Kentucky e-Health Network Board
January 24, 2006
Minutes

Meeting No. 3
Capital Annex – Room 149
1:00 pm – 3:00 pm
Board Members in Attendance:
Bob Esterhay, MD – University of Louisville

Carol Steltenkamp, MD - University of Kentucky
Mark Birdwhistell – Secretary, Cabinet for Health and Family Services
Mark Bowne, MD – Representing Trover Foundation
Ron Carson - Representing Kentucky Council on Postsecondary Education
Deborah Clayton – Commissioner, Kentucky Department of Commercialization & Innovation

Marsha L. Donegan – Fidelity Investment
Thomas Granatir - Representing Humana, Inc.
William D. Hacker, MD - Commissioner, Kentucky Department of Public Health
Barbara Haunz Asher - AstraZeneca

Robert Hughes, MD – Primary Care Medical Center, Murray
Mike Inman – Commissioner, Commonwealth Office of Technology
Glenn Jennings - Kentucky Office of Insurance
Bruce Klockars – Flaget Memorial Hospital

Senator Daniel Mongiardo
Representative Steve Nunn

Senator Dick Roeding

Shannon Turner, JD - Commissioner, Kentucky Department of Medicaid Services

Kimberly Williams, MD - St. Claire Regional Medical Center

Absent:
Ford Brewer, MD – Toyota Motor Manufacturing

Frank Butler – University of Kentucky
Bobby H. Dampier – Trover Foundation
Jack Lord, MD – Humana, Inc.
Thomas D. Layzell - Kentucky Council on Postsecondary Education
Representative Tommy Thompson

Staff:

Benjamin Beaton

Dr. Samuel Dunn

Trudi Matthews
MyLinda Sims

Donna Veno

The meeting was called to order at 1:00 pm.  The roll was called.  Matt Bassett, Cabinet for Health and Family Services’ Chief of Staff introduced Dr. David J. Brailer, Ph.D., National Coordinator for Health Information Technology for the U.S. Department for Health and Human Services (HHS).
Dr. Brailer’s Presentation
Dr. Brailer addressed the members of the Kentucky e-Health Network Board outlining HHS plans to advance health information technology across the nation.  He shared a one-page document that was recently produced by the American Health Information Community (AHIC).  This group has come together to not only give advise about how the federal government can act to realize the goals that the President laid out, but more importantly to lay out how it is that the public and private sectors collaborate together so we can accomplish the goals without undo regulation, without mandates, without looking to taxpayer financing and be able to make sure that ultimately what we do is not just a technical exercise of wiring things and giving computers and software, but a transformation of healthcare that results in the kinds of delivery and safety, quality and service that we want all Americans to have.  We have set up over the course of the past 18 months a series of initiatives to insure that we have a substantial long-term capacity for change in the healthcare industry.  These include things that are at the very basic level of operation, like healthcare information standards, entities that can insure that the United States is no longer behind most other countries in the western hemisphere who have agreed upon a single set of information standards to make sure that information can flow, it can be share, it can be used, across nearly all providers.

A new group that we’ve laid out called the Health Information Technology Standards Panel is a group whose purpose is to make sure that we have a single set of coherent standards in the United States.  This group is underway and channeling resources into this to insure that as the federal government puts out money to support standards that only harmonized standards that come from this new body are being support.

Another long-term mechanism has been set up to insure that if we are going to drive a market-based process that the market itself is well informed.  One of the ways we are addressing this is through a new group called the Certification Commission for Health Information Technology.  The CCHIT has a single specific purpose to develop certification standards for electronic health records and then other technologies in the future. It has already promulgated its Draft Ambulatory Electronic Health Record standards.  It comprises more than 250 variables across three major areas:  security and privacy features of the products to make sure that data is protected; clinical value add and decision support to make sure that in the end all of the softer results in health status improvements; and thirdly standards and interoperability that takes the feed from our standards groups and makes sure that their end products that are being sold.  We intend to lock down the Ambulatory Certification Standards in final form and have inspections on the market done by this group so doctors, hospitals, state entities, federal entities, can know whose certified and whose not by July of this year.  We’re then following on with inpatient electronic health record certification one year later and then we will be looking at other technologies, potentially bar code scanning or other types of information tools, and also the information networks that are sharing health information today.      
The third is a group that is setting up long-term infrastructure for architecture.  The value of technology tools without an infrastructure is quite low and that’s the same thing with the electronic health record of today.  Those that are standalone, that are islands, that are not connected, that can’t plug and play, and delivery the data that physicians need when they need it, that can’t transmit their orders to the best place that it needs to go or to the destination they prefer are certainly valuable but do not realize the full value that we need to have for these records.  Likewise, as we move in the United States towards other types of broad networking capabilities in healthcare, the ability to have a single point of personal health records for each consumer so they can find their data.  Not their data in each doctor’s office, hospital, lab, pharmacy, state agency, but their data.  We have to have a network to tie it together. If we don’t have a broad generic backbone that connects many people to many people, and that is, if you would, plug and play, will have a very slow rollout of health IT in the United States.  We have four contractors working to develop prototypes for how this is going to work.  Over the next year they are going to lay out these prototypes and test them so we can come back and say here is what the United States will support as a network to support health information around the United States.
Another major initiative we have underway that is in security and privacy.  We have started a group of states called the Health Information Security and Privacy Collaboration.  We are currently soliciting states to participate in this new collaboration to do two things:  (1) to define what the policies around health information should look like for security and privacy in the digital area of medicine.  Many of the laws that we have at the federal and state level are good laws but they were designed in a paper age when we didn’t think about both the risks of electronic health information moving or the opportunities. This group will define what those model policies should look like and secondly will lay out how we can see our way through a commonized policy in many states without the federal government having top down preemptive action like a HIPAA2 or something like that.

Punctuating this though are things that have happened in the short term and we call these breakthroughs.  And the whole point of these breakthroughs is to take us out of the heavy and abstract world of big thinking and focus down on how we deliver something that helps people today.  And this effort has resulted in four breakthroughs being adopted that we’re now organizing to support over the course of the next year.  These are:  (1) medication history available to Americans within one year; (2) on-line registration histories; (3) secure messaging with physicians and patients within one year; and (4) universal laboratory sharing mechanisms and scaling up biosurveillance activities to allow federal government’s access to pandemic and bioterrorism data from hospitals and laboratories at the same time they go to state and local public health agencies.

Board Business

Minutes – December 19, 2005

Representative Nunn moved approval of the minutes of December 19, 2006; seconded by Dr. Robert Hughes.  Motion carries.

Discussion About Dr. Brailer’s Presentation

Dr. Esterhay stated that the presentation was very interesting and he appreciated Secretary Birdwhistell’s question regarding the next steps for the Board.  Senator Mongiardo stated that Kentucky has a lot of political power in the state that has not yet been tapped.  Kentucky is one of the few, if not the first state, to have an e-health Board to direct this.  We need to get with that political capital to help up bring money to this initiative for research, development of an infrastructure, and if we wait too long we may find ourselves behind other states. This needs to be among our first steps.  There was a discussion on tracking the efforts of Dr. Brailer’s office and the need for specific individuals to track the different group’s progress.  We also have our e-health Extranet that could be used to post minutes of AHIC and the different subcommittees.  Secretary Birdwhistell discussed the need to track the four breakthroughs and report back to the Board.  We need to determine what our project will be, it’s business need, and how it will make Kentucky better, then obtain the appropriate funding.  Dr. Williams stated that another option may be to pursue low-hanging fruit, which would be the medication history.  Secretary Birdwhistell likes pursuing the medication history.  Dr. Steltenkamp stated that she has some issues with secure messaging because physicians are not going to take on additional work unless there is a reward.  Dr. Williams also stated that having some kind of success would be important in showing credibility to the people of Kentucky on how we have moved forward.  Having a success would seem that we are indeed ahead.  Mike Inman stated from a technology standpoint, there is a proven methodology for medication history through katrinahealth, and if we can find out how that was done, we may not have to go out and invest a whole lot of money.  Looking at the other breakthroughs, the easiest one to do would be interface for lab results.  The e-prescribing would require a huge technical solution.  Mike Inman stated he was on the Executive Committee of the National Association of State Information Officers, and in having e-health discussions with other states, it is very clear that Kentucky is far ahead on this initiative.  Representative Nunn stated that a budget proposal should be prepared.  Dr. Hughes asked others what percentage of hospitals were on the Pax Systems.  Bruce Klockars responded that it was a very small percentage, less than 20%.  Senator Mongiardo stated that one of things that will separate us from other states is how the Board was set up; with our relationships with the University of Kentucky and University of Louisville, and our ability to do research.  Bruce Klockars stated that we should select a breakthrough that has a high provider buy in.  Dr. Hacker moved to move forward with a medical history project; Bruce Klockars seconded the motion.  Motion carries.

Discussion of the RTI Proposal

The National Governor’s Association has collaborated with RTI to put out RFPs to the states to do privacy and security research.  There is $11M that will be distributed to 40 states. There have been exploratory discussions on how Kentucky will respond to the RFP.  The Board will be informed at its next meeting on how to respond to meet the March 1 deadline.  The response will be done under the Kentucky Health Authority, with collaboration with the two universities.

Discussion of the Advisory Group

Dr. Carol Steltenkamp advised that the legislation states that an advisory group can be formed and we are now soliciting recommendations to fill the membership of that group.  A slate of individuals will be prepared and presented to the Board for comments.  Dr. Esterhay stated that the committees should be reviewed to see how they should tie into the medication history project.  Tom Granatir stated that a committee to look at funding opportunities should be considered.  The legislation does allow additional committees as deemed necessary.  Additional committees may be established specifically for medication history and privacy and security.  Bruce Klockars suggested the Board identify a liaison with the federal agency to follow the process of the committees.

Discussion of Draft Bylaws

Dr. Esterhay asked the Board to review the draft Bylaws.  Benjamin Beaton received a suggestion from Bobby Dampier to make changes to Article VI to allow for sufficient time for Board to review Bylaw amendments.  The recommendation is to extend the time from 3 days to a week.  Dr. Esterhay had an issue with ex officio members that can vote but not be counted as a quorum, and at-large members having a proxy, but they cannot proxy their vote.  Board members should review the Bylaws and offer comments as they will be voted on at the February 21st meeting.  Dr. Williams asked for a point of clarification on possible restrictions of individuals serving on more than one committee.  Benjamin stated that the language on committees is permissive and lays out the guidelines and it doesn’t appear to restrict individuals from serving on more than one committee.  In addition, Benjamin stated that members appointed to committees must be Kentucky residents, unless the legislation specifically states otherwise.

2006 Board Meeting Schedule

The Board will meet the third Tuesday of each month from 1-3 pm.  The meeting scheduled for March 21 may need to be moved either up or back a week because it is scheduled the last week that the legislature is in session.  A change in the March meeting date will be decided at the February 21 Board meeting.
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