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Objectives

e Describe the 5 health priorities for
meaningful use of HIT

e Describe the 4 broad themes of the federal
strategy for HIT



Federal Strategic Plan (FSP) for HIT
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Federal Strategic Plan for HIT

* Intended to set an approach and priorities for moving
forward, rather that identifying a complete set of actions

that would facilitate widespread adoption and use of HIT.

e Describes strategies and HIT infrastructure that can serve
as a foundation for developing programs that enhance
— quality of health care,
— population health,
— privacy and security protections,

— other values inherent in the vision



FSP for HIT-draft vision for health system

e Alearning health system that is patient-centered and uses information to

continuously improve health and health care of individuals and the population.

— focuses on the needs of individuals and population health to create a
health system that is Patient-centered, Safe, Timely, Effective, Efficient,

Equitable.

— individuals can make informed decisions about their health and health

care;
— patients can exercise choices about sharing of their data;

— decision makers have access to the right information at the right time in a

secure environment;
— health delivery system is more efficient; and

— the health care industry continues to improve population health.



HIT supports realization of that vision of health system

e HIT provides a critical infrastructure

— tools that can expand current capabilities to collect and

manage data to help create a sustainable system

— facilitates getting the right care to people when they need
it

— captures the results for improvement in care, and

— create and share knowledge



Federal Strategic Plan for HIT- 4 themes

e 3 establish the foundation and infrastructure
to support a learning health system

— Meaningful Use of HIT,
— Policy and Technical Infrastructure,
— Privacy and Security,
* |everaging these resources to create a
— Learning Health System.



Meaningful Use of HIT

 Goal: Improve health outcomes, quality, patient safety, patient
engagement, care coordination, and efficiency of the health care
system through the adoption and meaningful use of health information
technology.

* Principles
— Focus on health outcomes aligned with national health priorities set by
national consensus groups.

— Use Federal policy levers and ARRA programs to develop meaningful use
criteria that align the HIT adoption programs with national health
priorities.

— Include patients and caregivers as primary participants in health
information sharing.

— Balance achievability by a broad array of health care professionals with
the urgency needed to stimulate significant progress toward improved
health and health care.

— Stage meaningful use criteria to provide a glide path for phased
implementation that avoids dead-ends.

— Prioritize use of resources to provide support to areas and providers that
have the greatest need.



Policy and Technical Infrastructure

Goal: Enable management and secure exchange of electronic health
information to meet goals in Theme 1 and 4 through the development
and support of appropriate policies and technical specifications.

Principles
— Policies and technical specifications required and/or promoted by the

Federal government should allow providers to achieve meaningful use of
HIT.

— The Federal government should leverage market innovation in
information and communications technologies to foster appropriate
health information exchange.

— Effective health information exchange should enable all participants,
including patients, in the exchange to contribute toward achieving
meaningful use.

— Policies and technical specifications should be kept as simple as possible
and be designed for implementation by all participants.

— Policies and technical specifications should make possible and promote
increased patient engagement and access.



Privacy and Security

Goal: Build public trust and participation in HIT and electronic health information exchange by incorporating

effective privacy and security solutions in every phase of its development, adoption, and use.
Principles

— Privacy and security solutions should be consistent with the Nationwide Privacy and Security Framework

for Electronic Exchange of Individually Identifiable Health Information.
* Individual Access
* Correction
* Openness and Transparency
* Individual Choice
e Collection, Use, and Disclosure Limitation
* Data Quality and Integrity
e Safeguards
e Accountability

— Solutions should enhance privacy and security while facilitating the appropriate access, use and exchange

of health information to achieve health outcomes.

— Privacy and security solutions should be flexible to adapt to evolving technical capabilities over time



Learning Health System

e Goal: Transform the current health care delivery
system into a high performance learning system
by leveraging health information and technology.

* Principles

— Health information should be used to facilitate rapid
learning and innovation in diagnosis, treatment, and
decision making to improve health outcomes and to
enhance health system value.

— HIT should help engage patients and providers to take
active roles in creation and application of evidence-
based care.



Meaningful use health priorities

e|mprove quality, safety, & efficiency
eEngage patients & their families
e|mprove care coordination

e|mprove population and public health; reduce
disparities

eEnsure privacy and security protections



Timeline

* Within each of the above goals are care goals,
objectives, and measures for three time periods,
each with advancing levels of functionality:

— 2011 — Electronically capture in coded format and to

report health information and to use that information
to track key clinical conditions

— 2013 — Guide and support care processes and care
coordination

— 2015 — Achieve and improve performance and
support care processes and on key health system
outcomes



EHR incentives

EHR Incentive Program Stage 1 Meaningful Use consists of 25 measures;

17 metrics will require attestation by the provider, while eight will require
information being submitted by the provider.

Computerized Provider Order Entry (CPOE) required in Stage 1 (10% hospitals;
80% for eligible providers)

Robust clinical quality measures for eligible professionals (EPs) and hospitals
are delineated.

Requires patients be provided with an electronic copy of test results,
problem lists, medication lists and discharge summary upon request.

Hospitals can participate in both Medicare and Medicaid incentives, if eligible
by volume.

Hospitals and EPs must implement five clinical decision support rules
relevant to clinical quality metrics.

Hospitals and EPs able to use an attestation methodology to submit summary
information to CMS in 2011. Expect a formalized process from HHS by
2012.Hospitals and EPs have a 90-day minimum reporting period in the first
year to qualify as a meaningful user. Subsequent years require full year
reporting



Clinical Data Repository — store, retrieve, and manage medications
and laboratory and radiology results.

Clinical Documentation — provide appropriate referrals, problem
list, current medication list.

Clinical Decision Support — implement drug-drug, drug-allergy, and
drug-formulary checks.

CPOE required in the areas of medications, laboratories,
radiology/imaging, and provider referrals.

Requires electronic generation and transmission of permissible
prescriptions.

Financial Information Systems — ability to check insurance eligibility
and submit claims electronically.

Patient Communication — ability to electronically generate
reminders, provide test results, problem lists, and immunizations.



Clinical Data Repository — store, retrieve, and management laboratory and
radiology results.

Clinical Documentation —

— nursing and physician in the areas of discharge, transfer, care coordination, problem list,
demographic capture, vital signs and BMI, smoking status (for patients 13 years and older);

— calculate and electronically display quality measure results.

CPOE in the areas of medications, laboratories, radiology/imaging, blood bank,
physical therapy, occupational therapy, respiratory therapy, rehabilitation
therapy, dialysis, provider consults, and discharge/transfer.

Medication administration for alerts at the point-of-care to accomplish real time
drug-drug, drug-allergy, and drug-formulary checks, and to maintain an active
medication list.

Clinical Decision Support — implement the five automated, clinical rules.

Financial Information Systems — ability to check insurance eligibility and
electronically submit claims.

Patient Communication — create an electronic copy of a patient’s clinical
information upon request. Provide copy of discharge instructions and procedures
at time of discharge, upon request.



What is Quality?

e Quality of care Is the degree to which
services for individuals or populations
Increase the likelihood of desired health
outcomes and are consistent with
current professional knowledge.

— Institute of Medicine, 1990

e Quality Is doing the right thing and doing
it right.



Clinical Decision Support (CDS)

 CDS is defined as providing clinicians or patients

with clinical knowledge and inte
patient information to enhance

ligently filtered
natient care. CDS

delivers information highly relevant to the

current situation, and presentec
effective use.

for the most

e CDS includes: alerts and reminders, clinical
guidelines, order sets, patient data reports and

within clinical workflow.

dashboards, documentation templates,
diagnostic support, reference information
delivered, and other tools to support decisions

Source: HIMSS Clinical Decision Support (CDS) Fact Sheet, 2009



CDS in Meaningful Use Criteria

e 5 CDS rules relevant to specialty or high clinical priority, along with the ability
to track compliance with those rules.

 5rules that EP or eligible hospitals must be focused on the quality metrics as
described: “Proposed Clinical Quality Measures”

— 1) all core measures that apply to their patients
e preventive care and screening regarding tobacco use;
* blood pressure measurement;
e drugs to be avoided in the elderly

— 2) a subset of clinical measures (see Tables 5-19 in the regulation) that are most
appropriate given the physician’s specialty. There are a total number of 93
proposed quality measures (90 clinical measures and 3 core measures) and
several of the 90 clinical measures are used in multiple specialty groups. The
specialty groups, and number of measures that comprise each,

— Cardiology (10); Pulmonology (8); Endocrinology (9); Oncology (6); Neurology (5);
— Proceduralist/Surgery (6); Ophthalmology (3);

— Primary Care Physicians (29);

— Pediatrics (9);

— Obstetrics and Gynecology (9);

— Psychiatry (6);

— Radiology (7);

— Podiatry (3)



Health-related Information

e Traditional healthcare centered
— Diagnostic (ICD, DRG) and service codes (CPT)
— Laboratory
— Pharmacy

e Person-centered
— Health-related quality of life
— Satisfaction with care
— Lifestyle: knowledge, attitudes, behaviors, barriers
— Adherence
e Community-centered

— Geographic overlays of traditional healthcare or person-
centered

— Geographic overlays of social determinants: education, poverty
— Parks, sidewalks, schools, grocery stores, farmer’s markets
— Environment stressors: noise, air pollution



Linking Health IT and Community Action to Improve Diabetes
Prevention and Management

This model integrates & chronic care [management] Figumre 4. B.C. Expanded Chronic Care Model
madel with a population health [preventian)
appraach. The main elements of this madel are
presented in Fiqure 4.

Where stakehalders are warking with an
integrated model far chronic disease prevention
and management, building understanding and
making clear links to the model can facilitate
communication. & may help to identify the specific
areas in which strategies need to be developed 1o
create a system that supparts effective chronic
disease prevention and mManagement.

Fram Bare V.1, Eobinson, 5., Marin-Link, B, Underhill,
L., Datts, A, Ravensdale, Do, et al. (20030 The expanded
chronic care madel; An integmtion of concepts and
strategles from population health promotion and the
chronis care model, Hospital Q1|.a1't¢:'r:,l. 7 (1], 73-RZ,




Improving the Prevention and Management of Diabetes

Outcomes

Activities




Measuring the Prevention and Management of Diabetes

Community out
assessments utcomes

Activities

Patient
Centered
Info:
symptoms,
. adherence, /

Individual /

assessments

Clinic
Centered
Info:
Lab, Dx,




Baseline
Practice
Design

Baseline Care
Coordination

Baseline
Patient and
Community
Engagement

Baseline HIT
infrastructure

Baseline
Outocomes

and Infrastructure

Grant Activities:

*Enhanced HIT

*Enhanced Care Coordination

*Clinical practice team support
*Practice analysis
*Practice re-design

*Enhanced Patient engagement

*Enhanced Community engagement

Improved Outcomes need Improved Processes

Improved
Practice
Design

Improved Care
Coordination

Improved
Patient and
Community

Engagement

Improved HIT
infrastructure

improved

Outcomes




Quality Measure Example

Project name Project Outcomes Meaningful Use Baseline measure
Description

Tobacco control Increase T2. Advise quit PQRI 115 Texas BRFSS:
tobacco 39.8% overall,
cessation 26.5% Hispanic
advice

BMI assess Increase B1.Screen and Record >= B0% for 2+ |US HEDIS
assess BMI status yr olds; commercial: 27.0
status Medicaid: 24.0
Increase BMI |(B2. BMI follow-up Age PQRI 128 Texas BRFSS:
follow-up plan |65 and older BMI 30 or advised to lose
documented |<22 Age 18 - 64 BMI 25 weight: 17.3%

or <18.5
Comprehensive Improve Alc |CD1. Alc poor control PORI 1, Texas HEDIS 56.0
Diabetes Care control in 18- (>9.0%

75

Improve LDL |CD2. LDL control <100 in >= 80% for 2+ |Texas HEDIS 30.5
control DM yr olds; PQRI 2

Improve BP |CD3. BP < 140/80 PQRI 3 Texas HEDIS €1.9
control

Kidney check in
Adults with DM

CD4. urine protein
screening or medical
attention for nephropathy
during at least one office
visit within 12 months

PQRI 119

Texas HEDIS 75.0




One example in more detail

Physician and practice competence: Shows how

Identifies target patients and plans how to engage them; observation in
educational setting

Physician and practice performance: Does

% of patients with smoking status and willingness to try quit attempt
(Ask/Assess) in EMR;

% of adult smokers advised to quit smoking;
% assist with quit plan,

% follow-up arranged as measured by EMR
Patient Health

Quit attempts, stay quit days/weeks as measured by quitline logs and
EMRs

Population Health

Number and % of quit attempts as measured by quitline logs and EMRs in
community;

BRFSS



Measuring the Prevention and Management of Diabetes

Community out
assessments utcomes

Activities

Patient
Centered
Info:
symptoms,
.. adherence,

Individual /

assessments

Clinic
Centered
Info:
Lab, Dx, ,




Prevalence (%) of self-reported CVD in adults, San Antonio MSA, 2007 BRFSS and mortality (per 100k)

Any CVD Heart Stroke Any CVD, Heart Stroke,
Prevalence Disease Prevalence mortality Disease, mortality
Prevalence mortality
Total 8.2 6.6 3.1 301.0 225.7 56.7
Non-Hispanic 8.9 7.2 3.4 295.2 223.3 52.5
White
African 12.8 8.4 4.4 465.3 338.9 100.0
American
Hispanic 6.5 5.5 2.8 291.3 218.0 56.8
Male 8.9 8.1 2.7 344.9 269.3 56.4
Female 7.4 5.1 3.6 265.6 191.7 56.2




Prevalence (%) of self-reported CVD risk factors in adults, San
Antonio MSA, 2007 BRFSS

No leisure Not eating 5 Obesity High High Blood Diabetes Current
time servings Cholesterol Pressure Smoker
physical fruits or
activity vegetables
per day
Total 24.5 76.9 29.7 38.4 24.1 10.2 18.2
Non-Hispanic 20.8 75.4 22.6 39.1 23.2 7.1 15.5
White
African- 334 73.2 37.6 22.8 50.2 11.8 28.3
American
Hispanic 27.5 79.0 35.6 41.6 17.9 12.8 19.9
Male 20.4 79.3 31.6 40.6 27.0 9.9 21.9
Female 28.5 74.4 27.7 36.4 20.9 10.5 14.5




Data sources and potential functional use

Population Management &
Outreach

\ 4

‘ r Data Analytics & Reporting

Data Flow
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CDS applied to Improve Quality

* |[ncorporate all kinds of information

— Traditional healthcare centered

— Person-centered
e Health-related quality of life
e Satisfaction with care
e Lifestyle: knowledge, attitudes, behaviors, barriers
* Adherence

— Community-centered

e Apply clinic business rules to create action reports
— Individual: Patient, providers
— Aggregate: identified (registries) and de-indentified

* |sthe process or outcome good enough?



Federal Strategic Plan for HIT- 4 themes

e 3 establish the foundation and infrastructure
to support a learning health system

— Meaningful Use of HIT,
— Policy and Technical Infrastructure,
— Privacy and Security,
* |everaging these resources to create a
— Learning Health System.



Meaningful use health priorities

e|mprove quality, safety, & efficiency
eEngage patients & their families
e|mprove care coordination

e|mprove population and public health; reduce
disparities

eEnsure privacy and security protections



Linking Health IT and Community Action to Improve Diabetes
Prevention and Management

This model integrates & chronic care [management] Figumre 4. B.C. Expanded Chronic Care Model
madel with a population health [preventian)
appraach. The main elements of this madel are
presented in Fiqure 4.

Where stakehalders are warking with an
integrated model far chronic disease prevention
and management, building understanding and
making clear links to the model can facilitate
communication. & may help to identify the specific
areas in which strategies need to be developed 1o
create a system that supparts effective chronic
disease prevention and mManagement.

Fram Bare V.1, Eobinson, 5., Marin-Link, B, Underhill,
L., Datts, A, Ravensdale, Do, et al. (20030 The expanded
chronic care madel; An integmtion of concepts and
strategles from population health promotion and the
chronis care model, Hospital Q1|.a1't¢:'r:,l. 7 (1], 73-RZ,




