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ARRA HIT for Economic and Clinical ™
Health (HITECH) Provisions

- National HIT leadership, policies, and
standards

- Widespread adoption and use of Electronic
Health Record (EHR) technology by health
care providers and hospitals

- Development of the nationwide health
Information exchange infrastructure

- Improved Privacy and Security


Presenter
Presentation Notes
The HITECH set forth a framework for the development of federal policy and expenditure of federal stimulus money to advance the design, development, and operation of a nationwide health information technology infrastructure that enables the electronic use and exchange of health information to improve health care quality, safety, and efficiency. 

The ultimate goal of the legislation is for everyone in the U.S. to have an electronic health record by 2014.


HIT Leadership
—

e Establishes the Office of the National
Coordinator (ONC) for HIT. Responsible for

- Endorsing HIT standards, implementation
specifications, and certification criteria

-~ Coordinating HIT policy

- Updating, publishing, and maintaining the
Federal Health IT Strategic Plan

- Creating or recognizing a program or programs
for the voluntary certification of health
Information technology

— Appoint a Chief Privacy Officer


Presenter
Presentation Notes
The ONC was originally created through an Executive Order under President Bush’s administration, so the ARRA officially establishes this office under the law within the Department of Health and Human Services.

The purpose of the ONC is to promote the development of a nationwide health information technology infrastructure that allows for the electronic use and exchange of information and does all of the following: 

‘‘(1) ensures each patient’s health information is secure and protected in accordance with applicable law;

‘‘(2) improves health care quality, reduces medical errors, reduces health disparities, and advances the delivery of patient-centered medical care;

‘‘(3) reduces health care costs resulting from inefficiency, medical errors, inappropriate care, duplicative care, and incomplete information;

‘‘(4) provides appropriate information to help guide medical decisions at the time and place of care;

‘‘(5) ensures the inclusion of meaningful public input in such development of such infrastructure;

‘‘(6) improves the coordination of care and information among hospitals, laboratories, physician offices, and other entities through an effective infrastructure for the secure and authorized exchange of health care information;

‘‘(7) improves public health activities and facilitates the early identification and rapid response to public health threats and emergencies, including bio-terror events and infectious disease outbreaks;

‘‘(8) facilitates health and clinical research, and health care quality;

‘‘(9) promotes early detection, prevention, and management of chronic diseases; and

‘‘(10) promotes a more effective marketplace, greater competition, greater systems analysis, increased consumer choice, and improved outcomes in health care services.

The ONC will perform the duties listed on the slide to achieve its purpose. (Jun 3, 08 strategic plan has to be updated)

As the name implies, the ONC is responsible for coordinating the Department’s HIT policy and programs with other relevant executive branch agencies to avoid duplication and to ensure agencies are undertaking HIT activities primarily in their areas of greatest expertise and technological capability.


Federal HIT Policy and
Standards Process

HHS Secretary
1

ENDORSES

Office of the National Coordinator

T

RECOMMENDS

HIT Standards Committee

HIT Policy Committee --

== ==

National Institute of Standards and Technology
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Presentation Notes
Adopt initial set of standards, implementation specifications, and certification criteria by December 31, 2009.  Federal HIT standards and implementation specifications will be applicable to all federal agencies implementing, acquiring, or upgrading HIT systems used to exchange PHI between agencies and with non-Federal entities and will also apply to Federal contracts or agreements with private entities, such as providers and health plans

The HIT Policy Committee recommends policies relating to a national IT infrastructure and recommends priorities for the development, harmonization, and recognition of standards, specifications, and certification criteria to the ONC.

The HIT Standards Committee recommend standards, implementation specifications, and certification criteria for the electronic exchange and use of health information to the ONC.

The ONC receives the recommendations and decides whether to endorse them to the Secretary.

The Secretary reviews the endorsements and decides whether to adopt them no later than 90 days from receipt.

Lot of policy work to be done:  rule-making in key areas (i.e., “certified HIT technology,” “meaningful EHR user,” privacy and security)




Allocation of Funds for HIT
7

e $36 billion total outlay for HIT over 6 years

—~ ~$34 billion for Medicare and Medicaid incentive payments
to providers

— $2 billion for the Office of the National Coordinator for HIT
(ONC)

e $85 million for HIT, including telehealth services
within Indian Health Services

e $1.5 billion for health center construction,
renovation, and HIT through the Health Resources
and Services Administration

e $500 million for the Social Security Administration


Presenter
Presentation Notes
The $34 billion is the gross outlay for incentive payments.  Based on a CBO report, the net outlay after realization of anticipated savings is about $17 billion for the Medicare and Medicaid incentives.



$40 million of the $500 million for the Social Security Administration may be used for HIT research and activities to facilitate using HIT to provide medical evidence to the SSA electronically for disability claims adjudication




Provider Incentives

RECIPIENTS

DISTRIBUTION
PROGRAM AGENCY USE OF FUNDS

Entitlement Funds (roughly $34 billion in gross outlays)
Acute Care and

Medicare Incentive Payments Children’s Hospitals
- CMS .
Payment Incentives through Carriers

Incentive Payments & 1, 6
Medicaid i /
CMS through State Agencies : g Physmans
Payment Incentives and States e and Dentists

Nurse Practitioners
and Midwives

FQHC

Requires “meaningful” use of EHR.

Adapted from, An Unprecedented Opportunity, California Healthcare Foundation, 2009


Presenter
Presentation Notes
Current adoption rate for office-based providers in Wisconsin is about 60%.  It is about 56% for all practicing Wisconsin physicians.  We should have significant number of providers who can potentially qualify for the incentive payments.




o

Medicare Incentive Payment

Provisions

Funding Mechanism

Entitlement

Funding Entity

Centers for Medicare and Medicaid Services (CMS)

Allocation Process

Reimbursement

Matching Funds Requirement

None

Timing

Begins in 2011, ends in 2016

Funds Flow Through

Medicare carriers

Eligible Recipients

- Hospitals that are “meaningful users” of EHRs
- Physicians who are “meaningful users” of EHRs

Level of Federal Funding

CBO has estimated outlays for the combined Medicare/Medicaid incentives
to be approximately $34 billion over the fiscal years 2009 through 2016.
The CBO also estimates net savings to the federal health entitlement
programs beginning in fiscal year 2016, but it is not clear what the savings
estimates assume

Requirements for Funding

Physicians receiving Medicare payments must demonstrate (through self-
reporting or claims reporting) “meaningful EHR use,” defined as: use of a
certified EHR, including electronic prescribing, that’s “connected” to an HIE,
and submission of clinical quality and other required measures. All criteria
must be met and reconfirmed each payment year. The HHS secretary has
discretion in allowing alternative means for meeting requirements and can
make requirements more stringent over time

Adapted from, An Unprecedented Opportunity, California Healthcare Foundation, 2009
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Presentation Notes
Under the Medicare provisions a meaningful EHR user is a physician that 1) demonstrates he or she is using a certified EHR technology in a meaningful manner which includes the use of electronic prescribing; 2) has his/her EHR technology connected in a manner that provides for the electronic exchange of health information to improve quality of care, such as promoting care coordination; and 3) uses the EHR technology to submit clinical quality measures and other such measure to HHS (CMS). 

Definition of Certified EHR Technology for Hospitals

A qualified EHR that is certified as meeting standards pursuant to the ARRA and

includes patient demographic and clinical health information, such as medical history and problem lists, and has the capacity to provide clinical decision support to support physician order entry, to capture and query information relevant to healthcare quality, and to exchange electronic health information with, and integrate such information from other sources.


Medicare Incentive Payments
for Physicians *

Incentive Payments** for Meaningful Use of Certified EHR

Adoption and
Meaningful EHR

Use in: 2011 | 2012 | 2013 | 2014 | 2015 | 2016 | 2017 | 2018 | Total
2011 | $18K | $12K $8K $4K $2K $OK $OK $OK $44K
2012 $18K | $12K $8K $4K $2K $OK $OK $44K
2013 $15K | $12K $8K $4K $OK $OK $39K
2014 $12K $8K $4K $OK $OK $24K
2015 $OK $OK $OK $OK $0K
Penalties for EHR Reporting Period
No meaningful 0% 0% 0% 0% -1% -2% -3% -3%**

EHR use

**Eligible professionals who predominately furnish services in an area designated as a health shortage area
will receive an additional 10%

*Non-hospital based



Medicare Incentive Payments
for Hospitals—Formula

Initial Amount = (BA + DRA) * MS
MS = (MPAIPBD + MPCIPBD) / (TIPBD *
(THC-CC/THC)

. BA is Base Amount = $2 million

. DRA is Discharge Related Amount for a 12-month period = $200 for each
discharge from the 1,150t through the 23,000t

3. MS is the Medicare Share

4. MPAIPBD are the estimated Medicare Inpatient Bed Days attributable to a

patient whom payment was made under Part A
5. MPCIPBD are the estimated Medicare Inpatient Bed Days attributable to a
patient enrolled in Medicare Advantage under Part C

6. TIPBD are the estimated Total Inpatient Bed Days
7. THC are the estimated Total Hospital Charges during the 12 month period
8. CC are the charges attributable to Charity Care

NI



®)
Medicare Incentive Payments
for Hospitals—WI Example

440-bed hospital in Madison (based on 2007 WHA hospital financial survey data)

Base Amount $ 2,000,000
Discharge-Related Amount 21,521 discharges $ 4,074,400
Total $ 6,074,400
Total Hospital Charges $ 134,703,000
Charity Care $ 13,317,000
Difference $ 121,386,000
Percentage paid care 90%
Medicare (A&C) Inpatient Bed Days 46,079
Total Inpatient Bed Days 94,628
Total Paid Inpatient Bed Days 85,165
Medicare Share 54%
Initial Amount $ 3,280,176
Year 1 Year 2 Year 3 Year 4
Transition Factor 100% 75% 50% 25%
Meaningful usein 2011 2011 2012 2013 2014 Total

Incentive payment $ 3,280,176 $ 2,460,132 $ 1,640,088 $ 820,044 $ 8,200,440

Meaningful usein 2014 2014 2015 2016 2017 Total
Incentive payment $2,460,132 $ 1,640,088 $ 820,044 $ - $ 4,920,264

10
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Medicare hospital incentive payments are based on the fiscal year.

The first payment year for a hospital is 2014 then the transition factor starts at 75% and they can only get (3 payments).

The first payment year for a hospital is 2015 then the transition factor starts at 50% and they can get only two payments.

If the first payment year for a hospital is 2016 then the transition factor is zero and they get no payments. 


Medicaid Incentive Payment

Provisions

Funding Mechanism

Entitlement

Funding Entity

CMS and the State

Allocation Process

Reimbursement

Matching Funds
Requirement

10% state match on administrative expenses, including tracking of meaningful use,
conducting oversight, and pursuing initiatives to encourage adoption

Timing

Begins in TBD, ends in 2021

Funds Flow Through

Wisconsin Department of Health Services

Eligible Recipients

* Physicians, dentists, nurse practitioners, nurse midwives, physicians assistances
practicing in certain circumstances, who are not hospital based and have at least 30% of
patient volume attributable to Medicaid beneficiaries

* Pediatricians who are not hospital based and have at least 20% of patient volume
attributable to Medicaid beneficiaries

 Acute care hospitals with at least 10% of patient volume attributable to Medicaid
* Children’s hospitals

* FQHC or rural clinics that have at least 30% of patient volume attributable to “needy
individuals,” including but not limited to Medicaid beneficiaries

Level of Federal Funding

CBO has estimated outlays for the combined Medicare/Medicaid incentives to be
approximately $34 billion over the fiscal years 2009 through 2016. The CBO also
estimates net savings to the federal health entitlement programs beginning in fiscal year
2016, but it is not clear what the savings estimates assume

Requirements for Funding

Demonstrated use of certified EHR technology connected in a way that provides health
information exchange; compliance with reporting requirements

11

Adapted from, An Unprecedented Opportunity, California Healthcare Foundation, 2009
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Medicaid Incentive Payments
for Eligible Professionals

Incentive Payments for Adoption and Meaningful Use of Certified BHR

Adoption
Y;f\r 2011 | 2012 | 2013 | 2014 | 2015 | 2016 | 2017 | 2018 | 2019 | 2020 | 2021 | Total
2011 $21,250 | $8,500 | $8,500 | $8,500 | $8,500 | $8,500 i) $0 $0 $0 $0 $63,750
2012 $21,250 | 8,500 | $8,500 | $8,500 | $8500 | $8500 $0 $0 $0 $0 $63,750
2013 $21,250 | $8,500 | $8,500 | $3500 | $8500 | $8500 $0 $0 $0 $63,750
2014 1250 | $B,500 | $3500 | $8500 | $8500 | $8500 $0 $0 $63,750
2015 $1250| $8500 | $8500 | $8500 | $8500 | $8500 $0 $63,750
2016 $£1250 | $8500 | $8500 | $3500 | $8500 | $B,500 | $63,7/50

Note: Pediatricians must have a Medicaid patient volume of 20% to be eligible and
get 2/3 of the dollar amounts specified above unless their Medicaid patient volume
Is 30% or higher

12
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Medicaid providers that are eligible professionals can get as an incentive payment equal to 85% of net average allowable costs for a max up to $75K over a 6-year period (if they acquire an EHR by the end of 2016).  So the most one eligible professional could potentially get is $64K (85% of $75K).

Through 2016, providers can receive a one-time reimbursement for 85% of net average allowable costs (allowable cap is $25K or such lesser amount as determined by the HHS secretary based on studies of average costs for Medicaid providers to acquire an EHR) for the purchase, and initial implementation and upgrade of a certified EHR technology including support services and training.  Providers who acquired their certified EHR prior to the first year (TBD) of incentive payments don’t get this incentive payment.  After acquiring an EHR, the providers can then subsequently receive incentive payments for up to 5 years (but not beyond 2021) for the net average allowable costs (allowable cap per year is $10K or less based on studies of average costs) to operate, maintain, and use their EHR if they meet the definition of a meaningful EHR user.  This definition under the Medicaid HIT provisions is TBD and may be based on the methodologies applied under the Medicare HIT provisions.  

Eligible professionals include physicians, dentists, certified nurse mid-wife, nurse practitioner, and physician assistant if the assistant is practicing in a rural health clinic or FQHC that is led by a physician assistant.   

A Medicaid provider is defined as an eligible professional who is not hospital based and: 

has at least 30% patient volume attributable to individuals receiving MA; or 

is a pediatrician and has at least 20% patient volume attributable to individuals receiving MA (Note for a pediatrician the max allowable $ amounts are 2/3 of the amounts above or $16.5K and $6.6K, unless the pediatrician’s MA patient volume reaches 30% or higher); or 

practices predominately in a FQHC or rural health clinic and at least of the professional’s patient volume is attributable to needy individuals 

 

An eligible professional can’t receive both Medicaid and Medicare HIT payments—no duplication of funding is permitted. 



The start date for these incentives is yet to be determined by CMS, but we don’t anticipate the date being any earlier than sometime in 2011.




®)
Medicaid Incentive Payments
for Hospitals—Formula

« Aggregate incentive payments can’t exceed the
Overall Hospital EHR Amount * Medicaid Share

— Payments can’t exceed 50% of this product in any year or 90%
of this product in any 2-year period

e Overall Hospital EHR Amount = the total of the four
payment year amounts using the Medicare hospital
formula and a Medicare Share = 1. Medicaid Share is
calculated using the same method used to calculate
Medicare Share

 No payments after 2016 unless hospital received a
payment for the previous year and payments cannot
exceed a maximum of 6 years

13
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Eligible Medicaid Providers:

Children’s hospitals; and

Acute-care hospital that has at least 10% of the hospital’s patient volume attributable to individuals receiving MA.



An acute care hospital can receive both the Medicare and Medicaid incentive payments. 
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Medicaid Incentive Payments
for Hospitals—WI Example

440-bed hospital in Madison (based on 2007 WHA hospital financial survey data)

Base Amount $ 2,000,000
Discharge-Related Amount 21,521 discharges $ 4,074,400
Total $ 6,074,400
Total Hospital Charges $134,703,000
Charity Care $ 13,317,000
Difference $121,386,000
Percentage Paid Care 90%
Medicaid Inpatient Bed Days 12,246
Total Inpatient Bed Days 94,628
Total Paid Inpatient Bed Days 85,165
Medicaid Share 14.4%
Year 1 Year 2 Year 3 Year 4
Transition factor 100% 75% 50% 25% Total

Overall Hospital EHR Amt:  $ 6,074,400 $4,555,800 $3,037,200 $1,518,600 $ 15,186,000

Aggregated payment maximum $ 2,186,784



Medicare/Medicaid Incentive
Payment Estimates for
Wisconsin

Incentive payments

(in millions)
Low est. High est.
Medicare - Eligible professionals $ 300 $ 400 *
Medicare - Hospitals, Non-Critical Acces: $ 200 $ 275 °
Medicare - Critical Access Hospitals $ 11 $ 203
Medicaid - Eligible professionals $ 10 $ 20

Medicaid - Hospitals®, Acute/Children's $ 30 $ 60 °

Total $ 551 $ 775

1 8,500 eligible prof. by 2012 and 10,000 eligible prof. by 2016

2 2007 WHA hospital financial survey data, ~72 hospitals

3 RWHC estimate for 59 CAHs

4 300 eligible prof. by 2012, 400 eligible prof. by 2015

5 2007 WHA hospital financial survey data, ~35 hospitals >10% Medicaid

6 Critical Access Hospitals not eligible



e $2 billion allocated to support
strategic planning, infrastructure
development, and technical
assistance with some specific
earmarks

e Has wide discretion on how to
allocate remaining ~$1.7 billion for
grants, loans, and other programs


Presenter
Presentation Notes
The funding is intended to provide a near-immediate infusion of federal money for HIT adoption before Medicare and Medicaid incentive payments start in 2011



Of the $2 billion allocated to the ONC, the law earmarks:

- $300 million for regional and sub-national health information exchange efforts

 $20 million for the National Institute of Technology and Standard’s continued work on advancing health care information enterprise integration through activities such as technical standards analysis and establishment of conformance testing infrastructure.  The Act requires NIST to coordinate this work with the ONC

- $5 million for the ONC to administer the funds



Funds appropriated and allocated to the ONC are not available for obligation until the HHS Secretary submits an annual operating plan to the House and Senate Appropriations Committees.  The plan is due 90 days after enactment of the ARRA which is about May 17.  The operating plan has to describe how expenditures are aligned with the specific objectives, milestones, and metrics of the Federal HIT Strategic Plan and how resources are allocated within the Department of Health and Human Services and other Federal agencies; and must identify programs and activities supported by the plan.




Office of the National Coordinator

e Authorized areas of investment

- EHR provider loan programs (funds flow
through States and Indian Tribes)

— HIT technical and implementation
assistance for providers (i.e., Regional
Extension Centers)

- HIE grants to States or qualified State-
designated entities

- HIT training and research
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HIT Grants, Loans, and
Technical Assistance

DISTRIBUTION
PROGRAM AGENCY USE OF FUNDS RECIPIENTS

Appropriated Funds

($2 billion in gross outlays)

Planning _ “
. Grants \ | o
HIE Planning and ONC I
Development /\_ State-designated
Implementation ¢ .  Entity
Grants |
: J'— .?:.x_ftates f
4 R
Snlies ONC Loan Funds < \ Loans A
J S : Health Care
Providers
Health IT
Health IT Research Center Indian Tribes
: ONC iR
Extension Program :

Regional a—més
Extension Centers ™\

Least-advantaged
Providers

Nonprofits

Adapted from, An Unprecedented Opportunity, California Healthcare Foundation, 2009



EHR Loan Fund

Funding Mechanism

Federal appropriations

Funding Entity

HHS through ONC

Allocation Process

Competitive grant process

Matching Funds Requirement

States or Indian tribes must provide a cash match equal to $1 in state funds for every
$5 in federal funds. States may couple their grants with private sector contributions
in an attempt to increase the amount of loan funding they can offer providers

Timing

ONC may not award grants prior to January 1, 2010

Funds Flow Through

ONC to states or Indian tribes, which are to use the grants to provide loans to health
care providers for EHR adoption

Eligible Recipients

States or Indian tribes

Level of Federal Funding

To be determined

Requirements for Funding

Loan funds may be used by providers to: (1) facilitate the purchase of certified EHR
technology; (2) enhance the utilization of certified EHR technology (which may
include costs associated with upgrading HIT so that it meets criteria necessary to be
a certified EHR technology; (3) train personnel in the use of such technology; or (4)
improve the secure electronic exchange of health information. The state must create
an annual strategic plan that: identifies the projects to be assisted through the loan
fund; describes the criteria and methods established for the distribution of funds from
the loan fund; describes the financial status of the loan; and specifies the short-term
and long-term goals of the fund

19

Adapted from, An Unprecedented Opportunity, California Healthcare Foundation, 2009
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Presentation Notes
There is a provision for competitive grants to states and Indian tribes for the development of loan programs.  The loans could be used by a health care provider to facilitate the purchase certified EHR technology or upgrade existing EHR technology so it meets the certification criteria; to train personnel in the use of such technology, and/or to improve the secure electronic exchange of health information.  At this time, we don’t know if or when this funding would available and what the application process will be.  This grant is just one of the many items that the $2B provided to the Office of the National Coordinator (ONC) for Health IT would have to fund.  One thing that is different about this particular grant provision in the ARRA is that the National Coordinator "may award" competitive grants to eligible entities (states and Indian tribes).  Since the Act doesn't say "shall award," the National Coordinator is not required to provide these grants.  If the HHS Secretary decides to include this in the annual operating plan that is due 90 days after enactment of the ARRA, the resulting program as described in the ARRA would be a competitive grant program.  For WI to be competitive for this grant program, WI will need to establish a source of matching funds for the Loan Fund.  We will have to wait and see what transpires at the Federal level on this one.  In the meantime, we are trying to determine how we might source matching funds and position ourselves to be competitive for the grant.  This is the only ONC provision that would help providers buy certified EHR technology.”


HIT Regional Extension

Centers

Funding Mechanism

Federal appropriations

Funding Entity

HHS through ONC

Allocation Process

To be determined

Matching Funds Requirement

ONC may not provide more than 50 percent of the capital and annual
operating and maintenance funds required to create and operate a
Regional Extension Center. ONC may provide such funding for no
longer than four years

Timing

2009 to 2011

Funds Flow Through

ONC

Eligible Recipients

Nonprofits, likely to be broad array of competing applicants

Level of Federal Funding

To be determined

Requirements for Funding

To be determined

20
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The HITECH provisions recognize that effective adoption and use of EHRs represents a significant challenge.  As a result, the ARRA directs the Secretary through the ONC to establish a new national entity within HHS, the Health Information Technology Research Center and to establish HIT Regional Extension Centers to provide technical assistance, disseminate best practices, and assist with implementations at the local level.  The Extension Centers are specifically charged with providing technical and change-management assistance to health care providers in adopting and using EHRs.  They are to provide services to all providers, but prioritize assistance to public, nonprofit, and critical access hospitals, federally qualified health centers; rural providers that serve uninsured, underinsured, or medically underserved patients and individuals or small group practices.

The Secretary may provide financial support to any regional center created for a period not to exceed 4 years and can not provide more than 50 percent of the capital and annual operating and maintenance funds required to create and maintain a center.

By about May 17, the HHS is supposed to publish in the Federal Register a detailed explanation of the program and the programs goals; procedures to be followed by the applicants; and criteria for determining qualified applicants.


HIE Planning and
Implementation Grants

Funding Mechanism

Federal appropriations

Funding Entity

HHS through ONC

Allocation Process

Competitive grant process

Matching Funds Requirement

State matching funds may be required in federal fiscal years 2009
and 2010 (and will be required in 2011). The statute notes that
matching funds may be in-kind, but does not provide further detail

Timing

Funds are available upon the delivery of ONC'’s strategic plan to
Congress, due within 90 days of passage of the bill

Funds Flow Through

ONC

Eligible Recipients

States or qualified state-designated entities. To be considered a
state-designated entity, an organization must be formally designated
by the state, be nonprofit, and be committed to improving health care
quality and efficiency through HIE

Level of Federal Funding

To be determined

Requirements for Funding

Grants must be used to support HIE planning or implementation.
Minimal criteria to receive the larger implementation grants are likely
to include operational governance, a technical plan, well defined
clinical use cases, and statewide privacy and security policy
guidance

21

Adapted from, An Unprecedented Opportunity, California Healthcare Foundation, 2009
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Grants to facilitate and expand the electronic movement and use of health information among organizations according to nationally recognized standards  will be available to states or qualified State-designated entity for planning and implementation.  Activities eligible for planning or implementation grants include:

(1) enhancing broad and varied participation in the authorized and secure nationwide electronic use and exchange of health information;

(2) identifying State or local resources available towards a nationwide effort to promote health information technology;

(3) complementing other Federal grants, programs, and efforts towards the promotion of health information technology;

(4) providing technical assistance for the development and dissemination of solutions to barriers to the exchange of electronic health information;

(5) promoting effective strategies to adopt and utilize health information technology in medically underserved communities;

(6) assisting patients in utilizing health information technology;

(7) encouraging clinicians to work with Health Information Technology Regional Extension Centers to the extent they are available and valuable;

(8) supporting public health agencies’ authorized use of and access to electronic health information;

(9) promoting the use of electronic health records for quality improvement including through quality measures reporting

Qualified State Designated Entities must 

(1) be designated by the State as eligible to receive awards;

(2) be a not-for-profit entity with broad stakeholder representation on its governing board;

(3) demonstrate that one of its principal goals is to use information technology to improve health care quality and efficiency through the authorized and secure electronic exchange and use of health information; and

(4) adopt nondiscrimination and conflict of interest policies that demonstrate a commitment to open, fair, and nondiscriminatory participation by stakeholders.

In carrying out either planning or implementation grant activities, the State or the qualified State-designated entity must consult with and consider the recommendations of health care providers (including providers that provide services to low income and underserved populations); health plans; patient or consumer organizations that represent the population to be served; health information technology vendors; health care purchasers and employers; public health agencies; health professions schools, universities and colleges; clinical researchers; other users of health information technology such as the support and clerical staff of providers and others involved in the care and care coordination of patients.




State-Level HIE Planning and Design
.

e “Shovel-ready” project for state-level HIE
planning and design for a statewide HIE
business and technical architecture and
Infrastructure

e Notice of Intent to Award issued to Deloitte
Consulting, LLP this week

e Project work is broken up into two phases,
with funding available to complete the first
phase


Presenter
Presentation Notes
The State of Wisconsin’s eHealth Action Plan has two immediate goals:  statewide adoption and use of electronic health records by providers, and development and implementation of a statewide HIE architecture.  Since a substantial amount of incentive funding in the ARRA is for providers to adopt and use certified EHR’s that must be connected in a way that provides for the electronic exchange of health information, the planning, design, and development of the statewide HIE architecture and infrastructure becomes an essential next step for Wisconsin.  All the key health care stakeholders statewide, including public health will need to be involved in this effort. 

Phase 1 of the planning project will be take about a 14 weeks


HIT Training and Research

DISTRIBUTION
PROGRAM AGENCY USE OF FUNDS RECIPIENTS
Medical !
Workforce HHS, Health Informatics \_ﬁ\\
Training Grants NSF .
EHRin Medical N _ L2702
School Curricula ~—A gﬁiﬁ@
| [
< Higher Education and
X S Laalth Care p & Medical / Graduate Schools
S SEAROONY NIST Information Enterprise <—
Research and . .
NSF Integration

Development Grants Federal

Research Centers Government Labs

Adapted from, An Unprecedented Opportunity, California Healthcare Foundation, 2009
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The effective use of HIT requires a team and while physicians may provide clinical oversight for patient care, its delivery depends on nurses, medical assistants, front office staff, and other clinical providers.  For electronic health record systems to fully support this team, its members must all have basic IT literacy, an understanding of state privacy laws and HIPAA requirements, and the ability to make effective use of the EHR as part of their workflow.  There is a national shortage of health workers with IT literacy; therefore, the HITECH provisions include workforce training grants.



There are also provisions to advance research through new technology research and development grants.


ARRA Privacy and Security Provisions.

e Alice Page

Protecting and promoting the health and safety of the people of Wisconsin



Significant Expansion of

HIPAA Privacy and Security Rules
G

e Direct application of HIPAA to
business associlates

e New privacy requirements
-~ Restrictions on uses and disclosures

- Accounting of disclosures for EHRsS
- Marketing and fundraising restrictions



Significant Expansion of

HIPAA Privacy and Security Rules
(G

e Security breach notice obligations

e Enhanced penalties for non-
compliance

e Enhanced enforcement authority
(1.e., State Attorneys General)



Significant Expansion of

HIPAA Privacy and Security Rules
(G

e General compliance date is February
17, 2010

e Different effective dates for the
security breach notice requirement
and some of the new privacy
provisions



Next Steps
o]

Complete contract negotiations with Deloitte and
Initiate Phase 1 of the HIE planning and design project

Prepare strategic plan in anticipation of ARRA grant
opportunities

- Review the Wisconsin eHealth Action Plan and revise or supplement
as necessary to align with updated federal HIT strategic plan

Determine a source of matching funds for an EHR
loan fund

Revise the DHS privacy and security policy agenda,
and work plan in light of new privacy and security
provisions in the ARRA

Others?
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