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Executive Summary 

The Center for Integrated Health Solutions (CIHS) provided behavioral health organizations with training and technical assistance (T/TA) to implement electronic health records and provided T/TA and resources to health information exchanges to work through the barriers of sharing behavioral health data.  There is an ever growing recognition that behavioral health must be included in the nation’s efforts to meet the Triple Aims of Better Care, Better Health and Greater Value.

Forty-seven individual behavioral health organizations received HIT supplements to their Primary Care Behavioral Health Integration (PBHCI) Grants in September 2011.  These organizations which were provided a significant amount of T/TA and individual support made significant progress in a very short time.  Eighty-seven percent (87%) of these Grantees were able to meet their deliverables within the twelve month grant period.  It should be noted that this would not have been possible if they were not provided financial and staff resources through CIHS to assist them in this effort.

Behavioral Health providers require the same kind of hands on assistance as is provided to medical providers who are eligible for Meaningful Use Incentives and receive free services from the nation’s Regional Extension Centers (RECs).  CIHS staff noted and you will see in the report that the needs of these behavioral health provider organizations and the interventions they require are the same as those that are provided to medical providers under the Meaningful Use Incentive program.  They lack HIT staff and other resources and require significant hands on assistance.  The need and focus on workflows, organizational redesign, staff education and training all mirror medical provider practices. Disparities in the availability to technical assistance services were encountered and it was noted during the implementation process that not all RECs see behavioral health providers as being their target population.  The RECs are not incentivized to provide T/TA services to these providers as they are not their “target provider population” and subsequently the providers are left to their own resources.
Many of the providers did maximize the resources available through CIHS and of the providers in these organizations have become eligible for MU Incentives for their providers (physicians and in some cases under Medicaid nurse practitioners) in their organizations.

Our congratulations go out to these providers and their staff in performing so well under short timelines and accomplishing the ability to reap the benefits of utilizing technology to improve care and begin to communicate and share information with their medical partners.

The Health Information Exchange/State Designated Entity (HIE/SDE) component of this supplement was also successful.

Prior to the implementation of this award there was no state HIE in the nation that was sharing behavioral health information (mental health and substance use) through the HIE.  The five states who received the sub awards have paved the way for the future.  The future is now and it is moving forward quickly.  Five states Illinois, Kentucky, Maine, Oklahoma and Rhode Island now share mental health information.  Two of these states, Rhode Island and Kentucky are reprogramming their systems and are ready to share substance use information through the HIE shortly.
These five states with the input from their legal advisors, providers and consumers in their respective states, representatives from ONC and SAMHSA  and other members of the team led by CIHS staff during the year long project have also established a Sample 42 CFR Part 2 Compliant Consent Form that is computable in a HIE environment that can be utilized as a framework by other states.  Many other artifacts, tools and resources are also available.

A barrier or obstacle that still requires clarification is the wording of the “To Whom” section of the Consent Form.  The states have proposed wording that they have determined to meet the requirements of 42 CFR Part 2 and allows the flexibility to share information in the current HIE environment and still provide the patient with control over his/her record.
Additional support to behavioral health organizations and to health information exchanges is needed to continue this intensive work.  Continued progress to eliminate the digital divide between behavioral health and medical providers is necessary if we are going to provide high quality care and value to patients with medical and behavioral health conditions.    
The work of CIHS was one of the first major initiatives to show that information can be shared and the value it bring to patients and providers.  Let’s not stop here.  We need to keep the ball moving forward.

Michael R. Lardiere, LCSW
Vice President, HIT & Strategic Development

HIT Lead CIHS
Primary Behavioral Health Care Integration (PBEHAVIORAL HEALTHCI) Health Information Technology (HIT) Supplement Award Final Report on 

Center for Integrated Health Services (CIHS) Technical Assistance and Training to the Supplement Grantees

(October, 2012)

Part 1, Section 1: Summary of HIT Supplement 

The SAMHSA-HRSA funded Center for Integrated Health Solutions (CIHS) was awarded a Health Information Technology Supplement to its Cooperative Agreement. This supplement award # 3UR1SM060319-02S1 was awarded on 09/12/2001 with a grant period of 9/30/2011 – 9/29/2012. Primary Behavioral Health Care Integration (PBHICI) Grantees were also provided grants from SAMHSA during the last half of September 2011. The formal announcement of these awards was made by SAMHSA September, 2011. The grantee awards are in response to RFA SM-11-012. The individual awards are identified in Appendix A. 

64 PBHICI grantees and four partner provider organizations were eligible for CIHS Technical Assistance and Training (T/TA ) on Health Information Technology (HIT). 47 Cohort I-III PBHCI grantees received HIT Supplement awards. Two grantees shared the award with partners (Family Services, Inc. with Threshold Services of Maryland; Catholic Charities of Trenton with Greater Trenton Behavioral Health Care; the Association for Advancement of Mental Health (AAMH); Family Guidance Center Corporation (FGCC)). Eight Cohort IV PBHCI grants awarded in September 2011 included some funds for implementing or planning to implement EHRs. The remaining 9 PBHCI grantees who did not receive awards were eligible for (and received) CIHS T/TA at theirs or at the GPO’s and/or CIHS Learning Community Liaison’s request. 
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Overview of Training and Technical Assistance

The training and technical assistance needs were identified in two ways: 1) It was assumed that the grantees would encounter all of the challenges common to EHR implementations and the implementation of Meaningful Use; and 2) unique needs were initially identified by: reviewing responses to the RFP; analysis of an online assessment instrument; and review of required project plans. Ongoing technical assistance needs were identified through various processes that included: check in during bi-monthly Webinars; review of quarterly reports and participation in quarterly calls; regular communication with SAMHSA government project officers (GPOs) and the CIHS Learning Community Liaisons (LCLs) for each region. The exact nature of these activities are represented in Section 2 of this report, which is comprised of the four quarterly reports that were completed and transmitted to the GPOs by CIHS leadership during the course of the grant. 

CIHS T/TA  activities were conducted through multiple avenues: 

1) Individually via conference calls, individual emails and individual Webinars – grantees were continuously invited to call for T/TA  at any time, but since many grantees were unaware of their needs, CIHS adopted and maintained a practice of proactively identifying these needs and then contacted the grantees directly to help them understand and discuss their needs. Detailed email messages summarizing all grantee communications were shared with the grantees, GPOs and CIHS LCLs to ensure an accurate understanding of the T/TA  being provided and the grantee’s Next Steps. 

2) Group Webinars, Conference Calls and Emails – Grantees were divided into four groups determined by the status of their EHRs implementation process. Webinars were held on a bi-monthly or monthly basis for each group, based on need as determined by the group members, for an average of 6-7 group Webinars a month.
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The webinars addressed the identification and application of sound project planning methodologies for implementing an EHR system, business process and workflow analysis as this relates to EHR implementation and also the attainment of Stage 1 Meaningful Use (MU) standards to meet the grant requirements. 

a. Site visits – 28 site visits were conducted with individualized technical assistance targeted to supporting project implementation and meeting the grant requirements. 

b. Presentations at ten Regional Meetings and one Annual Meeting conveyed specific skills and general understanding, including how to select a vendor, develop a Risk Management plan, document and analyze workflows for a range of practice management issues including implementing Meaningful Use of HIT (MU) to meet the grant requirements, and understanding the implementation of MU in the broader context of integration of primary and behavioral health care and participation in health reform. 

c. User groups organized by vendor product. Three groups were formed for the products most used by grantees, and bi-monthly meetings were conducted (for the most part facilitated by Mike Lardiere). These meetings focused on developing and refining functionality that could be used by all of the grantees in the group, but also tried to work with the vendors to identify and resolve a range of issues including using existing EHR functionality to meet the grant requirements when desired functionality was not attainable within the grant duration. 

Challenges Identified and Addressed

All grantee projects and project plans were analyzed for risk during the first quarter and risk management plans developed. This information, along with grantee progress and participation in T/TA  was communicated to GPOs and CIHS Learning Community Liaisons for each region via individual profiles (example below): 
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The challenges encountered in providing technical assistance to the grantees paralleled the challenges faced by the national Regional Extension Center (REC) technical assistance program. This report borrows from the format developed by the Office of the National Coordinator for Health Information Technology for the RECS to summarize this information. Here we identify not just the challenge, but also the strategy applied to address it.

Practice Issues 

Workflow adoption: A common challenge was provider understanding of how to document and analyze workflows for implementing an EHR and also for implementing Meaningful Use (MU). This became critical to the success of this project. The initial CIHS T/TA  plan was to reference the vendor-developed workflow analysis for the EHR to help grantees identify where and how to implement MU. However, the vendors were not conducting actual business process analyses to implement EHRs, relying instead on forms and reports to configure the applications. Therefore, all grantees received Webinars on workflow documentation and analysis with a focus on analyzing workflows for implementing EHRs and the adoption of Meaningful Use. This was also a focus at all grantee site visits and two workshops on this process were delivered at the Annual Meeting. 

Provider engagement: Common issues are provider staff who are “slow moving or resistant to change” or who lack motivation. For the HIT Supplement, some providers used CIHS T/TA  more effectively than others. The locus of responsibility for project implementation was determined in the earliest stages of the project, but there was a wide range of professional roles identified for this position, with varying perspectives and levels of engagement. For example, clinical staff with no technical experience sometimes led the effort, and sometimes information technology staff held leadership positions. The least optimal configuration were instances in very large organizations where the CIO had the project leadership position as part of an organizational IT portfolio. In these cases, participation in CIHS T/TA  was usually delegated to an individual with no decision-making authority or influence over the project and the grant goals and objectives lacked priority within the organization’s overall IT objectives. GPO assistance was enlisted with the goal of confirming the grant requirements and RFA response goals and objectives and to open the lines of communication between CIHS T/TA  and the CIO and other executive-level staff. All grantees participated in at least some technical assistance, with about one-third of the grantees using all forms of the T/TA  intensively throughout the project, one-third using T/TA  as needed and one-third not taking full advantage of the T/TA . 

Training: Common issues are provider delays in training, non-participation in training. All grantees had access to training on developing and implementing a project plan, developing and analyzing workflows and the common errors or “lessons learned” that they could benefit from as well as tips for supporting success. All grantees had access to comprehensive T/TA  on implementing an EHR. All grantees took at least some advantage of CIHS T/TA  with some participating more than others. Where grantees were not engaged with T/TA , the GPO was notified and the grantee engaged. In most instances this engagement was successful over the long term as well.

Vendor selection: Common issues are provider concerns over making a poor choice, the need to change vendors, and contracting with vendors. Vendor selection was addressed via Webinars and a presentation at the Winter Regional Meetings. Negotiating the vendor relationship was also covered in User Groups, Webinars, individual emails and telephone calls. In a handful of instances, grantees struggled with this process. Technical assistance included the review of proposed vendor contracts in order to educate the provider on what to look for in the agreement. 

Administrative: Common issues include developing a project plan, and how to implement Meaningful Use. All of the grantees received intensive technical assistance on developing the project plan and applying project planning methodology (based on the Project Management Institute (PMI) approach). After a month of CIHS Webinars on project planning and the grant requirements, grantees were invited to submit project plans for review and feedback. 28 grantees took advantage of this offer. In cases where the plan (or lack of response) signaled a potential risk, it was noted in the grantee individual profile and included in planning for a site visit. As grantees moved forward with implementing Meaningful Use, there were frequently obstacles with registering eligible professionals with the state and obtaining technical assistance from the RECs. CIHS staff intervened at the REC leadership level, at times with ONCHIT support, to enlist their assistance on behalf of the provider.    

Financial: Common challenges include providers faced with unexpected vendor fees, and limited incentive eligibility. The negative impact of these types of issues was significantly mitigated by the grant, and especially important to those providers struggling to participate in the eligible professional incentive program. However, some providers were not able to implement expensive lab interfaces because they had not been included in the original budget. In these cases, CIHS identified a workaround that was approved by SAMHSA and the provider had the option of implementing this workaround to meet the grant requirements (implementation of Menu Objective #2). In almost every case, this workaround was welcomed. Many grantees who applied for no cost extensions are in negotiation with their state HIE or vendor to implement less expensive alternatives.

Staffing: Common challenges include staff out of office or unavailable, staff turn-over and staff hiring-processes. The challenges were addressed through Risk Management planning at the Winter Regional Meeting, and by identifying staffing complications as a common issue that has to be anticipated and planned for in implementing the project plan. Providers were encouraged to manage project resource availability through a Work Breakdown Structure applied to specific project staff and a project schedule. They also received guidance on anticipating vacations, illnesses and other life-events that temporarily take critical staff out of the workplace. They were able to plan for this probability by ensuring good project documentation accessible by several staff, redundancy in skill-sets through cross-training, and hiring temporary staff to fill IT vacancies when feasible. In a handful of cases, issues with project staffing became critical and in these situations, the grantee received intensive attention, usually in the form of a second site visit and extended consultation with the vendor, grantee and GPO. 

Meaningful Use (MU) Measures

There were fundamental differences between the grant requirements and attesting to Meaningful Use that made calculating the MU measures challenging for the grantees. The issues concerned the fact that MU measures are oriented to eligible professionals and at least some of the grantees did not have EPs on staff. In other cases, the grantee was not planning on attesting to MU (it was not required by the grant). The resolution to this challenge was to refine the grant requirements in consultation with SAMHSA and develop workarounds so that all grantees would be able to meet the grant requirements, regardless of the organizational staffing and intentions re: attestation. This was an effective solution. Most grantees immediately adopted the proposed workarounds. However, some grantees did not recognize that these workarounds were intended to allow them to meet the requirements, perceiving them instead as exceeding the grant requirements. In these cases the grantee was invited to conference with the GPO and the issues were resolved. 

Vendor Issues

Common challenges include waiting for upgrades, stalled implementations, EHR in use not certified, lack of vendor performance, technical infrastructure issues, and inaccurate reporting. These issues were anticipated and strategies for addressing them were identified via Webinars. They were also directly managed in the User Groups. In about a half-dozen instances, CIHS staff intervened directly by contacting the vendor to request assistance on behalf of specific grantees. These interventions were often effective, but since the provider usually did not inform CIHS staff of vendor issues until the project was significantly delayed, it almost always had a direct impact on the project timeline, slowing implementation. In these cases, the grantee was directed to manage the risk by addressing project scope, focusing on meeting the grant requirements first and other project goals, like implementing billing systems, rolling out to the full organization, etc. second. 

In almost all cases, vendors supported CIHS’s role in the project by participating in User Groups and by ensuring adequate functionality in their systems to meet the grant requirements. Two grantees dropped a vendor who they reported was not able to deliver, and two grantees reported their project implementations are actually delayed by the same vendor. Also, this vendor’s participation in User Groups was limited. This was the exception to the rule, however, since of the 17 vendors represented among the grantees, 16 were routinely responsive to communications. 

HIT Supplement Grantee Project Success

Grantee success was evaluated against the Triple Constraints of Time, Scope and Cost over three areas of the grant requirements. The first area concerns their success in implementing certified EHRs by the end of the grant duration, with “implementation” defined as going live with at least Phase 1 of a phased implementation of the EHRs, within the program division where most PBHCIpatients receive services. The second and third areas for evaluation concern the implementation of ePrescribing and demonstration of the “ability” to exchange patient information. The specific requirements were to: 

· Submit at least 40% of prescriptions electronically (as allowable given state-specific laws regarding the use of e-prescriptions for controlled substances);

· Receive structured lab results electronically; 

· Share a standard continuity of care record between behavioral health providers and physical health providers; and 

· Participate in the regional extension center program.

Implementing a Certified EHR (Ambulatory)

The risk level for this aspect of the project was assessed as “High.” Over half of generic IT project implementations fail at least one of the Triple Constraints. EHR implementation estimates of “outright failure” (i.e., project is abandoned completely) range from 19% to 40%.* There was also wide variation in grantee readiness and experience, with not enough time for the organization-wide Go Lives that some of the grantees had planned. The functionality of certified BEHAVIORAL HEALTH EHRs was new and untested. The CIHS T/TA  strategy was to monitor individual grantee progress, targeting those who entered the “high risk” category for intensive interventions and staying in close communication with SAMHSA GPOs regarding grantee progress. 
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44 (93%) of the grantees implemented Certified EHRs. 2 (5%) have custom systems in the 
certification process. 1 grantee (2%) changed their plans for their EHR and relinquished the grant. 

*Kaplan, B., Harris-Salamone, K. 2009. “Health IT Success and Failure: Recommendations from Literature and an 
AMIA Workshop.” Journal of the American Medical Informatics Association, 2009 May-Jun; 16(3): 291-299. Retrieved 
2/6/ from  http

 HYPERLINK "http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2732244/" ://www.ncbi.nlm.nih.gov/pmc/articles/PMC2732244/#

 HYPERLINK "http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2732244/" bib7 
It would be reasonable to ask how the high rate of success for EHR implementation was achieved when the risk was so significant. Grantees who applied CIHS T/TA  around project management recognized and adhered to project scope, adopted workarounds to meet requirements within the grant duration, and continued to build on their success once the requirements were met. Outreach was conducted to grantees that were not initially responsive to this offer of assistance. CIHS T/TA  also focused on business process and workflow analysis specific to EHR implementation, and did not hesitate to intervene or help the grantees understand how to advocate effectively on their own behalf when issues with vendors emerged. Coupled with the very important advantage of financial assistance from the grant, the grantees were able to more easily achieve their goals within the Triple Constraints. 

Submit at least 40% of Prescriptions Electronically

This requirement from the bulleted list was actually the least problematic for the grantees. The ePrescribing incentive program has been in place for several years, so the practice of ePrescribing is actually widespread. 
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*42 of 46 grantees, since one grantee relinquished the grant when their project goals and objectives changed
 significantly
Receive Structured Lab Results Electronically

There were a range of complications concerning this requirement, most stemming from the fact that it is not a Meaningful Use Objective and exceeds the standards for Stage 1. The grantees had to address several obstacles: first, obtain the lab interface; second, obtain cooperation from the lab; third, access authoritative guidance on how the requirement could be met. 

Many of the labs are working with national electronic medical record vendors, connecting their systems with large hospitals. They do not have the resources at this time to work with BEHAVIORAL HEALTH providers and/or the smaller BEHAVIORAL HEALTH EHR vendors. In other cases the vendor did not have an interface in place (it is not a requirement of certification and not in high demand among BEHAVIORAL HEALTH providers). Even when grantees who shared the same vendor pooled resources to pay for the development of an interface, it was not possible to develop the component within the grant duration. Many of the providers work with more than one lab, and the vendor who offered an interface may not have had a partnership with one or more of these labs. Finally, in some instances the lab was not willing to work with the BEHAVIORAL HEALTH vendor. Resolution was usually achieved by switching labs.

In consultation with SAMHSA, CIHS T/TA  staff identified a workaround that met the intent of the requirement, and also provided the necessary foundation for technical assistance. This workaround was based on Meaningful Use Menu Objective #2. Grantees who were not able to implement the necessary interface could meet the requirement by meeting this Objective, entering the lab results manually. 

Grantees received CIHS T/TA  on this requirement that paralleled the technical assistance given on the ePrescribing requirement. The scope was also carefully defined, with the pool of lab results to be considered limited to the results from tests required by the PBHCI grant and to those PBHCI enrollees entered into the EHRS.
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Share a Standard Continuity of Care Document Between Behavioral Health Providers and Physical Health Providers

There are two parts to this requirement. The first is that the grantee must be able to generate a populated CCD, which includes active medications, medication allergies, a problem list and diagnostic test results. The grantees received technical assistance on meeting this requirement by implementing the related Meaningful Use Objectives. Second, the grantee has to demonstrate the ability to share the CCD, which meant participation in the state, local or regional HIE. 

Once again, there were significant challenges in terms of this second half of the requirement. First, at least some states do not have fully operational HIEs. Second, many states that do have HIEs are not prepared to work with BEHAVIORAL HEALTH providers. Third, models for managing protected information in health information exchange were still under development. These challenges applied to all of the grantees. 

In consultation with SAMHSA, CIHS developed a workaround that allowed the grantees to meet the requirements of the grant. The grantees received detailed guidance on accessing Nationwide Health Information Network Direct (NwHIN Direct) to exchange the CCR with their primary care partner or another primary care provider with whom they shared patients. In cases where this was not feasible, the grantee was instructed to at least demonstrate the ability to exchange data by exchanging a test patient data set with another PBHCIgrantee. This was identified as an interim solution as the country moves towards establishing health information exchange that fully includes specialty care providers like community behavioral health centers.  

                                                                Exchange a populated CCD
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Participate in the Regional Extension Center Program

Again, there were significant challenges to meeting this requirement. The Regional Extension Centers are implemented in many different ways and in most cases their mission and their funding are targeted only to the types of eligible professionals identified in the statute (most did not include Behavioral Health as being included in their mandate). Second, in cases where the REC was able to support different types of providers, they did not have a frame of reference for working with Behavioral Health and did not know how to begin

Technical assistance addressed these issues at several levels. First, all grantees were directed to the REC Web sites, where they received general technical assistance as required by the statute. In some cases, this was the only level of access to TA that the grantees could achieve. Second, grantees were encouraged to contact their RECs directly and negotiate for technical assistance on specific goals - for example, getting their eligible professionals registered with the state Medicaid office. Third, CIHS staff worked in consultation with several of the RECs and with ONCHIT leadership to identify avenues for BEHAVIORAL HEALTH provider access to technical assistance. Last, some of the HIE/SDE sub-awardees actively included grantees from their state in their planning activities. 
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Meaningful Use” Outcomes – Participation in the Eligible Professional Incentive Program
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  Lessons Learned
EHR Implementation 

· T/TA  on project management is essential to EHR implementation success and was also an area where many of the grantees lacked any sort of subject matter experience, let alone expertise. The impact of the grant’s early focus on developing a viable project plan was invaluable. Grantees who applied project management T/TA  recognized project scope, met the requirements within the grant duration, and many of them continue to build on their success using the project planning skills they acquired. 

· The recognition of the need for T/TA  in business process and workflow analysis and the steps that CIHS took to address this proved critical to project success as well. This is an essential component of moving a system from a paper-based to an electronic environment and it is also critical to implementing Meaningful Use. This activity was tangentially very helpful to the PBHCI project, since PBHCI processes were used to train on this approach. Almost all of the PBHCI enrollment and/or reassessment processes benefitted from this analysis during the site visit intended to support EHR system implementation. 

· The positive impact of the availability of grant dollars for this project cannot be overstated. It seems unlikely that the project would have realized such a high degree of success without the availability of these grant funds for several reasons. For example, because T/TA  was not diluted by the need to the provide assistance in tightly monitoring and controlling for Cost (a key issue in any organization but especially for behavioral health providers), it could focus on issues related to Time and Scope.  

Meaningful Use and Community Behavioral Health Providers 

· The project eliminates any doubt about the nation’s Community Behavioral Health system’s capacity and interest in participating in Meaningful Use. Providers can (and want to!) participate in Meaningful Use. In the rare instance where the benefit of this participation was not immediately evident to the provider, other factors were a consideration. For example, providers in rural areas with limited access to the Internet were sometimes not as willing to make difficult decisions or allow themselves to be guided by the “big picture” when the fruits of this participation might not be as significant as it would be for those with better access. 

· The project also made it evident that patient information exchange is a challenge for everyone, not just BEHAVIORAL HEALTH providers. BEHAVIORAL HEALTH providers confront many of the same obstacles that primary care providers must deal with. However, training and technical assistance targeted specifically to BEHAVIORAL HEALTH providers is necessary, especially in states where BEHAVIORAL HEALTH provider participation in HIE is problematic. 

· Vendor product quality and responsiveness make a difference. “Certified” does not guarantee a level of product quality, just functionality. And even then, it does not mean that the product is robust in that functionality.  For the most part, BEHAVIORAL HEALTH vendor products meet only the minimum required for certification, which impacts the products’ utility in integrated care. 
Part 1, Section 2 – Quarterly Summaries of HIT Supplement CIHS T/TA  Activities 

Overview of 1st Quarter Training and Technical Assistance Provided by CIHS Staff and Grantee Participation – HIT Supplement (October-December, 2012)
CIHS immediately established a training and technical assistance program for the HIT Supplement grantees and also began working on the State Designated Entity Health Information Exchange (SDE HIE) component of the award. 

The grantees were given a deadline of October 28, 2011 to provide SAMHSA with an updated project plan for the project implementations (as described in the grant award letter). The training and technical assistance for the first month of the HIT Supplement was focused on a) an orientation for the grantees on the grant deliverables and expectations and b) three technical assistance webinars/conference calls which focused on the Grantees’ specific project planning and management needs. Individual technical assistance in the form of telephone and email-based guidance on developing a project plan and then review of project plan initial drafts (28 plans) was provided to the grantees during this time period. The initial orientation and subsequent Webinars were conducted each Friday in October and targeted to each of the five Regions.

 

Webinars 
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· Over eighty percent (80%) of the Grantees attended at least one of the trainings during the month of October. 

· To evaluate our reach to the grantees during this initial period of engagement we also looked at the attendance by Cohort. Cohort describes the time period for that particular organization be initially awarded a PCBEHAVIORAL HEALTHI grant. Cohort I has had a grant for four years while Cohort III was awarded a grant in 2010 and Cohort IV was awarded the grant in November 2011. 

· Our data indicates that there was good representation from the different Cohorts in the trainings with the highest attendance being from Cohort I Grantees at 85%. We believe that Cohort IV’s attendance was less due to their only recently being announced and their HIT supplement was rolled into their base award so they may have not been aware that the training s and technical assistance was available to them. This has since been clarified with direct communication to them informing them that they do have access to all CIHS HIT trainings.
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Review of participation by Region showed variability in attendance with Region 1 and Region 2 having the highest percentage of attendance with 85% and 78% respectively and Region 3 with lowest attendance at only 56% attendance 
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· A sample Project Plan representing an effective health information technology implementation was provided as a guide to all Grantees. This sample project plan was made available to all grantees on the CIHS Grantee web site and was made available in both a Microsoft Project Version and a Microsoft Excel Version. 

· During the training and technical assistance calls we continually evaluated if the organizations were moving forward and “on track” with their plans. We used the following criteria to determine the “Quality/Usefulness of the Project Plan” to focus our TA efforts:  

· Inclusion of Grant Requirements 
· Inclusion of Additional Objectives the Grantee Identified in their RFA Response 
· Overall Adherence to Sound Project Planning Methodology  
· Fully fifty percent (50%) of the Grantees requested and received project plan technical assistance during this initial four week period.
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CIHS also reviewed the written technical assistance requested and received by Region and by Cohort. The data in these charts indicate that we provided a written review of project plans to all regions with Region 4 requesting the most and also provided written review across all Cohorts with Cohort 3 requesting the most. 
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· Fully 44% of the grantees requested and received individual technical assistance during this period in the form of individual conference calls and email follow-up
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· Ninety percent (90%) of the Grantees completed an online assessment which provided additional information for CIHS to utilize to focus our T/TA resources
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· Through this process several High Risk Grantees were  identified. This classification was based on a number of factors including their participation in the  October webinar/conference call series, and review of their project plans. These Red Flag organizations were identified to their GPOs by CIHS in a joint review and the high-level plan or providing technical assistance to this group was discussed. 

· Based on a review of the completed assessment organizations and other information obtained during initial calls and communications Grantees were grouped into four categories for ongoing collaborative work. These categories cross both Regional and Cohort boundaries and are focused on the “stage of implementation” that any organization might be in at this time. We identified four groups of organizations as 

· Group 1, New or Recent Adopters (these are Grantees that are either in the process of making an EHR selection or have just recently purchased their EHR) Intermediate Users

· Group 2, Intermediate Users (these are Grantees that may have had their systems for six months to a year or more but are still implementing). 

· Group 3, Advanced Users (these are Grantees that have had an EHR for a number of years are successful and are upgrading this system to certified status

· Group 4, Growing their Own (these are Grantees that have developed their own systems over time and have decided to bring these systems to Meaningful Use Certification during the grant period)

Group I
	Cohort
	Region
	Group 1: Acquiring or recently implementing a commercial, certified EHRS, Focus on initial software implementation activities and concepts behind MU

	 III
	 1
	Asian Community Mental Health Services

	 III
	 1
	Glenn County Health Services Agency

	 II
	 1
	Native American Rehabilitation Association of the NW

	 III
	 1
	Asian Counseling and Referral Service

	 I
	 2
	CODAC Behavioral Health Services

	 III
	 3
	Community Rehabilitation Center

	 III
	 4
	Heritage Behavioral Health

	 I
	 4
	Human Service Center

	 III
	 4
	Trilogy

	 I
	 4
	Center for Families and Children

	 III
	 4
	Greater Cincinnati BEHAVIORAL HEALTH Services

	 I
	 4
	Shawnee MH Center

	 III
	 5
	Community MH Affiliates

	 III
	 5
	Family Services

	 I
	 5
	Community Council of Nashua

	 III
	 5
	Horizon House

	 III
	 5
	Kent Center for Human and Org Dev

	 
	 
	 


Group II
	Cohort
	Region
	Group 2, Intermediate. In process of using systems or upgrading existing systems to certified. Focus on EHRS workflows and MU

	 IV
	 1
	Catholic Charities of Santa Clara

	 III
	 1
	San Mateo County Health System

	 IV
	 1
	Navos

	 I
	 
	Mental Health Center of Denver

	 IV
	 2
	Capital Area Human Services District

	 III
	 2
	Central OK Community MH Center

	 III
	 2
	Northcare Community MH Center

	 III
	 3
	Apalachee

	 III
	 3
	Coastal Behavioral Healthcare

	 III
	 3
	Lifestream Behavioral Health

	 III
	 3
	Miami BEHAVIORAL HEALTH Center

	 II
	 4
	Regional MH Center

	 I
	 4
	Pennyroyal

	 III
	 5
	Community Health and Counseling

	 II
	 5
	International Center for the Disabled

	 II
	 5
	Milestone Centers

	 II
	 5
	Providence Center

	 
	 
	 


Group III
	Cohort
	Region
	Group 3, Advanced. Using a certified EHRS. Focus on workflows that support MU and EP Incentive Program, and interoperability

	 II
	 1
	Alaska Island Community Services

	 III
	 1
	Tarzana Treatment Centers

	 III
	 4
	Adult and Child MH Center

	 IV
	 4
	Community Support Services

	 I
	 4
	Southeast Inc.

	 III
	 4
	Prestera

	 I
	 5
	Bridges

	 III
	 5
	Community Healthlink

	 I
	 5
	Care Plus NJ

	 III
	 5
	Catholic Charities of Trenton

	 III
	 5
	Bronx-Lebanon Hospital Center


Group IV

	Cohort
	Region
	Group 4, Developing a Custom System to Certified

	 III
	 1
	Downtown emergency Services Center

	 II
	 2
	Montrose Counseling Center

	 III
	 2
	Weber Human Services

	 II
	 4
	Centerstone

	 III
	 4
	Washtenaw Community Health Org

	 III
	 5
	Postgraduate Center for MH


CIHS canvased the Grantees by group to determine the best available time for their ongoing T/TA. Meetings by group were established

	Group 1 Meeting Dates 
Every other Monday, 2:30 – 4:00 

Attendance 

11/28/2011 75% 

12/12/2011 80% 

12/27/2011 63% 
	Group 3 Meeting Dates 
Tuesdays, once a month 1:00 – 2:30 

Attendance 

11/22/2011 90% 

12/20/2011 56% 

 

	Group 2 Meeting Dates 
Every other Monday, 2:30 – 4:00 ET 

Attendance 

11/21/2011 93% 

12/5/2011 100% 

12/19/2011 60%
	Group 4 Meeting Dates 
Fridays, once a month, 12:00-1:30 

Attendance 

11/18/2011 100% 

12/16/2011 100% 

 


Overview of 2nd Quarter Training and Technical Assistance Provided by CIHS Staff and Grantee Participation – HIT Supplement (January-Mach, 2012)
The Webinar schedule continued with the individual group membership changing in a few instances. The next four tables list the grantees by Groups, identifying their attendance on the Webinars. 

Group 1: Acquiring or implementing a commercial certified EHR. Focus on initial software implementation activities and concepts behind MU
	Reg
	Provider
	1/17
	1/30
	2/13
	2/27
	3/12
	3/26

	 1
	Asian Community Mental Health Services
	 X
	X 
	X 
	X 
	X 
	X 

	 1
	Glenn County Health Services Agency
	 X
	 X
	X
	X
	X
	 X

	 1
	Native American Rehab Assoc of the NW
	 
	 
	X 
	X 
	X 
	 

	 1
	Asian Counseling and Referral Service
	 X
	X 
	X 
	X 
	X 
	X 

	 2
	CODAC Behavioral Health Services
	 
	X 
	X 
	X 
	 
	 

	 3
	Community Rehabilitation Center
	 
	X 
	 
	 
	 
	 

	 4
	Heritage Behavioral Health
	 
	 
	 
	 
	X 
	 

	 4
	Human Service Center
	 
	X 
	X 
	X 
	X 
	X 

	 4
	Trilogy
	X 
	 
	X 
	X 
	X 
	X 

	 4
	Center for Families and Children
	 
	 
	 
	 
	 
	X 

	 4
	Greater Cincinnati BEHAVIORAL HEALTH Services
	 
	 
	 X
	X 
	 
	X 

	 4
	Shawnee MH Center
	 
	X 
	 
	 
	 
	 

	 5
	Community MH Affiliates
	 
	 
	X 
	 
	 
	 

	 5
	Family Services
	X 
	X 
	X 
	X 
	X 
	 

	 5
	Horizon House
	X 
	 
	 X
	 X
	 
	X 

	 5
	Kent Center for Human and Org Dev
	X
	 
	 
	 
	 
	X 

	 5
	Navos
	X 
	 
	X 
	 
	 
	 

	 5
	Community Health and Counseling
	 
	X 
	 
	X 
	X 
	 

	 5
	Capital Area Human Services District
	 
	 
	 
	X 
	 
	 

	 5
	Centerstone
	 
	 
	 
	 
	X 
	X

	 
	Total Organizations: 19

	8 (50%)
	8  (50%)
 
	12 (63%)
	12 (63%)
	11 (58%)
	10 (53%) 


Group 2: In process of updating commercial EHRs already in use to certified. Focus on 
EHR workflow that supports MU
	 Reg
	Catholic Charities of Santa Clara
	1/9
	1/12
	2/6
	2/21
	3/5
	3/19

	 1
	San Mateo County Health System
	 
	 
	X 
	X 
	 
	 

	 1
	Mental Health Center of Denver
	 
	X 
	 
	 
	 
	X 

	 2
	Central OK Community MH Center
	X
	 
	 
	 
	 
	X 

	 2
	Northcare Community MH Center
	X 
	 
	 
	X 
	 
	 

	 2
	Apalachee
	X 
	 
	X 
	X 
	X 
	X 

	 3
	Coastal Behavioral Healthcare
	X 
	X 
	X 
	X 
	 
	X 

	 3
	Lifestream Behavioral Health
	X 
	X 
	X 
	 
	X 
	X 

	 3
	Miami BEHAVIORAL HEALTH Center
	X 
	X 
	X 
	X 
	X 
	X 

	 3
	Regional MH Center
	 
	 
	 
	 
	 
	 

	 4
	Pennyroyal
	X 
	X 
	X 
	X 
	 
	X 

	 4
	International Center for the Disabled
	X 
	 
	 
	 
	 
	 

	 5
	Milestone Centers
	 X
	 
	 
	 
	 
	 

	 5
	Providence
	 X
	 
	X 
	 
	 
	 

	 5
	Community Council of Nashua
	 X
	X 
	 
	X 
	X 
	 

	 5
	San Francisco Department of Public Health
	 
	 
	X
	X 
	 
	

	 5
	Catholic Charities of Trenton
	 
	 
	 
	X 
	 
	X 

	 5
	Community MH Affiliates
	 
	 
	 
	 
	 X
	X 

	 
	Total Organizations: 15
	12 (80%)
	7 (47%)
	9 (60%)
	9 (60%)
	5 (33%)
	9 (60%) 


Group 3: Advanced. Using a certified EHR. Focus on workflows that support MU, the EP incentive program, and interoperability

	 Reg
	Provider
	1/25
	2/28
	3/20

	 1
	Alaska Islands Community Services
	 X
	X 
	 

	 1
	Tarzana Treatment Centers
	 X
	 X
	X 

	 4
	Adult and Child MH Center
	 X
	 X
	 X

	 4
	Community Support Services
	 
	 X
	 X

	 4
	Southeast, Inc.
	 X
	 X
	 

	 4
	Prestera
	 X
	 X
	 X

	 5
	Bridges

	 
	 X
	 

	 5
	Community Healthlink
	 X
	 
	 X

	 5
	Care Plus NJ
	 X
	 
	 XXX1

	 5
	Bronx-Lebanon Hospital Center
	 
	 
	 

	 
	Total Organizations: 11
	7 (64%)
	6 (56%)
	6 (56%)


Group 4: Developing a custom (homegrown) system to certification

	 Reg
	Provider
	1/13
	2/17

	 1
	Downtown Emergency Center
	 X
	 X

	 2
	Montrose Counseling Center
	 X
	 X

	 2
	Weber Human Services
	 X
	 

	 4
	Centerstone
	 X
	 

	 4
	Washtenaw Community Health Org
	 
	 X

	 5
	Postgraduate Center for MH
	 X
	 X

	 1
	Southcentral Foundation
	 X
	 

	 
	Total Organizations: 7
	6 (86%)

	4 (57%)


HIT Supplement 2nd Quarter Webinars (17)

Topics by Date and Group


1/9, Group 2 – “Meaningful Use, Patient Engagement and the Role of the EHR”

1/13, Group 2 – “Meaningful Use, Patient Engagement and the Role of the EHR”


1/17, Group 1 – “Using the Project Communication Plan”

1/23, Group 2- “My Project is Behind Schedule - Now What?”


1/24, Group 3 – “Meaningful Use, Patient Engagement and the Role of the EHR”

1/30, Group 1 – “Managing the Project Schedule”


2/6, Group 2 – “Change Management in Project Planning”

2/13, Group 1 – “Change Management in Project Planning”


2/21, Group 2 - “Requirements Definition Process”

2/27, Group 1 – “Critical Best Practices (w/templates and examples)”

2/27, Group 4 – “Moving Forward”

2/28, Group 3 – “ONCHIT Notice of Proposed Rulemaking Detailed Review”

3/5, Group 2 – “ONCHIT Notice of Proposed Rulemaking Detailed Review”

3/12, Group 1- “Review of Stage 2 NPRM and EHR Implementation Success Strategies”

3/19, Group 2 – “Cross-walking Clinical Workflows to Meaningful Use Objectives and Measures”

3/20, Group 3 - “Cross-walking Clinical Workflows to Meaningful Use Objectives and Measures”

3/26, Group 1 – “Cross-walking Clinical Workflows to Meaningful Use Objectives and Measures

Site Visits (2)

2/7, NARA Northwest (Portland, OR)

3/29-30, Norfolk Community Services Board (Norfolk, VA)

Activities in 3rd quarter targeted to managing project risk included site visits for grantees who are late in starting their Implementation to ensure that once they begin their implementation they are prepared to implement quickly and efficiently. These site visits will include applying project management methodology and instruction on how to conduct a business process analysis, diagram a workflow and associate forms and reports to the processes. The workflows can
also be used to identify billable events, clinician credentials, data collection points, to time the duration of activities and in general to review discrete processes to strategize for improved efficiency and effectiveness

Overview of 3rd Quarter Training and Technical Assistance Provided by CIHS Staff and Grantee Participation – HIT Supplement (April – June, 2012)
HIT Supplement 3rd Quarter Webinars (16)

· 4/2, Group 2: Best Practices and Strategies for Managing Existing Patient Records And Ensuring Data Integrity During Implementation with a Comprehensive Data Management Plan

· 4/9, Group 1:  Cross-walking Clinical Workflows to Meaningful Use Objectives and Measures, Lab Results Workflows (Menu Objectives 3 and 6, Core Objective 12) and Patient Communication Workflows (Core Objectives 12 &13, Menu Objectives 5, 6 & 7

· 4/16, Groups 2: Cross-walking Clinical Workflows to Meaningful Use Objectives and Measures, Lab Results Workflows (Menu Objectives 3 and 6, Core Objective 12) and Patient Communication Workflows (Core Objectives 12 &13, Menu Objectives 5, 6 & 7

· 4/20, Group 1: Best Practices and Strategies for Managing Existing Patient Records And Ensuring Data Integrity During Implementation with a Comprehensive Data Management Plan

· 4/24, Group 3: Detailed Review Clinical Quality Measures (CQMs) for Behavioral Health Providers (recorded)

· 4/30 Group 2: Detailed Review Clinical Quality Measures (CQMs) for Behavioral Health Providers (recorded)

· 5/7, Group 1:Detailed Review Clinical Quality Measures (CQMs) for Behavioral Health Providers (in person)

· 5/14, Group 2: ONC Guide to HIPAA Privacy and Security and In-depth look at Core Objective #14 “Electronically Exchange Key Clinical Information” (in person)

· 5/21, Group 1: ONC Guide to HIPAA Privacy and Security and In-depth look at Core Objective #14 “Electronically Exchange Key Clinical Information” (recorded)

· 5/22, Group 3:ONC Guide to HIPAA Privacy and Security and In-depth look at Core Objective #14 “Electronically Exchange Key Clinical Information” (recorded)

· 5/28 Group 1: Context for Considering all of the Core and Menu Objectives and Measures and CPOE - Meeting the Meaningful Use Core Objective #1 for Computerized Physician Order Entry (recorded)

· 6/4, Group 2: Context for Considering all of the Core and Menu Objectives and Measures and CPOE - Meeting the Meaningful Use Core Objective #1 for Computerized Physician Order Entry (recorded)

· 6/11, Group 1: Implementing Core Objective #1 Clinical Decision Support (CDS) in Stage 1 Meaningful Use and Anticipating the Increasing Role of CDS in Stage 2 (in person) 

· 6/18 Group 1: Check in on Progress; Clinical Decision Support (CDS) – in depth look at Core Objective #11, what CDS is and is not, and how it relates to using the EHR as an adjunct to treatment and to CPOE

· 6/19, Group 3: Clinical Decision Support (CDS) – in depth look at Core Objective #11, what CDS is and is not, and how it relates to using the EHR as an adjunct to treatment and to CPOE 5/22, plus what CDS rule grantees intend to implement

· 6/25, Group 2: Check-in on Progress; Medications Lists – Understanding “Active,” “Updated” and “Reconciled” and the impact of Concurrent Documentation on Medications Compliance

HIT Supplement 3rd Quarter Site Visits (15)

· 4/3, Kent Center for Human and Organizational Services, VA

· 4/5, VIP Community Center, NY

· 4/10, Asian Community Mental Health Services, CA

· 4/12, Family Services, Inc.(Gaithersburg, MD)

· 4/17, Trilogy, Inc. (Chicago, IL)

· 4/19, Horizon House (Philadelphia, PA)

· 4/24 Community Health and Counseling Services (Bangor, ME)

· 4/26 Care Plus (Paramus, NJ)

· 5/1, Glenn County (Willows, CA)

· 5/3, Asian Community Mental Health Services (Oakland, CA)

· 6/4, Human Service Center (Peoria, IL)

· 6/7-8, Alaska Islands Community Service Center (Wrangell, AK)

· 6/14, Asian Counseling and Referral Service (Seattle WA)

· 6/15, Downtown Emergency Service Center (Seattle WA) 

· 6/20, Community Council of (Nashua, NH) 

Assessing Grantee Progress in Planning for  4th Quarter Training and TA
· Grantees completed online inquiry assessing progress

· Assigned to Groups 1 or 2 (Group 1 has 17 members, Group 2 has 37 members)

· Technical Assistance focused on: Group1- Getting to Go Live with their certified EHRS and 
      Group 2 - Implementing Meaningful Use and meeting the bulleted grant requirements

· Next step - Clarify and Refine Grant Requirements; Review of Proposed Approach 

Overview of 4th Quarter Training and Technical Assistance Provided by CIHS Staff and Grantee Participation – HIT Supplement (July – September, 2012)
    HIT Supplement 4th Quarter Webinars (14)

· 7/2, Group 1: Check-in on progress; Review of tools and techniques for effectively managing the project schedule; Medications Lists – Understanding “Active,” “Updated” and “Reconciled” 

· 7/9, Group 2: Check-in on Progress; Core Objective #15: Protect Electronic Health Information  - The HIPAA Security Rule and online resources for risk analysis and assessment

· 7/16, Groups 1: In depth “Best Practices and Strategies for Managing Existing Patient Records And Ensuring Data Integrity During Implementation with a Comprehensive Data Management Plan” 

· 7/23, Group 2:  “Core Objective #3: In-depth review of “Maintain an up-to-date problem list of current and active diagnosis Plan”

· 7/30, Group 1: “Managing Common EHR pre-Go Live Issues”

· 8/6, Group 2: “Detailed Review Clinical Quality Measures (CQMs) for Behavioral Health Providers (in person)”

· 8/13, Group 1: “Detailed review of the Continuity of Care Record/ Continuity of Care Document Minimum Data Set and Exchanging the CCR/CCD According to the Grant Requirements”

· 8/20, Group 2: “Detailed Review of Grant requirement ‘Receive Structured Lab Results Electronically”

· 8/27, Group 1: “Detailed Review of Grant Requirement ‘Receive Structured Lab Results Electronically’ ”

· 9/3,   Group 2: “Detailed Review of Grant Requirement ‘Submit 40% of Prescriptions Electronically’ 

· 9/10, Group 1: “Detailed Review of Grant Requirement ‘Submit 40% of Prescriptions Electronically’ 

· 9/17, Group 2: “Final Questions, Concerns About Meeting Grant Requirements, and Key Resources for Implementing Stage 1 Meaningful Use”

· 9/24, Group 1: “Final Questions, Concerns About Meeting Grant Requirements, and Key Resources for Implementing Stage 1 Meaningful Use”

HIT Supplement 3rd Quarter Site Visits (4)

· 7/27 - San Francisco Dept of Public Health

· 7/28 – Catholic Charities of Santa Clara County

· 8/1 – Bronx-Lebanon Hospital

· 9/5 – Montrose Counseling Center

· 9/11-  Central Oklahoma MHC

· 9/11- Northcare MHC

· 9/24 - Miami BEHAVIORAL HEALTHC

· 9/25 - Apalachee Center

· 9/27 – Coastal Behavioral Health
Outcomes Summary
41 (87%) of the 47 original grantees either met or had the capacity to fully meet all of the grant requirement, either by following the letter of the requirements or (when that was not possible) by applying the approved alternative approaches to meeting the requirement. 

2 (4%) of the grantees are live with an EHR but lack the ePrescribing module and are delayed from complete implementation due to vendor issues.  They do have estimated completion dates from their vendors for these issues to be resolved.

2 (4%) are still in the process of obtaining certification for their custom systems.

1 grantee (2%) closed their PBHCI project and are no longer using their EHRs.

1 grantee (2%) relinquished the grant when their organizational objectives for their EHR system changed significantly.
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Health Information Exchange/State Designated Entity
Sub Awards
Health Information Exchange/State Designated Entity Sub Award

The HIT Supplement also included funding to select and support five (5) state health information exchanges or their state designated entity in developing the policies, procedures, standards and protocols necessary to share behavioral health and physical health information via the health information exchange.

CIHS’ goal was to ensure the infrastructure supporting the statewide exchange of health information generally will also facilitate the exchange among physical and behavioral health providers and to identify key barriers that may prevent the sharing of behavioral health and physical health information.

CIHS met this goal through the following activities:

· Selecting and administering awards to five (5) State Designated Entities (SDEs) for the development of infrastructure supporting the exchange of health information among behavioral health and physical health providers.

· Providing technical assistance to the SDE/HIE awardees on the implementation of HIE systems, processes and protocols that facilitate behavioral health and primary care integration.

· Disseminating findings to HIEs nationally with the goal of facilitating improved health and well being of behavioral health patients and consumers.

This activity supports SAMHSA’s Strategic Initiative #6: Health Information Technology by increasing the ability of health information exchanges to adapt their infrastructure to create interoperable electronic health records in conformance with state and federal privacy laws. Specifically, this funding supports Goal 6.1 and Goal 6.2, encouraging coordination between Primary and Behavioral Health Care Integration grantees to further ensure effective exchange of health information. 
This funding also addresses Healthy People 2020 Mental Health and Mental Disorders Topic Area HP 2020-MHMD and/or Substance Abuse Topic Area HP 2020-SA
The selection process was competitive. CIHS in conjunction with SAMHSA and the Office of the National Coordinator for HIT (ONC) determined that HIEs would need to meet specific criteria to qualify to apply for the HIE/SDE Sub Award.

Qualifying HIE/SDEs would need to meet the following criteria:

· There must be a PBHCIGrantee in the state

· Behavioral Health must be specifically included in their State Plan on the ONC web site

· A Behavioral Health Organization or person identified as a Behavioral Health representative is clearly included

· On the Steering Committee

· On the Advisory Committee

· Or there was a specific Behavioral Health Workgroup

The states that met the criteria to receive an application and the number of PBHCIGrantees in each state are identified below.

	State
	# of HIT Grantees
	Behavioral Health Representative identified on Governance/Steering/Advisory Committee

	CA
	8
	Y

	FL
	6
	Y

	OH
	5
	Y

	IL
	3
	Y

	TX
	3
	Y

	OK
	2
	Y

	RI
	2
	Y

	CO
	1
	Y

	KY
	1
	Y

	ME
	1
	Y

	NH
	1
	Y

	UT
	1
	Y


Applications were sent to the contacts identified on the ONC HIE web site on December 15, 2011.

The deadline for returning applications was January 6, 2012 at 8 PM ET.

A copy of the Announcement and the Application can be found in Appendix: HIE-A.

A Technical Assistance call was held on December 22, 2011.  Eight states participated.  Several with more than one person.  This represented 66.67% of all HIE/SDEs that CIHS had sent application invitations to.

	State
	               # of Attendees

	CA
	2

	IL
	3

	ME
	2

	OH
	1

	OK
	3

	RI
	1

	TX
	1

	UT
	4
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Applications were received from eight (8) states

A Review Committee was established to evaluate the applications and make recommendations to select the five states.  The committee was composed of the following members:

· M. Lardiere - CIHS
· Rick Harwood - NASADAD
· Bob Glover/David Miller - NASMHPD
· Kate Berry - NeHC
· John Loonsk – CGI (formerly of ONC)
· Kathy Reynolds - CIHS
After review and discussion by the Review Committee the following states were selected to participate.

Kentucky, Illinois, Maine, Oklahoma and Rhode Island

Award Notices were sent to the sub awardee states on January 20, 2012.

The Kick Off and Expectations
A kick off meeting was held on February 3, 2013.  All five states participated with their full teams.  
The kick off meeting included presentations from Dr. Westley Clark the Director of the Center for Substance Abuse Treatment at SAMHSA and Joy Pritts, ONC’s Chief Privacy Officer as well as other federal officials from SAMHSA and HRSA.   A review of the purpose of the project and project deliverables and expectations was provided.   The purpose and expectations of the project are identified below.  The Agenda, Attendance List and Notes from the Meeting can be found in Appendix HIE-B.
Purpose
The purpose of these sub contracts is to promote the development of infrastructure supporting the exchange of health information among physical and behavioral health providers and promote the use and exchange of electronic health information in a manner consistent with the Office of the National Coordinator (ONC) of Health Information Technology’s strategic plan.  

Expectations
SDE/HIEs will be expected to demonstrate active partnership for this project by the state’s 
· HIE/SDE Director

· Mental Health authority, 

· Substance Abuse authority, 

· Medicaid Director and 

· HIT Coordinator

Collectively the state SDE/HIE Behavioral Health Integration Workgroup which is the “core team” was expected to work together to produce the following deliverables:
a) Attendance by 80% of the state SDE/HIE Behavioral Health Integration Workgroup at an initial face to face meeting in Washington, D.C. in February 2012.  Travel for all participants for this one day meeting must be included in the proposed budget.

b) Attendance by 80% of the state SDE/HIE  Behavioral Health Integration Workgroup at the Learning Congress meeting at the end of the project (estimated September-October 2012).  Travel for all participants for this one day meeting must be included in the proposed budget.

c) Attendance and participation by 80% of the state SDE/HIE Behavioral Health Integration Workgroup on monthly conference calls/webinars

d) Development and submission of a state SDE/HIE Action Plan for behavioral health integration within thirty (30) days of the initial face to face meeting

e) Establishment and/or adaptation of their infrastructure to support interoperable health records in accordance with state and federal privacy laws

f) Demonstrate the extensibility and reusability of the proposed solution;

g) Share policies, processes, protocols, procedures, standards and programs freely with other SDEs and others

h) Participate in at least one meeting/webinar informing other state SDEs of issues, policies, procedures, standards and resolutions to barriers to behavioral health and medical care integration
i) Hold at least one state wide meeting at the beginning of the program to discuss issues related to behavioral health and physical health data exchange and hold at least one subsequent meeting to inform providers of the policies, procedures and standards to integrate behavioral health and medical information in the state.  70% of the participants in each meeting  must be from behavioral health and primary care services

j) Demonstrate the exchange of a standard continuity of care record between behavioral health providers and physical health providers

k) Demonstrate the exchange of structured lab results between behavioral health providers and physical health providers

l) Demonstrate that exchanges conform to and supply relevant federally designated standards, such as Logical Observation Identifiers Names and Codes (LOINC®), Systematized Nomenclature of Medicine -Clinical Terms (SNOMED-CT), NwHIN Connect, and Health Level 7.

m) Include at least one behavioral health provider on the SDE governance board

n) Presence of a behavioral health HIE Workgroup in place 

o) Demonstrate active participation of the Regional Extension Centers in the state in the SDE/HIE

p) Demonstrate a willingness to focus on expanding the current CCD to include adding relevant behavioral health data to the CCD

q) Development and/or expansion of policies and procedures to share electronic behavioral health and medical records either throughout the entire HIE or via one of their subcontractors or regional HIEs

r) Demonstration of behavioral health consumers involved in the SDE/HIE

s) Publish the outcomes, policies, procedures, standards and protocols in easily understood language on their web site and otherwise disseminate this information throughout the state
HIE Development and Structures
Each of the HIE/SDEs had their own history of development and were structured slightly differently:

Illinois

At the time of the sub award the IlHIE (ILHIE) was two years old and had just launched its first service ILHIE Direct.  Illinois determined early on that the HIE could not move forward with implementing data sharing via the HIE due to current state mental health laws that were more stringent than HIPAA and prevented data sharing.  
This Illinois Confidentiality Act specifies that each and every time any mental health information was to be shared with a healthcare provider the patient consent determines the duration for which the information was effective, specified the information, the provider of information and the recipient as well as required a witness. In 2011, an exception to the consent provision of the law was issued to allow for Medicaid funded interagency teams to exchange information, yet the law continued to prohibit real time electronic exchange of mental health data.  
A few critical elements would be required to modernize the Act to support health information exchange. In particular, the Act would need to acknowledge the existence of the State HIE as well as the real time nature of exchange, that information would be transmitted not just point to point, but also shared in an interagency setting  once Health Homes were underway.
Existing confidentiality laws indicated a preference to prevent real time data sharing among behavioral health care professionals and their medical colleagues. The practice culture reinforced long and strongly held sentiments regarding protecting consumers from stigma and discrimination by relying on service systems that are largely mutually exclusive of medical services. These sentiments, along with the fact that behavioral health providers were not eligible for EHR incentive payments under the Recovery Act corroborated national data that pointed to reduced adoption rates for behavioral health providers investing in HIT or EHR systems.
In preparing its project plan for the Behavioral Health Integration Project (BEHAVIORAL HEALTHIP), Illinois endeavored to ensure that at the end of the project, behavioral health providers were ready to adopt EHR systems, were able to exchange health information electronically and that the ILHIE understood what policy and programs would be necessary in order host behavioral health providers on the system and foster real time electronic data sharing of behavioral health data.
Kentucky

The Kentucky Health Information Exchange (KHIE) has been operational since April, 2010.  It began with seven pilot hospitals, and in November 2010, KHIE moved from the pilot phase and into full implementation.  Currently, the exchange has 139 healthcare providers sending information to, and receiving information from, the exchange.  KHIE has discovered one of the reasons community behavioral health providers are not joining KHIE is lack of funding to finance the interface needed to connect to KHIE.  The second reason is the lack of a universally accepted consent that will allow their patients receiving alcohol and substance abuse services to consent for their records to be included in the exchange.  

Additionally, when approached about the value access to KHIE records could bring to behavioral health providers these providers want to be able to view the records of their patients from other health care facilities.  In completing the work funded by this grant the Governor’s Office of Electronic Health Information (GOEHI) found one of the most helpful aspects of connecting to KHIE provided to behavioral health providers was the ability to import the records of other providers into the behavioral health facility without having to print and fax the records.  Thus far behavioral health centers have also benefited from the close working relationship of the state HIT coordinator, the REC and the state Medicaid HIT coordinator.  This relationship has allowed the behavioral health centers to achieve meaningful use levels, work toward meaningful use measures and quality for incentive funding.

The state interest in participating is to provide greater continuity of care for behavioral health patients by providing connectivity to the state wide HIE for the community mental health centers and increasing interoperability between these centers and primary care providers.  Secondly, GOEHI wanted to be a facilitator for behavioral health primary care integration.  During this project GOEHI staff has studied the integration and possible role of HIE in integration.  HIE has the ability to close the information gap in many behavioral health primary care integration scenarios.  GOEHI has an interest in discovering the nature of this role and meeting this need.  The technology developed by this funding is one element of the process.  The technical development needed to continue to support behavioral health primary care integration has a good beginning in KHIE but it must continue as the needed technology develops.   

Finally, GOHEI identified that they needed guidance on developing a consent form that was compliant with 42 CFR Part 2 and could be uniformly utilized throughout the state.  The consent form developed by this project was identified as a need by Kentucky behavioral health providers and has gained early acceptance. GOEHI has learned the consent form deliverable of this project will be also used by Kentucky state mental health hospitals and mental health hospitals that the Cabinet for Health and Family Services contracts with for behavioral health and alcohol and substance abuse services.  Additionally this funding will allow GOEHI to begin processes, standards and policies that the exchange will use for the use of the consent form. 

Maine

Incorporated in 2006 as an independent statewide non-profit organization, HealthInfoNet is one of the leading HIE organizations in the country. It is governed by a community-based board of directors and several committees comprised of Maine people serving on behalf of doctors, hospitals, public health, state government and patients. With strong support and participation from the leading health care stakeholders in Maine, HealthInfoNet has established a true public-private partnership and achieved its goal to promote statewide data exchange and use. In 2010, then Governor John Baldacci, through Executive Order, recognized HealthInfoNet as the Statewide State-Designated HIE Organization.

The clinical data collected on each patient in the HIE provides a broad clinical data set to promote higher quality and more effective health care delivery. Use of the information in the exchange by providers promotes stronger coordination of care across all settings, reduces unnecessary and/or duplicative medical testing, lowers costs and provides greater quality care. HealthInfoNet also incorporates automated laboratory result reporting to the Maine Center for Disease Control (Maine’s public health authority) for 30 of the 72 diseases mandated for reporting by the State of Maine. Moreover, HealthInfoNet is able to leverage its reporting activities and a relationship with the statewide Immunization Registry (Immpact II) to support participating providers in meeting the public health requirements of the Centers for Medicare and Medicaid Services (CMS) Meaningful Use of HIT Incentive Program. These functions form the basis for an evolving public health information infrastructure that will inform population health and emergency planning efforts in Maine into the future. 

As of the end of 2012, 32 hospitals, out of a total of 38 acute care hospitals representing eighty eight percent (88%) of the state’s inpatient and emergency room utilization, 325 (fifty-eight percent (58%)) ambulatory practices and 5 Federally Qualified Health Centers (FQHCs) were participating in the clinical data exchange. Approximately 1.1 million patients (80% of all Mainers) have data in the exchange. By the end of 2013, HealthInfoNet will be connected to all Maine hospitals and by the end of 2014 HealthInfoNet aims to be connected to at least 80% of all ambulatory providers across the State. 
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Integration of primary care and behavioral health data has been a goal of HealthInfoNet and the Office of the State Coordinator as articulated in the ONC approved Statewide Health Information Exchange Strategic and Operational Plan . In 2011, the Hanley Center catalyzed a collaborative process for aligning and accelerating mental health and substance abuse clinical information sharing. A one-day forum in March brought together over 120 mental health and substance abuse leaders from throughout Maine, including Executive Directors, CEOs, Clinical Directors, Privacy and Compliance Officers, IT Directors of health provider organizations, the Office of the State Coordinator for Health Information Technology, HealthInfoNet, leaders from state agencies, consumers and consumer representatives, statewide professional organizations, and the legal community. Participants identified key next steps needed to accelerate clinical information sharing, how to involve consumers and other key stakeholders, and other sectors that needed to be involved in the work.

Maine also implemented a robust Project Governance and Management Structure.
Oklahoma
The Oklahoma Health Information Exchange Trust (OHIET) is state-beneficiary public trust established by the Oklahoma Legislature to serve as Oklahoma's "Qualified State-Designated 

Entity" for purposes facilitating and expanding the electronic movement and use of health information among organizations according to nationally recognized standards, and promote, develop, and sustain electronic health information exchanges at the state level. The OHIET implementation plan is based on a “network of networks” model to develop and operate statewide HIE capabilities, accessible to all participating providers. The network of networks will result in an effective statewide HIE for healthcare providers to exchange clinical information through their local HIEs.  Quality clinical decision-making will be enhanced by securely and expediently sharing medication histories and laboratory results, electronic prescription history and medical summaries via a continuity of care document (CCD) and other documents at the point‐of‐care. The Health Information Organizations (HIOs) are the foundation for the statewide network of networks and are committed partners in the Oklahoma Holistic Health Information Project (OHHIP). 
While a multi-network infrastructure works well within the political context of the state, it is limiting in that there is no one HIE to modify to meet the requirements of behavioral health consents, particularly that of substance abuse treatment records.  The challenge for Oklahoma was to allow behavioral health providers to participate with any HIO, current or future, given the existing level of technology.  Another challenge was the wide variation in the use of electronic health records (EHRs), ranging from providers not having any type of an electronic system to providers having an ONC-certified EHR. The OHHIP was designed to meet both the HIOs and providers at their current level of technology.  A two-tiered voucher program is being utilized, with priority given to publically funded, not-for-profit, safety net behavioral health providers, who can demonstrate a partnership with another healthcare provider. Behavioral health providers can encourage their partnering providers to join an HIO and take advantage of a similar voucher program now being offered to primary care providers and rural hospitals.
In the voucher program, behavioral health providers work with a certified HIO to connect via a secure, electronic means to communicate, share medical records, perform referrals, obtain lab and pharmacy data electronically, submit reportable data to the Oklahoma State Department of Health (OSDH), and establish interconnectivity to facilitate care coordination.  The voucher funding offsets the cost of signing up with a certified HIO to electronically exchange health information. Because of the wide variation in the degree of health information technology and the ability for behavioral health providers to electronically share data, the behavioral health voucher program will be two tiered.  The first tier allows the providers to see the HIE data through a web portal and share information via DIRECT Secure Messaging to other providers using the messaging system. The second tier allows them to share data from their EHR or other systems of records.
The first tier allows providers to send and receive continuity of care documents (CCDs) via DIRECT standard messaging, and query for and view data on individual patients via the web based portal from the chosen HIO. This tier will be important for smaller providers which are unable to afford an EHR at this time and for substance abuse treatment facilities, which fall under 42 CFR Part 2 and cannot comply with the required consent procedures of the law regarding submission of information through an HIE.  Voucher value for funding “Tier 1” is $600 per clinical connections and will be applied towards the cost of contractual agreements made with participant’s certified HIO and will include initiation/credentialing fees and subscription service/support. Provider agencies are allowed to choose up to 11 clinical connections. The monthly subscription fee is approximately $50 per clinical connection so it will be sustainable by providers beyond the time period of the subcontract award. 
The second tier permits providers to connect directly with a certified HIO and send structured clinical data using HL-7 protocols for transmission of CCDs. The voucher value for funding “Tier 2” will be $15,000 for the interface, and will be applied towards the cost of contractual agreements made with a certified HIO and may include interface fees, initiation/credentialing fees, messaging services capable of DIRECT standard messaging or equivalent, and subscription service/support and will be based on the contractual arrangement with participant’s certified HIO and their participating behavioral healthcare vendors. In addition, the Tier 2 voucher will support up to 11 clinical connections at $600 per clinician.  This tier will apply to providers who have EHRs in place, regardless of whether or not they have received ONC certification.  

Rhode Island
Live since early 2011, CurrentCare presently collects results from the largest medical  laboratories in the state, admission/discharge information from 9 hospitals, and EHR-based data from a growing list of practices. Through CurrentCare, a medications history for a patient can be generated showing all prescriptions dispensed in RI pharmacies. With this subcontract behavioral health practices will also be in the first tranche of CurrentCare users.
Rhode Island Quality Institute (RIQI) the state designated entity and its community partners planned to utilize the grant funds to extend ongoing health information exchange capabilities to Rhode Island behavioral health providers. These capabilities – which are part of Rhode Island’s Strategic and Operational Plan for Health Information Exchange – rely upon infrastructure, processes, workflows, and operations implemented via prior investments made by the State of Rhode Island, corporations, and the Federal Government (e.g. AHRQ grant, HIE Grant, Beacon program, Regional Extension Center Grant). The rollout of these capabilities to behavioral health, however, is currently unfunded; this CIHS subcontract will address this hurdle. 

Integration of behavioral health providers into the health information exchange programs currently underway for primary care physicians and other clinical specialists in Rhode Island will be accomplished via four primary initiatives: 

1)  CurrentCare access: RIQI will roll out access to CurrentCare – the statewide Health Information Exchange – to RI’s behavioral health community. We will leverage the outreach, training, and education capabilities of RI’s Regional Extension Center. Using CurrentCare, behavioral health providers will be able to view clinical information about patients including lab results, medication histories, and EHR-based data collected via CCDs from physical health practices.

2)  Use of Direct messaging: RIQI will help behavioral health providers establish Direct accounts and integrate the use of Direct into their workflows through RIQI’s existing Direct Adoption Program,. Direct the new national standard for secure email of PHI over the Internet, launched by the ONC and currently being rolled out to PCPs and Specialists in RI – provides a mechanism through which behavioral health and physical health providers will be able to share PHI about common patients on a point-to-point basis, during the care coordination process. 

3)  Data sharing with CurrentCare: RIQI will work with two targeted behavioral health vendors (Netsmart and Essentia, both identified in a prior “readiness assessment” of behavioral health EHRs) to enable their platforms for data sharing. We will match the existing standards-based interoperability model (e.g. leveraging Direct and CCDs) to automatically collect patient data from practice-based EHRs and then share the data with CurrentCare. Behavioral health sites that use these platforms will become CurrentCare data sharing partners (DSPs) so that behavioral health information is part of the longitudinal record for enrolled patients within the HIE, available to physical health providers and to other behavioral health providers during the course of treatment 

4)  Enrolling behavioral health patients in CurrentCare: Behavioral health sites will join over 200 existing “signup partners”, becoming sites where patients opt-in to participate in CurrentCare. From the date of enrollment, their healthcare data becomes available through the statewide HIE. For enrolled patients at behavioral health sites that become CurrentCare DSPs, their data will automatically be shared. 

Managing the Project to Grant Deliverables
Structured Lab Resuls Delivery

Illinois
Illinois is not able to share lab results though the HIE, however, providers can share CCD’s and results using Direct Secrure Messaging protocols which the ILHIE provides.

Kentucky

A direct interface with Labcorp was envisioned in the GOHEI application, however, after conducting assessments with the behavioral health organizations Pennyroyal and Pathways it was determined that their lab volume was not high enough to justify a direct lab interface.  GOHEI established a plan and implemented a mechanism to exchange lab results through the HIE by passing a Continuity of Care (CCD) document with lab results to the behavioral health organizations.  The four behavioral health organizations which also includes Comprehend and  Kentucky River are all able to receive lab results via the push CCD from KHIE.
Maine


Maine is able to share lab results through the HIE.

Oklahoma


Oklahoma is able to provide lab results thogh the HIE viewer.


Rhode Island


Rhode island is able to provide lab results thorugh ConnectCare Viewer.

Continuity of Care Document (CCD Sharing and Development)
All the states provide the capability to share a CCD either through the HIE or via Direct Secure Messaging.  Kentucky is still in the process of finalizing the sending of a CCD from the behavioral health provider with a 42 CFR indicator and disclaimer into the HIE.  Behavioral health providers can receive a CCD from KHIE.  
Key CCD Data Elements Needed for Behavioral Health Providers
The states also worked with their respective workgroups to identify key elements that are not currently in the CCD which behavioral health providers feel are necessary to receive in order for them to provide high qauality care.  Additional data elements that were identified as being necessary for behavioral health providers to receive as structured data in a CCD and not incorprated into lines of  text are identified in the table below.
	Personal Information
· Guardian

· Emergency contact 

· Crisis plan

Encounters
· Psych admission dates
Family History
· Marriage status

· Children 

Functional Status
Housing status

Risk status for suicide/homicide

History of and Risk of Violence

History of and Risk of Suicide
	Social History 

· Court orders

Medications
· Specialty of prescriber 

· History of psychiatric medications
· Medication history

Advance Directives
· Behavioral Health Advance Directive

Insurance Status
Plan of Care
· Treatment plan

DSM Diagnosis (all 5 Axis)


Participation of the Core Behavioral Health Team
In order to be selected the states were required to commit considerable resources to ensure the success of the program and required to have the core team participate in eighty percent (80%) of the calls.  The core team members required to participate included:

i. HIE/SDE Director

ii. State Mental Health Authority, 

iii. State Substance Abuse Authority, 

iv. Medicaid Director and
v. HIT Coordinator

All of the states met the requirement to have these high level staff participate in the required meetings and conference calls.
Provider Engagement and Conducting Statewide Meetings with Behavioral Health and Physical Health Providers
All states were required to have at least two statewide meetings to engage and inform providers about the project and the protocols, procedures and standards that were adopted in the state.  Seventy five percent (75%) of all attendees were required to be behavioral health and/or physical health providers.  All of the states met this requirement.

Illinois

Illinois held numerous meetings with providers which included meeting with the llinois Mental Health Summit, Illinois Alcoholism & Drug Dependence Association, Illinois HIE Advisory Committee, Legislative & Budget Committee of the Social Service Advisory Council, Board of Directors of the Illinois Association of Rehabilitation Facilities, and also coordinated conferences with the Community Behavioral Healthcare Association, llinois Association of Rehabilitation Facilities, llinois Association for Community Health Centers.

Kentucky
Kentucky engaged the state Primary Care association in discussions and requested their input on the program and consent form.  They also presented at the annual Howard L. Bost Memorial Policy Forum (statewide) focused on integration of behavioral health and the HIE.  Information on the project, its goals and additional provider engagement was conducted at the annual  Kentucky Health Information Management Association Meeting .

Outcomes from these activities included medical providers requesting the use of the consent form statewide, the implementation of on-site visits prior to onboarding a provider to the HIE and Outreach Coordinators now engage medical providers and educate them about behavioral health and sharing information through KHIE during their on-boarding process discussions.
Maine

Maine engaged providers through their participation in six Behavioral Health Strategic Action Taskforce Statewide Meetings.  The state Primary Care association was also part of the leadership of the CIHS sub award Contract Oversight Committee.  

Providers also participated in the Maine Health Strategic Action Task Force.  This task force had five workgroups which include the Behavioral Health EHR Action Planning Workgroup, the Data Standards Workgroup, the Legal & Regulatory Barriers Workgroup, the Consumer and Provider Education Workgroup and the Health System and Payment Reform Workgroup. Maine also instituted a Consent and Re-disclosure Subcommittee to address the issues of 42 CFR Part 2.  Each workgroup was assigned objectives from the list developed by the Task Force and developed outcomes and recommendations.  A full list of these recommendations can be found in the Maine report.
Oklahoma

Oklahoma’s Behavioral Health Workgrpup Chair either attended or held a series of monthly meetings which included participation by the Substance Abuse Treatment Directors, the Community Mental Health Centers Directors, the Health Home Learning Collaborative, the Therapeutic Foster Care Association, and the State-operated Facilities Directors.  In addition the Mid-America Addiction Transfer Center and the Oklahoma Substance Abuse Services Alliance coordinated the Oklahoma Changing Landscape training.
Rhode Island

Rhode Island engaged in comprehensive and strategic communications to educate, engage and solicit feedback from the behavioral health community.  The kickoff meeting occurred on March 20, 2012 and included 53 attendees from Rhode Island’s community mental health organizations, Methadone clinics, the Massachussetts HIE, behavioral health EHR vendors and RIQI staff.  
Consumer Engagement

Each of the states dedicated resources to Consumer Engagement activities.  The input from consumers was very helpful in establishing the sample consent form that the five states developed as well as in the development of consumer education materials.

Illinois

In coordination with the ILHIE Behavioral Health Work Group consumer focus groups were established.  The purpose of the focus groups was to obtain a better understanding of how consumers viewed sharing their medical records and was also an opportunity to educate consumers about ILHIE.  

Over forty consumers attended the focus groups which were held in three distinct locations of the state.

Kentucky

Kentucky incorporated consumer input by engaging The Protetection and Advocacy Council for Individuals with Mental Illness (PAIMI) which is within the Cabinet for Health and Family services. They also engaged Voices for Kentucky a statewide consumer advocacy group of providers and consumers.

These groups provided significant input into the development of the consent form and consumer educational materials.  This group made a specific recommendation regarding guardianship.  Their recommendation was that education be provided to providers to ensure that no one is allowed to sign as a guardian for a person on a consent unless they can provide documentation of guardianship.  This was incorporated into training materails developed by KHIE.
Maine

HealthInfoNet has had a Consumer Advisory Committee since its inception in 2007.  The charge of the committee is to advise and make recommendations on consumer communications, consent, project activities, data use and other issues.  This model has led to Maine’s current consent mechanism being opt-out for medical and opt-in for behavioral health.  This means that in order for a behavioral health client’s record to be shared by HealthInfoNet the client needs to provide a specific authorization to do so.
Maine also held a five consumer focus groups in three Maine counties.  These groups represented various stakeholders including adults accessing mental health services, veterans, seniors, young adults and persons with intellectual disabilities.  Some of the recommendations of these groups were to separate the educational materials from the actual consent document, use graphics to illustrate concepts and processes, emphasize patient benefits, use quotations from consumers and others, and address consumer concerns about security and controlling access.  It is important to describe role based access in EHRs to consumers in language they can understand.
Oklahoma

Oklahoma engaged consumers through the Mental Health Planning and Advisory Council.  The Behavioral Health Workgroup Chair regulalry attended the Mental Health Planning and Advisory Council meetings and provided regular updates.

Rhode Island

Rhode Island provided monthly updates to the State HIE Consumer Advisory Committee.

Progress Towards Exchanging Behavioral Health and Physical Health Information
The five states have made significant progress towards making behavioral healtheavioral health data exchange a reality in their states.

Illinois

Illinois has implemented a pilot program with six organizations focused on specific Use Cases.

	Geography
	Lead Provider
	Type of 
Provider
	Project Description

	Central Illinois: Springfield
	Mental Health Centers of Central Illinois
	MH/SA
	Mental Health Triage in Emergency Department

	Central Illinois: 
Peoria
	Human Service Center
	MH/SA
	Transitions of Care from Inpatient to Outpatient for Individuals with Mental Health Diagnoses

	Downstate:
Carbondale & Carterville
	The H Group
	MH/DD/SA
	Mental Health Triage in Emergency Department

	Suburban Chicago:

DuPage County
	DuPage County Health Dept.
	MH/SA
	Coordinating Medical Care for the Severely Mental Ill Receiving Outpatient Services

	Chicago
	New Age Services
	SA
	Medical Exam and Physicals for Individuals in Methadone Treatment

	Metro Chicago
	Lutheran Social Services of Illinois
	MH/SA
	Youth in Mental Health Crisis – Inpatient and Outpatient Services

	 
	 
	 
	 


They have also asigned up over seventy (70) providers who are now able to exchange information using Direct Secure Message Protocols.

Kentucky

Kentucky has selected the four largest behavioral health provider organizations for their pilot projects.  This includes connections with Pennyroyal, Pathways, Inc., Comprehend and Kentucky River.  Pennyroyal being the largest.
Behavioral Health providers can now receive receive lab work data via the CCD from KHIE.  Providing this capability through KHIE avoided the expense of a costly interface with the lab vendor for each of the behavioral health organizations.  

Pennyroyal is able to query and receive a CCD from KHIE as of the date of this report.  Pennyroyal, its EHR vendor and the KHIE HIE vendor are all working on the EHR sending a CCD to KHIE with the appropriate confidentiality flags that will allow KHIE to process the data. The capability to share information through the HIE is expected to be live in March 2013.
Maine
Maine selected twenty (20) organizations to implement View/Download capabilities to access health information on their clients via HealthInfoNet.  As of January 2013 with the addition of five more organizatiuons a total of twenty-five  organizations and a total of 214 identified users (54% of all potential users) had view/download access.  In late spring of 2013 it is expected that five of these organizations will be able to share mental health information in HealthInfoNet.
Maine has also implemented a Direct Secure Messaging services.

Oklahoma
In Oklahoma twenty-seven (27) organizations and 365 individual clinicians now have access to the state HIEs (34% penetration rate)  152 are via Direct Secure Messaging.  At least one provider in all 77 counties in OK have the ability to electronically exchange data.

Rhode Island
Rhode Island will begin to share mental health and substance use information in March 2013 with two of their main sites the Providence Center and Gateway.
In addition 9 CMHOs at 32 sites have enrolled for Direct and Currentcare Viewer Access.
Amending State Legislation

Illinois

As identified earlier in the report Illinois is in the process of changing its state legislation to accommodate and allow for the sharing of physical health and behavioral health information.  Two pieces of legislation are currently before their state legislature.  HB1017 and SB 1186 – were both introduced in January 2013.
Kentucky

Kentucky has used the convening and collaborative components of the sub award to coordinate activities across the state to change state legislation that currently restricts State-operated facilities from sharing clinical data.  This change in legislation would allow for sharing of this data for treatment, payment or operations and will assist to increase care coordination efforts for those who are discharged frome State-operated facilities.

Rhode Island
As part of this effort Rhode Island recognized that it had some additional leverage in informring regulatory requirements for their heath home initiative and has included the ability to share behavioral health and physical health information as part of their Health Home Audit Requirements.

Collaboration with Other National Initiatives

CIHS worked hard to ensure that the efforts of the HIE/SDEs were coordinated with other national initiatives.  To this end CIHS coordinated the activities of the HIE/SDEs with the following national initiatives:
· HL7 Behavioral Health CCD Workgroup

· ONC’s Standards and Interoperability Framework 

· Transitions of Care Workgroup

· Data Segmentation Workgroup

· Longitudinal Care Workgroup
· Clinical Element Data dictionary (CEDD)

It became extremely apparent when working with these groups that there is a great deal of parralell activity among various workgroups that require continued coordination, integration and harmonization.  As an example when the CIHS state workgroups reviewed the Tranisitions of Care and Longitutidianl Care Workgroup activities we found that these two data sets were not in alignment.  Both lacked sufficient behavioral health input.  They are now more aware and ready to accept behavioral health providers into the recommendation process.  Harmonization of the data elements in each ofthese matrixes still needs to occur.
Spin Offs to Other Programs/Initiatives
In Kentucky this work led to a decision that all of the state behavioral health providers will be using one universal consent form.  
The State Hospitals and Cabinet for Health & Family Services contracted providers will also use the form that was developed statewide.
In Maine the CIHS sub award activity led to the HIE applying for a CMMI State Healthcare Innovation Plan Testing Grant which includes behavioral health.  The HIE has also received applied and received a grant with State of Maine to support a Behavioral Health HIE/EHRwhich will bring additional resources to behavioral health providers.
T/TA to other HIEs

Through the CIHS HIE activity CIHS directly provided training and technical assistance to other HIEs across the nation.  Some of these incl;ude:

· eBEHAVIORAL HEALTHIN (Electronic Behavioral Health Network of Nebraska)
· PCE Systems (Michigan Behavioral Health Network –just announced they will share behavioral health information in MI)
· CORHIO (Colorado Regional Health Information Organization)
· OH- HIE
· Western NY HIE
· Louisiana Public Health Institute
· North Carolina HIE
Barriers to Sharing Behavioral Health and Physical Health Information

The single largest barrier to sharing behavioral health information through a health information exchange are current interpretations of what is allowed under 42 CFR Part 2.

The five states went through a very lengthy and exhaustive process to formulate a 42 CFR Part 2 compliant consent that would be computable in a HIE environemnt.  This process included building upon some of the work that the ONC State Consortium project had started.  With the SAMHSA Frequently Asked Questions (FAQ) Version 1 and Version 2, and the 42 CFR Part 2 Regulations side by side we developed and modified language that would allow compliance with 42 CFR Part 2 as well as allow the information to be computable and shared in an HIE environment.

This development spanned a number of months and a number of iterations as the language was shared with each of the states’ provider and consumer workgroups and their feedback was incorporated.  Legal representation from the five states assisted in this development.  Three of the states had their legal representative on all of the calls and we then had a final call in September with all of the legal representatives from all of the states to obtain consensus on the wording.  Furthermore, with the help of Kate Weatherby from SAMHSA, who compiled approximately fifteen other consent forms in use across the country which were thought to be compliant with 42 CFR Part 2 we compared language in those forms with the one the group developed.  Where other language was approrpaite to include we did.

The Sample 42 CFR Compliant Consent Form (Appendix HIE-C) could be used at the provider office or at the HIE level.  Everything in black in the consent form has been found to be compliant with 42 CFR Part 2 and computable in a HIE.  
The language in red in the consent form is language that the five states are recommending be acceptable as an interpretation of meeting the “Title of a Provider” in the “To Whom” Section of the consent.  42 CFR Part 2 allows for the naming of the title of a provider if the actual name or organization is not know.  The Legal Action Center in its book Confidentiality and Communication: A Guide to the Federal Alcohol & Drug Confidentiality Law and HIPAA, pgs. 40,41 clearly indicates that “Provider of On Call Coverage” is acceptable as the 

“name or title of the individual or the name of the organization to which disclosure is to be made”.

The five states are suggesting that the language of …”any current and future provider(s) involved in my care in the HIE” also be acceptable as the “Title” of the provider that would be allowed to receive information.  A client would have no idea as to who the “Provider of On Call Coverage” might be but they would know which “current and future providers involved in my care” are.

Without this interpretation being allowed sharing behavioral health information may continue to be restricted through a HIE.

There are a number of reasons for this which stem back to the way that the HIEs were developed.  Most HIEs were developed and programmed to meet HIPAA requirements which allow sharing of information for Treatment, Payment or Operations.  42 CFR Part 2 requires that the consent be specific as to the purpose of the disclosure.  The client would need to indicate specifically treatment, payment or operations or all three or a combination of the three and the organizations would need to comply with the request.  In his recent blog on how these systems are organized Doug Fridsman,M.D., ONC’s Chief Science Officer identified the how very intricate the Ultra-Large Scale Systems are to program and maintain.  HIEs are not currently programmed to restrict data at these levels so this is not workable in today’s HIE environment.  The five states all had made a decision that they are only sharing information for Treatment purposes.

Retricting Providers Joining the HIE After the Date of the Patient Signing the Consent from Viewing Information

Current HIE technology and programming  does not provide the HIEs the capability to restrict providers who may join the HIE after the date of the consent was signed by the patient from seeing a patient’s information. This is the same for medical and behavioral health providers.  None of the five states have this capability.  Estimates to reprogram the systems to incorporate this capability came in at $500,000 to $750,000 for each HIE.  Each one provided their independent estimate to CIHS.

Limitations

All or Nothing – Amount and Type of Data

There are also limitations to what the patient can expect is capable with current HIE technology.  42 CFR Part 2 allows for the patient to identify the Amont and Type of information that can be shared.  This is beyond current HIE capabilities for medical or behavioral health.  We live in an “All or Nothing” environment, meaning, that if you join a HIE all of your information will be shared.  HIEs do not currently have a way to not send a discreet piece of data such as “my lab work from yesterday”.  If you do not want your lab work from yesterday to be sent to providers then the person would be advised to opt-out of the HIE.

All or Nothing – Providers

Only one of the HIEs, Rhode Island, had the capability to a allow a patient to identify that their data could only be shared with specific providers.  They have had this capability and utilize it for medical patients as well.  None of the other HIEs, however, have this capability.  They are “All or Nothing”.  If a patient did not want information to go to one specific provider they would be advised to opt-out of the HIE.  This is true for medical and behavioral health.
Expiration of the Consent

Although 42 CFR Part 2 allows for the patient to identify an “Event” as the expiration date of the consent such as “the date of my death” none of the HIEs can process such an event.  The five states recommended that the better practice would be to always use a date, any date.  These can be processed in the HIE.

Patient Control

There was a significant amount of discussion as to whether the patient would remain in control of their information with the proposed language and it was the consensus of the states that given the current limitations in technology the patient would still have complete control of sharing or not sharing their record and if necessary would be advised to opt-out of the HIE.  These same limitations and advise would be given to medical patients or those not covered by 42 CFR Part 2 who would wish to not share information with a specific provider or not share a discreet piece of their health information.
Artifacts/Tools and Resources
Many artifacts, tools and resources were developed by the HIE/SDEs which will be useful for other HIEs and providers.  Some of these include:

Illinois

· Development of a Consent Toolkit for Providers

· Completed a provider capacity study to evaluate readiness for HIE

· Developed a web based Transitions of Care Tool with specific data elements needed for transitioning care.  Vetted with providers

Kentucky 

· Development of CEU eligible web based training on consent and sharing behavioral and physical health data – available to anyone nationally http://www.cecentral.com/node/745 
· Development of a checklist for behavioral health providers with minimal requirements for their EHRs to participate

· Development of a KY specific Training Manual for providers

Maine

· Printed consent form for patients to “opt-in” mental health information

· Language specific to mental health information and options for consent to insert into existing materials for patients and providers

· Modified all existing communications materials to accommodate patient and provider feedback.

· This included a 4-page brochure, one page brochure, talking points, provider education materials and external materials such as website text, press releases and patient newsletters. 

Oklahoma

· Developed statewide policy guideline for sharing behavioral health records

Rhode Island

· The Department of Behavioral Healthcare, Developmental Disabilities and Hospitals (BHDDH) now includes the requirement to have the ability to share medical and behavioral health information through the HIE as part of their Health Home Audit Requirements

· A special form which allows a CMHO to release information to CurrentCare

· New version of the CurrentCare Viewer which enables disclosure of information collected from Part 2 treatment programs.
A more complete list of artifacts, tools and resources can be found withing the state specific reports and also on the CIHS web site at: XXXXX.XXXXXXXXX.XXXXXXXXXXX
Success of the Program
Success of the HIE/SDE activity can be measured in a number of ways.  First, there are now five states that support and include behavioral health providers in sharing behavioral health and physical health information.  We are not aware of this capability at the statre level in other states across the country at the time of this writing.
Behavioral health providers have become involved, to some extent, in national discussions with ONC and others.  Prior to the HIE/SDE project the ONC S&I Framework workgroups did notinclude behavioral health.  Although they knew this was needed they were not able to bring in the necessary contributors.  We did make a start, however,much more work and support is required to have behavioral health fully engaged in these discussions.

Consumers and Providers weree also fully engaged in the process.  Neither groups were againstsharing data.  Consumers were very vocal about wanting to allow their information to be shared, however, they were v ery concerned that only those providers “involved in their care” would have access to it.  All o fthe HIEs were able to provide this assurance through their provider agreements, sign on requirements and audit logs available through the HIEs.

A sample 42 CFR Part 2 Compliant Consent Form was developed that can be utilized by others.

There were a number of very useful tools and resources which can and will be shared with other providers, states and HIEs across the country.

The states and CIHS will also continue to disseminate the results and tools that were developed to assist other HIEs to move forward in incorporating behavioral health into their HIEs.

Recommendations:

Individual Provider Organizations

There are several areas of concern that surfaced for the individual organizations.  These are similar in nature to those experienced by medical providers seeking Meaningful Use Incentives where the RECs provide much of the technical assistance.  The areas include but are not limited to:
· Finances for Implementation and for Ongoing Maintenance of the Systems
· Project Management Knowledge and Expertise

· Workflow Analysis Expertise

· Lack of Adequate Staffing with HIT experience
· Provider Engagement

· Vendor Selection

· Expertise in Vendor Relationship Management and Negotiations

· Lack of Access to Regional Extension Center Services and Expertise
We recommend that resources be provided to behavioral health organizations at the same levels as medical providers in order to assist them to implement systems that will allow for better communication, care coordination, clinical decision support and improved quality care that behavioral health consumers require.

Health Information Exchanges/State Designated Entities

There were several themes that emerged from the work of the five HIE/SEDs in order for them to be successful and begin to incorporate and share behavioral health information in their HIEs.  These include:
· Engage High Level State Participation.  At a minimum include:

· HIE/SDE Director

· State Mental Health Authority, 

· State Substance Abuse Authority, 

· Medicaid Director and
· HIT Coordinator

· Engage Providers (medical and behavioral health providers together) in discussions around the benefits of exchange

· Provide educational tools and resources to medical and behavioral health providers

· Provide a very hands on approach when “on-boarding” behavioral health providers into the HIE

· Educate medical providers about behavioral health information flowing through the HIE when ”on-boarding” medical providers

· Engage and Educate Consumers about the HIE and benefits of allowing exchange

· Build on already developed tools and consent forms and modify them for state specific requirements

Lastly CIHS would like to encourage various departments within the federal government, states, and other funders to come together to identify joint initiatives where resources can be pooled to ensure that behavioral health providers are included in HIT and Health Information Exchange efforts so the patients they serve will not be negatively affected by the digital divide that now exists between behavioral health and medical patients.

Appendix HIE-A

HIE/SDE Announcement and Application

Sub Contract Funding Opportunity

I. Funding Opportunity

Funding opportunity of up to $600,000 for a twelve (12) month period for five (5) SDE/HIEs to promote the development of infrastructure supporting the exchange of health information among physical and behavioral health providers and promote the use and exchange of electronic health information in a manner consistent with the Office of the National Coordinator (ONC) of Health Information Technology’s strategic plan.  
II. FUNDING OPPORTUNITY DESCRIPTION

1. PURPOSE

The Center for Integrated Health Solutions (CIHS) through its SAMHSA-HRSA funded cooperative agreement announces the availability of funds to selected State Designated Entities (SDEs) for the development of infrastructure supporting the exchange of health information among behavioral health and physical health providers.

The use of interoperable electronic health records increases the ability to quickly identify both the behavioral health and primary care needs of patients. It supports the provision of high quality clinical services that respond to the complete health care needs of patients.  The exchange of health information between behavioral health providers and physical health providers, and the documenting and tracking of preventive health efforts across both settings, will improve the overall health of patients. The purpose of this funding is to develop infrastructure supporting the exchange of health information among behavioral health and physical health providers through the development or adaptation of electronic health information exchange (HIE) systems.

Funding is provided by SAMHSA to support the Primary Care Behavioral Health Care Integration (PBEHAVIORAL HEALTHCI) program for improving the physical health status of people with serious mental illnesses and substance abuse and co-occurring disorders.  The PCBEHAVIORAL HEALTHI program facilitates the integration of primary care services with the care delivered in publicly funded community mental health and other community-based behavioral health settings.  HHS’s expectation is that individuals with serious mental illnesses and substance abuse problems will show improvement in their overall health status through a coordinated approach to prevention and treatment.

In the past, the specialty behavioral health system has often operated independently from the broader health system and differed in the type and scope of information technology used. Through this initiative, CIHS will facilitate the exchange of electronic health records so that Americans with 

behavioral health conditions can benefit from the advantages afforded by the existence of an integrated health record.

State Designated Entities (SDEs) are important participants in the effective integration of health IT within their public and private sectors. They oversee the creation and operation of health information exchanges in each state. 

CIHS’ goal is to ensure the infrastructure supporting the statewide exchange of health information generally will also facilitate the exchange among physical and behavioral health providers.  CIHS will meet this goal through the following activities:

· Selecting and administering awards to five (5) State Designated Entities (SDEs) for the development of infrastructure supporting the exchange of health information among behavioral health and physical health providers.

· Providing technical assistance to the SDE/HIE awardees on the implementation of HIE systems, processes and protocols that facilitate behavioral health and primary care integration.

· Disseminating findings to HIEs nationally with the goal of facilitating improved health and well being of behavioral health patients and consumers.

This activity supports SAMHSA’s Strategic Initiative #6: Health Information Technology by increasing the ability of health information exchanges to adapt their infrastructure to create interoperable electronic health records in conformance with state and federal privacy laws. Specifically, this funding supports Goal 6.1 and Goal 6.2, encouraging coordination between Primary and Behavioral Health Care Integration grantees to further ensure effective exchange of health information. 

This funding addresses Healthy People 2020 Mental Health and Mental Disorders Topic Area HP 2020-MHMD and/or Substance Abuse Topic Area HP 2020-SA.

2.  EXPECTATIONS

The purpose of these sub contracts is to promote the development of infrastructure supporting the exchange of health information among physical and behavioral health providers and promote the use and exchange of electronic health information in a manner consistent with the Office of the National Coordinator (ONC) of Health Information Technology’s strategic plan.  

SDE/HIEs will be expected to:

t) Demonstrate active partnership for this project by the state’s 

i. SDE Director

ii. mental health authority, 

iii. the state’s substance abuse authority, 

iv. the Medicaid Director and 

v. the states HIT Coordinator

Collectively the state SDE/HIE Behavioral Health Integration Workgroup which is the “core team” that is expected to work together to produce the deliverables.

b. Attendance by 80% of the state SDE/HIE Behavioral Health Integration Workgroup at the an initial face to face meeting in Washington, D.C. in mid January 2012.  Travel for all participants for this one day meeting must be included in the proposed budget.

c. Attendance by 80% of the state SDE/HIE  Behavioral Health Integration Workgroup at the Learning Congress meeting at the end of the project (estimated September-October 2012).  Travel for all participants for this one day meeting must be included in the proposed budget.

d. Attendance and participation by 80% of the state SDE/HIE Behavioral Health Integration Workgroup on monthly conference calls/webinars

u) Development and submission of a state SDE/HIE Action Plan for behavioral health integration within thirty (30) days of the initial face to face meeting

v) Establishment and/or adaptation of their infrastructure to support interoperable health records in accordance with state and federal privacy laws

w) Demonstrate the extensibility and reusability of the proposed solution;

x) Share policies, processes, protocols, procedures, standards and programs freely with other SDEs and others

a. Participate in at least one meeting/webinar informing other state SDEs of issues, policies, procedures, standards and resolutions to barriers to behavioral health and medical care integration

b. Hold at least one state wide meeting at the beginning of the program to discuss issues related to behavioral health and physical health data exchange and hold at least one subsequent meeting to inform providers of the policies, procedures and standards to integrate behavioral health and medical information in the state.  70% of the participants in each meeting  must be from behavioral health and primary care services

y) Demonstrate the exchange of a standard continuity of care record between behavioral health providers and physical health providers

z) Demonstrate the exchange of structured lab results between behavioral health providers and physical health providers

aa) Demonstrate that exchanges conform to and supply relevant federally designated standards, such as Logical Observation Identifiers Names and Codes (LOINC®), Systematized Nomenclature of Medicine -- Clinical Terms (SNOMED-CT), NwHIN Connect, and Health Level 7.

ab) Include at least one behavioral health provider on the SDE governance board

ac) Presence of a behavioral health HIE Workgroup in place 

ad) Demonstrate active participation of the Regional Extension Centers in the state in the SDE/HIE

ae) Demonstrate a willingness to focus on expanding the current CCD to include adding relevant behavioral health data to the CCD

af) Development and/or expansion of policies and procedures to share electronic behavioral health and medical records either throughout the entire HIE or via one of their subcontractors or regional HIEs

ag) Demonstration of behavioral health consumers involved in the SDE/HIE

ah) Publish the outcomes, policies, procedures, standards and protocols in easily understood language on their web site and otherwise disseminate this information throughout the state

2.2   Performance Assessment

The SDE must periodically review their performance towards meeting the expectations of CIHS (as described in the sub-award as monitored by CIHS) and assess their progress and use this information to improve management of their projects.  The assessment should be designed to help you determine whether you are achieving the goals, objectives and outcomes you intend to achieve and whether adjustments need to be made to your project.  You will be required to report on your 

progress achieved, barriers encountered, and efforts to overcome these barriers in a performance assessment report to be submitted quarterly.  
III. Award Information

I. Award Amount

Your proposal should not exceed $600,000.00 over a 12 month period.

II. Funding Mechanism

Each awardee will receive:

· Thirty-five percent (35%) of their approved budgeted amount for the program within thirty (30) days of the award

· Seven and one half percent (7.5%) within thirty (30) days after the SDE/HIE has provided evidence of convening at least an initial state wide meeting of behavioral health and primary care providers to review integration efforts that will be pursued in the state

· Seven and one half percent (7.5%) within thirty (30) days after the SDE/HIE has provided evidence of convening at least one state wide meeting of behavioral health and primary care providers to inform them of the policies, standards, services, protocols and procedures that can be used by the state HIE participants to exchange behavioral health and physical health data

· Twenty-five percent (25%) within thirty (30) days of the SDE/HIE Behavioral Health Workgroup attending the Learning Congress in September-October 2012, and

· Twenty-five percent (25%) after the SDE/HIE has submitted evidence that it has disseminated the findings of its work and any associated policies, standards, services, protocols, and procedures that were developed to at least one other SDE HIE that was not involved in the program.  This can be done via in person meetings or via webinar.

III. Eligibility Information

This is a limited competitive application

1. Eligible Applicants

Only State Designated Entity (SDE/HIEs) are eligible to apply

There must be a Primary Care Behavioral Health Integration (PCBEHAVIORAL HEALTHI) Grantee in the state

Behavioral Health must be specifically included in the state plan posted on the ONC web site.

Behavioral Health must be specifically included in the governance of the SDE HIE as stated in the State Plan on the ONC web site i.e. be on the Board, Steering Committee, Advisory Group or have a specific Behavioral Health Workgroup identified.

IV. Application and Submission Information

1. Required Application Components

a. Contact Information Page

b. Short Description of Your Plan to assure the infrastructure to exchange behavioral health and physical health data is implemented in the state exchange within one year of receiving the sub contract (not to exceed one page)

c. Completion of Questions 1 – 8 of the Application

d. Letters of Support and Commitment (provided as attachments) from the

i. State Mental Health Authority, 

ii. State Substance Abuse Authority, 

iii. State Medicaid Director 

iv. State HIT Coordinator
e. Evidence of behavioral health providers being included in the state’s SDE/HIE Governance Structure
f. Budget and Budget Narrative outlining how resources will be allocated to meet deliverables you identify in your application and the goals of the sub contract
g. Attachments supporting the application (not to exceed 25 pages)

h. Attestation as to the accuracy of the Application by the SDE Authority

2. Application Formatting

a) Applications should be submitted as a Microsoft Word document in 12 point type with 1 inch margins

b) Not to exceed twenty (20 pages) not including budget or attachments

3. Application Deadline

The application must be received by CIHS by 8 PM Eastern Time on Friday January 6, 2012.

4. Application Submission Format

Applications must be submitted electronically to Michael R. Lardiere, Vice President Health Information Technology & Strategic Development at The National Council for Behavioral Healthcare at:

MikeL@thenationalcouncil.org
5. Technical Questions Regarding Application

Technical questions regarding the application should be submitted to:

Michael R. Lardiere, LCSW

Vice President Health Information Technology & Strategic Development

The National Council for Behavioral Healthcare

MikeL@thenationalcouncil.org
202-684-7457 xt 273 (phone)

V. Notice of Award

Notice of award will be provided by January 20, 2012 and will be delivered to the Contact Person identified in the application.

VI. Budget

States will be required to follow OMB Circular A-133 as it applies to states

VII. Technical Assistance 

1. Information for Potential Applicants

CIHS will conduct a technical assistance webinar/conference call on December 22, 2011 

at 2:00 PM ET.   To register for the webinar/conference call:


https://www2.gotomeeting.com/register/466088770
Join the conference call:
Toll: +1 (314) 627-1514
Access Code: 196-980-322
Audio PIN: Shown after joining the Webinar

Webinar ID: 466-088-770

2. Frequently asked Questions

CIHS will maintain a list of Frequently Asked Questions where applicants can review all questions and answers pertaining to this opportunity at 

http://www.integration.samhsa.gov/SDEFrequentlyAskedQuestions
VIII. Initial Face to Face Meeting

If selected the initial face to face meeting will be held in the Washington, D.C. area on February 2, 2012 or February 3, 2012.
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Location: Microsoft Offices 901 K St., NW 11th FL, D.C.

SDE HIE Sub Awardee Kick Off Meeting

Agenda

February 3, 2012

· 8:00 AM – 8:30 AM

Continental Breakfast

· 8:30 AM – 8:45 AM

Welcome & Introductions

· 8:45 AM – 9:15 AM

Overview Dr. Westley Clark

· 9:15 – 10:30 AM


ONC Overview 

Claudia Williams

Joy Pritts

· 10:30 – 11:00 AM

Project Deliverables & Performance Tracking

(M. Lardiere & J. Capobianco)

· 11:00 – 11:45 AM

Ted Kremer Rochester RHIO Experience

· 11:45 – 12 noon


Break



· 12:00 noon – 1:00 PM

Working Lunch

· RTI Initiatives

· 1:00 – 3:00 PM


Overview of ONC S&I Framework - Data Segmentation, 

Transitions of Care and HL7 CCD Initiatives






Behavioral Health EHR Vendor Initiatives

· 3:00 – 4:30 PM


Common Barriers/Strengths of Sub Award HIEs;

Development of Project Plan; 

Ongoing Collaborative Infrastructure

· 4:30 PM



Adjourn
HIE Kick Off Contact List from 2/3/12 Meeting
	Affiliation
	First Name
	Last Name
	Title

	CIHS
	Jeff
	Capobianco
	CIHS

	CIHS
	Laura
	Galbreath
	Deputy Director CIHS

	CIHS
	Michael
	Lardiere
	Vice President Health Information Techology and Strategic Development - The National Council CIHS

	CIHS
	Colleen
	O'Donnell
	CIHS

	HRSA
	Girma
	Alemu
	HRSA - OHITQ

	HRSA
	Miryan
	Gerdine
	HRSA - OHITQ

	Illinois
	Lora
	McCurdy
	Medicaid Director - IL

	Illinois
	Michelle
	Saddler
	IL - (oversees both the Mental Health Authority and the Substance Abuse Authority)

	Illinois 
	Theodora
	Binion
	State Substance Abuse Authority Director - IL

	Illinois 
	Theresa
	Eagleson
	State Medicaid Director - IL

	Illinois 
	Laura
	Zaremba
	State HIE Director - IL

	Kentucky
	Karen
	Chrisman
	Staff Attorney - KY

	Kentucky
	Louis
	Kutz
	Acting Division Directors, Division for Behavioral Health - KY

	Kentucky
	Polly
	Mullins-Bentley
	 Acting State HIE Coordinator - KY

	Kentucky
	Robert
	Nowell
	IT Director Medicaid Services - KY

	Kentucky
	Steven
	Puckett
	IT Lead for BEHAVIORAL HEALTHDID - KY

	Maine
	Shaun
	Alfreds
	ME

	Maine
	John
	Edwards
	ME

	Maine
	Dennis
	King
	ME

	Maine
	Jim
	Leonard
	ME

	Maine
	Geoff
	Miller
	ME

	Maine
	Todd
	Rogow
	ME

	Maine
	Kathryn
	Verzina
	ME

	NeHC
	Kate
	Berry
	CEO - NeHC

	NeHC
	Jenna
	Bramble
	Communications Manager - NeHC

	NeHC
	Ernest
	Clover
	Chief of Staff - NeHC

	NetSmart
	Matthew
	Arnheiter
	NetSmart, VP of Innovations

	Oklahoma
	Mike
	Fogarty
	CEO - OK

	Oklahoma
	Tracy
	Leeper
	Information Policy Analyst - OK

	Oklahoma
	Kimrey
	McGinnis
	Behavioral Health Services director - OK

	Oklahoma
	Lynn
	Puckett
	Contract Services Director - OK

	Oklahoma
	Mark
	Reynolds
	Director of Decision Support Services - OK

	Oklahoma
	Dr. Robert
	Roswell
	Chair – OHIET - OK

	Oklahoma
	Val
	Schott
	CEO – OHIET - OK

	Oklahoma
	Carrie
	Slaton-Hodges
	Deputy Commissioner - OK

	Oklahoma
	Garth
	Splinter
	Medical Director - OK

	Oklahoma
	Terri
	White
	Commissioner - OK

	ONC
	Joy
	Pritts
	Chief Privacy Officer - ONC

	ONC
	Shah
	Sheetal
	ONC

	ONC
	Ioana
	Singureanu
	ONC S&I Framework - Did not Attend

	ONC
	Kate
	Tipping
	Office of Policy and Planning - ONC

	ONC
	Scott
	Weinstien
	Office of the Chief Privacy Officer - ONC

	ONC
	Claudia
	Williams
	Acting Director, Office State & Community Programs - ONC

	ONC/S&I Contractor
	Nagesh
	Bashyam"Dragon"
	Harris Corp. - RTI Project

	Rhode Island
	Rebecca
	Boss
	Administrator III Department of Behavioral Healthcare, Developmental Disabilities and Hospitals - RI

	Rhode Island
	Gary
	Christensen
	Chief Operating Officer & Chief Information Officer (State SDE Authority Director) - RI

	Rhode Island
	Charles
	Hewitt
	Director, HIE Program Management - RI

	Rhode Island
	Ralph
	Racca
	Administrator Division of Health Care Quality Financing and Purchasing - RI

	Rhode Island
	Maureen
	Wu
	Associate, Director, Financial Management Department of Behavioral Healthcare, Developmental Disabilities and Hospitals - RI

	Rhode Island
	Amy
	Zimmerman
	RI State HIT Coordinator Executive Offices of Health and Human Services - RI

	Rochester RHIO
	Ted
	Kramer
	Executive Director - Rochester RHIO

	RTI
	Cynthia
	Throop
	RTI

	S&I Contractor
	Virginia
	Riehl
	ONC S&I Framework

	S&I Contractor
	Jennifer
	Sisto
	ONC S&I Framework

	S&I Contractor
	Heather
	Stevens
	ONC S&I Framework

	SAMHSA
	Maureen
	Boyle
	Lead Public Health Advisor

	SAMHSA
	Westley
	Clark
	SAMHSA

	SAMHSA
	Trina
	Dutta
	SAMHSA

	SAMHSA
	Robert
	Stephenson
	SAMHSA

	SAMHSA
	Richard
	Thoreson
	SAMHSA

	SAMHSA
	Wilson
	Washington
	SAMHSA

	SATVA
	John
	Leipold
	COO, Valley Hope Association Chair, Software and Technology Vendors' Association (SATVA)


SAMHSA/HRSA CIHS HIE Kick Off Meeting Minutes
SAMHSA/HRSA Center for Integrated Health Solutions
Meeting, February 3, 2012, 8:45 AM – 4:30 PM
Welcome

Mike Lardiere of the National Council for Community Behavioral Health Centers and the Center for Integrated Health Solutions welcomed attendees. He reviewed the agenda and asked attendees to introduce themselves.

Overview: Dr. Westley Clark

Dr. Clark thanked SAMHSA and the Center for Integrated Health Solutions. 

He provided an overview of the goals of the integrated health project in terms of President Obama’s goals for quality initiatives in mental health and substance abuse treatment. Clinicians need to have an integrated medical history of their patients. This effort is about providing quality and efficiency across healthcare. Changes in delivery structures, rapid adoption of HIE and a growing understanding of recovery and treatment will greatly enhance access to support services nationwide.

The Affordable Care Act requires unified standard for the electronic exchange of health information by 2013. At SAMHSA, the purpose is to ensure that the behavioral health provider network, including prevention specialists and consumer providers, fully participates with the general healthcare delivery system in the adoption of health IT as the standards are developed. 

The goals of this project are:

· Develop the infrastructure for interoperable EHRs as they concerns mental health, while considering privacy and confidentiality

· Provide incentives and create tools to facilitate the adoption of HIT and EHRs with behavioral health functionality in general and special healthcare settings

· Provide technical assistance to state HIT leaders, behavioral health and health providers, patients/consumers

· Enhance capacity to exchange and analyze data

Integrating behavioral health information into health information exchange will allow for sharing between primary care physicians and better reporting and analysis of health data for the benefit of patients.

However, there are still challenges. As accessibility to health records grows the questions of confidentiality and trust become more important and there is the need to achieve a certain level of systemic durability. Exchange must establish trusting relationships with all participants, which is especially true with substance abuse. Each state approaches the confidentiality of mental health records differently and EHR systems need to recognize that variability. The trusting relationship between clinician and patient must be maintained, along with increased accessibility.

Across primary and behavioral health care, there needs to be more integration. Agreements between healthcare organizations are necessary to address issues of consent, redisclosure and other restrictions. SAMHSA provides FAQs on 42 CFR Part 2 to help providers in behavioral health better understand privacy issues related to health IT so that they can better take advantage of emerging technologies and HIT tools.

SAMHSA is also encouraging consumers to take advantage of behavioral health IT tools, including mobile apps. Health IT is important in substance abuse prevention and treatment, as it facilitates participation of the patient in their care.

Dr. Clark provided an overview of the Targeted Capacity Expansion Health It grants. The 29 grants are to be used to leverage technology to enhance the capacity of substance abuse and mental health programs.  As part of that program, 49 supplemental grants for health IT infrastructure were awarded to promote physical and behavioral health integration. The HIE sub-awardees need to be moving behavioral health data in the CCD, which will include considerations for information sharing, data segmentation and transitions of care, and provider and consumer engagement.

Dr. Clark continued to outline other SAMHSA activities, collaborations and outreach efforts.  SAMHSA is participating with the Office of the National Coordinator for Health IT (ONC) on a number of measures. ONC recognizes that health IT has the potential to benefit behavioral health treatment providers and their clients through increased efficiency and measurable success. SAMHSA is working to ensure that providers understand the benefits of integrating health IT into their programs and that they have the training and tools, to support their HIT goals.

ONC Overview: Claudia Williams, Joy Pritts

Claudia Williams, Director of the State HIE Program at ONC, began by describing the State HIE Program, which was funded through HITECH. Grantees received funds to work with the specific architecture and culture of the states to rapidly advance HIT and its benefits. Increasingly ONC is thinking about the program as an infrastructure to care transformation and to be the foundation for reformed payment models and care delivery. There are 38 states that want to integrate primary care, acute care and behavioral health, even more than payment reforms. Their work and the work that the grantees in this program are doing represent the future in care transformation.

The approach that SAMHSA has taken is to bring together the key voices – state HIE coordinators, state HIT coordinators, state mental health directors, state substance abuse directors, and state Medicaid directors – provides a model for how to resolve a series of issues around using HIT for care transformation. The point of this project will be to develop a concept and share it with other states.

Claudia provided an overview of the principals that guide the work at ONC:

· Eyes on the prize - Is the way we’re approaching our work really getting to that core outcome?

· Feet on the ground – Often, if you can wedge in a solution that solves a core problem that was keeping progress from occurring, sometimes while keeping the core vision in mind, you can solve a big problem

· The key is to focus on the first layer that will open up a lot more innovation and possibilities – sometimes you have to solve two or three of the eight problems and put the others off for a bit

· Watch out for the little guy – Is there a way we can approach problems to allow broad participation for the full community

· Keep the patient at the center – Think about patient needs and voices at the front end so that the outcome of transformed care for patients becomes a reality

Joy Pritts, Chief Privacy Officer at ONC, provided an overview of the work of her office. The Office of the Chief Privacy Officer was created in HITECH. As health IT is implemented on a large scale, privacy has to be a priority issue. Pritts explained that her office works with the HIT Policy Committee and the Privacy and Security Tiger Team.

Joy explained that ONC has recognized that behavioral health issues are not the only issues that raise privacy and security concerns and it is one of the President’s priorities to integrate behavioral health into primary healthcare. There is a lot of concern about what is going on at the ground level - people are afraid of exchanging behavioral health information and there is the fear of creating another digital divide if it is not exchanged.

There needs to be single federal solution to privacy protections. Essentially, each state needs to rise up to the most protective privacy law that exists and work within that framework. However, a lot of the work in this area is not being done in a cohesive way that will promote interoperability.

There is work being done in the HIT Policy Committee, but it is difficult to have discussions about technologically implementing privacy protections without having discussions about whether or not it is a good idea. ONC is trying to stay out of the discussion of whether or not to exchange behavioral health information. ONC believes they can help operate within existing parameters to make it happen. 

ONC is also working on an e-consent project, which is working on informing people how health information might be shared and educating people that they can say yes or no to sharing that information. In that project, they are measuring understanding and opinions and trying to remove burdens from the provider. 

ONC is also working with a health literacy specialist in terms of privacy of general clinical information, not specifically related to behavioral health. ONC will have those materials available for use by stakeholders. They are trying to match the schedule for development of those materials with other state projects.

DISCUSSION

Attendee from Maine – Knowing what health information can be accessed through patient portals, and who can access the information, is an area of education to consider.

Joy replied that ONC is looking at proxy issues in the context of health information exchanges. They are examining issues in terms of beneficiaries and proxies and how they will be able to work on behalf of individuals.

Attendee from Rhode Island – In Rhode Island we have an opt-in consent model – enrollment covers everything including behavioral health information and other sensitive information. There are challenges, including whether the difference in enrollment numbers depending on where an individual consents (primary care office vs. behavioral health office. There are many fewer opt-ins out of behavioral health sites than primary care. Although, if the patient isn’t enrolled the data will not be shared. Otherwise all the data is shared, unless a site isn’t sharing data through the network

Joy suggested that it might be interesting to compare notes about different approaches, in terms of reasons for the consent to exchange of health information.

Attendee from Maine – What kind of organized effort is there at a national level to address consent? What national advocacy groups are tackling this issue? 

Claudia and Joy responded that ONC takes a moderate stance on the issue of consent. Integration of care and exchange is important, but there is no firm position. The ACLU is more privacy oriented. The AARP and National Partnership for Women and Families also have efforts focused on health IT. Research from those groups have shown that consumers do want information shared, but they want privacy protected and most want to be asked first. There are also the patient advocates who are opposed to exchange of most data without express patient consent.

Discrimination is another issue. Sometimes the fear to consent is something other than a privacy concern, it’s not wanting to have a bad result. This is a policy issue at the state level.

Attendee from Rhode Island – We were approved for a health home in November and it might be interesting to not only have the agencies at a high level say we are interested in consent, but it might be a push to have increased enrollment.

Attendee from Illinois – Discrimination is definitely an area to start with respect to more patient engagement with this issue. In Illinois, there is a substance abuse legal task force studying state policy framework around consent. They have identified the discrimination policies and perceived discrimination protections in 42 CFR that might not be there. They may be able to work with patient advocates to come up with better policies. However, in Illinois there are not a lot of statewide advocacy organizations. Regardless, there seems to be consensus around policy modification or consensus recommendations to strengthen the anti-discrimination policies.

Attendee from Maine – In Maine, there is a vision around how behavioral health fits into the larger construct. However, many states are struggling with budgets, especially with Medicaid programs. Maine is trying to put together a statewide strategy that will allow providers of care to shape the future of care, but they are concerned about the timeline. There are a lot of efforts at the peak and various policy issues that don’t have the funds to incent some of the work that needs to happen. Long-term care, home health, and behavioral health need to be part of the effort, but there are not enough funds to continue the integration. The states need to bring this effort together in a way that can be put in front of legislators to appeal to them to sustain the work. The use cases need to be emphasized and presented in a way that will provide a case for more funding.

Claudia said that the work in the states will provide the business case for what we need at the national level. Clinical workflow and provider communication are all issues to consider. Maybe it’s a question of prioritizing transitions. Perhaps the hypothesis is that the transitions are causing duplicate meds and readmissions and that can be the use case. There needs to be a way to hone in on the expectations and responsibilities of people in the system.

Attendee from Kentucky – In Kentucky, the integration is being done on a very small scale. There are 14 behavioral health centers that are going to be integrated and the Kentucky HIE is working to implement EMR systems in 4 of them. Once those are deployed, they will have the ability to share the behavioral health information with primary care docs and when that project is finished, they will show the other 10 how to do the same with a limited budget. By demonstrating benefits though use cases, legislators can see the difference that is made to all the patients, even with limited funding. The enthusiasm for the SAMHSA project is unbelievable, even though it is a small project, it is poised to make a big difference.

Attendee from Rhode Island – ONC could help by getting the cooperation of the behavioral health EMR vendors. It would be a great extension of the REC activities aimed at behavioral health to get all of the EMR vendors focused on integration. That would be a smart investment for ONC.

Mike Lardiere added that SAMHSA is also trying to encourage RECs to take part with this project.

Claudia said that this project will serve as the beginning of the conversation about how EHR certification can extend to communities outside of primary care. You can either define the layer of things needed on an existing EHR for behavioral health (transport, vocabularies) or you could look at what meaningful use would look like for behavioral providers. Those conversations are beginning in ONC, the challenge is the scope.

Attendee from Rhode Island – Rhode Island would advocate for the extension of the EHR layer rather than looking at a whole new meaningful use standard.

Attendee from Oklahoma – This brings up an interesting discussion about consumer involvement. There is nothing else in the medical world that has such a stigma as mental illness and addiction. Consumers are rightfully worried about privacy. In Oklahoma, there are a lot of questions asked about mental health history even when just applying for a driver’s license. Most people will check “no” on questions like that due to a fear of discrimination. Consumers are worried about where the information will end up and how it will be used and until there is a way to share information effectively, no one will be able to provide the level of care that individuals really need.

Attendee from Maine – There is a level of consumer education necessary on this project. Even if the policy and technology issues are solved, there needs to be education about the treatment of people with behavioral health issues. There needs to be education in the professional associations and medical schools to help prevent providers from treating mental health patients differently. 

Claudia said that those issues are being addressed at the local and regional level through associations, but it is not a core piece of what ONC can do. The issue has been identified as a problem, but the way it is being addressed varies widely across the country.

Dr. Clark added that SAMHSA and HRSA are addressing this issue on a number of levels by trying to establish more awareness and dealing with medical professional societies and cultural attitudes. Currently they are working with the Federation of State Medical Boards and other state medical societies.

Mike said that the workforce development program through the SAMHSA grant is including integration and cultural considerations into the curriculum. Right now the curriculum is going to social work and psychology programs and SAMHSA will work to get that into the states.

Attendee from Rhode Island – While it is clear there are discrimination issues related to how information will be used for the individual, there were concerns raised by the ACLU about what happens if the patient does not opt-in and whether he or she will still receive the level of care that those who enroll will receive. That is another issue to think about.

Attendee from Illinois – Illinois is in the midst of a fiscal crisis and there is a shakeout in the provider community. Many are struggling and going out of business and there have been severe cuts to research and administrative functions. There is a projected loss of 6,000 jobs in the provider community alone, which means you end up with committed providers looking for a lifeline. The grant and HIE integration program has been a lifeline and Illinois is grateful to be part of the conversation.

Attendee from Maine – Maine is looking at focusing on the emergency departments and major places where there is concern about disparate treatment. They are hearing from consumers that not being able to easily be part of the HIE causes them to feel discriminated against as well.
Project Deliverables & Performance Tracking

The goal of the Center for Integrated Health Solutions (CIHS) is to be a top notch technical assistance center. CIHS is dedicated to make sure individuals are trained in specific behavioral health related practices, to increase organizations using integrated healthcare delivery services, increase number of consumers credentialed to provide behavioral health related practices, and develop model curriculums for workforce development.

Laura Galbreath – Deputy director for CIHS outlined the areas of focus of the CIHS program for years one and two:

· PBHCIgrantee success

· Building integrated health workforce

· Education for providers

· Substance abuse

· Wellness and health promotion (partnerships and collaboration with other initiatives)

· Policy and financing

· Community capacity building

For a detailed explanation of focus areas, see accompanying slides.

Jeff Capobianco, Director of Evaluation and Performance Measurement for CIHS reviewed the HIE sub-awards and how quality measures will be monitored through the Transformation and Accountability (TRAC) system maintained by SAMHSA and contracted through Westat. This will serve as an online repository for CIHS program performance indicators. CIHS staff will collect and enter HIT grantee data quarterly.  The work in the TRAC system will go directly to legislators and other stakeholders to view progress of the efforts. This system will provide a way to improve performance and report back. The data will focus on infrastructure building and mental health promotion.

 There are several indicators that will be reported on, but three are required to start:

· WD2 – the number of people in the workforce trained in mental health related practices/activities consistent with goals of the grant

· A1- number of organizations making changes to accountability mechanisms

· A3 – numbers of communities that establish HIT system links across multiple agencies in order to share service population and service delivery data as a result of the grant

Grantees are permitted to track additional indicators and should track attendance at webinars and meetings. CIHS will ask for the data from grantees or pull from reports and regular interactions to make the data collection seamless. CIHS will be clear in terms of specific data needed.

Deliverables under the sub awards to the states include:

· HIEs need to convene a state wide meeting of providers (physical health and behavioral health together) and others at the beginning and end of the cycle.

· 70% of participants must be providers – to gather input and support. 

· There needs to be 80% attendance of each state workgroup on monthly calls

· The development and submission of action plan for each state must be completed within 30 days from today (2/3/12). 

· Each HIE must establish an infrastructure for exchanging behavioral health data with primary care and have implemented a solution that can be rolled out. 

· The HIEs must share established protocols and procedures with other states, participate in meetings sharing information with other states and other HIEs

· Demonstrate the exchange of a live CCR between those providers and the exchange of structured lab results, must demonstrate involvement of consumers, and 

· Publish results and procedures and standards.

A contracted financial contact will be in touch with each HIE group to sort the final funding details and distribution of funds as well as reporting.  The RFI should be used as a guide for each HIE to report back on a regular basis.

Ted Kremer Rochester RHIO Experience

Ted Kremer, Executive Director of the Rochester RHIO provided insight into his experience with exchanging behavioral health data through the HIE.  Rochester RHIO is the Finger Lakes region of Western New York and is 1 of 11 HIEs in New York. It serves over 1.5 million patients. It has an urban core, but it is mostly a rural exchange. Rochester RHIO received start-up funding from the New York Department of Health in 2006 and the RHIO expanded in 2008. They also received funding for community physicians and federally qualified health centers to purchase EHRs. Now the funding comes from health plans and employers (2009) and hospitals (2010). In 2013 the RHIO will be expanding operational funding services.

Rochester RHIO operates on two core HIE models – push (like Direct) and a query-based web portal, which includes the New York State consent form. Push is being used by 170 practices. The query is a “publish and subscribe” model, which will require consent. It has the data sharing agreements with RHIO and data providers and is a covered entity model.

Ted provided an overview of Rochester RHIO’s services and accomplishments. 

In terms of the consent model, all information in the HIE is gated to be viewed. There needs to be consent from consumers for covered entities to view health information. About 40% of the population has provided consent.  The key on the consent process for the initial patient population and substance abuse population is education. Getting physicians in the loop first and then providing broad education for patients to know what was going on was the most important piece of Rochester RHIO’s efforts. They used the local trust fabric to get the word out through providers and medical societies and used trusted physician sources to get the consumer education piece out. There were positive articles published about the RHIO that came from hospitals and medical societies. The RHIO also benefitted from free media and then moved into radio and web advertising. They used point-of-care materials to get the presence of the RHIO in public and lessen the amount of time the physician had to spend talking to the patient about the RHIO.

Rochester RHIO’s behavioral health experience began in 2008 as a function of a community grant. The grant funded a large behavioral health network to get EHRs, which needed to be interoperable with the HIE. The RHIO worked with regional hospitals to provision lab results through separate interface and worked with vendors and organizations of vendors that were proficient in interoperability. The RHIO is currently exploring how to expand the services to support behavioral health providers. They looked at work of the New York privacy workgroup in terms of RHIO data sharing agreements and consent.

In 2011 the RHIO worked with federally qualified health centers doing a health home project with behavioral health providers. They convened work group of behavioral health leaders, including a smaller work group that moved forward to work on privacy and consent with behavioral health. There were some issues with using the SAMHSA FAQs as legal interpretations of 42 CFR Part 2 and some entities were hesitant to use QSO rules.

Ted said that the technical landscape is fluid and the RHIO is trying to find ways to do this quickly and cost effectively. They looked at ability to segment behavioral health data based on location or type. An HL7 message can be submitted separately through the RHIO, which allows for inclusion of disclosure language on the reports. Ted provided an example of this in his accompanying slides.

They are now working through how the CCD that an EHR may generate will persist across exchanges.

The RHIO has a one year time frame as a subcontractor for the federally qualified health centers and additionally in New York there is a push for Medicaid health homes. The effort is driving forward quickly. The challenge is getting consensus that the QSO model works well. The RHIO is also mapping out additional education materials and point of service materials so healthcare providers can better articulate what is going on with patients.

The challenge is also figuring out what to do with entities that have pre-existing HIE consent, but may not include all the pieces of the SAMHSA requirements. The funding for technical development should also be considered from funding and maintenance perspectives.

DISCUSSION

Attendee from Rhode Island – Explain the QSO agreement. 

Ted replied that the QSO is a qualified service organization. A QSO agreement means one is entering into agreement with behavioral health provider where they take on certain obligations on behalf of them and their patients. They must work within their privacy constraints. As stated in the 42 CFR, the QSOA is a mechanism when you enter into agreements with a number of providers.  All providers are listed on the QSOA so a consumer/patient can see where all the information is being exchanged.

Attendee from Rhode Island – Is consent needed to release the information and for info to go into the RHIO?

Ted said that consent is on a per covered entity basis, so the patient has to grant consent to each provider and if the provider is part of the RHIO, the RHIO receives the information.

Attendee from Illinois – Is Rochester RHIO connected to any other exchanges?

Ted said that they are in final testing for connections with the RHIOs in Syracuse and Binghamton. 

Mike added that some providers don’t buy into QSOA language. In Rochester’s case, did some buy in and others not?

Ted replied that local behavioral health providers are comfortable with the QSOA, but New York tends to look at federal policies and add another layer. They are struggling at the state level.

Attendee from Oklahoma – Is the problem that providers don’t believe they can release information to the RHIO with a QSOA? Is there another agreement than can be used?

Ted said that some providers agree but others don’t believe a QSOA represents a legal interpretation. The RHIO is still looking at something that is a point to point exchange since a lot of providers want to use Direct rather than the RHIO. It’s a policy decision more than a legal decision.

Attendee asked which messages were most effective with consumers. 

Ted replied that consumer stories were most effective, especially “man on the street” type stories.

RTI Initiatives

Cindy Throop from RTI provided an overview of work they are doing with ONC.  RTI is running the Behavioral Health Data Exchange Consortium, which is part of a larger consortium, the State Health Policy Consortium, funded by ONC. The goal of the larger consortium is to tackle barriers to exchange of data across state lines. They are also working with the Western State Consortium on provider directories and trust certificates.

The Behavioral Health Consortium consists of Alabama, Florida, Michigan, Nebraska, New Mexico, and Kentucky. The purpose is to exchange behavioral health data across state lines using Direct protocols and draft policies and procedures for exchange. They are focused on meeting the requirements of each state to be compliant with 42 CFR Part 2. It is a one year project and the Consortium has finished drafting and reviewing policies and procedures. The next steps are reviewing policies and procedures and determining pilot details.

The biggest challenges are around varying state timelines, but the Consortium is working through barriers to establish short term goals before going into complex behavioral health data exchange. They are trying to determine where they are in the current technology and establish a workflow to a seamlessly integrated the processes.

More information about the project was provided on the accompanying slides.

ONC Initiatives through the S&I Framework

Representatives who are working on the Standards and Interoperability Framework provided overviews of various initiatives.

The S&I Framework was launched in 2011. It is meant to be an open forum to bring the community together to solve barriers to interoperability and standards. It operates through a focused collaboration process and specific initiatives guide the framework and modular solutions are created to address the issues. All the initiatives have pulled in the FACAs, SDOs, ONC programs and grantees, and framework volunteers. The goal is to move toward more computational implementation specifications that are computable, testable, and reusable. The Framework links use cases and standards from inception to certification.

The current initiatives include:

· Transitions of care

· Lab results interface

· Provider directories

· Certificate interoperability

· Query health

· Data segmentation

· Electronic submission of medical documentation

· Public health reporting

· Longitudinal coordination

Representatives presented overviews and updates on the Data Segmentation for Privacy initiative and the Transitions of Care initiative.

Information on both initiatives is included in accompanying slides.

DISCUSSION

Attendee from Rhode Island – In the vendor marketplace, where do you see the vendors and in what timeframe do you see them being able to incorporate solutions from the data segmentation initiative into their products?

S&I rep said there no answer yet, but there are vendors in the workgroup who have been there from the beginning. They want some answers and will move forward with the solutions. The sooner the group can develop the standard, the more will invest in the solution. They are also encouraging behavioral health providers and vendors to work on this initiative.

Behavioral Health EHR Vendor Initiatives

John Liepold, the current chairperson for SATVA the Software and Technology Vendors Association (STVA) provided an overview of the work that the group is doing to integrate behavioral health and primary health date.  The STVA is a consortium of behavioral health vendors. The vendors are dedicated to protecting highly sensitive health information. The critical concept for all of them is to protect the information in the records so that those who have a record and need to seek treatment will do so.  The key points of integration are seeking and obtaining consent and designing computer systems to have commonly interoperable patient consent mechanisms.

The regulatory environment and the exchange of information have both changed. For example, substance abuse providers can participate in exchange if there’s a legal Part 2 way to do that, or they can be excluded. Valid consent is required. Absent valid consent a substance abuse treatment provider cannot respond to a record query. Currently, they need Part 2 compliant disclosure.

The STVA is finding solutions by working together. Members agree that metadata tagging is necessary. For example, if we tag the header of the record, we can implement privacy relatively quickly. Data segmentation arose from the privacy laws that address stigma and social hostility and metadata tagging can sequester sensitive data in a way that protects the information in the record.

SAMHSA Work with HL7

Richard Thoreson of SAMHSA identified how SAMHSA is currently working with HL7 on a number of initiatives to improve clinical workflow modeling and create standards that allow for multiple purposes of EHRs. The key is to reuse the information in EHRs for purposes like billing, public health reporting, quality health outcomes and measurement and transitions of care. Providers want to do everything with the same core set of data with no separate reporting processes. SAMHSA wants to be able to do the modeling that helps behavioral health providers put the right information and value sets in an EHR and allow it to be shared and used for multiple purposes. 

This is a large effort and SAMHSA is encouraging broad participation, especially from legacy EHR vendors. The effort is attempting to limit the amount of mapping and translating necessary to participate in an HIE and make a tighter connection to what happens in the clinic and what happens in the transition. 

Vendor Perspective: NetSmart

Mathew Arnheiter from NetSmart discussed their HER and how they process a CCD. He discussed mapping behavioral health information in a C32 CCD. They do not use additional templates for behavioral health. Rather, the behavioral health information can be broken out from the system in the standard C32 CCD format.  An example of the EHR format will be made available online for grantees.

Mike added that a charge for the group would be to come up with criteria that should be included in the behavioral health CCD. They should look at what is in the HL7 CCD and reach out to providers in their states to find out what other pieces of data should be put in the records and shared between behavioral and physical health providers. 

Implementation Plans and Brainstorming

Mike led a group discussion on next steps and deliverables.

States discussed what efforts they already have underway for the project. Maine is identifying 20 behavioral healthcare organizations in the state and providing them with access to the general medical information already in the HIE today. They are also choosing organizations that have EMRs (HL7 CCRs) and onboarding them onto the HIE and running a Behavioral Health Workgroup that is working through identified barriers and making recommendations to move forward to enable substance abuse health information exchange.

Illinois is providing outreach and education to ensure that providers have access to information about the exchange program. They are using secure messaging (point-to-point) in the interim under existing consent policies and workflows.

Rhode Island is rolling out access to the HIE to targeted behavioral health communities to begin providing access to physical health data. They are working with two vendor platforms to create an interoperability vehicle to get data into the HIE and are planning to integrate 14 sites in the consent gathering process. They are also working to operationalize governance.

Other states are using Direct to connect providers immediately and others are subsidizing the provider fees to get connected to the HIEs.

Overall the group agreed on the following objectives:

· Identify minimum data sets for behavioral health records

· Engage consumers in identifying needs in terms of consent, including developing educational tools

· Get consent forms that are working and come to decision about how an applicable model could look

· Provide a review of products for behavioral health (through RECs) and then share those best practices and product reviews with other states

· CIHS should host webinars and demos to facilitate review of products

· Include small providers on webinars

· Create an interactive map to display different models for integrated exchange (including consent, policy, and technology considerations) 

· Host discussions about how each HIE is working with the state government and leverage the work across states

· Survey other states regarding strategies to encourage provider adoption of EHRs

· Maine is currently surveying providers and will share the draft survey with other grantees

Mike closed the discussion and polled the group for a preferred day and time for monthly calls. The group agreed that monthly calls should be schedule for the first Friday of each month at noon.

Mike thanked the participants and directed them to the online community to access powerpoints and other information from the meeting and as a place to continue collaboration and work on the project.

The meeting adjourned at 4:00pm. 

Logistics coordinated by: NeHC
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[image: image22.emf]PATIENT CONSENT AND AUTHORIZATION FORM FOR    DISCLOSURE OF CERTAIN HEALTH INFORMATION     ***PLEASE READ THE ENTIRE FORM   BEFORE SIGNING BELOW***     Patient (name and information of person whose health information is being disclosed):     Name (First Middle Last):        _________________________________________   Date of Birth (mm/dd/yyyy):     ___   Address:        City:            State:         Zip:         You may use this form to allow your healthcare provider to access and use your health information.  Your choice on whether to sign this form will not affect your ability to get medical treatment, payment  for medical treatmen t, or health insurance enrollment or eligibility for benefits.     By signing this form, I voluntarily authorize access, use and disclosure of my:   Check all of the  boxes to identify the information you authorize to disclose:      Drug or alcohol abuse treatment   information          Mental health treatment information     FROM WHOM : Specific  name or general description of  person(s) or organization(s) who I am authorizing  to release my information under this form:         All health care providers involved in my care   or       Al l programs in which the patient has been enrolled as an alcohol or drug abuse patient,  or      Any drug or alcohol treatment program  or other health care provider, pharmacy or organization  providing care coordination   that is affiliated with the XYZ HIO         O nly these providers  

Person/Organization Name:  Phone:  Address:  Secure email address:  

    

    

  TO WHOM : Specific person(s) or organization(s) permitted to receive my information:       To the HIE [Name]       The HIE and any provider(s) involved in my care in t he HIE as of today’s date ONLY      The HIE and only these specific providers      O nly these specific providers      The HIE and any  current and future  provider(s) involved in my care   in the HIE          


	Organization Name:
	Phone:
	Address:
	Secure email address:

	
	
	
	

	
	
	
	


Amount and Kind of Information:  The information to be released may include but not be limited to: Laboratory, Medications, Medical Care & HIV/Aids, Alcohol & Substance Abuse and Mental or Behavioral Health information.
PURPOSE: The information shared will be used:  

 (  To help with my Treatment and Care Coordination
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EFFECTIVE PERIOD: This authorization/consent/permission form will remain in effect until (enter date, event or condition upon which this authorization/consent expires):________________________________________________________________________.

OR

This authorization/consent/permission form will remain in effect for (X Year(s) or X Month(s)) from the date the form is signed.

OR

This authorization/consent/permission will remain in effect until such time as XYZ HIO ceases to exist.

If there is no date entered the consent will be valid for one year from the date this form is signed.

REVOKING MY PERMISSION: I can revoke my permission at any time by giving written notice to the person or organization named above in “To Whom” or “From Whom” sections ”except to the extent the disclosure agreed to has been acted on.  

In addition:

· I understand that an electronic copy of this form can be used to authorize the disclosure of the information described above.  
· I understand that there are some circumstances in which this information may be redisclosed to other persons according to state or federal law.  

· I understand that refusing to sign this form does not stop disclosure of my health information that is otherwise permitted by law without my specific authorization or permission.

· I have read all pages of this form and agree to the disclosures above from the types of sources listed.

· “This HIE consent does not permit use of my protected health information in any criminal or civil investigation or proceeding against me without an express court order granting the disclosure unless otherwise permitted under state law.”

X___________________________________________                                        _______________________

Signature of Patient or Patient’s Legal Representative                                      Date Signed (mm/dd/yyyy)

____________________________________________
Print Name of Legal Representative (if applicable)


     Check one to describe the relationship of Legal Representative to Patient (if applicable):

( Parent of minor        

( Guardian          

( Other personal representative (explain: 



NOTE: Under some state laws, minors must consent to the release of certain information. The law of the state from which the information is to be released determines whether a minor must consent to the release of the information.

This form is invalid if modified. You are entitled to get a copy of this form after you sign it.
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This final report was prepared by the Illinois Office of Health Information Technology with funds under grant number 1UR1SM060319-01, -02 and supplemental grant number 3UR1SM060319-02S1 from SAMHSNHRSA, U.S. Department of Health and Human Services.  The statements, findings. conclusions and recommendation are those of the author(s) and do not necessarily reflect the view of SAMHSA/HRSA or the U.S. Department of Health and Human Services.

The Illinois Office of Health Information Technology gratefully acknowledges the importance of the C/HS-HIE project to connecting behavioral health providers and consumers to the ILHIE and charting a course for their inclusion in the years to come.
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Backdrop for Illinois' CIHS HIE Grant
Illinois built a strong policy foundation to reform its state Medicaid program and address the mental health service needs of its recipients, starting in 2009 and in the run-up to applying for the SAMHSA-HRSA national demonstration project on CIHS-HIE. Among the state policy changes that Illinois secured in the wake of the Affordable Care Act and the American Recovery Act, Illinois authorized the creation of the Illinois Health Information Exchange (ILHIE); it defined insurance coverage parity for individuals with mental health diagnoses, and began the process towards Medicaid reform, addressing care coordination among medical and behavioral health providers and performance fee structures.
Illinois was one of twelve states eligible for the CIHS-HIE program primarily because of its commitment to including the behavioral healthcare community in the planning and development of the ILHIE, which was in its second year of development by the time National Council awarded the grant. The ILHIE's authorizing act, passed in 2010, required the inclusion of behavioral health in both the administration of the exchange and among the stakeholders serving on its Advisory Committee for its statewide health
information exchange entity, the Illinois Health Information Exchange (ILHIE). Illinois also enacted historic
Medicaid reform legislation in 2010, which  specified that services would be provided in a "coordinated care" setting, involving behavioral health care and that health care services could be delivered via electronic health records.
Illinois just awarded its first Medicaid care coordination contracts in 2010 for Seniors and Persons with Disabilities in the suburbs of Chicago. A second RFP for provider-driven care coordination networks across the state was issued in 2012.  At the end of 2012, HFS selected six provider networks, called Care Coordination Entities. Behavioral health is a central component of these entities.
Illinois Medicaid reform also triggered the transition of individuals out of Institutes of Mental Disease, reflecting a broader State policy shift from institutional to community-based care. And in 2011, Illinois Governor Pat Quinn signed into effect the Mental Health and Addiction Equity Act, requiring health insurance plans, including those for employers with 2-50 employees, to cover mental health and addiction services on par with medical services.
Despite the promising advancements in the policy framework to support care integration, Illinois has struggled with one of the nation's most severe revenue shortfalls since the economic downturn. While the State enacted a two percentage point increase in its personal and corporate income taxes in 2011, it simultaneously has had to reduce spending and roll back its commitments especially in Medicaid, as well as mental health.
Medicaid reduced its patient roles by 1.7 million by lowering the eligibility threshold to 133% of Federal Poverty in anticipation of both the new eligible individuals joining the patient load in 2014 and the health insurance exchange covering all those above 133% starting that year as well.  Medicaid also experienced a concomitant budget reduction of $1.6 billion. Some estimate that mental health funding has declined by 30% since 2008.
When Illinois received the funding to participate as one of five states in the national demonstration project for the CIHS-HIE in January 2012, it was embarking on project that would engage with providers and consumers long familiar with very stringent practice areas and silos of care in mental health and substance use services. Illinois remained one of the states with a restrictive mental health confidentiality statute that was broad in scope to the point of governing all mental health record, no matter the origin or location.
This Confidentiality Act specifies that each and every time any mental health information is to be shared with a healthcare provider the patient consent determines the duration for which the information is effective, specified the information, the provider of information and the recipient as well as required a witness. In 2011, an exception to the consent provision of the law was issued to allow for Medicaid funded interagency teams to exchange information, yet the law continued to prohibit real time electronic exchange of mental health data.
A few critical elements would be required to modernize the Act to support health information exchange. In particular, the Act would need to acknowledge the existence of the State HIE as well as the real time nature of exchange, that information would be transmitted not just point to point, but also shared in an interagency setting once Health Homes are underway.
The existing mental health confidentiality law indicated a preference to restrict real time data sharing among behavioral health care professionals and their medical colleagues. The practice culture supports long and strongly held sentiments regarding protecting consumers from stigma and discrimination by relying on service systems that are largely mutually exclusive of medical services.  The absence of EHR incentive payments under the Recovery Act corroborated national data that pointed to reduced adoption rates for behavioral health providers investing in HIT or EHR systems.
In preparing its project plan for the Behavioral Health Integration Project (BHIP), Illinois endeavored to ensure that at the end of the project, behavioral health providers were ready to adopt EHR systems, were able to exchange health information electronically and that the ILHIE understood what policy and programs would be necessary in order host behavioral health providers on the system and foster real
time electronic data sharing of behavioral health data.
BHIP Program Design: Illinois designs BHIP to educate and engage stakeholders in what Illinois's data sharing policy framework should look like.
When the National Council awarded Illinois a grant at the beginning of 2012 under the CIHS-HIE funding program to promote and establish electronic exchange of behavioral health data in real time with medical providers, Illinois was the only large state to be selected to participate. At that point, Illinois' efforts to launch the ILHIE were two years in the making and it had just launched its first service, ILHIE Direct, a point-to-point secured and encrypted messaging service. While Illinois Medicaid's first care coordination effort had just launched. there were not any widely known cases of the electronic exchange of behavioral health and medical records in the state.  One of the many benefits of being awarded the CIHS grant and participating in the national demonstration of behavioral health data sharing at this point in the ILHIE's development is that the behavioral health community would be engaged at a critical point in the launch and evolution of the ILHIE.
Political complexity is also a hallmark of a large state.  Despite the austere fiscal environment in Illinois, the behavioral health stakeholders are broad and robust.  In the application for the grant, Illinois included twenty-five letters of endorsement. issued from state agency colleagues and nonprofit stakeholders, representing both mental health and substance use treatment professionals and organizations. Three trade statewide associations (the Illinois Alcoholism and Drug Dependence Association, Illinois Association of Rehabilitation Facilities and Community Behavioral Health Association) in addition to the state agency designated team members and Illinois' two Regional Extension Centers formed part of the steering committee for the project. With all the right people at the table, the team targeted mental health and substance use treatment providers to engage in BHIP, as all the Phase 1 services of the ILHIE would involve providers. At that point in time, we still did not know whether behavioral health providers, let
alone consumers, were aware of the ILHIE or in any way interested in or engaged in HIT efforts. Once we had an understanding of how providers viewed the ILHIE, we knew that we would have an entry point to the discussion with consumers.
Work on BHIP kicked off with weekly steering committee calls, the development of project planning documentation (logic model and work plan), and preparations for the first Statewide Meeting to launch the project in late March. Several timely initiatives coincided with the launch of BHIP in Illinois: i) the culmination of legal research addressing confidentiality for individuals with sensitive patient health information (including mental health and substance abuse) lead by the General Counsel at OHIT; the convening of the Data Security and Privacy Committee by the ILHIE Authority Board to determine and recommend the overarching consent management structure for the ILHIE; and, iii) the launch of a behavioral health provider survey to determine HIT capacity in the behavioral healthcare provider community, implemented by the Behavioral Health Work Group of the Advisory Committee to the ILHIE.
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The first Statewide meeting, scheduled for March 291


launched the project and established the tone of
the dialogue to be held with stakeholders throughout the project. Over three hundred individuals attended the meeting  in one of three venues (Naperville, Springfield or on the web) to ensure that the maximum number of providers could participate. Invitations were sent out through the newly created BHIP list serve, which includes most licensed and funded behavioral health providers in Illinois. We also sent out invitations through several outlets in state government and through the participating trade associations.
The meeting sought to introduce the provider community to BHIP and to begin a dialogue with them on how to shape the relationship between behavioral health providers and the ILHIE. An overview of BHIP was given to attendees. OHIT, DHS and HFS, along with the leadership of the trade associations, opened the meeting to convey the importance of BHIP to the future of health care in Illinois. Lead attorneys heading up the Work Groups on Behavioral Heath and Substance Use of the ILHIE's Legal Task Force provided an overview of why Illinois law would have to be modernized to accommodate the role of the ILHIE and a real time data sharing involving mental health data. Highlights of the Behavioral Health Organization HIT Survey were shared with the attendees. The CIHS grant administrator, Mike Lardiere, presented on efforts underway national to integrate behavioral health care.
The Statewide meeting offered the forum to host the first convening of the Data Security and Privacy Committee of the ILHIE Authority Board, whose task was to determine and recommend the consent management structure for ILHIE itself. As the project team and the steering committee prepared for the meeting, some time was spent to identify behavioral health providers and consumers to testify at DSPC's inaugural hearing. Several providers and one consumer advocacy group representing individuals with mental health disorders presented testimony.
The Statewide Meeting, as all of the initiatives of BHIP, gave us the opportunity to test our assumptions and better gauge next steps.  During the Data Security and Privacy Committee hearing, we learned that MetroChicago HIE, a regional health information exchange organization comprised of hospitals in the metropolitan Chicago area, made the determination that mental health data could not be administered via the HIE, for the HIE, structured as a data repository. was not able to adhere to requirements under current mental health confidentiality law. The testimony from a consumer of mental health services indicated that he would want for his physicians to have access to his mental health records so he could receive better health care. The Behavioral Health Organization Health Information Technology survey,
which had a 18% response, revealed that nearly 40% of behavioral health providers were using electronic
health records in at least some of their care environments. And of the 18% of providers in attendance that
responded to the survey for attendees, they indicated that 60% of them have adopted electronic health records.
Walking out of the first statewide meeting, we realized that the landscape of HIT for behavioral health providers was much more complex and much less homogeneous than we anticipated. We had tapped into a cohort of providers that were ahead of their colleagues in adopting electronic health records.  This raised many questions as to their position on confidentiality and how they were viewing the imminent change  and transition to medical health homes and care coordination and integration initiatives on the horizon. At that point, we determined that we would test further to see what might exist in terms of positions and perceptions regarding confidentiality and care coordination.
The Summits: Provider Focus Groups
After the first Statewide Meeting, the project turned to focus on developing the tool-kit, involving a consent form and provider protocols on implementing the consent form, as well as designing the capacity study to better define the universe of behavioral health providers. We aimed to understand which cohort of providers would be subject to care integration and Medicaid reform in Illinois. As this work took root, we realized that we would need a much clearer understanding of where providers stood on confidentiality
and care coordination.
While the CIHS-HIE grant required that we undertake some form of provider and consumer engagement, we determined it would be best to host focus groups as they would allow us to have a better understanding of the meaning behind service concepts of care coordination and confidentiality, rather than measure the frequency of positions in relation to those issues. We augmented the focus groups with a survey, which gave us more information about the attending organizations in the room.
By mid-April we had circulated a design concept to the project Steering Committee for provider engagement, involving four, large format focus groups to take place across the state for the purpose of aggregating provider support for and positions on the framework to facilitate the integration of BHOs into the HIE, and educate providers on existing latitude under current state law. By the time we confirmed the final schedule for the focus groups, we had to add a second focus group in Chicago to accommodate the demand for participation.
Approximately 133 unduplicated organizations attended and there were164 attendees. One-hundred and twenty individuals submitted responses to the survey conducted during the focus groups. Focus groups were held in Rockford, Chicago, Springfield and Southern Illinois (Carterville, just outside of Carbondale). Every Thursday and the last Tuesday of June 2012 were scheduled with a summit. Over twenty facilitators were recruited to participate and were paid a small stipend to spend the day at each Summit and facilitate small group discussions which occurred at the beginning of the day.
Summit Format
The dialogue in each Summit was structured in exactly the same way.  The opening presentation lasted approximately 30 minutes and explained both what the ILHIE is and what it does, including a short discussion on ILHIE Direct as the first service of the ILHIE. Also, an overview of BHIP was provided.
Next, an attorney presented on the legal barriers of exchange and integration in the existing mental health confidentiality law. After a Q&A session on the overview, the audience divided into small group discussions of approximately five to seven or seven to ten individuals, depending on the size of the audience and the number of facilitators present.
Facilitators and participants had approximately two hours to define the complexity of the patient group that they work with according to the Four Quadrant model; determine how their services would be categorized according to that model; identify what forms of care coordination currently exist and what forms should exist; identify the type of health information they need from the HIE to run their services and
the type they typically give to other providers in their current trading networks. Finally, based on this initial work, participants would identify the consent model that they felt was appropriate to a care coordination environment.
The full group would then break for lunch. After lunch, all small groups would come back together as an audience and each group would report on their findings, which would be recorded by the lead Summit facilitator on newsprint paper for the room to see. Once all results were listed and categorized, the lead facilitator would narrate main trends and microtrends present in the data to illustrate the spectrum of opinions on what medical data is necessary in order to provide and what the consent model should look like.
The first Summit, held in Rockford at a substance use treatment facility, became the de facto beta test of the process.  Since there were only 18 attendees compared to the average of 30 in the other summits, we learned that while most elements of the facilitation worked and produced clear results, the one element that was restructured was in mapping the care coordination environment. Instead of developing a flowchart in the small group, we introduced the Four Quadrant model and used that as a way to
categorize patient complexity and service provision in the communities where we conducted summits.
Summit Results
Eighty-four percent of participants at the Summits represented mental health and substance use treatment providers. Close to thirty percent served in the C-suite and about forty percent were clinical or administrative directors. About 65% of attendees were licensed behavioral health practitioners. Over ninety percent of organizations represented had or were planning on implementing an EHR system, a finding which reinforces the notion that these behavioral health providers are advanced in HIT.
Through both the qualitative data collected during the focus groups and the quantitative data of the surveys. we learned that the attendees placed a high priority on medical information for their consumers and their most frequent trading partner was typically a medical provider. The top five pieces of health information that they sought included: medication list, medical history, diagnosis, discharge summary and allergies.  However, providers indicated that they valued less sharing information in care coordination environment or in encouraging patients to share information with other specialists involved in their treatment.
The high interest in acquiring medical health information and the lower emphasis on coordinating data for treatment purposes other than behavioral health points directly to the key paradox in the focus group findings: essentially the need for health information and the unwillingness to share it.  In light of the five top data elements that were identified, it would be unlikely for any one provider to generate that data unless she were a primary care physician. We understand this paradox to point to both the increasing ability of behavioral health providers to incorporate health data in their practice environments through electronic health record systems, and the acknowledgement of long-standing privacy and confidentiality practices and culture seeking to staunch stigma and discrimination, frequently viewed in the medical arena, present in the practice environment.
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Second, most consumers stated that they would want their physicians to have information regarding their medications and diagnoses if that would improve their health and prevent any harmful experience. Some participants went as far to say that as long as they had access to their rights under the consent management system. and that information would not be used in a civil or criminal proceeding, they were very comfortable with sensitive health information being sent electronically.
Across all four focus groups, we found that, despite the fact that we had sought to hold the sessions in specific program environments. participants in all three live groups disclosed that they are dual diagnosis. coping with a mental health disorder and an addiction. While we did not institute a survey to participants and do not have a quantitative profile of participants, it was surprising the degree to which most individuals in all three live focus groups identified with dual-diagnosis.
The focus groups involving only substance use treatment consumers illustrate how one group thought about electronic exchange. As with the other two sessions, this one spent the first thirty minutes describing the ILHIE, its functions and obligations and the consent management system. Unlike the other sessions, participants spent close to another twenty minutes simply asking questions about how physicians and psychiatrists would be able to track prescriptions. While participants did not outright state their concerns, their curiosity largely focused on access to prescription medication and the degree that the ILHIE prevents the writing of multiple scripts for the same purpose.
Also during this focus group, two participants disclosed that they work in healthcare, one as a medical records assistant and the other at doctor's call-in center. The medical records assistant discussed how ineffectual the fax was in conveying private information.  Even though part of her responsibilities was to deliver information that arrived at a dedicated fax, she said that it was very difficult to ensure that the records are timely, complete and delivered to the right person. The call-in center operator talked about how patients are unaware of confidentiality protections and frequently leave very sensitive information in a message.
On the whole the consumer focus groups showed us that this group of consumers, some of whom were formerly homeless and some of whom were affluent, wanted access to healthcare. In each focus group, there was always a few participants that established that they wanted to prevent any health information being used against them in a civil or criminal proceeding. In addition, they wanted to be fully informed of how and what information would be passed from one provider to the next. During this portion of the discussion, one or two consumers acknowledged that they did not have a good understanding of confidentiality under current law- what they are signing when they arrive for treatment and what their recourse is should a breach occur.
Demonstration Projects
In July, we released the RFP for demonstration projects. We had enough data from the Summits and the BHO HIT survey to know that there were a sufficient number of providers using electronic records and that fax was the most frequent mode of transmission among providers. In designing the RFP, we were targeting mental health and substance use treatment providers intrepid enough to attempt the electronic exchange of information, utilizing ILHIE Direct, a secured, encrypted email system.
At that point, ILHIE hosted approximately several hundred registered users with few using Direct in everyday settings. One promising use case that did emerge early in the year and involved a behavioral health provider, Ada S. McKinley, which employed direct with an inpatient psychiatric hospital, Hartgrove, to begin to exchange discharge papers so that as McKinley conducts intake on new patients they have the discharge summary available. While the emergence of the McKinley use case was not directly linked
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and
subsequently participated in the provider focus groups.
The McKinley- Hartgrove use case showed us that a provider with an EHR system (McKinley) and paper-based (Hartgrove) could utilize ILHIE Direct to the advantage of each party. By introducing ILHIE
Direct in the discharge process meant that critical information in the discharge summary was available as the consumer walked in the door at McKinley. creating optimal circumstances for a warm hand-off to outpatient care.
When we released the Request for Letters of Intent in July, we did not have any idea how many providers would apply for the program.  Projects would be funded at the $50,000 level and there would be two to three awardees. We received twenty-three applicants for the Letter Of Intent, which were five-page
letters that described the project and identified and demonstrated adherence to required documentation for each eligible applicant (e.g. 501c3 status. letters of commitment from partners, etc.). Organizations that provided a Letter Of Intent would be eligible to apply for the grant if they met these minimum set of standards. This two step process also helped to define the group of providers that would be eligible in the final round.
On the deadline of the grant application, seventeen of the original Letter Of Intent respondents submitted a final grant application. Of the seventeen applications, there were at least ten compelling applications and six very strong entries, twice the amount that we intended to fund. A panel of three reviewers evaluated the grantees on a 600 point scale, seeking to identify, specificity in program design, clear utilization of ILHIE Direct and a replicable and scalable design. We awarded six grantees for the following projects.
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Table 1: BHIP Demonstration Pro·ect Grantees, Se tember 2012
Type of
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Provider
Project Descri tion
Central Illinois: Springfield

Mental Health
Centers of Central
MH/SA
Mental Health Triage in Emergency Department
$
Illinois


45,100

Downstate: Carbondale & Carterville


The H Group
MH/DD/SA
Mental Health Triage in Emergency Department
$
44,300
Suburban Chicago: DuPage County

DuPage County Health Dept.


MH/SA

Coordinating Medical Care for the Severely Mental Ill $
Receiving Outpatient Services



39,600

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••                                     ···················································································t-----1""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""
Chicago


New Age Services

SA
Medical Exam and Physicals for Individuals in

Methadone Treatment



$
45,000
Metro Chicago

Lutheran Social Services of Illinois


MH/SA

Youth in Mental Health Crisis -Inpatient and Outpatient Services



$
45,000
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The lifespan of the grant ran from September 17 through December 14 (approximately 12 weeks) and each grantee had to launch exchange with ILHIE Direct by October 81  (week 3 of the grant). The majority of grantees accomplished this initial milestone. All grantees that completed this pilot phase spent an intentional period of time reengineering care and staff work processes to ensure that as documentation moved to the electronic sphere protocols were in place to manage sensitive information and adapted to faster administration of care by case. A couple of grantees had to stop the project and re-start in order to iron-out the work flow with their trading partners or with internal staff.
In the months of October and November, SHIP Demonstration Project grantees became super-users of ILHIE Direct, representing over 60% of message exchanges of all registrants of Direct at that time. This was a great discovery about the success of the demonstration projects: behavioral health providers that have selected a specific service to benefit from electronic exchange could adapt to electronic exchange quickly and realize remarkable efficiencies within the course of a twelve week demonstration project. This taught us not only about the capacity of behavioral health providers but also about the process of
adapting to electronic exchange. From this finding. we developed an HIE Readiness Assessment for Behavioral Health providers to be rolled out during 2013.
Of the six grantees. five emerged as promising use cases. meaning that these five grantees would continue to implement utilizing ILHIE Direct and are seeking to make the process sustainable in the selectedcare environment.  At least two of the grantees are attempting to take the process to scale with other trading partners. By virtue of introducing ILHIE Direct. where faxes and US Mail had be used, each of the use cases achieved remarkable efficiencies. largely in terms of time as well as in facilitating "a warm hand off' in the transition of care, greatly improving the potential for treatment compliance.
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..
Lead Provider
Provider
Use Case

Efficiency Gained 18 min/case;

-667 hrs/yr for 2000 cases
Mental Health
Centers of Central
MH/SA Illinois

Mental Health Triage in Emergency Department


(This grantee is now expanding the process to an addition two hospital partners.)

Increased capture rate

DuPage County Health Dept.

MH/SA

Coordinating Medical Care for the Severely Mental Ill Receiving Outpatient Services


Seamless transition to mobile medical care

Chicago
New Age Services

SA
Medical Exam and Physicals for Individuals

in Methadone Treatment


On average. reduced delivery of medical information from 7 days to 2 days: no longer need to drive documents back and forth, staff have more time with consumers

Introduced mobile assessment process and reduced assessment

Metro Chicago

Lutheran Social Services of Illinois

MH/SA    Youth in Mental Health Crisis -Inpatient and

Outpatient Services


time from a high of 3.5 hrs to 90 mins/case:

1251hrs/yr for -770cases/yr

Demonstration Projects: Tools for Exchange
In preparation for the demonstration grants, we developed a tool-kit for consent management to lend clarity to the issue of patient authorization in an electronic environment.  We also developed a web-based transition of care form that could be used by a provider that only had a computer and an internet connection.
Tool-Kit for Consent Management
The tool-kit that we developed reflected both work at the national level, being led by the National Council and the realities of current state law in Illinois. The tool-kit sought to clarify the actual consent form and the process of soliciting consent from consumers for the purpose of sending information electronically.
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records systems, despite not having benefitted from Medicaid and Medicare incentive payments. Providers can actively adapt and accommodate electronic exchange through the adoption of ILHIE Direct. What is emerging in Illinois is a sophisticated provider base that is actively seeking ways to incorporate medical services and information into the existing behavioral service platform to address the needs of a client populations coping with disorders, dual diagnosis and co-morbidity.
We have also learned that clients prioritize access to healthcare. Substance use treatment consumers especially voiced concerns regarding drug interactions or resistance to general anesthesia. Since consumers indicated that they rely on their existing providers to facilitate referrals to medical providers, they felt that they could trust physicians involved in their treatment. And it was in the consumer focus groups that we learned that substance use treatment consumers appear to have a great deal of curiosity in relation to how physicians can track and coordinate information regarding prescriptions.
When conversations turned towards privacy rights, consumers largely wanted to know what their rights  are and where they could find information regarding their rights. Younger consumers stated that they would like to see a website carrying all of this information.  Most consumers acknowledged that consent is handled in such a way that they do not even know what they are signing most of the time.  What
reassures them is that they trust their providers, an implication that suggests that they don't need specifics on the consent process.
Providers also indicated that they have a role in consent. When asked who and how should patient authorization be solicited, providers most frequently indicated that consent was an essential feature of treatment and should remain the province of providers to manage and implement.
When it comes to the actual exchange of patient information in an electronic environment, we learned that implementing ILHIE Direct, a secured, encrypted messaging service,  is not a plug and play
opportunity.  Rather, for both beneficiaries and the services to benefit from electronic exchange, there has to be an intentional change management process that identifies specific process change among all
trading parties.

Further, we found that behavioral health providers are super-users of ILHIE Direct. And, these providers are pushing the envelope looking at new ways to improve the technological platform to improve services. For example, behavioral health providers have expressed interest in Enterprise Direct. a service that will imbed ILHIE Direct into an EMR system. Behavioral health providers are also interested in reviewing and testing the behavioral health CCD, recently released from HL7 in draft form.
The Second Statewide Meeting, held on November 1, 2012 provided the opportunity to share these findings with stakeholders throughout the state. Two hundred and forty five individuals attended the meeting and approximately 176 or 72% represented behavioral health and medical providers. The central location for the meeting was in Naperville, with a video-conference site in Springfield and webinar capabilities.
On February 14, 2013, OHIT held a webinar to share the findings and accomplishments of BHIP. Over 200 individuals registered and over 180 participated in the webinar. As the presentation shifted to the question and answer segment, we were greeted by congratulatory comments from participants for a job well done. The enthusiasm that has carried this project in large part reflects the interest and desire of behavioral health providers and consumers seeking new ways of solving an old problem, the problem of
[image: image113.png]EHR usage



[image: image114.png]


[image: image115.png]as prevalent among



[image: image116.png]participating providers (over 90%)



[image: image117.png]




Illinois Behavioral Health Integration Project Final Report
Submitted by the Illinois Office of Health Information Technology of the State of Illinois Appendices
Logic Model (March 2012)
A
Work Plan (March 2012)
B
Work Plan (August 2012)
c
First Statewide Meeting Agenda (March 2012)
D
Second Statewide Meeting Agenda (November 2012)
E
Provider Focus Group -Agenda
F
Provider Focus Group- Presentation
G
Provider Focus Group - Survey
H
Provider Focus Group - Results
Consumer Focus Group- Purpose
J
Consumer Focus Group- Presentation
K
Demonstration Projects- Request for Letters of Intent
L
Demonstration Projects- Request for Grant Application
M
Demonstration Projects - Overview for Grantees
N
Direct Template Consent Form Provider Script
01
Consent Law Comparison Table
02
Direct NPP Insert
03
Direct Template Consent Form
04
Direct Template Consent Form Instructions
05
BHIP Prototype Specifications
P
Data Security and Privacy Committee Report
Q
Fact Sheet for Legislation
R
Legislation & Amendment
S1

Legislation & Amendment
S2

       -HIE Exception to the Illinois Mental Health Confidentiality Act
HIE Readiness Assessment for Behavioral Health Providers (Draft)
T
Learning Congress Presentation
U
BHIP Cohort
V
Behavioral Health ILHIE Direct Registrants
W 

Behavioral Health Organization HIT Readiness Survey Results (Draft)
X 

Comprehensive List of Formal Stakeholder Input
Y
IPP Measures
Z
BHIP Web  Page: http://www2.illinois.gov/gov/HIE/Pages/BHIP.aspx
ILHIE Web Site: hie.illinois.gov
This final report was prepared by the Illinois Office of Health Information Technology with funds under grant number 1UR1SM060319-01, -02 and supplemental grant number 3UR1SM060319-02S1 from SAMHSAIHRSA, U.S. Department of Health and Human Services The statements, findings, conclusions and recommendation are those of the author(s) and do not necessarily reflect the view of SAMHSAIHRSA or the U.S. Department of Health and Human Services.

[image: image118.png]All providers value h



 

Kentucky January 01, 2013

General Overview of Project and Reason for State interest/goals for participating 


The Kentucky Health Information Exchange (KHIE) has been operational since April, 2010.  It began with seven pilot hospitals, and in November 2010, KHIE moved from the pilot phase and into full implementation.  Currently, the exchange has 139 healthcare providers sending information to, and receiving information from, the exchange.  KHIE has discovered one of the reasons community behavioral health providers are not joining KHIE is lack of funding to finance the interface needed to connect to KHIE.  The second reason is the lack of a universally accepted consent that will allow their patients receiving alcohol and substance abuse services to consent for their records to be included in the exchange.  


Additionally, when approached about the value access to KHIE records could bring to behavioral health providers these providers want to be able to view the records of their patients from other health care facilities.  In completing the work funded by this grant GOEHI found one of the most helpful aspects of connecting to KHIE provided to behavioral health providers was the ability to import the records of other providers into the behavioral health facility without having to print and fax the records.  Thus far behavioral health centers have also benefited from the close working relationship of the state HIT coordinator, the REC and the state Medicaid HIT coordinator.  This relationship has allowed the behavioral health centers to achieve meaningful use levels, work toward meaningful use measures and quality for incentive funding.


The state interest in participating is to provide greater continuity of care for behavioral health patients by providing connectivity to the state wide HIE for the community mental health centers and increasing interoperability between these centers and primary care providers.  Secondly, GOEHI wants to be a facilitator for behavioral health primary care integration.  During this project GOEHI staff has studied the integration and possible role of HIE in integration.  HIE has the ability to close the information gap in many behavioral health primary care integration scenarios.  GOEHI has an interest in discovering the nature of this role and meeting this need.  The technology developed by this funding is one element of the process.  The technical development needed to continue to support behavioral health primary care integration has a good beginning in KHIE but it must continue as the needed technology develops.   


Finally, the consent form developed by this project was identified as a need by Kentucky behavioral health providers and has gained early acceptance. GOEHI has learned the consent form deliverable of this project will be used by Kentucky state mental health hospitals and mental health hospitals that the Cabinet for Health and Family Services contracts with for behavioral health and alcohol and substance abuse services.  Additionally this funding will allow GOEHI to begin processes, standards and policies that the exchange will use for the use of the consent form. 

1. Managing the project to grant deliverables/outcomes

a. Structured lab results delivery

i. Progress to date 


There is a contract with LabCorp and GOEHI to deliver lab results and a pilot in progress to develop the interface between LabCorp, KHIE and a primary care provider.  During this project a survey was conducted to determine the need for lab delivery for Pennyroyal.  Also a survey was conducted with the executive director of Pathways to determine the need for lab interface for Pathways.  Pennyroyal is able to receive the lab results of patients by the delivery of the CCD from KHIE.  This CCD provides lab results from all live providers of KHIE for any patient of Pennyroyal.  This same function will be available for all other behavioral health providers once they are live with pull functionality.
ii. A barrier to implementation:  

In the grant application GOEHI envisioned the development of a direct interface for behavioral health providers and their lab results providers.  After on-site visits with Pennyroyal and Pathways it was determined that currently neither provider orders sufficient  lab testing to have a lab contract with a major commercial lab.  KHIE has participation agreements with many of the medical trading partners of the community mental health centers.   GOEHI currently has participation agreements with (Pennyroyal, Pathways, Comprehend and Kentucky River).  The community mental health centers are receiving electronic lab results for their patients through the electronic push of the KHIE CCD.  By receiving the KHIE CCD the behavioral health provider will receive the lab results of patients from their medical trading partners that are providing data to KHIE.
iii. Plans and timeframes to address barriers 


GOEHI is continuing to participate in a multi-state coding project to address the need for lab ordering by means of health information exchange.  If any of the behavioral health providers in the future have a need for this function it will be available to them once the technology barriers are completely addressed.
b. Continuity of Care Document Development

i. Progress to date  


GOEHI is currently working with the provider’s vendor NetSmart (NetSmart is the vendor for all four of the community behavioral health centers with Participation Agreements with GOEHI) to address a final issue concerning the exchange of the CCD.  GOEHI will  add additional language to the CCD for records containing information subject to 42 CFR Part 2.  GOEHI has identified where the language required by 42 CFR Part 2.32 can be placed within the KHIE CCD, however NetSmart is also working toward a more satisfactory solution that may possibility only tag the individual record, not the complete CCD.  Additional development is underway though the KHIE HIE vendor Xerox, GOEHI technical staff and the participant’s vendor NetSmart to address this issue.
ii. Meetings with behavioral health providers to determine additional CCD data elements required to provide quality care None
iii. Additional CCD data elements identified by behavioral health providers

There have not been any additional CCD elements identified by behavioral health providers. 

iv. Barriers to identifying additional CCD data elements (if any)

None

v. Plans and timeframes to address barriers (if any) First quarter 2013
c. Participation of Core Behavioral Health Team (HIE Coordinator, HIT Coordinator, Medicaid Director, Mental Health Authority Director, Substance Abuse Authority Director) in ongoing calls and activities  


The mental health authority director and substance abuse director continue to assist GOEHI in outreach efforts to behavioral health consumers and providers as well as providing assistance from their program areas.  During development of the consent form, the form was a topic for discussion at the quarterly meeting of the state Medicaid Advisory Committee.  This is a committee of stakeholders that advises Medicaid concerning issues of interest to the committee.  The discussion centered on the use of the form and the recognition that many patients receiving Medicaid would also be eligible to use the form.
2. Statewide meetings with Providers and/or Consumers

a. Discussion of comprehensive strategic communications plan to educate, engage and solicit feedback from the behavioral health provider community and its consumers

GOEHI engaged consumers to seek feedback on integration of behavioral health and primary care using the KHIE.  Identification of resources included the Office of Protection and Advocacy within the Cabinet for Health and Family Services.  This Office has two boards that consist of consumer representatives for behavioral health.  The Office scheduled meetings with its consumer representatives allowing GOEHI to seek input from the board’s membership.

During the month of August the staff attorney and the executive director of GOEHI presented the consent form to The Protection and Advocacy Advisory Council for Individuals with Mental Illness (PAIMI) of the Office of Protection and Advocacy within the Cabinet of Health and Family Services.  This council is composed of consumer advocates.  These individuals are consumers of behavioral health services and advocate for other consumers also.  Comments consisted of information concerning the real and continuing stigma related to the treatment of behavioral health diagnoses and the consumers’ advice to GOEHI to never minimize this stigma during this project.  Additionally, the consumers requested we not use acronyms in the form but rather spell out all abbreviated terms.  Second, the consumers requested increasing the font of the form even if it increased the page numbers.  The consumers expressed appreciation for the work GOEHI had undertaken with this project and for the support GOEHI has received from federal partners
.

Voices for a Healthy Kentucky is a statewide consumer advocacy group consisting of providers and consumers.  This group sponsored a webinar of their membership for GOEHI’s presentation of the sub award work.  This presentation on September 28, 2012 allowed GOEHI to seek input from behavioral health providers and primary care providers as well as consumers.

The purpose of this webinar was to present information concerning the sub-award and to solicit input concerning the consent form.   The consensus of the group toward the form was favorable.  However, they did request that the training materials incorporate particular attention to the explanation of guardianship.  The recommendation is that no individual be allowed to sign the consent form as a guardian unless they can present the court order of guardianship.

GOEHI has contacted NAMI of Lexington the largest and most active NAMI organization in the state.  Interaction with this group will allow additional consumer input on the processes and consent form GOEHI will be adopting.  Also contact with this group will allow the group to have knowledge of the consent form.

The GOEHI staff attorney spoke at the Howard L. Bost Memorial Policy Forum on September 17, 2012.  This presentation displayed the work of GOEHI and the National Council sub award to primary care providers from throughout the state of Kentucky.  The emphasis of the Bost Forum for 2012 was the integration of behavioral health and primary care.

The GOEHI staff attorney spoke at the Primary Care Association on October 16, 2012 to provide information to primary care providers about the consent form and primary care behavioral health integration using the KHIE.  The primary care providers attending the conference urged GOEHI to make the form universally available.   The primary care providers urged GOEHI to encourage Kentucky Community Behavioral Health Centers to accept the form from a primary care provider for the release of medical records to the primary care provider.  The primary care providers stated in the past they had difficulty with the receipt of records because they used the wrong or inappropriate form. 

GOEHI has also contracted with the University of Kentucky Healthcare department of CeCentral to produce video modules that will describe the work accomplished and funded by this grant.  These modules will provide an overview of KHIE, describe integrated care from the national viewpoint and the state viewpoint and describe the consent form Kentucky will use.  Each module will allow providers to earn continuing education credits to eligible participants once the modules have been completed.  The modules are designed with learning objectives and with questions about the subject matter.  Both national speakers and Kentucky mental health advocates have been recruited to speak concerning the topics presented. 
 

The consent form will be addressed by two of the modules.  These modules will be used as a resource for both primary care providers and behavioral health care providers and their staff to initially learn about the consent form and to refresh their training after the initial training is completed.  

GOEHI developed a training manual to be used when the GOEHI intake coordinator and the outreach coordinators train any provider concerning the behavioral health information available in KHIE.
   

b. Provider engagement in shaping the legal and operational framework for data exchange


During the initial state wide meeting GOEHI reviewed the project plan with all attendees and requested any comments on the proposed plan.


KHIE outreach coordinators scheduled an on-site meeting with Pennyroyal and Pathways, the initial pilot participants.  GOEHI used this opportunity to develop additional materials needed for the onboarding process.  These material are used to effectively and consistently onboard a behavioral health provider.  One additional process added to the on-boarding process for behavioral health is the necessity for an on-site visit, especially to study any already existing consent process.


During the final state wide meeting GOEHI presented the consent form, the consent explanation form and the requirements for additional behavioral health providers to join the pilot providers.  The reception to the work completed was positive and two additional providers requested contact from KHIE outreach coordinators.


During meetings with the Kentucky Primary Care Association GOEHI was urged to further expand the use of the consent form in Kentucky and urge behavioral health providers to standardize the form so that primary care providers could use it to request behavioral health records in any form, paper or electronic.  

 Consumer engagement in shaping the legal and operational framework for data exchange  


Comments from consumers consisted of information concerning the real and continuing stigma related to the treatment of behavioral health diagnoses and the consumer’s advice to GOEHI to never minimize this stigma in our work.  
Additionally, consumers requested we not use acronyms in the consent form but rather spell out all abbreviated terms.  Secondly, consumers requested we increase the font size of the form even if it increased the page numbers.  Both of these suggestions have been adopted in the final version of the form.

One additional suggestion for training is that GOEHI emphasis to staff members assisting patients that no claim of a guardianship should be accepted unless a guardianship order is reviewed by the staff member.  This information is included and emphasized in the training materials.

c. Initial and ongoing Statewide meetings held

i. Outcome of meetings

 First State wide meeting

March 12, 2012

62 attendees

Second State wide meeting
 

September 18, 2012

148 attendees

	

	


1. Issues discussed/agenda

 Power Point from the meeting is attached

2. Feedback received

Favorable review of the consent form with guidance for guardian issue

3. Review of “best practices” identified in the state

Behavioral health providers have processes for collecting and preserving consent.  The consent process adopted by GOEHI built upon those processes and sought guidance from the providers.

4. Workflow Issues addressed

GOEHI tried to incorporate the consent form into the existing work flow of the behavioral health providers visited. 

5. Behavioral health provider capacity to exchange data

a. Specific criteria required to participate 

Final criteria are selected.  The EMR chosen by the provider must be able to manage consent by the patient and additional criteria required have been developed.  A Power Point is attached that the complete listing of the criteria.

6. Identification of tools or tool kits for development 

Training Manual

CeCentral Modules


Two of the modules are complete; three additional modules will be completed by February 28, 2013

7. Other Issues

GOEHI staff formed a final workgroup to work with the GOEHI web master.  The goal of this group is organize all the deliverables of this project and present them in a separate location of the KHIE website.  The group will first decide the content of the location.  Current content is the information from the eHealth Summit.  This should be updated with the final documentation of the consent forms, links to CeCentral, on boarding information and behavioral health information relevant to connectivity with KHIE.  This must all be presented in a separate designated area of the website.

8. Next Steps

Complete CeCentral Modules

Update website

3. Progress towards BH Provider exchange in the HIE

a. How many signed up now 

GOEHI requires a Participation Agreement to join KHIE and five Behavioral health providers have signed the agreement.
b. How many in process of on boarding 

Two behavioral health providers have completed the on boarding process and three are in the process.
Pennyroyal Center


Pennyroyal has created a CCD for a behavioral health patient and pushed that CCD to KHIE.  This capacity has been tested by KHIE.   KHIE has pushed the KHIE CCD containing all Kentucky Medicaid claims data and lab information from all live KHIE participants (currently 150 connections) to Pennyroyal.  Pennyroyal can currently use the KHIE CCD in the treatment of Pennyroyal patients.  Next steps for Pennyroyal: 

Technical Development of CCD

 KHIE must do additional technical development to share the Pennyroyal CCD with the other healthcare providers participating in KHIE.   The Pennyroyal CCD contains both behavioral health information and 42 CFR Part 2 information.  KHIE wants to be able to respond to queries from other providers who are also treating Pennyroyal patients in other treatment settings with this information from Pennyroyal.  To do so KHIE must develop a location for the non-disclosure language to be displayed in the CCD format.

Training of Pennyroyal staff

GOEHI staff will train the Pennyroyal staff in the use of CCD information and the KHIE and the consent form. (However the Pennyroyal staff can currently use the KHIE CCD to treat their Medicaid patient population without training and have been doing so.  KHIE usage reporting shows Pennyroyal pulled 123 CCDs in the production environment during November and December.)

Pathways Inc.


Pathways is in the intake process with the same EMR vendor as Pennyroyal.  The EMR vendor is using a hub design.  This means the EMR vendor (NetSmart) connects all of its clients to the EMR vendor hub and then connects that hub to KHIE.  The vendor has completed the hub connection to KHIE.  By choosing this technical architecture the vendor completed much of the connectivity when the Pennyroyal connection to KHIE was completed because that connection included the hub connection.  That work will not have to be repeated.   Currently, Pathways is completing an internal NetSmart upgrade.    Pathways has a different version of the NetSmart software.  Because of this difference once the connection with KHIE is completed, Pathways will immediately be able to send the Pathways CCD to KHIE.  Additional development will be needed to receive the KHIE CCD from KHIE.  NetSmart, the EMR vendor has scheduled the delivery of the KHIE CCD to Pathways for the first quarter of 2013.  When this work is completed, NetSmart will begin the delivery of the KHIE CCD to Pathways process.  This connectivity to Pathways is a priority because the integration model being pursued for Pathways includes the delivery of lab results from the medical trading partners of Pathways via KHIE.  This delivery will be accomplished by delivery of the KHIE CCD. 

Next steps for Pathways:

Delivery of the KHIE CCD

Scheduled for first quarter 2012

Training of Pathways staff 

GOEHI staff will train Pathways staff in the use of CCD information, the KHIE and the consent form process.

Comprehend, Inc.


Comprehend also uses the NetSmart EMR and will connect with the hub.  Comprehend is in the intake process; however the Comprehend process also depends upon the connection to a FQHC, Primary Plus.  Comprehend and Primary Plus have partnered to integrate by referring common patients to each other or patients needing services to each other and providing services in their respective areas by sharing patients.  The weakness in their integration system was the inability to share their records.  The connection with KHIE will be the patient information link that allows their respective providers to share patient information. The contracting with KHIE to Comprehend and Primary Plus is completed.  Primary Plus has a live connection with KHIE.  Work with Comprehend and KHIE is awaiting the completion of Pathway’s EMR connectivity with NetSmart.
Kentucky River


 Kentucky River is in the KHIE intake process.  Connectivity to KHIE will allow Kentucky River to share and receive the records of their patients from and to the primary care providers in the Kentucky River medical trading area.  Kentucky River provided the KHIE outreach coordinator and outreach staff with a list of primary care providers that they refer to.   KHIE outreach coordinators are contacting these providers to connect the providers to KHIE.  Work with Kentucky River is awaiting the completion of Pathway’s connectivity and EMR vendor availability.

Barriers encountered 


Appalachian Regional Hospital contracts with the Commonwealth of Kentucky to provide behavioral health services and is also believed to provide alcohol and substance abuse services.  This major hospital system is providing records to KHIE.  When the hospital was onboarding into the system there was not a consent form for behavioral health patients.  All of the behavioral health patients’ records are filtered from KHIE by patient type and location using the National Provider Identifier (NPI).  Once the consent form and policies for using it are finalized ARH will be offered use of the form and training.  

The redisclosure language of 42 CFR Part 2.32 must accompany any record subject to 42 CFR Part 2.  The Kentucky CCD technology workgroup has studied the KHIE CCD for the appropriate location of this language.  Possible alternatives have been to link the NPI number of the providers subject to 42 CFR Part 2 and add the language to any CCD that generates for any patient from these NPI locations.  However, the weakness of this option is that the CCD will not directly identify the specific information.  It is recognized this is not different from the paper record in that the each section of the paper record is not labeled as being specifically subject to 42 CFR Part 2. 

c. Activities/Plans to eliminate barriers 


The amendment of KRS 210.235 is introduced in the 2013 legislative session.  This will be the third introduction by GOEHI.

Technical development activities are continuing with the KHIE HIE vendor to add the 42 CFR Part 2 language in an appropriate manner to the KHIE CCD.  Additional conversations are being held with NetSmart exploring the vendor’s solution to the appropriate location of the nondisclosure language.

4. Progress towards BH Provider exchange using NwHIN DIRECT (not required but many HIEs are also providing this capability for providers)

a. How many signed up now

b. How many in process of on boarding

c. Barriers encountered

d. Activities/Plan to eliminate barriers

5. Policy and Regulatory Issues

a. Data Standards

b. Legal and Regulatory Barriers 


The consent form developed by the CIHS work group was provided to and considered by the Kentucky consent workgroup.  The national form was modified for use in Kentucky.
  The following modifications made to the form:

    Disclosure All information available about the patient must be disclosed because KHIE does not have the ability to support any granularity of choice.


    From Whom All programs in which the patient has been enrolled as an alcohol or drug abuse patient (if any) and as a mental health treatment patient (if any) that are affiliated with the Kentucky Health Information Exchange (KHIE), is the language included in the form.  This language was chosen to include all the providers participating in KHIE because KHIE does not have the ability to support any granularity of choice for a patient.  A patient signing the form will not be able to pick and choose among the Kentucky providers participating in KHIE.


To Whom:  I authorize any current and future health care provider/organization that are treating me or are involved in the coordination of my health care to access any and all of my health information through the Kentucky Health Information Exchange (KHIE).  This language was chosen because KHIE does not have the ability to support any granularity of choice for a patient choosing Kentucky providers receiving their information.  However the only providers querying for a patient’s information will be providers a patient has a treatment relationship with.  It is important to note if a patient has not chosen a provider to treat them a provider will not be querying the KHIE for information about the patient.


Amount and Kind of Information: The information described in this section is a description of the information contained in the CCD.  This language was chosen because KHIE does not have the ability to support any granularity of choice for a patient to choose parts of the CCD to be sent to KHIE.  


Purpose The definitions of HIPAA treatment, payment and operations were chosen because this is what is defined in the GOEHI participation agreement.  The participation agreement is the contract all providers agreeing to be part of KHIE sign.  This agreement governs a healthcare provider’s use of the KHIE.  


Effective Date The effective date of six months is chosen for KHIE because this insures a patient has seen a current list of all possible providers that might receive their records, a requirement of 42 CFR Part 2.

Behavioral Health EHR Planning

c. Communication and Education to Providers and Consumers 


On June 13, 2012 GOEHI staff arranged for the Secretary of the Cabinet of Health and Family Services to visit the Pennyroyal Community Behavioral Health Center.  The purpose of the visit was for the Pennyroyal Center to share with the Secretary their work in behavioral health integration and the work with GOEHI in support of this sub award.  Additionally, GOEHI was able to explore the current abilities of the Pennyroyal EMR and discuss with Pennyroyal the management of consent and additions to the consent protocols already in use by Pennyroyal staff.
The GOEHI staff attorney and the executive director presented the work of this funding to the PAIMI council of the Office of Protection and Advocacy within the Cabinet of Health and Family Services.  This council is composed of all consumer advocates.  These individuals are consumers of behavioral health services and advocate for other consumers also.  

Voices for a Healthy Kentucky is a statewide consumer advocacy group consisting of providers and consumers.  This group sponsored a webinar of their membership for GOEHI’s presentation of the sub award work.  This presentation occurred on September 28, 2012.

The GOEHI staff attorney spoke at the Howard L. Bost Memorial Policy Forum on September 17, 2012.  This presentation displayed the work of GOEHI and the National Council sub award to primary care providers from throughout the state of Kentucky.  The emphasis of the Bost Forum for 2012 was the integration of behavioral health and primary care.

The GOEHI staff attorney spoke at the Primary Care Association on October 16, 2012 to provide information to primary care providers about the consent form and primary care behavioral health integration using the KHIE. 

The executive director of GOEHI spoke each month during the KHIE update call concerning the progress on connectivity and the status and availability of the consent form.  The KHIE update call is a monthly call to all Kentucky healthcare providers the KHIE outreach team has made contact with.  The attendance on these calls will vary from 50 attendees to 100 attendees per month.

The executive director of GOEHI spoke to the Kentucky Health Information Management Association Meeting on June 4, 2012 and the Kentucky Hospital Association Advisory Committee on July 26, 2012.  These groups were advised GOEHI received the funding for the behavioral health primary care integration project and were given updates on the progress KHIE was making both with the technology and with the consent form.

On August 15, 2012 the Kentucky REC/QIO and KHIE GOEHI held a Joint Training Session.  A portion of the session was devoted to information concerning this integration intuitive and the availability of the consent form for Kentucky providers. 

GOEHI has a staff of five outreach coordinators.  Since this funding KHIE coordinators added to their outreach efforts information about behavioral health   availability through KHIE.   This means each provider who is approached about becoming a member of KHIE is told part of the value of the exchange is that GOEHI is working toward making behavioral health information available through KHIE.  Additionally, these coordinators are updated monthly on the progress of this program and they include this information in their outreach to all providers they contact about KHIE. 


d. Policy development (type of policy, content of policy etc)


GOEHI has identified a policy that will be developed concerning the redisclosure requirement of 42 CFR Part 2.  This policy will be primarily directed to providers receiving records from behavioral health providers.  This policy will attempt to direct the providers according to the non-disclosure requirements of 42 CFR Part 2.32.


The second policy identified is behavioral health providers must use the consent form.  Providers may add information they need for their operations as long as they include the information included in the form.  A policy will be developed directing the use of the consent form developed by the consent form work team.  Parameters will be set for additions to the form.  No deletions will be allowed to the basic elements of the form


The third policy identified is behavioral health patients must renew their consent by using the consent form every 6 months.  A policy will be drafted that incorporates this requirement.

i. Progress towards policy development 

KHIE has a Privacy and Security committee that is part of the KHIE Coordinating Council.  KHIE submitted the consent form as modified for use in Kentucky and the consent explanation document to this committee.  The committee met on August 20, 2012 and considered both documents.  The Privacy and Security Community approved both the consent form and the consent explanation form.  Additionally, the committee discussed the work needed to draft a policy to require any provider using KHIE that is a 42 CFR 2 program to use the consent form and the consent explanation document.  Additionally, the committee discussed the necessity for informing providers of the requirements of nondisclosure according to 42 CFR Part 2.32.


The processes necessary to draft and adopt the needed policies are in place within the GOEHI organization.  Once the technical processes progress to the stage it does not appear they will have an effect on the policies, the policy process will be completed.

6. Legislative changes required to implement exchange (if any)

a. Describe changes and expected effect 


There are no legislative changes needed to implement KHIE, however GOEHI has pursued for the past two legislative sessions a revision to KRS 210.235.  GOEHI is using the state meetings and the interaction with community behavioral health to request assistance with this legislation also. The following is a summary of the bill that is being reintroduced in 2013.

HB 274 Summary

· As currently enacted, KRS 210.235 restricts the sharing of critical patient health information by state-owned or contracted mental health facilities. The affected facilities are:

· Eastern State

· Central State

· Western State

· Hazard Appalachian Regional Healthcare Psychiatric Unit

· Kentucky’s 14 Community Mental Health Centers

· HB 274 would amend KRS 210.235 to allow electronic exchange of patient medical records for the purposes of treatment, payment or operations as under the federal Health Insurance Portability and Accountability Act of 1996 (HIPAA).

· Today, behavioral health-related patient information is electronically exchanged between hospitals and primary care providers through the Kentucky Health Information Exchange (KHIE) but patient data from the state-owned or contracted mental health facilities is restricted from exchange by KRS 210.235.

· HB 274 would enable primary care providers, hospitals, emergency room personnel and behavioral health facilities to access a consolidated medical history, including the critical missing data from state mental health facilities. Patient safety will be enhanced through access to a more complete medication history, for example, allowing clinicians to make more informed clinical decisions at the point of care for these most vulnerable patients.

b. Progress towards implementing legislative changes 

GOEHI is using the state wide meetings to gather further support and visibility and reintroducing the legislation in 2013
7. Infrastructure Development Required by HIE

a. Type or nature of infrastructure development needed

b. Progress towards development

i. Viewing and bi-directional exchange (if applicable)


The goal for GOEHI and the behavioral health provider was for KHIE to connect the provider to KHIE so that the provider could send and receive the continuity of care document (CCD).  To accomplish this goal the pilot provider selected was Pennyroyal.  The vendor NetSmart had to provide a security certificate for Pennyroyal and then the vendor completed the coding required to build the Pennyroyal client.  This coded client could then be connected to KHIE.  By October 25, 2012 the Pennyroyal system was able to query the KHIE for a Medicaid patient and receive the KHIE Medicaid CCD associated with that patient.  This CCD contains all Medicaid claims information and all lab results from all the KHIE participants that are live on the exchange at the time the query is made.  Currently KHIE and the EMR vendor NetSmart are working on the MDM CCD.  The current CCD from Pennyroyal being sent to KHIE is not displaying the patient’s medications.  Development work is being done to discover the source of this deficiency.  


Additionally the non-disclosure language of 42 CFR Part 2.32 is not part of the current CCD.    GOEHI is currently working with the Pennyroyal vendor NetSmart (NetSmart is the vendor for all four of the community behavioral health centers with Participation Agreements with GOEHI) to address the final issue concerning the exchange of the CCD.  GOEHI will have to add additional language to the CCD for records containing information subject to 42 CFR Part 2.  GOEHI has identified where the language required by 42 CFR Part 2.32 can be placed within the KHIE CCD.  However NetSmart is also working toward a more satisfactory solution that may possibility only tag the individual record not the complete patient CCD.  Additional development is underway though the KHIE HIE vendor, GOEHI technical staff and the participant’s vendor to address this issue.
ii. Timeframe for infrastructure development

Placement of the nondisclosure language will be determined by the end of the first quarter of 2013.

8. Pilot site(s) selection (if applicable)

a. Criteria Pilots must have currently adopted an electronic medical record
b. Status of Pilot site(s) participation Pennyroyal-connected
 Pathways-started technical on-boarding process

Comprehend-contracting complete

Kentucky River-contracting complete
c. Plans for including providers beyond the Pilot sites

GOEHI developed a Power Point presentation for the eHealth Summit to address requirements for connecting to KHIE by behavioral health providers.

The CeCentral modules will continue to educate both primary care providers and behavioral health providers about the availably of connectivity with KHIE.

The training manual for KHIE is available for use by both behavioral health and primary care providers.

9. Coordination with national and state partners


July 24, 2012 the GOEHI staff attorney represented GOEHI at the Behavioral Health IT Roundtable.  This roundtable was comprised of private and public-sector stakeholders convened to focus on the role of health IT in integrating behavioral health and primacy care. 



August 7, 2012 the GOEHI staff attorney represented GOEHI at a behavioral health forms meeting conducted by SAMHSA and ONC to address current issues related to the management of patient consent for sharing behavioral health information with HIEs.  This meeting was a small group of stakeholders convened to better define the issues and the policy and technology obstacles that need to be overcome to promote the inclusion of behavioral health data in state HIEs.


This meeting was preceded by two telephone conferences hosted by SAMHSA attended by the GOEHI staff attorney.  These calls served as planning calls and information gathering sessions in advance of the meeting held on August 7, 2012.


October 9, 2012 the GOEHI staff attorney and executive director presented the progress of KHIE during a meeting of the multi-state coordination and communication call for the Midwest Health Information Technology coordinators.  GOEHI offered the resources developed during this funding to any other HIE that might be interested in developing a similar program for operation in their HIE.


November 28, 2012 the GOEHI staff attorney spoke during the NeHC Technology Crossroads Conference held in Washington DC.  The presentation reported the progress KHIE had made in meeting the grant deliverables.

10. Barriers/Obstacles to behavioral health provider and physical health provider data sharing in the HIE (as of the date of the report and this may change from month to month)

a. Technology Issues 

GOEHI addressed the 42 CFR 2 requirements that the patient must know every provider who receives their medical record.  Within the KHIE onboarding process the first step of the process is the healthcare provider signs the GOEHI Participation Agreement.  From the time this agreement is executed until the provider is live on the KHIE approximately 3 to 4 months may lapse.  Thus if the provider is added the GOEHI Signed Participation List then the provider can be made known to any patient signing a consent form before the provider will have access to the KHIE.  The process will require that the patient be given a listing of all of the providers that have signed the participation agreements but the list will begin with the providers in their region and the Kentucky’s major trauma centers.  The consent will be valid for only six months.  With the number of providers in the queue waiting to go live the lag time is greater than six months.  This information will also be disclosed to the patient.  The latency in taking providers to live status will insure no patient record will be provided to a provider that the patient is unaware of at the time the patient signs the consent form.  This is a temporary measure that will enable KHIE to meet the requirements of the regulation until either the regulation is amended to address the needs of electronic delivery of medical records or until such time as the technology develops the capacity to address the requirements of the current regulation.

b. Operational Issues for the HIE

c. Operational Issues for the providers 


GOEHI has reviewed the consent requirement with Pennyroyal as completely as we are currently able to and the Pennyroyal staff did not appear to believe the form would cause disruption to the center workflow.

Additionally GOEHI has conducted a site visit with the staff of Pathways and extensively reviewed the consent requirements.  Pathways staff were confident the consent form could be substituted for the current Pathways form and implemented.  GOEHI and Pathways staff agreed there was no issue with Pathways presenting the consent language in a Pathways labeled format and that additional language could be added as long as none of the required language currently in the form was deleted and any added language was presented to the staff attorney for GOEHI for review before it was incorporated.  Pathways and Pennyroyal appear to be excellent pilots for these issues because Pennyroyal is an electronic consent environment while Pathways is paper bases for consent.

d. Cost constraints

i. Plans to resolve barriers/obstacles

ii. Timeframes for resolution

e. What needs to change at the state or federal level to eliminate barriers


If would greatly aid the operation of current electronic transfer of a patient’s medical records if the language of 42 CFR Part 2 could recognize a patient’s records will not be queried in a health information exchange unless the patient knows and has selected the provider for treatment.  When the patient signs the health information exchange consent form they are only agreeing to the method of delivery of the medical record.  The patient is agreeing that health information exchange may be used as the method for their records to be delivered to their treating provider. 

11. HIE Tool Kit/ Education package development for providers identified

a. Contents of Tool Kit/Education Package

i. Recommended state Consent form

Recommended state consent form is completed.

ii. Workflow for joining/onboarding to the HIE   

GOEHI developed this workflow before the sub award and the process did not have to be modified for behavioral health providers.  GOEHI has found behavioral health providers do benefit from a site visit because the consent process needs to be studied by GOEHI staff.

iii. Provider Agreement with HIE 

GOEHI developed before the sub award, QSOA developed, MOU developed.  All behavioral health providers joining KHIE will sign the Participation Agreement and the QSOA.

b. Progress towards Tool Kit/Education Package development 


The state consent form and consent explanation are completed.    The workgroup that developed the forms scheduled meetings with the KHIE Privacy and Security committee and the committee reviewed and approved both forms.  
c. Include tool kits/educational material as they are developed 

Both of these forms are included in the consent manual.
12. Lesson Learned/”Recommended Practices”

a. One step or two step consent process (explain what will be used and why)

b. State recommended Consent Form

i. “All of Nothing”

1. For Sharing data with all providers in the HIE 


Consent form requires all data must be shared with all providers in KHIE.  However it is important to remember the GOEHI participation agreement requires that only providers with a treatment relationship query for records of a patient. 

For data elements passed in the CCD 


The patient will also have to consent for all elements of the CCD to be provided to the healthcare providers.  KHIE does not have the technological capacity to parse the CCD and present only certain chosen elements of the CCD to providers.  For this reason a description of the CCD will be provided for the patient consent form and instructions about the CCD will be provided in the educational materials.  However if the patient does not agree for all CCD information to be shared the consent instructions will advise the patient to not consent.
ii. Purpose of Consent – identify what is doable in the state and why  

1. For Treatment and Care Coordination ONLY 

2. Payment (allowed or not allowed)

3. Operations (allowed or not allowed)


All three elements are allowed in Kentucky and are provided for by the GOEHI Participation Agreement

iii. Hard “Expiration Date” vs. “Event”A

1. Discuss problems with tracking an “Event” e.g. “until the time of my death” in the HIE 


KHIE lacks the technology to track an event so the patient will date the form and the consent will be effective until six months from the date.  The effective date of the form is determined by the ability of the technology to support the choice.  The EMR of the provider’s vendor can track the effective date of the form.  If the date has expired then the EMR treats the patient’s record as if the patient has not signed a consent form.  If the EMR receives a request for a record then no response is made until such time as the patient signs a new consent form.
c. Provider Agreements 


Behavioral health providers signed the same participant agreement as other providers sign.  An extra exhibit was added to include the Qualified Service Organization Agreement for GOEHI.

d. Other

13. Final Statewide meetings held

The second Kentucky state wide meeting was conducted by GOEHI on September 18, 2012 in Lexington, Kentucky as part of the annual GOEHI eHealth Summit.  From the extract of the attendance GOEHI has been able to identify one-hundred and fifty two stakeholders that attended the meeting on behalf of primary care, behavioral health and consumer advocates.  During the afternoon of the meeting GOEHI staff conducted a meeting providing information specifically about the sub-award opportunity for behavioral health.  Two additional community behavioral health centers and their primary care partners are developing a program of integration using KHIE based upon the information and outreach they received during the Summit.

a. Outcome of meetings

i. # and Type of Attendees

The extract of attendance is attached

ii. Issues discussed/agenda

The agenda for the eHealth summit and the materials provided for the summit are available at www.KHIE.ky.gov  

iii. Feedback received

iv. Review of “best practices” identified in the state

v. Workflow Issues addressed

vi. Behavioral health provider capacity to exchange data

1. Specific criteria required to participate

The Power Point presentation shared with the attendees is attached at footnote 16

vii. Identification of tools or tool kits for development

Web site development

Consent training manual

CeCental modules


GOEHI has identified policies that will be developed concerning the redisclosure requirement of 42 CFR Part 2

Behavioral health must use the consent form

Behavioral health providers must renew consent every 6 months

viii. Other Issues

b. Next Steps or future direction for behavioral health integration in the state


The Cabinet for Health and Family Services (CHFS) formed a workgroup within the Cabinet to study the needs of integration and the support to be provided by the Cabinet.  GOEHI is tasked with supporting the efforts of this group.  


GOEHI made the work of Maine available to the CHFS Department of Development Disabilities to support their efforts in developing an RFP for a new electronic mental record for a under construction mental hospital in the Commonwealth.  The specific work is the information concerning the adoption of behavioral health electronic medical records and work flow.


GOEHI will continue to support behavioral health with the services of KHIE.  

 GOEHI plans to make the Direct services a use case for behavioral health once Direct is available through KHIE.

14. Dissemination Activities/Plans/Accomplishments

a. Inter-State


October 9, 2012 the GOEHI staff attorney and executive director presented the progress of KHIE during a meeting of the multi state coordination and communication call for the Midwest Health Information Technology coordinators.   


November 28, 2012 the GOEHI staff attorney spoke during the NeHC Technology Crossroads Conference held in Washington DC.  The presentation reported the progress KHIE had made in meeting the grant deliverables.

b. Intra-State


August 15, 2012 the Kentucky REC/QIO and KHIE GOEHI held a Joint Training Session.  A portion of the session was devoted to information concerning this integration intuitive and the availability of the consent form for Kentucky providers.  


c. National Meetings


November 28, 2012 the GOEHI staff attorney spoke during the NeHC Technology Crossroads Conference held in Washington DC on the topic “Health Information Exchange and Behavioral Health”.  The presentation shared Kentucky’s experiences and lessons learned as a participant in this project.

Reference Documentation

2012 Kentucky eHealth Stakeholders' Training manual table of contents



HYPERLINK "IL_KY_MA_OK_RI_Final%20Report/5%20things%20to%20know%20about%20CCD.mht"

5 things to know about CCD



HYPERLINK "IL_KY_MA_OK_RI_Final%20Report/Behavioral%20health%20agenda%20eHealth%20Summit%2009-18-2012AGENDA.docx"

AGENDA: 2012 Kentucky eHealth Summit Working Together for a Healthier Kentucky



HYPERLINK "IL_KY_MA_OK_RI_Final%20Report/Agenda%20for%20HIE%20Mtg%20Nov%2016%202012.pdf"

Agenda: CIHS HIE Meeting November 16, 2012
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All consumer focus groups for GOEHI SDE-HIE project


Behavioral Health Primary Care Integration Using the Kentucky Health Information Exchange
Consent Explanation Health Information Exchange Services Behavioral Health



HYPERLINK "IL_KY_MA_OK_RI_Final%20Report/Copy%20of%20Copy%20of%20Kick%20Off%20Meeting%20Attendees%20List%2003142012%20final%20Updated_xlsx.mht"

Copy of Kick Off Meeting Attendees List



HYPERLINK "IL_KY_MA_OK_RI_Final%20Report/Comprehend%20QSRO%20Comprehend%2012-13-2012.docx"

Exhibit D: Qualified Service Organization Agreement between Governor’s Office Of Electronic Health Information And Comprehend, Inc.


GOEHI 09-18-2012


Governor’s Office of Electronic Health Information (GOEHI); The National Council for Community Behavioral Healthcare: KY PCA
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Governor’s Office of Electronic Health Information; The National Council for Community Behavioral Healthcare: Voices
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HIE-SDE Awardee eHealth Summit



HYPERLINK "IL_KY_MA_OK_RI_Final%20Report/Kentucky%20Progress%20on%20SAMHSA%20Grant%2011-14-12.pptx"

HIE-SDE Sub Award Kentucky Progress



HYPERLINK "IL_KY_MA_OK_RI_Final%20Report/Kentucky%20Progress%20NeHC%2011-28-2012.pptx"

HIE-SDE Sub Award Kentucky Progress NeHC Health Information Exchange Learning Network Symposium


HIE-SDE Supplement The National Council for Community Behavioral Healthcare: October 9, 2012


Kentucky eHealth Summit: Michael R. Lardiere, LCSW; KY HIE SDE


Kentucky Governor’s Office OF Electronic Health Information: HIE-SDE Sub Awardee
Kentucky Health Information Exchange Behavioral Health National Council HIE SDE Sub Awardee
KHIE On-Boarding Key Processes; Update 04-04-2012
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KHIE On-Boarding Web Services Checklist


KY 42 CFR Part 2: Patient Consent and Authorization Form for Disclosure of Certain 
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Netsmart Behavioral Health Continuity of Care Document
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Overview of National Initiatives: Michael R. Lardiere, LCSW



HYPERLINK "IL_KY_MA_OK_RI_Final%20Report/Patient%20Summary.mht"

Patient Summary: January 18, 2013


Pathways, Inc. PA


Pennyroyal Center MOU
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SAMHSA Grant Kickoff Meeting

Update on CIHS HIT Supplement; Kentucky eHealth Summit: Michael R. Lardiere, LCSW



HYPERLINK "IL_KY_MA_OK_RI_Final%20Report/Patient%20Summary.mht"

VHR CCD Screen Print: Benny Moeller


WEBINAR: Electronic Exchange of Health Information for Behavioral Health Patients
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Acronyms
There are many terms and acronyms used throughout this document. To help the reader, a table representing some of the acronyms used is presented below.

	ABBR.
	DESCRIPTION AND URL

	42CFR
	Code of Federal Regulations, Title 42, Public Health, http://www.ecfr.gov/cgi-­‐ bin/text-­‐idx?c=ecfr&tpl=/ecfrbrowse/Title42/42tab_02.tpl, http://www.gpo.gov/fdsys/pkg/CFR-­‐2002-­‐title42-­‐vol1/pdf/CFR-­‐2002-­‐title42-­‐vol1.pdf

	ACC
	Accountable Care Communities

	ACO
	Accountable  Care  Organizations,  https://www.cms.gov/Medicare/Medicare-­‐Fee-­‐for-­‐ Service-­‐Payment/ACO/index.html?redirect=/ACO/

	ARRA
	American Recovery and Reinvestment Act

	BAA
	Business Associate Agreement

	Bangor Beacon Project
	Bangor Beacon Project -­‐  a federally funded grant program that provides communities with funding to build and strengthen their health information technology (health IT) infrastructure and exchange capabilities.

	CCD
	Continuity of Care Document -­‐  a standard intended to specify the encoding, structure and semantics of a patient summary clinical document for exchange.

	CIHS
	The Center for Integrated Health Solutions

	DIRECT
	The Direct Project specifies a simple, secure, scalable, standards-­‐based email for participants to send authenticated, encrypted health information directly to known, trusted recipients over the Internet.

	EHR
	Electronic Health Record

	FQHC
	Federally Qualified Health Center

	HIE
	Health Information Exchange

	HIN
	HealthInfoNet

	HIPAA
	Health Insurance Portability and Accountability Act.

	HIT
	Health Information Technology

	HITSC
	Health Info Technology Steering Committee

	HIV
	Human Immunodeficiency Virus

	HL7
	Health Level 7

	HRSA
	Health Resources and Services Administration

	LD 1331
	An Act To Increase Health Care Quality through the Promotion of Health Information Exchange and the Protection of Patient Privacy


	ABBR.
	DESCRIPTION AND URL

	LWG
	Legal Work Group

	MaineCare
	The State of Maine’s Medicaid program

	MeHAF
	Maine Health Access Foundation

	National Council
	National Council for Community Behavioral Healthcare

	NLC
	National Learning Consortium

	ONC
	The Office of the National Coordinator for Health Information Technology

	OSC
	The Office of the State Coordinator for Health Information Technology

	PCMH
	Patient Centered Medical Home

	PHI
	Protected Health Information

	QC
	Maine Quality Counts (QC) -­‐ a regional health care collaborative committed to improving health and health care for the people of Maine.

	REC
	Regional Extension Center

	SMI
	Serious mental illness

	SureScripts
	Nationwide Health Information Service Provider (HISP)

	VA
	Veterans  Administration


Executive Summary
The integration of behavioral health and substance abuse information into electronic health records is critical in order to increase health care safety, quality, access and efficiency. Since 2004 Maine has been working on a number of initiatives to coordinate clinical information systems within the mental health and substance abuse provider community. With the emergence of new health care payment reform efforts such as value-­‐based purchasing and accountable care organizations, health care information technology (HIT) facilitated care coordination has taken on new priority across the health care delivery system and behavioral health is at the forefront. Central to this strategy has been a longstanding   priority in Maine to support the collaborative engagement of providers from the behavioral and   physical health sector, and consumers, so that the use and deployment of HIT enhances care at the patient and provider level. This project – funded through a contract with the National Council for Community Behavioral Healthcare – provided support for significant changes in Maine’s HIT environment in order to make behavioral health and primary care integration the norm rather than the exception.

Three major collaborators were brought together to drive these efforts: HealthInfoNet, the statewide health information exchange (HIE) organization and Regional Extension Center, the Office of the State Coordinator for Health Information Technology, and the Hanley Center for Health Leadership. In addition, a broad group of behavioral health and primary care providers, additional provider groups,  and a wider range of representatives of the State mental health and substance abuse departments   were convened and voluntarily participated in a number of workgroups that met over the calendar year of 2012.

The project was organized according to three primary action areas:
Action Area 1: Advancing the implementation of recommendations and the next phase of the multi-­‐ stakeholder Behavioral Health Information Technology Hanley Strategic Action Taskforce facilitated by the Daniel Hanley Center for Health Leadership in 2011.

Action Area 2: Providing access to the operational statewide HIE for providers with and without EHRs.

Action Area 3:  Consumer-­‐driven communications to assure that consumers understand how their health data is being exchanged and why.

Outcomes
While efforts continue, this project had significant impact:

· Across Maine, 20 behavioral health organizations/agencies with the ability to access health information on their clients in the HIE and five who will have the ability to share protected mental health information through the HIE for improved delivery of care and coordination with other health care providers.

· Consumers and providers have the educational tools to support informed consent for consumers.

· Providers have an implementation toolkit to support EHR implementation and connection to the HIE.

· Recommendations were made for a common set of data elements to standardize communication between health care providers.

· Strategies were developed to integrate behavioral health providers into the new emerging payment reform models in Maine.

· A Centers for Medicare and Medicaid Innovation Grant was submitted that among other things proposed an incentive to assist behavioral health providers in EHR adoption and implementation.

Despite these results, providers still face ongoing barriers and challenges to sharing behavioral health information for care coordination purposes. The cost of implementing EHRs and purchasing the interfaces to connect to the HIE is still a considerable barrier for these providers. The cost not only includes the funds needed to buy the technology but also the time and resources required to educate staff that historically has a large knowledge gap around health care technology.

A majority of behavioral health organizations in Maine treat patients for both mental health and substance abuse issues. The issue of different standards for treating Mental health information and substance abuse information under State and Federal law require complex processes of separating mental health from substance abuse information to support HIE efforts. And the challenge of educating patients about the complexities around consent for both mental health and substance abuse also present ongoing challenges.

To address ongoing barriers and challenges, the stakeholders involved in the project made recommendations for next steps to support the ongoing integration of behavioral health providers into Maine HIT and HIE efforts. These recommendations include:
· Continued engagement of consumers on the value of information sharing.

· Continued support for providers to implement this new technology in their facilities, including developing policies and procedures for staff connecting to the HIE.

· Develop educational services for behavioral health providers around using the medical information available to them in the exchange to support better patient care.

· Behavioral health visit notes currently are not accepted into the HIE. Convene a workgroup to develop a standardized visit notes template for future inclusion of this information in the HIE.

· The continued discussion between behavioral health providers, consumers, legal experts and CIHS on the consent options for authorization for release of mental health and substance abuse information to the HIE.

· The continued engagement with key stakeholders in the development of incentives that help behavioral health providers acquire EHRs and other systems that will lead to greater electronic information-­‐sharing and improved coordination of care.

Introduction
Since 2004 Maine has moved forward on an ambitious plan to promote the adoption of electronic health records (EHR), establish one of the nation’s first operational statewide electronic health information exchanges (HIE), and bring an ever-­‐widening array of providers into the exchange to improve the coordination, integration and quality of patient care.

In 2010, then Governor John Baldacci, through Executive Order, recognized HealthInfoNet as the Statewide State-­‐Designated HIE Organization. HealthInfoNet manages a secure electronic system   where health care providers share patient health information including allergies, prescriptions, medical conditions, and lab and test results to better coordinate and improve patient care. The exchange includes data on all patients regardless of payment source – commercially insured, uninsured, publicly insured, and underinsured patients are all in the database. Participating providers submit data to the exchange on a real-­‐time basis, where it is housed in a statewide data repository organized by a master patient index linking patients across multiple health care settings. Identifying and linking the right patient is a challenging and essential component of the success of the exchange. Finally, HealthInfoNet standardizes the data across sites to guarantee that the statewide data means the same thing to all providers accessing the exchange and that the aggregated database can be analyzed across provider organizations and regions of the state.

Central to HealthInfoNet’s strategy has been a longstanding priority to support the collaborative engagement of providers from the behavioral and physical health sector, and consumers, so the use  and level of deployment of health information technology (HIT) enhances care at the patient and provider level.  This integrated vision has guided the development of HealthInfoNet, the statewide, stated-­‐designated HIE, since the early planning phase in 2004. HealthInfoNet has rapidly expanded, and today its secure database includes records for 80% of Maine’s 1.3 million residents. Efforts to expand provider participation in the HIE continues to gain momentum. The HITECH Act and the subsequent award of the Office of the National Coordinator for HIT (ONC) funded HIE Cooperative Agreement to   the State of Maine, the Regional Extension Center to HealthInfoNet, and the Beacon Community Grant to Eastern Maine Healthcare Systems have accelerated these activities.

In January of 2012, the National Council for Behavioral Health Center for Integrated Health Solutions awarded a contract to HealthInfoNet as one of five State Designated Entities (SDEs) to lead the nation in developing effective ways for HIEs to improve the integration of behavioral health and general medical care using HIT. This report and the data presented within it, represents a summary of the one-­‐ year activities supported by CIHS and the next steps for the State of Maine to sustain the activities described.
Background
Since 2009 a series of highly focused initiatives have been launched to accelerate the integration of care for patients with behavioral health challenges in Maine. They include:

1. The development of a consortium of independent behavioral health agencies that has jointly designed and is implementing a shared EHR and innovative information-­‐sharing approach that will serve as a model for other Maine agencies;

2. The inclusion of a behavioral health information-­‐sharing strategy and implementation activities into the ONC funded Beacon Community project based in Bangor. This work is serving as a model for clinical integration efforts statewide and nationally;

3. The establishment of a behavioral health committee to guide the work of Maine Quality Counts, an independent regional quality improvement organization that is leading the development of the Patient Centered Medical Homes (PCMH), which in Maine have included a requirement for behavioral health integration;
4. The passage of legislation (LD-­‐1331) that clarifies how patient-­‐level behavioral health information can be shared;

5. An intensive stakeholder engagement process in 2011 that brought together a wide array of behavioral health agencies, state officials, behavioral health consumers, and HealthInfoNet to identify and address barriers to the adoption of EMRs within behavioral health provider agencies, and lay the groundwork for greater integration with physical health providers. Among other results, this process led to a first-­‐ever “snapshot” of EMR adoption in behavioral health agencies in Maine; and,

6. The Department of Health and Human Services MaineCare (Medicaid) program announced that it would pursue a new value-­‐based purchasing strategy that included leveraging and/or expanding current initiatives and federal opportunities towards the development of Health Homes. An explicit core competency is the capacity to provide integrated services between behavioral health and primary care with a focus he most difficult to treat individuals who have one or more chronic illnesses, including those who have serious mental illness (SMI).

HealthInfoNet, The Office of the State Coordinator for Health Information Technology, the Maine Office of Substance Abuse, and MaineCare (Medicaid) continue to work collaboratively with providers, government agencies, purchasers and consumers to promote clinical and data integration.  Several committees have been formed with public-­‐private involvement to develop state policy and implement projects incorporating behavioral health integration with technology.

Maine’s Existing Work to Integrate Behavioral Health and Primary Care
Promoting a health care system organized to deliver services that meet the health needs of underinsured and uninsured patients and families is a mission of the Maine Health Access Foundation (MeHAF). The central feature of the foundation’s work to promote patient-­‐centered care is integrating behavioral and physical health care. In 2006, the foundation conducted a “visioning process” where stakeholders representing providers, consumers, public and private insurers, business leaders, policy makers, researchers and advocates could define the core attributes and structural elements of what true integrated care would look like. Nearly 1,500 Maine people participated in structured focus group
discussions to share their perceptions and insights about integrated care. Their feedback and practical advice is summarized in the publication, Maine People Speak About Health Care Integration.1
The project’s final report served as the foundational document for a MeHAF ten-­‐year, $10 million Integration Initiative. The Integration Initiative combines multi-­‐year grant-­‐making, hands on technical assistance, in depth program support, consumer engagement, and policy development and research. Drawing on evidence-­‐based models, this multi-­‐faceted approach has enhanced direct client services and provided support to change the systems of care in 43 grant projects in over 100 sites and involving over 150 collaborative partners statewide.

MeHAF’s one-­‐year planning and three-­‐year implementation grants have supported the development and enhancement of integrated approaches to care delivery across a range of clinical services, systems transformation and policy approaches. Diverse grant sites include hospitals, community health centers, mental health agencies, nursing homes, school-­‐based health clinics, state government-­‐run clinics, peer-­‐ run mental health advocacy and support organizations, and four statewide organizations. A core element of the Integration Initiative is to bring behavioral health care to those seen in primary care practices, as well as providing preventive and primary care services to people who seek the majority of their care in community mental and behavioral health care settings. Among the priority populations are adults with chronic diseases, people with serious and persistent mental illness, teens, children with autism spectrum disorders, high-­‐risk infants, nursing home residents and people leaving jail.

While the Integration Initiative is built on a foundation of evidence-­‐based care models, rather than endorsing a single approach or model to integrated care, MeHAF encourages grantees to explore current and emerging approaches that best meet the health and recovery needs of their populations. The projects seek to achieve key elements of integration, including: (1) patients’ choice in the setting of care; (2) meaningful participation by patients and families in the development and delivery of services;

(3) treatment delivered by both physical and behavioral health providers who serve a common population and use common medical records; and (4) solution-­‐focused treatment for both physical and behavioral conditions that is cost-­‐effective and informed by evidence-­‐based and promising practice protocols. MeHAF also facilitates quarterly learning community meetings, where national and local speakers inform grantees of new research and evidence-­‐based practice, and has initiated an integration social networking community and resource center to provide virtual and tangible materials, research, and tools to grantees and others.

To determine the elements of integrated care that lead to successful integration and improved health outcomes, the foundation is engaged in evaluation of the initiative. As part of the baseline data, the University of Southern Maine was contracted by MeHAF to conduct the Maine Barriers to Integration Study2, an in-­‐depth examination of the structural, reimbursement, organizational practice, and professional cultural barriers to and opportunities for integration. This study identified difficulty in sharing patient information and records between behavioral and physical health providers as a significant barrier to integration. To strengthen the work of clinical integration, MeHAF has established a Statewide Integration Initiative Policy Committee to identify and guide policy activities and strategies that can leverage and sustain enhancements of integrated care implementation and sustainability. In
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1 For more information see: http://www.mehaf.org/media/docs/resources/grassroots-­‐feedback-­‐2007.pdf 2  Gale, J. D., & Lambert, D. (2008). Maine Barriers to Integration Study. Prepared for The Maine Health Access Foundation Contract no. 2007CON-­‐0010

2010, the committee refined the definition of critical elements of integrated behavioral health and primary care in Maine and drafted a detailed work plan to advocate for policies that support integrated care. One of the elements in the definition is “HIT, which integrates behavioral health and primary care records and includes patients’ access to their own health information.” MeHAF is developing additional materials and training related to reimbursements for integrated care across varied settings. In 2011, MeHAF began the Integrated Care Training Academy, which provides technical assistance to organizations seeking to integrate care, including support for efforts to share health information between primary care and behavioral health.
The development of the statewide behavioral health HIT stakeholder process is another key part of the Integration Initiative. True care integration and coordination cannot occur unless relevant clinical information can be successfully shared in a secure manner across behavioral health and physical health sectors. MeHAF provided support to the Daniel Hanley Center for Health Leadership to convene the statewide behavioral health HIT stakeholder engagement process to determine how this key sector could more forward collaboratively to intersect with Maine’s HIE, HealthInfoNet. As a result of this groundwork, care integration across these sectors is becoming the norm, rather than the exception.

2011 Intensive Stakeholder Engagement Process on Behavioral Health and HIT
Integration of primary care and behavioral health data is a goal of HealthInfoNet and the Office of the State Coordinator as articulated in the ONC approved Statewide Health Information Exchange Strategic and Operational Plan3. In 2011, the Hanley Center catalyzed a collaborative process for aligning and accelerating mental health and substance abuse clinical information sharing. A one-­‐day forum in March brought together over 120 mental health and substance abuse leaders from throughout Maine, including Executive Directors, CEOs, Clinical Directors, Privacy and Compliance Officers, IT Directors of health provider organizations, the Office of the State Coordinator for Health Information Technology, HealthInfoNet, leaders from state agencies, consumers and consumer representatives, statewide professional organizations, and the legal community. Participants identified key next steps needed to accelerate clinical information sharing, how to involve consumers and other key stakeholders, and  other sectors that needed to be involved in the work.

Following this forum, a smaller group of over 50 committed leaders formed the Hanley Strategic Action Taskforce and worked over the rest of the year, collectively and in four different Workgroups (Consumer, Barriers-­‐Incentives, Integration, and Staff Education). The Hanley Strategic Action Taskforce work culminated in a statewide Forum where participants presented and refined next steps towards implementation of the following recommendations to advance behavioral health integration with other health care providers.

Recommendations:
1. Plan for Accountable Care. Examine and document how clinical information sharing between mental health and substance abuse treatment providers and primary care and other health care providers promotes integration and reduces costs.
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(2012). Statewide Health Inforamtion Excahnge Strategic and Operational Plan. See: http://www.maine.gov/hit/
2. Align laws and regulations with effective integrated care. Share latest developments in state law and interpretations of federal regulations on health care confidentiality with attorneys advising health care providers. Support efforts to revise state regulations to allow clinical information sharing for patient care purposes.

3. Maximize consumer participation and awareness. Increase consumer access to their records.

Gather more consumer feedback to develop educational materials that will better enable informed decision making about sharing records. Focus on strategies to reduce stigma within health care settings especially in the emergency room.

4. Focus and simplify data sharing. Collect minimum data sets in a uniform manner by identifying elements for inclusion in the Continuity of Care Document. Provide educational tools and technical support to health care providers to enable consistent data collection and sharing methods.

5. Encourage cultural change in provider organizations. Support education and tools for primary care providers to act as a resource for consumers deciding about sharing. Support staff success in using HIT with tools and training. Work with providers of health care education to build HIT competencies into foundational curricula.

6. Significantly increase funding and incentives. Support efforts to extend ‘meaningful use’ incentives to behavioral health providers. Support efforts at the state level to fund / provide incentives for EHR adoption among behavioral health providers. Survey small behavioral health providers to learn more about what incentives would be effective to encourage EHR adoption.

7. Develop tools and encourage use of best practices. Support information sharing about: (a) successful collaborations among providers to implement EHR; (b) lessons learned; and (c) open source EHR products being developed. Develop a toolkit and training workshop to assist providers in jointly acquiring and implementing systems.

The stakeholder taskforce group process worked well in 2011 and served as a model for the convening activities in 2012. As the recipient of the NCIHS contract, HealthInfoNet, in collaboration with the Office of the State Coordinator and the Daniel Hanley Center for Health Leadership, reconvened the statewide behavioral health HIT stakeholder group to advance the project goals. The full report and recommendations that resulted from the work in 2011, served as the foundation for the work of this NCIHS funded project over calendar year 2012.4
The Role of HealthInfoNet as Maine’s Designated Statewide HIE
Incorporated in 2006 as an independent statewide non-­‐profit organization, HealthInfoNet is one of the leading HIE organizations in the country. It is governed by a community-­‐based board of directors and several committees comprised of Maine people serving on behalf of doctors, hospitals, public health, state government and patients. With strong support and participation from the leading health care stakeholders in Maine, HealthInfoNet has established a true public-­‐private partnership and achieved its goal to promote statewide data exchange and use. In 2010, then Governor John Baldacci, through Executive Order, recognized HealthInfoNet as the Statewide State-­‐Designated HIE Organization.
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Hanley Center for Health Leadership (2011). Statewide Recommendations for Accelerating Integration of Mental Health and Substance Abuse Information into Electronic Health Records for the Benefit of Patients. See: http://www.mehaf.org/media/docs/resources/2012/01/05/Behavioral_Health_IT_Integration_Report_-­‐_Draft_-­‐
_2011-­‐12-­‐12.pdf
The clinical data collected on each patient in the HIE provides a broad clinical data set to promote higher quality and more effective health care delivery. Use of the information in the exchange by providers promotes stronger coordination of care across all settings, reduces unnecessary and/or duplicative medical testing, lowers costs and provides greater quality care. HealthInfoNet also incorporates automated laboratory result reporting to the Maine Center for Disease Control (Maine’s public health authority) for 30 of the 72 diseases mandated for reporting by the State of Maine. Moreover, HealthInfoNet is able to leverage its reporting activities and a relationship with the statewide Immunization Registry (Immpact II) to support participating providers in meeting the public health requirements of the Centers for Medicare and Medicaid Services (CMS) Meaningful Use of HIT Incentive Program. These functions form the basis for an evolving public health information infrastructure that will inform population health and emergency planning efforts in Maine into the future.

As of the end of 2012, 32 hospitals, out of a total of 38 acute care hospitals representing eighty eight percent (88%) of the state’s inpatient and emergency room utilization, 325 (fifty-­‐eight percent (58%)) ambulatory practices and 5 Federally Qualified Health Centers (FQHCs) were participating in the clinical data exchange. Approximately 1.1 million patients (80% of all Mainers) have data in the exchange. By the end of 2013, HealthInfoNet will be connected to all Maine hospitals and by the end of 2014 HealthInfoNet aims to be connected to at least 80% of all ambulatory providers across the State.

Project Goals and Action Steps
Maine’s CHIS project represents three major collaborators: HealthInfoNet, the statewide HIE organization and Regional Extension Center, the Office of the State Coordinator for Health Information Technology, and the Hanley Center for Health Leadership. It also represents a wide range of private and public partners who over the project period have been and continue to be engaged in integrating behavioral health and primary care through the use of health information technology (HIT) and HIE.   This project continued the efforts of Maine’s health care stakeholders to make behavioral health and primary care integration the norm rather than the exception.
The project was organized according to three primary action areas:
· Action Area 1: Advancing the implementation of recommendations and the next phase of the multi-­‐stakeholder Behavioral Health Information Technology Hanley Strategic Action Taskforce facilitated by the Daniel Hanley Center for Health Leadership in 2011. To achieve this, we: (a) Developed concrete short, medium and long-­‐term tactics/actions to implement the goals and strategies; (b) Addressed and made recommendations on specific policy and data standards that go beyond those available today to facilitate behavioral health information exchange; (c) Identified linkages with the MaineCare (Medicaid) value-­‐based purchasing initiative and other state programs;  (d) Addressed and clarified federal policy issues (42CFR Part 2) that impact behavioral health data sharing, and; (e) Evaluated and made recommendations on shared services that can reduce administrative burden and improve integration. This includes both HIE and shared service EHRs.

· Action Area 2: Provide access to the operational statewide HIE for providers with and without EHRs. To achieve this, we: (a) Implemented the mental health consent model (LD 1331) passed into law in 2011, (b) Developed bi-­‐directional interfaces for five behavioral health organizations/partnerships; (c) Expanded the current CCR/CCD standard to assure all relevant data is available in the HIE; (d) Provided view only/download access to 20 behavioral health provider organizations without EHRs and to ancillary providers; (e) Implemented NwHIN Direct tools and have made them available to over 200 behavioral health providers, and; (f) Used the Maine Regional Extension Center Model to provide technical assistance to behavioral health providers needing specific HIT/HIE and workflow integration supports.

· Action Area 3: We developed consumer-­‐driven communications to assure that consumers understand how their health data is being exchanged and why. To achieve this, we: (a) developed, with consumer input, educational materials for primary care and behavioral health providers to use to inform consumers about their options in sharing clinical information through the HIE, and; (b) created educational materials and strategies for primary care providers, behavioral health providers and other staff regarding consumer options and methodology for shared decision-­‐making on clinical information sharing.

Maine CIHS Project Governance and Management
In 2012, after the award of the CIHS contract, the Behavioral Health Strategic Action Taskforce was reconstituted with broader participation from primary care and other provider groups, and a wider range of representatives of Maine State mental health and substance abuse departments. To advance the project goals, behavioral health and primary care providers were engaged in the overall Strategic Action Taskforce and its workgroups. The workgroups are the mechanism through which the work of the three action areas/deliverables was conducted and the project goals achieved.

The governance structure detailed in Figure 1 was established to align contract requirements with the recommendations that resulted from the work in 2011 and the workgroup activities, which are described in detail below.

The Contract Oversight Committee included participation by the executive leadership of key state and stakeholder organizations as required by the grant and was responsible for; the alignment of taskforce activities with State and Federal Government activities and contract-­‐level requirements, oversight and feedback on project planning and activities, direction and feedback on site selection for HIN HIE implementation at 25 sites. The members of this committee were active participants in the ongoing discussions around the overall project, its impact on behavioral health providers in the state, and plans for further integration.

The Behavioral Health Information Technology (IT) Stakeholder Advisory Committee consisted of selected statewide leaders in behavioral health and was responsible for overseeing and guiding the statewide  Taskforce.

The Behavioral Health IT Strategic Action Taskforce consisted of a broad statewide group of Maine behavioral health providers, consumers, state policy makers, advocates, funders, and others committed to working to achieve the goals of this project. The Taskforce was responsible for developing the overall convening objectives, creating the specific workgroups, and defining the tasks for those workgroups as well as participating in the workgroups.  See Appendix A for the Strategic Action Taskforce Objectives and Meeting Dates, and Appendix B for the Workgroups & Tasks.

Figure 1: Maine CIHS Project Governance and Management Structure
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Legal and Regulatory
Barriers Workgroup
Maine Behavioral Health Strategic Action Taskforce
The Strategic Action Taskforce developed convening objectives, created the specific workgroups, and defined the tasks for the workgroups. The five workgroups developed include the Behavioral Health  EHR Action Planning Workgroup, the Data Standards Workgroup, the Legal & Regulatory Barriers Workgroup, the Consumer and Provider Education Workgroup and the Health System and Payment Reform Workgroup. Each workgroup was assigned objectives from the list included in Figure 2 Strategic Action Taskforce Objectives. The work, outcomes and recommendations of the workgroups are described below by individual workgroup

Figure 2: Strategic Action Taskforce Objectives
	STRATEGIC ACTION TASKFORCE

	Objective 1: For behavioral health providers choosing to participate in the statewide HIE, provide the following key deliverables to enable the successful implementation.

	1a. Develop documentation and tools to help behavioral health providers understand the standards, tools, and processes that can be used to connect to the statewide health information exchange no matter what EHR tools are in place. (Behavioral Health EHR Action Planning Workgroup)

	1b. With primary care and behavioral health provider and consumer involvement, and building upon existing standards in use in Maine and nationally, review model data standards to facilitate effective behavioral health HIE (Behavioral HIT Standards Workgroup)

	1c. With consumer and provider involvement and building upon the tools in use by Maine’s HIE, develop consumer and provider educational materials to assist consumers in making informed decisions about behavioral health information sharing. (Consumer and Provider Education Workgroup)

	1d. With behavioral health providers, consumers, and legal experts in Maine, and the CIHS, make recommendations for consent options for authorization for the release of mental health and


	substance abuse information to the Maine HIE. (Legal and Regulatory Barriers Group)

	Objective 2: For behavioral health providers seeking to implement a ‘shared service’ EHR in partnership with other providers, develop an action plan for coordination and supports necessary. (Behavioral Health EHR Action Planning Workgroup)

	Objective 3: For all behavioral health and primary care providers and consumers, develop a stronger mutual understanding about Accountable Care Strategies, MaineCare value-­‐based purchasing, and other payment reform models and how these models and policies make electronic clinical information sharing for integration of behavioral health essential. (Health System and Payment Reform  Workgroup)


The Behavioral Health EHR Action Planning Workgroup
The Behavioral Health Electronic Health Record Action Planning Workgroup was organized to achieve the Taskforce Objectives 1a & 2:

· 1a. Develop documentation and tools to help behavioral health providers understand the standards, tools, and process that can be used to connect to the statewide HIE no matter what EHR tools are in place.

· 2. For behavioral health providers seeking to implement a ‘shared service’ EHR in partnership with other providers, develop an action plan for coordination and supports necessary.

The primary activity of this Workgroup was the creation of a toolkit with resources to help behavioral health providers implement EHRs. The National Learning Consortium (NLC), in partnership with the ONC, made available resources developed for medical practices and used by Regional Extension Centers since 2010.5  The Workgroup adapted these tools to create the Behavioral Health EHR Implementation  Toolkit.

The Toolkit follows the “Six Step Approach to EHR Implementation” provided by the NLC, with resources for each step:

1. Assess Your Practice Readiness

2. Plan Your Approach

3. Select or Upgrade to a Certified EHR

4. Conduct Training & Implement an EHR System

5. Achieve Meaningful Use

6. Continue Quality Improvement
In addition to EHR Implementation tools, the Toolkit includes sample workflow templates for using HealthInfoNet’s HIE for practices with and without an HER, a listing of EHRs currently used by Behavioral Health Providers in the State of Maine, and a sample workflow for using “Direct” for secure information  exchange6.

The Workgroup was also charged with conducting a broad survey of providers of behavioral health services to assess their current use of EHRs, perceived benefits and barriers, and interest in coordinating care through HIEs. This survey informed the development of the EHR Action Plan for
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For   more   information   see:   http://www.healthit.gov/providers-­‐professionals/about-­‐national-­‐learning-­‐consortium
6 Behavioral Health EHR Implementation Toolkit (2012) ADD REFERENCE
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behavioral health providers as well as necessary changes to the Behavioral Health EHR Implementation Toolkit. The survey, focused on HIT and HIE barriers and challenges, was deployed in July of 2012 to behavioral health and provider contacts throughout the state.

Survey responses were received from 129 providers of behavioral health services from across the state (approximately 10% response rate from emailing to broadly over-­‐inclusive list). A majority of the survey responses were from small providers without an EHR (60% of respondents did not have an EHR and almost 80% of those had less than 20 employees). See Appendix E for the Final Provider survey report. Further survey results are presented below.

Breakdown of survey respondents with an EHR:
· 13.4% Primary care and/or integrated primary care & behavioral health

· 18.1% Individual or small group provider of mental health or SA services
· 58% Behavioral health providers other than individual/small group

· 10.5% Miscellaneous others

EHRs in use by behavioral health providers:
· EHR software varied widely

· Vendors systems in use:

· 3 or more users:  Office Ally, Practice Fusion, NetSmart

· 2 users:  Centricity, Therap, and Askesis

How providers with an EHR communicated with other providers:
· 88% Report coordinating patient care with other providers

· 90% via Telephone
· 69% via Fax
· 61% via Mail
· 3% via HealthInfoNet (HIE)
Breakdown of survey respondents without an EHR:
· 8% Primary care and/or integrated primary care & behavioral health

· 46.1% Individual or small group provider of mental health or SA services

· 27.3% Behavioral health providers other than individual/small group

· 8.6% Miscellaneous others

Most Important Barriers to Implementation for non-­‐EHR users:
· Up-­‐front Costs
· Ongoing resources to maintain the system

· Privacy & Security Concerns

Least Important Barriers to Implementation for non-­‐EHR users:
· Patient Push-­‐back
· Fear of System Outage

· High Speed Secure Internet Access

How providers without an EHR communicated with other providers:
· 96% Report Coordinating Patient Care with other providers

· 96% via Telephone
· 66% via Fax
· 53% via Mail
Plans for Future Use of EHR for those currently without an EHR:
· Of the 54 respondents, 34 indicated they had no plans to implement an EHR, but would if they could secure needed resources

· Twenty of the respondents indicated they planned to implement an EHR within next 2 years

General Survey Conclusions:
· The majority of behavioral health providers currently coordinated care through traditional means.

· Both those with and without an EHR agreed that they would access client information through the HIE if it was available to them.

· The cost and ongoing maintenance was the most frequent identified barrier to implementing an EHR.

· There was a need for best practice and training resources for behavioral health agencies in the process of implementation and connection to the HIE.

The survey informed the development by HealthInfoNet over the contract period, of the technology to allow access to the HIE regardless of the level of HIT adoption as well as the Toolkit. The following recommendations were based on the results of the survey and the Workgroup’s experience creating the Toolkit.

· Focused educational resources should be made available to behavioral health providers, especially smaller providers, (similar to the resources available through Regional Extension Centers) to assist them in joining the broader health care community in implementing electronic  records.

· Efforts to capture lessons learned from mental health providers should be focused upon. Real life examples and best practices from mental health providers can be of great benefit to those who are at an earlier point in a transition to electronic information sharing.  These activities could focus on several different key activities, for example, (1) the process of decision making for moving to an electronic health record (EHR); (2) evaluating and selecting an EHR; (3) implementing an EHR; (4) communicating with other health care providers electronically through the HIE or secure email; etc.

The Behavioral HIT Data Standards Workgroup
The Data Standards Workgroup was organized to achieve the Taskforce Objective 1c: With primary care and behavioral health providers and consumer involvement, and building upon existing standards in   use in Maine and nationally, develop model data standards to facilitate effective behavioral HIE. Their charge was to further develop behavioral health data elements that should be added to/augment the current Continuity of Care Document (CCD) standard to facilitate HIE.

Action Steps
The Workgroup reviewed the data elements identified for HIE in 2011 and considered additional data elements that would add value for care coordination purposes amongst behavioral health and primary care/general medical providers. The following data elements were considered for inclusion in the Maine Data Elements Worksheet.

· Risk status for suicide/homicide
· Specialty of prescriber

· Allergies (note severity of reaction)
The Workgroup also discussed at length the question of including court orders/blue page/white page in the HIE and concluded that this was not feasible.

The Workgroup then compared the new data elements to those being developed at the national level for the Continuity of Care Document Standard (CCD) and matched the wording on the Maine Data Elements Worksheet with the new National Data Elements Worksheet document.

By the end of the project period the Workgroup had identified data elements that could be useful for clinicians when coordinating patient care between behavioral health and physical health providers and possible data elements for quality reporting. Appendix C contains the use cases identified for HIE in Maine.  The Workgroup presented the data elements they recommended for inclusion in Maine’s Data Elements Worksheet and the National CCD Standard at the final forum of the Strategic Action Taskforce on January 16. Appendix D provides the full Data Elements Worksheet.
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Figure 3: Data Elements recommended for inclusion in CCD
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The Consumer and Provider Education Workgroup
As discussed above, consumers have been involved in the HIE since its inception. In 2007 a board level Consumer Advisory Committee was established to advise and make recommendations on consumer communications, consent, project activities, data use etc. It is this early involvement of the consumer and consumer advocacy community that has led to the success of the HIE in the State of Maine, the current opt-­‐out consent processes for general medical information and opt-­‐in for mental health data.

Behavioral health consumers have been involved in the CIHS project through their involvement in the overall Taskforce and its workgroups, most particularly, the Consumer & Provider Education Workgroup.

The Consumer and Provider Education Workgroup was organized to achieve the Taskforce objective 1b. With consumer and provider involvement and building upon the tools in use by the Maine HIE, the workgroup developed consumer and provider educational materials to assist consumers in making informed decisions about behavioral health information sharing including:

· A comprehensive plan for educating the primary care and behavioral health provider communities regarding consumer options and methodology for shared decision making on behavioral health clinical information sharing.

· A comprehensive plan for consumer education about clinical information sharing particularly focused on behavioral health and the HIE.

· Education materials to inform consumers about their choices in sharing behavioral health data with the HIE (utilizing consumer focus groups and building upon tools in use by the Maine HIE).

· Materials to assist primary care and behavioral health providers in informing consumers about their options in sharing behavioral health data with the HIE.

The Workgroup conducted focus groups with consumers and providers of behavioral health services in which participants reviewed draft materials aimed at helping consumers make an informed decision about sharing their mental health information. Since all provider participants were from only one agency, the Workgroup distributed a survey to individuals representing both behavioral health and primary care providers. The conclusions from both were consistent. The Workgroup used the cumulative results of the focus groups and provider survey to develop and refine the consumer and provider educational materials and consent form for sharing behavioral health data.

A summary of the results from both the consumer and provider focus groups is below. The final report was presented at the final forum of the Strategic Action Taskforce on January 16, 2013.

Maine 2012 Consumer Focus Groups Summary of Results
Five focus groups were held in three Maine Counties with each focus group targeting a different population: adults accessing mental health services, veterans, seniors, young adults and persons with intellectual disabilities (and their guardians). Rurality and health insurance was considered when identifying  potential  participants.

In total, 43 people participated in the groups.  All participants resided in Maine and at least 60% of participants had received physical and mental health care within the past year. Please refer to Figure 4 for additional information about focus group participants.

Figure 4: Participants Demographics
	Participants
	43

	Target audience

	Seniors (65 years +)
	14.0%
	Veterans
	20.9%


	Adults (25 – 65 years)
53.5%
Persons with IDD
	2.3%

	Youth (-­‐ 25 years)
53.5%
Guardians of persons with IDD
16.3%

	Gender

	Male
46.5%
Female
	53.5%

	Visited a primary health care provider within the last…

	30 days
44.2%
6 months
	27.9%

	Year
9.3%
More than a year
	14%

	Can’t remember
4.7%

	Visited a mental health provider within the last…

	30 days
48.8%
6 months
	7.0%

	Year
4.7%
More than a year
	16.3%

	Can’t remember
9.3%
Never
	9.3%

	Pay for medical costs through…

	MaineCare
55.8%
Medicare
	18.6%

	Military, CHAMPUS or the VA
20.9%
Private health insurance
	16.3%

	Self-­‐pay
9.3%


Protocol for Focus Groups
The consumer focus groups participants were presented with a mock behavioral health treatment session. They were asked to pretend they were listening to a behavioral health provider or counselor and discussing the sharing of sensitive health information with a patient. The participants were then asked, if they were the patient, how would they be feeling and thinking? The summary below details the focus areas we were looking for feedback on and the emerging themes across all focus groups.

Focus areas
· Benefits of sharing information
· Common  Questions
· Common  Concerns
· Consent Process

Benefits of Sharing Information
· Acts as a surrogate patient voice. The electronic health record can talk for a patient when s/he cannot. This may happen when a person is in crisis or is unconscious.

· Increases the accuracy of records. The electronic health records “talk” the same language as the doctor, so medical terms and medications don’t get miscommunicated. With time (and age), it gets difficult for patients to remember all of the correct information.

· Decreases the patients’ burden of record keeping. HealthInfoNet would decrease the responsibility and burden on the patient to ensure all the doctors have the necessary information. Patients spend a lot of time on the phone and driving between doctors to get their health records.

· Decreases the need for patients to continuously repeat their story. Patients spend a lot of  time answering the same questions with different doctors. A shared system would alleviate the need to continuously ‘tell the same story.’

· Makes doctors and patients more accountable. HealthInfoNet will make both the doctor and patient more accountable.

· Helps increase doctor efficacy. Doctors make decisions based on the information they have, but doctors don’t know what they don’t know. Providing doctors with access to all patient records electronically, particularly medications and diagnosis, means that they can make the best treatment plan.
· Helps ensure patient safety. Without seeing a patient’s medication history, a doctor may prescribe a medication that counteracts with the patient’s current medication; or the doctor may prescribe something a patient has previously had a bad reaction to.

Common  Questions
· What is HealthInfoNet? Participants struggled to understand exactly what HealthInfoNet was conceptually, and asked for more information about how it was funded and the extent of government (state and federal) involvement

· Does HealthInfoNet reach outside Maine? Participants were not sure about the geographic boundaries of HealthInfoNet, both currently and in the future.

· Is provider participation required? Participants were interested in understanding why some providers were participating in HealthInfoNet and some were not. They assumed the reason for non-­‐participation was cost related, and were concerned about how this would affect patients who wanted their records in the system. Of particular concern was whether the VA was participating in HealthInfoNet. This was seen as critical to veterans who, while the VA was their medical home, often received emergency care outside the VA and needed a way to share information across providers.

· What is the plan for a security breach? The security of HealthInfoNet was a concern to participants as they had their own experiences and fears about losing data, hackers, and identity theft. Participants were most concerned about identity theft because the system stored their social security number.

· Why is substance abuse not included? In general, participants were puzzled about substance abuse not being included. They felt that mental health and substance abuse go hand-­‐in-­‐hand and questioned why it was excluded from the records.

· Why would a provider want to see my information? While most participants saw the benefit of primary care or emergency providers accessing your mental health diagnosis and medications, they questioned the need for specialized providers accessing these records. Examples included mental health providers accessing medical records and specialists accessing mental health records.

· What information is included? Participants thought it was important for them to know what information was in the system so that they could provide doctors with additional information.

· Who gets to see my information? There were concerns about records being available to insurance companies, legal professionals in medical error cases, medical students, and healthcare administrative staff.

Common  Concerns
· The patient loses control of information. Some participants, particularly young adults, felt they may lose control by giving consent. The view by these participants is that right now a patient holds most of the information and is able to decide which information to tell a provider. By giving consent, they may forego the control and have to rely on the accuracy of the provider records.

· Access is all or nothing. Some participants were concerned that their consent would mean all their records were available to everyone. Participants suggested that there should be different levels of access among providers.

· Mental health stigma and discrimination. Some participants in the focus groups alluded to stigma and discrimination. They felt that patients may be treated differently by what is in their records, especially if it was something they were ashamed of.

Consent for Opting In Mental Health Information / Opting Out of the HIE
· Simply state the options and consequences. Participants understood that there were four choices to opt-­‐in their information. For a description of the choices refer to Figure 6 Consumer Choices for sharing information.
· Define terms and give examples. Participants asked what constitutes an emergency, who decides if the situation was an emergency, and if the patient is told if his/her information was accessed. They suggested that examples and guidelines may help increase their understanding of the process e.g. if a participant went to the emergency room, would they have a say in deciding that they were in an emergency and that the doctor could therefore access their records? Due to the rural nature of Maine and scarcity of psychiatrists, primary care providers often treat their patient’s mental health condition. Participants were not sure if that treatment would be included in the patient’s existing medical record?

· Explain the process in simple terms. Participants asked many questions about the consent process and how it actually worked.
Conclusions from Consumer Focus Groups
The objective of these focus groups was to gain qualitative understanding about what patients perceived as the benefits of a system such as HealthInfoNet, their concerns and questions. Participants articulated many patient benefits. We found that the patients were less concerned with stigma and discrimination than with the possibility of security breaches and the idea that all of their records would be available to all providers in the system. The majority of patients would prefer a tiered consent  model where consent is tiered by provider type. This means that patients would have the ability to consent to share specific information with specific types of providers involved in their care. Patients also felt it strange that substance abuse information was not included.

Recommendations for Future Patient-­‐focused Educational Materials
· Separate the educational and consenting materials. By combining the materials, patients expected all forms for all options (e.g., consent to share information, consent to not share any information, limited consent, etc.). In addition, when given documents that end with signature requirements,
almost all participants did not read the print and simply turned to the form they needed to complete.

· Use graphics to illustrate concepts and processes. All participants listened to a mock session of a provider explaining what HealthInfoNet was and what decision was required. In addition, they were asked to read the educational materials. However, they were still not sure what HealthInfoNet is, and what the consent options were. It is recommended that graphics be used to convey these complex  concepts.
· Emphasize patient benefits and use quotes. Almost all participants thought it would be beneficial to consent to sharing their mental health records. It is recommended that materials utilize the quotes from real people to emphasize the benefits to patients.
· Address consumer concerns about security and controlling access. These were the two greatest concerns and it is recommended that they be addressed in any educational materials produced. In particular, it is important to communicate to patients the existence of a strict role-­‐based access policy to alleviate some fears with sharing mental health information.
Maine 2012 Provider Focus Groups Summary of Results
To gain provider perspective and insight into the tools providers might need when talking to patients about sharing mental health records we conducted one focus group for mental health and primary care providers with a survey distributed to individuals representing both mental health and primary care providers. This distribution list was obtained through our state Medicaid program. Please refer to   Figure 5 below for details on focus group participants.

Figure 5: Participant Demographics
	Participants
	36

	Type of services provided:

	Integrated: Clinical and mental
	25%
	Other
	11%

	health
	
	
	

	Mental health
	50%

	Substance abuse treatment
	14%

	Role

	Direct service provider
	31%
	Non-­‐direct (administr
	ative)
66%

	Other
	3%

	Length of time working in the community?

	Less than 1 year
	8%
	1 -­‐  4 years
	8%

	5 – 10 years
	14%
	More than 10 years
	70%


Protocol for Provider Focus Group
Following introductions, a brief educational PowerPoint was delivered to focus group participants that focused on how the statewide health information exchange (HealthInfoNet) operates and the consent options for participation.

Using a real-­‐time polling framework, a question (survey style) was posed to participants. Each participant selected a response option by clicking his/her voting pad. The results were displayed in real-­‐ time and a discussion on the results was facilitated.

In addition to the process described above, participants were handed the existing draft consent form, developed by HealthInfoNet, asked to read through it and give their opinion, particularly in terms of suggestions for words and phrases. The same questions used in this focus group session were also sent out to the additional providers as an online survey.

The summary below details the focus areas we were looking for feedback on and the emerging themes across both the focus group and survey.

Focus Areas. We asked providers to respond to the questions from both their own perspective and that of the consumer.
· What benefits do you see in sharing behavioral health records electronically?

· What are the issues or barriers related to sharing behavioral health records electronically?

· What education materials do you need, they were give content

· When would the education and consent processes occur for consumers in the office?

The Benefits of Sharing Information
Providers identified increased communication and coordination between providers and better treatment management as the primary benefits to sharing information though the HIE. They also felt it paramount to educate consumers and providers in the value of sharing information if the system was to achieve better coordination of patient care.

Barriers to Sharing Information
The issue of confidentiality and loss of control over who has access to what records was a concern. This concern was more prominent in dedicated mental health service organizations than in integrated systems of care. Additionally the administrative burden to implement this process was a concern. Some providers felt sharing information with the HIE might expose the consumer to discrimination. Like in   the consumer focus groups, some providers were concerned that substance abuse information was not included.

Tools for talking with patients:
The following tools were seen as critical (in order of frequency):

· One-­‐page handout for patients

· Talking points for providers

The following information to convey through these tools was seen as critical (in order of frequency):

· Benefits  of  sharing  behavioral  health  records  (87%  -­‐   particularly  among  behavioral  health services)
· Consent  options  (87%  -­‐   particularly  among  behavioral  health  services)
· Consent  process  (65%  -­‐   particularly  among  behavioral  health  services)
· Which  providers  are  participating  (65%  -­‐   particularly  among  integrated  service  providers)
Process of Obtaining Consent
There were different opinions on when during a patient visit the education and consent should occur, approximately half of survey respondents (54%) and all focus group participants felt that both education and consent should occur during the visit and that it should be undertaken by the provider (73% survey respondents and 100% focus group participants).

Conclusions of Provider Focus Group and Survey
The objective of the provider focus group and survey was to gain qualitative understanding and insight into what providers perceived their needs to be when talking to patients about sharing behavioral health records through the HIE. Results were consistent through both the focus group and survey. Participants articulated many patient and provider benefits.

Recommendations
· Create brief patient educational materials and provider talking points that include the benefits of sharing mental health records, consent options, the consent process, and which providers are participating (or provide a link to the latter).

· Emphasize the availability of audit reports in both materials. This will help alleviate some of the concerns of providers and patients by enabling them to see who has accessed patient-­‐specific records.

· Use graphics and simple language to explain concepts and processes. It is important for the providers to be able to easily articulate and explain HealthInfoNet, the consent options, and consent  processes.

· Address concerns about controlling access in both materials. Emphasize the existence of a strict role-­‐based access policy to alleviate some fears with sharing health information.

The results of the focus groups were used by the Consumer and Provider Education Workgroup in conjunction with HealthInfoNet to finalize the consent form and consumer and provider educational materials. See Figure 6 for a summary of the consumer choices for sharing clinical data in the HIE.
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Figure 6: Consumer Choices for sharing information
	Your Choices
	Action you need to take
	General Medical information
	Mental health & HIV information

	Share your medical information only.
	Do nothing
	Available to all participating providers
	Available only in medical emergencies

	Share your mental health information, HIV information, or both.
	Fill out a consent form available from your participating provider or HealthInfoNet and consent to share mental health, HIV or both.
	Available to all participating providers
	The type of information you choose will be
available to all participating providers.

	Share your mental health information, HIV information,
or both, with an individual provider.
	During your visit, tell your participating provider they have
your consent to access your mental health, HIVIAIDS information or both.
	Available to all participating providers.
	Available to that individual provider during that visit. You will need to give permission next time you want them to have access.

	Remove all your medical information from HealthInfoNet.
	Fill out an opt-out form available from HealthInfoNet, your provider, or online at www.hinfonet.orgIoptout
	All information is deleted from your record and will
not be available to your participating providers, even in
an emergency.
	All information is deleted from your record and will not be available to your participating providers, even in an emergency.


With the consent form and consumer and provider educational materials completed, HealthInfoNet is poised to start education in preparation for the sharing of mental health information in the spring of 2013. See Appendix F for the Consumer and Provider Focus group report, Appendix G for the HealthInfoNet Mental Health and HIV Opt-­‐In Consent form, and Appendix H for the HealthInfoNet Brochures and Talking Points

As part of their final presentation to the final forum, the Consumer Provider Education Workgroup proposed four recommendations for future work:

1. To clarify and ensure consistency in what information will be shared, a template should be developed for a standardized visit summary for behavioral health visits.

2. A number of focus group participants felt their mental health diagnosis exposed them

to discrimination and sometimes biased treatment when visiting the emergency room for a medical complaint. A coordinated educational effort should be undertaken to educate emergency medical providers to recognize and reduce this discrimination. This education should include bringing together patient and providers where patients can share their negative  experiences.

3. Based on individual clinical settings, workflows, and whom the consumer/patient knows and trusts, providers should carefully consider which positions within their organization/practice setting are the most appropriate to do the consumer/provider education about HealthInfoNet and options for clinical information sharing.

4. Many hospitals and practices now provide patients with an online portal where they can access their medical information from that facility, schedule appointments and email their providers. The Workgroup recommends that provider organizations work with HealthInfoNet to find a way for patients to access their information in HealthInfoNet through these portals.

Policy and Regulatory Issues and Addressing Legislative Changes in Maine
Under a law passed in 2011 (LD 1331), HealthInfoNet can cease blocking protected behavioral health and HIV information. This protected information includes information created by licensed behavioral health providers or facilities, HIV diagnoses and results of HIV lab tests. HealthInfoNet is required under the new law to shield this information until the patient chooses to expose it (opt it in), or if the patient  is in an emergency deemed by the treating provider. Since the HIE went live in 2008, HealthInfoNet has gone beyond state law and blocked diagnoses codes for mental health conditions. These codes will now be shared along with the information described above when a patient chooses to opt-­‐in.

Consumer Choices or Opt-­‐In Consent
Option 1: Opt-­‐in all information and make available to all users, at all times.

· Consumers will communicate this decision to HIN via fax, mail or electronically. They will have the option to select behavioral health, HIV or both.
· Providers will see this information integrated into the record and HIN will add a flag to the consent field so that the provider knows this information has been opted in.

Option 2: Leave information in the HIE, but only make it visible when the patient chooses to expose it. This will be on a per user basis.

· The patient consents at the point of care.

· After the provider breaks the glass in either of these situations, a new folder containing the protected information will show up in the list. The patient will consent to behavioral health, HIV or both. Therefore there will be two folders, one for behavioral health and one for HIV.

The opt-­‐in consent form developed is attached in Appendix G
Legal & Regulatory Barriers Workgroup
The Legal and Regulatory Barriers Workgroup was constituted in order to achieve the Taskforce Objective 1d: With behavioral health providers, consumers, and legal experts in Maine, and the Center for Integrated Health Solutions, develop recommendations for consent options for authorization for the release of behavioral health and substance abuse information to the Maine statewide HIE.

The Workgroup’s charge was to address and clarify state and federal legal / policy issues (e.g. 42CFR Part 2) that impact behavioral health data sharing especially in relation to HIEs. This workgroup was structured as a series of meetings with legal experts around the State of Maine focused on addressing issues related to the interpretation of 42CFR Part 2 in regard to HIE. As part of this process, legal experts on the project met with the Maine State Bar Association’s health care group to explore options for the statewide HIE to accept substance abuse data. The feedback from this group was incorporated into ongoing discussions with the CIHS project teams during monthly calls to support the development of draft consent language for health information exchange of substance abuse data.

Maine continued to engage in the national discussion around 42CFR Part 2 and HealthInfoNet’s legal counsel was involved in all discussions organized by the National Council. These discussions included; CIHS project teams and representatives of the Federal Substance Abuse and Mental Health Services Administration  (SAMHSA).

Through these calls, the participants sought to design a standard consent form that would permit consumers with health information protected by the Part 2 regulations to consent to including that information in a HIE.  Although there was significant exchange of information and understanding, ultimately SAMHSA’s interpretation of the Part 2 regulations led HealthInfoNet to conclude that  current technology would not permit inclusion of Part 2 protected substance abuse information in the HIE at this time primarily due to the requirement that the patient consent “to whom” the information was to be shared. While HealthInfoNet can state who is connected to the exchange at any time, as HealthInfoNet adds new providers to the exchange the complexity of managing individual providers’ access to patients’ data rather than an all-­‐in or all-­‐out approach was both too costly and added significant risk for error in the technologies. HealthInfoNet continues to work with the National Council and SAMHSA to come to a solution that can be technically managed in Maine.

Health Systems and Payment Reform Workgroup
The Health Systems and Payment Reform Workgroup was organized to achieve the Taskforce Objective 3: For all behavioral health and primary care providers and consumers, develop a stronger mutual

understanding by behavioral health providers and primary care providers about accountable care, MaineCare value-­‐based purchasing, and other payment reform models and how these models and policies make electronic clinical information sharing for integration of behavioral health essential.

With this objective in mind, the Workgroup set three primary goals and developed a set of ten recommendations. The three goals were established in close collaboration with other statewide organizations focused on behavioral health clinical integration, including Quality Counts, the Maine Health Access Foundation, HealthInfoNet, the State of Maine and others.

Primary Goals
Goal One: Build awareness and engage key stakeholders (listed below) in efforts to accelerate the adoption of EHRs and other electronic systems that will lead to improved quality and coordination of care.

Maine Health Management Coalition (The Coalition): is a statewide nonprofit organization representing employers, payers, providers and others.

· The Coalition’s new Director of Payment Reform has become an active member of the Payment Reform/Health  Systems  Workgroup.

· Taskforce representation has been added to the Coalition’s Accountable Care Committee.

· Preliminary groundwork laid for the development of a strategy aimed at encouraging employers and payers to support incentives that will make it possible for more behavioral health providers to acquire EHR and other electronic systems.

Maine’s Emerging ACOs: Maine has six emerging Accountable Care Organizations (see below); two of these participate in the Northern New England Accountable Care Collaborative.

· Leaders from each of Maine’s emerging ACO’s have been briefed on the Taskforce’s work and growing interest in EHR among behavioral health providers.

· ACO’s have been asked to consider ways in which they could assist unaffiliated behavioral health providers acquire EHR and other electronic systems.

· MaineCare has included a Meaningful Use like incentive program in its State Innovation proposal in partnership with HealthInfoNet.

· MaineCare also has been encouraged to include incentives (based on principles listed below in Goal two) as it develops its Accountable Care Communities Initiative (ACC).

Maine’s Congressional Delegation: Maine’s four-­‐member Congressional Delegation includes:  Senator Susan Collins (R), Senator Angus King (I), Representative Michael Michaud (D) and Representative Chellie Pingree (D):

· Staff representing two of Maine’s Congressional Delegation members (all invited) attended the January 16 forum. Staff learned how mental health and other providers across Maine would benefit from the passage of proposed federal legislation extending Meaningful Use incentives to mental health providers.

· HealthInfoNet Leadership will travel to Washington, DC in April 2013 to meet with all members and their health policy staff.

Goal Two: Develop principles to guide the development of incentives that help behavioral health providers acquire EHRs and other systems that will lead to greater electronic information-­‐sharing and improved coordination of care.

The workgroup recommended that the State develop strategies to encourage Maine’s ACOs to assist unaffiliated behavioral health providers who wish to acquire EHRs and other electronic systems. Financial, technical and other incentives should be:

· Incorporated into emerging value-­‐based purchasing (VBP) and Accountable Care initiatives.

· Designed to help achieve the goal of improved continuity of care as behavioral health and medical providers care for individual patients simultaneously.

· Structured to help providers acquire the resources needed to adopt EHR systems and secure email, and to share appropriate clinical information across organizational lines.

· Introduced incrementally to support providers that have no technology as well as those who have already invested in technologies

· Designed to help providers achieve measureable goals.

· Positioned to take advantage of lessons learned from the CMS Meaningful Use program
· Developed in close coordination with HealthInfoNet, Quality Counts, the Maine Health Management Coalition and emerging ACOs and MaineCare ACC.

Goal Three: Develop strategies to encourage Maine’s ACOs to assist unaffiliated behavioral health providers who wish to acquire EHRs and other electronic systems.

Background: Interviews were conducted with senior leaders at all of Maine’s emerging ACO’s.

· Central Maine Health Care

· Eastern Maine Health Systems

· MaineCare ACC

· Maine General

· MaineHealth

· Maine Primary Care Association

· Northern New England Accountable Care Collaborative

The ACO leaders were briefed on the work of the Behavioral Health IT Taskforce. Given the ACOs’ role in assuming greater accountability for population health, these leaders were asked to share their thoughts about the role ACO’s might play in assisting unaffiliated behavioral health providers acquire EHRs and other systems that will allow improved coordination of care. Interviews with these leaders found:

· Growing understanding and awareness of the importance of developing systems to better coordinate care/share patient information with unaffiliated as well as their affiliated behavioral health provider.

· At present time larger health systems are consumed with the development of computer systems that will allow their affiliated providers to coordinate care/share patient information. While there is substantial progress being made on Medical Home initiatives, relatively little work is now under way to develop systems with unaffiliated behavioral health providers in these larger systems.

· Acknowledgement that over time ACOs will need access to data from more and more unaffiliated behavioral health providers to achieve their population health management goals.

· Strong interest in secure email as an affordable avenue for many unaffiliated behavioral health providers with no EHR and limited resources to share patient information with other medical providers.

· In some instances (Maine General, Eastern Maine Healthcare Systems, and Tri County Mental Health Services) where local or regional progress is being made to connect systems with unaffiliated behavioral health providers, interest in opportunities for other ACOs to learn from and possibly replicate this work.

· Some interest in providing technical and other assistance to unaffiliated providers, particularly if this was tied to the development of coordinated networks focused on managing the care of MaineCare  beneficiaries.

Workgroup  Recommendations
Establish Workgroup of senior behavioral health providers to:
· Refine the principles developed in 2012 to create a set of incentives that can be used by payers, employers, ACOs, MaineCare and others to accelerate adoption of electronic systems and information sharing between unaffiliated providers.

· Develop a clear value proposition that will build a solid, data-­‐driven case for greater coordination of care between systems and unaffiliated behavioral health providers; engage an independent third party in reviewing and refining value proposition.

· Develop a pilot study that looks at the impact that uncoordinated behavioral health utilization and costs have on a community or region (leverage research previously conducted by Dr. Elsie Freeman at Maine’s Department of Health and Human Services (DHHS))7.

· Review work now under way in communities with coordinated initiatives (Maine General, Eastern Maine Health care Systems, Tri County Mental Health Services, etc.…) and develop a set of best practices for other systems/ACOs.

· Present recommended incentives, value proposition and study results to a statewide meeting of ACO leadership.
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For more information on the work of Dr. Elsie Freeman and Maine DHHS see: http://www.maine.gov/dhhs/QI/reports.shtml
· Partner with ACO leadership to build further understanding among Maine’s Congressional Delegation about the importance of extending Meaningful Use incentives to behavioral health providers.

· Identify  and  approach  2-­‐3  private  national  funders  with  proposals  to  expand  the  proposed MaineCare   behavioral   health   Meaningful   Use   pilot   in   Maine.
· Closely coordinate this work with other related initiatives (Quality Counts, MeHAF, etc.) to prevent redundancy and overlap.

· Build awareness among behavioral health, medical providers and consumers about recent changes in Maine law that allow for greater sharing of behavioral health information.

· Advocate for federal and foundational resources and support for electronic records in integrated care by working with MeHAF and other grantors as well as the foundation/federal agency partnership to expand and sustain integrated care.

· Provide data related to the need for electronic health records and infrastructure to support interfaces that enhance integrated behavioral health and primary care.

· Recommend potential connections between/among the missions and key initiatives of foundations and federal agencies and the behavioral health HIT work in Maine (perhaps offering to be a pilot or demonstration site).

· Work with University of Colorado/AHRQ to include EHR competencies in the development of the AHRQ Integrated Care Workforce Competencies project.

Coordination with National and State Partners
HealthInfoNet continues to coordinate with State and national partners. HealthInfoNet is a Beacon  Grant participant with Eastern Maine Healthcare Systems and their mental health hospital, Acadia, is an active participant in all the CIHS project activities and is the first mental health hospital in Maine to participate in the HIE. HealthInfoNet is also the Regional Extension Center (REC) for the State of Maine, funded under the Office of the National Coordinator for Health Information Technology. As a result,   REC staff have been integral NCIHS team members and developed EHR toolkits for use by behavioral health providers throughout the State (see updates above regarding The Behavioral Health EHR Action Planning  Workgroup)

The CIHS workgroups have participation by many State partners including the Office of the State Coordinator for HIT, Medicaid (MaineCare), the Office of Mental Health, the Office of Substance Abuse and the Maine Centers for Disease Control. HealthInfoNet continues to assure coordination of the CIHS project activities with its broader efforts as an HIE and key resource for HIT supports across the State of Maine.

Behavioral Health Providers’ Connection to the HIE
The Maine CIHS project is supporting five behavioral health organizations for bi-­‐directional HIE and 20 organizations for view/download access.

The process providers use to connect to the HIE began with the legal review of the HealthInfoNet Participant Agreement and Business Associate Agreement. This required discussions between the provider, their legal council and, in some cases, HealthInfoNet’s legal council. Once the participant agreement was signed, HealthInfoNet began the onboarding process. The first step was to establish a secure connection point to the organization followed by education on the processes, communications, consent, etc., for the organization’s staff and leadership. At this point “view/download” access to the exchange was granted to authorized users allowing them to access, view and download data from the HIE. This functionality allowed organizations to have early access to the benefits of the HIE while the complex and time-­‐consuming interfaces were developed to enable bi-­‐directional exchange. This latter activity usually took between three and six months depending on the technical skills of the organization and the involvement of the EHR vendor.

Infrastructure Development Required by HIE
HealthInfoNet, through this project, has made significant changes to its HIE infrastructure. As discussed above, the core HIE structure was built to block or delete all mental health and substance abuse diagnoses, procedures and laboratory data. To facilitate the inclusion of the mental health data, a separate data store was built to support the sequestration of mental health data directly from the HL7 data intake process. This architecture allows mental health (and HIV) data to be taken into the HIE, but managed differently than general medical information and only exposed if the opt-­‐in criteria described in previous sections of this report are met. The implementation of this process has been finalized and the consent triggers have been programmed. HealthInfoNet continues to work with behavioral health providers to incorporate their data into the exchange. It is anticipated that by late spring HealthInfoNet will go live with the bi-­‐directional mental health exchange infrastructure.

Bi-­‐directional Connections to the HIE for Behavioral Health Organizations
Five behavioral health organizations in Maine choose to partner on a single EHR package. These organizations agreed to be pilot sites for bi-­‐directional connection to the HIE during the project period. The organizations are using an EHR vendor called ClaimTrak and will be interfacing using the HL7 messaging standard. The remaining 20 organizations will access the view/download function of the HIE only.

Initially, HealthInfoNet and the five organizations tested sending data from all five organizations to the HIE. Using a secure VPN connection, participants now have the ability to send ADT (encounter messages) data to the HIE and HealthInfoNet’s systems are now configured properly to accept these messages through a secure VPN connection. HealthInfoNet has implemented the appropriate handling of this sensitive data to make it acceptable within the HealthInfoNet clinical portal. Due to a change in ClaimTrak’s pricing structure, connection progress has slowed. HealthInfoNet is working with the five organizations and ClaimTrak to find the most feasible manner to connect to the HIE at the lowest cost.

Efforts are also being made to bring down the overall cost of the HIE subscription fees through leveraging State and federal grant programs, seeking out new funding sources and partners, and promoting low-­‐cost connections to the HIE including new tools such as NwHIN Direct.

View/download Connection to the HIE for Behavioral Health Organizations
Twenty organizations were selected for view/download access to the HIE. The process began with a series of educational webinars for all users of the HIE portal to familiarize them with the use of the portal and answer questions. These webinars have continued regularly as each new set of users connect to the HIE.  HealthInfoNet has also run webinars and provided on-­‐site technical assistance related to basic HIE connection activities to address provider concerns over the complexity of the technologies.

Currently, 20 agencies have created accounts for a total of 214 identified users and 54% of those had access to the HIE through the view/download function. We anticipate all users and organizations will have access by late spring 2013.

Behavioral Health Provider use of NwHIN DIRECT
HealthInfoNet contracted with Surescripts to be the NwHIN Health Information Service Provider (HISP) for the Direct Project and went live with the tool in August of 2012. HealthInfoNet spent the next several months working on policies, procedures, end-­‐user agreements and communications materials to prepare for deployment to up to 200 behavioral health and primary care providers.

As of the end of January 2013, HealthInfoNet is piloting the NwHIN service with 100 primary care, behavioral health, and specialty users at Maine Medical Partners and Maine Mental Health Partners, both part of MaineHealth; a large integrated delivery system in Southern Maine. HIN has set up user accounts and is working on the pilot evaluation plan, including a pre and post survey. All users will also be set up with HIE accounts to evaluate how the two services complement each other. The pilot, will last for 90 days, after which, the service will be extended to additional Patient Centered Medical Home practices. This pilot project will help HealthInfoNet refine processes and workflows to ensure a smooth implementation of the technology for additional behavioral health providers joining in the spring.  Figure 7 provides a simple graphic that HealthInfoNet uses to explain the NwHIN Direct solution to current and future providers.

Figure 7: HealthInfoNet Direct Process
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Conclusions and Next Steps
As the recipient of the NCIHS contract, HealthInfoNet, in collaboration with the Office of the State Coordinator and the Daniel Hanley Center for Health Leadership reconvened the statewide behavioral health HIT stakeholder group to advance the project goals. Using the stakeholder taskforce group process from 2011, five individual workgroups were developed. Over the project year, the workgroups gathered feedback from providers and consumers on educational materials, conducted research on information needed to improve communication between mental health and primary care providers, drew on expertise locally and nationally to develop tools and resources to support EHR implementation, and engaged policymakers in funding to support this integration.

As a result of this funding:
· Maine now has 25 behavioral health organizations with the ability to access health information on their clients in the HIE with the remaining seven due to come on in the spring of 2013. Five of those will have the ability to share protected mental health information through the HIE for improved delivery of care and coordination with other health care providers by late spring of 2013.

· Consumers and providers have educational tools to support informed consent for consumers.

· Providers have an implementation toolkit to support EHR implementation and connection to the HIE.

· Recommendations were made for a common set of data elements to standardize communication between health care providers.

· The Taskforce has developed strategies to integrate behavioral health providers into the new emerging payment reform models in Maine and proposed a payment structure to assist in EHR adoption.

· Multiple dissemination activities have been conducted to date to educate providers, states, and national stakeholders on the lessons learned from this project including:

· Webinars conducted monthly throughout the contract period by HealthInfoNet to the Maine provider community

· May 2012: Presentation to Functional Interoperability and Health Information Exchange CoP (ONC) on HIE and Provider Engagement

· July 2012: Presentation to PCMH Behavioral Health Integration Core Team Meeting on CHIS Project Overview and invitation for PCMH team participation
· August 2012: HealthInfoNet staff traveled to North Carolina to discuss HIE Consent, architecture, challenges and opportunities for mental health and substance abuse inclusion

· September 2012: HealthInfoNet presented to the Massachusetts Health Data Consortium Behavioral Health Workgroup on Consent Options for Behavioral Health HIE and linkages with health reform efforts

· October 2012: HealthInfoNet presented at the Multi-­‐state Coordination and Communication Series (ONC) on CHIS Project Overview

Despite these results, providers still face ongoing barriers and challenges to sharing behavioral health in the HIE. The cost of implementing and connecting to the HIE is still a considerable barrier for these providers. The cost not only includes purchase of technology, but the time and resources required to educate staff with a historically large knowledge gap around health care technology. Many, if not most, of the organizations that participated in the project treat patients for both mental health and substance abuse issues. The process of separating mental health from substance abuse information in the electronic record is complex and difficult. Also the implementation of the opt-­‐in consent process and  the communications about the HIE in general will require additional time in an already cramped registration and visit process.

Recommendations and next steps developed to support the ongoing integration of behavioral health providers into the HIE include:
· Continued support by SAMHSA and the National Council on interpreting 42CFR in the context of HIE and work on addressing the “to-­‐whom” issue preventing substance abuse data from being exchanged

· Maine behavioral health providers, consumers, legal experts need to continue to convene and discuss consent options for authorizing for release of mental health and substance abuse information to the HealthInfoNet

· Continued engagement by federal, state and local stakeholders in promoting behavioral health EHR standardization, reduced costs and interoperability

· Focused engagement of key Maine stakeholders in the development of incentives (through grants and ACO activities) that help behavioral health providers acquire EHR and other systems that will lead to greater electronic information-­‐sharing and improved coordination of care

· Continued support by federal, state and other stakeholders for providers to implement HIE into their facilities, including developing policies and procedures for staff connecting to the HIE

· Continued engagement of consumers by providers and the HIE on the value of information sharing

· Development of an educational series by the HIE for behavioral health providers around using the medical information available to them in the exchange to support better patient care

· Behavioral health visit notes currently are not accepted into the HIE. The group recommended a workgroup to develop a standardized visit notes template for future inclusion of this information in the HIE

Appendices
Appendix A: Strategic Action Taskforce Objectives and Meeting Dates
Appendix B: Workgroups & Tasks Appendix C: Maine Use Cases    Appendix D: Data Elements Worksheet Appendix E: Final Provider Survey Report
Appendix F: Consumer and Provider Focus Group Report Appendix G: HIN Mental Health and HIV Opt-­‐In Consent Form Appendix H: HIN Brochures and Talking Points
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Behavioral Health Clinical Information Sharing 2012 Taskforce Objectives & Meeting Dates
Overall Objectives
As a result of our work with Maine behavioral health and primary care and other healthcare practitioners and stakeholders through December 2012, we will have:

1. For behavioral health providers choosing to participate in the statewide health information exchange, provided the following key deliverables to enable the successful implementation of access to Maine state health information exchange:

a. Documentation and tools to help behavioral health providers understand the standards, tools, and processes that can be used to connect to the statewide health information exchange no matter what EHR tools are in place.

b. With consumer and provider involvement and building upon the tools in use by Maine health information exchange, consumer and provider educational materials [concerning both behavioral and general healthcare] to assist consumers in making informed decisions about behavioral health information sharing;

c. With primary care and behavioral health provider and consumer involvement, and building upon existing standards in use in Maine and nationally, model data standards to facilitate effective behavioral health information exchange; and
d. With behavioral health providers. consumers, and legal experts in Maine, and the Center for Integrated Health Solutions, recommendations for consent options for authorization for the release of mental health and substance abuse information to the Maine statewide health information exchange.

2. For behavioral health providers seeking to implement a “shared service” Electronic Health

Record in partnership with other providers, provided a key deliverable to enable enhanced electronic communication through a proposed Action Plan; and

3. For all behavioral health and primary care providers and consumers,, developed a stronger
mutual understanding by behavioral health providers and primary care providers about accountable care, MaineCare value-­‐based purchasing, and other payment reform models and how these models and policies make electronic clinical information sharing for integration of behavioral health essential.

	Taskforce Meeting Dates
	

	Wednesday, March 14, 2012
	9:00 am – 1:00 pm
	Maple Hill Farm

	Wednesday, April 25, 2012
	9:00 am – 12:45 pm
	MMA

	Wednesday, May 30, 2012
	9:00 am – 1:00 pm
	MHA

	Wednesday, June 20, 2012
	9:00 am – 1:00 pm
	MHA

	Wednesday, September 26, 2012
	9:00 am – 1:00 pm
	MMA

	Wednesday, October 31, 2012
	9:00 am – 1:00 pm
	MHA  -­‐   tentative

	Final Forum
	
	

	Wednesday, December 12, 2012
	8:30 am – 2:00 pm
	TBD
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Behavioral Health Clinical Information Sharing

2012 Workgroups & Tasks
Overall Objectives
As a result of our work with Maine behavioral health and primary care and other healthcare practitioners and stakeholders through December 2012, we will have:

1. For behavioral health providers choosing to participate in the statewide health information exchange, provided the following key deliverables to enable the successful implementation of access to Maine state health information exchange:

a. Documentation and tools to help behavioral health providers understand the standards, tools, and processes that can be used to connect to the statewide health information exchange no matter what EHR tools are in place.

b. With consumer and provider involvement and building upon the tools in use by Maine health information exchange, consumer and provider educational materials [concerning both behavioral and general healthcare] to assist consumers in making informed decisions about behavioral health information sharing;

c. With primary care and behavioral health provider and consumer involvement, and

building upon existing standards in use in Maine and nationally, model data standards to facilitate effective behavioral health information exchange; and

d. With behavioral health providers. consumers, and legal experts in Maine, and the Center for Integrated Health Solutions, recommendations for consent options for authorization for the release of mental health and substance abuse information to the

Maine statewide health information exchange.

2. For behavioral health providers seeking to implement a “shared service” Electronic Health

Record in partnership with other providers, provided a key deliverable to enable enhanced electronic communication through a proposed Action Plan; and

3. For all behavioral health and primary care providers and consumers, developed a stronger
mutual understanding by behavioral health providers and primary care providers about accountable care, MaineCare value-­‐based purchasing, and other payment reform models and how these models and policies make electronic clinical information sharing for integration of behavioral health essential.

Workgroups and Major Tasks
Consumer & Provider Education
Through engagement with consumer and provider constituencies, detail out the essential elements in an effective internal and external communication plan including

· A Comprehensive Plan for Educating the Primary Care and Behavioral Health Provider Communities regarding consumer options and methodology for shared decision making on behavioral health clinical information sharing

· A comprehensive plan for Consumer education about clinical information sharing particularly focused on behavioral health and the Health Information Exchange

· Educational materials-­‐ to inform consumers about their choices in sharing behavioral health data with the HIE (utilizing consumer focus groups and building out from tools in use by the Maine HIE)

· Educational materials for primary care and behavioral health providers to use to inform consumers about their options in sharing behavioral health data with the HIE

Data standards Group
Further develop BH data elements that should be added to/augment the current Continuity of Care Document (CCD) standard to facilitate electronic sharing through a Health Information Exchange

Behavioral Health EHR Action planning group
Produce a proposed action plan unique to the behavioral health world to be used as template for providers with varied electronic capabilities connecting with the HIE (based on an expanded survey of behavioral health providers, outlining all functional areas and their potential dependencies, and organizing the range of actions in a stepwise or similarly digestible format) and including recommendations on shared services that can reduce administrative burden and improve integration across behavioral health and primary care

Health System & Payment Reform Work Group
Identify linkages with MaineCare value based purchasing initiative and other state programs Produce digestible grid that cross-­‐references pertinent concepts across the pending payment reform landscape and payment models and ties back to Electronic Health Records.

Through this work, help the state, providers, and consumers understand and integrate Health Information Technology, payment, and public policy.
Legal & Regulatory Barriers Group
Address and clarify state and federal legal/policy issues (eg 42CFR Part 2) that impact behavioral

health data sharing especially in relation to Health Information Exchanges. This work will help to inform a Continuing Legal Education presentation at a Health Law Section meeting of the Maine Bar scheduled for June 4, 2012 and further advise about potential future education efforts.

Behavioral  Health Use Case Examples
· Emergency services


11/2011
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Hand-­‐off between BH  and primary care provider

· Coordination of patient treatment among BH providers

· Hand-­‐off between psych hospital or inpatient psych unit and community BH provider

· Coordination of care between  physical health specialist and BH provider I. Emergency Department and BH Provider:

Definition: Coordination of care between primary/community care location(s) and the hospital emergency  department.

Example: At 2am, an individual with a significant history of mental illness calls the local Crisis Hotline saying she is feeling suicidal.  She just had a fight with her boyfriend and he has left her saying he won’t be coming back.  She says she is planning to take all of her medications because life just isn’t worth it anymore.  She reports she is taking the medications as she is talking to the hotline.  She also sounds intoxicated.

Later this individual is seen at the emergency room and is non responsive. II.  BH Provider and Primary Care Provider:

Definition:  Coordination of care between a behavioral health provider and a primary care provider.

Example: An older woman who has been seen at the community mental health agency for a long standing history of schizoaffective disorder is having significant weight gain & occasional shortness of breath.  The psychiatrist is managing her psychiatric medications, but wants to be sure that her underlying diabetes is managed appropriately and wants an initial evaluation by the PCP because of potential cardiac concerns.

III. BH Provider and BH Provider:

Definition:  Coordination of care between two behavioral health providers

Example: A man with depression has been seeing a licensed clinical social worker working independently in the community for psychotherapy.  The Social worker now believes that medication might be a useful adjunct to the therapy he is providing and so would like to refer this man to the psychiatrist who works in the office down the hall.  The social worker with the agreement of the client plans to continue providing psychotherapy in addition to the medication.
IV. Inpatient Psych Facility and Community BH Provider
Definition: Coordination of care between an inpatient behavioral health facility and a community behavioral health provider

Example: A child was hospitalized for severely self-­‐destructive behavior.  He lived several hours away from the psychiatric hospital that treated him and was discharged to a multidisciplinary treatment team at a community mental health agency near his home.

V. Physical Health Specialist and BH Provider:
Definition:  Coordination of care between a physical health specialist and a BH provider.
Example: An older man with a history of paranoid schizophrenia is also HIV positive.  He is not always willing to take the medications that help to regulate his symptoms.  Close communication between his psychiatrist and HIV specialist is critical to his continued stable physical and mental health.
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Behavioral Health Exchange Data Elements Worksheet
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	4. Hand-­‐off between psych hospital or unit and community BH Provider
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	5. Coordination of care between physical health specialist and BH provider
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*Including: Who is parent with guardianship (divorces scenario)
**Coordination with Dept of Corrections/local jails?      ***Further thinking needed-­‐-­‐-­‐gap exists now
Is the state the guardian?  (Child Protective Services)
Raises additional questions about confidentiality
Entire set of instructions or certain elements?

(Medications, plan for further treatment
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developed by social workers, discharge diagnosis-­‐baseline)
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Emergency Services:  At 2am, an individual with a signiﬁcant history of mental illness calls the local Crisis Hotline saying she is feeling suicidal.  She just had a ﬁght with her boyfriend and he has leZ her saying he won’t be coming back.  She says she is planning to take all of her medica\ons because life just isn’t worth it anymore.  She reports she is taking the medica\ons as she is talking to the hotline.  She also sounds intoxicated.  Later this individual is seen at the emergency room and is non responsive.
2. Hand-­‐oﬀ between Behavioral Health Provider and the Primary Care Provider: An older woman who has been seen at the community mental health agency for a long standing history of schizoaﬀec\ve disorder is having signiﬁcant weight gain & occasional shortness of breath.  The psychiatrist is managing her psychiatric medica\ons, but wants to be sure that her underlying diabetes is managed appropriately and wants an ini\al evalua\on by the PCP because of poten\al cardiac concerns.

3. 
CoordinaFon of paFent treatment among BH Providers:  A man with depression has been seeing a licensed clinical social worker working independently in the community for psychotherapy.  The Social worker now believes that medica\on might be a useful adjunct to the therapy he is providing and so would like to refer this man to the psychiatrist who works in the oﬃce down the hall.  The social worker with the agreement of the client plans to con\nue providing psychotherapy in addi\on to the medica\on. (Notes: The ques\on of independent prac\\oners’ access to data via exchange needs to be addressed by larger group, as well as the individual pa\ent’s role in determining  who has access to speciﬁc informa\on via the pa\ent portal. There was consensus that psychotherapy notes would not be included in an exchange.)

4. Hand-­‐oﬀ between psych hospital or inpaFent psych unit and community BH Provider: A child was hospitalized for severely self-­‐ destruc\ve behavior.  He lived several hours away from the psychiatric hospital that treated him and was discharged to a mul\disciplinary treatment team at a community mental health agency near his home.

5. CoordinaFon of care between physical health specialist and BH Provider:  An older man with a history of paranoid schizophrenia is also HIV posi\ve.  He is not always willing to take the medica\ons that help to regulate his symptoms.  Providers are ques\oning his competency.  Close communica\on between his psychiatrist and HIV specialist is cri\cal to his con\nued stable physical and mental   health. (Note: Over \me, nursing homes will be added to HealthInfoNet, but are not currently included.)

Note: An addi\onal use case could be added regarding jails/prisons. Pa\ents who are jailed some\mes do not get medica\ons right away and wind up in ED. HealthInfoNet has had some dialog about this in the past, but not currently.
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Accelerating Behavioral Health Information Sharing

Behavioral Health Electronic Health Record Provider Survey Results 2012
Since 2005, Maine has moved forward on an ambitious plan to establish one of the nation’s first operational statewide electronic health information exchanges (HIE), and bring an ever-­‐widening array   of providers into the HIE to improve the coordination, integration, and quality of patient care. Central to this strategy has been a longstanding priority to support the collaborative engagement of providers from the behavioral and physical health sector, and consumers, so the use and level of deployment of HIT enhances care at the patient and provider level. In 2012, Maine was selected as one of five states in the country to receive National Council for Community Behavioral Health funding, supported by the federal Center for Integrated Healthcare Solutions, to move behavioral health providers forward in connecting   to the state’s HIE, HealthInfoNet.  This funding enables Maine to make behavioral health and primary care integration the norm rather than the exception.

An important step in moving behavioral health providers forward in connecting to the state’s HIE is to understand their attitudes toward the HIE and electronic health records as well as their current technological capacity to connect.  In 2011, the Hanley Center for Health Leadership led the Accelerating Behavioral Health Information Sharing Taskforce in a survey of behavioral health providers.  This survey gathered significant data that formed an initial base for discussion of the strengths and challenges in behavioral health information sharing.  The survey respondents in 2011 consisted of 36 behavioral  health providers that were mostly large multiservice organizations.

To build on and expand that initial base, in August 2012, a more broadly comprehensive follow up survey was distributed to over 1200 MaineCare providers1  with 129 providers responding. The 2012 Survey was organized to differentiate between providers who currently are using an electronic health
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1 The distribution list included categories of providers that were clearly providing behavioral health services as well as other categories that would include both behavioral health and nonbehavioral health providers (eg. Physicians, nurse practitioners etc) . The list was intentionally over inclusive in an effort to reach those providers that are providing behavioral health services in an integrated or other setting that would otherwise be missed.
record and those who are not. Approximately 40% responded to questions for those using an EHR and 60% responding to questions for those without an EHR. The following information and conclusions are drawn from the 2012 survey.

Demographics:
Of the providers responding to questions for those using an EHR, about one third were larger organizations (100+ employees) and about half were small (less than 20 employees).

· 58% behavioral health providers but not practicing as an individual or in a small group

· 18% individual or small group providers of mental health or substance abuse services

· 13% provide integrated primary care and behavioral health services.

Of the providers responding to questions for those NOT using an EHR, over three quarters were small (less than 20 employees).  Only 12% were larger organizations (100+ employees).

· 46% individual or small group providers of mental health or substance abuse services.

· 27% behavioral health providers not practicing as an individual or in a small group

· 8% provide integrated primary care and behavioral health services.

THE RESULTS
THOSE BEHAVIORAL HEALTH PROVIDERS USING AN EHR
Electronic Record Use in Behavioral Health:

About half of the survey respondents using an EHR reported that they use the EHR for both clinical and administration/financial services.  There appears to be no clear EHR software product that is dominant   in this market.  Only three products were reported to be used by 3 providers, those are NetSmart, Office Ally, and Practice Fusion.   Anassazi, Askesis (PsychConsult), Athena, Centricity, ClaimTrak, Evolv (DeFrans), and Saddleback were each identified as used by 2 providers.  Twenty four other different software products were identified as used by the remaining providers (see list attached).

How the EHR is used:

The survey explored how providers use and value the EHR in two major arenas:  clinical and administrative.

In the clinical area, the items ranked highest in importance were:

· Clinical Documentation-­‐e.g. assessments/reviews/care, treatment plans/progress notes/discharge summaries-­‐-­‐ (89%)
· Medical Documentation—e.g. physician orders/labs/history & physical/medication lists/allergies-­‐-­‐ (53%)
· Accessing Information quickly from other providers within your organization (53%)

· Remote Access (45%)

· Medication Logs (40%).

Most frequently ranked as of Medium importance were:

· Sharing information with other providers (Health Information Exchange-­‐HIE) (53%)

· Diagnosis Tracking (47%).  Items ranked least in importance were:

· Transcription Interface (58%)

· Covering for other providers’ patients (39%)

· Clinical Decision Support (37%).

In the area of administrative functions, the items ranked highest in importance were:

· Statistical reporting including productivity (58%)

· Authorizations Tracking (50%)

· Authorizations (44%) as the next most commonly used areas. Items most frequently listed as of medium importance were:

· Informed Consents (47%)

· HIPAA notices (47%)

· Rights of Recipients (44%)

· Scanning & Archiving (40%)

Advance Beneficiary Notices (ABNs) were ranked as least important (48%).

Barriers to Implementation:
For those respondents already using an EHR, the top two barriers listed as most important were:

· Ongoing resources to maintain the use of the system (54%)

· Up front costs/implementation resources (48%)

Six items were identified as nearly equal at medium importance:

· Privacy & Security Risks (45%)

· Inability to connect/interface with other system to incorporate information on my patients (45%)

· High Speed Secure Internet Access (44%)

· Technical Support from Vendors or other third parties (43%)

· Fear of System Outage and inability to access the system when down (41%)

· Lack of Technical Knowledge of staff (36%).

Patient push-­‐back was by far the most common item indicated as of least importance (69%).

Impact of EHRs on the Work:
The majority of these respondents indicated their EHR improved functioning in the following areas: Access to Records (80%), Compliance (76%), and Efficiency (64%).  The only area with a notable indication of decreased functioning was 20% of respondents reported decreased efficiency with their EHR (though note that 64% of respondents reported improved efficiency).  In the area of Quality of Care, 42% of respondents indicated an increase in their quality of care while 58% saw no change.  In terms of Patient Safety, 36% indicated an increase while 62% indicated no change.

Coordination of Care:  This year we explored whether and how providers coordinated care for their clients.  Ninety one percent of those respondents with an EHR report coordinating with other providers to support their clients.

The most widely used means of coordinating care were:

· Telephone   (91%)


Fax (69%)

· Mail (61%)

· HealthInfoNet  (3%)

Ninety six percent of respondents indicated that they would access clinical information from other sources if it were available to support their understanding of the complete medical profile for all (58%) or some (38%) of their clients.  However, 79% indicated they would not be willing to pay a fee to use such a resource.

THOSE BEHAVIORAL HEALTH PROVIDERS NOT USING AN EHR
How providers without an EHR think about its uses
The survey gathered information from those responding providers who did not have an EHR to examine their vision of the use and value the EHR both clinically and administratively.

In the clinical area, the items ranked highest in importance were:

· Clinical Documentation-­‐e.g. assessments/reviews/care, treatment plans/progress notes/discharge summaries-­‐-­‐ (65%)
· Accessing Information quickly from other providers within your organization (47%)

· Sharing information with Other Providers (Health Information Exchange) (42%) Most frequently ranked as of Medium importance were:

· Medical Documentation, (51%)

· Clinical Decision Support (46%)

· Diagnosis Tracking (42%)

Items ranked least in importance were:

· Transcription Interface (47%)

· Medication Administration Logs (38%)

· Remote Access (36%)
In the area of administrative functions, the items ranked highest in importance were:

· Authorizations  (45%)

· Informed Consents   (44%).

All of the remaining options were selected as of medium importance in the following ranking:  Advance Beneficiary Notices (ABNs), Scanning & Archiving, Statistical reporting including productivity, Authorizations Tracking,   Authorizations, Rights of Recipients, and HIPAA notices.

Plans to Implement an EHR:

About 16% of these providers indicated that they planned to implement an EHR within the next year, with another 8% planning to implement within 2 years.  Thirty-­‐eight percent of respondents indicated that they had no plans to implement an EHR, but would if they could secure necessary resources.  The remaining respondents (38%)  indicated they had no plans to implement an EHR, citing reasons such as concerns about privacy & security, no perceived need with their small practice, and concerns about decreased quality of care with ‘providers who look at screens instead of patients.’

Barriers to Implementation:
For those respondents who are NOT using an EHR, the barriers listed as most important were:

· Up front costs/implementation resources (75%)

· Ongoing resources to maintain the use of the system (52%)

· Privacy & Security Risks (52%). Items identified as of medium importance:

· Technical Support from Vendors or other third parties (49%)

· Inability to connect/interface with other system to incorporate information on my patients (41%)

Items indicated as of least importance were:

· Patient push-­‐back (51%)
· High Speed Secure Internet Access (46%)

· Fear of System Outage

· Inability to access the system when down (44%)

· Lack of Technical Knowledge of staff (38%)

Interest in Resources
Providers indicated strong interest in a variety of potential EHR related resources:  Best practices (85%), Training Resources (81%), Consumer education materials (75%), Education Resources regarding Privacy

& Security (66%), Information about HealthInfoNet (55%), Shared Administration (40%), and Work Flow Redesign  (36%).

Coordination of Care
Ninety seven percent of those respondents without an EHR reported coordinating with other providers to support their clients.  Like the group with an EHR, the telephone was the most widely used means of coordinating with 96% of respondents using that tool followed by fax (66%), and mail (53%).  Seventy nine percent of respondents indicated that they would access clinical information from other sources if it were available to support their understanding of the complete medical profile for all (46%) or some (33%) of their clients, with 20% indicating that they would use this resource for few patients.   Consistent with the other group, eighty percent indicated they would not be willing to pay a fee to use such a resource.

CONCLUSIONS
This survey builds on the Maine Behavioral Health Provider Survey conducted in early 2011 by the Hanley Center for Health Leadership and captures feedback from a more diverse population of providers including significantly more small providers of behavioral health services.  An important step  in moving behavioral health providers forward in connecting to the state’s HIE is to understand their attitudes toward the HIE and electronic health records as well as their current technological capacity to connect.  Consistent with the 2011 results, this survey shows that behavioral health providers recognize and are demonstrating significant benefits from implementation of electronic records.  Both this year and last, behavioral health providers, both those with and without EHRs, see the most value in   Electronic Health Records in the documentation of clinical information and ready access to the record information.  The major barrier identified last year and for both groups this year is the cost of   purchasing and maintaining the EHR.  Both groups of providers are actively coordinating care for their patients and indicate a strong interest in accessing clinical information from other sources (the HIE) if it were available to support their understanding of the complete medical profile of their patients.  An area for future focus may be on the use of the EHR for care coordination as even among those with EHR’s,  the most common form of communication for care coordination was via the phone, rather than electronically.

The data collection method used this year that differentiated between those providers that   have an EHR and those who do not, has confirmed some hypotheses developed last year.  The providers without an EHR are much more likely to be smaller, significantly impacted by the financial and resource costs of EHR implementation, and somewhat less likely to see the value of an EHR for their practice. These providers are also somewhat more likely to be concerned about privacy and security risks of an electronic record.  That said, even among this group, there is a significant proportion who would implement an EHR if resources were available and who are interested in various EHR-­‐related   educational  resources.

These data suggest that there is fertile ground for broader implementation of EHRs among even smaller behavioral health. There is broad agreement on the value of an EHR in promoting better coordination of care for consumers of both behavioral health and general health services.  Behavioral Health providers, especially smaller providers, would benefit from additional resources—educational  and financial—to assist them in joining the broader healthcare community in implementing electronic records.  In particular, nearly all of these providers are coordinating care for their patients and over 55% expressed interest in learning more about HealthInfoNet.   Additional information that might support   the collaborative efforts of smaller providers is particularly relevant.  Although the sample size of this and the 2011 surveys limit how broadly the results can be generalized, the surveys provide a reasonably comprehensive snapshot of the benefits and barriers for behavioral health providers in Maine and their willingness and desire to move into electronic clinical information sharing.

List of Software Products identified as in use by Providers
Netsmart,  Product  is  called  MIS    &  TIER  -­‐-­‐3 Office Ally -­‐-­‐  3
Practice fusion -­‐-­‐3 Anassazi Version  3.0  -­‐-­‐2
Askesis  Inc.  -­‐   PsychConsult  Provider  -­‐-­‐   2
Athenahealth,  Inc.  V12.7  version  Athena  Collector  and  Athena  Clinicals  -­‐-­‐2 GE Centricity CPS 10 -­‐-­‐  2
ClaimTrak   -­‐-­‐2
Evolv  by  Defran  Systems  -­‐-­‐2 Saddleback  Software  -­‐    2 Alteer  Office,  ver  6
Altos, OncoEMR, Version 2.6.110.29 AMAZING CHARTS VERSION 6
CaseWorks Web Clinical Fusion CompuGroup
Echart (designed in-­‐house) Eclinical Works, Version 9.0
EHR we had developed by Brave River Epic 2010
Intivia InSync Meditech
Netalytics, Methasoft 6.1
NextGen SMART Management Inc
Office Therapy by Docutrac 9.0.044 Therascribe by Wiley and Sons 5.0 Provider (ECR)
SuccessEHS Therap
Unicare Profiler Version
Vantage Med Therapist Helper 6.2.0 Valant EMR
Vendor: KBH, Product: Neo Version V1
Welford Chart Notes 6.1 Medcom information systems
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BACKGROUND
HEALTH INFORMATION EXCHANGE IN MAINE
Since 2005, Maine has been moving forward on an ambitious plan to establish one of the nation’s first operational statewide electronic health information exchanges (HIE), and to bring an ever-widening array of providers into the HIE with the aim of improving the coordination, integration and quality of patient care. Central is the longstanding priority to support the collaborative engagement of providers from the behavioral and physical health sector, and consumers, to ensure that the level of deployment and use of the HIE enhances care at the patient and provider level.

Currently, HealthInfoNet provides a system where information from patients’ electronic medical records is accessible to participating medical providers. A change in Maine law now allows for certain ‘sensitive health information’ (mental health records and HIV/AIDS diagnosis) to be shared across a system like HealthInfoNet. Unlike with general medical records, a patient has to consent to have their ‘sensitive health information’ shared using HealthInfoNet, except in a medical emergency.

CENTER FOR INTEGRATED HEALTH SOLUTIONS’ BEHAVIORAL HEALTH AND PRIMARY CARE HIE INTEGRATION PROJECT
In 2012, the State of Maine and HealthInfoNet received a grant to help support the electronic sharing of

health records among behavioral health providers and general medical providers in Maine. The grant was awarded by the Center for Integrated Health Solutions, which is funded by the Substance Abuse and Mental Health Services Administration and the Health Resources Services Administration.

The grant enables Maine to make behavioral health and primary care integration the norm rather than the exception. True care integration and coordination cannot occur unless relevant clinical information can be successfully shared in a secure manner across behavioral health and physical health sectors. This funding will allow Maine, for the first time, to achieve this.

To achieve the goals of the grant by 2013, Maine undertook to:

1. Address and clarify federal policy issues that impact on behavioral health data sharing;

2. Provide access to the HIE for providers, regardless of their level of electronic health record adoption;

3. Develop, with consumer input, educational materials for primary care and behavioral health providers to use to inform consumers about their options in sharing clinical information through the HIE; and

4. Educate primary care providers, behavioral health providers and other staff regarding consumer

options and methodology for shared decision-making on clinical information sharing.

The Behavioral Health and Primary Care Integration Strategic Action Task Force was created, with statewide membership, as one of the vehicles through which the objectives of the grant would be achieved.

Providers Talking To Patients About Sharing Mental Health Records on
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The Consumer and Provider Education Workgroup, a sub-committee of the Accelerating Behavioral Health Information Sharing Strategic Action Task Force, consists of representatives from community agencies, self-advocates, state officials, and statewide foundations. The Workgroup’s charge is: “Through engagement with consumer and provider constituencies, detail out the essential elements in an effective internal and external communication plan including: (i) a comprehensive plan for educating the primary care and behavioral health provider communities regarding consumer options and methodology for shared decision making on behavioral health clinical information sharing; (ii) a comprehensive plan for consumer education about clinical information sharing, particularly focused on behavioral health and HIE; (iii) educational materials to inform consumers about their choices in sharing behavioral health data within the HIE; (iv) educational materials for primary care and behavioral health providers to use to inform consumers about their options in sharing behavioral health data within the HIE.”

FORMATIVE EVALUATION
Hanley Center for Health Leadership engaged Partnerships For Health to facilitate patient and provider focus groups aimed at answering the following questions:

1. What educational materials do patients need in order to decide whether or not to consent to their mental health records being shared electronically through HealthInfoNet?

2. How should providers talk with their patients about sharing their mental health records electronically through HealthInfoNet?

This report documents the methodology and results of the patient and provider focus groups. In addition, a provider survey was developed and incorporated into the results.
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SECTION 1: CONSUMER PERSPECTIVE
METHODOLOGY
Five focus groups were held in three Maine counties between September and October 2012. Each focus group targeted a different population – adults accessing mental health services, veterans, seniors, young adults, and persons with intellectual disabilities (and their guardians). In addition, we asked recruiters to consider rurality and health insurance when identifying potential participants.

In total, 43 people participated in the groups. All participants resided in Maine. At least 60% of participants had received physical and mental healthcare within the last year. Refer to Table 1 for additional information about focus group participants.



For simplicity, medical records refer to existing electronic records that have data on the physical condition of a patient.
Mental health records refer to patient data that is classified as ‘sensitive information’ and not currently included in the electronic record.
HealthInfoNet refers to the statewide health information exchange.
Providers Talking To Patients About Sharing Mental Health Records on
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We learned a lot from the focus groups – what concerned them and what didn’t. The findings provided in the following paragraphs describe their perceived benefits of the system and explains their concerns. These insights can help inform the content and tone of the educational materials and consent form. Because this evaluation was conducted among small samples of our target audience, the findings should be viewed as instructive, but not definitive.

Table 1: Participants Demographics
	Participants
	43

	Target audience

	Seniors (65 years +)
	14.0%
	Veterans
	20.9%

	Adults (25 – 65 years)
	53.5%
	Persons with IDD
	2.3%

	Youth (- 25 years)
	53.5%
	Guardians of persons with IDD
16.3%

	Gender

	Male
	46.5%
	Female
	53.5%

	Visited a primary healthcare provider within the last…

	30 days
	44.2%
	6 months
	27.9%

	Year
	9.3%
	More than a year
	14%

	Can’t remember
	4.7%

	Visited a mental health provider within the last…

	30 days
	48.8%
	6 months
	7.0%

	Year
	4.7%
	More than a year
	16.3%

	Can’t remember
	9.3%
	Never
	9.3%

	Pay for medical costs through…

	MaineCare
	55.8%
	Medicare
	18.6%

	Military, CHAMPUS or the VA
20.9%
	Private health insurance
	16.3%

	Self-pay
	9.3%


While focus groups vocalized similar benefits, questions, and concerns, two groups self-differentiated themselves.

The Veterans Focus Group

“The thing that separates this group from your other focus groups is we’re all military and war veterans and some are career veterans. We do not trust the government. That’s a given, it’s not debatable.” Veterans Focus Group participant
And the Young Adults Focus Group

“Different age groups deal with different issues. Like ours is the privacy and the sanctioning of the information as to who and what, whereas older people would like to know what’s the security.” Young Adult Focus Group participant
This is their individual and collective voice…

Providers Talking To Patients About Sharing Mental Health 
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RESULTS
This report details the emerging themes across all focus groups. In addition to this report, a summary of the findings to inform the Committee discussions (Appendix A), a PowerPoint presentation to the Task Force (Appendix B), and a one page summary for dissemination (Appendix C) were developed.

Benefits of HealthInfoNet
Acts as a surrogate patient voice
The record can talk for a patient when s/he cannot. This may happen when a person is having a breakdown or is unconscious.

“Being someone who’s bipolar: if I’m down (in Portland) and I start flipping out for some reason

who knows why. Is it drug related? Is it something that made me angry? If they looked at my record (they would know), she is bipolar and this is what’s been going on.” Senior Focus Group participant
“I’d like to give my consent and know that wherever I was, and whatever emergency, whatever happened, those people have access.” Veterans Focus Group participant
Increases the accuracy of records
The records talk the same language as the doctor, so medical terms and medications don’t get miscommunicated. With time (and age), it gets difficult for patients to remember all of the correct information.

“You get yourself mad and upset because the doctor does not understand what you’re saying…”

Senior Focus Group participant
“…Not only that but you don’t know the terms. My doctor said I have a seasonal depression and I have to start this light, and I may not know the name of the light but hopefully (the doctor) who I’m talking to is smart enough to know it’s a mood box.” Senior Focus Group participant
Decreases patients’ burden of record keeping
HealthInfoNet would decrease the responsibility and burden on the patient to ensure all the doctors have the necessary reports. Patients spend a lot of time on the phone and driving between doctors to get their health records.

“About 8 years ago. I was in the VA system but I was in Wal-Mart shopping. I had a massive heart attack. I went to Farmington hospital and was resuscitated there and sent down to Lewiston. When I had recovered, I went down to Togas to get my meds because they were viciously expensive in the pharmacies. They wouldn’t even talk to me until I went to Lewiston, got my records, took them down there so that they could put my records in their system - only then they would treat me as if I had a heart attack. I assume this would change that kind of scenario, so the VA could access any information I had from Farmington or Lewiston.” Veteran Focus Group participant
Providers Talking To Patients About Sharing Mental Health Records on
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“I moved around a whole lot in my life. DHHS case, blah blah blah, family moving, and whatnot. Tracking down doctors is a bad thing, this kind of helps.” Young Adult Focus Group participant
Decreases the need for patients to continuously repeat their story
Patients spend a lot of time answering the same questions with different doctors. A shared system would alleviate the need to continuously ‘tell the same story.’

“If you’re going to a new doctor, you have to tell them everything that’s going on that you’ve said a billion times… I can guarantee (that) everyone in this room has had to tell their stories over

and over and are not a fan of it… I’ve had to do it 4 times this year alone.”  Young Adult Focus
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Group participant
Makes doctors and patients more accountable HealthInfoNet will make both the doctor and patient more accountable.

“A lot of people that we serve are not necessarily

reliable reporters. They want to tell the physician what they think the physicians want to hear without being honest about their symptoms.” IDD Focus Group participant
“(The) physician is more accountable to peers and guardian.” IDD Focus Group participant

BENEFITS
· Acts as a surrogate patient voice
· Increases the accuracy of records
· Decreases the patients’ burden of record keeping
· Decreases the need for patients
to continuously repeat their story
· Makes doctors and patients more accountable
· Helps increase doctor efficacy
· Helps ensure patient safety
“People who seek drugs or medications, those are

the people this HealthInfoNet would probably help, so the doctors knew what was going on. But those are probably the people that wouldn’t consent.” IDD Focus Group participant
Helps increase doctor efficacy
Doctors make decisions based on the information they have, but doctors don’t know what they don’t know. Providing doctors with access to all patient records, particularly medications and diagnosis, means that they can make the best treatment plan.

Participant 1: “In some kind of emergency, what does your mental (health) have to do with them giving you care at a hospital?” Young Adult Focus Group participant
Participant 2 in response: “The best care that they can. So they’re not just going into it blind. They have some sort of document and (know) what your triggers are, or what medicines you’ve been on and what medicine you haven’t. So they can figure out the best way to help you.” Young Adult Focus Group participant
HealthInfoNet would allow doctors to communicate with one another and know what is going on in the patient’s life.

Providers Talking To Patients About Sharing Mental Health Records on
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“It keeps all doctors informed. Before doctors weren’t keeping in contact with each other. This way they can keep in contact with each other and they will all know what’s going on.” Adult Focus Group participant
Helps ensure patient safety
Without seeing a patient’s medication history, a doctor may prescribe a medication that counteracts with the patient’s current medication; or the doctor may prescribe something a patient has previously had a bad reaction to.

“If they don’t have my records to see what medications I’m taking, I’m taking 9 or 10 different

pills, up to 12 sometimes, if they don’t have all that and he serves me a pill I’m allergic to… that’s going to throw off the whole balance of my other pills.” Senior Focus Group participant
Common Questions
What is HealthInfoNet?
Participants struggled to understand exactly what HealthInfoNet was conceptually and asked for more information about how it was funded and the extent of government (state and federal) involvement.

“Is there a cost to the patient / provider for participating?” IDD Focus Group participant
[image: image205.png]


“The governor doesn’t have anything to do with this, does he?” Adult Focus Group participant
“Anything that has to do with the Feds is questionable.” Veterans Focus Group participant
Does HealthInfoNet reach outside Maine?
Participants were not sure about the geographic boundaries of HealthInfoNet, both currently and in the future.

“If hospitals merge with out-of-state hospitals, how will this play-out, does HealthInfoNet expand?” IDD Focus Group participant
“Is this only for what happened while you were here in the state of Maine, not outside of the state. Now I’ve spent years in Minnesota … how does that (information) get to here?” Veteran Focus Group participant


COMMON QUESTIONS
· What is HealthInfoNet?
· Does HealthInfoNet reach outside Maine?
· Is provider participation required?
· What is the plan for a security breach?
· Why is substance abuse excluded?
· Why would a provider want to see my information?
· What information is included?
· Who gets to see my information?
Is provider participation required?
Participants were interested in understanding why some providers were participating in HealthInfoNet and some were not. They assumed the reason for non-participation was cost related, but were concerned about how this would affect patients who wanted their records in the system.

“Is it going to be mandated by the state… that all doctors or all medical (providers) have to provide this service?” Adult Focus Group participant
Providers Talking To Patients About Sharing Mental Health Records on
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Of particular concern was whether the VA was participating in HealthInfoNet. This was seen as critical to veterans who, while the VA was their medical home, often received emergency care outside the VA and needed a way to share information across providers.

“Isn’t it a big blind spot if Togas is not included?” Veterans Focus Group participant
Pragmatically, they asked how they could be the bridge between HealthInfoNet and non-participating doctors.

“If I am going to a doctor that is not participating, and I want the information from that doctor in

the HealthInfoNet system, is there a way I can get that information into the system?” IDD Focus Group participant
What is the plan for a security breach?
The security of HealthInfoNet was a concern to participants as they had their own experiences and fears about losing data, hackers, and identity theft. Participants were most concerned about identity theft because the system stored their social security number.

“The problem that I have is the social security number. The government, computers, and the internet as a whole. I don’t care what you have for security, I don’t care if it’s encrypted, there is a hacker somewhere with the knowledge to get whatever information that he desires. If he had my social security number, all the information that I have is available to him.” Veterans Focus Group participant
There was general consensus that any internet system could be hacked into and rather than assuring patients that the system was hacker-proof, participants wanted to know what the back-up plan was to deal with security breaches.

“It seems like lately there has been a lot in the news about security breaches as far as hackers.

Even though you have the strongest and highest computer systems, all computers are vulnerable. What do you do, how do you deal with the situation if the HealthInfoNet computers are hacked?” IDD Focus Group participant
In addition, participants were concerned about what would happen if the data was lost.

“Everything is electronic, on a computer, and nothing is on paper. Say something happens and it all got wiped out, now what?” Young Adult Focus Group participant
Why is substance abuse excluded?
In general, participants were puzzled about substance abuse not being included. They felt that mental health and substance abuse go hand-in-hand and questioned why it was excluded from the records.

“It’s already in your record in paper form, but it wouldn’t be put on (the system)? That’s weird.”

Young Adult Focus Group participant
Providers Talking To Patients About Sharing Mental Health Records on
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Why would a provider want to see my information?
While most participants saw the benefit in primary care or emergency doctors accessing your mental health diagnosis and medication, they questioned the need for specialized providers accessing your records. Examples included mental health providers accessing your medical records and ENT specialists accessing your mental health records.

“If someone is treating you for mental health, your records are not available to the ear, nose, and throat doctor that’s looking to see if you have tonsillitis.” Veterans Focus Group participant
What information is included?
Participants thought it was important for them to know what information was in the system so that they could provide doctors with additional information.

They were unsure about how far back the data would go. Some participants were concerned that a person could be judged on something that happened when they were very young.

“There’s stuff that’s happened to me… that I don’t want people knowing.” Young Adult Focus
Group participant
While participants understood that psychotherapy notes were excluded, they did not understand what psychotherapy notes referred to.

“Include my behavioral health information… Now, what information are they talking about? I’ve

been in numerous groups, individual therapy, psychotherapy, seen psychiatrists, and psychologists: and they take notes. A lot of the things that I deal with… is my experience in war. I don’t want that broadcasted - sometimes I don’t even tell the therapist because I’m unsure.” Veterans Focus Group participant
Participants from the IDD Focus Group thought it was important that guardianship be identified in a patient’s electronic records and that the records should include a psychiatric directive.

Who gets to see my information?
There were concerns about the records being available to insurance companies, legal professionals in medical error cases, medical students, and healthcare administrative staff. Participants emphasized that the normal professional requirements of HIPAA were still operating.

“I would definitely not want some med student accessing my records, seeing something dumb that I did and going back to his college buddies and laughing ‘ha ha… I read about this guy.’” Young Adult Focus Group participant
Providers Talking To Patients About Sharing Mental Health Records on
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Common Concerns
The patient loses control over information
Participants, particularly young adults, felt they were losing control by giving consent. Currently, a patient holds most of the information and is able to decide which information to tell a provider. By giving consent, they forego the control and have to rely on the accuracy of the provider records.

Access is all or nothing
Participants were concerned that their consent would mean all their records were available to everyone.
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Participants suggested that there should be different levels of access

COMMON CONCERS
· The patient loses control of information
· Access is all or nothing
· Mental health stigma and discrimination

among providers.

“There are some things that people have in the past that they want to forget and don’t ever want them brought up again. Which is probably some peoples’ concerns, if it’s in there, in an emergency, they’re going to see it no matter if you want them to or not. If you don’t want them to see it, you’re pretty much S.O.L. because they’re going to see it anyway.” Young Adult Focus Group participant
Mental health stigma and discrimination
Participants in the focus groups often alluded to stigma and discrimination. They felt that patients may get treated differently by what is in their records, especially if it was something they were ashamed of themselves.

“You decide to opt-in, but the challenge then becomes, regularly your notes say that you’re a

behavior problem. You’re looking for a new doctor; can the doctor open that up (the record) and decide they are not going to take you on as a patient?” IDD Focus Group participant
“My sister had a mental illness and she was admitted to an emergency room with cardiac concerns and my parents went with her but didn’t disclose any of her medications and she was treated one way. Later when the medications were disclosed and the mental illness was apparent, it seemed that the treatment changed... and not as much effort was made. She died  of a heart attack. That certainly colors my view of how much to disclose about medications.” IDD Focus Group participant
“I think some things need to be kept private because they have a bad stigma (attached) to it. Like if I found out I had HIV, I wouldn’t want anybody to know. I can see where people would want to keep that stuff private.” Adult Focus Group participant
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Consent Process
Simply state the options and consequences
Participants understood that there are four choices. These are listed below with the corresponding consequences.

	OPTION
	CONSEQUENCE

	1: Do nothing
	Their medical records are available to providers participating in

	
	HealthInfoNet and their mental health records would be available in

	
	an emergency.

	2: Consent to have their
	Their medical and mental health records are available to providers

	mental health records included
	participating in HealthInfoNet.

	3: Do nothing and provide time
	Their medical records are available to providers participating in

	limited consent
	HealthInfoNet and their mental health records would be available in

	
	an emergency. In addition, they could provide individual providers

	
	with time-limited access to their records on HealthInfoNet.

	4: Opt-Out of HealthInfoNet
	Their medical and mental health records are not available to any

	
	providers, even in an emergency.


Define terms and give examples
Participants asked what constituted an emergency, who decided if the situation was an emergency, and if the patient was told if his/her information was accessed. They suggested that examples and guidelines may help increase their understanding.
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For example, if a participant went to the emergency room, would they have a say in deciding that they were in an emergency and that the doctor could therefore access their

records?

“What I might think is an emergency they might not or vice versa. I might be confused and ask ‘Did they access that information or did they not?’ Would I be told they accessed it?” Adult Focus Group participant
“One of the questions that I have is what would they consider an emergency. If you’re knocked unconscious and you can’t give consent, I can understand that. But if you say no and they consider it an emergency, could they go behind you and still


CONSENT PROCESS
· Show what HealthInfoNet is
· Simply state the options and consequences
· Define terms and give examples
· Explain the process in
simple terms
look at your information - regardless that you haven’t given permission?” Young Adult Focus
Group participant
“What constitutes a medical emergency? Are they going to have guidelines [about what] constitutes an emergency?” Adult Focus Group participant
Due to the rurality of Maine and scarcity of psychiatrists, primary care providers often treat their patient’s mental health condition. Participants were not sure if that treatment would be included in the patient’s existing medical record?
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“If your primary care provider also diagnosis / prescribes your mental health medications, how are they separated? Where is the line?” IDD Focus Group participant
If the treatment is included in the existing medical record, participants thought it was misleading to say that a patient has a choice to opt-in.

“Does the list of medication include mental health? If yes, it is misleading that a patient actually has to opt-in.” IDD Focus Group participant
“Since you have to consent for your mental health and they already show your medications and what you’re on, so if you’re on Prozac they’re automatically going to know you’re depressed or something.” Young Adult Focus Group participant
Explain the process in simple terms
Participants asked many questions about the consent process and how it actually worked.
Do you only give consent once?
Participants asked if there was a way for them to only give consent once, i.e., did the one consent hold for all providers and did it only have to be completed initially (or annually). In addition, they asked if there was a list available of participating providers.

“So you don’t need to keep signing forms (for the records) to go from one (provider) to another

then?” Adult Focus Group participant
“Is there a mechanism that indicates I filled out the consent form so I don’t have to continuously fill it out?” IDD Focus Group participant
Can you complete the form online?
Being able to complete the form online was seen as important, especially to guardians who did not always accompany their ward to appointments.

What happens if you change your decision?
Participants had several questions regarding changing their decision after opting-in or opting-out of the system. In addition to questioning whether or not this was possible, they were also interested in the logistics of the process. For example, if you change your mind and decide not to share your information, how long will it take to remove your information and how do you know that it has actually been removed?

[If you decide to opt-out after opting-in] “… The information will be on there and then they’ll have to take it off. How do you know if the information has been taken off and what is the time frame for that to happen?” Adult Focus Group participant
“There should also be a section ‘if you sign this portion you take back the permission. You want your information deleted off HealthInfoNet.’ Is that even possible? It just says you can have it deleted… But you can never completely delete something offline. Once it’s been on there, it’s on there pretty much forever. You can go back and find it… They’ll probably tell you they deleted it but it’ll still be there.” Young Adult Focus Group participant
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How does limited consent work?
Participants, particularly those from the Young Adult Focus Group, liked the idea of limited access because it gave them more control, but they thought it made things more complicated because it was a grey area and opened things up for abuse/unauthorized access. Participants questioned how limited consent would operate.

“My information is in the system, I go into the (doctor’s) office and say, for today only you have access. How does this access get opened-up and how do I know the provider isn’t going to keep going in? Is there an on/off button?” IDD Focus Group participant
“What if you give someone permission one time, can’t they just go back in and use the same password and stuff to look at it again?” Young Adult Focus Group participant
“Does the computer generate new passwords each time?” Young Adult Focus Group participant
Consent Form
Initially, almost all participants failed to read the first page of the Consent to Share Sensitive Health Information document and focused on the second page (form). The following comments and questions follow the format of the document.

About HealthInfoNet
Section 1, Paragraph 2: The sentence reads “You will need to take action for certain mental health and HIV/AIDS related information to be included.”

Participants were not sure what specific actions they would need to take. They liked the suggestion of adding: ‘The actions you need to take are stated below.’

“It says that you will need to take action for certain health and HIV/AIDS related information to be included; so what is the action you need to take? It really doesn’t explain the action that we need to take.” Adult Focus Group participant
There was also uncertainty as to what certain mental health and HIV/AIDS related information meant. “It says you need to take action for certain mental health and HIV related, so what’s certain health?” Adult Focus Group participant
Participants thought it would be helpful to add an introduction explaining how electronic mental health records are new. It was a common understanding that all of their health records were already electronic, so a paragraph explaining that physical records are currently available and emphasizing that it is only mental health records that are new would be helpful. They also suggested adding “Read this first” on the front page in large font.
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Sharing mental health and/or HIV/AIDS information in HealthInfoNet
Participants did not understand the full meaning of Section 2. They thought it meant that, if they give consent, their information would be shared if they are in an emergency. They did not initially understand that it meant that their information would be shared if they give consent OR were in a medical emergency.

Your choices for sharing sensitive information
Participants found the meaning of the options confusing and questioned whether it was only for persons who were currently receiving mental health treatment.

For people who were not currently receiving mental health treatment, participants asked if they were excluded (i.e., you could only sign the form if you had seen a mental health provider) or if it was a good idea for them to give consent proactively rather than waiting for a crisis.

Participants liked having a choice to consent or not, but thought it could be emphasized more on the form. They thought the options could be simplified and concretely stated. There were 2 suggested formats: (i) add an option "I do not consent" with a signature line; or (ii) simply state "Do you consent?” with yes and no checkboxes.

“It’s the first time they’ve actually given us a choice whether we want to sign it or say ‘screw it I don’t want anything released at all.’” Young Adult Focus Group participant
Participants also suggested that the Consent Form contain a statement about how providers will still operate under their own professional conduct and HIPAA and would use the information appropriately.

I choose to include my sensitive health information in HealthInfoNet
Address
Participants were not sure if a mailing address, physical address, or both were required.

Social security number
Directly below social security number is a sentence that reads: “This is used to verify your identity only. It is not made available in the system.” Participants felt that this sentence did not alleviate their concerns because the number would be in the system and available to hackers even if it wasn’t shown on the screen to providers.

“Well, not made available in the system and not BEING in the system is two entirely different

things. If it’s in a system, even though somebody can’t access it, a computer hacker could. And that’s a big concern, because more than once all of us here have had our social security numbers compromised.” Veterans Focus Group participant
Check box: “I want to include my behavioral health information in my HealthInfoNet record.”
Participants thought this should read ‘mental health’ rather than ‘behavioral health.’ They saw mental health and behavioral health as being two different things. They defined behavioral health as the actions or behavior that took place and mental health as what happened in their head.
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“Isn’t mental health and behavioral health two different things. Cause my behavior is a lot different than my mental health.” Young Adult Focus Group participant
The Patients’ Ideal System
No social security numbers
Participants discussed whether or not there was an alternative to social security numbers that would make the impact of a security breach less daunting.

“If I have your social security number, I can do untold

damage to you, and… I have got two letters in the last seven years that told me my information was on a hard drive on a laptop that disappeared and god knows where that is; and god knows who has it; and god knows what they’ll do with it… Why couldn’t we use that information (VA claim number) to access all of our health care?” Veterans Focus Group participant



PATIENTS’ IDEAL SYSTEM
· No social security numbers
· Patients decide who sees what
· Patients have access to their records
· Crisis counseling hotlines
have access
· Links family records
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Patients decide who sees what
Participants want to be able to restrict the view of their records. They imagined a system where a patient could decide which type of provider could see which types of data.

For example, some participants did not want their mental health provider to see their medical records. Others wanted to consent to having their mental health records shared, but not their HIV/AIDS status. There were additional requests to have a section that was always off-limits except with expressed consent of the patient – even in an emergency.

“What if there’s something in your physical medical records that you don’t want everybody to

see? Say my mental health case manager got in, as part of the HealthInfoNet, and he looks at my physical stuff: What if there’s something in there I don’t want them to know about my past?” Young Adult Focus Group participant
“Is it possible to have another portion be not (available) even in an emergency? That you have to give permission, (and even in) an emergency it won’t let them see it?” Young Adult Focus Group participant
Patient has access to their records
Participants felt that it was important for patients to be able to review their personal information and be able to fix errors.

“What if the information is wrong that’s on there and you know that it’s wrong? How do you

know that the information that’s on there is correct? And that it is about you (and) not about somebody else?” Adult Focus Group participant
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Crisis-counseling hotlines have access
Participants thought that giving access to crisis-counseling hotlines would be beneficial because it would help the crisis counselor understand the history of the person they were speaking to and provide a record for the primary health care provider to follow-up with the patient.

“Sometimes crisis (counselors) would need to know your background. I’ve had them come to my house… and sometimes I don’t want to tell them the whole story. If I called them, they could access it on their computer and ask me exactly what’s bothering me.” Young Adult Focus Group participant
“But even if it’s your first time calling, they would have access to put this into your record so that it gets shipped to your doctor that you called for suicide help. Next time you see him, he hopefully will bring it up or at least it’s in there so god forbid anything else happens.” Senior Focus Group participant
Links family records
Participants suggested that their electronic record be linked with those of their family members. There were two main benefits to this: (i) Providers would be able to understand the patient's home situation and family health; and (ii) Providers would be more aware of genetic conditions.

“If another family member of yours came down with Alzheimer’s, they could see where the link is. It’s important because I’m bi-polar and my kids have ADHD. At first I felt I gave it to them because I didn’t realize it’s hereditary. By looking back at records you can see, okay so my mother, my brother, myself all have it. Luckily my husband is clear, but my sons will have it in their records so when they have kids they’ll be able to go back into their history and see: ‘this is what mom and I had and this is what I have to do to watch for my own kids … The same thing with my husband’s heart attack, and the 3 boys. His heart attack had nothing to do with what he ate, it was hereditary,’ it was bound to happen.” Senior Focus Group participant
CONCLUSION
The objective of these focus groups was to gain qualitative understanding about what patients perceived as the benefit of a system such as HealthInfoNet, their concerns, and questions. Participants articulated many patient benefits.

We found that the patients were less concerned with stigma and discrimination than with the possibility of security breaches and the idea that all of their records would be available to all providers in the system. The majority of patients would prefer a tiered consent model where consent is tiered by provider type. This means that patients would have the ability to consent to share specific information with specific types of providers involved in their care. This is different from the limited consent which is time-limited. While such a model may not currently be feasible, it is important to communicate to patients the existence of a strict role-based access policy to alleviate some fears with sharing mental health information.
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In general, participants were confused about what their options were and how limited consent could be operational. In addition, they suggested numerous potential ways in which the system could be developed to suit the patient’s needs.

RECOMMENDATIONS
Based on the results from the focus groups, the following are recommended for future patient-focused educational materials.

· Separate the educational and consenting materials. By combining the materials, patients expected

all forms for all options (e.g., consent to share information, consent to not share any information (opt out of HealthInfoNet), limited consent). In addition, when given documents that end with signature requirements, almost all participants did not read the print and simply turned to the form they needed to complete.
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Use graphics to illustrate concepts and processes. All participants

listened to a mock session of a provider explaining what HealthInfoNet was and what decision was required. In addition, they were asked to read the educational materials. However, they were still not sure what HealthInfoNet is, and what the consent options were. It is recommended that graphics are used to convey these complex concepts.

· Emphasize patient benefits and use quotes. Almost all participants

thought it would be beneficial to consent to sharing their mental health records. It is recommended that materials utilize the quotes from people to emphasize the benefits to patients.

· Address consumer concerns about security and controlling access.

RECOMMENDATIONS
· Separate the educational and consenting materials
· Use graphics to illustrate concepts and processes
· Emphasize patient benefits and use quotes
· Address consumers concerns about security and controlling access
These were the two greatest concerns and it is recommended that they are addressed in any educational materials produced. In particular, it is important to communicate to patients the existence of a strict role-based access policy to alleviate some fears with sharing mental health information.

LIMITATIONS AND FUTURE EVALUATION
The formative, exploratory, and descriptive nature of the focus groups limits the findings. First, the participants represented self-identified persons receiving mental health treatment (and their guardians where applicable). We do not know how less engaged patients perceive the benefits of sharing their mental health records, or if their information needs may be different. Secondly, while every effort was made to engage all participants, some ideas and perspectives may have been left out given the flow of the focus groups.

Future evaluation efforts may benefit from developing an anonymous survey and/or focus groups that react to developed educational materials. We would recommend that recruitment be made from existing groups and be scheduled around patients’ routine care in an effort to involve more patients.
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SECTION 2: PROVIDER PROSPECTIVE
METHODOLOGY
One focus group was held in November 2012. Despite recruitment efforts, all participants were from one behavioral health organization. In follow-up in an effort to obtain more diverse perspectives, a survey was distributed widely.

In total, 9 staff from a behavioral health organization participated in the focus group and 27 people completed the survey. All participants resided in Maine. Refer to Table 1 for additional information about participants.

We learned a lot from the focus group and survey – what concerned them and how their role may be supported. The findings provided in the following paragraphs describe their perceived benefits of the system and explains their concerns. These insights may be used to revise the educational materials and to review the manner in which implementing organizations are supported. Because this evaluation was conducted among small samples of our target audience, the findings should be viewed as instructive, but not definitive.

Table 2: Participants Demographics
	Participants
	36

	Type of services provided:

	Clinical
	0
	Integrated: Clinical and mental health
	25%

	Mental health
	50%
	Other
	11%

	Substance abuse treatment
14%

	Role

	Direct service provider
	31%
	Non-direct (administrative)
	66%

	Other
	3%

	Length of time working in the community?

	Less than 1 year
	8%
	1 - 4 years
	8%

	5 – 10 years
	14%
	More than 10 years
	70%


RESULTS
This report details the emerging themes across both the focus group and survey. In addition to this report, a summary of the findings to inform the Committee discussions (Appendix D) was developed.

Benefits of HealthInfoNet
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Increased communication and coordination between providers results

in better treatment management.
BENEFITS
· Better treatment management
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Barriers to HealthInfoNet
From the provider perspective
Confidentiality and loss of control over who has access to what records. More pronounced in mental health services. Higher proportion of persons in integrated services did not see any barriers to sharing. Additional barriers included administrative burden and getting the interoperability of the different systems.

From the provider’s patient’s perspective


BARRIERS
· Confidentiality
· Loss of control over who has access to what records
· Discrimination
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The most frequent barrier selected was “loss of control over who has access to what records” (72%), followed by confidentiality (59%) and discrimination (40%). There was not a marked difference in respondents from different types of practices. The focus group provided a deeper description of these barriers:

· Typically, a patient signs a release to obtain information from a specific provider (such as their PCP).

On either side of the release, people and time limits are identifiable. The concern with HealthInfoNet is that patients will be asked to sign a blanket release where no providers are identified.

· Within organizations, there are policies and practices that minimize the risk of a breach of

confidentiality. Once the information is sent outside the organization, these safety nets no longer exist.

· Organizations’ policies and procedures govern what information is captured in their electronic

medical records. There is great variety/level of disclosure across different organizations. Therefore the ‘comfortable’ level of disclosure may differ from one organization to another.

· Administrative burden. Initially will require extra staff time. But the hope is that it will save time in

the long run (by decreasing the number of individual release forms that need to be sent between providers).

· Important to emphasize the audit reports.

Tools for Talking with Patients
The following information was seen as critical (in order of frequency):

· Benefits of sharing mental health records (87% - particularly among mental health services)

· Consent options (87% - particularly among mental health services)

· Consent process (65% - particularly among mental health services)
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Which providers are participating (65% - particularly among integrated service providers)

EDUCATIONAL TOOLS
· One-page handout for patients
· Talking points for providers

In both the focus group and in the survey, a one-page patient handout (82%) and talking points for providers (91%) were seen as useful. The one-page patient handout was less important for substance abuse treatment services and co-occurring behavioral health services.
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Process of Obtaining Consent
While there was diversity on when during a patient visit the education and consent should occur, approximately half of survey respondents (54%) and all focus group participants felt that both education and consent should occur during the visit and that it should be undertaken by the provider (73% survey respondents and 100% focus group participants).

Alternate persons included patient specialists and case managers. Survey respondents from integrated services were less uniform in their responses with 28% suggesting a support staff (such as medical assistant) or administrative staff (14.3%).

Feedback on Existing Materials
Educational one-pager
The focus group reviewed the educational one-pager and made the following points:

· Caregiver normally refers to family member or friend not healthcare provider.

· Social security disclaimer on educational one-pager does not match the consent form.

Consent Form
The focus group also reviewed the consent form and made the following points:

· Sensitive information can mean a range of things. For some, age may be sensitive.

“When I read sensitive information, my brain goes to the most sensitive information that’s in that chart.”

· Notarization requirement was unclear to participants. They initially thought that they would have to

have all the forms notarized (rather than the notarization only being required if a patient was downloading the form from home). It was suggested that this was made clearer by saying “when downloading…”

Additional Survey Comments
“It is so important that patients/consumers be educated about the benefits to them for sharing information and the risks of not sharing. For so long, the focus of our system has been on the consumer rights for preserving confidentiality to the point where critical information doesn't get shared. Any information needs to accent the positive aspects - and providers need to be educated to avoid stigma and labeling that lies at the core of the need to preserve  confidentiality at all costs.”

“Live demonstrations of how it works by potentially connecting to 'the cloud', peer mentoring, stories, stories, stories, hand-holding, asking for feedback after the person's records first enters the cloud about how they are feeling about it. In other words, offering support to those who have concerns, questions, and worries.”

“Sharing efforts within and between organizations to develop collaborative practices.”
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“Patient portals are helpful for patients who are inclined to get information in that way. We really need to use a variety of options to make it as easy and comfortable as possible to understand information sharing benefits as well as challenges.”

CONCLUSION
The objective of this focus group and survey was to gain qualitative understanding and insight into what providers perceived their needs to be when talking to patients about sharing mental health records. Results were consistent through both the focus group and survey. Participants articulated many patient and provider benefits. The primary concern was the organization’s loss of control over access to their patient’s records and the increased potential for breach of confidentiality as a result. This concern was more pronounced in mental health services and less evident in integrated services.

Almost all participants recommended that the educational and consent processes occur between the patient and provider during a visit.

Participants requested a one-page patient handout and talking points for providers.

RECOMMENDATIONS
Based on the results from the focus group and survey, the following are recommended for assisting providers in obtaining patient consent to share their mental health records.
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Create brief patient educational materials and provider talking
points that include: the benefits of sharing mental health records; consent options; the consent process; and which providers are participating (or provide a link to the latter).

· Emphasize the availability of audit reports in both materials.

This will help alleviate some of the concerns of providers and patients by enabling them to see who has accessed patient- specific records.

· Use graphics and simple language to explain concepts and
processes. It is important for the providers to be able to easily articulate and explain HealthInfoNet, the consent options, and consent processes.

· Address concerns about controlling access in both materials.

RECOMMENDATIONS
· Create brief patient educational materials and provider talking points
· Emphasize the availability of audit reports
· Use graphics and simple language to explain concepts and processes
· Address concerns about
controlling access
Emphasize the existence of a strict role-based access policy to alleviate some fears with sharing health information.
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LIMITATIONS AND FUTURE EVALUATION
The formative, exploratory, and descriptive nature of the focus group and survey limits the findings. First, the participants represented self-selected staff. Participants in the focus group were from a behavioral health organization that was not currently participating in HealthInfoNet. The results of the focus group may have been different if participants had real-time experience with HealthInfoNet. Similarly, the system to obtain patient’s consent and to include patient mental health records has not begun. Feedback is therefore limited to potential experiences. Secondly, while every effort was made to engage all participants, some ideas and perspectives may have been left out given the flow of the focus group or the structured questions of the survey.

Future evaluation efforts may benefit from developing an anonymous survey and/or focus groups that react to developed educational materials. We would recommend that recruitment be made from organizations participating in HealthInfoNet.
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APPENDIX A: SUMMARY OF RESULTS OF PATIENT FOCUS GROUPS TO INFORM DISCUSSION ON EDUCATIONAL MATERIALS
BENEFITS
1. Acts as a surrogate patient voice

2. Increases the accuracy of records

3. Helps keep the system transparent

4. Decreases the patient’s burden

5. Helps increase doctor efficacy

6. Helps ensure patient safety

QUESTIONS
1. HealthInfoNet

· What is HealthInfoNet?

· How far does HealthInfoNet reach?

· Why is substance abuse excluded?

· Is provider participation required?

· What information is included?

· Who gets to see my information?

· Why would a provider want to see my information?

2. Consent Options

· What constitutes an emergency?

· Where is the line between medical and mental health records?

· Do you only give consent once?

· Can you complete the form online?

· What happens if you change your decision?

· How does limited consent work?
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APPENDIX B: PRESENTATION ON CONSUMER FOCUS GROUPS
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APPENDIX C: ONE PAGE DISSEMINATION OF RESULTS FROM PATIENT FOCUS GROUPS
What education materials do patients need in order to decide whether or not to consent to their records being shared electronically through HealthInfoNet?
In the fall of 2012, Partnerships For Health conducted 5 focus groups in 3 different counties in Maine. Forty-three people spoke with us about this important decision. This is a summary of their voices…

Benefits of HealthInfoNet
1. An accurate alternative to the patient voice
“I’d like to give my consent and know that wherever I was, and whatever emergency, whatever happened, those people have access.”

2. Decreases patients’ burden
“If you go to a new doctor, you have to tell them everything that’s going on that you’ve said a billion times before.”

“About 8 years ago, I had a massive heart attack. I went to Farmington hospital and was resuscitated there and sent down to Lewiston. When I recovered, I went down to Togas to get my meds. They wouldn’t even talk to me until I went to Lewiston and got my records…”

3. Makes doctors and patients more accountable
“The physician is more accountable to peers and guardians.”

4. Increases doctor efficacy and patient safety
“If they don’t have my records to see what medication I’m taking. I’m taking 9 or 10 different pills, up to 12 sometimes. If they don’t have all that and he serves me a pill I’m allergic to…that’s going to throw off the whole balance of my other pills.”

Concerns about HealthInfoNet
The patient loses control of information
“Different age groups deal with different issues. Ours is privacy and the sanctioning of the information as to who and what…”

Access is all or nothing
“There are some things that people have in their past that they want to forget and don’t ever want them brought up again… in an emergency, they’re going to see it no matter if you

[image: image251.png]information with physicians and other specialists



want them to or not.”

Mental health stigma and discrimination
“I think some things need to be kept private because they have a bad stigma (attached) to it.”

What Patients Want To Know Before Making a Decision
· Show what HealthInfoNet is

· Simply state the options and consequences

· Define terms and give examples

· Explain the process in simple terms

· Answer specific questions


FOR MORE INFORMATION:
About HealthInfoNet contact Amy Landry
207-541-9250 ext. 202

alandry@hinfonet.org
About the focus groups contact
Michelle Mitchell, Partnerships For Health
207-620-1113
Michelle.Mitchell@PartnershipsForHealth.org
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APPENDIX D: SUMMARY OF PROVIDER FOCUS GROUP & SURVEY RESULTS TO INFORM DISCUSSION ON EDUCATIONAL MATERIALS
1. BENEFITS OF HEALTHINFONET
Increased communication and coordination between providers results in better treatment management.

2. BARRIERS TO HEALTHINFONET
From the provider perspective:
Confidentiality and loss of control over who has access to what records. More pronounced in mental health services. Higher proportion of persons in integrated services did not see any barriers to sharing. Additional barriers included administrative burden and getting the interoperability of the different systems.

From the provider’s patient’s perspective:

The most frequent barrier selected was “loss of control over who has access to what records” (72%), followed by confidentiality (59%) and discrimination (40%). There was not a marked difference in respondents from different types of practices. The focus group provided a deeper description of these barriers:

· Typically, a patient signs a release to obtain information from a specific provider (such as their PCP).

On either side of the release, people and time limits are identifiable. The concern with HealthInfoNet is that patients will be asked to sign a blanket release where no providers are identified.

· Within organizations, there are policies and practices that minimize the risk of breach of confidentiality. Once the information is sent outside the organization, these safety nets no longer exist.

· Organizations’ policies and procedures govern what information is captured in their electronic medical records. There is great variety / level of disclosure across different organizations. Therefore the ‘comfortable’ level of disclosure may differ from one organization to another.

· Administrative burden. Initially will require extra staff time. But the hope is that it will save time in the long run (by decreasing the number of individual release forms that need to be sent between providers).

· Important to emphasize the audit reports.
3. TOOLS FOR TALKING WITH PATIENTS
The following information was seen as critical (in order of frequency):

· Benefits of sharing mental health records (87% - particularly among mental health services)

· Consent options (87% - particularly among mental health services)

· Consent process (65% - particularly among mental health services)

· Which providers are participating (65% - particularly among integrated service providers)
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In both the focus group and in the survey, a one-page patient handout (82%) and talking points for providers (91%) were seen as useful. The one-page patient handout was less important for substance abuse treatment services and co-occurring behavioral health services.

4. PROCESS OF OBTAINING CONSENT
While there was diversity on when during a patient visit the education and consent should occur, approximately half of survey respondents (54%) and all focus group participants felt that both education and consent should occur during the visit and that it should be undertaken by the provider (73% survey respondents and 100% focus group participants).

Alternate persons included patient specialists and case managers. Survey respondents from integrated services were less uniform in their responses with 28% suggesting a support staff (such as medical assistant) or administrative staff (14.3%).

5. FEEDBACK ON EXISTING MATERIALS
The focus group reviewed the educational one-pager and made the following points:

· Caregiver normally refers to family member or friend not healthcare provider.

· Social security disclaimer on educational one-pager does not match the consent form.

The focus group also reviewed the consent form and made the following points:

· Sensitive information can mean a range of things. For some, age may be sensitive. “When I read sensitive information, my brain goes to the most sensitive information that’s in that chart.”

· Notarization requirement was unclear to participants. They initially thought that they would have to

have all the forms notarized (rather than the notarization only being required if a patient was downloading the form from home). It was suggested that this was made clearer by saying “when downloading…”

6. ADDITIONAL SURVEY COMMENTS
· “It is so important that patients/consumers be educated about the benefits to them for sharing information and the risks of not sharing. For so long, the focus of our system has been on the consumer rights for preserving confidentiality to the point where critical information doesn't get shared. Any information needs to accent the positive aspects - and providers need to be educated to avoid stigma and labeling that lies at the core of the need to preserve confidentiality at all costs.”

· “A talking points handout from HealthInfoNet that providers can give to their patients/clients.”

· “What happens when a patient wants to cancel their consent? How can they be assured that their records won't continue to be transmitted electronically? How can they get an accounting of what was sent?”

· “Live demonstrations of how it works by potentially connecting to 'the cloud', peer mentoring, stories, stories, stories, hand-holding, asking for feedback after the person's records first enters the cloud about how they are feeling about it. In other words, offering support to those who have concerns, questions, and worries.

· “Sharing efforts within and between organizations to develop collaborative practices.”

Partnerships For Health, LLC
Page 35
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“We work primarily with adolescents who are hesitant to trust adults and the systems they manage.”

· “Patient portals are helpful for patients who are inclined to get information in that way. We really need to use a variety of options to make it as easy and comfortable as possible to understand information sharing benefits as well as challenges.”

HealthInfoNet Consent to Share Mental Health and HIV/AIDS Records
Please READ the HealthInfoNet educational materials before filling out this form
Choose from the following options.
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I want to include my mental health information in my HealthInfoNet record. I want to include my HIV/AIDS information in my HealthInfoNet record.
I would like to reverse my previous consent and hide the following information. Choose one or both.
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Mental Health
HIV/AIDS
You can choose to do nothing with this form. If you do nothing, your general medical information will be available to participating providers and your mental health and/or HIV/AIDS information will be available only in a medical emergency.
You can still provide consent for individual providers. To do this, tell your participating provider during your visit that they have your consent to access your mental health, HIV/AIDS information or both. The information will be available to that individual provider during that visit. You will need to give permission the next time you want them to have access.
To remove all your medical information from HealthInfoNet, even in an emergency, you need to fill out a separate opt-out form. These are available from your provider or HealthInfoNet.
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First Name
Middle Name
Last Name
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Address
City
State
Zip Code
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Date of Birth (Month/Day/Year)


Sex (male/female)

Daytime Telephone
Email
By signing, I understand the information I've indicated above will be available to my providers using HealthInfoNet.
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Signature of Patient or Guardian
Please include printed name and contact of guardian

Date (Month/Day/Year)
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Do one of the following to get this form to HealthInfoNet
1. Return this form to your provider, have them witness below, and forward to HealthInfoNet by fax at 207-541-9258 or mail to 125 Presumpscot Street Box 8, Portland, ME 04103.
2. Contact HealthInfoNet at 866-592-4352 to schedule a time to come to HealthInfoNet's office in person with your government-issued photo ID. HealthInfoNet is located at 125 Presumpscot Street, Portland.
3. If you can't do one of the two first options, you may contact HealthInfoNet and ask to be sent a form that can be notarized.
You can also download this form from HealthInfoNet's website at http://www.hinfonet.org/patients/your-choices. This can then to be sent by mail or fax to HealthInfoNet.
Provider or HealthInfoNet Witness Only
On
/
/
, I attest that the above signer is personally known to me or established his/her identity by presenting government-issued photo identification.
Signature
Print Name
Employer/Organization
Mental Health or HIV/AIDS HealthInfoNet Access Script
Before speaking with the patient, check their consent status relative to MH or HIV/AIDS information on the demographic screen in the clinical portal. This will tell you whether the patient has chosen to include this information in their record already as well as if they have chosen to opt everything out. In either of these cases, you do not need to use this script.

If the patient has not consented to include MH or HIV/AIDS information in their record, individual users can have access to this information if the patient agrees during the visit. The following script can be used to request consent. If the patient agrees, the user must attest to consent in portal and access to the information selected will be available for that particular visit only.

Patient Script:
(Facility Name) uses HealthInfoNet, a secure statewide computer system that helps us more easily coordinate your care. I use this system to quickly see your medical information from your other health care providers to help me make the best possible decision about your care.

Right now I only see your general medical information. If you have information related to   mental health treatment or HIV/AIDS you’d like me see to help care for you, please let me know. I need your permission to access this information.

If the patient has additional questions see talking points and FAQs.
HealthInfoNet Talking Points and FAQs
Thank them
· Thank you for asking about HealthInfoNet. We’re excited to be participating. Let me tell you a little bit about it.

Tell them about HealthInfoNet
· HealthInfoNet provides a secure statewide computer system for doctors and other health care providers in Maine to share important patient health information that can help improve your care.

· The system combines information from all your participating health care providers to create a single electronic patient health record.

· While we’ve always shared information with other providers when necessary to support your care, HealthInfoNet makes it easier, faster and more secure.

Explain what is in their HealthInfoNet record
· Your HealthInfoNet record contains prescriptions, immunizations, allergies, lab and test results, image reports, conditions, diagnoses or health problems and medical visit notes like visit summaries and hospital discharge summaries. However, office visit notes from mental health providers are not included. Not all providers include all of these things. Ask your participating provider what they include from their location.

Explain the benefits and risks
· It’s hard to remember all the details of your medical history. When your information is in HealthInfoNet it can prevent the need to tell your story over and over to each new provider.

· Having access to your HealthInfoNet record helps us work more closely with other providers, make better decisions about your care, and reduce the chance of medical errors. This is especially important in emergency situations.

· HealthInfoNet follows the highest information security standards available. However, as with any electronic system, there is some risk of unauthorized access or misuse of information, even by authorized users. (See security measures listed in FAQs below)
You have several choices for sharing your information
· You do not have to participate in HealthInfoNet, and can have your information removed. You simply have to opt-­‐out and HealthInfoNet makes that easy.

· When you opt-­‐out, your information is deleted and will not be available to providers using HealthInfoNet, even in an emergency.

· There are three options for opting out: by mail, by phone or online. The quickest method of opting out is online.

1. Visit   www.hinfonet.org/optout.html
2. Fill out an opt-­‐out form, available at (insert where they are available in your facility)
3. Call HealthInfoNet at 207-­‐541-­‐9250 or Toll Free at 866-­‐592-­‐4352
· If you have been treated by a mental health care provider or for HIV/AIDS, this information is only available in HealthInfoNet if you give permission or are in a medical emergency. If you want providers like your primary care doctor or staff caring for you in the hospital to see this information, you need to give them permission. Would you like me to explain to you how you can do that? (see section below) I can also provide you with a form that explains these choices.
Explain how they give permission for providers to see mental health and HIV/AIDS information
· Different from general medical information, information from your mental health care providers and about HIV/AIDS is only available in HealthInfoNet if you give permission or are in a medical emergency. This is includes specifically:

· Information created by a licensed mental health facility or a licensed mental health provider like your counselor, psychiatrist or psychiatric hospitals.

· HIV/AIDS diagnoses and results of HIV/AIDS lab tests.

· If you want providers like your primary care doctor or staff caring for you in the hospital to see your mental health, HIV/AIDS information, or both, you need to give them permission. You can do this in one of the following ways:

· Fill out a consent form available from your participating provider or HealthInfoNet. By filling out and submitting this form, you are agreeing to have your mental health, HIV or both types of information available to all providers participating with HealthInfoNet.

· During your visit, give your provider permission to access your mental health, HIV/AIDS information or both. This information will be available to that individual provider for  that visit only. You will need to give permission each time you want them to have access in the future.

Frequently Asked Questions
QUESTIONS  ABOUT  HEALTHINFONET
Who is behind HealthInfoNet?
· HealthInfoNet is a Maine-­‐based nonprofit organization founded in 2006. It is independent and is not owned by insurance companies, healthcare providers, employers or the government. It was started by a group of people representing patients, healthcare providers, payers and public health.
Is participation required or mandated?
· No. Participation is voluntary for patients and their providers. Your choice to opt-­‐out will not affect your ability to receive medical care.

QUESTIONS ABOUT THE HEALTHINFONET RECORD
What medical information is included in my record? Is everything included?
· Medical information included in your HealthInfoNet record is the following.

· Patient demographics, insurer, primary care provider

· Visit History

· Laboratory and Microbiology Results

· Radiology  Reports

· Adverse  Reactions/Allergies

· Prescription Medication History

· Diagnosis/Conditions/Problems  (primary  and  secondary)

· Immunizations

· Dictated/Transcribed Documents like hospital discharge summaries and provider visit notes

· Vital Signs

Is there any information that is not shared?
· Your HealthInfoNet record does not include information from substance abuse treatment facilities or programs.

How far back will my records go?
· You may have records dating back to as early as December of 2008, because this is when a large number of organizations starting participating in the system. Your medical information from (name of organization) was included starting on (go live date). Your original medical record is  not being replaced; it will be maintained just as it has always been.
How can I find out if my doctor or local hospital is taking part in HealthInfoNet?
· You can visit HealthInfoNet’s website (Participating Healthcare Organizations) for a list of those participating. However, it’s best to ask your doctor or hospital to be sure.
What information is used to identify patients in the system?
· Information used to identify patients in the system is: name, date of birth, sex, address, Medical Record Number (used by your provider), and Social Security Number. Your Social Security Number is never shared is not visible to HealthInfoNet users.

What if I receive care at a health care organization that is not participating in HealthInfoNet, what happens to my records?
· Only providers who are participating in HealthInfoNet can access and include information in the system. If your provider does not participate in HealthInfoNet, they will continue to update your medical record in their own system, and they will share your medical records as they always have, by mail, email or fax. However, the goal is that all providers in Maine will participate in the future.

What if there is a mistake on my record, how will I get that fixed?
· Your HealthInfoNet record includes information created by the health care providers caring for you. If you know of an error, please let your provider know about that, so that they can update the information. Once they do this, it will be automatically updated in HealthInfoNet.

How can I access my information in HealthInfoNet?
· HealthInfoNet’s system is not set up for patient access at this time. You can review your HealthInfoNet record with your provider if you like.

CONSENT  QUESTIONS
I don’t want any of my information included, can you opt-­‐out for me?
· No. Only the patient, the parent (if patient is a minor), or guardian can opt-­‐out. We cannot do this for you. This is a privacy precaution.

· However, if you fill out the opt-­‐out form, I can send it to HealthInfoNet for you.
If I opt-­‐out, how do I know my information was deleted and that I won't be included again?
· HealthInfoNet sends you a confirmation email or letter when you opt-­‐out. HealthInfoNet keeps your demographic information, such as your name and birth date, to make sure none of your health information is included in the future.

What if I change my mind and want to include my information in HealthInfoNet?
· If you opt-­‐out and later decide to have your information included, you will need to go online and fill out the opt-­‐in form at www.hinfonet.org/optin.html or call HealthInfoNet to do this over the phone.
· Your medical record in HealthInfoNet will only contain health information created after you decided to opt back into the system.

· You will then need to separately choose to include mental health and HIV information as explained above. You can also reverse your consent to include your mental health and/or HIV information. This can be done on the same form you filled out to consent to sharing this information.

It says that my mental health and/or HIV/AIDS information can be accessed in a medical emergency without my consent. Is this true and who decides I’m in a medical emergency?
· Yes, unless you have opted out of HealthInfoNet, Maine State law allows a provider to access your mental health, HIV/AIDS information in one of two situations.

· If your provider believes it is necessary to prevent a serious threat to the health or safety of others.

· If your provider believes it is necessary to prevent or respond to imminent and serious harm to your health.

· These legal provisions are includes in 34-­‐B MRSA 1207(1)(I) and 5 MRSA 19203(11).
SECURITY  QUESTIONS
Who is able to see my health information in HealthInfoNet?
· Only authorized users with correct identification and unique passwords can use HealthInfoNet.

This may include your doctor, nurses, medical assistants, pharmacists and other clinical staff involved in your care.

· And, before they can view your record they must confirm they are involved in your health care and have a need to see your information. This is recorded in the system.

How can I find who has viewed my record?  Is there a record of who has viewed my health information and why?
· HealthInfoNet keeps track of everyone who accesses your record, when they accessed it, and what information they looked at. Visit www.hinfonet.org/audit or contact HeathInfoNet to request an audit report of this information.
· This audit report will include when a provider accesses a patient’s mental health and/or HIV/AIDS data in an emergency situation described above.

· Please let us know if you have questions and concerns about access to your records here at (name of organization). We are also able to run audit reports of what (name of organization) providers have accessed your in HealthInfoNet.
How is the system checked for security failures/hackers?
· Security tests are performed on an ongoing basis, to make sure that the records remain secure.

· Information is always encrypted and sent over private and secure computer connections.

· The system keeps track of everyone who views your record, including what parts they look at and when they look at it. You can request a report of this information by filling out the form at www.hinfonet.org/audit or by calling 866-­‐592-­‐4352.
Is it against HIPAA rules for you to have shared my information?
· No. HIPAA does not require patient consent when information is used to support treatment, as is the case with HealthInfoNet. In its contract with participating organizations HealthInfoNet is defined as a business associate under HIPAA. This allows HealthInfoNet to act as a “virtual medical record department” to collect and store medical records, and allow authorized providers to review and upload records. Having a third party manage medical records is common  practice.

What happens if there is inappropriate access or use ("breach") of my HealthInfoNet record?
· HealthInfoNet must follow all state and federal health record privacy laws, including HIPAA. These laws require HealthInfoNet and/or your provider to inform you if there is a breach of you personal health information. If you feel your HealthInfoNet record has been inappropriately accessed, please contact us.

[image: image267.png]focus group during a peer



[image: image268.png]


[image: image269.png]peer call with mental health consumers. As with the provider summits, any



[image: image270.png]assumptions that we had in approaching the consumer f



[image: image271.png]ocus groups dissolved as we carried out each of



[image: image272.png]the three discussions.



[image: image273.png]First, what was noticeably absent from the discussions was any collective outright objection to the



[image: image274.png]concept of the exchanging sensitive health data electronically. We did encounter



[image: image275.png]one participant, who



[image: image276.png]self



[image: image277.png]disclosed as paranoid and who stated that he did not have any interest in having his patient health



[image: image278.png]information shared with the ILHIE. Other than that individual, participants were largely focused on which



[image: image279.png]


[image: image280.png]roviders they trust



[image: image281.png]. There was general agreement that they trust providers to whom they have been



[image: image282.png]referred by their existing behavioral health practitioner.



[image: image283.png]Geography



[image: image284.png]Central lllinois: Human Service MH/SA Transitions of Care from Inpatient to Outpatient for 3

Peoria Center Individuzls with Mental Health Diagnoses 45,000



[image: image285.png]264,000



[image: image286.png]|..Geography |

Sprmg'leld

Central

Transitions of Care from inpatient to
MH/SA | Outpatient for Individuals with Mental Health
Diagnoses

Human Service
Center

Suburban ’ ’

Chicago:
DuPage
County



[image: image287.png]Finally, the tool



[image: image288.png]kit also offered an overview of all three privacy and consent la



[image: image289.png]ws that can come into play



[image: image290.png]for mental health a



[image: image291.png]nd substance use treatment providers.




Robert lives in

Got flu vaccine from a pharmacist in Presque Isle
Picks up his three prescriptions at his local pharmacy
Sees a primary care doctor in Houlton


HealthInfoNet is Maine's health information exchange, a secure statewide computer system that helps you get better, easier, safer care.
northwestern Maine.
Sees cancer doctor in Lewiston

Gall bladder removed in Bangor


Had an allergic reaction to penicillin in Calais
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Hospitalized for heart attack in Portland
Using HealthInfoNet Robert's providers can find all this information in one secure electronic location.
Better.
Easier.
Safer.
125 Presumpscot Street, Box 8, Portland, ME 04103 • 866-592-4352 • 207-541-9250 • www.hinfonet.org
About HealthInfoNet
HealthInfoNet helps you get better, easier, safer care.
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HealthInfoNet is a secure computer system for doctors, hospitals and other medical providers to share information that can improve your care.
HealthInfoNet combines your key medical information from separate health care sites to create a single electronic patient health record. Currently this record includes only information from your Maine-based providers. Always be sure to tell your provider
if you've had medical care out of the state. Providers already share patient health records through fax, email, and mail when needed for your care. HealthInfoNet makes it easier, faster, and more secure.
· HealthInfoNet allows your providers to quickly access the information they need to make more informed decisions about your care, especially in an emergency. Without using HealthInfoNet, providers have only the information you've shared with them or they've entered into your medical record. But with HealthInfoNet, they see a more complete record, including prescriptions, test results and other information entered by all your participating providers.
· HealthInfoNet protects public health. HealthInfoNet helps prevent the spread of disease by quickly reporting certain illnesses and conditions (like Lyme disease or food poisoning), to public health experts at the Maine Centers for Disease Control and Prevention (Maine CDC). By law, the Maine CDC must keep this information private.
HealthInfoNet is a Maine-based, independent, nonprofit organization.
· Maine-based: The Board of Directors includes individuals who are active and prominent in the medical community in Maine and represent a variety of health care organizations and interests.
· Independent: HealthInfoNet is independent and is not owned by insurance companies, health care organizations, employers or government.
· Nonprofit: HealthInfoNet is a private nonprofit organization. It is funded by many sources including charitable foundations, Maine health care providers, and state and federal government.
HealthInfoNet can help providers work together, make better decisions, and reduce mistakes.
[image: image294.png]


[image: image295.png]Template Consent Form



[image: image296.png]Instructions for the Consent Form and a



HealthInfoNet provides a number of benefits for you.
· Better coordination between providers
· More accurate and complete records
· Fewer medical errors
· Healthier patients
· Improved patient safety
· Fewer repeat tests and procedures


Ann Sullivan
Kennebunkport


"I see a lot of doctors who work in many different locations. HealthInfoNet will make it easier for my doctors to get all my medical information. I think it will reduce the cost of health care by avoiding repeat tests and medical mistakes. It also helps those treating me
make a better whole person diagnosis."
Information Included in HealthInfoNet
HealthInfoNet includes important information about your health.
You don't have to do anything for information from providers like your primary care physician or community hospital to be included. Your record will include:
· Conditions, diagnoses, prescriptions, allergies, lab and test results, visit notes and documents like hospital discharge summaries and image reports.
· Your name, birth date, address, sex, phone number and social security number (if you give it to your provider).
This information is used to make sure your information is entered into the correct record.
Unless you are in a medical emergency, you will need to give permission "consent" for the following information to be available in your record. Your consent choices are explained on the next page.
· Information created by a licensed mental health facility or a licensed mental health provider like your counselor, psychiatrist or psychiatric hospitals.
· HIV/AIDS diagnoses and results of HIV/AIDS lab tests.
Under Maine State law, this information is only available in HealthInfoNet if you consent, or if your provider
believes it is needed to prevent a serious threat to your health. Information that may indicate a mental health or HIV diagnosis may be included such as visit notes from your primary care providers and medications you're on.
Information from federally funded alcohol or drug abuse evaluation/treatment programs can not be included in HealthInfoNet according the Federal law.
While there are risks with any electronic system, HealthInfoNet takes every precaution to keep your records private and secure.
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· HealthInfoNet follows the highest information security standards available.
· Information is always encrypted and sent over private and secure computer connections.
· Before someone can view your record, they have to confirm they are involved in your health care and have a need to see your information. This is recorded in the system.
· Only authorized users with correct identification and passwords can access your record.


“I’ve worked with computer systems in Maine for many years and can say that HealthInfoNet uses layers of protection to keep records private and secure. ”
- Ralph Johnson, CIO
Franklin Memorial Hospital
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Information that identifies you won't be sold, and your name won't be added to any mailing list.
· The system keeps track of everyone who views your record, including what parts they look at and when they look at it. You can request a report of this information by filling out the form at www.hinfonet.org/audit or by calling 866-592-4352.
· Of course, no electronic system is completely secure and there is some risk of unauthorized access or misuse of information, even by authorized users.
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Your Choices
	Your Choices
	Action you need to take
	General Medical information
	Mental health & HIV information

	Share your medical information only.
	Do nothing
	Available to all participating providers
	Available only in medical emergencies

	Share your mental health information, HIV information, or both.
	Fill out a consent form available from your participating provider or HealthInfoNet and consent to share mental health, HIV or both.
	Available to all participating providers
	The type of information you choose will be
available to all participating providers.

	Share your mental health information, HIV information,
or both, with an individual provider.
	During your visit, tell your participating provider they have
your consent to access your mental health, HIV/AIDS information or both.
	Available to all participating providers.
	Available to that individual provider during that visit. You will need to give permission next time you want them to have access.

	Remove all your medical information from HealthInfoNet.
	Fill out an opt-out form available from HealthInfoNet, your provider, or online at www.hinfonet.org/optout
	All information is deleted from your record and will
not be available to your participating providers, even in an emergency.
	All information is deleted from your record and will not be available to your participating providers, even in an emergency.
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You have several choices for sharing your information
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Frequently Asked Questions
· Is participation required or mandated? No. Participation is voluntary for patients and their providers. Your choice to opt-out will not affect your ability to receive medical care.
· If I opt-out, how do I know my information was deleted and that I won't be included again?
HealthInfoNet sends you a confirmation email or letter when you opt-out. HealthInfoNet keeps your demographic information, such as your name and birth date, to make sure none of your health information is included in the future.
· Can I change my mind about sharing my information? Yes. If you opt-out, you can later participate again ("opt-in"). Contact HealthInfoNet or go online to www.hinfonet.org/optin. Your record will only include information from medical visits that happen after you opt-in. You will then need to separately choose to include mental health and HIV information as explained above. You can also reverse your consent to include your mental health and/or HIV information. This can be done on the same form you filled out to consent to sharing this information.
· What happens if there is inappropriate access or use ("breach") of my HealthInfoNet record?
HealthInfoNet must follow all state and federal health record privacy laws, including HIPAA. These laws require HealthInfoNet and/or your provider to inform you if there is a breach of your personal health information. If you feel your HealthInfoNet record has been inappropriately accessed, please contact us.
For more FAQ's visit www.hinfonet.org or contact us at info@hinfonet.org or 866-892-4356
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General Overview of Project and Reason for State Interest/Goals for Participating
The  Oklahoma  Health  Information  Exchange  Trust  (OHIET)  is  state‐beneficiary  public  trust established by the Oklahoma Legislature to serve as Oklahoma's "Qualified State‐Designated Entity"  for  purposes facilitating  and  expanding  the  electronic  movement  and use  of  health information among organizations according to nationally recognized standards, and promote, develop, and sustain electronic health information exchanges at the state level. The OHIET implementation plan is based on a “network of networks” model to develop and operate
statewide HIE capabilities, accessible to all participating providers. The network of networks will result in an effective statewide HIE for healthcare providers to exchange clinical information through their local HIEs. Quality clinical decision‐making will be enhanced by securely and expediently sharing medication histories and laboratory results, electronic prescription history and medical summaries via a continuity of care document (CCD) and other documents at the point‐of‐care. The Health Information Organizations (HIOs) are the foundation for the statewide network of networks and are committed partners in the Oklahoma Holistic Health Information Project (OHHIP).
While a multi‐network infrastructure works well within the political context of the state, it is limiting in that there is no one HIE to modify to meet the requirements of behavioral health consents, particularly that of substance abuse treatment records. The challenge for Oklahoma was to allow behavioral health providers to participate with any HIO, current or future, given the existing level of technology. Another challenge was the wide variation in the use of electronic health records (EHRs), ranging from providers not having any type of an electronic system to providers having an ONC‐certified EHR. The OHHIP was designed to meet both the HIOs and providers at their current level of technology. A two‐tiered voucher program is being utilized, with priority given to publically funded, not‐for‐profit, safety net behavioral health providers, who can demonstrate a partnership with another healthcare provider. Behavioral health providers can encourage their partnering providers to join an HIO and take advantage of a similar voucher program now being offered to primary care providers and rural hospitals.
In the voucher program, behavioral health providers work with a certified HIO to connect via a secure, electronic means to communicate, share medical records, perform referrals, obtain lab and pharmacy data electronically, submit reportable data to the Oklahoma State Department of Health (OSDH), and establish interconnectivity to facilitate care coordination. The voucher funding offsets the cost of signing up with a certified HIO to electronically exchange health information. Because of the wide variation in the degree of health information technology and the ability for behavioral health providers to electronically share data, the behavioral health voucher program will be two tiered.   The first tier allows the providers to see the HIE data

through a web portal and share information via DIRECT Secure Messaging to other providers using the messaging system. The second tier allows them to share data from their EHR or other systems of records.

The first tier allows providers to send and receive continuity of care documents (CCDs) via DIRECT standard messaging, and query for and view data on individual patients via the web based portal from the chosen HIO. This tier will be important for smaller providers which are unable to afford an EHR at this time and for substance abuse treatment facilities, which fall under 42 CFR Part 2 and cannot comply with the required consent procedures of the law regarding submission of information through an HIE. Voucher value for funding “Tier 1” is $600 per clinical connections and will be applied towards the cost of contractual agreements made with participant’s certified HIO and will include initiation/credentialing fees and subscription service/support. Provider agencies are allowed to choose up to 11 clinical connections. The monthly subscription fee is approximately $50 per clinical connection so it will be sustainable by providers beyond the time period of the subcontract award.
The second tier permits providers to connect directly with a certified HIO and send structured clinical data using HL‐7 protocols for transmission of CCDs. The voucher value for funding “Tier 2” will be $15,000 for the interface, and will be applied towards the cost of contractual agreements made with a certified HIO and may include interface fees, initiation/credentialing fees, messaging services capable of DIRECT standard messaging or equivalent, and subscription service/support and will be based on the contractual arrangement with participant’s certified HIO and their participating behavioral healthcare vendors. In addition, the Tier 2 voucher will support up to 11 clinical connections at $600 per clinician. This tier will apply to providers who have EHRs in place, regardless of whether or not they have received ONC certification.

Managing the Project to Grant Deliverables/Outcomes
Structured Lab Results Delivery
At the beginning of the project, the extent of structured lab result exchange in Oklahoma was unknown. To determine the level and promote the exchange of lab results, OHIET conducted a comprehensive survey among hospitals and independent laboratories to determine the amount of structured lab results being exchanged, which entities are capable of exchanging lab results, and what the barriers are for those entities that do not have the capacity to send structured lab results.

The survey was administered by the Oklahoma Hospital Association and distributed to independent laboratories and hospitals in September. The following month, responses from 106 hospitals and 19 independent labs were received and compiled. The survey revealed that for hospitals, 62% reported that none of the lab results were sent to an EHR and only 4% were sending lab results in a structured format. Further, 57% reported that they were not using LOINC standards, while 18% did not know and 12% left the question blank. For independent labs, only 34% reported that they were not sending reports to an EHR and 47% reported sending results in a structured format. Over half (53%) of labs were using LOINC standards. To encourage the exchange of structured lab results a voucher program will be issued to foster the exchange of lab results throughout the State.

Because Netsmart is a vendor for several behavioral health providers in Oklahoma, a discussion was held with a Netsmart representative in September to discuss what modules are needed to interface with the lab management systems. Two functionalities are available within the Netsmart EHR depending on whether the lab is internal or external.

Continuity of Care Document Development (CCD)
When the behavioral health workgroup initially met to discuss additional CCD data elements in June, they reviewed the data elements suggested by the HL7 Community‐Based Collaborative Care (CBCC) Workgroup. Three major themes emerged. First, some providers already have EHRs that have the capability to send CCDs and they are able to send the needed data through the current structure. They did not want to see the CCD changed because it would cost additional money to have their vendors change the formatting. (The Netsmart vendor mentioned above confirmed that Netsmart products currently are capable of producing a CCD in HL7 format.) Second, they were fearful that physical health clinicians are accustomed to the current CCD and, if it were lengthier, would not take the time to study additional behavioral health data elements. Third, work to include additional behavioral health data elements in a CCD needs to take place at the national level so vendors incorporate the elements into their off‐the‐shelf products rather than providers having to pay to have them customized.

During the July meeting of the Behavioral Health Workgroup, it was clarified that the CCD structure will not necessarily be modified but that additional codes could be identified for behavioral health issues within the existing fields. This appeased the group’s concerns and, after reviewing the Standards & Inoperability (S&I) Clinical Element Data dictionary (CEDD) and the Consolidated CDA Template, the members recommended the following fields be considered for addition to the CCD standards: homicidal and suicidal ideation, living situation, treatment referral, an overall health status, and a level of functioning indicator. The Behavioral Health Workgroup Chair will continue to work with the CBCC through the weekly webinars to ensure standards are set at the national level.

Participation of Core Behavioral Health Team (HIE Coordinator, HIT Coordinator, Medicaid Director, Mental Health Authority Director, Substance Abuse Authority Director) in Ongoing Calls and Activities
Oklahoma had 100% participation of the core team at the kick off meeting, the final learning congress and the majority of the monthly calls. Val Schott is the Executive Director of the OHIET (statewide HIE) and the State HIT Coordinator (40% of the core team), Carrie Slatton Hodges is the Deputy Commissioner for Mental Health and Substance Abuse Services (40% of the core team) and Dr. Garth Splinter is the Medicaid Director (20% of the core team). In July, 2012, the governor transferred the state portion of behavioral health Medicaid funding to the Oklahoma Department of Mental Health and Substance Abuse Services (ODMHSAS), which Ms. Hodges oversees.

Behavioral healthcare has been included in the SDE governance structure from the beginning. It was under the leadership of the ODMHSAS Commissioner Terri White, who was the Secretary of Health at the time, that Oklahoma applied for and received the State Health Information Exchange Cooperative Agreement Program  (SHIECAP).  Legislation appointing  the Board  of Trustees to act as the governance body for the state HIE also named 17 representatives to serve as an Advisory Board to the Trust, one of which must be a representative from the ODMHSAS and the state Medicaid agency. While the need to include behavioral health was widely recognized by OHIET and the Advisory Board, the SHIECAP funds were earmarked to be used only for providers that qualified for the meaningful use incentive program leaving the majority of behavioral health providers with no means to participate. This subaward was the mechanism needed to financially support the linkages of behavioral health and primary care providers. In addition, funding was used for legal and technical consultants to educate providers about how behavioral health information can be securely shared electronically and to host statewide meetings where information could be easily disseminated.
Statewide Meetings with Providers and/or Consumers
Discussion of Comprehensive Strategic Communications Plan to Educate, Engage and Solicit Feedback from the Behavioral Health Provider Community and its Consumers
The targeted behavioral health providers in Oklahoma are not for profit, safety net providers, who have the least to invest in information technology. This basically results in four groups: the 14 community mental health centers, approximately 80 substance abuse treatment providers, eight therapeutic foster care therapists, and two state‐operated psychiatric hospitals, two community‐based inpatient units and a community‐based crisis center.  Each of these facilities

participate in periodic meetings and the Behavioral Health Workgroup Chair attended each group’s meeting to educate and engage providers in the project, and received feedback through questions or concerns. The State HIE Coordinator also co‐presented at many of the meetings, stressing the need  for behavioral health  information  integration  to  improve the state’s overall health status. Because of the relationship with the Chair, many providers choose to email or call her with questions, not wanting to appear ignorant asking about the process in front of their peers. Other times, the provider would include several of his/her peers on the email thread and a constructive dialogue took place. Below is a list of meeting by date attended by the Behavioral Health Workgroup Chair:

June: The Behavioral Health Workgroup Chair presented at the Substance Abuse Treatment Directors meeting, the Community Mental Health Centers Directors meeting, the Health Home Learning Collaborative, and the Therapeutic Foster Care Association meeting.

July: The Behavioral Health Workgroup Chair attended and answered any questions about the voucher program at the Mental Health Planning and Advisory Council, the Substance Abuse Treatment Directors meeting, the Community Mental Health Centers Directors meeting, and the State‐operated Facilities Directors meeting.

August: The Behavioral Health Workgroup Chair attended and answered any questions about the voucher program at the Substance Abuse Treatment Directors meeting and the Community Mental Health Centers Directors Meeting, and the Health Home Learning Collaborative.

September: The Behavioral Health Workgroup Chair attended and answered any questions about the voucher program at the Substance Abuse Treatment Directors meeting and the Community Mental Health Centers Directors meeting.

November: The Behavioral Health Workgroup Chair attended  and  answered  any questions about the voucher program at the Substance Abuse Treatment Directors meeting, the Community Mental Health Centers Directors meeting, the State‐operated Facilities Directors meeting and the Health Home Learning Collaborative.

In addition, the ODMHSAS; the Mid‐America Addiction Technology Transfer Center; and the Oklahoma Substance Abuse Services Alliance, a provider organization, collaborated to host the Oklahoma Healthcare Changing Landscape training, which has evolved into learning collaborative. Before the training, providers were asked to complete a web‐based readiness survey, “Behavioral Health Providers in the Era of Healthcare Reform.” Leaders in healthcare reform were brought in for an all‐day meeting with providers. The survey results of Oklahoma’s providers were compared to nationwide data to determine areas of strengths and weaknesses. The consultants worked with substance abuse treatment providers to develop strategies to respond proactively to the range of regulatory, policy, funding, business and clinical challenges,
including information technology and data management. Due to the positive feedback from the providers, the project is now being extended to focus on the three top priorities, one of which is health information technology. Providers will apply to participate in the learning collaborative and will report progress during bi‐monthly coaching calls.

The ODMHSAS and the state Medicaid agency is submitting a state plan amendment to the Center for Medicare and Medicaid Services to implement a patient‐centered health home to be housed at each of the 14 community mental health centers. Requirements include the health home provider have structured, interoperable health information technology systems, and procedures and practices to support the creation, documentation, execution, and ongoing management of a plan of care for every member within 18 months of initiation. The plan requires that the health homes make use of available HIT and accesses data through the HIO or DIRECT messaging to conduct these processes. Funding from this sub‐award has greatly supplemented the providers’ efforts to obtain the needed technology to meet these requirements. An ongoing learning collaborative began in January, 2012 and will focus on the “clinical buy‐in” of HIE in the February, 2013 meeting.

Provider Engagement in Shaping the Legal and Operational Framework for Data Exchange
Provider input in shaping the legal and operational framework has come from the monthly meetings mentioned above, the two statewide meetings and numerous phone calls and email communications. The biggest issue identified was that behavioral health should be an opt‐in model, contrary to the opt‐out model used for physical health in the State. Even for mental health records, which do not require consent to release information, providers insisted that consent should be required to ensure the trust that is necessary for the therapeutic relationship remains intact. During the summer, the group developed policy and procedures instructing behavioral health providers to use an opt‐in method and the requirements for doing so. Specifically, the responsibility for keeping certain data out of the HIE rested with the behavioral health provider, not the HIE.

In September, the Behavioral Healthcare Workgroup reviewed the draft policies for the sharing of behavioral health information through HIEs and amended them to be “guidelines,” and left the decision of whether to use an opt‐in or opt‐out mechanism to the individual provider. All of the providers in the workgroup stated that they will utilize an opt‐in method at their individual agencies but felt the group should not make that decision for provider agencies that were not publicly funded.

In October, the behavioral health guidelines were presented to the Oklahoma Health Information Exchange Trust and were approved pending recommended changes. Some trustees felt that there should be stronger language in the guidelines emphasizing that if the behavioral health provider chooses the opt‐in mechanism, any divergence from the policies of the selected HIO to make consent more stringent is the sole responsibility of the behavioral health provider. The following month the amended behavioral health guidelines were presented to the Oklahoma Health Information Exchange Trust and approved. The guidelines have been posted on the OHIET website.

Consumer Engagement in Shaping the Legal and Operational Framework for Data Exchange
Due to the technical nature of the project, consumer engagement was difficult to achieve and has been limited to consumer participation on the Behavioral Health Workgroup.
In July, the workgroup chair presented at the Mental Health Planning and Advisory Council, which includes both mental health and substance abuse consumers, to educate them about the project and invite them to participate on the workgroup. The Planning Council was very interested in the project and asked the  Behavioral Health Workgroup Chair to keep them informed of the progress but at this time, involvement with the Behavioral Health Workgroup has been very limited. The Chair continues to attend the Planning Council meetings and keep the members informed of the project. However, one member of the Behavioral Health Workgroup does have lived experience, along with a public informatics certificate from Johns Hopkins School of Public Health, and contributed greatly to policy development.

Initial and Ongoing Statewide Meetings Held
The first statewide provider meeting on behavioral health information exchange was held on May 23. Over 50 providers participated and 100% rated the meeting as good or excellent (55%, 45%, respectively). Presentations included: an overview of the Oklahoma Health Information Exchange Trust by the State HIE Coordinator, the connection between the mind and body in overall health by the ODMHSAS Commissioner, the legal aspects of sharing behavioral health data by the legal consultant, the technical aspects of sharing behavioral health data by Mike Lardiere of the National Council for Community Behavioral Health, things to consider when purchasing an EHR by the Director of the Regional Extension Center, and a brief panel discussion from the three certified HIOs.   Through the monthly meetings attended by the

Behavioral Health Workgroup Chair and email, feedback from providers was obtained. This feedback was incorporated into the agenda for the second statewide provider meeting.

The second statewide provider meeting was held on July 12. As requested, the legal consultant again presented on the legal aspects regarding sharing of behavioral health information. The Chair of the OHIET presented on the basics of an HIE and considerations when choosing an HIE. Each of the three certified HIOs presented on the benefits of their respective HIEs and had vendor booths so providers could have one‐on‐one discussions with representatives from each of the HIOs.

Progress towards Behavioral Health Provider Exchange in the HIE
Barriers Encountered
Barriers encountered thus far have been a lack of understanding on the providers’ part. Many are intimidated by technology or by the idea of partnering with primary care providers, which tend to operate differently. However, the biggest barrier encountered is the longstanding belief that the confidentiality of behavioral health information is an essential element in delivering services and sharing this type of information is contrary to best practice. The statewide meetings have been used to educate providers on the need for integration and the security of the technology involved. The need for information sharing in order to provide holistic care has been stressed in several meetings. The ODMHSAS Commissioner continues to stress at every speaking engagement with providers that, “Behavioral health is essential to overall health and overall health is essential to behavioral health.”
Activities
In early summer, the Behavioral Healthcare Workgroup developed language for the behavioral health voucher announcement. The voucher program was set up much like that of the vouchers for “eligible providers and hospitals” but did not require the recipient to have an ONC‐certified EHR or be in the process of applying for the meaningful use incentive payments. To ensure consistency among the voucher processes, funds were subcontracted with the OHIET to administer the voucher funding to behavioral health providers. In August, the OHIET approved the behavioral health voucher announcement and the proposed subcontract budget, and in September the subcontract with the OHIET was executed. On October 1, the behavioral health HIE voucher application was released.

Early in the process, the Behavioral Health Workgroup Chair had discussions with two vendors, Netsmart and OrionNet Systems, who have contracts with the majority of behavioral health providers to discuss group rates for an interface for their customers. The two vendors have worked with the selected HIO to ensure cost efficiency of voucher funds.
Number of Providers Signed Up
Prior to the subaward there were 21 behavioral health providers linked to an HIE in the State. These providers were associated with primary care hospitals or large health centers. There were no safety net behavioral health providers who serve individuals with no resources to pay for treatment. Through this project, funding was made available to 27 behavioral health agencies for 365 clinical connections with HIEs. Tier 1 vouchers were used to connect 23 individual clinicians to an HIE through DIRECT and a web portal at seven agencies, and Tier 2 vouchers provided full interfaces to 20 agencies, with 342 individuals clinicians having connections. All of the providers participating in the voucher program serve individuals through Medicaid, state or federal block grant funding.
Progress towards Behavioral Health Provider Exchange Using NwHIN DIRECT
The NwHIN DIRECT is being offered through both Tier 1 and Tier 2 levels of the voucher. The substance abuse treatment programs are being encouraged to use this as a mechanism for sharing treatment data until technology can exchange data at the granular level required by 42 CFR or modification of the law. A consultant on the project is investigating a front‐end mechanism that would allow for the secure exchange of substance abuse treatment data through an HIE; however, that solution is still in the testing phase and will not be implemented in the near future. Many of the Tier 2 agencies have internal substance abuse treatment programs and are utilizing DIRECT for clients treated in these programs. Through the voucher project 152 DIRECT connections have been funded for a 12‐month period.

Policy and Regulatory Issues
Legal and Regulatory Barriers
The major policy and regulatory issue that has arisen with linking behavioral health records is the stringent requirements of 42 CFR Part 2. There are several limiting factors due to this. Currently, all three HIOs utilize an all‐or‐nothing approach. That is, all parts of the individual’s treatment record are shared or none of it is disclosed. None of the HIOs currently have a consent registry so it is not possible to determine to whom individuals has consented to share their treatment information, for what purpose, and a consent end date or event. One suggestion has been to have the individual consent to any active provider participating in the
HIO at the time of the consent. However, the HIOs are not able to determine who was a participant at the time of the consent.

Policy Development
Given these HIE technological limitations, a draft policy was developed that required substance abuse records only be shared through DIRECT messaging until the restrictions are reduced or until a technology practice is identified that can comply with 42 CFR Part 2. This policy has been amended to be a guideline because OHIET does not have any authority to restrict the sharing of data, particularly concerning providers that are not Part 2 programs. Because Oklahoma is an opt‐out, all‐or‐ nothing state, providers that want to require consent before sharing mental health records, must be able to filter the data through their EHRs. If their EHRs are not capable of filtering substance abuse and unconsented mental health records, they must use DIRECT messaging. This guideline impacts the behavioral health EHRs in that additional filters will need to be built before exchanging data through the HIE. It is important to note that one of the three HIOs is exploring a method that may allow substance abuse treatment records to be shared through an HIE. More research is needed to determine the feasibility and timeframe of such technology in Oklahoma.
Audit Mechanisms
All HIOs have written policies limiting the access and use of data. The HIOs log all user activity including: user login/logoff date and time, device address, actions taken by user, type of data being accessed/activity being performed, user’s justification, and date/time of each event. All logged activity is retained online and is available to the HIO administrative users. The logs are used by the HIOs to support the appropriate use of data, ensure patient confidentiality, maintain secure operations, support investigations of breaches and respond to requests about access to PHI through the HIOs.
The HIOs enables administrators or “trusted sources” to perform regular audits, looking at all records accessed by the provider, all provider requests for a specific patient and weekly account levels. The HIOs  utilize community‐level audits as  well.  Each  network has  and  is continuing to develop more proactive methods for monitoring inappropriate access, some of which include: proactive monitoring of VIP records, scrutiny when an organization’s  users access records on patients without supplying data for those patients as well, and reports for excessive number of provider lookups. In addition, every user must attest that they have a treatment relationship before looking up any record, unless accessing the HIO’s record directly via their EHR, in which case the patient identity supplied by the EHR is sufficient to assume a treatment relationship. One HIO is working with the University of Tulsa’s Institute for Information Security (iSEC), a leader in the field of information security assurance, to assess, monitor and enhance their security controls. All three HIOs stress that this is an  ongoing process and are continually adding mechanisms as new practices are identified by the field.

The Behavioral Health Workgroup chair spoke with the President of OrionNet Systems, a local EHR vendor, and representatives from Netsmart, the two largest vendors, to ensure fields could be added to filter out behavioral health records if the fields did not already exist. Both companies stated that this could be done in a timely manner.
Legislative Changes Required to Implement Exchange
There are no anticipated legislative changes. Oklahoma amended its state mental health law in 2005 to parallel HIPAA regarding the release of records.

Infrastructure Development Required by HIE
In order to include substance abuse treatment records that fall under 42 CFR Part 2, much infrastructure work would need to be done on the HIEs. This work would also be required of any new HIEs that come aboard in the future. At this time, the HIEs have an “all or nothing” approach to sharing data. Data cannot be filtered to specific providers or for specific purposes. Further, none of the HIEs currently have a consent registry. When asked about building this technology, all three of the HIOs were concerned about sustainability. They felt at this stage in their development it was more beneficial to target the larger pool of providers who did not have these constraints than to invest a large amount of resources in retooling the HIE for a few providers. In order to provide access to physical health data to substance abuse agencies and allow them to share substance abuse records securely, DIRECT messaging and web portals will be utilized. Development will be done on the EHR side to filter out records that are not to be submitted to an HIE.

Pilot Site Selection
The project has been implemented statewide. Targeted providers were not for profit, safety net behavioral health providers. This group of providers was selected because they have the least amount of resources to invest in health information technology. Prior to this project, all of the behavioral health providers involved with an HIE were either connected to a primary care hospital or larger medical complex.

Coordination with National and State Partners
In October, the Chair of the Behavioral Health Workgroup had a phone conversation with Matt Monroe, Altarum, working with the Michigan Health Information Network (MHIN) to discuss
how Oklahoma was including behavioral health providers in its HIE efforts. Due to the many similarities among the two states’ processes, a larger call with representative from both state HIE organization was planned for November. Four representatives from the MHIN and four representatives from the OHIET had a webex. The Oklahoma behavioral health voucher program was discussed and the application was shared. Other resources were discussed and future webexes are being planned to continue the collaboration.
In January, the HIT Coordinator provided information to officials with the eHealthConnecticut HIE who were also interested in including behavioral health information. A similar call is planned with Nebraska.

Barriers/Obstacles to Behavioral Health Provider and Physical Health Provider Data Sharing in the HIE
At this point, the restrictiveness of 42 CFR is seen as the biggest hurdle for exchanging substance abuse records through an HIE. Until such time as the requirements are eased or technology is capable of tagging individual data elements, substance abuse records will not flow into the HIE but will be sent through DIRECT. However, substance abuse providers will still be capable of viewing physical health records of their clients through the HIE web portals.
Operational Issues for the HIEs
On the physical health side, similar voucher programs were developed to encourage physical health providers to participate in HIEs. There is a concern that until a critical mass of providers contributing data to an HIE is reached, clinicians will not think it is worth the time to query for patients through an HIE. Unfortunately, due to the delay in the transfer of the State Designated Entity designation, the release of the vouchers for rural hospitals and the eligible professional voucher was delayed until fall of 2012. This also means that behavioral health providers are competing with primary care providers and hospitals HIE staff resources to develop an interface with the three HIOs, causing a slight delay in deployment. However, the HIOs’ training staff have been very responsive to questions raised by behavioral health providers and are using the time to educate and engage clinicians in the process.

Operational Issues for the Providers
For behavioral health providers, agreement among the HIEs on what types of data and how the data could be shared has taken some time to obtain. The current guideline recommends that behavioral health data be treated as an opt‐in process, as opposed to the opt‐out method used on the physical health side.  If the provider chooses the opt‐in method, rather than retool the
HIEs, the provider’s EHR must have the ability to filter the records. In addition to the technical requirements, provider facilities must thoroughly think through their workflow, how their programs are set up and coded within the EHR and what safeguards will be in place to ensure the filtering fields are working correctly.

Cost Constraints
Initially, it was thought that a provider agency could have a DIRECT connection that would serve the entire agency; however, current requirements demand that the connection be tied to a specific clinician to ensure controlled access.  DIRECT connections were not originally funded for facilities applying for the full interface. The budget had to be reworked to ensure facilities were properly funded to take full advantage of the HIEs services while discouraging the use of vouchers to over exceed what the facilities could sustain once the voucher period has ended. Since many of the mental health providers use the same vendor, discussions are underway to determine “group” procurement costs, further stretching the purchasing power of the project.

HIE Tool Kit/ Education Package Development for Providers Identified
In May, a white paper was developed by the legal subcontractor title, “Inclusion of Behavioral Health Information in Exchanges: Can it be done?”. This document is written in lay person’s terms to clearly identify the applicable laws and their impact on the inclusion of behavioral health information in HIEs. In addition to the relevant state and federal laws, the paper also discusses trade groups representing psychiatrists, psychologists and other behavioral health practitioners, which remain concerned about protecting patient confidentiality and the electronic exchange of behavioral health information. Some of these groups have promulgated codes of ethics and other directives that impact and may limit the electronic exchange of such behavioral health information without patient consent. The white paper was presented at the first statewide providers’ meeting and also provided in electronic format.

In September, draft guidelines were reviewed by the Behavioral Health Workgroup. Because the guidelines were originally drafted as policy and procedures, a “provider friendly” version was developed for providers, using layman’s terms and examples.

The behavioral health guidelines were presented to the Oklahoma Health Information Exchange Trust and were approved pending recommended changes in October. The following month, the amended behavioral health guidelines were presented to the Oklahoma Health Information Exchange Trust and approved. The guidelines have been submitted for posting on the OHIET website.

Lesson Learned/”Recommended Practices”
Consent Process
Oklahoma has developed a standardized Authorization for Release of Information, which was codified by the Oklahoma State Legislature and adopted by the Oklahoma Board of Health in 2009. Providers are not required to use the Authorization for Release of Information but they are required to accept it. The legal subcontractor has determined that no changes are needed to the authorization for use with HIEs. The providers’ Notice of Privacy should reflect that, with consent, data will be shared through an HIE. This recommendation is reflected in the Behavioral Health Guidelines. However, many providers use their own specific consent forms and may modify them per their own legal counsel. Oklahoma will continue to participate in the discussion among awardees for a 42 CFR compliant consent form for future use for substance abuse record exchange.

In Oklahoma, an all‐or‐nothing approach is used, meaning that all information exchanged can be viewed by other providers involved in the care of the client. Further, the purpose of the use of the data is not identified, that is, all information may be used for treatment, payment or operations. With physical healthcare records, opting out of the exchange means that none of the client’s data can be included. However, the exclusion is provider specific. If a client chooses not to share their behavioral health records, they can still participate in an exchange for their physical health records and vice versa.

Because the filtering of records falls on the provider organization, the ability to track an event, which ends the consent, will be left up to each provider facility. The ability to track an event rather than a date that can be programmed to expire automatically will be a much bigger burden for the provider staff. There is concern that such events may occur without the consent being withdrawn.

Provider Agreements
Each HIO uses standard agreements with each of its provider organizations. The HIOs will determine whether these agreements need to be modified due to the opt‐in process for behavioral health and the responsibility for filtering records on the provider side.

Final Statewide Meeting Held
The second statewide provider meeting was held on July  12, 2012. Val Schott, Executive Director of the OHIET and the State HIE Coordinator, welcomed attendees and stressed the importance of sharing health records electronically and in a standard format. As requested, Cori

Loomis again presented on the legal aspects regarding sharing of behavioral health information. The Chair of the OHIET, Dr. Roswell, presented on the basics of an HIE and considerations when choosing an HIE. Each of the three certified HIOs presented on the benefits of choosing their respective HIEs and had vendor booths so providers could have one‐on‐one discussions with each of the HIOs. Forty‐one individuals attended the meeting and represented behavioral health providers, EHR vendors, and HIOs.
Next Steps and Future Direction for Behavioral Health Integration in the State
As stated above, the targeted providers were safety net providers. While they may serve other populations, the definition of a “safety net” provider required that they must serve Medicaid or state‐funded individuals with no other pay source. The ODMHSAS is the Single State Authority for Substance Abuse, the State Mental Health Authority and oversees the state share of the Medicaid behavioral health funds. Therefore, all of the voucher applicants have a relationship with the ODMHSAS and engage in many training opportunities provided through the ODMHSAS. As training needs are identified, trainings will be developed and made available to the provider community.

All of the voucher applications were due December 29, 2012. The month of January was spent notifying providers of their acceptance in the program and notifying HIOs of respective applicants and contact information. On February 6th, 2012, a kick off meeting is being held in which each HIO will meet with its providers and hold a clinician orientation to HIE.

The State HIT Coordinator writes monthly columns in state medical associations’ journals and is publishing articles about the behavioral health voucher program to educate primary care providers on the need to partner with behavioral health providers and the ability to do so through electronic interchange.

Dissemination     Activities/Plans/Accomplishments
Interstate
As mentioned earlier, Oklahoma has held discussion with the Michigan Health Information Network and eHeatlh Connecticut HIE about the voucher project and related products. A future call is being planned with Nebraska.

Intrastate
Project dissemination has been through list servs, through the statewide provider meetings and presentation at various meetings and associations’ new letters. As mentioned above the Behavioral Health Workgroup Chair attended 19 monthly meetings of various groups to inform potential applicants of the benefits of participation and the process for applying. This same forum will be used to disseminate progress and accomplishment.

National Meetings
The Oklahoma Holistic Health Information Exchange Project will co‐present with the other four states at the National Council for Behavioral Health’s Annual Conference.

Infrastructure Development, Prevention and Mental Health Promotion (IPP) Measures
The number of organizations making changes to accountability mechanisms in order to improve mental health‐related practices/ activities that are consistent with the goals of the grant
Twenty seven publically funded, safety net behavioral healthcare providers are participating in the voucher program. This includes the state psychiatric hospital, the state forensic hospital, 14 community mental health centers, 9 substance abuse treatment agencies, a stand‐alone inpatient facility and a community‐based crisis center. Through these facilities, a total of 365 clinical connections have been established.
The number of communities that established management information/information technology system links across multiple agencies in order to share service population and service delivery data as a result of the grant
The 27 agencies and affiliated satellites participating in the behavioral health voucher program cover all 77 counties in the State. In State Fiscal Year 2012, the unduplicated count of persons served across the 27 agencies was 68,826.
Policy Development
As stated earlier, the Behavioral Health Workgroup initially developed policies and procedures for exchanging behavioral health records through an HIO in Oklahoma. This document was later changed to guidelines since OHIET not does have any regulatory authority, particularly with

non‐publically funded providers and out‐of‐state providers. The guidelines address the use of an opt‐in policy for behavioral health if providers choose this consent model, the requirements for their EHR to be able to filter out records without consents and the liability of mis‐sharing information resting on the provider, not the HIO. The guidelines are broken out by mental health, substance abuse and co‐occurring treatment records. A provider friendly version of the guidelines was developed using layman’s terms and examples. The guidelines will be included in the OHIET Privacy and Security Framework and are being disseminated through the OHIET website.

Organizational Change
Change at the organization level, both state and provider agency level, began prior to the sub award due to the requirements of the American Recovery and Reinvestment Act and other federal initiatives. The Oklahoma Department of Mental Health and Substance Abuse Services (ODMHSAS); the Mid‐America Addiction Technology Transfer Center; and the Oklahoma Substance Abuse Services Alliance, a provider organization, collaborated to host the Oklahoma Healthcare Changing Landscape training. National leaders in healthcare reforms were brought in for an all‐day meeting and worked with substance abuse treatment providers to develop strategies to  respond proactively to  the range of  regulatory,  policy, funding,  business  and clinical challenges. The provider association has now taken on the project, with support from the ODMHSAS, to continue the work that was started.
The ODMHSAS has also started a Learning Collaborative for mental health providers to become patient‐centered health homes. Two large topics deal with workforce training and the need for electronic data interchange with all treating providers. All participating providers must be linked to an HIO and be able to exchange treatment data electronically within 12 months of becoming a health home.

Workforce Development
As mentioned in the previous section, workforce development has been done at a high level through provider meetings and through two learning collaboratives. More specific training will be provided by the HIOs at the time of implementation. A kick‐off meeting for clinical staff is scheduled for February 6th, in which the HIOs will meet individually clinical, administrative and privacy staff from their respective agencies.

Financing
The majority of the sub award, $519,000, was used for vouchers to behavioral health providers to redeem with one of the three certified HIOs. The vouchers provide two tiers of connectivity to meet providers at all level of technology.

Tier 1 utilizes DIRECT secure messaging, to send and receive secure email with the option to attach documents that may include protected health information (PHI), as well as the ability to query for and view PHI from other health care providers on individual patients with a treatment relationship via the web based portal from the chosen HIO. Providers subject to 42 CFR Part 2 (substance abuse treatment programs) can benefit by utilizing DIRECT messaging to share a consenting patient’s PHI securely with another provider. Voucher value for funding “Tier 1” is applied toward the cost of contractual agreements made with participant’s Certified HIO. This could include Tier 1‐specific fees including initiation/credentialing fees and subscription service/support. Tier 1 funding is on an individual clinician basis. Provider agencies must specify how many individual clinicians they are applying to fund for HIE with DIRECT services. Funding is intended to cover approximately a one‐year period.
Tier 2 vouchers allow the creation an electronic connection between the provider organization’s electronic health record and a chosen certified HIO to send structured clinical data for transmission of continuity of care documents (CCDs) as well as any other structured clinical data and unstructured data such as reports or other documents which the chosen HIO is capable of receiving/rendering for viewing. Voucher value for funding “Tier 2”  is  applied toward the cost of contractual agreements made among voucher recipients, their EHR vendor and chosen HIO. This could include Tier 2‐specific fees, including Interface fees, initiation fees, and subscription service/support fees and is based on the contractual arrangement with participants’ certified HIO. In addition to the interface funds, provider agencies may request funding for up to 11 clinicians for DIRECT secure messaging, with all the functionality of Tier 1 Interoperability.

Partnerships/Collaborations
Behavioral healthcare has been included in the SDE governance structure from the beginning. It was under the leadership of the ODMHSAS Commissioner Terri White, who was the Secretary of Health at the time, that Oklahoma applied for and received the State Health Information Exchange Cooperative Agreement Program. Legislation appointing the Board of Trustees to act as the governance body for the state HIE also named 17 representatives to serve as an Advisory Board to the Trust, one of which must be a representative from the ODMHSAS and the state Medicaid agency. However, a lack of resources and education on the provider side prevented true participation in health information exchange. The sub award has not only allowed for the voucher program but also provided funding for legal and technical consultants to educate

providers about how behavioral health information can be shared electronically and to host statewide meetings where information could easily be disseminated.
Through the sub award project, many individuals and groups have worked to ensure its success. These include the OHIET, the three HIOs, the OHIET Advisory Board, the Behavioral Health Workgroup, the Regional Extension Center and, of course, behavioral health providers. Members from all of these groups gave of their time over the holidays to ensure a successful application, have been involved in many discussions to develop the best procedures for inclusion of behavioral health, developed guidelines for behavioral providers, presented at statewide and organizational meetings, set up vendor booths, and personally worked with providers in determining what arrangement best met their business needs. The OHIET Chief Executive Officer begins nearly every presentation with the statement, “Primary health includes physical health, behavioral health and oral health. If you short change one component, we will not have the outcomes we desire or need.”
Targets of Practice
The targets of practice are not for profit, safety‐net, behavioral health providers. Safety net providers are defined as providers who serve individuals that have no personal funding for treatment and must rely on public funding such as Medicaid or state funding. This group was targeted because these providers generally have the least resources and serve individuals with little resources.
Accountability
To ensure accountability, milestones were built into each tier and must be completed before the voucher is redeemed. For Tier 1 the following milestones must be completed:

· Provider has been credentialed and has an Active Account with Certified HIO

· Provider has looked up a patient record in the HIE

· Provider has sent and received a secure message via the Certified HIO’s secure messaging system

For Tier 2 the following milestones must be completed:

· Provider has a live data feed established and in use with a Certified HIO

· Provider’s EHR is passing structured clinical data to the HIE in standardized form (CCD’s, Labs, Medications, Vital signs, etc.)

· Live data feed has sent structured clinical data of CCDs or other structured clinical data compliant with ONC accepted interoperability standards.
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General Overview of Project and Reason for State interest/goals for participating
Rhode Island Quality Institute (RIQI) and its community partners will extend ongoing health information exchange capabilities to Rhode Island behavioral health providers.  These capabilities – which are part of Rhode Island’s Strategic and Operational Plan for Health Information Exchange – rely upon infrastructure, processes, workflows, and operations implemented via prior investments made by the State of Rhode Island, corporations, and the Federal Government (e.g. AHRQ grant, HIE Grant, Beacon program, Regional Extension Center Grant). The rollout of these capabilities to behavioral health, however, is currently unfunded; this CIHS subcontract will address this hurdle.

Integration of behavioral health providers into the health information exchange programs currently underway for primary care physicians and other clinical specialists in Rhode Island will be accomplished via four primary initiatives:

CurrentCare access:  RIQI will roll out access to CurrentCare – the statewide Health Information Exchange – to RI’s behavioral health community.  We will leverage the outreach, training, and education capabilities of RI’s Regional Extension Center. Using CurrentCare, behavioral health providers will be able to view clinical information about patients including lab results, medication histories, and EHR-based data collected via CCDs from physical health practices.

Use of Direct messaging: RIQI will help behavioral health providers establish Direct accounts and integrate the use of Direct into their workflows through RIQI’s existing Direct Adoption Program,. Direct the new national standard for secure email of PHI over the Internet, launched by the ONC and currently being rolled out to PCPs and Specialists in RI – provides a mechanism through which behavioral health and physical health providers will be able to share PHI about common patients on a point-to-point basis, during the care coordination process.

Data sharing with CurrentCare: RIQI will work with two targeted behavioral health vendors (Netsmart and Essentia, both identified in a prior “readiness assessment” of behavioral health EHRs) to enable their platforms for data sharing. We will match the existing standards-based interoperability model (e.g. leveraging Direct and CCDs) to automatically collect patient data from practice-based EHRs and then share the data with CurrentCare. Behavioral health sites that use these platforms will become CurrentCare data sharing partners (DSPs) so that behavioral health information is part of the longitudinal record for enrolled patients within the HIE, available to physical health providers and to other behavioral health providers during the course of treatment

Enrolling behavioral health patients in CurrentCare:  Behavioral health sites will join over 200 existing “signup partners”, becoming sites where patients opt-in to participate in CurrentCare. From the date of enrollment, their healthcare data becomes available through the statewide HIE.  For enrolled patients at behavioral health sites that become CurrentCare DSPs, their data will automatically be shared.

CMS Health Home sites in Rhode Island will be the initial targets for these interventions. The focus of the current efforts to establish data exchange between primary care physicians and behavioral health providers in Rhode Island has been the creation of a statewide HIE

(CurrentCare) where patients’ healthcare records are amassed regardless of provider and are accessible anytime to those involved with the care of a participating patient.  Rolling out access to CurrentCare to behavioral health providers has always been part of the roadmap for the HIE, thereby giving them a longitudinal view of care delivered by physical health providers. Moreover, the ability to eventually collect information from behavioral health providers and share it through CurrentCare also was part of the roadmap. When RI developed and enacted legislation to set operating parameters and regulate the statewide HIE, language was included to specifically enable the collection and sharing of behavioral health data as part of the consent process.

Live since early 2011, CurrentCare presently collects results from the largest medical laboratories in the state, admission/discharge information from 9 hospitals, and EHR-based data from a growing list of practices. Through CurrentCare, a medications history for a patient can be generated showing all prescriptions dispensed in RI pharmacies. With this subcontract behavioral health practices will also be in the first tranche of CurrentCare users.

Managing the project to grant deliverables/outcomes
Viewer adoption
In March, 2012 no Community Mental Health Organizations (CMHOs) were using the CurrentCare Viewer; by November, 2012 nine CMHOs were using the CurrentCare Viewer. This is 100% of the targeted CMHOs in Rhode Island. Adoption of the viewer is being lead by behavioral health. CurrentCare’s largest number of user accounts and sites are in the behavioral health community.

Barriers to implementation
Initial implementation went well, but after Viewer training, about 20% of the clinical staff has consistently used the system.  Getting clinical staff participation closer to 100% has been a challenge.

Plans and timeframes to address barriers
Revealed two primary concerns:

Complex Viewer Authentication Process:  initial viewer account sign in was a two step process. First, a user gets an encrypted email that contains the Viewer account and password. The encrypted email needs to be opened by going to a secured web site. Then the user has to log into the Viewer using the account and password contained in the encrypted email.  This caused confusion with clinical staff and resulted in failure to login, followed by password expiration, and finally no use of the Viewer.  To address this issue the two step process was reduce to a one step. The accounts and passwords are now hand delivered during onsite training.

Solution: Streamlining of the user account process to make it easier to first login to the Viewer has helped adoption.

Lengthy Training Session: Initial Viewer training was 2 hours and CMHO feedback was the training was taking too much time out of staff’s day.

Solution:  A reduced training format was implemented that reduced the training time to 45 minutes. Also webinars are being introduced to add flexibility to training schedules and reduce training time. Relationship Managers from RIQI can deliver user accounts and passwords for webinar training sessions.

Participation and commitment to the overall program has been very good. All nine CMHOs and the Department of Behavioral Health Developmental Disabilities and Hospitals (BDDHA) are engaged in the program at a senior level.  (Please see Appendix A documents 22 and 23)

Continuity of Care Document Development
Two CMHOs Gateway Healthcare and The Providence Center have projects to become data sharing partners. Business Requirements, Action/Issue list, and other artifacts were used as part of a project management methodology to manage the project.

(Please see Appendix A documents 11, 16, and 24)

A major concern and project delay was making sure the data feed and CurrentCare viewing would be compliant with 42 CFR Part 2. A review of the issue on 8/7/12 with ONC, SAMHSA, and grant states at a Washington DC meeting was key to moving ahead with data sharing and data viewing of Part 2 facility data. SAMHSA’s favorable response to the Rhode Island consent model and approach removed the final road block from moving ahead with Part 2 facilities’ CCD consumption into the CurrentCare HIE.

Currently the Statement of Work is signed and work has started. The Viewer updates to accommodated 42 CFR Part 2 and the CCD data feeds are being targeted for completion in March 2013.

Barriers encountered
There has been difficulty in getting EHR vendors to upgrade their products to interface with CurrentCare. Additional cost to vendors to build CCD interfaces with CurrentCare has been an issue. Potential Data Sharing Partners have been resistant to implement the CCD complaint version of the  EHR due to the cost of paying for the interface. An ongoing relationship with the CMHOs has been helpful in moving the CCD interfaces ahead.

Progress towards Behavioral Health Provider exchange using NwHIN DIRECT
No CMHO had Direct Messaging in place at the beginning of 2012 by the end of the year Direct Messaging has been adopted at 77%  of the CMHOs and by over 90 other behavioral health providers in Rhode Island.

At one CMHO direct allowed for secure and easy exchange of Personal Health Information (PHI). Before the adoption of Direct Messaging staff would have to physically drive a jump drive with data on it from one location to another. Now this information can be sent easily and securely using Direct Messaging. The Kent Center Behavioral Health and Kent Ambulatory Care used Direct Messaging to coordinate care. Butler Hospital initiated a campaign to have its referral partners use Direct Messaging to coordinate care.

(Please see Appendix A documents 7, 14, and 19)

Barriers encountered
CHMOs have raised concerns about costs if they roll accounts out to all staff. By limiting accounts to Health Information Exchange staff and taking advantage of current centralized release of PHI workflow cost can be minimized.

Some CMHOs were resistant to adopting Direct. Working with BHDDH, Health Home Audit Standards were implemented requiring implementation of Viewer, Direct and CurrentCare enrollment. (Please see Appendix A document 13)

Expand enrollment
Enrollment of behavioral health clients into CurrentCare has been achieved through the use of general health practices enrollment and enrollment at CMHOs.  Over 3500 behavioral health clients and over 280,000 general health clients  have enrolled into CurrentCare.  (Please see Appendix A documents 9 and 15)

Barriers encountered
The CMHOs in general did not have as high an enrollment rate as the general health practices with one exception Gateway HealthCare Hartford Ave. Overall enrollment has been achieved by using general health practices enrolling behavioral health clients. Gateway Healthcare achieved good enrollment numbers by an engaged leadership team and staff advocating for enrollment.

Meetings with behavioral health providers to determine additional CCD data elements required to provide quality care.
A basic C32 CCD will be used with no additional behavioral health fields added for the initial data feeds from the two CMHOs. CCD Committee meetings were held and initial feedback has identified a few basic elements such as DSM IV axis.

Barriers to identifying additional CCD data elements
The goal of the project’s CCD committee was to focus on having a CCD that would be ready for use by the end of 2012. The focus was not on identifying an expanded list of data elements.

Statewide meetings with Providers and/or Consumers
Comprehensive strategic communications to educate, engage and solicit feedback from the behavioral health provider community and its consumers has occurred thru out the project. Statewide Behavioral Health Integration Program (BHIP) sessions occurred on 3/20/12 and 8/22/12 providing updates on the BHIP program and engaging the behavioral health community. The kickoff meeting on 3/20/12 had 53 attendees from Rhode Island’s CMHOs, Methadone Clinics, Massachusetts’s HIE staff, Behavioral Health EHR vendors, and RIQI staff. On 8/22/12 the second statewide meeting was attended by 40 people with approximately 77% of the CMHOs in attendance. The director of BHDDH addressed the attendees and encouraged all to continue support of behavioral health integration with technology.

A Consent and Re-disclosure subcommittee has been actively engaged in addressing 42 CFR Part 2 considerations in framing a solution for data exchange between Behavioral Health and General Healthcare. This committee had members from the BHDDH, CMHOs, and RIQI. (Please see Appendix A document 17)

The State HIE Consumer Advisory committee has been updated on BHIP at their monthly meetings. The overall support and engagement of this committee was evident by their request for BHIP to be a part of their regular meetings.

Communication and Education to Providers and Consumers
Education on the Behavioral Health Integration Program (BHIP) occurred at the two BHIP Statewide session on 3/20/12 and 8/22/12. On 8/27/12 a presentation on BHIP was given to the North Carolina HIE. Training on CurrentCare enrollment and Viewer have been provided at all of the CMHOs starting in April and continuing into 2013.

(Please see Appendix A documents 9, 20, 21, 22, and 23)

Policy and Forms Development
BHDDH Health Home audit required CMHOs to use Direct, CurrentCare Viewer, and enrollment in CurrentCare to be compliant with the audit. A standard state 42 CFR Part 2 consent form was advocated and adopted by BHDDH for all CMHOs. Standard Data Use Agreement (DUA) is used to ensure providers will comply with proper use of CurrentCare Viewer PHI.  Data Sharing Partner (DSP) agreement is used with CMHOs that are providing data feeds.

(Please see Appendix A documents 10, 11, 15, 18, and 19)

Coordination with National and State Partners
The RI BHIP has collaborated with interested organizations at the state and national levels to provide a cross section of viewpoints. Among the valuable contributing network, we found working with SAMHSA; the national BHIP grant committee; attending monthly national calls; and national meetings particularly helpful in resolving key issues like 42 CFR Part 2 consent. The ONC Data Segmentation, Transition of Care and Longitudinal Care Record workgroups were great opportunities to learn and share.  Exchanging ideas and information with other grant states helped all the states to move ahead with behavioral health integration.

Lesson Learned/”Recommended Practices”
The major lesson learned was in addressing the consent process and resolving the 42 CFR Part 2 issue. The consent process for sharing 42 CFR part 2 data is a two step process.  Consent for the release of Part 2 information is captured at the CMHO Part 2 facility using the BHDDH standard release form. The part 2 data is then sent to CurrentCare (HIE) and received if the client is enrolled in CurrentCare using the CurrentCare enrollment form. CurrentCare shares all data with approved providers for Treatment and Care Coordination ONLY.  Rhode Island is an opt in state.
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Workflow Issues Addressed
The enrollment and workflow project sub committees work together to improve the CurrentCare enrollment process. The current paper enrollment form has been incorporated into the electronic forms at the Providence Center a CMHO to make the enrollment process faster and more accurate for staff. (Please see Appendix A document 20)

IPP Indicators
IPP indicators: Infrastructure
· Policy Development

· PD1 Policy Changes

· CurrentCare implementing compliant processing and disclosure of alcohol & substance abuse treatment information

· BHDDH implemented procedure and form for releasing information from CMHO to CurrentCare

· BHDDH Health Home Audit Standards require implementation of Viewer, Direct and CurrentCare enrollment

(Please see Appendix A documents 13 and 17)

•

· PD2 Organization Readiness

· All CMHOs implemented their elements of the program

· CurrentCare Viewer

· Direct messaging

· CurrentCare enrollment

· Data sharing CMHO has client consent to send data to CurrentCare

· Workforce Development

· WD1 Training Programs

· RIQI prepared HIE Education Package

· Consent Forms

· CurrentCare Enrollment

· CMHO 42 CFR Part 2 Consent

· Legal Agreements: CMHO and RIQI

· Data Use Agreement (CurrentCare Viewer)

· Letter of Agreement (CurrentCare Enrollment Partner)

· Data Sharing Partner Agreement

· Rhode Island Trust Community Agreement (Direct)

(Please see Appendix A documents 9, 11, 15, 17,18, and 19)

· IPP indicators: Infrastructure
· RIQI provides on-going training to CMHO staff

· Enroll clients in CurrentCare

· Use the Viewer, according to their role

· (Please see Appendix A documents 22 and 23)

· Workforce Development (cont.)

· WD2 People Trained

· Relevant staff at all CMHOs trained

· CurrentCare enrollment

· CurrentCare Viewer

· Organizational Change

· OC1 Organizational Changes:

· Kent Center: redesign workflow to accommodate Direct messaging

· Partnership/Collaboration

· PC2 Organizations Collaborating

· Kent Center Behavioral Health and Kent Ambulatory Care using Direct messaging to coordinate care

· Butler Hospital initiated campaign to have its referral partners use Direct messaging to coordinate care

· Accountability

· A3 Information System Links

· CMHOs using CurrentCare to access medical health data

· CMHOs adopting Direct messaging

· Types/Targets of Practices

· T1 Organizations which are implementing activities

· IPP indicators: Infrastructure
· All (9) CMHOs at 32 sites: Viewer, Direct messaging, enrollment

· Three CMHOs: data sharing with CurrentCare

· One CMHO: electronic version of CurrentCare enrollment form

· IPP indicators: Prevention & MH Promotion
· Awareness

· AW1 Exposure to clients

· CMHOs intervening with clients to make them aware of the value of CurrentCare and encourage them to enroll

· Knowledge / Attitudes / Beliefs

· NAB1 Improvement in knowledge, attitudes and beliefs

· First Statewide Meeting raised awareness of CurrentCare and Direct in relation to integration of behavioral and medical health care

· Second Statewide Meeting provided

· Examples from practicing physicians of how CurrentCare and Direct are used

· Message from head of BHDDH emphasizing the priority of this program

· Outreach

· O1 Outreach to Individuals

· RIQI provides brochures, enrollment forms and posters

· RIQI enrollment partners encouraging patients to enroll in CurrentCare

· (Please see Appendix A documents 22 and 23)

	Appendix A
Document Description
	Document File Names

	1.
Clinical Integration of Behavioral and

Primary Healthcare subcommittee minutes example
	6_18_12 Meeting Minutes Clinical Integration of Behavioral and General M…

	2.
Behavioral Health Extension of the CCD Feed subcommittee minutes example
	6_25_12 Minutes Behavioral Health Extension of the CCD Feed.pdf

	3.
Clinical Integration of Behavioral

Health and Primary Healthcare subcommittee agenda example
	Agenda for 10 2 2012 Clinical Meeting of BH and PH.docx

	4.
Behavioral Health subcommittee roster
	BHIP Committee Rosters

	5.
Behavioral Health Extension of the

CCD Feed subcommittee agenda example
	B-HIP Extension of the CCD Feed Advisory Committee Agenda (2).docx

	6.
Behavioral Health subcommittee

minutes and agendas
	BHIP Sub-Committees

	7.
Clinical Integration of Behavioral Health and Primary Healthcare subcommittee minutes example
	Clinical Integration Meeting on 5-8-12 with Paul Block's Notes.pdf

	8.
Consent and Redisclosure subcommittee Agenda example
	Consent and Redisclosure Agenda 11_2_ 2012 (3).pdf

	9.
HIE CurrentCare Enrollment Form
	CurrentCare Enrollment Form.pdf

	10.  HIE CurrentCare Policies
	CurrentCare Policies

	11.  Data Sharing Partner-Provider Agreement between health provider and Rhode Island Quality Institute (RIQI)
	Data Sharing Partner-Provider Agreement

	12.  Direct informational brochure
	Getting Started with Direct

	13.  RI Department of Behavioral Health Developmental Disability and Hospitals (BHDDH) health home audit tool with HIE/Direct specific requirements
	Health Home Audit tool Final Draft 9-12-12.doc

	14.  Direct Health Internet Service

Provider vendor selection matrix
	HISP Selection Tool

	15.  Enrollment subsidy form for Behavioral Health
	Letter of Agreement - Behavioral Health

	16.  Business Requirements for HIE to address 42 CFR part 2
	RIQI - CurrentCare Integration Business Requirements – Intersystems

	17.  BHDDH 42 CFR part 2 Consent Form
	RIQI_Behavioral_Health_Authorization_Form      -FIRM_DM-#14000448-v4


Appendix A
	18.  Agreement between provider and RIQI regarding use of HIE data being seen on HIE Viewer by provider
	RIQI_Data_Use_Agreement


	19.  Rhode Island Trust Contract for Direct users
	RITC Participation Agreement

	20.  Informational brochure on the HIE
	The CurrentCare Brochure.pdf

	21.  The CurrentCare (HIE) Enrollment Brochure - Spanish Version
	The CurrentCare Enrollment Brochure - Spanish Version.pdf

	22.  HIE CurrentCare Viewer Training material
	Viewer Training materials.zip

	23. HIE CurrentCare Viewer Training schedule

24. Action Item Spreadsheet
	Viewer_Training_Schedule
Prov Ctr - Essentia Action Item Spreadsheet - 11-6


Group 1 (17): Acquiring or implementing EHR; focus on initial software implementation issues and Meaningful Use concepts.


Group 2 (17): In process of updating an EHR already in use to certified; focus on Go Live and EHR workflows that support MU.   


Group 3 (8): Using a certified EHR; focus on implementation of Meaningful Use.


Group 4 (5): Custom EHR being upgraded to certified; monitor progress and provide T/TA  as identified





42* (91%) fully implemented this grant requirement and were actively prescribing at 40% by the end of the grant or soon after. 





4 (9%) partially implemented ePrescribing. Two of these four grantees have developed workflows for implementation and conducted training, but there are vendor delays in implementing the module. The implementations are planned for late March 2013 and these grantees obtained no cost extensions for this purpose. Two grantees with custom systems in the process of certification have not yet achieved this goal, with one grantee recently pilot testing their module and the other unlikely to fully implement the module they developed because they do not employ prescribers. 





All grantees with a certified EHR (43*) were able to meet this requirement either by implementing an interface or applying the SAMHSA-approved workaround. 





13 (30%) of the grantees implemented an HL7 interface and are receiving lab results electronically. 30(70%) either implemented the workaround or applied for a no-cost extension and are exploring other avenues. 





This requirement was the #1 reason for the requests for no-cost extensions. 





*One grantee closed the PBHCI project at around the time the HIT Supplement grant ended, so although that grantee had a lab interface in place, they are not included in this and subsequent outcome descriptions, reduce the total to 43.





All grantees with a certified EHR (43 of 47: one dropped out; one closed their PBEHAVIORAL HEALTHCI project; two getting custom systems certified) were able to generate a populated CCR and meet this requirement either with a lab interface or through applying the SAMHSA-approved workaround. 





22 (51%) implemented electronic exchange via an HL7 interface with their state HIE, or with another provider using NwHIN Direct. 21 (49%) are exploring other avenues for exchange, including participation in the state HIE. This was the #2 reason for a no-cost extension request.





By the end of the grant, this situation had changed significantly. 32 (70%) of the grantees noted that they were actively engaged with the RECs and/or state HIEs, reporting that they were at least “registered” and in discussion with the state designated entity. 14 (30%) made the overtures to the appropriate authorities, but were not able to fully access technical assistance or participate in state HIE planning activities. 


                                    


However, even these providers realized some success in that they raised the profile of community behavioral health providers and the importance of their participation in HIE within the state organizational structure. 








Although not a grant requirement or expectation, this is obviously a topic of some interest. 42 of the grantees who have implemented a certified Complete EHR (i.e., they are actively using ePrescribing), are able to attain the Meaningful Use standard and participate in the Eligible Professional Incentive Program. 37 (88%) report participating or planning to participate in the program. 17 (40%) are currently receiving incentives. 20 (48%) are planning to participate. 5 (12%) do not have plans to participate at this time. 





SDE HIE Attended TA Webinar 
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� Consumer focus groups for GOEHI SDE is the document developed after the meetings with all consumer groups


� HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\Mike%20Laudiere%20HIE%20SDE%20update%207-24-2012%20for%20P%20and%20P.pptx" �Mike Lardiere HIE SDE update 7-24-2012� is the Power Point presented at this meeting


� � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\Behavioral%20health%20flyer%2009-28-2012%20(2).docx" �Behavioral Health Flyer 09-28-2012�, � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\KY%20HIE%20SDE%2009-28-2012%20Voices.pptx" �KY HIE SDE, 09--28-2012 Voices�


� � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\HIE%20SDE%20update%2008-31-2012%20bost.pptx" �KY HIE SDE 08-31-SDE 10-01-2112Bost�


� � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\KY%20HIE%20SDE%2010-01-2012KyPCA.pptx" �KY HIE SDE 10-01-SDE 10-01-2112 KyPCA�


� � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\Behavioral%20Health%20Overview%20-%20UK%20CeCentral%2012-19-12.pptx" �Behavioral Health Overview-UK CeCentral 12-19-2012�, � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\KHIE%20Presentation_for_12_19_12_MLardiere_12_17_12.ppt" �KHIE presentation for 12-19-2012 MLardiere�, � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\KHIE%20Presentation%20-%20Schuster%20-%2012-19-12.ppt" �KHIE presentation Schuster 12-19-12�, � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\UK%20CE%20Central%20SAMHSA%20Training.pptx" �UK CeCentral SAMHSA training�


� A hard copy of the training manual is included with this report


� A hard copy of the Stakeholders manual from the eHealth summit is included with report� HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\2012%20Kentucky%20eHealth%20Stakeholders'%20Training%20manual%20table%20of%20contents.docx" �, 2012 eHealth Summit Behavioral Health Stakeholders Manual table of contents�


� HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\SAMHSA%20Grant%20Kickoff%20Meeting%20%20Presentation%20March%2014%202012%20Final.pptx" �� SAMHSA Grant Kickoff Meeting Presentation March 14 2012 Final�, � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\Copy%20of%20Copy%20of%20Kick%20Off%20Meeting%20Attendees%20List%2003142012%20final%20Updated_xlsx.mht" �Copy of Kick off meeting attendees list�


� � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\GOEHI%2009-18-2012.xls" �GOEHI requirements for HIE-SDE program 09-18-2012�


� � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\KY%2042CFR%20Part%202%20Mental%20Health%20Consent%20Rev01-02-2013.doc" �KY 42CFR Part 2 Mental Health Consent Rev01-02-2012�


� � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\October%209,%202012.ppt" �October 9, 2012�


� � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\Kentucky%20Progress%20NeHC%2011-28-2012.pptx" �Kentucky Progress NeHC 11-28-2012�


� � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\Onboarding%20Process%20Updated%2004-04-12%20Copy.doc" �Onboarding process updated 04-04-12 copy�, � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\KHIE%20On-Boarding%20Web%20Services%20Check%20List%20(2).docx" �KHIE on-boarding web service check list (2)�


� � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\Comprehend%20QSRO%20Comprehend%2012-13-2012.docx" �Comprehend QSRO 12-13-2012�, � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\Pennyroyal%20MOU%205-31-2012%20(3).xml" �Pennyroyal MOU�, � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\Pathways%20Inc.%20PA,.pdf" �Pathways PA�


� � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\Pathways%20Inc.%20PA,.pdf" �Pathways PA�


� � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\Behavioral%20health%20agenda%20eHealth%20Summit%2009-18-2012AGENDA.docx" �Behavioral Health agenda eHealth Summit 09-18-2012�,  � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\HIE%20SDE%20update%2009-18-2012%20eHealth%20Summit.pptx" �HIE SDE update 09-18-2012 eHealth Summit�, 


� � HYPERLINK "file:///E:\\Removable%20Disk%20(F)\\SAMHSA%20Ky%20Report%201%2025%202013\\GOEHI%2009-18-2012.xls" �GOEHI 9-18-2012�
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_1422977518

_1422979756

_1422981608

_1422982529

_1423231891.doc
PATIENT CONSENT AND AUTHORIZATION FORM FOR 


DISCLOSURE OF CERTAIN HEALTH INFORMATION



***PLEASE READ THE ENTIRE FORM BEFORE SIGNING BELOW***


Patient (name and information of person whose health information is being disclosed):

Name (First Middle Last): 


_________________________________________


Date of Birth (mm/dd/yyyy):

___

Address: 


City: 



 State: 

  Zip:




You may use this form to allow your healthcare provider to access and use your health information. Your choice on whether to sign this form will not affect your ability to get medical treatment, payment for medical treatment, or health insurance enrollment or eligibility for benefits.


By signing this form, I voluntarily authorize access, use and disclosure of my:


Check all of the  boxes to identify the information you authorize to disclose:


( Drug or alcohol abuse treatment information




( Mental health treatment information

FROM WHOM: Specific name or general description of person(s) or organization(s) who I am authorizing to release my information under this form:



(  All health care providers involved in my care or

(  All programs in which the patient has been enrolled as an alcohol or drug abuse patient,  or


( Any drug or alcohol treatment program or other health care provider, pharmacy or organization providing care coordination that is affiliated with the XYZ HIO 

( Only these providers


		Person/Organization Name:

		Phone:

		Address:

		Secure email address:



		

		

		

		



		

		

		

		





TO WHOM: Specific person(s) or organization(s) permitted to receive my information: 


( To the HIE [Name] 


( The HIE and any provider(s) involved in my care in the HIE as of today’s date ONLY


( The HIE and only these specific providers

( Only these specific providers

( The HIE and any current and future provider(s) involved in my care in the HIE

		Organization Name:

		Phone:

		Address:

		Secure email address:



		

		

		

		



		

		

		

		





Amount and Kind of Information:  The information to be released may include but not be limited to: Laboratory, Medications, Medical Care & HIV/Aids, Alcohol & Substance Abuse and Mental or Behavioral Health information.

PURPOSE: The information shared will be used:  


 (  To help with my Treatment and Care Coordination


EFFECTIVE PERIOD: This authorization/consent/permission form will remain in effect until (enter date, event or condition upon which this authorization/consent expires):________________________________________________________________________.


OR


This authorization/consent/permission form will remain in effect for (X Year(s) or X Month(s)) from the date the form is signed.

OR


This authorization/consent/permission will remain in effect until such time as XYZ HIO ceases to exist.


If there is no date entered the consent will be valid for one year from the date this form is signed.

REVOKING MY PERMISSION: I can revoke my permission at any time by giving written notice to the person or organization named above in “To Whom” or “From Whom” sections ”except to the extent the disclosure agreed to has been acted on.  

In addition:


· I understand that an electronic copy of this form can be used to authorize the disclosure of the information described above.  

· I understand that there are some circumstances in which this information may be redisclosed to other persons according to state or federal law.  


· I understand that refusing to sign this form does not stop disclosure of my health information that is otherwise permitted by law without my specific authorization or permission.


· I have read all pages of this form and agree to the disclosures above from the types of sources listed.

· “This HIE consent does not permit use of my protected health information in any criminal or civil investigation or proceeding against me without an express court order granting the disclosure unless otherwise permitted under state law.”


X_____





Signature of Patient or Patient’s Legal Representative                                      Date Signed (mm/dd/yyyy)


Print Name of Legal Representative (if applicable)



     Check one to describe the relationship of Legal Representative to Patient (if applicable):


( Parent of minor        


( Guardian          


( Other personal representative (explain: 




NOTE: Under some state laws, minors must consent to the release of certain information. The law of the state from which the information is to be released determines whether a minor must consent to the release of the information.


This form is invalid if modified. You are entitled to get a copy of this form after you sign it.


Explanation of Form 


“Patient Consent and Authorization Form for Disclosure of Certain Health Information for Treatment”


Laws and regulations require that some sources of personal information have a signed authorization, consent, or permission form before releasing it. Also, some laws require specific authorization or consent for the release of information about certain conditions and from educational sources. 


 “Of What”: includes the types of health information that you selected.


“From Whom” includes the source of your health information that you named. 


 “To Whom”: For those health care health care providers listed in the “TO WHOM” section, your permission would also include physicians, other health care health care providers(such as nurses) and medical staff who are involved in your medical care at that organization’s facility or that person’s office, and health care health care providers who are covering or on call for the specified person or organization, and staff members or agents (such as business associates or qualified services organizations) who carry out activities and purpose(s) permitted by this form for that organization or person that you specified. Disclosure may be of health information in paper or oral form or may be through electronic interchange.


 “Purpose”: “Treatment” refers to the HIPAA definition in 45 CFR §164.501, “Payment” refers to the HIPAA definition in 45 C.F.R. § 164.501. “Operations” refers to the HIPAA definition assigned to Health Care Operations in 45 C.F.R. §164.506(c)(iv)  . Your signature on this form does NOT allow health insurers to have access to your health information for the purpose of deciding to give you health insurance or pay your bills. You can make that choice in a separate form that health insurers use.   Suggest that this be modified and include Treatment, Payment and Operations and reference HIPAA definition as well.   May need to describe “Care Coordination” - ML


 “Revocation”: You have the right to revoke this authorization and withdraw your permission at any time regarding any future uses by giving written notice. This authorization is automatically revoked when you die. You should understand that organizations that had your permission to access your health information may copy or include your information in their own records. These organizations, in many circumstances, are not required to return any information that they were provided nor are they required to remove it from their own records. 


 “Re-disclosure of Information”: Any health information about you may be re-disclosed to others only to the extent permitted by state and federal laws and regulations. You understand that once your information is disclosed, it may be subject to lawful re-disclosure, in accordance with applicable state and federal law, and in some cases, may no longer be protected by federal privacy law. 


Limitations of this Form: If you want your health information shared for purposes other than for treating you or you want other types of your health information shared, you need to use a different form. Also, This form cannot be used for disclosure of psychotherapy notes. This form does not obligate your health care provider or other person/organization listed in the “From Whom” or “To Whom” section to seek out the information you specified in the “Of What” section from other sources. Also, this form does not change current obligations and rules about who pays for copies of records.  


This general and special authorization to disclose was developed to comply with the provisions regarding disclosure of medical  and other information under 45 CFR Parts 160 and 164 (“HIPAA”); Health Information Technology for Economic and Clinical Health (HITECH) Act, Title XIII of Division A and Title IV of Division B of the American Recovery and Reinvestment Act of 2009 (ARRA), Pub. L. No. 111-5 (Feb. 17, 2009) §13405 (“HITECH Act”); 42 U.S. Code §290dd-2; 42 CFR Part 2 (Substance Abuse); and State law.


Other State-Specific Requirements: 


New Mexico: For disclosures of your health information from New Mexico, you have a right to examine and copy mental health treatment records that may be included in the health information disclosed under this form (if applicable). See New Mexico law NMSA 43-1-19 for further information.


( To assist the provider or organization to improve the way they conduct work  



(  To help Pay for my Treatment
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