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The HIE Lessons.

Despite the fact tht the environment for building and creating and developing an HIE organization has never been better, the concerns about long-term sustainability and the impact and value of exchanging health informati
Collaborative (NHC) recently conducted a comprehensive study of twelve fully operationally HIES across the nation to find out from their leaders what factors have led to their success (NeHC, 2011). In-depth structured inter
senior exccutives representing the business, clinical, and technical areas of each HIE. Key critical success factors these leaders identified in sustaining an HIE are

persist. The National eHealth
s were conducted with

« Aligning stakeholders with HIE priorities in an intensive and ongoing effort. Create a shared vision that all stakeholders can embrace and tht serves as the cornerstone to success. Foster an environment that is built on trust and that promotes learning
‘and resolves differences when they arise. Make ongoing and effective stakeholder engagement a priority.

Establishing and maintaining consistent brand identity and role as a trusted, neutral entity dedicated to protecting the interests of participants. Data use and data integrity are two critical elements. The culture, policies, and procedures regarding the

use of data must assure that no entity vill gain competitive advantage at the expense of others. Consent and security policies must meet the requirements of various stakeolders and regions or states. The HIE infrastructure must ensure that patient data
are aceurate, eliable, and trustworthy.

Ensuring alignment with vision in making strategic choices. Assess the stakeholders’alignment with the initiative and congruence with the vision before deciding to pursue them. Regardless of how promising a source of funding may have initially
appeared, some HIES chose not to pursue it because the funding source did not have the full support of ll takeholders.

« Considering structural characteristics and dynamics of the HIE market. The geographic location, composition of stakeholders, and resource capabilities are all factors to consider.

Understanding clinical workflow and managing change. The implementation of an HIE requires that clinicians and administrative staff understand the impact of HIE applications on workflow and identify opportunities to improve efficiencies (NeHC,
2010).

Different business models, governance structures, and strategies may be used to create value for the HIE pas

PERSPECTIVE
HealthBridge
HealthBridge formed an HIE in 1997 as a commus innati-Northern Kentucky area. Currently, the network joins over fity hospitals and 7,500 physicians in three states. The

network transmits three million electronic clinical messages each month including laboratory results, radiology reports, operative notes, and discharge summaries. HealthBridge serves over 80 percent of physicians and acute care hospitals
within its service area and is estimated to have reduced health care costs by $20 million annually (NeHC, 2011).

Although HealthBridge was formerly funded primarily by fees, in 2010 it received three large federal grants to support its operations. Pricing fees and approaches differ depending on the communities in
are based on the number of specimens processed, Fees for EHR data exchange are paid by both the sender and the recipient of data, since both sides benefit from the transaction.

Several of the strategic nitiatives for which HealthBridge has been involved to drive value creation are.

 Consumer and patient engagement: piloting a PHR under the Indiana HIE Challenge Grant

 New care delivery models: serving as an online data analytical service for aggregating and synthesizing raw data for ACOs
 Serve as HIE for 1,700 clinicians using electronic health records in commanity (NeHC, 2011)

they serve. For example, lab fees

INFORMATION TECHNOLOGY RAMIFICATIONS OF NEW MODELS OF CARE AND PAYMENT REFORM

What are the information technology ramifications of integrated care models and payment reform? Integrated care generally requires health care professionals from different organizations to work together as a team to provide high-quality, cost-cffective
care. Ifthe goal i to provide continuity of care, shared care, and seamless care, members of the health care team must be able to share information about, and with, patients at appropriate points in the care process (Protti, 2009). Effective health information
exchange (HIE) among primary care providers, specialists, therapists, hospitals, and other care providers is vital to coordinate care and provide clinical integration, Care coordination is providing the right care in the right place af the right time by the right

provider, ll o the time. Clinical integration requires that provider organizations (including ACOs and PCMHs) achieve efficiencies by monitoring and controlling quality, service, and costs; using evidence-based practice guidelines; and providing tools to
improve compliance.

To effectively manage costs, health care executives wil need tools and data to support different types of financial modeling, For example, an ACO wil need actuarial cost and utilization predictors to effectively manage the care of a defined population.
Ensuring that adequate cost accounting systems are in place (along with EHR and PHR systems) i critial to effective management under the various payment models. In addition, some IT capability such as home care support or patient engagement tools
‘may be needed to monitor vital patient information and actively involve patients in the management of their own care (Rossignol, 2011). Health I clearly plays a vital role in the success of new models of care and payment reform and should be an integral

part of the organization's planning process.
Accurately Identify and Link Patient Data

An important first step in connecting patient data across different care settings i to establish master patient indices (Glaser & Salzberg, 2011). Patient indices can serve as a crosswalk among the different medical record numbers and identifiers that may be
used by various provider organizations to correctly identify patients. In addition, a record locator service may be used to determine which patient records exist for a member and where the source data is located. The key concept behind having a record locator
service s that a patient’s health information s housed on computers at the various sites of his or her care and this information is queried and aggregated from these sites at the time of a request. Functions to look for in a record locator service include the
ability to

« Manage pas

ipating provider identities
« Maintain and publish a patient index
« Match patients using defined algorithms
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Other Important IT Considerations
Beyond identifying and linking patient data across systems, under new payment models it will be important for health care provider organizations to consider the following I functionality:

1. Share patient information in standardized format. Through the HIE, health care providers should be able to send and retrieve continuity of care documents (CCDs) or continuity of care records (CCR). The CCR data set includes a summary of the
ni’s health status (fr example, problems, medications, and allrgies) and basic information about nsurance, advance diretives, care documentation, and the patient’ care plan. These documents deally should be pushed directly into the EHR
systems for the providers use daily otherwise, the workflow may be cumbersome for the linician-user and the information may never get to the clinician (Rossignol, 2011).

2. Establish care coordination systems. Providers vill need systems that allow them to coordinate care for a given patient in multiple care settings. To do so, different types of IT systems are available with different levels of maturity:
4. Referral management systems. These systems are mature and generally a component of the HIE. They automate the referral process, including the request for referral and accompanying required patient documentation (Rossignol, 2011).

b. Patient navigation systems. These systems provide a longitudinal view of patient encounters (including appointments, events such as ED vsits or hospitalizations, interactions with members of health care team, patient education, self-monitoring, and
5o forth) (Rossigaol, 2011).

3. Explore patient engagement systems. A critical member of the health care team under these new models of care i the patient. To actively involve the patient in his or her own care, health care provider organizations should examine the extent to which
their IT systems enable patients to monitor their health at home. Examples of patient engagement systems include personal health records (PHRs) that provide context-specific alerts, reminders, and medical content when patient vital signs or values are
out of range (Rossignol, 2011) and home monitoring devices including mobile applications that can aid in promoting wellness or managing chronic diseases more effectively. Apps like i riage, which are web-based and mobile, help patients to “self-triage”
when they answer select questions and determine whether ED care is needed; they can also report the wait time at local EDs and provide directions to the closest one (Sarasohn-Kahn, 2011).

4. Participate in disease registries. Providers may enrall their patients into one or more disease populations and add them to disease registries based on data extracts from the EHR. As consolidated disease registries, the EHRs may track key clinical markers
for each patient across all e patient’s conditions. For example, one of the tools Kaiser Permanente uses to operate their population-based care is the case management process, whereby a case manager i assigned to monitor patients to see that they stay.
o track with their disease protocol across care seftings, including their home (Kwo & Irani, 2008).

5. Monitor performance and report quality. Having the capacity to effectively monitor performance and report on quality measures will be ritical under payment reform. Organizations will need to have in place systems that can provide analytical
information such as:

a. ldenti

ing at-risk populations
b. Monitoring physician performance
. Reporting on quality outcomes
. Assessing comparative clinical effectiveness by monitoring cost and performance measures (Rossignol, 2011)
Other questions health care executives should ask themselves in assessing their organization's IT capability to effectively manage under new payment models of care:
 Towhat extent do our providers embrace and adhere to evidence-based practice guidelines?
 Howare our systems and incentives designed and aligned to deliver the desired outcome?
 How do we coordinate care resources, engage patients, measure feedback, and improve the patient experience?
 Towhat extent do our patients trust that their health information is private and secure?

Protti (2009) argues that integrated care call for ntegrated information systems to support it This entails () helping clinicians to work invirtual teams to delivery patient care across settings, (b) assiting providers in delivering evidenced-based,
population-based chronic care across settings and discase conditions, (c) generating complex information to monitor outcoms, and (d) making the patient experience searless across the care continuum (Protti, 2009). IT is not the be-all and end-all;
however, it is an essential ool n this new era of increased accountabilty. Health care organizations that can do these things well and have available predictive modeling tools for forecasting what i lkely to happen under various scenarios, wil be fr better
cquipped to lead effectively now and in the future.

SUMMARY

‘The degree of federal legislation and activiy that has occurred from the late 20005 through 20105 to further the adoption and meaningful use of health information technology is unprecedented. As part of the American Recovery and Affordable Act, the
HITECH Act of 2009 allocated over $30 billion t incentivize hospitals and eligible practitoners to become meaningful sers of EHR technology, tocreate the infrastructure to support health information exchange, and to train a workforce along with
regional extension centers that could serve as resources to small physician practices and rural community hospitals engaged in the EHR system selection and implementation process.

Coupled with HITECH, in March 2010, President Obama signed into law the Patient Protection and Affordable Care Act. With this Act came a far greater emphasis on evaluating new models of care delivery and payment reform that will lead to improved.
quality and reduced costs.

Two models of care receiving considerable attention include accountable care organizations (ACOs) and patient-centered medical homes (PCMH). Both models rely on health care providers and organizations delivering coordinated and integrated care across
the continuum of care, and both have significant implications from a health IT perspective. Provider organizations considering these models of care will need to have ready access to information systems that enable them to adhere to evidence-based
guidelines, ensure quality and safety, manage population health, engage patients and their families in their own care, and report on quality outcomes. With new models of care come new or different methods of payment that are better aligned with the goals
they are intending to achieve. Some of the payment methods include bundled payments, pay for performance, shared savings programs, capitation, and episode-of-care payments.

Central to achieving meaningful use, the implementation of new models of care, and payment reform is the abiliy to lectronically exchange health information among different health care entities and between providers. A Nationwide Health Information
Network (NWHIN) or set of standards, services, and policies that promote secure HIE over the Internet has been established. The ONC funded ffty-six state and regional HIE cooperative programs to facilitate and support HIE within states and commaunities.
Lessons learned from leaders in twelve fully operational HIES include creating a shared vision, engagin stakeholders, ensuring sound data use and data integrity policies, evaluating the marketplace, evaluating the impact of HIE on clinician workflow, and
‘managing change.
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CHAPTER 6
Federal Efforts to Enhance Quality of Patient Care through the Use of Health Information Technology

LEARNING OBJECTIVES

To gain a broad understanding of the major federal legislation that has passed in recent years to promote the adoption and meaningful use of electronic health record (EHR) systems.
id EHR Incentive Programs for elgible professionals and hospitals.

To discuss implications of health care reform legislation and new models of care (such as accountable care organizations and patient-centered medical homes) on the health information management needs of the various stakeholders.
 To define health information exchange (HIE) and discuss the efforts that are underway nationally and regionally to promote the exchange of health data across organizations.
 To discuss the health care I ramifications of payment reform.

From the late 2000 through the early 20105, the degree of federal legislation that was passed affecting the need for, and efective use of,health information technology has never been greater. The legislative changes are driven by the growing demand to
transform the health care delivery system into one that facilitates new methods for improving the quality, eficiency, and patient-centercciness of care. The time for action has come. n the late 20005, our economy had experienced a major financial risis and
Jed into a decp recession; health care costs were at an all-time high, with quality uneven and forty-six million Americans uninsured. Unemployment rates hovered around 9 percent. I an effort to stimulate the job market,the American Recovery and.
Reinvestment Act (ARRA) passed in 2009, pouring nearly $787 billion of federal fnds nto the economy. Although its primary aim was to save and create jobs, it secondary aims were (o investin infrastructure, health, and education. Specifcaly, the Health
Information Technology for Economic and Clnical Health Act (HITECH), a provision of ARRA, outlined a multifaceted approach to improving health carc quality and effciency by encouraging hospitals and clinicians to use electronic health records (EHRS),
Both partis of Congress agreed our current health care system could not sustin itself o the antiquated paper-based medical record systems that have prevailed for decades. The ultimate goal i not that health care organizations and providers will merely
all EHR systems, although implementing them is an important first step. Rather,the goal s o incentivize clinicians to become “meaningful users” of EHRS, leading to improved quality and efficiencies o care (Blumenthal, 2010). With nearly $30 billion

in incentives available to clinicians and hospitals through the Medicare and Medicaid EHR Incentive Programs and the risk of reduced reimbursement payments for those who fai to comply, “meaningful use” likely represents the “single most potent” federal
effort to change health care delivery over these two decades (Jha et al., 2009).

Equally as significant for its potential impact on the health care delivery system and the ways in which we manage health information was the passage of the Patient Protection and Affordable Care Act (PPACA), later known as the Affordable Care Act, It
builds on the HITECH Act and recognizes health information technology as a critical enabler to broad transformation in health care. The law has multiple objectives, including increasing access to affordable care and extending coverage, investing in research
that will help providers, patients, and payers make informed decisions about effective treatment casts by introducing new models of care coordination and delivery, as well as payment reform (Buntin, Jain, & Blumenthal, 2010). To achieve these broad
objectives, health care providers must have the tools to easily capture, analyze, and act on patient- and population-level health information.

In this chapter, e will examine the federallegislation and iniiatives that have occurred in recent years to further the adoption and meaningful use of lectronic health records. Focus is iven to the timeline and resources available to assst hospitals and

cligible health professionals in achicving meaningful use. We discuss key clements of new models of care including accountable care organizations and patient-centered medical homes. We alo introduce the concept of halth information exchange (HIE), the
Nationwide Health Information Network (NwHIN), and give examples o several suceessful HIES to date. Being able to xchange health information across organizations s eriteal to achieving meaningful use. The chapter concludes with an overview of some
of the health care information technology (IT) ramifcations of integrated care models and payment reform.

Clearly, we are in a new era of increased accountabilit for the provision and delivery of high-quality, cost-effective care. To effectively lead in this environment, health care executives and providers will need ready access to information and knowledge-based
decision-making tools. Patients, consumers, and payers will expect 1o less.

HITECH ACT

‘The Health Information Technology Economic and Clinical Health (HITECH) Act established programs and authorized funding to support the widespread, rapid adoption and meaningful use of electronic health records (EHR) by hospitals, physicians, and
other health care practitioners

An Overview of the Legislation

An important component of HITECH was the establishment of the Medicare and Medicaid EHR Incentive Programs, both of which enable eligible practitioners and hospitals to qualify for incentive payments for adopting, implementing, upgrading, or
demonstrating meaningful use of certified EHR technology. Through the Medicare EHR Incentive Program, each eligible professional who adopted and achieved meaningful EHR in 2011 or 2012 was able to earn up to $44,000 over a five-year period. The
amount decreased over the five-year period, with the incentive to providers to start sooner rather than later. Eligible hospitals could earn over $2 million through the Medicare EHR Incentive Program. The Medicaid EHR Incentive Program made available
up to 863,500 for each eligible professional (through 2021) and over $2 million to each eligible hospital. See Table 6.1 for primary differences between the two incentive programs.
‘Table 6.1. Differences between Medicare and Medicaid EHR Incentive Programs

urce: Carson, Garr, Goforth, & Forkner, 2010.

Medicare EHR Incentive Program Medicaid EHR Incentive Program

Federally implemented and available nationally Implemented voluntarily by states

Medicare Advantage professionals have special eligibility accommodations Medicaid managed care professionals must meet regular eligibiity requirements
Opento physicians, subsection (d) hospitals, and Critical Access Hospitals

Open to five types of professionals and three types of hospitals
‘Same definition of “meaningful use” applied to all part

ints nationally States can adopt a more rigorous definition of ‘meaningful use™





image2.png
e Incentive payments were designed to ofiset some ol the up-iront costs of SWilching Irom paper fo elecironic records, or of upgracing irom noncertified to certified “HH systems. 1 R-certilled systems must meet certain minimum capabiiities,
v, and security standards. Implementing a certified EHR, however, is not all that i needed to qualify for the incentive payments. Hospitals and health care providers must also demonstrate that they are using EHR systems in meaningful ways to
ity of care and efficiency. In addition to the incentives for EHR use, the legislation includes penalties in the form of reduction in Medicare payments for those who fai to nitiate meaningful EHR use within 2 designated time frame.

HITECH goes beond providing financial incentives for providers to adopt EHR systems. Many small physician practices and rural hospitals do not have the in-house expertise o select, implement, and support EHR systems. To address these needs,
HITECH funded sixty-two Regional Extension Centers (RECs) throughout the nation to support providers in adopting and becoming meaningful users of EHRs. The RECs are primarily intended to provide advice and technical assistance to primary care
providers, especially those in small practices, and to small rural hospitals, which often do not have IT expertise. Furthermore, HITECH provided funding for various health IT workforce training programs to support the education of HIT professionals. The
education-based programs included curriculum development, community college consortia, competency examination, and university-based training programs, with the overarching goal of training an additional 45,000 health information technology
rofessionals. Funding was also made available to seventeen Beacon Communities and Strategic Health IT Advanced Research Projects (SHARPS) across the nation. The Beacon programs are leading organizations that are demonstrating how health
formation technology can be used in innovative ways to target specific health problems within communities (Office of the National Coordinator for Health Information Technology, 20102). These programs are llustrating health IT's role in improving
individual and population health outcomes, and in overcoming bartiers such as coordination of care, which plagues our nation’s health care system (McKethan et al., 2011).

PERSPECTIVE
Delta Health Alliance BLUES Beacon Community

“I's really goin to help the patients make  bette decision because they'e geting better nformation,” says Karen Fos of the Delta Health Alliance BLUES (Better Living Uilizing Electronie Systems) Beacon Commaunity. Located in the
Mississippi Delta, the Delta Health Allince BLUES Beacon Community was slected and awarded over $14.6 million to be a part o the Beacon Community Program. The Misissippi Delta region includes cighteen counties beeen the
Mississippi and Yazoo rivers. With more than one-third of the population living in poverty and around 13 pércent o the population suffering from diabetes, the area is challenged by the lack of a sufficient number of health care providers to
address the situation. The goal of the community is o “to improve access to care for diabetic patients through the meaningful use of lectronic health records (EHRs) and health information exchange (HIE) by primary care providers in the
Mississippi Delta.” The community also hopes o utilze EHR-related interventions to increase effciency and reduce excess cost. Exchanging patients' health information with their pharmacists who then provide telephonic support to patients on
‘managing their medications and adhering to their regimen, electronically sharing patients’ hospital visit information vith primary care providers who can then actively follow up vith patients when they return home, and implementing evidence-
based computerized clnical decision-support systems in primary care clinics are just some of the interventions that have been put in place. As of May 2011, these health I' enhanced interventions were underway in fiv ofthe eighteen counties
within the Delta region and a spread strategy was in place to reach additional areas.

Four SHARP centers have been funded to develop breakthrough research in areas such as the security of health IT, patient-centered cognitive support, health care application and network platorm architectures, and secondary use of EHR data (Office of the
National Coordinator for Health Information Technology, 2010D).

Achieving meaningful use requires that health care providers are able to share health information electronically with others using a secure network for health information exchange (HIE). To this end, HITECH provided state grants to help build the HIE
infrastructure for exchange of electronic health information among providers and between providers and consumers. Nearly ll states have approved strategic and operational plans for moving forward with implementation of their HIE cooperative
agreement programs. Further, HITECH has supported the Nationwide Health Information Network (NwHIN), a set of standards, services, and policies that enable secure health information exchange ver the Internet (NwHIN, n.d.). The network provides a
foundation for the exchange of health information across diverse entities, within communities, and across the nation,

Another ke component of HITECH was the establishment of the EHR certification program. Within the Office of the National Coordinator for Health IT (ONC), the Office of Interoperability and Standards oversees certification programs for health
information technology. The purpose of certifcation is o provide assurance to EHR purchasers and other users that their EHR system has the technological capability, functionality, and security needed to assst them in meeting meaningful use criteria
Eligible providers who apply for the Medicare and Medicaid EHR Incentive Programs are required to use certfied EHR technology. The ONC has authorized certain organizations to perform the actul testing and certification of EHR systems. A current
listing of certified ambulatory care and inpatient EHR systems and modules may be found on the ONC web site (one-chpl.force.com/ehreert)

Success of all of these HITECH-sponsored initiatives is predicated on patients, consumers, and health care providers trusting that their health information is private and secure. Without trust, patients and providers will not use EHRS to their fullst potenti
HITECH imposed several new significant privacy and security requirements beyond HIPAA. For example, when an individual’s unsecured protected health information is beleve to be disclosed because of a breach, HITECH requires the provider to notify
the individuals whose information was breached. If the breach involves more than five hundred individuals, it must be reported to Health and Human Services Office of Civil Rights and the media. The HITECH Act also ensures that entities such as personal
health record vendors and health information exchanges (HIES) are subject to the same privacy and security rules as covered entities, by treating these as Business Associates nder HIPAA (Kolkman & Brown, 2011). New restrictions on using personal health
information (PHI) for marketing purposes have also been included. Other security standards specifically designed to detect and prevent breaches are described in Chaper Ten.

Figure 6.1 llustrates the major components of the HITECH Act. The pathway toward improved health system performance is believed to be achieved through

« Improved individual and population health outcomes

o Increased transparency and efficiency
o Improved ability to study and improve care delivery

EE——
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igure 6.1. Overview of HITECH Act

Itis too early to predict the long-term impact of HITECH on the widespread adoption and meaningful use of EHR systems, but indications such as the number of organizations and providers who have registered for EHR Incentive Programs, growth
venture capital, and the number of organizations involved in EHR system implementations all suggest the momentum is as strong as ever.

Meaningful Use: Definition and Criteria
The HITECH Act specifies three main components of meaningful use:
1. The use of a certified EHR in a meaningful manner, such as e-prescribing
2. ‘The use of certified EHR technology for electronic exchange of health information to improve quality of health care
3. “The use of certified EHR technology to submit clinical quality and other measures to CMS (CMS, n.d.)
“Meaningful use” essentially means that providers need to be able to demonstrate that they are using certified EHR technology in significant ways that can be measured in both quality and quantity to achieve health and efficiency goals.

The eriteria for meaningful use are to be implemented in three stages from 2011 through 2015. Stage 1 criteria set the baseline for electronically capturing health information in a structured format and using that information to track key clinical cond
wwell as communicating that information for care coordination purposes. Examples of core objectives in Stage 1 are:

« Capture key parts of the patient’s health record (detailed demographics, vital signs, active medication and problem lists, and smoking status)
o Create care summary documents

« Provide patients with an electronic copy of their health informati
« Have the capability to exchange key clinical information electronically

« Implement at least one clinical decision-support tool

There are also optional objectives known as the “menu” set, for which providers must choose five. Examples of optional menu set functions include sending patient reminders for preventive or follow-up care, using EHRs to provide patient-specific
‘materials, and performing medication reconcili

Stage 2 proposed criteria were published in 2012. They build on Stage 1 criteria and require patients to have clectronic access to their health record. Stage 3 of the meaningful use criteria build further upon these criteria and are expected to require
practitioners and hospitals to demonstrate impraved outcomes. Stages 2 and 3 have estimated implementation dates of 2013 and 2015, respectively.

All meaningful use criteria are to be linked and aligned with the nation’s health outcome policy priorities:
« Imprave health care quality, safety, and efficiency and reduce health disparities
o Engage patients and famili
o Improve care coordination

s in their health care

« Improve population and public health
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“The Offce of the National Coordinator for Health Information Technology (ONC)is the entity responsible for developing policies that implement the overall HITECH Act. I this role, the ONC works closely with the Center for Medicare and Medicaid
Services (CMS), which s responsible for promulgating policies that relate to Medicare and Medicaid payment for meaningful use of EHRs under HITECH (ONC, 2011). The ONC specifies the standards, implementation specifications, and other criteria or
EHR systems to be certified under HITECH, while the CMS rule specifies how hospitals and eligible professionals must demonstrate their meaninful use of these technologies in order o receive Medicare and Medicaid payment incentives (Department o
Health and Human Services, 2011). Both sets of rule strongly indicate that standards and eriteria for achieving meaningful use of EHR will grow and become more rigorous in future years as the technology evolves and providers gain experience and
sophistication in its use. See Figure 6.2
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igure 6.2, Federal health IT strategic map.
‘Source: ONC, 2011

HEALTH CARE REFORM: NEW MODES OF CARE AND PAYMENT REFORM

‘Along with the widespread effort to promote the use and adoption of health information technology, the early 20105 brought dramatic change to the health care sector with the passage of health care reform legislation. With U.S. health care costs at 17 pere
of the gross national product and rising and forty-six million Americans uninsured, President Obama signed into law on March 23, 2010, the Patient Protection and Affordable Care Act (PPACA). For the first time in our nation's history, the federal
government mandated that individuals have health insurance—although its constitutionality was challenged by several states and eventually brought forth to the U.S. Supreme Court. The Medicaid Program was expanded to include all non-Medicaid elgih
individuals under age sixty-five with incomes up to 133 percent of the federal poverty level. The Act also created the structure for health insurance exchanges, including a greater role for states, and imposed changes to private insurance, such as prohibiting
‘health plans from placing lifetime limits on the dollar value of caverage and prohibiti ing condition exclusions. Numerous changes were to be made to the Medicare program including continued reductions in Medicare payments to certain hospi
for hospital-acquired conditions and excessive preventable hospital readmissions (Kaiser Family Foundation, 2011).

‘Additionally, the Centers for Medicare and Medicaid Services (CMS) established an Innovation Center to test, evaluate, and expand different payment structures and methodslogies to reduce program expenditures while maintaining or improving quality ¢
care. Different payment models and modes of care delivery that foster coordinated, patient-centered care in a cost-effective environment are being encouraged and eventually rewarded. Much of the interest in exploring new modes of delivery and paymen
are due to the facts that U.S. health care is fragmented and that inadequate communication among providers—and between providers and patients and their families—is common (Guterman & Drake, 2010). Historically, there has been a lack of accountabi
for the total care of patients, the outcomes of their treatment, and the efficiency with which health resources are used. The fact that health care services are paid primarily on  fee-for-service basis has contributed to the fragmentation and lack of
accountabiliy. Fee-for-service emphasizes the provision of health services by individual hospitals or providers, rather than care that is coordinated across providers to address the patient’s needs. Providers are rewarded for volume and for conducting
procedures that are often more complex, when simpler, lower-cost, better methods may be more appropriate (Guterman & Drake, 2010).

Ithas more than a decade sincethe Institute of Medicine published itslandmark reports, To Err Is Human: Building a Safer Health System (2000) and Crossing the Quality Chasm: A New Health System for the 21st Century (2001), et the qualit ofhe
care i the United States remains uneven and suboptimal (Schuster, McGlynn, & Brook, 2005). These shortcomings can have  tremendous impact on people with chronic llnesses, who experience frequent changes in health status,as wellas multiple
transitions between care settings and care providers. Naylor and colleagues conducted 2 systematic review of the literature and found that these transitions, or “handoffs,” have been associated with increased rates of avoidable hospitalizations (Naylor, Al
Kurtzman, Olds, & Hirshman, 2011). The movement of patients from hospitals o the community and back again also accounts for approximately $15 billon in annual Medicare spending (Medicare Payment Advisory Commission, as cited in Naylor et al.,
201). Consequently, the Affordable Care Act includes provisions that support transitionalcare interventions to high-risk Medicare beneficiaries. Examples of interventions include timely postdischarge follow-up services o patients and their caregivers,
comprehensive medication review and management, and assistance to cnsure timely interactions between patients and postacute and outpatient providers (Naylor et al, 2011).

‘Although no one knows for certain what the “ideal” care model or models will look like in the future, two proposed frameworks that have received a great deal of consideration are accountable care organizations (ACOs) and patient-centered medical home
(PCMHS). Both rely on health care organizations and physicians providing coordinated and integrated care, which has significant implications for an organization’s ability to manage information effectively. We discuss both in the following section.
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Accountable Care Organizations

‘The Affordable Care Act authorizes the Medicare program to contract with accountable care organizations (AC0), which are networks of physicians and other providers who work together to improve the quality of health care services and reduce costs for a
defined patient population (Merlis, 2010). Specific provisions of the Act require that the ACO include a sufficient number of primary care professionals to provide services to at least five thousand beneficiaries for a three-year period and demonstrate the.
ability to report data on cost, quality, and overall patient experience for Medicare beneficiaries (Shortell, Casalino, & Fisher, 2010). The intent i to allow providers organized as ACOs that voluntarily meet quality thresholds to share in the cost savings they
achieve for the Medicare program. The shared savings would be realized when the ACO provides care to Medicare beneficiaries for less than a Medicare benchmark cost, while meeting predefined criteria for quality of care and patient service. Each ACO must
have a formal legal structure that enables it to receive shared payments and distribute them among providers. The ACO must also show that it can meet the quality and reporting standards.

“The concept of the ACO emerged as a means of promoting integration and collaboration between physicians and hospitals. Physicians who are ted to a particular hospital ofien already function s part of an informa network, and their patients tend to stay
within the network for the majority of their care (Merls, 2010). These facts suggested tht groups consisting of one or more hospitals—and the physicians who use them—might be brought together in organized systems. Payers could then hold these:

“systems” accountable for providing high-quality, cost-cffective care to their defined patient population. Organizations that assume a leadership role to improve their performance would be financially rewarded for providing patient-centered, coordinated
care (Metlis, 2010).

There s a host of reasons why a health care organization or provider (or even patient) might decide to pursue an ACO arrangement. First, an ACO has the potential to provide more cost-effective, coordinated care to a growing number of individuals with
chronic illnesses, who often see multiple health care providers in different locations. Second, ACOS can promote interprofessional collaboration and teamwork among all clinicians involved in the patient’s care and can provide rewards for keeping people well
(Shortell et a., 2010). They also provide the foundation for implementing EHR systems and encourage patients to be involved in their own care by providing them access to their records, test results, and online patient education materials. Some experts
believe ACOs may help address the primary care physician shortage by providing a more positive work environment to recruit graduates into primary care and promote team-based practice (Shortell et al., 2010). CMS is moving toward a bundled payment
system, whereby a single payment will be made to hospitals and physicians jointly for a given condition, episode of care, or procedure. Therefore, it will become important to be able to manage the overall care to the patient effectively across the continuum,
not just when the patient s in the hospital

Patient-Centered Medical Homes

A second model that s receiving increased attention as a means to improve quality and reduce costs is the patient-centered medical home (PCMH). The PCMH is an approach to providing comprehensive primary care through an individuals life by
facilitating partnerships between the patient, his o her providers, and if appropriate, the patient's family. In 2007, a team of four physician societics published a joint statement of principles calling for accessible, continuous team-based care that focuses on
the whole person, with the PCMH taking responsibility for care coordination (Patient-Centered Primary Care Collaborative, 2007). The principles include

« Providing each patient with a personal physician trained to provide first contact, continuous, and comprehensive care

« Ensuring that a personal physician-led team coordinates care

« Viewing the patient as a whole person and providing care appropriate for all stages of ife

« Coordinating and integrating care across multiple providers and settings; using appropriate health information technology to share information among providers and patient
 Adhering to evidence-based guidelines that ensure quality and safety;

volving patients in decision making
« Providing patients with casy access to care, appointments, and communication with providers
« Paying according to added value to patients who have a PCMH.

Integel to the PCMH model i the use of health information technology for sharing information among the team of health care providers involved in the patient's care. Patients are also active participants i their own care, and therefore information
technology should be used to support performance improvement, patient education, and enhanced communication (Patient Centered Primary Care Collaborative, 2007).
A recent national study of PCMHs i the United States identifed 447 practces representing 2,274 physicians that have achieved recognition by the National Committee on Quality Assurance (Scholle Saunders,Tirodkar, Torda, & Pawlson, 2011). Both small

and large practices demonstrated achievement of goals related to accessible, coordinated, and patient-centered care, However, practices affliated with larger organizations achieved higher levels of PCMH recognition compared to unafiliated smaller
practices. The researchers found that smaller practices needed additional assistance with the use of data for population management and patient self-management (Scholle et a., 2011).

Both ACOs and PCMHs require that health IT support the organization and its providers in carrying out the following functions:

« Managing and coordinating integrated care

o Identi

ing, managing, and reducing or containing costs
« Adhering to evidence-based practice guidelines and standards of care; ensuring quality and safety
« Managing population health

« Engaging patients and their families and caregivers in their own care

« Reporting on quality outcomes

‘The better equipped organizations are to perform these tasks, the better their position will be in the future. Health care leaders need to ensure that their organi

ions have the health IT infrastructure and systems to easily support these functions.
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New Forms of Payment for Health Services Delivery

In consort with new models of care are new or modified forms of payment for health care services. Different methods are being piloted in various communities around the nation. These are bundled payments, pay for performance, shared savings programs,
capitation or global payment, and episode-of-care payments. Bundled payments may take different forms such as making a single payment for both hospital and physician services instead of separate payments; bundling payments for inpatient and post-
acute care; or paying based on diagnosis instead of treatment. Pay for performance (P4P) programs reward hospitals, physician practices, and other providers with both financial and nonfinancial incentives based on performance on select measures. These
performance measures can cover various aspects of health care delivery: clinical quality and safety, efficiency, patient experience, and health information technology adoption. Most P4P programs, however, are still a bonus to a fee-for-service model (Miller,
2011). Shared savings programs are intended to reward providers by payin them a bonus that is explicily connected to the amount by which they reduce the total cost of care compared to expected levels. Shared savings is an integral part of the Affordable
Care Act. Capitation or global payment places full risk with the provider organization. An episode-oj-care payment system would pay the provider organization a single payment for all of the services associated with a hospitalization or other episode of acut
care, including both inpatient and postacute care (Miller, 2011).

‘These new payment models are being considered because the current fee-for-service payment system contributes to cost and quality problems. Hospitals, physicians, and other providers receive more revenue for delivering more services, ot for delvering

igher quality or services that are more effective in improving a patient’s health. Furthermore, health care providers often make less money if s paient stays healthy. Separate payments are made o cach physician, hospital, and other health care provider
involved in a patient’s care, often leading to duplicate tests and services for the same patient (Miler, 2011). In addition, no inancial incentive exists for individual providers to coordinate their services. Harold Millr,the excutive director of the Center for
Healtheare Quality and Payment Reform, argues that some of the proposed payment reforms 00 oo ltl to addess the problems caused by current payment systems or change payment oo drasticaly for providers {0 casly implement (2011). He suggests
that there is a need for “middle-ground” options—payment systems that provide greater fleibility and accountabilty for care, while enabling health care providers to deliver some improvements in cost and quality for payers and patients as the providers
build the capacity to ransition to more comprehensive payment reforms. Although an in-depth discussion of these and other proposed payment reform systems is beyond the scope of this book, the changing payment systems have enormous implications fo
health IT professionals.

HEALTH INFORMATION EXCHANGE

Essential to successful implementation of new models of care and payment reform is the exchange of clinical and administration information among different health care entities and between providers and patients. The concept of health information
exchange (HIE) is not new. For nearly two decades organizations and collaborators have tried to facilitate HIE, but unfortunately a number of HIE initiatives have failed to be sustainable over the long term (Vest & Gamm, 2010). The HITECH Act places
renewed interest in the success of HIE by providing incentive payments to eligible providers for meaningful use of clectronic health records, which includes having the ability to exchange information electronically with others in order to have
comprehensive view of the patient’s health and care (Rudin et al, 2011),

“The verb phrase “health information exchange” refers to the “electronic movement of health related information among organizations according to nationally recognized standards” (National Alliance or Health Information Technology, 2008). The noun
phrase “health information exchange” refers to “a health information organization that brings together health care stakeholders within a defined geographic area and governs health information exchange among them for the purpose of improving health anc
care in that community” (National Alliance for Health Information, 2008). These may also be referred to s health information exchange organizations or regional health information organizations (RHIOS).

By participating in an HIE or sharing health information, a number of potential important benefits may be realized:
« Serves as a building block for improved patient care, quality, and safety

 Makes relevant health care information readily available when and where it is needed

 Provides the means to reduce duplication of services that can lead to reduced health care costs

« Enables automation of administrative tasks

« Provides governance and management over the data exchange process

« Facilitates achievement of meaningful use requirements (Health Information Management and Systems Society, 2010)

Nationwide Health Information Network

Most successful health information exchange (HIE) initiatives to date have oceurred within a geographical region, community, or state (National eHealth Collaborative, 201). There have also been coordinated efforts by public and private stakeholders at th
national level to develop a nationwide health information network (NwHIN). The NwHIN is “a set of standards, services and policies that enable secure health information exchange over the Internet” (NwHIN, n.d.). The intent s to be able to securely link
regional and state HIES to create a national interoperable “network of networks” for sharing health care data across the nation (Dixon, Zafar, & Overhage, 2010). Connections between individual H1Es will enable health care providers participating in the HI}
to access relevant health information when caring for a patient regardless of where that data may be stored.

Two major initiatives affiliated with NwHIN include the Direet Project and the CONNECT Open Source Solution, The Direet Project was launched in March 2010 and was established to specify a simple, secure, scalable, standards-based way for participants
1o send authenticated, encrypted data over the Internet. Several pilot programs are using the specifications developed by the Direct Project in their exchange of information for patient care and public health reporting and other purposes. Detail of these pil
efforts may be found at directproject.or,

‘The CONNECT is an open source software solution that permits HIE, both locally and nationally. CONNECT uses NwHIN standards and services. It was developed collaboratively by more than twenty federal agencies in 2007 and initially used primarily
among federal agencies. Currently, over two thousand organizations, including federal agencies, states, health care providers, insurers, and health IT vendors, are working together to improve the CONNECT Open Source Solution. Additional information an
resources that are publicly availabe to providers, organizations, or HIEs that are interested in learning more about CONNECT should visit their web site at wiw.connectopensource.ors,









