. It is our understanding that this does not mean MeHI
will do all "core" and the I0QO's will do all "direct” work.  Thus we recommend that MeHI
consider the following:

MeHlI roles should be characterized by a set of principles; with the MeHI performing
those services that:
1) Benefit from economies of scale through centralization:
P Negotiations with EHR and hardware vendors, setting up peer
learning activities and providing an infrastructure (platform) that
can provide direct services virtually
2) Should be standardized:
P workforce development (with some form of certification to assure
that the practice coaches know what they are doing)
P vendor negotiations to assure that each is providing a similar set of
services,
P educational materials and a readiness assessment that
assures that selected practices have a foundation that will likely
lead to success.
3) Are associated with oversight and accountability to ONC:
b track funds flow and invoice ONC,
P meet with the HITRC as directed,
b track and report on progress, overall project management
4) Raise funds:
b for a loan program that can be used to help specific providers with initial capital
investment (not for consultative services.)

A sustainability model (for other primary care MDs and specialists) should leverage what
will provided by the HITRC:

1. COP services, on line tools and curricula, help desk resources, to ensure that ongoing
virtual support to paying docs will be available after federal

and state monies are no longer available. These customers may choose to work with
00 like organizations for in person support within their practices....or they may choose
not to.

Funds flow should not be administratively burdensome for either the physicians, the
I00s, or the MeHI. Well developed readiness assessments should be conducted before
contracts are signed between physicians and the MeHI to minimize the likelihood of
failure.

IO0s could be directly reimbursed by the MeHI to provide a standardized suite of
services

1. Upon agreement to work with a contracted physician (knowing that 1/3rd of the
ultimate direct services dollars for the physician will be available to the MeHI at the end of
the quarter.

2. when EHR "go live" is demonstrated and

3. when meaningful use is likely to have been attained.

The I00s are free to charge the physician for any customizations and support beyond
what is defined by the suite of services, but this should be made clear to the physicians
prior to their signing the agreement to work with the REC.

Care must be taken to assure the priority primary care providers are serviced with
REC dollars. Primary care practices supported in some way (either by financial or
through human resources) by large integrated delivery systems (such as Caregroup or





Caritas or an integrated IPA that makes decisions for the physicians on their behalf) may
be secondary customers of the REC, not the primary beneficiaries of the Federal dollars.

Success will depend on minimal intrusiveness into the clinical setting. Time is

money for these small practices, so any "real" time spent within their four walls must be
focused and of value to them. We recommend that the IOO be the primary "real time"
point of contact for these physician offices, with MeHI providing virtual contact and
support services.

We also recommend that the MeHI set reasonable expectations for its participating
physicians. Those who are now paper based may not get to stage 1 meaningful use by
October 1, 2011, especially if they do not actually start the process until this summer. A
2012 target may be more realistic, with the 2011 target more appropriate for those
already using an EHR of some sort.

Lastly, we believe that the overall operational plan for the REC to provide
services and achieve sustainability should be vetted publicly and modified as appropriate
prior to awarding contracts to 100s.
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As part of the federal government’s rule making on meaningful use, the Office of the
National Coordinator for Health Information Technology (ONC) released an Interim Final
Rule with Comment (IFC) that defined the criteria for certified EHR technology.

The IFC sets initial standards, implementation specifications, and certification criteria for
certified EHR technology. The initial set of certification criteria adopted by ONC specify
the capabilities and related standards required of certified EHR technology in order to
support EPs’ and EHs’ achievement of the proposed Stage 1 “meaningful use” criteria
under the Medicare and Medicaid EHR Incentive Programs.

ONC carefully chose to use the term EHR technology to accommodate the concept of
“EHR Modularity.” The IFC defines an EHR Module as “any service, component, or
combination thereof that can meet the requirements of at least one certification criterion
adopted by ONC.”

ONC created defines EHR Modules it believes that modularity will be “flexible enough to
account for innovations in an industry that continues to rapidly evolve and... leads to a
more competitive marketplace and allow those who adopt HIT to choose from a variety of
offerings ranging from subscription services, to vendor-based products, to open source
products.”

ONC forecasts that:

“it will be common in the near future for Certified EHR Technology to be assembled from
several replaceable and swappable EHR Modules. For example, an EHR Module
specifically designed to enable electronic health information exchange may be
implemented for the purposes of interoperability and participation in a health information
organization, regional health information organization, or some other consortium whose
purpose is to enable the electronic exchange of health information.”

Consistent with the national vision of a competitive HIT market enabled through
modularity, we recommend that the Draft HIT Plan describe EHRs, not as standalone
systems, but rather as EHR technologies and describe and cite the IFC’s treatment of
EHR technology certification.

Health information exchange is dependent on a standards based clinical formats and
content. It is dependent on a statewide infratructure for data transmission, much like the
widely used NEHEN system. This infrastructure is something each health facility can not
build alone and is we a very dependent on the state to accelerate its development on
behalf of the public good.
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Section 6. Develop and Implement a Statewide HIE to Support Care Coordination,
Patient Engagement and Population Health

As per above, | felt like | was re-reading the same points several times. | do feel again that
there is a coordinating role her for the State to define the standards that fit within the
Federal and State regulations regarding privacy & security which all provider organizations
and other members of the healthcare delivery system can adhere too. | do not feel that the
State should be the owner / operator of the State HIE infrastructure, operations or
technology. The State's role should be in the governance of that from a regulatory, legal
and standards perspective, not from a technical, implementation or operational perspective.

Home health may not be involved in an HIE, but the experience of home health agencies'
use of EHR's could also be looked to for lessons and guidance.

There is a huge amount of work in this area, very complex at multiple levels. Will require a
lot of resources and difficult for provider organizations and MD offices to make informed
decisions until a model has beeen adopted, with standards, that can be implemented at the
local/federal level. Ongoing financial costs could be significant for many and must be
recognized as a factor in adoption compliance.

As you develop the statewide health information exchange, | would urge you to be flexible
in your thinking and approach. There are several “health information communities” in the
Commonwealth that have implemented models of health information exchange in various
ways. These are not limited to the communities that worked with the Mass. e-Health
Collaborative. At least ten provider organizations across the Commonwealth host
electronic medical record systems for their affiliated physicians and serve as health
exchange communities.

The statewide network should build bridges to these existing communities of data
exchange and assist each of them in expanding and enhancing their data exchange
activities, without requiring them to abandon existing investments in health information
technology. Similarly, the New England Healthcare Exchange Network has made
substantial investments in health information exchange over more than a decade—this
investment should be leveraged to the benefit of the Commonwealth. | urge the Council
and the Institute to continue and expand its dialogue with all of these organizations.

The experience of these “early adopters” suggests certain areas in which the Institute might
be of substantial assistance. The complexity of state law with respect to consent,
especially laws calling for consent for “sensitive categories” of health information, calls out
for new business processes and technologies for collecting, updating, implementing and
transmitting consent information received from patients. This process of “consent
management” was identified as a substantial business and legal barrier to health
information exchange by the federal Health Information Security and Privacy Collaborative.
The Institute should make consent management a priority component of its health
information exchange efforts.

The Plan identifies certification of providers as a key component of the development of the
health information network, and that states that only certified providers will be permitted to





participate in the statewide network. While the need for security is unquestionable, | think
there are limits to the utility of certification, and limits on the ability of the Institute to
implement a “strong” certification program.

Reliance on certification creates the illusion that security is a constant state that can be
achieved and that the existence or non-existence of this state can be measured in a one
time certification. However, security is better thought of as an ongoing process that must
adapt to changing conditions. A security program is effective only if continuously
monitored, updated and enforced. A security program must be incorporated into the
operating policies of the entity that adopts it, and must be appropriate to the entity’s
technical resources, services and business processes. At best, a certification imposed by
an outside entity, such as the Institute, can only measure whether a set of pre-determined
safeguards are in place at a moment in time or over a brief measuring period. It is unlikely
that certification can determine whether those safeguards are the most appropriate
safeguards, or whether they are appropriately updated and implemented over time.

| am not against certification, but | note that it would be trivial to create certification
standards that are so simple that anyone can pass. Similarly, it would be not difficult to
create standards so stringent and rigorous that no one can pass. A reasonable certification
program that allows the Institute to confirm the presence of basic safeguards should be
combined with ongoing support in the form of educational resources, model policies,
technical standards and the like, so that organizations can not only implement a set of
standard safeguards to achieve certification, but incorporate security into their day to day
business processes on an ongoing basis.

Finally, | would suggest that while Chapter 305 speaks in terms of a single statewide
network, the goals of Chapter 305, the Institute and the Federal HITECH Act likely will
require many networks, some linked together, some working independently. Health
information exchange networks require technical architecture, privacy policies, and security
safeguards. Each component must reflect the purpose of the network, the type of data
being conveyed, and the like.

A network that will allow an emergency department physician to view medication history 24
hours and day, seven days per week, for a patient she has never met before will have very
different features from a network that is intended to enable quality metrics reporting using
de-identified data or a limited data set. Both of these networks in turn, will be very different
that one intended to support clinical research involving subjects who have signed
authorization forms for the use and disclosure of their clinical data for a research protocol.
Each will require its own technical architecture, privacy policies and security safeguards.
The "statewide network™ may well turn out to be several different networks. The state plan
should take this into account.
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Same as for the private sector / MAeHC comments in the preceding section. Except for
appearing in a single table, NEHEN's twelve years of work are never referenced, nor is the
MHDC's organizing role for MA-SHARE or EMHI’s work to establish interoperability
agreements.

Stating that “the majority of HIEs . . . are at the community level” is misleading when
NEHEN is statewide. It would be more accurate to state that “all but one are at the
community level”.

NEHEN's correct name is the New England Healthcare Exchange Network.

The diagram on page 45 is confusing and seems to describe a model that is more
centralized than hybrid. Several stakeholders are left out (e.g., payers) and there are
guestion marks and unexplained acronyms.

1)This section emphasizes building and developing a statewide HIE, leveraging only
lessons learned from successful existing collaboratives.

2)This section does not present a clear picture of the proposed approach for implementing
statewide HIE.

3)In HIT Guiding Principles, review the sentences elaborating each concept. For example,
the elaboration for Maintainability is more appropriate for Adoptability.

4)In Current Status of HIE for Massachusetts, change the phrase “building several
community and provider-based HIES” to “building several HIES” since the existing HIEs in
the table are not covered by the original phrase. For example, NEHEN is not community-
based or just provider-based.

5)Correct NEHEN's name in the Table 6 to New England Healthcare Exchange Network.
6)Update Table 6 description for NEHEN to include e-Prescribing.

7)In Massachusetts HIE: A Hybrid Model, the diagram is not explained and does not seem
to correspond to the text.
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7.Develop and Implement Statewide HIE

Page 41

a.Overview — top of page — Using the future state example it is mentioned that insurers will
be making specific decisions re Jane’s care. The role of the insurer has not been
mentioned in great detail. It would more likely reflect that HIE data can have greater impact
in management of the larger population as a result of trending and outcomes based on
utilization and availability of services. Therefore the data can be used to determine the
design of services provided.

b.Overview - top of page — Suggest use of language to describe that care is delivered by
teams.....and coordinated with providers outside of the PCP office.

c.HIE guiding Principles — The guiding principles of adaptability and extensibility do not
seem measurably different, would suggest combining and /or redefining for simplification.

Page 43

a. Priority services table- Electronic clinical lab order/delivery —While there might be 40%
penetration of EHR use it should be noted that not all of these have effective lab/order
interfaces established and will need additional work to achieve such.

b. Priority services table - put prescription refills and fill status together; MLCHC - in quality
reporting.

c. Priority services table - Priority table does not necessarily address the gaps — may
benefit from adding the focus for each of these areas.

Page 46

a. HIE Financing - 2nd paragraph -second sentence - governance model reference in
Chapter 2 - not well defined in terms of the who makes decisions. Did you actually mean
Chapter 3.
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Comments on Section.6 Develop and Implement a Statewide HIE to Support Care
Coordination, Population Engagement and Population Health

We note that the plan declares that "Neither state nor federal funding should be viewed as
a primary or ongoing source of [statewide HIE] funding " (p. 46) and that among the next
steps in the process for development of the statewide HIE is to "Establish appropriate
governance structure" (p.42). It is perplexing then to find the statement that "Decisions
concerning the long-term business model will be made according to the governance model
described in Chapter 2" (p. 46). In the National Governors Association's Report to the State
Alliance for e-Health: Public Governance Models for a Sustainable Health Information
Exchange Industry (February 2009), several governance models are described for HIEs
offering differing balances of public and private sector decision making authority. We would
urge that governance models be considered that reflect the anticipated absence of primary
or ongoing government funding as planning for the HIE proceeds. Repeating our comments
from Section 2, the best governance model is the model that will most efficiently and
effectively achieve the HIT goals set forth in the plan.

We are also puzzled and concerned by the attention to "quality reporting” (pp. 43-45) in the
HIE discussion and the apparent determination that quality reporting is an application that
should be centralized (p. 45) under the hybrid technical architecture envisioned in the plan.
We refer you back to our comments in Section 2 on aligning with the quality and safety
measures and reporting mechanisms that are embedded in the proposed federal
meaningful use regulations, as well as existing measures and mechanisms already
adopted for the CMS pay-for-reporting program and related reporting for national
accreditation programs. It is far too early to plan applications related to quality reporting
until there is greater clarity on the measures and mechanisms that hospitals and physicians
will be expected to adhere to for federal reporting. Again, we note the plan's stated goal of
aligning with federal requirements.

It may be helpful, in this regard, to make a distinction between so-called quality reporting
and public health data reporting, rather than discussing them as related issues.
Presumably, state public health authorities would be able to identify public health reporting
applications that could proceed without regard to federal reporting requirements, and
advise on the suitability of centralized data collection for these purposes.

One significant need | see to facilitate easy sharing of data is relates to unstructured data.
An EHR can capture only so much information in a structured format (e.g. vitals and other
"checkbox" or simple data entry type information), and non-standard information collected
and captured will most likely be unsupported, unless we can include/attach electronic
versions of original documents (e.g. a scan or fax of a lab report, doctor's note, old patient
records, and also original files such as DICOM images, ECG, etc.) It will be important to
make sure sharing of these unstructured documents be simple, secure, and auditable.

A second aspect is being able to correctly permission individuals accessing this protected
information -- ensuring patient privacy while complying with HIPAA requirements. Because
a patient may have multiple physicians for different aspects of care, being able to "slice and
dice" access control can be complicated. This should be evaluated closely for compliance
yet made as easy as possible for end users, including patients and care givers.





Barbara

Mike

Lori

Craig

Ferrer

Miller

Evans

Fletcher

Comment 1:

Though the title of this section mentions improved population health as a desired outcome
of increased sharing of health information, this section of the Draft Plan does not create a
vision of how this would occur. For example, in the “Jane Doe” case study, the Plan
discusses that Jane will experience greater coordination among her various health care
providers and that the state will be better able to measure quality of care based on the
outcomes that Jane and other patients experience. (pages 40-41) Nowhere in the Draft
Plan is the role of the local health department discussed and the value of the state public
health department seems to be limited to determining quality measures.

For example, perhaps Jane’s health data is entered into a diabetes disease registry, which
shared with Jane’s local health department. The local health department does an analysis
of the data and recognizes that there has been a 25 percent increase in diabetes incidence
in Jane’s neighborhood over the last 5 years. The health department does a neighborhood
assessment and finds that Jane and her neighbors lack access to healthy fresh foods and
that the neighborhood recreational areas are not accessible at a time when working
families could use them. The local health department works with neighborhood groups to
identify a location for a farmers’ market and also helps merchants get loans for extra
refrigeration units so they can offer more fresh fruits and vegetables. They work with the
town’s parks department to ensure that swimming pools and recreational facilities are open
later in the evening. The local health department continues to track incidence of diabetes
in Jane’s neighborhood and is able to determine whether the public health interventions
have been successful.

Comment 2:

Again, in table 7, there is recognition that the state collects public health data through
electronic reporting, but local health departments also do this and it should be
acknowledged in the chart.

We would suggest considering quality as part of the system and architecture, not a specific
destination. This will help with an ongoing feedback loop. This can be done through the HIE
or third party, but should be tightly integrated with the HIE environment.

Also, consider analytical services as part of the system and architecture as a value-add
service to providers. This is something MeHI could charge a fee for and use as part of your
sustainability objectives.

In addition to the HIE Guiding Principles listed on page 41, we recommend the inclusion of
the following:

- Scalability: The HIE architecture should be based on service-oriented architecture
patterns such that the shared services enable adaptability in a rapidly changing technical
environment, are sustainable in the short and long run and can scale to the
Commonwealth’s market complexity and accommodate its heterogeneity.

As discussed in above comments, HIE can be used for public health enhancement. The
State must provide the leadership for this development.
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Section 7. Create a Local Workforce to Support HIT Related Initiatives

This is a lofty and clearly a long-term strategy that will not be able to be effective in time for
either the Federal meaningful use incentives or the State Chapter 305 regulations. | applaud
and support the efforts to do this, I'm just not sure we will see the benefits in time to meet our
other goals. It takes time to develop a more highly skilled and trained workforce which |
agree wholeheartedly with, I'm just not sure it fits within the time context of the other
initiatives outlined in this plan.

This is a significant issue and glad that it is being addressed. The approach is a good with
some concern that enough priority be given to enhancing the skills of current work force. If
they were to be the first target than they could used as mentors to those who are entering the
field with no real experience in healthcare IT. It is important that prior experience with clinical
workflow and or the technology be recognized as a key factor in new users being adequately
supported through an implementation; especially for those who are being pushed into
utilizing.

This section should contain plans for developing a health IT workforce in Massachusetts not
only to satisfy local demand, but also to export nationally and internationally. Based on
MTC’s economic development mission and the leadership Massachusetts has in the area of
health IT, we should be creating jobs and growth opportunities for local companies to satisfy
the global demand for HIT expertise. Otherwise, would we expect New Hampshire or
Arkansas to create all the HIT workers in their state? If not, wouldn't it be nice if they were
getting their help from companies and residents of Massachusetts instead of say Texas or
Vermont? The same is true for internationally HIT workforce development opportunities. |
tried to make this point in the roundtable with Governor Patrick, but it apparently did not make
it into the thinking around this plan. Health IT should be an engine of economic and job
growth for Massachusetts, and that's not described.

8.Create Local Workforce

Page 49

a. Short term needs — Create consistency in language so that it reads effectively - 2nd and
third bullets- start with a action word....Create traveling teams; establish an online community

Page 50
a.The future - second sentence - training is raining

Page 53

a.Outcome and Quality Measures - These measures focus primarily on measures that have
historically been managed at the hospital level and have little connection as stated to the
ambulatory setting. Given the focus on priority providers it will be important to make
connections i.e., emergency room usage and preventable hospitalizations have measurable
components in both settings. Specifically, access to health data on transitions/care
coordination. In addition, NQF measures applicable chronic care or preventive care
measures should be utilized i.e., Cancer screening and immunization rates; diabetes care





Barbara Ferrer Again, we believe that there should be special mention made of public health informatics in
the long term needs section (page 49).

Craig Fletcher Education and training of health staff, both current employees and current students, will
enable our insitutions find appropriate staff.
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Section 8. Monitor Success

Certainly necessary and good in the context of the MeHI work. | also feel this is a
good role for the State to play since it is oversight and ties in with the PMO role. |
support this part of the plan.

Again it is necessary to monitor success. It will be key that coordination of reporting
requirements across state and federal goverment agencies be done by the state or
the strain on providers will be enormous and decrease effectiveness of the overall
plan. Reporting requirements should begin with those already being conducted as
described with new reporting requirements being added slowly and only when state
can accept data electronically.

On page 51, there is a reference to aligning with quality metrics being developed by
the HCQCC. CMS is also developing quality metric reporting requirements as part
of meaningful use which are probably more important than HCQCC metrics. | would
guess that the HCQCC will adopt the CMS metrics.

The wording throughout this section is awkward and hedging. It should describe a
real process for measuring “progress” rather than talking in general terms about
“success”.

9.Monitor Success

Page 53

a.Outcome and Quality Measures - These measures focus primarily on measures
that have historically been managed at the hospital level and have little connection
as stated to the ambulatory setting. Given the focus on priority providers it will be
important to make connections i.e., emergency room usage and preventable
hospitalizations have measurable components in both settings. Specifically, access
to health data on transitions/care coordination. In addition, NQF measures
applicable chronic care or preventive care measures should be utilized i.e., Cancer
screening and immunization rates; diabetes care

Comments on Section.8 Monitor Success

The plan states that "...to prevent confusion and challenges associated with multiple
reporting requirements, it will be important for the Commonwealth to align and
synchronize the collection and analysis of performance measures across initiatives”
(p. 53). While it is commendable that the need for coordination and alignment
across state initiatives is recognized, we must repeat MHA's concerns expressed in
Section 2 and Section 6 on the critical importance of aligning with federal
requirements. The plan should adopt the sensible principle that hospitals and other
health care providers should be expected to report performance measures one way,
one time, and to one place, and seek to employ health information technology to
achieve that goal.
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We note that the performance measures for meaningful use in the area of
population health are extremely weak. (page 54) There should be a detailed
explanation of what is meant by “communication” with public health agencies and an
explicit acknowledgement that local health departments are among those public
health agencies with whom hospitals and physicians should be communicating.
How is “communication” measured? What is being communicated and how? We
recommend that this section include more details so that we can be sure that we all
agree on the expectations.

Needs to include homecare, as homecare providers who deal with people in their
homes

Homecare also deal with pts who are frequently in and out of hospitals and it is
important that data collected in the home is available to all providers

Consider quality as part of the system and architecture, not a specific destination.
This will help with an ongoing feedback loop. This can be done through the HIE or
third party, but should be tightly integrated with the HIE environment.
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Section 9. Path Forward

| think it is an aggressive plan. If we accomplish just the State-wide HIE in that
timeframe | think most would agree we have really done something. If anything |
would recommend a hard look to see if there are pieces / parts that could be scaled
back or trimed out so that a more focussed approach has a greater opportunity for
success. This feels a bit like the 'kitchen sink' plan - meaning it includes everything.
This is good to start with a comprehensive plan, but then take a critical eye and
determine what the key elements are that are imperative and make those the first
priorities.

Addressing the issue of sustainability is critical in planning the way ahead. The
stimulus funding from ONC to drive the development of HIE is one time only and is
unlikely to be sufficient to develop a sustainable system over the long-term. A number
of other States are addressing this challenge by seeking active participation and
investment from stakeholders such as health plans and providers in the development
of HIE infrastructure. Similarly the active involvement of stakeholders who already
have significant $ and emotion invested in current solutions will be critical in ensuring
the development and adoption of a pragmatic and cost-effective system.

As stated the vision will require significant resources and collaboration of multiple
stakeholders. Resource, financial and human, availability is a huge issue for
providers and not fully recognized in the plan, especially d/t the 2015 timeline.
Achieving many of the desired outcomes should be recognized as a factor that will
come only after all objectives are met and operational for a period of time and that
factors outside of the HIT plan control can impact success.

The table that starts on page 55 is too high level to be useful. It needs real dates and
descriptions of the tasks.

10.Path Forward

Page 56

a. Key Milestones - 2011 Milestones should identify % of priority providers that will
achieve meaningful use, of practices recruited, what will have been accomplished and
achieved.

b. Key Milestones — 2010 recruitment efforts should be adjusted to maximize financial
reimbursement to support the REC.

c. Key Milestones — suggest use of consistent terminology for Ad Hoc / Advisory work
groups.





