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The eighteenth meeting of the Massachusetts Health Information Technology Council was held on
December 22nd, 2009, in the Matta Conference Room at One Ashburton Place in Boston,
Massachusetts.

Secretary Bigby called the Meeting to order at 3:34 p.m.
AGENDA ITEMS
I. Approval of November 10th Minutes

After motions made and seconded, it was unanimously agreed to accept the draft minutes as the official
minutes of the November 10th meeting.

Il. HIE/REC/WFD update

Dr. Richard Shoup started with an update of the various funding opportunities from the Office of the
National Coordinator.

Key opportunities pursued by the Massachusetts eHealth Institute:

= HITECH Regional Extension Center to support implementation of electronic health record
systems in 2500 physician offices: applied for approximately $15 M for Massachusetts (MeH]I)

Things have changed at the Office of the National Coordinator, and they have combined cycles 2
and 3. The new date for a decision to award is scheduled in January. Dr. Shoup reminded the
Council members that there is core support and direct assistance. We would support a number of
providers in the state.

=  Summary of Funding — Total $640 Million (Average Award is estimated to be $8.5
Million)

Awards are anticipated to range from $1 Million to $30 Million

There will be approximately 70 awards

Award length = 4 year project — two separate two-year budgets.

Estimated start date is January 15, 2010

Award of 4 year cooperative agreements. Initial preliminary application was due on
September 8th with matching requirements as follows:

FY2010 = 90/10
FY2011 =90/10
FY2012 = 10/90
FY2013 = 10/90



It is expected that each Regional Center will provide federally supported individualized technical
assistance to a minimum of 1,000 priority primary-care providers in the first two years of the
four-year cooperative agreement project period — which must represent at least 20% of primary
care providers in the “region”

HITECH Statewide Health Information Exchange with collaborative governance and sustainable
funding model: applied for $ 945K in planning funds out of total of $10.6 M for Massachusetts
(MeHI)

Awards to states and qualified State Designated Entities (SDESs) to develop and advance
mechanisms for information sharing across the health care system

Total funding is $564M with grants in the $4M - $40M range over 4 years — est. start date:
1/15/2010

Grants to establish and implement appropriate governance, policies and network services within
the broader national framework to rapidly build capacity for connectivity between and among
health care providers

Avreas of focus include the following:
= (Governance
= Finance
= Technical Infrastructure
= Business and Technical Operations
= Legal/Policy
ARRA Workforce development grant through Department of Labor for health information
technology training: EOHHS applied for $4.9 on 10/5/09 and MeHI may need to provide some
support.

Dr. Shoup explained that MeHI has applied for these grants and the expectation is that we will hear
something from Washington in January.

Ms. Fenichel asked Dr. Shoup to reiterate what we are expecting to hear in January. Dr. Shoup
responded that we have been told that there should be an announcement in January as to who will be
receiving funds and the amounts of the awards. Secretary Bigby added that we have heard some
feedback, and all has been positive.

Next Dr. Shoup explained that there are a few new funding opportunities. The first is regarding training.
We are not leading this effort but we are teaming with 13 other participating Eastern states to apply for
this grant.

Community College Consortia for HIT Training

5 regions created by pairing contiguous HHS regions

NE and Mid-Atlantic with potential for $ 17.25M in funding for 2 years

Community College educational programs to begin by 9/30/2010 and be completed within 6
months



Focus on 6 skills supporting EHR implementations
= MeHI coordinating 13 states:
= NE status plus VA, MD, PA, NJ, NY, W.VA and DEL
= | Ol due 1/6/10 and full application 1/22/10

Dr. Shoup stated that earlier in the day the eastern states held the second conference call to discuss this
opportunity and another call is scheduled for next Wednesday. Then as a combined effort we will
submit the letter of intent by January 6, 2010. Currently it appears that Pennsylvania will take the lead
with the input from the other states. The group will decide how to distribute the funds. We have not
worked through all the details to date.

Ms. Adair asked a question in terms of skills, is that something that has been agreed upon. Dr. Shoup
responded that there is another funding opportunity that is about developing curricula for HIT training,
and using funds to provide the Community Colleges with the curricula to train the workers. For the
grar;t opportunity just discussed this has not been determined. The full application is due on January
22", 2010.

It was at this point that Dr. Shoup explained that it may make sense to change the order of the agenda
slightly and discuss the Beacon Communities opportunity and then come back to the HIT Plan.

[11. Beacon Communities
Dr. Shoup walked through a power point presentation explaining the Beacon Communities funding

opportunities and what will occur. (That presentation has been posted on the MeHI website
www.maehi.orq)

Basically this is an opportunity to shine a light on communities that have advanced HIT capabilities, and
for Massachusetts it is an opportunity to showcase our leadership in this area. The objective is to show
what a state may look like in five years, or where we think we want to be in five years.

It will target a community that has at least 30% of physicians with installed EHRs (urban setting) and we
have communities that meet that threshold. It will be up to the Beacon Community to determine the
quality outcomes they wish to measure, but the community must also demonstrate a public / private
partnership. This grant opportunity will provide funds to advance Meaningful Use criteria at it will
show how it can be a “beacon” for the rest of the country.

Use of Funds:
* IT and Exchange Infrastructure
* Integration of HIT Into Care Delivery
» Evaluation, Performance Monitoring and Feedback

The Letter of intent is due on January 8" with a full application due on February 1. As with many
other grants, this is a great opportunity with very short time lines. The City of Boston working with
Aligning Forces (50+ organizations in Eastern Massachusetts) will lead the effort in applying for this
grant.



Rick is involved as the Director of MeHI and as the state HIT Coordinator. Medicaid and others are also
involved. The level of participants is comprehensive and reflects many organizations in the greater
Boston area. The slide in the presentation of the Proposed Participants represents more organizations
than are expected to participate.

Aligning Forces is at the point in their evolution where they can demonstrate many of the key items
described in this funding opportunity. Other stakeholders have been noted and a discussion ensued
about what specifically needs to occur for the letter of intent.

Much of the project has yet to be determined but it will be presented in the context of supporting
healthcare reform. For this opportunity, HIT is not a driving force.

Massachusetts will support multiple applications as long as they meet the grant criteria and coordinate
with the state.

Lisa asked a question about the details of the project and Dr. Shoup responded that the “LOI is still in
development.”

Massachusetts Health Quality Partnership is drafting the Letter of Intent and they will share with the
broader project group prior to its due date.

Debbie asked how we see the funds being aligned with the work we are trying to do and how would we
be able to align ourselves and prioritize without getting in each other’s way.

Dr. Shoup responded that there will be coordination through MeHI and the Ad Hoc workgroups;
aligning all efforts while ensuring that we are working closely together. It is a lot to manage.

Mr. Adams added that Dr. Shoup will be an informal presence as no state employee can be involved in
decision making. Everyone will be aware of all that is going on. One way to ensure coordination is to
have a MeHI staff member on each Ad Hoc workgroup.

IV. HIT Strategic Plan Update

Before Dr. Shoup presented the update on the HIT Strategic Plan, Dr. Bell mentioned that one approach
for managing the goals of the strategic plan is to prepare a matrix demonstrating how they all work
together. Dr Shoup added that once we have come to agreement on the vision and goals then that will
inform the process.

Dr. Shoup then began that the HIT Council hired Deloitte to develop a supplemental Strategic Plan (to
the first one from Boston Consulting Group). Secretary Bigby interjected that the BCG document was
never a plan, but we are in the process of developing a plan.

Dr. Shoup continued that there was a draft of a written plan submitted on October 16 that Deloitte

provided to us for the HIE grant application. Unfortunately, it was not what we needed. What we
require is less technical and includes the vision for the future: a strategic and not an operational plan.
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We then asked Deloitte to redraft the plan and once there is consensus within the council, the final draft
strategic plan will be posted on the MeHI website for public comment.

We are well into drafting this second version and we have received feedback from the council. This is a
good place to get consensus.

Secretary Bigby pointed out that our plan is not about putting technology in health care but using
technology to support health care delivery.

Ms Fenichel asked for an explanation of the process. Dr. Shoup responded that we received feedback
from the Secretary, Dr. Bell and Ms Adair on the discussion for today. We did not want to waste
council time reviewing ongoing HIT plan drafts unless the process was at a place to confirm the vision
and goals allowing us to move forward.

Deloitte has been drafting chapters and they have even brought in professional writers. They are doing
it the right way and then once we get a consensus on the vision and goals then we can proceed to next
steps.

Ms. Fenichel responded that there is a lot to comprehend in one hour and come to agreement on.
Secretary Bigby explained that we are not signing off on the four goals today.
Mr. Adams added that this is not a document to approve but a conversation around goals.

Dr. Bell thanked the Secretary for turning everything around because there were no goals in the first
draft plan. Secretary Bigby stated that we need good solid goals first. Dr Bell continued that the
attempt today would be to get the ship in the right direction.

Ms. Fenichel responded that it is a process that isn’t clearly understood. She added that there should be
transparency around who is part of these conversations and why.

Dr. Shoup then discussed the goals.

Goal 1: Improve access to person-focused healthcare: Each individual has a unique combination of
health-related risks and/or conditions. Therefore, the Commonwealth will continually strive to support
access to the best care for every person seeking care. In addition, consumers and patients will have
increased opportunity for well-informed and personal choices through use of technology.

Objectives:
» Improve adoption of HIT by all caregivers in the Commonwealth, supporting efforts to improve
clinical outcomes.
* Improve provider use of technology that will support patient centered medical homes and the use
of technology to transform practice as appropriate
» Improve provider use of technology to manage chronic disease and improve health outcomes.
» Provide access to personal health information for all individuals who desire access.



Dr. Bell pointed out that this is focused on healthcare, what would others think of broadening to a
personal focus?

Ms. Fenichel responded, but what about health and wellness, not just sickness?
Secretary Bighby stated there is a goal on health.
Ms. Aranow asked for clarity regarding goals.

Secretary Bigby directed everyone’s attention to the third bullet that addresses chronic disease. The first
bullet is generic and then the third, a bit more specific.

Ms Fenichel expressed that ‘adoption’ is one thing as in the first bullet, but the third bullet states, ‘use’.
We need to use language clearly and consistently.

Goal 2: Improve the quality of health care across all providers: The quality of care should be
predictable. Data from EHRs, claims, and other sources will be available as more providers adopt HIT.
These data should be used to identify areas that need improvement at the individual provider level and
across systems of care.

Objectives

* The Commonwealth will adopt a common set of quality measures across all payers and providers

» The Commonwealth will adopt meaningful use measures as defined by the federal government
for reporting purposes

e Support patient-centered care coordination that results in fewer preventable hospitalizations,
readmissions and other indicators of poorly coordinated care.

» The state will collect and report quality measures for all providers and track progress on reaching
quality improvement goals.

Dr. Bell stated that Goal One is to improve access; Goal Two is to insure that it is measurable. She then
stated that she had missed this distinction originally.

Goal 3: Improve efficiencies in the health care system and slow the growth of health care
spending: The Commonwealth has several opportunities for improving efficiencies in the delivery of
health care. As the state explores payment reform as a mechanism for slowing costs HIT must support
the transformation of the payment system to a more transparent and efficient one.

Objectives
» Improve efficiencies in the system by streamlining administrative tasks through the adoption of
HIT

» Decrease duplicative administrative functions for providers
* Use HIT to support evidence based medicine

Ms Aranow stated that there is an opportunity to use stronger language to engage the vendor
community. It is implied, but we should be stronger to engage self-developed systems.



Other comments were made regarding the EHRs to produce acceptable bills for payment. Reduce
redundant clinical payments as well. Engage self-development community (EHRS) to align and
integrate the applications.

At this point there was an extensive conversation regarding wordsmithing.

Goal 4: Improve population health: The healthcare system must deliver care to a broad array of
patients with unique conditions. However the health needs of different communities are determined by
factors other than the health care system. In order to improve the health of communities and entire
populations, the Commonwealth must have the ability to monitor the incidence and prevalence of certain
health conditions and health status, identify interventions that improve health outcomes and complement
medical care with public health approaches to addressing health status. HIT should provide the
Commonwealth with the necessary tools to monitor conditions related to the public’s health for ongoing
public health programs, to support emergency preparedness, and inform the impact of health care
reform.

Objectives
» Support patient-centric care coordination within and among communities across the state and
surrounding state
» Support the Commonwealth’s public health surveillance and improvement initiatives
» Improve healthcare system efficiency, resulting in better value for Commonwealth residents

Ms. Fenichel addressed the Secretary, “is this where there would be a wellness piece?” Secretary Bigbhy
responded in the affirmative and Dr. Shoup added as an objective.

Dr. Bell stated she would like to go on record that this approach to goals is great and then added that
something about safety seems to be missing. There are a number of things we could add to make it a bit
more robust, but then she added that she endorses this goal approach.

Ms Aranow seconded that thought and stated that this lays out the four goals we are trying to achieve in
Massachusetts. Could we use the objectives to direct our efforts in certain parts of the populations, help
align members in the private hospitals? It is done a little in the chronic disease section. Maybe we

could state, one or two practitioners or low income. | don’t know if that is too much to ask at this time.

Dr Bell asked if we should consider how we then measure the objectives. “l am not saying put a line in
the sand, but there would be a process that could be measured.”

Dr. Shoup then read the slide regarding achieving HIT Goals and Objectives as follows:

Strategies to Achieve the Commonwealth’s HIT-Related Goals and Objectives

The Commonwealth of Massachusetts understands that achieving these goals and objectives will require
a core set of strategies to ensure that all healthcare stakeholders move forward together in support of our
Vision. These core strategies include the following:

1. Establish Governance: Individual organizations have found that clearly defining the decision-
making process around HIT-related projects is key to the success of the project. Past
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community-wide HIT pilot projects in the Commonwealth have demonstrated a greater need for
governance in projects involving more than one organization.

2. Ensure Privacy and Security: A patient’s confidence in the way those involved in handling or
accessing their health-related information is at the core of their trust in the healthcare system.

3. Implement HIT in the Clinical Setting: As mentioned previously, only 40% of providers in
the Commonwealth use an EMR in their office, and few patients have timely electronic access to
their health-related information.

4. Implement HIT in support of Population Health: The Commonwealth has found that
electronic reporting of information required for public health or quality reporting can
dramatically improve accuracy while decreasing resources required to support older manual
processes. However, very little information is reported electronically today.

5. Ensure Workforce Development: HIMSS has found that there is a 40% gap in the number of
experienced professionals required to implement all HIT-related projects in the country when
compared to those available to perform the work today.

6. Monitor Success: In order to keep the Commonwealth ‘on track’ to achieving its HIT goals and
objectives, it will implement a program to monitor progress.

Ms. Fenichel pointed to core strategy #2. She added the provider has to trust the system as well.

Dr. Bell stated that we need a good governance model. The real question is ‘what is our strategy for
governance?” There is a public / private partnership. It is 40% physicians? We have a lot of providers
that aren’t even close, so do we start with physicians, and then go forward with other providers?

Dr. Shoup explained that it is the physician then we move to physician assistants, and other providers.

Ms. Fenichel stated that needs to be spelled out. To which Dr. Shoup responded that it will be in other
chapters.

He then concluded his presentation explaining that we have made note of your comments, and we will
incorporate. Secretary Bigby added that it would be sent electronically and the council could edit.

Dr. Shoup explained that he would make these changes and send it out to the council tomorrow.

V. Ad hoc work groups

Dr. Shoup went next on the agenda to discuss the Ad hoc workgroups. He explained that part of the
governance structure we developed includes that anyone making recommendations cannot (financially)
benefit from their suggestion. It will be up to the Council to name these groups, and instruct and inform,
what is expected of them.

There are a number of activities underway, REC, HIE, WFD, Beacon, where we are going to see the

same people. One of the recommendations that came through the Beacon discussion is that we could
bring in all these activities and inform these workgroups.
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VI.

He then referenced a document that was distributed to the council at the beginning of the meeting. What
you have in your hand out are groups we have named, and folks we thought should be in each group.
Then you have a blank page. He requested that the Council members look it over again through the lens
of a public / private partnership. We need the best and brightest.

Dr. Bell noticed that some groups are larger than others and asked if there may be subsets. Dr. Shoup
stated yes. We thought we would err on the side of more than less. Then depending on the project or
concern, we may choose a subset. This could be vendors or any number of individuals. It has been
structured in a way not to exclude.

Ms Aranow asked if we know how to get long term care involved? Should they be active participants?
Dr. Shoup stated that absolutely they should be involved and then added if the council notices any other
key stakeholder missing, to please point it out.

Ms. Fenichel stated that consumer education is something that should include the consumer voice and
elicit input from and give information back to the consumer. Consumers have ideas of what they want in
a personal health record. This (the description of the Consumer Education and Outreach Workgroup)
seems more like marketing to the consumer.

Dr. Shoup stated that the goal is to get consumer input. Dr. Bell added that we need good consumer
input on the HIE technology side as well.

The Council held a brief discussion concerning the lists they were reviewing. Including how we would
reach out to the various groups, if people knew they were on the lists? It was commented that Ms.
Gilboard of MeHI has been reaching out to hospital associations. Ms. Fenichel added that we need to
cast a wide net. And then asked what kind of time commitment is going to be expected.

Dr. Shoup stated that we need to be sensitive to schedules, and be flexible which may mean to meet in
the evenings. There may be times of intensive meetings; there may be other times when matters are a bit
more routine. He further stated that there needs to be Council members and MeHI staff members
involved in all of the groups.

Other

As there was no other business to discuss the meeting concluded at 4:45 p.m.
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