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Methods 

Descriptive Information Discussion Topics 

 AHRQ Project Goals  Initial Goals and Objectives of each project 

 HIE Scope and Objectives  Planning Process 

 Health Care Landscape  Stakeholder Engagement 

 Organizational/Governance Structure  Governance Overview 

 Organizational Partnerships  State Regulatory and Legal Considerations 

 Business Plan, Business Partnerships and  Prioritizing Information to Exchange 
Contracts  Staffing, Skills, and Resources 

 Funding Sources  System Design and Implementation 
 Standards  Technical Architecture 
 Data Exchanged   eMPI/Patient Authentication 
 Vendors/IT Systems  Patient Notification and Authorization 
 Consumer Engagement and Patient  Record Locator Service 

Groups  Adoption and Use 
 Alignment with Goals of National Initiatives  Patient Engagement 

(e.g., Healthcare Information Technology  Provider Engagement 
Standards Panel , Nationwide Health  Sustainability Plan Summary 
Information Network)  Next Steps 

 Current Capabilities 

 Future/Planned Capabilities 

 Unique Characteristics 
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Importance of Demonstration Projects and Federal Funding 

 There was minimal guidance 5-6 years ago on what works and does not work for HIE. These AHRQ HIE 
demonstration projects have contributed to this knowledge and to the market's maturity.  

 Federal or outside grant funding is still needed to create a HIO and implement HIE. Ongoing participant 
revenue can support operational sustainability. 

 Some of the most valuable learning and innovations were a result of unanticipated outcomes or 
implementations not going as planned. 

 These projects confirmed that there is no one path to HIE. Demographics, culture, and care delivery 
infrastructure vary across regions and States; therefore, each approach to HIE will be unique. 

Statewide vs. Regional Approach for HIE 

 Local buy-in is necessary. When some or most regional providers start participating, peer pressure can help 
enlist others. 

 If implementing a statewide approach, it can be effective to start in multiple regions simultaneously or 
communicate expansion approaches to build this regional support. Otherwise, an exchange can be perceived 
as being too focused on one region. 

Evolution of HIE 

 Vendors are developing their capabilities. There were few HIEs and HIE vendors in the market 6 years ago, 
and the SRD HIOs were venues for testing proof of concepts.  

 There is no “HIE in a box.” HIE products and solutions have greatly improved, but there are still gaps in 
functionalities and capabilities in many products. 

 The value proposition and stakeholder engagement process are different today than 6 years ago: 
o more providers have or use EHRs, and ARRA has motivated providers to participate or implement EHRs; 

and 
 



o health systems are implementing their own HIEs to bridge their inpatient and ambulatory providers. These 
organizations may not be motivated to work with State/regional HIOs. 

 There were no established interoperability specifications available when the SRD projects started. Standards 
have since evolved. Meaningful Use will require the ability to exchange clinical summaries to support HIE. The 
Standards and Certification Final Rule set content standards for a patient summary record to use either the 
Continuity of Care Document (CCD) or Continuity of Care Record (CCR). 

 Most SRD HIOs reported significant challenges with vendor eMPI or patient matching algorithms and indicated 
that additional work is needed in this area. 

Provider Adoption and Use of HIE 

 After HIE is operational, expanding adoption becomes the most important focus. The AHRQ-funded HIOs are 
now focusing on adding organizational support to support implementation and use at practices, as well as 
marketing the HIE. 

 Optimal utilization of POC HIE access has not yet been determined. 

 An HIO cannot promote adoption of a POC solution until there are data in the exchange. This is why clinical 
messaging may be a good initial approach. It is a service that hospitals need and serves to populate the 
exchange. 

 Workflow is a major component of HIE adoption in practices; yet it is often overlooked or underemphasized. 
Practices want to access patient information to optimize care quality; but it is often unclear who is responsible 
for accessing this information and how this should be accomplished. Practices need support in order to use 
HIE information within their workflow. 

Transitioning from Initial (AHRQ) Goals and Objectives to an Ongoing and Sustainability Focus 
Aligning Benefits and Payments 

 Stakeholder value discussions often lead to prioritizing information access (such as clinical messaging). 

 It is difficult to translate quality improvement to cost savings or a sustainability model. 

 In seeking payment, most SRD projects recommend setting an expectation from the beginning that 
stakeholders who benefit from participation pay for the HIE. It is difficult to obtain payment after data exchange 
has begun. This also drives the need for HIOs to focus on providing services for which stakeholders are willing 
to pay.  

 It is difficult to make the value proposition for quality until the system is populated with data.  

 The value proposition for HIE in the small practice environment is still elusive.  

 None of the SRDs has a method for consumers to access their health information contained within the HIE. 
The value proposition for consumers has not been evaluated yet.  

 
Achieving Sustainability 

 Focus on sustainability needs to be part of initial planning for an HIE. 

 Quality management, measurement, and reporting are viewed as value-added services that can be built after 
HIEs are operational.  

 None of the SRDs currently report that they have already achieved sustainability; most are modifying their 
payment models to achieve this in the future.  

 There is no defined path to sustainability; the approach needs to grow organically in each community. 
Payment Models 

 There is no singular payment model. Most SRDs are currently changing their payment models based upon 
their experiences from the demonstration project.  

 Payment models vary, but include charge per result, rate per adjusted patient day, discharge-based fee, and 
per member per month (health plans). 



 

 

 

 

"When we started 5 years ago the 

challenges were unknown. Today there's 

a different set of unknown challenges. It's 

a dynamic process. Where do you go from 

here? Focus on the tools and the thinking 

that prepares for the next unknown ..." 
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Key Business Partners: 

 

 

 

 



 

 

 

 

 

 





Importance of Demonstration Projects and Federal Funding 
Need for eMPI 

The eMPI vendors did not have core competency in many areas that CORHIO needed. Some 
vendor solutions did not accommodate characters and patterns typically associated with medical 
record data such as hyphens, different first and last name order, and apostrophes. 

Patient Matching 

 To search patient records, users must input at least three search criteria or a patient’s medical 
record number in order to limit both false negatives and false positives. If there are more than ten 
matches, the system informs the user that there is a potential match, but they must input more 
information. 

 Though a Universal Patient ID (UPI) would be an optimal record-matching method—and effectively 
negate the need for an eMPI—a probabilistic matching approach is currently required as the basis 
for an effective RLS. 

 Processing merges is a critical issue for HIEs. One of the differences between CORHIO's early 
eMPI work and other eMPI systems is fixing errors at the source, and not at the HIE. If the system 
cannot accept the merge at the source, the records will never be in sync.





http://www.corhio.org/for-patients.aspx
http://www.corhio.org/for-patients.aspx
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Business Partners 

 Regenstrief Institute – technical direction, implementation, operations 

 Indiana Health Information Exchange – service provider 

 Public Health and INPC participants 
o Indiana State Department of Health 
o Marion County Health Department 

 Indiana University School of Medicine – (local public academic institution) 

 BioCrossroads – (local public life sciences organization) 

 Founding Hospital Systems and Physician Practice Groups 
o Indiana University Health (formerly Clarian Health)  
o Community Health Network  
o St. Francis Hospital and Health Centers  
o St.Vincent Health  
o Wishard Health Services  
o Indiana Clinic (formerly IUMG-PC)  
o Several other hospitals and physician practices have become partners since INPC's 

founding. 

 Community Participants 
o Central Indiana Corporate Partnership 
o City of Indianapolis 
o Indiana State Medical Association 
o Indianapolis Medical Society 

 Pharmacy dispensing – Surescripts – (data sharing) 







Medication Hub Pilot Project 
As CMS rules for e-prescribing standards were being promulgated, Regenstrief developed the 
Medication Hub Pilot to define the role that a medication history service could play. This hub is also 
used by Vanderbilt University through the Mid-South e-Health Alliance (MSeHA) to test how another 
HIE could send messages and receive information from the hub and leverage the infrastructure built by 
Regenstrief. A third site, Suburban Hospital in Bethesda, MD, was added in February/March 2009. This 
pilot tested the overall concept of a distribution node to reduce the number of interfaces that a source 
of medication history like Surescripts® must support for clinicians, pharmacists, and patients. The 
goals for this project were to evaluate the issues below. 

 What are the technical, policy, and financial requirements for and barriers to an open-source 
medication history? 

 What are the limits of this approach? 

 What are the costs? 

 How can a medication hub serve as a utility for others? 

Surescripts was an obvious source for medication history data, but the project team identified the need 
to integrate information from local payers that do not participate in Surescripts, such as local 
pharmacies. The medication hub started with pharmacy benefits management (PBM) data from 
Superscripts and then went live with retail pharmacy data in February 2010. The hub is also receiving 
medication lists from some NextGen EHR users. 

Two different models for providing the data have been implemented. The model used by Regenstrief 
and Suburban Hospital pushes information to the provider. In this case, providers get data 2/3 of the 
time and do not view the information the other 1/3 of the time. In the model employed at MSeHA, 
providers need to actively request medication history information. MSeHA pays for the cost of each 
transaction requested. 

Vanderbilt found that about 40 percent of patients had medication information within Surescripts. 
Although Tennessee’s Medicaid provider (TennCare) was on the Surescripts network, there were still 
PBMs that were not on the network. 

Multiple medication history lists that may differ from each other are available from various sources and 
systems such as EHRs, e-prescribing systems, payers, and HIEs. The pilot projects generated 
discussion on the need for a consolidated or reliable source for medication history. 

 

DOCS4DOCS. 



 Secure Inbox

 Direct EHR Integration

 Fax

INPC Clinical Repository and Results Viewer. 

 

 

 

 

 

 

 

 

 

 

 

 

 
 



Quality Health First (QHF®). 
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Contractors and Services 

 PR/Communications/Consumer Engagement:  Clarendon Group 

 Provider Engagement:  Quality Partners of Rhode Island (State QIO) 

 Governance:  Rhode Island Quality Institute  

 Planning and Operations:  RI Department of Health August 2004 - June 2010, transitioned to 
RIQI in July 2010 

 HIE Technical Infrastructure and Support and Systems Integration:  Hewlett Packard (formerly 
EDS) 

 HIE Software (subcontractors to Hewlett Packard)  
o Clinical Viewer:  InterSystems’ HealthShare 
o Patient Matching/MPI:  QuadraMed 
o Identity Management/User Management: OpenSSO (Sun) 
o Terminology/Mapping: Apelon 

 HIE Evaluation: Brown University 
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Implementing the currentcare Authorization Model 

Rhode Island’s HIE Act of 2008 was enacted to establish safeguards and confidentiality protections for 
currentcare. Its policies are stricter than HIPAA and do not allow access, release, or disclosure of 
confidential health care information through the HIE system without patient authorization. 

The currentcare team found that legal counsel from organizations might interpret privacy and 
confidentiality provisions differently. A panel of lawyers provided differing perspectives on the required 
currentcare authorization model relative to their interpretation of the meaning of “disclosure” in State 
mental health law: some thought the law would not allow data to be viewed (disclosed) without 
consent; others thought it meant data could not be sent (disclosed) to the HIE system, currentcare, 
without consent. 

Because of this difference in legal interpretations, currentcare stakeholders selected the most 
conservative model: data cannot be moved to currentcare without patient consent, meaning that no 
patient data can leave a facility's firewall without patient authorization that allows it to flow to the HIE 
system. In addition to the conservative approach to first obtain authorization before information is 
moved to the HIE (first authorization), currentcare also requires explicit consent to enable the release 
of patient information to providers (second authorization).  

Using this approach, patients have some control over who can see their information. However, given 
the strict protections offered under this two-level authorization model, patients cannot selectively 
prevent access to certain types of data, such as HIV or mental health information. Providers insisted on 
an “all” data approach to support informed clinical decisionmaking. 

The currentcare team found that vendors do not always have the technical capability to implement the 
policy decisions made by an HIO. Once the currentcare authorization policy was finalized, the selected 
HIE vendor had to change the system architecture and pursue additional software development efforts 
to implement this policy.
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Targeted Geographic Region: Memphis region, 3 counties in southwest Tennessee, 
northern Mississippi 
Target Population: approximately 1.3 million residents 
“Go-Live” Date: May 23, 2006 
Data Exchange Volume: 

 222 physicians, 131 nurses, and 18 hospitalists 

 Provider facilities: 15 hospitals and 15 ambulatory clinics 

 Usage: Average of 6.8 percent of all visits in each participant ED 

 Provider facilities: 14 emergency departments and 15 ambulatory care clinics 

 Total patients in system: 1.32 million total 

 Encounter records: 6 million total 

 New laboratory data: Averaging 80,000 lab messages received daily 

 New radiology reports: Averaging 1,200 per day 

 New discharge summaries: Averaging 150 per day



 

 

 

 

 

 

 

 

 

 

 



Business Partners 

 Tennessee State government 

 30 provider facilities 

 Vanderbilt University 

Collaborating Groups 

 Memphis BioWorks Foundation  

 QSource (Quality Improvement Organization) 

 TennCare 

 Tennessee Hospital Association 

 Tennessee Healthcare Information Management 
Association 

 Healthy Memphis Common Table 

 Memphis Business Group on Health 

 Memphis Tomorrow 











MSeHA Policies and Procedures Development 
MSeHA relied on the Markle Foundation’s Connecting for Health framework in its policy development 
process. Dr. Mark Frisse was a co-chair of the group developing the Markle policies and was permitted 
to use drafts in the preparation of the Memphis documents. Connecting for Health was critical in 
formalizing MSeHA's framework for data-sharing agreements; variants of the MSeHA’s agreements 
have been used by organizations in more than 30 States. The 9-month policy development process 
was as challenging and as important to the HIO's success as technological development (and policy 
refinements are ongoing). MSeHA found that a model contract specifically assists with identifying most 
of the issues that an HIO needs to discuss and achieve consensus. It does not provide the answers, 
but poses the questions that HIO participants need to answer.  
MSeHA wrote policies regarding patients' rights, privacy, and access management prior to the system 
being used. Indeed, because of concerns over consent, hospital data prior to the May 2006 start was 
flushed from the system so that no data were available prior to a date in which data requests were 
made and consent was obtained. MSeHA also developed reporting and auditing procedures to assess 
the use and accuracy of data exchanged. They also developed forms and policies relating to the 
following areas. 

Participant and Registration Policies 

 Participant Agreement 

 Registration Policy (contains form of Registration Application/Agreement) 

Enrollment Forms and Policies 

 Alliance Confidentiality Statement and Policy 

 SecureID Token Request Form 

 Terms of Use Form for SecureID Token 

 User Set Up Information Chart 

Over the course of developing policies and procedures, MSeHA educated participating organizations’ 
legal counsels.  

Governance Policies 

 Policy on Policies and Procedures 

 Policy on Coordination of Alliance Policies and Participants’ Policies 

 Privacy and Security Policy 

 Conditions to be Met before a New Data Provider’s Data May Be Used 

 Roles and Responsibilities 

 User Access 

 Auditing and Reporting 

 Mitigation 

 Insurance Policy 

To address legal concerns, MSeHA developed several agreements for participation in the exchange. 
Among these were participation agreements, registration applications and agreements, and enrollment 
forms. These agreements allowed MSeHA to make the policies and legal concerns of the exchange 
clear to participants. MSeHA initially allowed data use for only diagnosis and treatment, then expanded 
to include coordination of care. Strict data use agreements supported developing trust among 
stakeholders. 

MSeHA indicates that it is important to remember that the Model Contract provides a framework for a 
common approach, identifying areas that need to be addressed in agreements. MSeHA kept most of 
the construct from the Model Contract and made a few deliberate changes, which should be expected. 
Using the Model Contract and Model Policies enhanced MSeHA's engagement with legal counsel later 
in the process by providing a baseline framework and example language. After implementation at the 
first site, MSeHA revisited the framework and made changes to policies to reflect the desired language 
and intention.
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