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BEGIN TRANSCRIPT:
Slide: Title page: Heath IT for Primary and Behavioral Healthcare Integration
MIKE LARDIERE: This is Mike Lardiere. I’m Vice President for Health Information Technology and Strategic Development for the National Council and the Lead for the HIG Supplement through the Center for Integrated Health Solutions. I’d like to welcome you to our presentation today, “Heath IT for Primary and Behavioral Healthcare Integration.” A few housekeeping items for today. What we would like you to do, if you have questions, we will answer questions at the end of the presentation. And if you would use the question box over on the right-hand side of your screen for questions, and then we’ll try to get to all the questions as we move forward, but we will answer at the end of the presentation. We may interject one or two if it’s timely during the presentation, but the bulk of the answers will come at the end. [1:00] 

Slide: Moderators
The moderators today are myself and Colleen O’Donnell, also from CIHS. And we’re very pleased to have presenters Bill Cadieux, the CIO of the Providence Center in Rhode Island, and also Charlie Hewitt, who is the Director of HIE Product Delivery at the Rhode Island Quality Institute. 

Slide: Overview
This webinar will explore the results of a national effort that develops strategies to incorporate behavioral health into state health information exchanges, and also examines the issues from the perspective of the state health information exchange (HIE) and the behavioral health provider perspective. This groundbreaking initiative really developed and vetted a number of different strategies to address barriers around moving healthcare closer to the national goals of shared patient information for better coordination of care. And here we’re sharing both medical and behavioral health information through the health information exchange. [2:00] 

This CIHS project was made possible through funding from the Substance Abuse and Mental Health Service Administration (SAMHSA). And there are two places where you can download the presentation as we speak, and it’ll be available for you afterwards as well on the CIHS website, and you can go there for information about the presentation and other important information provided by the Center for Integrated Health Solutions. [3:00] 

Slide: Colleen O’Donnell
So first off, what I’d like to do is turn the presentation over to Colleen O’Donnell, who is the Director of HIT Technical Assistance and Training, and she’ll provide an overview of the primary behavioral health care integration health information technology supplement for individual grantees. And with that we’ll turn over the slide deck and control to Colleen.
COLLEEN O’DONNELL: Sorry, I’m not seeing the sort of control buttons. It’s just a few slides, would you like to just advance through them?
MIKE LARDIERE: Yeah, there you go. Tell me when it’s safe to advance.
Slide: About the PBHCI HIT Supplemental Grant
COLLEEN O’DONNELL: Thanks very much, Mike. Again, this is Colleen O’Donnell. The Center for Integrated Health Services, SAMSHA/CIHS, provides training and technical assistance for many different projects. [4:00] One of the projects in 2011/2012 was the HIG Supplement Grant to the primary behavioral healthcare integration providers around the country who were implementing different models for the integration of primary and behavioral healthcare. We had 47 grantees in this project, and they were required to do several things. The first thing was to implement a certified complete EHR, the second was to meet standards for meaningful use. Minimally, they had to meet those standards that were necessary for: ePrescribing; to exchange the continuity of care record, which is actually a step above meaningful use. The requirement for meaningful use is to exchange the test data set, and the exchange transmission receipt doesn’t even have to be successful. But the grantees were actually required to begin exchanging actual patient information with primary care providers in order to improve patient care. They were also required to receive structured lab results electronically. This is passive functionality that the electronic health record has. [5:00] They don’t have to have an interface in order to do this, the labs don’t have to work with behavioral health providers. So there were lots of challenges here. And finally, the behavioral health providers were required to join the Regional Extension Center in their state and participate in health information exchange on a network of exchange in their state. And this was also quite challenging, because for many state’s behavioral health just was not in the strategic and operational plan. Next slide.
Slide: Center for Integrated Health Solutions Role
So the Center provided technical assistance and training, not just to the grantees but also to their partners, and also to aid Cohort IV grantees who got some money to implement EHR, but not as much as the full grantees. And then there were grantees who didn’t receive any particular funding for those activities, but they were also eligible for technical assistance and training. [6:00] The training and technical assistance included very early on a very tight focus on project management, and the grantees were required to submit their project plans. Many of them took advantage of the opportunity to have their project plans reviewed and returned to them. And they were also reviewed to ensure that the project goals and objectives were in there, so there was a very tight focus on the project scope on the grant requirements. One of the things that we also did was to look at the business process analysis for the EHR implementation. Many of the grantees didn’t really understand how to go about looking at their business processes, the group sharing there for meaningful use, so that was part of the work that we did. 

Slide: EXPECTED Success/Failure Rates EHR Implementation Only
This was a very high risk endeavor. We would expect anywhere between 19 to 40 percent of the grantees to fail outright, and that means walk away from the project, the implementation failed completely, a complete wash. [7:00] We would expect around 40 percent to succeed or partially succeed. Partially succeed means they would fail one of the time constraints, or one of the constraints. There’s time, risk and… I’m sorry, time, scope and cost. And next slide please.
Slide: PBHCI HIT Supplement ACTUAL Success/Failure Rates EHR Implementation Only
This was just for EHR implementation only. We actually had phenomenal success with this project for the implementation. Out of 37 of the grantees, only one grantee we can say… and I hesitate to use the word “fail,” because their plan simply changed, so they decided to withdraw from the grant. Two of the grantees have custom systems that they submitted for certification, and they are in the process of… they got extensions on their grants and they’re still in the process of getting them certified. But 44 of the 47 grantees, 94 percent, succeeded in this project. Next slide please. [8:00]
Slide: [no title – two pie charts]
And I want to mention that two of those EHRs were custom EHRs that were upgraded to certified. So how did this happen? We had a very, as I said, tight focus on project planning. Lack of money is one of the reasons that these projects fail, and we had grant money to work with. That took a great deal of pressure off as far as the budget was concerned. We also paid close attention to business process analysis, and throughout the grant we kept the grantees… helped them to stay very focused on requirements of the grant, the scope of the project and the amount of time that they had. These projects generally fail because of a lack of executive leadership buy in, so that was one of the things that we worked on with the grantees as well. Projects run out of money, they lose focus on the project plan, they lose control of the time, cost or scope, or they fail to really consider all of their business processes, and they end up with an EHR they can’t implement because it won’t do what they need it to. Next slide. [9:00]
Slide: The Grantee Experience
So Bill Cadieux is going to talk now about what the grantee experience was on the floor of this. The Providence Center was actually very representative of the grantees’ success and also the grantee challenges. Bill is the Chief Information Officer of Providence and worked very closely with the state HIE and has quite a presentation. Bill?
BILL CADIEUX: Thank you, Colleen. I’m not seeing the invitation to switch control up there. One second, please. There we go. Can you guys see my presentation?
COLLEEN O’DONNELL: Very good.
MIKE LARDIERE: Yes.
BILL CADIEUX: Very good. Oh, thank you all for joining us this afternoon. Before I talk about our experience as PBHCI grantees and inter-patient with the Rhode Island Quality Institute’s Health Information Exchange, I would like to provide some background information on the Providence Center.
Slide: The Providence Center, RI
The Providence Center is a community mental health center based in Providence, Rhode Island, and serving the surrounding towns and communities. [10:00] In 2012 we did about $40 million in revenue with approximately 650 staff, in addition to interns and peer mentors. The Center serves about 12,000 people a year with a wide variety of mental health, addiction and primary care problems. So to fulfill our mission we have 42 distinct programs, including eight group homes, two residential addiction facilities, a 16-bed crisis stabilization unit. We also operate a daycare center and a K-12 school for children with behavioral issues. Recently we opened Rhode Island’s first addiction recovery community centers and Rhode Island’s first recovery high school.
Slide: Our EMR/EHR Implementations
We implemented our first electronic record in 2007. At the core was a product called Essentia, a human services management information system. The Providence Center first implemented Essentia in 1992 as a character-based non-graphical software product running on an IBM AS/400, but back then clinical staff had no access to clinical data beyond the paper record. [11:00] When I joined the Center in 1998 only administrative staff had access to computers. But we had made some headway. By 2000 we had developed an in-house Windows product called Client Search that provided a graphical interface to Essentia, to the Essentia database, to our clinical staff. We then set about reducing over 400 paper forms to 140 standardized Microsoft Word templates. Even though the forms were completed electronically, they still had to be printed and inserted into the paper record. However, in 2007 we added Docuware, a scanning and image repository product, to the suite of products, and from that point any document completed electronically automatically inserted into the Docuware repository and we were completely electronic. Starting in 2010 we began migrating all of our standard Microsoft Word templates to Microsoft InfoPath, an XML-based form software that fit quite nicely with what we were doing at the time with Microsoft SharePoint Enterprise platform. 

Now, last year, with the support of SAMHSA and the grant, we implemented our ONC certified electronic health record. [12:00] Of course our biggest challenge was to not lose any of what we had gained over the last five years, but we were fortunate in that our current vendor, a company called Lavender & Wyatt out of Little Rock, Arkansas, had reinsured Essentia to a Java-based interface and had attained ONC certification. And it also helped a lot that they were very flexible in integrating XML forms and a document image repository into their product. Now, like most, I have mixed feelings about most IT vendors, but I do encourage anyone who hasn’t already implemented an ONC certified electronic health record to consider Lavender & Wyatt. In addition to Essentia, we also use Netsmart’s Infoscribe, but for ePrescribing that’s another fine product. Now, because we didn’t lose any of what we had started in 2007, we have just under three million documents in our electronic health record. Or, if any of you are considering a scanning and image repository project, we would happy to share our experiences with you. [13:00] When we started the project in 2007, we seeked and were provided some pretty valuable advice from those that had done the same before us and we’ll share and share alike.
Slide: RIQI and the CurrentCare HIE
In 2011 we received a SAMHSA grant to implement a certified health record. As Colleen mentioned, one of the grant requirements is that you participate in a Regional Health Information Exchange program. In our case, that was the Rhode Island Quality Institute and their health information exchange implementation CurrentCare. Now, I had attended an RIQI event in November 2011 to showcase CurrentCare, and although the regional extension programs are not targeted, as Colleen mentioned, directly towards CMHCs, it was very clear that Rhode Island Quality Institute had behavioral health in their plans. It was there that I met Charlie Hewitt, who you’ll hear from in a few minutes, and later Laura Adams and Bud Holts. Over time I became convinced that the Quality Institute had the resources, the technology and the people to accomplish a sustainable health information exchange. [14:00] I discussed the possibility of interfacing our electronic health record with the current care with my CEO, Dr. Dale Klasker, and I believe his words were at the time, “I need you to make this work.” So for me nothing works better than clear direction, so that began our journey.
Slide: RIQI and The Providence Center
Now, we started the interface project in December of 2012. Now, we did have an MOU, and while I do think that’s important so that everyone should have the same expectations, I think having a strong relationship with your regional extension center and constant communication is the real key to success. So along those lines, we had phone conferences twice a week between The Providence Center, RIQI, and Lavender & Wyatt, and all in all quite a bit of collaboration and commitment to success all around. Now, in contrast, I’d like to say that we had a SAMHSA meeting in New York in February of 2012 where Colleen and Mike presented, and what I found the most surprising was how far apart everyone was on implementation across the country. I was also so very surprised at how uncooperative some of the regional extension centers were in assisting CMHCs in participating in health information exchanges. [15:00] I need to say that without the constant and consistent support and commitment of the Rhode Island Quality Institute we would never have been able to make this happen here. And so hats off to a great organization that understands that you have to treat the whole person if you’re going to improve their quality of life, and their physical health and behavioral health are no more different than our left and right hands. Sorry for the soap box, but give me an audience and there you have it. 

Slide: How We Felt About the Project
So here we were, given the opportunity to move from a philosophical view to actual implementation, and we were pretty excited about the whole thing. And right about then is when the big kid came down the slide and reality set in.
Slide: Barriers to Success
So, while there were many minor problems along the way, there were four critical areas that really needed to be address, the first being technical. Now, there’s a lot of technology involved in making all this work consistently. You know, it’s one thing to sort of walk a tight rope between buildings, but it’s another altogether to do it a thousand times a day, day after day, and that’s what you’re really talking about when you’re interfacing with the health information exchange. [16:00] On the cultural side, how are we going to convince clients that a health information exchange is in their best interest and how do the caregivers feel about all of it? Workflow is an issue, what did we miss? You know, I hate clichés, but the devil is truly in the details. And on the privacy side, how would clients feel about sharing their personal behavioral health and addiction information? I think we would all agree that, you know, someone knowing about our gall bladder operation is not the same as sharing a history of child abuse and drug addiction. And even if clients are willing to share, federal regulation 42 C.F.R. Part 2 is pretty strict about protecting that information.
Slide: Technical
Now, to submit data to CurrentCare user, a secured e-mail product that is based on the Office of National Coordinated Direct Messaging Protocols. Basically this is a vendor-neutral way to send secured and encrypted e-mail, the idea being that any health information service provider that offers direct e-mail services can exchange secured e-mail with other vendors that support the same protocols. [17:00] Up until recently… you know, secured e-mails have been around for a while but it’s been very proprietary. 
Now, one of the things that we found was automating direct messaging we thought was going to be easy, and it turned out to be quite a challenge. The initial connectivity problems we faced weren’t expected. But I’ll say that in the end we followed what I consider to be one of the most fundamental best practices of an IT, that when technical problems present between different vendors or products, you put text together one-on-one in real time. And for us that meant my EHR vendor, the direct vendor in RIQI, they make their living from building solutions and solving problems, so don’t get in the middle.
Slide: Cultural
We were surprised culturally that we got a lot of pushback from our clinical staff about sharing behavioral health data. And I guess in the end it’s not all that surprising, considering their training and the ever-present threat of HIPAA penalties. But what we did find was that for the most part our clients didn’t share the same view. [18:00] Now, we have a primary healthcare provider, Providence Community Health Centers. They’ve enrolled over 30,000 patients in CurrentCare, and they did this by handing them the enrollment form, explaining that enrollment was in their best interest. Now, currently we just started, we only have two staff doing enrollments, and we’ll be expanding that shortly. But still, they’ve experienced the same thing with PCHC: most clients sign once we explain the advantages.
Slide: Workflow
You know, over the years I’ve seen many worthwhile endeavors fail because they just weren’t sustainable. My concern with the HIE is two-fold. First, the enrollment form is paper-based. Now, our employees have been paperless since 2007, to them paper forms are not acceptable. Second is that you have to log in to CurrentCare, and that’s an extra step when providing care. So especially in the beginning when enrollment is low, accessing CurrentCare without knowing if a client is enrolled can be discouraging, if only one in ten clients are in the system. So our solution was to work very closely with RIQI and make the enrollment form electronic, and that solved the first problem. [19:00] It also helped solve the second problem, in that because the form was electronic we stored it in our electronic health record and that allowed us to flag clients as CurrentCare-enrolled in our electronic health record. So you still need to access the system, but at least now you know that they’re in there for a particular client.
Slide: Confidentiality
Now, 42 C.F.R. Part 2 dictates much tighter controls on substance abuse data than other health information, but there are predominantly two approaches to solving that problem. The first is to segment out the substance abuse data using technology. However, because you can [explain? 19:30] the substance abuse problems and narrative, and with certain medications, for example Methadone can be prescribed for pain, but it’s most often associated with opiate addiction, it’s nearly impossible to provide a complete picture of a person’s health while blocking all information about substance abuse issues. Still, like we talked about earlier, behavioral health and addiction data is potentially more sensitive, and that needs to be considered. The other approach is to use an all-or-nothing approach to participating in the exchange, and that’s what we’ve done at GPC. We use a one-year release of information. [20:00] Now, we’ll still enroll a client in CurrentCare if they choose, but we will not upload any data to the health information exchange without that release. It’s also an automated system, so should the release expire, our electronic health record software will immediately stop sending data. It will also notify us when the release is about to expire and to seek a renewal.
Slide: Where Are We Now?
So where are we now? Well, on March 8 we submitted our first live record for an enrolled and released client using a direct protocol to the CurrentCare production gateway, and on the 21st we began full automated production uploads to CurrentCare with the data was validated as being accepted and available in the Health Information Exchange. This is quite a milestone for us. Our Continuum of Care data that we upload includes demographics, diagnoses, admissions/discharges to care, medications and allergies. So any changes to these data in an updated CCR is sent to CurrentCare immediately.
Slide: Our Plan
Now, we all know behavioral health is under-funded. [21:00] So here at GPC we try to leverage everything, including information technology, to the greatest extent possible. And our plan is to do the same thing with direct messaging. We have a partner. The Phoenix House is a nonprofit drug and alcohol rehab organization, and we have a contract for detox beds. Now, when the Phoenix House admits a client to a bed, we provide the authorization. Right now this is done via phone and fax with a lot of effort and more than a few miscommunications in misplaced organizations. Our plan will have Phoenix House use direct messaging to send us a structured text file for a new client about to be admitted to a detox bed. We’ll use our software to read the attachment and auto-populate our admission form. Our staff will complete the electronic form and send a direct messaging copy back to Phoenix House, including the authorization data. The automated data should significantly reduce the labor and miscommunication, and it should be with each party with a secured historical record of each organization. 

Another area where we’re looking to leverage direct is with our primary care providers that refer patients to us for service. They tell us one of the biggest issues of their miscoordination of care, particularly around fail to keep initial appointments and follow up treatment. [22:00] Our plan will send direct messaging notifications directly from within our electronic forms, letting them know if a patient presents for service and how their treatment is proceeding. Again, it’s a hands off approach that again gives both parties what they need by leveraging direct messaging technology.
That’s all I have. Thank you for your attention, and I believe Mike will be coordinating a Q&A period following the presentation.
MIKE LARDIERE: Great. Thank you, Bill. And while we’re making the transition to hand off the slide control to me, there was a question that came up from Susan. And the question is, in her experience, Bill, only a few behavioral health providers are eligible for meaningful use incentives. So how did you get the regional extension center to work with you and the behavioral health providers? Did you have to pay them anything? [23:00] 

BILL CADIEUX: No, actually it was just the opposite. RIQI had received I believe it was some SAMHSA money for building interfaces into current care, and they were willing to foot the bill for the interface. Now, typically the vendor charged about $30,000 to build the interface, and that I’m told is pretty common across the industry. Well, because of the way CurrentCare is designed, it’s really a one-way interface. You feed data into CurrentCare and you don’t pull it back out again. And once we started working with our vendor, the vendor came back and said, “Hey, look, this is a one-way interface and not a two, it’s only going to be $15,000.” So we gave the other fifteen back. So it was quite a nice arrangement.
MIKE LARDIERE: Great.
BILL CADIEUX: As far as meaningful use, we get meaningful use dollars because of our prescribers, we have eleven. 
MIKE LARDIERE: And we know that that situation is not the same across the country? The regional extension centers cooperating and providing the services to behavioral health, it doesn’t work the same way in all parts of the country. [24:00] But we have found from our work through this project that many of the regional extension centers have become more approachable to behavioral health, and many of them are now beginning to provide services. So you do need to reach out to your individual regional extension center. The Office of the National Coordinator has encouraged them to participate with behavioral health providers. So if you did reach out a year, a year and a half ago, reach out again and you may find… you may not, but you may find they have a different attitude and will work with you.
Slide: Sharing Data via the HIE
So with that I will move forward. So I’m Mike Lardiere, and I’ll talk a little bit about the Health Information Exchange sub-awardee program. [25:00] And the HIE Supplement had a number of specific goals. The goals of working with the HIEs during this program were to develop the infrastructure to support the exchange of health information among behavioral health and physical health providers, develop or adapt their electronic health information exchange systems to support the exchange. Not all of them were immediately set up to support behavioral health and physical healthcare exchange, and we find that across the county still. These organizations are the leaders in the country, actually these five, in moving behavioral health and physical health data through the exchange. Another goal was to work through the challenges of exchanging 42 C.F.R. data and implement a process to do so. [26:00] Glad to say that Rhode Island and RIQI is the first state Health Information Exchange to share behavioral health and physical health information through the Health Information Exchange. That’s a huge step, and it happened under the Center for Integrated Health Solutions work with the five states. And they also work to identify the behavioral health data elements that should be part of the CCD. The CCD stands for Continuity of Care Document, the data that is shared between medical providers, between medical and behavioral health providers, and between two behavioral health providers electronically. There’s a set of data, it’s called the Continuity of Care Document, CCD.
So under the Center for Integrated Health Solutions five states were selected. We worked with Illinois, Kentucky, Maine, Oklahoma and Rhode Island, and there was a competitive process for that. [27:00] One of the first components of that process was actually to… the state had to have a state plan… they had to have behavioral health in a senior position in their state plan, either the state advisory committee or the state work group, depending on what the state called it. But behavioral health had to be very evident, and it had to be on their plan identified on the Office of the National Coordinator website. 

Slide: Our Approach
So our approach for doing this was to build on what already was developed. [28:00] There are many initiatives that were in the works to move this forward. Everyone knows it’s important. Working through the… it’s not so much the technology, someone’s technology, but some of the other issues just wouldn’t have worked through yet. We did coordinate with the Office of the National Coordinator, that’s ONC. And there are also a number of different workgroups that function under the Office of the National Coordinator. They’re the SNI workgroups, that’s the Strategy and Information workgroups. So we worked with them, we coordinated with SAMHSA. We ensured that there was legal input, three out of the five HIEs had their legal experts regularly on our calls as we moved forward through this process. And during the process we identified things that are better practices. [29:00] We wouldn’t necessarily say they’re best, there may be a couple ways to skin a cat in many areas, but a number of the states identified that, you know, this is the better practice for any HIE.
Slide: HIE Supplement
We also coordinated with other programs, federal programs and initiatives, and there are other activities that are happening across the country to pool all this data together. Health Information Exchange is still an evolving process, it’s a journey. We’re taking small incremental steps to put all the pieces together, so as you could imagine, there are a number of different workgroups that are working at the same time to get to the end product. So some of these workgroups include the Health Level 7 Behavioral Health Continuity of Care Document Workgroup. [30:00] That’s a workgroup that’s putting together the data elements that we feel from behavioral health should be included in a Continuity of Care Document. Because behavioral health was left out, behavioral health providers did not receive incentives, not everyone was attending to what are the needs of behavioral health providers when they receive this documentation. So all of the states that were involved in those five states had behavioral health workgroups, and those workgroups really added some significant information to the behavioral health CCD workgroup so that behavioral health information… that the information that we need as behavioral health providers to do good quality care, to make sure that we had that information to receive. And it’s important that we receive it as structured data, and data you can report on, not have the information buried in text someplace. [31:00] 

We also worked with, as I mentioned, the Standards and Interoperability—excuse me, sometimes that’s a mouthful to say—Framework Transitions of Care Workgroup. This is a workgroup that’s working on what data gets sent when. Everybody recognizes we don’t want to overburden any provider with sending the provider the entire chart every time. There are certain instances where only specific pieces of information need to be sent. So this transitions workgroup is really identifying for different scenarios, what are the different pieces of information that most generally providers need in order to do their work? We also work with the ONC’s Data Segmentation Workgroup. [32:00] In order for all of this to work across all of the county in a seamless manner, not only for behavioral health but for any condition, any medical condition, anything that you or I as a consumer/client/patient would not want to send to another provider, the data needs to be flagged, or segmented, and with a flag that says “Confidential, Don’t Send.” It doesn’t have to say why it’s confidential to the receiver, it just says just “Confidential information, you need to get a release.” So that data segmentation still needs to occur. We were involved, our workgroups were involved, in some of that process, and begin to inform that national process through the Office of the National Coordinator how some of this information needs to be structured from the behavioral health standpoint. 

42 C.F.R. substance abuse regulation. If you’re not familiar with 42 C.F.R., that’s a federal regulation around sharing substance use information, and it covers specific entities. [33:00] We needed to inform that group of what gets sent, what doesn’t get sent. But it’s important for behavioral health providers to know that 42 C.F.R. isn’t the only confidentiality standard that there is across the country. So if we resolve the issue for a 42 C.F.R., we will also help to resolve the issue for the VA Article 38, which is similar to 42 C.F.R. We will also be able to resolve the issue for state HIV and AIDS confidentiality regulations. So this data segmentation is very important, and hopefully we’ll see this in place in the next couple of years. [34:00] Because what has to happen here is the implementation guide that was worked on needs to be reviewed, come to consensus, approved, EHR is going to need to program, and the HIEs need to program their systems as well so the data can flow, the tags will be there, and the systems can program to accept or reject data. So we’re still working for that down the road. In my opinion, I think we’ll see that in Stage 3 of Meaningful Use, probably around 2015 is when that will happen.
We also work with the Office of the National Coordinator State Health Policy Consortium, and they were also working on behavioral health, sharing behavioral health data, and that included a number of other states. They were looking at using a direct protocol, basically that’s a peer-to-peer or provider-to-provider secure messaging that Bill had spoken about. But they were taking another step on that and sharing information across state lines, so they have some protocols there. So we really worked with them as well. [35:00] 

Slide: The HIE Experience
So with that, and then we should transition this now over to Charlie Hewitt. And Charlie is the Director of the Rhode Island Quality Institute, which is the state-designated entity in Rhode Island. And with that, I’ll hand it over to Charlie.
CHARLIE HEWITT: Thank you, Mike. I’d like to tell you a bit about what’s been going on here at RIQI. I’m the Director of the Health Information Exchange program here at RIQI, and we got involved in this project to advance behavioral and physical healthcare. [36:00] The integration of that, it’s a major priority actually here in Rhode Island, so we were delighted to have a chance to participate in this program to create the infrastructure for sharing data through the Health Information Exchange. Basically at this point as I speak this afternoon, we have data flowing from mental health, and substance abuse information is flowing through the Health Information Exchange which we call CurrentCare, and also through the use of direct secured e-mail one-to-one, which Bill mentioned earlier. The information is flowing in both directions. It’s being accessed by behavioral health providers to see the medical health information that’s provided by other places, such as hospitals and pharmacies, and medical healthcare providers are able to access the information that’s coming from places like the Providence Center. [37:00] The consent model for sharing this data complies with 42 C.F.R. Part 2, and that was a major concern in this project, was how to make that happen, because all of the participants, the behavioral health participants right now, are subject to 42 C.F.R. Part 2. We’ll talk a lot about that in a few minutes. There are challenges that remain that are mainly non-technical challenges. The technology piece was challenging, but I think the non-technical part of this is quite a bit more challenging. And Bill’s already touched on some of it, but I’ll go into that as well. [38:00] 

Slide: CurrentCare: Rhode Island’s Statewide HIE
The state-wide HIE here in Rhode Island is called CurrentCare, and basically it’s a secure repository of healthcare data of people who are enrolled in CurrentCare. And Rhode Island is an opt-in state. We have a very strict opt-in model. It’s actually the subject of the Health Information Exchange Act of 2008, a Rhode Island law, and it requires us to have the permission of a patient for us to collect their information before we can collect any of it, and then the consent also tells us who we can share the data with. 

So the very first thing that has to happen is someone has to enroll in CurrentCare, otherwise they’re totally invisible to us. At this point here in Rhode Island about one in three, or about 300,000 people, have opted in to participate in CurrentCare, and once a person opts in then we can begin collecting data about them. [39:00] And right now today we are collecting data from several different sources. One is from labs. We have about 85 percent of the lab results generated here in Rhode Island, and actually even nationally through Quest, coming into CurrentCare, accessible by CurrentCare. We have… most of our hospitals now are providing admission and discharge information to CurrentCare, and we have about 90 percent of the dispensed prescriptions coming to us through a data feed that’s facilitated by Surescripts. We also have a number of individual practices that have enabled their own instance of their EHR to send CurrentCare information in the form of CCDs. [40:00] Once that information is in CurrentCare, then we can make it available to providers through the so-called “CurrentCare Viewer” to provide treatment to people that are enrolled in CurrentCare.
Slide: CurrentCare Consent Enables Access to MH & SH Information
The CurrentCare consent is the key to this, and that’s what enables access to mental health and substance abuse information. It’s part of the solution, and we’ll get to the total solution in a moment. The information that’s collected only happens with patient consent. Over and over I have to emphasize that’s the key critical factor in the Rhode Island HIE infrastructure. [41:00] And that consent is in operation until a patient revokes consent or until CurrentCare no longer exists. The access is permitted only to treating providers which the patient specified, or in an emergency. Access is… I want to emphasize that: no one else can access the information in CurrentCare unless they have a treating relationship, and that is enforced by a data use agreement that we enter into with each provider when they decide they want to subscribe to the CurrentCare Viewer. Treating providers can access all the information that’s in there, including mental health and substance abuse information. 

So the policy in Rhode Island is that we are an all-or-nothing state. If you agree to have your data collected by CurrentCare, you are agreeing to have all of the information available. [42:00] You can limit the information, as I mentioned just previously, only to certain providers. But a CurrentCare consent alone doesn’t allow Part 2 programs to release information to CurrentCare. To have that happen there must also be a release from the patient at the Part 2 program to release Part 2 information to CurrentCare. In other words, this is a two-step process.
Slide: Behavioral Health Information Sharing with HIE
So here we have the situation, we have CurrentCare and we have a community mental health organization. So how do we get the information to flow? Well, the first thing that has to happen is that the client enrolls in the HIE, in the CurrentCare. And then the client also must give consent to the Part 2 organization to release their data from CurrentCare. [43:00] When those two pieces are in place, then the data can flow from the behavioral healthcare provider, the substance abuse treatment provider, to CurrentCare. 

Now we have a provider who wants to get to that information. The provider is using the Viewer and has logged onto CurrentCare and is receiving the information which is not protected by 42 C.F.R. in the screen in the Viewer. If the provider needs to know the information that pertains to substance abuse, for example, then the provider can hit the tab in the Viewer, called the “Part 2 Tab,” [44:00] and at that point receives a message which says in effect, you must assert again that you have a treating relationship with this patient and that you agree to the terms of re-disclosure—which is a federal message, federally-specified message, on data that’s originated at the Part 2 organizations—that you will get the patient’s consent before you re-disclose this information to anyone else. When the provider clicks that statement and says “I agree,” then one of two things will happen. One, if there’s no information from Part 2 programs, nothing will happen, they’ll get a message that says there isn’t any information. But if there is information, the information will flow, and the caregiver, the provider, can view the information through this Part 2 filter.
Slide: Part 2 Consent Enables Release of Information to CurrentCare
This Part 2 consent enables the release of information to CurrentCare. [45:00] The information release from the Part 2 program only happens with the patient consent. It’s only valid until the patient revokes the consent or until the consent expires, which is in one year or less. The release is specifically to the Rhode Island Quality Institute as the administrator and operator of CurrentCare, and the consent is to release all of my health information, including… and it gives a long list of information that’s typically regarded as sensitive.
Slide: CurrentCare Viewer Providing Access to PHI
Right now the CurrentCare Viewer is providing access to protected information. All of the community mental health organizations have signed up to use CurrentCare. There are nine organizations, they operate 32 different sites, there are actually over 149 users. [46:00] What’s been hard is to get the providers to actually use the Viewer once they’ve subscribed to it. We have a situation where many have signed up to it and only a few have embedded it in the workflow. So ones that have embedded it in the workflow actually are very strong advocates for the use of the Viewer, it’s saving them time. But it has been hard to get the providers to take that step to actually get in there and use it. What’s worked here, at least to get people to sign up to it, is the Rhode Island Behavioral Health Developmental Disabilities and Hospitals Department within Health and Human Services here in Rhode Island to make it a requirement to subscribe to the Viewer through their health home program. It’s actually an audit standard. So that’s provided at least the motivation to get folks to begin. [47:00] We are also providing a fair amount of training and follow up to help organizations embed the use of the Viewer in their workflows, and we are promoting stories and testimonials by those that have done so and have discovered that the Viewer can save actually a fair amount of time.
Slide: Part 2 Programs Sharing Information with CurrentCare
Part 2 programs are sharing information with CurrentCare. The Providence Center, which we just heard from, has been sharing information with CurrentCare, and as of tomorrow morning we will have another community mental health organization here in Rhode Island exchanging information with CurrentCare. The information is what Bill described, it’s basically information that’s gathered during encounters. And what’s particularly interesting is the medications which have been described. [48:00] And through the comparison of prescribed medications and dispensed medications the healthcare provider can get a very good view of what’s going on with the patient. The CurrentCare Viewer complies with 42 C.F.R. That was a project that we did to make it work that way. It is I think a simple way to do it, totally compliant, and does a very good job of protecting the patient from providers that really don’t need that information in order to provide the care that’s necessary. 

What’s been hard? [49:00] To do this, to get the information to flow, requires the EHR vendor to make a very small change to their system so that at an encounter, at the end of an encounter, the system will automatically generate a CCD, attach it to a direct message, and send it off to CurrentCare. And CurrentCare will determine whether or not we have consent and we can receive that information, or whether it’ll just be blocked. The other part has been that CCDs are not what they need to be. And this is generally true. It seems that if you’ve seen one CCD you’ve seen exactly that one CCD. The world is getting better, but to make CCDs flow smoothly from an EHR to CurrentCare—and this is regardless of whether it’s a behavioral health EHR or just a medical health EHR—there’s a certain amount of adjustment that needs to be done, usually both at the vendor and also in the office itself, to make sure that data is entered in the right place so it lands in the right place on a CCD. [50:00]
What’s working? We are upgrading as standards solidify. We chose not to try to force changes to the CCD to accommodate behavioral health information, that it was just going to be too difficult, and then we might very well end up with something that we’d have to redo. We also have a standard model for implementing these EHR data feeds. We get them from a number of platforms today, including the essential platform that the Providence Center is using, and we have basically a standard process for getting these feeds implemented.
Slide: CMHOs are Adopting Direct
The mental health organizations are adopting the direct messaging. [51:00] All nine have signed up for Direct, and they are using the direct messaging for sharing notes between individual providers. CurrentCare is not an EHR, it does not have all of the information that would be in an EHR, and it isn’t intended to be that. In many cases, for coordinating care among individual providers, these are very specific messages from one provider to another and it’s much more appropriate to use Direct for that type of messaging. CurrentCare isn’t involved in that type of communication at all. What’s been hard here is getting the mental health organizations to make Direct adoption a priority. Secure messaging in many cases is regarded as, yeah, it’s important, but I have many other things I have to worry about right now. [52:00] The use of the Direct messages to get them integrated into workflow has been a bit of challenge. In many cases it involves managing yet another e-mail account, or that’s what it looks like to the providers. And getting the providers to understand the value of this type of messaging and to see what it can be used for I think… well, it’s certainly been a challenge so far. 

I think as providers begin to see that the payload on the direct message at some point in the future will be structured and digital so that it can be consumed directly into an EHR, unlike a fax image. What’s working, again, the Rhode Island Department Behavioral Health Developmental Disabilities and Hospitals made this an [inaudible acronym 52:49] standard in the health home program that all of the mental health organizations are participating in. [53:00] That definitely provided the motivation for everybody to get signed up to Direct and start learning about it.
Also, one of the other things that’s not mentioned here on the slide, but one of the large mental hospitals here in Rhode Island has been participating in this program as an advisor, and they have taken the initiative to notify all of the referring physicians to begin using Direct, that they want to get to start using Direct themselves. We provide, through the Regional Extension Center here at RIQI, we provide help for workflow integration, and we are planning to facilitate a user’s group.
Slide: Client Enrollment is Already Significant
As I mentioned, this is an opt-in state, and of course the challenge is to get people to enroll. [54:00] The good news is that when we turn the Viewer on for the flow of data from the medical world to behavioral health, we’ve found that a lot of people had already enrolled, they just didn’t enroll into the mental health center. And in fact, when we turned on the flow of data to the behavioral health folks back in April, everybody was surprised to discover about 30 percent of their clients were already enrolled, they just enrolled somewhere else. And a very large fraction of clients, even when they enroll at a mental health organization, are choosing “all of my providers.” Ninety-seven percent in fact choose “all of my providers.” I think this was also a bit of a surprise to a number of folks, which told us that the amount only won’t enroll, but if they do enroll they’ll only restrict the enrollment to just a few people. 

Actually 97 percent is very similar to the general population. [55:00] The remaining three percent is split typically about 2.5 percent for emergencies only, and a half a percent to just certain specific providers. What’s hard has been the enrollment at many mental health organizations, sites themselves, which probably is an indication of a couple of things: one, the reluctance of clients, particularly during an encounter in those places, and second I think there may be a cultural belief among the staff that this isn’t such a good idea. What’s working is enrollment in medical care sites, and also putting in a new workflow for enrollment in the specific case of mental health organizations. [56:00] And particularly what’s important is strong support from the leadership of the mental health organizations.
Slide: What’s Next?
Where are we going from here? Very high on our list this year is to get the state prison involved, what we call the ACI, the Adult Correctional Institution, to get folks enrolled in CurrentCare to roll out the Viewer to the prison and to get a data feed from the prison. Another thing that in fact we will be going live with later this week is the ability to provide hospital alerts to behavioral health providers. Right now we’re able to alert a primary care physician if their patient has been admitted to the hospital or the emergency department, and also upon discharge from either place. [57:00] That service is in place today, we call it “Hospital Alerts for PCPs.” What’s going to happen later this week is that one can subscribe to a patient regardless of whether you’re a PCP and be alerted, so that behavioral healthcare providers can subscribe to a patient and be alerted if they are admitted to a hospital. We are staying in definite contact with what’s happening with CCDs. We’re very interested in seeing behavioral health data included in the standard CCDs, and as that happens we will update our Viewer and update our data feed reception capability to accept that type of data.
And finally, we are extending the Viewer and Direct to the entire healthcare network in Rhode Island. [58:00] Our feeling in Rhode Island is that integrated healthcare means just that, and what we need to do is get everybody in the healthcare delivery system, regardless of their specialty, involved in participating in current care. That’s it for me, Mike.
MIKE LARDIERE: Great. You maybe need just to move one more slide.
CHARLIE HEWITT: Okay.
MIKE LARDIERE: And then, yeah, we’ll just keep the context lined up there. We have a great number of… or some great questions, and a number of them. And I’m going to move to Bill first to give you a chance to catch your breath here, Charlie. So Bill, the question is, on the demographic update, if a patient comes in, they’re in CurrentCare, now they have a change in their demographics, how is that then uploaded into CurrentCare? Is that an automatic thing, or is it generated by the system, or does something flag the provider that they need to do it? [59:00]
BILL CADIEUX: In our particular case, Mike, what we have is, any change to the demographic record in the database, it has a field on it as demographic, would automatically update the CCD and send a new one. So it happens behind the scenes.
MIKE LARDIERE: So it all happens behind the scenes. 

BILL CADIEUX: Yup.
MIKE LARDIERE: So it makes it easy for the provider, they really don’t have to think about it once they make the change. Great.
BILL CADIEUX: Not at all, nope.
MIKE LARDIERE: Good. The next question is about the HIPAA restrictions. And the question says, “How are you handling or planning to handle…” well, you are handling, “…HIPAA requests for restrictions?” So if a client is enrolled, and they want restrictions on the information in their record being sent around, how do you handle that, and especially if clients/patients/consumers don’t want their information to go around, if they paid for it out of pocket? [60:00] How would that be handled in the Health Information Exchange at this point?
BILL CADIEUX: Well, I’m a little bit off my area of expertise here, that’s really deferred to my performance improvement crew. But I do…
MIKE LARDIERE: That’s all right. [inaudible 60:16], and this would happen at the HIE level.
CHARLIE HEWITT: Mike, you want me to take that?
MIKE LARDIERE: Yeah, if you could take that one.
CHARLIE HEWITT: First of all, if the… we only accept data for people who have consented to have their data to sent to CurrentCare. So that if someone doesn’t want their data sent to CurrentCare, or they want to revoke the consent that they’ve already given, that’s fine, this is totally voluntary. And when you do agree to send data to CurrentCare, you agree to send all of it, but you can restrict who gets to see it. [61:00] Basically, when you sign a consent form you’re asked to pick one of three options. The first option is all of my providers, anyone that’s providing me healthcare. The second option is only in an emergency, so that the only time that data can be released is during an event in an emergency situation and an authorized provider can get temporary access to provide urgently needed care. The third option I’ll call Option 3, only certain providers, and the person has to name on the consent form the specific providers who are to have access to the data in CurrentCare. [62:00] 

MIKE LARDIERE: Right, thanks. Yeah, it’s important to recognize that the current state of technology—this is something I spoke about earlier on—we do live right now in an all-or-nothing environment. So can the Health Information Exchange work for everyone at the granular level that a person might want or not want to share information? The answer to that is no. But for the wide majority of people, especially folks with chronic disease who do want to share their information, we live in an all-or-nothing world right now. However, the client has complete control. So if they don’t want to send information to a specific provider, they can identify that provider would not be able to get the information. In other HIEs across the country, they would just need to dis-enroll from the exchange if they did not want a specific provider to receive information. But we are in an all-or-nothing world right now. [63:00] Until we get to the data segmentation that I spoke about earlier on, we’re not going to be able to separate this piece of data versus other pieces of data. But it does help for coordinated care, and you still do have control as a client.
The next question comes, and it’s about, please clarify if you’re currently using Direct or Exchange or both in the State of Rhode Island. And maybe Bill, from the provider perspective, are you using Direct, are you using the Exchange, or are you using both?
BILL CADIEUX: Well, I mean, we use both. We use the Exchange to access data on our clients, but we use Direct to point-to-point communication.
MIKE LARDIERE: Great. So that’s another reality of Health Information Exchange across the country. And I think you would expect, as a provider, this will be a reality for a long time. [63:00] Sending information through the Health Information Exchange won’t satisfy everybody every time for a while. And as Charlie identified for progress notes, if you want to just send a specific progress note through the Exchange, that data doesn’t come across right now, so two providers would use Direct to sent that information from one provider to the other. There was a question that comes up later on about, “Well, doesn’t high-tech require secure messaging?” Well, yes, high-tech does require secure messaging. And we should be clear that direct secure messaging, and DIRECT with all capitals, D-I-R-E-C-T, all capitals. Direct secure messaging is a national standard for secure messaging that was developed by the Office of the National Coordinator. It’s an open source standard, and anyone can adopt and use that, and it’s the bottom line for secure messaging starting in 2014 for Stage 2 for Meaningful Use. [65:00] So it is secure, it’s encrypted on both sides. No… if the information would be tampered on the way, so they would get a notice. You receive a notice that it was received after you sent it. So this is the standard for… bottom line standard for secure messaging going forward in the country. And expect to see Direct sit side-by-side with other forms of exchange, such as using the Health Information Exchange that Charlie described at RIQI.
Okay, next question. “How did you overcome…” well, we talked about this, the HIPAA limitations, and if a patient wanted to opt out. [66:00] So maybe, Charlie, you could talk about the opt-out process and where that could happen.
CHARLIE HEWITT: Sure. It’s very easy for someone to change their mind if they’ve already opted in. Again, I emphasize though that it’s the patient that opts in. We are an opt-in state. The patient has to voluntarily sign up for CurrentCare, otherwise we will not see any information about that person. To opt out, it’s very simply a matter of filling out a form, it’s available on our website, and having it properly authenticated and set to us and we will take care of it immediately.
MIKE LARDIERE: Great. And there was another similar to that, but I think you answered it, and it’s about how to do authorized exchanges. Is only each end agency… well, no, it’s not only each end agency. It could be that in Rhode Island, if the if the patient said, “I only want this agency to receive the information,” then it would be that way. [67:00] But if they send to CurrentCare and they say, “All of my providers involved in my care,” then any provider who’s involved with that patient would be able to see the information. So it depends on patient choice and what they’re looking for, or who they want to share it with in Rhode Island. 

We do need to identify, though, that Rhode Island is different than many of the other HIEs across the… most across the country are not able to do that. Most HIEs it’s all or nothing in terms of providers as well. So if you’re a patient and you want to share information, any provider who’s treating you would be able to see that information. If you did not want a particular provider who’s treating you to see that information, well then, you have the opt out of the Health Information Exchange. [68:00] That’s the only way the technology can work as we speak today. But people are making great advances, such as you’re hearing today from the Rhode Island Quality Institute in working with The Providence Center and other organizations in Rhode Island to move this along so that we have more choices and have more flexibility.
There was question about the file transfer under high-technology. We answered that. Additional information about Direct, I think we provided some of that for you. There’s another one about… it says, the chief thing was that a single patient at the patient level provides the consent, and doesn’t that force you into providing substandard care who don’t consent, and providing incomplete information to practitioners when consent is not available? [69:00] I think I’ll answer that one from being in integrated care for many years. It doesn’t force you to provide a less level of quality of care, it’s just going to take you longer to get the information. You’re back to paper. And unfortunately, the technology part has not caught up so that we can do it as fast as we want. That’s one of the reasons why the National Council is advocating for behavioral health providers to be included in the High-Tech Act, other than psychiatrists and nurse practitioners, so that we would have the resources to join IHEs, to have EHRs that can share information. So I think the question does get to the digital divide, and we’re trying to combat that as much as possible. [70:00] So this is one of the first steps to moving this forward. 

So I’m looking at the slides, and it says, “In Rhode Island the behavioral health providers…” and this would be for you, Bill, “…the behavioral health providers routinely upload consumer data with the consumer’s consent to the to the HIE, and then the other providers have the ability to pull down that consumer’s data.” And maybe you could speak to that. And I think you have some experience with some of the receiving providers, how they feel about being able to receive the data to coordinate care.
BILL CADIEUX: Well, I know the way the software works is, the first time we process a person’s release into a sanction, the entire CCD assent at that point, after that any change to demographics, admissions, medications, allergies, or episode of care would generate, a new CCD would go immediately. [71:00] So that’s the extent. We don’t have to really push it manually up to the Health Information Exchange, it just takes care of it in the background.
MIKE LARDIERE: Great. Now, we do have responses from some of the meetings that Rhode Island has had. And I need to expand this beyond Rhode Island. We’re speaking about Rhode Island now, but the other five states have the same… oh, the other four states, excuse me, have the same experience, that the providers who are able to view allergies are able to view medication lists, feel this is a great, great opportunity for them to provide better care to their shared patients. And both psychiatrists and other medical providers on the behavioral health side who are able to see the medical data, and the medical providers who are able to see the behavioral health medications and any allergies that may have been identified from the behavioral health side, feel that this really helps them to provide better care.
Next question, and this one will go to Charlie. There’s a question about why does the RIQI, why do you use a Viewer versus some other HIEs push data from one EHR to another EHR?
CHARLIE HEWITT: We… it is a viewer, it’s definitely a viewer, and there is no way for an EHR to consume data directly from the Viewer. And that’s partly by intention. By making it a view-only type of environment, we actually I think to some degree we prevent EHRs from getting corrupted with data that actually they really shouldn’t’ have if they are going re-disclose the data somewhere else. [73:00] But a more practical matter is that to interface CurrentCare with other EHRs at a deep level, to actually allow the consumption of data from one session to another, although that’s technically possible, it’s a form of the art that really isn’t done on a wide scale yet when you’re dealing with a very large diversity of EHR systems. If you’re in a situation where there is an HIE and the HIE is communicating primarily with one dominant EHR, that’s a fairly straightforward type of integration. But we have to deal with many, many different EHRs here in Rhode Island. [74:00] There’s actually 300 or so that are represented, and many of them are just one-off. Interfacing to each one of those is a very challenging… would be a very challenging project, and we’re just not set up to do that.
MIKE LARDIERE: Right. And that also gets to the issue I spoke about earlier where technology-wise, across the country, we’re not there yet to do it across all 200—I think there about 210 health information exchanges across the country right now—because those standards have not been finalized. You can do it, but we don’t want everybody to pay for an interface every time they exchange information. As Charlie said again, the large system, you’re on one platform, then it’s relatively easy. [75:00] Where we’re going is to have those standards in place. And people have it, I’d say it’s about 75 percent of it there already. What needs to happen now is the people need to vote, or they call it a ballot, on the data elements and where they will be placed. Because we’re not only talking about the data and how it’s structured, but we’re also talking about how it’s placed as it comes across. It should always be in the same place all of the time so that a system can recognize it. Right now that kind of standardization is not required, but that what will be required. And like I said, I think we’ll see that required in 2015, and then all this process gets to be much easier as we solidify those standards. But we’re moving towards that standardization. [76:00] 

Dr. Doug Fridsma of the Office National Coordinator wrote a great blog a couple of weeks ago about interoperability and exchange and steps to it, which is what we’re talking about now, and how you get there. So I would refer folks to try to get to the Office of National Coordinator website and look at Dr. Fidsma’s blog about that, it’s very, very informative.
Another question comes up about identifying what information’s in the CCD and the behavioral health information. And I’ll take a stab at that. So we’re not going to be able… that’s a whole different session review on what’s in the CCD. However, imagine a paper chart, and there are about 74 different sections or tabs in the paper chart, and within those sections or tabs you have structured data, and you have text. Now, when we’ve reviewed that information, and there’s something called a Clinical Element Data Dictionary. [77:00] If the Data Dictionary, of all the data that could be sent, we have the behavioral health workgroups look at that, and there are only a few instances of behavioral health that was not included already. And some examples of that that the behavioral health workgroups identified were… well, they didn’t have any DSM diagnosis in there at all, so we want that in there as structured data. They didn’t have the functional status or a functional assessment included. 

Now, that is included, but it’s included as text. We want to see a functional assessment—at least the behavioral health workgroups from the five states, and that’s with the National Council advocating for this—we want to see a functional assessment that’s structured data. Something like the DLH 1 or the SF 12, or I think the SF 20, or the SF 36, something like that. Structured data so we can actually plot and see if a person’s improving. We also wanted to see housing status as structured data. [78:00] From the behavioral health side, tenure in a community is very, very important, and we do something different if a person had housing before they came to us and now they lost housing in between, then they went to someone else, so we’re getting that data. We want to see that as structured data so we can do something with it at the time. There are also indicators for homicidal risk, suicidal risk, that we want to see as structured data. So those were just some of the examples of what we want to include when it’s a behavioral health CCD. 

Let me see, Part 2 rules. Okay, and here’s one about the Part 2 rules that require specific permission for recipients—providers/recipients—to re-release information. “Does CurrentCare flag Part 2 information and explain that the information may not be further re-disclosed?” [79:00]
CHARLIE HEWITT: Yes. The answer, Mike, is yes. Actually, when we receive information from a Part 2 program, its’ put in a… basically a separate storage area and identified as to its source. And that information stays there until the provider asserts two things: one, that they have a treating relationship with this patient that requires knowledge of this type of information, and two, that they agree with the… and that they understand their obligation under federal law to get the patient’s prior consent before re-disclosing this information to anyone else. That all happens before the information is disclosed to them.
MIKE LARDIERE: Mm-hm, great. [80:00] And then the second part of that question is around the 42 C.F.R. Part 2 requirement that enrollees should specifically name the approved recipients. Well, that does happen within CurrentCare, because once the patient identifies that they are releasing information to CurrentCare, that is the specific recipient. Then they sign the second release with CurrentCare and can name either specific providers, or they can allow any provider who’s involved in their care. And it’s the name or title. So we need to be clear now, it’s just not the name. So under the 42 C.F.R. regulations, it’s the name of the individual, the title, or the organization. So the title and the providers who are involved in their care as part of the title on that. [81:00] 

We’ll review the question next is about do all patients sign a Part 2 consent even if they don’t have substance abuse? How do you handle that at your center, Bill? If a patient does not have a substance use problem, do you still have them sign the 42 C.F.R. Part 2 consent, or do you use regular…
BILL CADIEUX: We do, we do. Because it’s quite possible that a person could sign a one-year release and not have a substance abuse problem, that’s been discovered, or not have one yet. So yes, we do.
MIKE LARDIERE: Okay. So you cover your bases that way. Kentucky, who will be the second state to begin to do this exchange, does that as well. They’ve looked at their providers. Most of their providers on the behavioral health side provide both mental health and substance use, and so they are using the stricter standard within Kentucky, and so they’ll be covered whether the patient currently has the substance use problem or not. [82:00] It doesn’t restrict information any further they feel, and it’s just safer for everyone, they don’t have a problem. And they have a good patient education form for that.
Another question is, how come we don’t see this happening any place else and this seems to be the first place that this is current, this kind of exchange? Maybe I’ll leave that for you, Charlie.
CHARLIE HEWITT: Okay. I think there’s a couple of reasons. One, the community stakeholders in Rhode Island envisioned this for a very long time. The Quality Institute on its board of directors has leadership from the behavioral health community and has had almost from the inception over ten years ago. [83:00] The state is very much committed to integrated healthcare, has very strong leadership in the Office of Health and Human Services encouraging the development of capability to facilitate integrated healthcare. And in fact, the consent model in Rhode Island, the opt-in consent model, is the result of a participation of behavioral health stakeholders, both consumers and providers, in the creation of the Health Information Exchange before there was ever any code written on a computer code. And it was done with full expectation that only an opt-in type policy was going to work to really make it possible for the information to flow easily. [84:00] And because of all that groundwork done early on at the policy level, the technical job, although it’s been challenging, is certainly easy to understand at what you have, and we’ve made it happen here in Rhode Island.
MIKE LARDIERE: Great. And I would just to reemphasize that this is the first state HIE that is sharing both mental health and substance use information through the Health Information Exchange. So this is a ground-cutting work that happened under the Center for Integrated Health Solutions guiding this process over the last year and so. And now we have a number of artifacts, samples, consent forms, templates that other states can begin to use, look at the processes that these states have put in place in order to move forward. So you’re right at the cutting edge of what’s happening with sharing behavioral health and physical health data. [85:00]
Our next question, it’s not so much a question, it’s a statement that Juan is identifying that we really need more than a Viewer, we need the information to be implemented directly from EHR to another EHR where you’d identified that. He says that other states allow that, the problem is that other states allow it but they’re only using medical data. No other state is sending substance use data through the Health Information Exchange. So that is the difference. And medical data is easier if you’re just sending just medical data, it’s actually easier to send, because you don’t have the consent restrictions that 42 C.F.R. Part 2 requires. So we’re getting there, and Rhode Island’s the first one out of the box to be able to do it. [86:00] 

Another question is, does the repository hold other PHI besides enrollment info? 

CHARLIE HEWITT: I’ll take that. The repository, the CurrentCare Repository, holds several different types of data. It holds… actually in the site itself it holds ADT transactions from hospitals. Those are admission, discharge and transfer transactions that we receive from the hospitals, we keep them in CurrentCare. The CCDs that we receive are from providers, we keep those resident in the CurrentCare repository. The lab results that we receive from laboratories, we keep those on file in repository. [87:00] Right now the only thing that we don’t keep in the repository are dispensed medication history, which we’re getting from Surescripts. We could keep that data, but right now the data is more valuable if we go out to Surescripts and pick up the very latest information. So that data is actually what’s called federated, where we do a query to Surescripts to bring the data in when it’s asked for by a provider.
MIKE LARDIERE: Great. All right. And then we’re just coming up to the end of our session. There are a couple of questions about Direct and how you can get access to Direct. Feel free to contact me, Mike Lardiere, and I can help point you in the right place for that. I want to thank Bill Cadieux from The Providence Center, Charlie Hewitt from the Rhode Island Quality Institute, and Colleen O’Donnell, Director of HIT Technical Assistance and Training here in CIHS, for the presentation today. [88:00] I thought it was a great presentation, and it gave us a very good overview of where we can actually go and move forward quickly with sharing behavioral health and physical health information. And I want to thank all of you for you participation today and your great questions. So with that we’ll close out the session and wish everyone a great day. All right, thank you very much. Oh, and the slide decks can be found on the CIHS website. All right, thank you everyone.
END TRANSCRIPT
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