Dr. David Brailer Presentation

Kentucky e-Health Network Board Meeting
Matt Bassett, Cabinet for Health and Family Services’ Chief of Staff, introduced Dr. David Brailer, the first National Coordinator for Health Information Technology for the U.S. Department for Health and Human Services (HHS).  Dr. Brailer addressed the members of the Kentucky e-Health Network Board at its meeting on January 24, 2006.  Dr. Brailer outlined HHS plans to advance health information technology across the nation.

Dr. David Brailer:  Thanks Matt.  I appreciate that very kind introduction and for stealing my thunder since I was going to say I’m here because you called in my chip.  But the truth is, I’m here because you might not feel it, you might not even believe it, but you are our leaders that are well out in front of most states in the United States.  I have decided early on two things that are driving both me being here and the thoughts that I’ll share with you and the pleads that I’ll give you.  First, is that states are going to be the drivers of much of health IT and I’ll try to share with you the reasons why.  And I think that the fact that you have your group formed and that you’re here now evidence that we have agreement on that.  And secondly, it looks to me like states like yourself that are smaller, perhaps more homogeneous, more rural, are the ones that are well out ahead of some of the bigger, more technically advanced states that one might think at first principals would be the ones driving this.  I don’t know if that’s because of just a superior breed of people in states like Kentucky and West Virginia, which I believe, or if it’s because of just market factors or other things.  But whatever it is, it is states like you and people like yourselves that are going to make this happen.
I’ve been in my role as National Coordinator for 20 months.  Before that I spent about a year consulting in the Domestic Policy Council forming the thoughts around health IT.  I had the privilege then of working on the first State of the Union comments that the President made about this topic just short of two years ago, and I expect that this coming State of the Union address will be the third time a President has talked about health IT, perhaps in even more detail than in the past.
What I though I’d do to help us focus in on where we are as a nation and how to create a framework for you to think about how you can compliment our efforts and more importantly how we can be helpful to yours.  I’ve share with you a one-page document that was recently produced by my staff for a group that we formed called the American Health Information Community.  For those of you that don’t know the Community, or the AHIC as we call it in our technical jargon, it is a group not unlike yourselves, eight federal agencies heads – the head of the Centers for Medicare and Medicaid Services, the Deputy Secretary of the Treasury, the Deputy Secretary of Defense for Health Affairs, the Deputy Secretary of Veterans Affairs for Health Affairs, the lead of the Centers for Disease Control, etc., combined with eight private sector leaders – the CEO of Pepsi, the Chairman of Intel, the Executive Vice President of Voluntary Hospital Association of America, etc., representing diverse interests.  This group has come together to not only give us advise about how it is 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.  You have very much followed what we’ve done, in fact I need to be honest, and you beat us to the punch.  You were formed and had your first meeting before we started this group.  So again, I just want to mark that you are out ahead and you are pioneers.  And if you look out and think that the world seems a little confusing, and if you’re not sure where you could go, if you’re not sure even what the options are, that is evidence of where you are.  There are not many people out ahead of you.  So our goal is to get caught up with you and to bring as much support to what you are doing as we can.
The American Health Information Community had their third meeting last week.  And at that meeting we presented the document that you see as a way of cap stoning the activities that are underway in the federal government involving a large number of other parties to be able to make sure that we deliver both on the long-term promise of health IT to transform healthcare into a more cost effective, safe and consumer-driven market, but at the same time to make sure that we deliver value and results for the American people in the near term.  These are necessarily in trade-off.  These are in conflict.  The resources or actions that we need to take to establish a result to date, some of which I’ll talk about, could often come at the cost of setting up the appropriate long-term infrastructure.  And the best way to set up long-term infrastructure, as you know, and to drive long-term change is often to neglect some short-term issues.  We’ve tried to find a way to balance both of these so we can have; perhaps not the best of both worlds, but to be able to balance these two facets of what it takes to deliver now and to deliver in the future.
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.  The US typically suffers from an abundance, we have very, very many standards organizations, and they compete and contend and they end up creating patchworks of standards and conflicting standards.  And as a comment that is often attributed to me, which I never said, that it results in the United States having a wonderful situation with standards which is that we have so many to choose from.  And that’s not where we want to be.  I was never the original person to coin that.

This 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 is a long-term exercise.  We have more than 30 standards organizations to work with; many of them are linked into a global network of standards development.  The issues that we have to unbundled to come up with not only a single set, but a coherent set, will take several years of undoing errors in the past and difficult trade-offs being made; i.e., it is a long-term initiative.  But this group is underway and we’re now channeling our resources into this to insure that as the federal government puts out money to support standards that we are supporting only harmonized standards that come from this new body.  It turns out that the federal government is the largest funder of standards development organizations in the United States and we often buy the conflict that results in the problems that we have today.  No longer will we do that and I hope that as you participate in standards activities, or deal with companies or vendors that work with these, you’ll refer them constantly back to the standards harmonization process that’s underway as well.

We’ve also set up another long-term mechanism to insure that if we are going to drive a market-based process that the market itself is well informed.  As I learned in my doctorial work in economics at the Warden School it takes several conditions for a good competitive market place to exist; one is willing sellers, another is willing buyers, another one is free entry and the key one that is hardest here is free flow of information.  It is very hard for us to have doctors buy health information tools from very sophisticated global vendors when they know more about their products than doctors do and they are able to make sure they can sell what they need to sell to that doctor.  I’m not saying there is predatory behavior going on at all, but my point is it is asymmetric and it is hard for doctors to figure out what to do.  Therefore, many physicians and many hospitals appropriately step back and wait for the dust to settle and that collective behavior results in the very delayed and stunted adoption of health information technology that we have today.  One of the ways we are addressing this is through a new group called the Certification Commission for Health Information Technology.  The CCHIT.org on the web for those of you that have your Blackberries there and would like to go surfing for the rest of my talk.  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.  I hope that as you look out and spend money in your organizations or in your state around health information technology you use and restrict your focus to certified products wherever that information is available.  That would mirror the approach we are taking in hope that the private sector will do so as well.
The third is a group that is setting up long-term infrastructure for architecture.  Many of you that have a cell phone or have a Blackberry or another device know that the device itself is not very useful without the network that it is attached to.  I have a 5-year-old son who has my civilian Blackberry since I don’t use it anymore.  Because I don’t use it, I cancelled the wireless service.  But he runs around constantly thumbing out messages to many people, but he’s not online and he can’t read so he doesn’t know that he’s not.  But the point that I’m raising is that the value of those tools without the service 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.  Likewise, in the United States as we try to modernize the way that we surveill the market for adverse drug events before they show up through unnecessary deaths, our ability to monitor for public health events like a bioterrorism incident or a pandemic flu requires substantial real-time data networks.  We view these in the future being the backbone that will carry telemedicine capacities whether it is video monitoring of devices placed in people’s bodies that require real-time philological surveillance, or activities of daily living in people’s homes where it is important that caregivers know if someone is up and out of bed or going to the door opening the refrigerator if they choose to live in an independent setting rather than being in a nursing home or another setting. This network backbone does not exist.  Everything today is piece  mill, it is come up on a customized basis, and it is inordinately expensive.  Moreover, as the United States tries to have a long-term capacity in health IT, the rate limiting step are the professionals that know how to be able to tie these customized networks 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, we’ll 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.  It is our intent to make that available to states, to RHIOs, to doctors and hospitals, to let anyone participate in it who wants to and develop the policies and support mechanisms to insure that consumers are protected as their information is made available and to do so in a way that helps us realize the goals we have for having care delivery that is not fragmented, that is not peace mill, and that is not blind to what happened the day before or the day after.
Part and partial with this is 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, including yours, 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 era 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 nor the opportunities.  Many of the conflicts that have resulted around privacy in the past have been caused by the artifacts of paper making good privacy and security practices either inoperable or unaffordable.  We think electronic information poses a new set of opportunities to have good stringent security and privacy and at the same time have there be very low costs to small doctor’s offices, or small hospitals, or to rural providers in other settings.  This group will define what those model policies should look like and secondly will lay out how it is 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.  This group is well underway and will be looking for states to participate soon and I strongly encourage you to participate in this effort.  There are a number of other initiatives that are underway in the long-term infrastructure.  These are things again that play out over the course of years.  They are designed to help us make sure that this is sustained over many years and it doesn’t end up being about software or about technology but about the way care is delivered and people are treated.

Punctuating this though are things that happen in the short term and we call these breakthroughs.  These were approved at the last meeting so these are quite fresh and new.  We looked at more than 30 different breakthroughs.  These are things we defined as something that has tangible value to a segment of the American population in a very short period of time; i.e., one to two years.  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.

The breakthroughs are the following:  (1) a medication history available to Americans within one year so that someone can go online to a single place and securely get access to their drug history.  The prescription drugs that we know have been prescribed to them.  This is a larger-scale rollout of what we did with katriniahealth.org, which was a very urgent response to a hurricane that left many people not only displaced, as you know, and separated from their medications as you know, but separated from their medical information to the extent as they knew it.  In evidence to us, the irony of saving people from the roofs of their homes only to have them die in shelters because we didn’t know what medications they were taking.  The industry rallied and seven (7) days after the hurricane we were able to produce a medication summary in one place for doctors in shelters that had the full prescription histories for 1M Americans.  This was done completely within the bounds of federal and state laws because it was an initiative that pulled together information that was already electronic and already available but it created a single point of access so doctors could actually find the data they needed to treat their patients and we want to do that more broadly now because of the lives that can be saved and a growing segment of the American  public wants to have consumer information about healthcare and I just don’t mean online textbooks.  They want to know their data.  They want to know what’s going on with them, and their lab results and their medications and their treatments and we’re going to start with medication history and get that done.

The next thing we’re going to do is put online registration histories so people no longer have to go into their doctor’s office or their hospital, their lab or pharmacy and fill out the same clip board over and over and over again giving out information about their eligibility or their enrollment or their benefit status, about family history, about other information.  If we can do this with online calendars and online contact lists we can certainly do this for our patients.  It is technically complicated actually a lot more so than medication histories because it’s interactive.  But we’re going to focus on a sore set of information that people can make available to their doctors and hospitals online on some kind of a fob or other device so it’s quite portable and they can begin getting out of the world of being the information provaers that make up for the failures of the healthcare system to do it for them.
Third, we’re going to focus on the ability for Americans to have secured messaging with their physicians.  This is something that is a very small tip of an iceberg that is quite large about the ability for remote care delivery to become widespread.  We no longer live in a world where good medicine is practiced only when a doctor and a patient are standing nearby each other.  Good medicine can be practiced over email, over the phone, over a website, over tele-video, over remote monitoring.  In fact there is very good evidence that good care is made better by having patients remotely monitored.  Their weight for a congestive heart failure patient, peak flows for an asthma patient, rather than waiting for them to get sick and come to the doctor and saying I’m systematic we find the symptoms early on and begin dealing with it before it become clinically foaminate.  Secure messaging between doctors and patients is the starting point for this.  It is our goal to have secure messaging widely available to the American public within one year.  This allows us to begin bringing healthcare into a more consumer-based posture so people don’t have to leave their jobs and go to the hospital or to the doctor to get a lab result and to make sure that we have the capacity to go forward on a much boarder basis.  This is not to substitute for what is necessary to do in person whether it is counseling, physical examination, complex workups, surgeries, other things, but it is to help us leverage those things with informational exchanges that themselves do not require physical proximity.  This is underway as well.

Fourth, to be able to make sure that we have a universal laboratory sharing mechanism so laboratory information ordered by any doctor on any patient can be made available  to any other doctor who sees those patients unless the patient chooses not to have that done.  This is a technical rate limiting step.  The laboratory industry has been at the pose of having an universal interface for decades and it is our sense that with the push of the government and with the private industry players themselves we can get this done and it is a breakthrough that will save lots of time and effort for doctors, reduce headache and overhead costs for laboratories, and deliver a better results for the American public.  And finally, we are going to scale up our biosurveillance activities to make sure that for the first time the federal government gets access to pandemic and bioterror data that could be emendating from hospitals and laboratories at the same time they go to state and local public health agencies.  That information by rule can go to the CDC 25 days later than it’s originated at a doctor or hospital site and we need to know immediately if we are going to manage pandemic flu or other events.  This is something that will begin helping us have a safer and secure society around health threats of which there are many.  These breakthroughs are things where the federal government will use its buying power through our Office of Personnel Management which buys health insurance for 8.8M people, our military healthcare system that buys healthcare through TriCare for another 2M people, through our veterans health affairs group that delivers healthcare for 700,000 people and to be able to make sure that we are able to do these using our buying power through our power of reimbursement through CMS, through the Medicaid programs, Indian Health Service, and others, and through other mechanisms that we can use to push the market forward without imposing mandatory regulations requiring these to happen.  In fact our view is that we need to accomplish this by removing regulatory barriers that prohibit these for happening.  In the federal government and in many states there are unintended regulations that prohibit information from being shared directly with patients or among providers and it is our sense there’s an opportunity to clear these out.  But the purpose of these is the make sure that the American people get something out of this quickly and we are able to hold our own feet to the fire to insure that our long-term thinking doesn’t turn into a grandiose plan and with that I hope we are able to deliver things today, tomorrow, and to walk these forward into the long-term changes that we have planned.  I hope that you will able to match us and be able to focus your efforts on both supporting these long-term changes as they are relevant to you and to be able to participate in the breakthroughs, either along the ones that we’ve chosen or one’s like them, but to follow the thinking of the effort of being short term to make sure we are all accountable for results and at the same time making sure those results add up to something more synergistic than just doing a few things.

With that, let me thank you for having me.  It is such a pleasure to be back in civilization after being in Washington.  And I want to tell you that I do stand behind you and I hope you will do big things because there are 49 other states that I can go out and embarrass into doing more based on your success.  Thank you all very much and I’m very happy to answer your questions.
Dr. Robert Hughes:  On the short-term goals, those were excellent and as a primary care doctor, with that information in place with the addition of one other piece to that and that being x-ray data, I could treat 90-95% of what I see without redundancy and out field the quality of fashion.  On the medication history, does that include allergies?

Dr. David Brailer:  That is the current plan.  We have scoped it to include medication history and prescribing-related personal health information.  We’ve actually asked the workgroup that has been formed, that’s having its first meeting next week, to come back to us with a more narrowly-focused scope of what can be delivered in a year.  So we’ll give them a chance to opt out of allergies, but katrinahealth for example, had allergies for all of the retail pharmacy items as well as part of the PBM items and its in-scope for the NCPDP standard for e-prescribing.  And we see the complimentary between medication history and e-prescribing being such that we will make sure that the information that is scoped for one is scoped is followed for the other and so my expectation is that allergies would be on the table but it might not be completely populated right upfront.

Dr. Bob Esterhay:  Could you comment, based on your handout which I got to see during the presentation last week when you presented it, the tie is between the privacy/ security, those sub-contractor awards, and the med history project because I’m sure the Board will be talking about this later and what your thoughts are about that? 

Dr. David Brailer:   That’s a great question and I’m sorry you had to sit through my presentation twice.  There is a significant interaction between the long-term infrastructure changes and the short-term breakthroughs and its illustrated here somewhat by the grid and interactions and in fact I view much of the role of my office and the federal policy coordinating tools that we’ve developed and the workgroups in the American Health Information Community being traffic cops if you would that are navigating these issues.  So for example medication history will require the standards harmonization group to focus in on some key standards, it will require the architecture group to focus in on certain security, authentication and access technology standards, it going to require certification to take a look at medication history, certification requirements in the records themselves, and privacy and security to say based on the scope of work for medication history, what are the short-term privacy and security things that need to be addressed, are there rate limiting steps in the laws that prohibit it, or are there enablers that are being required?  And remember the backdrop is that as we move toward a consumer-directed health care system and consumer-directed information, the consumer has a very difficult challenge created by current rules to get access to their data or to be able to make it useful in a timely way for their own decision making.  On the other hand we don’t want to impose those requirements on providers that are already burden by those complying with those rules.  So they’re trying to find in that narrow scope what is it that they can do to accelerate that.  So each of our contractors has pre-built into their contract support on a rapid basis the scope of work that the breakthroughs and likewise the efforts of the breakthroughs are designed to advance each of the areas.  So all of them have an interaction, but medication history is one that we have from our prior work at least one sense of what the contural of the issues are going to look like.
Dr. Bob Esterhay:  Just a follow-up question.  To align our Board with your national board and to align to the breakthrough projects, do you have any suggestions to our Board about how we might accomplish that other than staying turned?

Dr. David Brailer:  Well, yes actually I think first in terms of the concept and in terms of the mechanism.  In the concept I certainly would not ask you, I’ll ask you but I won’t expect you, just follow without any further thoughts our four breakthroughs and to be done with it.  I think what is important is the concept of focusing on short-term breakthroughs at the same time you’re looking at long-term changes.  Health care has been so much about big long term changes that we often don’t hold ourselves accountable for what happens soon.  So beyond that though we think at least from a federal prospective that these breakthroughs that we’ve chosen as a portfolio represent key stakeholder constituents that we believe need to be involved in key types of data, with the exception of as was point out radiology and key types of data, to begin mapping out of real world of information so I would view these of a starter set and look at them and say is it practicable here in Kentucky and if it is adopt it and follow along and you will be one of the engines driving the train here with us.  On the other hand, if it doesn’t fit, throw it out.  You might have the capacity to do four, you might have the capacity to do eight.  But I think that’s the kind of focus you want to take.  To the question of mechanisms, the workgroups that are being convened starting next week for these are public federal advisory committee compliant workgroups meaning that all their agenda will be disciminated in advance, all meetings will be public, and there will be public minutes of the meetings.  So it will be my hope, and will call for this soon, that you could identify a liaison to any of those groups as possible.  They will not have standing as an advisory group member, but they can be involved in the process as any of the public can and can be a link back and forth to you.  Also I hope that your state is looking at the RFP that we put out for states to participate in the privacy and security collaboration cause each state will be contracted to participate in that and we view that as a long-term vehicle for a long series of discussions about how do we engineer a more stringent and modern and private security infrastructure again without having undo regulations.  So, those are two things that I hope you’d follow up on.
Dr. Kimberly Williams:  Hi, I’m Kim Williams Dr. Brailer.  Both as a physician and also as a hospital administrator, the biggest obstacle that we seem to have is costs.  It’s very expensive for private physicians to invest in these systems.  For the hospital budget, once we get finished paying for some radiology toys and IT for the year, that’s pretty much it.  Do you anticipate federal partnering in the financing of these projects, or grants, or what is your plan about the costs?

Dr. David Brailer:  It’s a great question and I guess I would view it like this, and then I’ll talk about what the federal government’s doing.  You have a cost challenge because health IT has a value challenge.  And that results from the fact that we pay hospitals and doctors for volume in a world where we say we care about quality and efficiency.  And until we rectify the gap between what we buy and what we ask hospitals and doctors to deliver, hospitals and doctors will be caught in the middle.  And it’s certainly my hope and I see our efforts in health information technology being central to the efforts to modernize our reimbursement systems so we can buy actually what we think we buy.  So to take doctors and hospitals out of being in the middle and being squeezed by having to have these technologies but having no value add that they produce that many people can see.  Now having said that it’s certain that there’s not a business case for using health IT.  Many doctors and hospitals are able to make these investments because they see a financial value, some through the ability to do improved charge capture, which is certainly something that actuaries worry about, but on the other hand often it’s because there are costs imposed through medical errors that can be offset or through redundancies or duplicative treatment.  So that’s why we have a 15-20% adoption rate overall of these tools but yet it’s not 100%.  So the issue that we are most focused on is not adoption per say because I believe that the adoption of these tools is absolutely inevitable if the federal government did nothing.  And the reason for that is there is a cultural wave that is happening with doctors that have graduated since the time that the IBM PC came to market with physicians identifying that whether or not a electronic health records is in the practice is in their top three criteria for choosing a practice site and with importantly consumers deciding that they want more of their information.  The issue that we have is how to make sure that it happens faster than that cultural wave and that it’s fair.  A lot of our time is being spent on making sure that the adoption gap gets closed because today we have a gap between haves who can afford it, who are able to extract value from it through whatever purpose, and the have nots, and if that persists we’re creating one of the biggest access to care barriers in the future that I think we can create even though today is seems a little abstract because it’s health information.  I say that because I believe patients that go to doctors that have the tools, patients that have the tools themselves, are going to have better health status by far based on the evidence we have today than those that do not.  Now the question then becomes how do we close the gap?  Because clearly a lot of people have done it without federal help and will continue to.  We’re looking at this from three perspectives – how do we lower the cost of technology, how do we raise the value, and how do we lower the risk?  We’re trying to address all three of these.  In terms of lowering the cost we believe that the certification process will result in lower cost for these technologies.  That’s because once tools are certified and you can say these two products are certified why is it that one cost twice what the other one does and we can begin really informed negotiations.  That’s going to result I think in the restructuring of the IT market around much more modular offerings and offerings that are able to plug together.  Secondly, interoperability itself lowers the costs because up to 50% of your implementation costs of these tools is for custom integration and interfacing, and lots of one-time things that offer absolutely no value to the end results, to the customer, to the doctor, to the patient.  In terms of increasing the value, we are committed to continuing with pay for performance that is a mechanism to make sure we being shaping reimbursement around value that is realized which itself will drive IT support because IT produces that kind of value, in fact, most pay for performance programs support explicit health IT adopted bonuses because they found that those that have health IT do substantially better than those that don’t.  In the California experiment called the Integrated Healthcare Association that’s now passing out actually more than $100M in bonuses for performances, 20% of their dollars are earmarked for IT because they found on an average that doctors and hospitals that have electronic health records perform 35% better than those that do not.  There are other ways that we want to improve the value.  Another one is through the Stark Exception that we have proposed that will allow hospitals to subsidize or donate these tools to doctors to be able to start overcoming the historical barriers that have existed between doctors and hospitals collaborating on the care of their patients.  Clearly those rules have a good purpose of protecting the consumer against undisclosed financial relationships, but in the end they also create a barrier to good care.  The way we are going to decrease the risk is primarily through certification because again you don’t know what tools you are going to buy or what you’ll get from them.  So we think through most of those, we’ll get the market a long way down from the adoption curve and at the end there are going to be rural hospitals, community health centers, critical access hospitals, small doctors offices that still can’t do it and that’s the time to have the debate about public financing to level the final playing field but I don’t think it’s time today.
Representative Steve Nunn:  Dr. Brailer, along the same lines there, now you’ve talked about standards and the harmonization process and certified products there are hundreds if not thousands of companies, industries, endeavors to get involved in the e-health process.  How do you go about certifying and identifying, how are you as a director and leader, how do you approach various enterprises that are going on?  For example, Jewish Hospital in Louisville, last Friday, I saw that they have an E-ICU unit where at Louisville Kentucky they are reaching out to other hospitals and supplying a cardiologist and intensive care personnel to view patients all around various hospitals in Kentucky and elsewhere.  How do you all evaluate those and when and where do you put your stamp of approval of certification?
Dr. David Brailer:  It’s a good question and your example I think is frankly a very good one.  The E-ICU is one example that has very good clinical evidence of lives saved and money saved because it’s a more efficient clinical process yet it is hampered by the fact that we don’t recognize it as a legitimate form of care in the eyes of reimbursement.  That prohibits it substantially from being used and saving money on the other end.  Our reimbursement system is filled with those kinds of perversities because it was based about assumptions about care that today are being more and more obsoleted by technology.  But to the very specific question about evaluation; it’s really two fold.  On the input side, on the technology itself, the certification process is inspecting the technologies, not how they are used, not value that is produced, and it’s based on a public consensus of scientific standards for what constitutes controls, good privacy controls, good clinical improvement controls, and good kinds of standards.  And those are being done and being certified as we speak so that we can have doctors and hospitals buying tools.  We don’t have a current plan to inspect, for example E-ICU software, but the certification commission is producing this Spring a seven-year roadmap for certification which is going to look at how the sequence in a logical way through the key technologies that affect longevity and health and determine the order of sequence of technologies but my belief in the end is, just like the Good Housekeeping Seal of Approval or Consumer Reports, it will be unheard of in a few years to buy a electronic health information tool without looking at certification information because it is such an obvious commodity.   And I would say this.  This is not an anti-vendor view.  I say that as someone who has spent years in the vendor community, this is a view that helps doctors and hospitals but it also helps vendors know where to put their development dollars and it also helps the capital markets know where to put their capitol, everybody wins.  But your question, I think, is much about the other side of it and we choose not to inspect how doctors and hospitals use these technologies per say, it is incredible intrusive and would mirror lots of charts inspections processes that are already underway for health plans.  But we are going to focus very much on outcome results evaluation.  One of the areas where the American Health Community is watching carefully but is not chartering a workgroup is in standardizing the quality measures for outcomes in both inpatient and ambulatory care.  May of the Commissioners expressed frustration that yet today probably more than ten years into this, we don’t have a unified set of outcomes to evaluate standards of care.  That’s where we are going to see the proof is in the pudding.  If we understand where or not technologies are being used at the point of care and we can understand whether or not care is better or worse, finally we have the ability to say what is really happening and what we’re getting for the investment we are making and we want to push that forward.  I can’t say it’s a one-year breakthrough, but it’s very clear that the medical community and the hospital community and the payors and many others including the federal agencies have got to come down to the final decisions and say these are the clinical standards that we are going to follow and that’s move on and we are close to that but I think it’s got some more time to percolate.

Dr. William Hacker:  I’m Bill Hacker, I’m the Commissioner of Public Health.  First, thanks for coming to Kentucky.  We’ve been looking for your presence for some time.  Before I go to my question, I do want to add on when you did mentioned at the last comment, the issue of federal support or public support for family care centers, small doctor’s offices, those in rural areas and those in frontier areas let me ask you to add to your list local health departments.  Local health departments do provide, very important as you well know, interventions in addition to counseling and within our state we are trying to posture our local health departments as part of a solution to the Medicaid financial crisis, the center of excellence and collaboration and so forth and they don’t have funds to invest in technology they are just barely getting through trying to meet the public’s needs.  So add that to your list.  Two more things, I’m the Chairman of the Association of State and Territorial Health Officers’ Health Informatics Committee.  I replaced Bill Kessler when he moved to the CDC, and so from the national point of view, we have a lot of interest in what is coming out of your office and have been tracking that; some other folks are closely engaged in what’s happening.  With the list of breakthrough you, as you mentioned your last one was on biosurveillance and pandemic information tracking, I’d like you to speak a little bit more about when we could see some of that data coming forward.  I might add that you’re, within the last 4 days in this town, we’ve have Deputy Secretary Azar, Dr. Gerberding was here Friday; we had a pandemic summit Friday, 600 people, a very successful program.  The Governor signed a Declaration with the Deputy Secretary saying we are going to engage seriously in pandemic planning, and then have you here.  So Kentucky has done well for the last four days with leadership in public health in this whole world.  Thanks for coming.  What can you tell us about when we will see stuff come down the pike as it relates to the public health piece?

Dr. David Bailer:  I’d just like to say for the record that I told Julie and Alex that I scheduled my trip here before they decided to come.  You know it’s interesting with your preface about local health departments and your question because what’s happening with biosurveillance is a specific manifestation of a broader change that is happening in the way public health relates to more nominal traditional medical delivery not just because an information tool but I think a lot because the rapid cycle in knowledge and information turn over in general.  More and more as you know the public health information systems and public health apparatuses are being more directly integrated in the healthcare delivery because they are more seamless both on the output side and on the input side for feeding information back to doctors.  And I say that as a preface to biosurveillance because the real breakthrough that we are after here is not a novel technical wiring of the way health information gets shared, but it’s to recognize that biosurveillance is not something that is graphed on to day-to-day public health but it is day-to-day public health.  And the investment we make in people and systems to be able to make sure we have a pandemic event or a bioterror event that we can respond to that at the local, state, federal level as efficiently as we respond to a salmonella outbreak or many of the long list of other things that I know you deal with on an ongoing basis.  As the whole point of that is to be able to recognize that as we bring together those tools, those people, those mechanisms, that we are able to ensure that the information flows quickly and that communities of public health at the state, local and federal levels come together to identify what other things are on the table.
Secretary Mark Birdwhistell:  How do we deal with long and short-term at the same time?  How should you deal with the infrastructure over the long term?
Dr. David Brailer:  Clearly our value statement is a responsible multi-stakeholder public, private way to manage this is by owning both of these.  Two, is how do you want to deal with the infrastructure, the long term things?  A lot of these I don’t think you have leverage over nor would I encourage you to do your own standards work.  On the other hand should you be aware of what we are doing?  Absolutely.  Same thing with certification, I don’t think you should go off and do that, but you need to incorporate it.  So you need a business process to being saying not so much as how do you do it, but how do you take the morsels from it and being useful with it, to make sure you are not replicating it and frankly you’re getting value out of it.  We need you to be involved in the privacy and security initiative.  We need your input and help and we’re going to build a new kind of organization so we can have a lot of collaboration with the states.  So each one of these you need to kind of say how do we get our piece out of this.   Which of the breakthroughs, that’s question 2, question 3 is each of the breakthroughs is a starter kit?  What we are going to be doing at the federal level is plowing the fields.  What breakthrough do you want to buy in to?  It could be 0-4.  What other breakthroughs do you want to do that aren’t not on the table because the breakthrough itself is an art to getting things done in the multi-stakeholder world.  I hope you’ll pick up some of them and follow along, like the medication history is exciting and is something that is very doable.  You might have other things.  Again, we started with 30, whittled it down to 15, and approved four with two things we are watching; e-prescribing and quality monitoring.   But we could have easily down 10 and I think you have to pick the ones that motivate you.  I think that you should at least pick one that follows along with what we are doing.  I wouldn’t call it a freebie, but there is going to be a lot of coordinated movement.  How many of those do you want to do and which ones?  And then I would ask how do you plug into our contractor groups and breakthrough groups which I have already talked about.    Then I think you have your own internal coordinating process of how do you manage this?  How do you set up the meetings of this group?  Our American Health community will now go into a new posture from its startup where it’s going to be getting a report from each contractor and each workgroup to make sure that are held accountable but they are going to drill down on big issues each time to make sure that it bringing the leverage from this group to the issues.  It’s going to hear about what policy barriers exist on medication history and one more of the other breakthroughs.  Make decisions there about  what they are going to get behind so they are going to start moving into an operating accountability mode for new issues, new discussions and new at the table kind of at a hopper waiting for them to come down to the issues.  So I think there is three big questions and then there is kind of an operating style issue.  We have tried to do this in a way that is quite open and that is methodolocally rich so that other states can and other groups will follow along and with us to help us get this done.  Does that help?

Secretary Mark Birdwhistell:  Very much so.  Thank you.

Senator Dick Roeding:  First of all, I want to reiterate, thanks for coming to Kentucky and welcome.  We always like to see you guys here.  I liked what you said and certainly Mark’s question was more to the point than anything else we could have done here to find out where we are.  Number two is that we’ve got a great Board here for our e-health.  When you were talking about medication histories and registration histories and secure messaging and universal lab, I was looking at these people around here and saying, look if you need people, we in Kentucky would like to be involved also.  So I didn’t know who was appointed or how they were appointed, but please look to some of our people in Kentucky.  I think you would find some very interested and very intriguing people.  And the other thing that I’m looking for, I don’t like duplication in government, and trying to go ahead and put all that chad aside.  We’ve mentioned telehealth, we mentioned health IT, we’re e-health, now how do we put those, there all aimed at the final point, and how do we put those together so we’re all working in the same area without duplication of effort?
Dr. David Brailer:  Let me speak to your second question because at least I can share with you how we thought about the issue.  We found that as we viewed the changes that we’re after in a technical sense, for example telehealth or communications or databases or whatever it might be, that we ended up quickly getting in a very difficult world of ambiguity and technical jargon and programs that themselves were supporting those.  What we have done consistently is to go back and reframe all the supposed technology questions in terms of the end result that they look like to a doctor and a patient and a hospital and a health plan.  So from that perspective we have four guiding principals and only for:  (1) inform clinicians, make sure the clinicians know what’s knowable when they need to know it; (2) personalized care delivery, make sure that care is not just personalized by a doctor but by the system; (3) to be able to interconnect the clinical process; and (4) to protect public health.  And everything that in the federal government that maps into those four things and involves any form of technology is under our purview.  That doesn’t mean that we control it.  We are a coordinating group.  I consider it a failure of our process if my group actually does something because we want the agencies; that sounds wrong.  Typical federal statement, right?  I want the agencies to do it and I want them to do it together because often in the eight cabinet departments that we work through and with the 55 federal agencies that are in common reference with us, there is never one of anything.  I saw a press release 3 weeks ago that came from the Department of Agriculture about their grants for telemedicine, $29M, it was the first I ever heard about it when I read it in the New York Times.  Now we’re working with them because we never considered that they had a program there to work with.  So my point is that we’re trying to get all the parties to work together so the artificial distinctions of telemedicine, or of e-health, or of health IT are no longer immaterial.  The question is, is it about personalizing healthcare using technology as an enabler?  If it is, it’s here.  And so from that perspective it helps us get back to the big principals and constantly focus this somewhat off putting technical world back into the world that everyone understands which is it’s about care delivery and what changes it for the better.  So maybe that could help you with your sorting out here.

Dr. Carol Steltenkamp:  I think on behalf of my co-chair, Dr. Esterhay and myself and the rest of the Board we want to thank you again for sharing your time with us here in Kentucky.  I think we all feel a bit energized and maybe a touch overwhelmed by the task that lies ahead of us.  But I think we can carry on with the goal of the right information to the right person at the right time.
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