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Testimony to the HIT Policy Committee
Hearing on Meaningful Use Measures Related to Specialists, Smaller Practices and Hospitals, and Providers of Underserved Populations 

(Underserved and Medicaid Providers Panel)
By Andrew Steele, MD, MPH, MSc

Denver Health
October 28th, 2009
Chairman Blumenthal, Vice-chairman Tang, and Members of the Committee, thank you for the opportunity to participate in the hearings today.  I have been a practicing Internist at Denver Health, a highly integrated, public, safety net health care delivery system for the past twenty years.  In addition, I have held the position of Director of Medical Informatics for the past ten years and have overseen the selection, implementation, and enhancement of our electronic health records.  It is with great pleasure, that I can speak to you on behalf of my institution, Denver Health, to provide our unique insight on “meaningful use” measures related to providers of underserved and vulnerable populations.
Introduction
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Denver Health is the integrated safety net institution for Denver and the Rocky Mountain Region.  It includes multiple linked components of a public care delivery system (Figure 1).  These are: the 911 paramedic ambulance and trauma system; a Disproportionate Share Hospital (DSH) which is the busiest hospital in the state with almost 26,000 discharges; all eight of Denver’s federally qualified community health centers which provide primary medical and dental care; the county public health department; all twelve school-based clinics; a 100 bed non-medical detoxification center; a call center which includes a regional poison center and a nurse advice line; correctional care; and an HMO which serves Medicaid, SCHIP, Medicare, and commercial patients.  The system is staffed by approximately 5,300 employees including 265 employed physicians.  Denver Health is an academic teaching hospital and has a formal affiliation with the University of Colorado Denver School of Medicine.  All the physicians have full time academic appointments.  Over 3,000 medical and nursing students, interns, residents and a myriad other professional trainees receive clinical training at Denver Health.
Denver Health represents a microcosm of the breadth of American care.  Forty-six percent of our patients are uninsured, 70 percent are minorities, 85 percent are below 185% of Federal Poverty Level, and 30 percent are non-English speaking.  Since 1991, we have provided $3.7 billion dollars in uninsured care.  Yet Denver Health has been in the black every year.  The city’s payment represents just five percent of our net revenue.  The number of uninsured at our door, and the cost for their care, increases every year.  In 2007 our uninsured care topped $275 million; last year it was $318 million; and this year is projected to be $362 million.  We are a major Medicaid and Child Health Plan Plus (CHP+) provider for the State of Colorado.

Denver Health focuses on the special needs of the entire population through regional trauma services, regional poison center services, public health, 911 and disaster preparedness.  It also focuses on the needs of special populations that are largely excluded from health care coverage, and often from any health care at all.  These populations rely on the safety net, which is composed of institutions such as DSH hospitals and community health centers.  These special populations include the poor, the uninsured and underinsured, minorities, non-English speakers, the homeless, the chronically mentally ill, substance abusers, victims of violence such as rape, victims of infectious disease such as HIV/AIDS, and prisoners.

Despite this highly vulnerable population, Denver Health has been able to achieve amazing quality; 92 percent of our one year old children are immunized; 100 percent compliance with all acute myocardial infarction core measures; 65 percent of our hypertensive patients have their blood pressure under control compared to an average of 44 percent in the country
, and one of the lowest hospital mortality rates in the country with an observed to expected overall mortality of 0.68.

Denver Health has invested more than $330 million in health information technology, which has resulted in a single imaged electronic medical record with a single patient identifier that links all the patient care components of the system.  Our expenditures on health information technology average around 4.5 percent of net revenue which is slightly above the average for U.S. hospitals.  The facilities are state of the art and have been designed for safety and efficiency with computers in all patient rooms.  Our electronic health record includes fourteen years of electronic data on over one million patients, a robust data warehouse strategy, near 100 percent adoption of computerized provider order entry (CPOE), hospital-wide use of a bar code medication administration system, a single sign-on portal solution, a comprehensive immunization registry, linkages with a local regional health information exchange system, a 100 percent digital radiology department, and online nurse documentation (Figure 2).
Responses to HIT Policy Committee Questions

How will the proposed 2011 and 2013 meaningful-use objectives and measures help your specific area (pediatrics, psychiatrist, nurse practitioner dentists, etc.) demonstrate that they are improving care?
In general, although the final rules are still pending, we feel fortunate that we are meeting most of the meaningful use criteria for 2011 currently.  Our analysis demonstrates current compliance with approximately 85 percent of the measures, with an expectation of meeting 100 percent in 2011.  Many of the meaningful use quality measures we actively use in our quality improvement efforts.  Specifically, we have leveraged our data warehouse strategy to build robust disease-based registries to help manage our diabetic and hypertensive patients and improve preventive care for immunizations and cancer screening.  With comprehensive reporting for managers, case workers, and physicians, and through the use of point-of-care decision support we have demonstrated improvement in quality of care indicators for these populations.  With close collaboration between our public health department and state and federal entities like the Centers for Disease Control and Prevention (CDC), we have developed systems for the sharing of health information electronically for areas such as syndromic surveillance, reportable diseases, and immunizations.  As an integrated delivery system, we are able to share clinical information electronically across transitions of care providing access to the complete health record 24 hours per day, all days of the year.  In addition, we are in close communication with our electronic health record (EHR) vendor, Siemens, and have confidence, that their systems will support full compliance with the measures as well.  These improvements have not come quickly or easily.  In addition to using the technology, significant changes in the process of care, expansion of educational efforts, and policy changes were necessary.
We predict that the proposed meaningful use objectives and measures will provide guidance for focusing future specific efforts for those related areas.  Given our commitment to a culture of continuous improvement in patient safety and quality, we will see further improvements in our current quality improvement efforts. For the following proposed measures we will need to expand our current efforts:

· use of high-risk medications in the elderly,
· utilization of high-cost imaging services,
· improving access to personal health information  and clinical summaries electronically
Predicting the impact of the proposed 2013 measures is more difficult, given that many details are still pending.  In general, the proposed HIT Policy Committee recommended measures appear to align well with our strategy to more fully leverage health information technology to improve care to our vulnerable populations.
What are the special considerations when applying meaningful use measures to your specific area or to underserved populations?
I would like to focus my comments on four important considerations:

· Dramatic increase in our volumes of uninsured patients represents a core challenge.  As the economy continues to decline, we are seeing a dramatic increase in our volumes of uninsured patients.  We are predicting a total of $362,000,000 in uncompensated care in 2009.  This in comparison to approximately $160,000,000 for a decade ago and $275,000,000 in 2007.  Clearly, this trend is unsustainable for the future financial strength of Denver Health.  As mentioned previously, we have spent more than $330,000,000 dollars on health information technology in the last decade, and continue to see our health information (HIT) expenditures increase annually.  Given the crucial safety net role that institutions like Denver Health serve for our country, and the unique financial stresses we operate within, we strongly support efforts to provide enhanced monetary grants and loans upfront, and incentive payments upon documentation of meaningful use.  Given our large Medicaid population we will be most affected by development of the rules related to Medicaid incentives for hospitals and eligible professionals.  We are concerned that without strict guidance at the federal level, the amount and method of incentive disbursement will be quite variable between states.  Further, we would recommend that receipt of the incentive funding dollars does not impact other state and federal funding sources currently received by integrated safety net institutions such as Denver Health.  In addition, with current financial pressures, efforts to “front-load” payment of incentives would be strongly supported by us.
· Reduced revenue with lower reimbursement adds an additional challenge. As the state faces economic stress, Denver Health has received a $12 million decrease in funding largely from Medicaid.  The financial stresses on states further underscores the concerns about state specific measures and incentive distributions.
· Special needs of the vulnerable population. As an integrated, safety net provider we provide care to an especially vulnerable population which include the poor, the uninsured and underinsured, minorities, non-English speakers, the homeless, the chronically mentally ill, substance abusers, victims of violence such as rape, victims of infectious disease such as HIV/AIDS, and prisoners.  These populations present unique challenges when attempting to meet meaningful use objectives for the “Health Outcomes Policy Priority” area labeled “Engage patients and families.”  Many of our patients have very limited access to or understanding of technology and have low literacy levels due to cultural, educational, and mental health issues.  For these populations, many concepts such as patient portals or use of USB drives have much less use than more basic personal connections such as patient navigators.  The requirement to invest resources into IT solutions should be carefully considered before they are instituted.  We would see investment in integrated delivery systems which include public health departments, federally qualified health centers, school based clinics, call centers and even jails and the information technology which links them as more important for care outcomes for vulnerable populations.  Such systems provide multiple points of entry, are where the patients are, and get patients to the right place at the right time for the right level of care.
· Increasing regulatory demands.  DH operates within a heavily regulated and increasingly legalistic environment as seen in the list below of state and federal agencies and accreditation programs.
· State Regulatory Bodies
· Colorado Department of Healthcare Policy and Finance

· Colorado Department of  Public Health and Environment

· Colorado General Assembly

· Federal Regulatory Bodies
· Centers for Medicare & Medicaid Services (CMS) 
· United States Department of Health and Human Services (HHS)

· Office of Inspector General (OIG)
· Food and Drug Administration (FDA)
· US Department of Labor (DOL)
· U.S. Equal Employment Opportunity Commission (EEOC) 
· Americans with Disabilities Act (ADA)

· U.S. Environmental Protection Agency (EPA)

· Centers for Disease Control and Prevention (CDC)
· Accreditation Programs

· The Joint Commission, 
· American College of Surgeons (ACS) 
· American College of Radiology (ACR) 
· College of American Pathologists (CAP) 
· AABB (previously American Association of Blood Banks) 
· Accreditation Council for Graduate Medical Education (ACGME)

· Residency Review Committees ( RRC)

It is our strong desire that the meaningful use measures continue their current efforts to align the measures with already existing regulatory requirements and national quality measures development groups like the National Quality Forum (NQF).  We would propose that with strong collaboration with these groups, measures would be common between the groups leading to efficiencies in reporting and tracking for both the health care institutions and for CMS and State Medicaid offices.  We have already organized our quality/performance improvement efforts to work hand-in-hand with our regulatory efforts to minimize wasted duplicative efforts.
What other measures would you propose be considered to assess the meaningful use of EHRs by your specialty, and how would they align with the care goals and objectives the Policy Committee has recommended? 
First of all I would like to compliment the members of the HIT Policy Committee, the HIT Standards Committee and members of the associated working groups.  You have already identified more than 110 meaningful use objectives covering the spectrum of the use of HIT in health care with more to come in the upcoming years.  Knowing that we will need to meet the associated measures for these objectives makes me leery about recommending more items.  In considering further objectives for meaningful use we must ensure that a strong evidence-based business case exists to support adoption of the meaningful use objective.  There should be compelling measurable benefits in patient experience and outcome that are in proportion to expected expenses and efforts to achieve the objective.
Further, we think it is important to recognize that just by meeting the measures, this does not insure that care will necessary improve. Moreover, we believe that to truly improve quality the measures must reflect both the development of systems and a systematic approach to care delivery and improvement. Focus on small individual measures such as HbA1c are too narrow to improve quality.  We have learned that health information technology although integral to quality improvement, should be viewed as a facilitator rather than the driver of improvement efforts.
DH embarked upon a new approach to performance improvement, called “Getting It Right: Perfecting the Patient Experience”, which was introduced in May, 2004.  The genesis of this approach is recognition that the processes of health care delivery have not changed substantially in decades, while other industries have dramatically transformed their work systems and processes to better meet customer needs and to thrive. DH’s puzzle (Figure 3.) captures the five areas that need to be done “right” with the help of sophisticated information technology.  The “Right People” focuses on developing a workforce that is patient focused and committed to customer service, using the tools of talent-based hiring.  The “Right Process” focuses on the use of the Toyota Production System which uses LEAN principles and tools.  The use of LEAN is the cornerstone of the Performance Improvement System. Identifying and eliminating waste throughout the organization with the involvement of nurses, staff and physicians shows that great results can be achieved by reducing wasteful processes.  DH takes a very serious and systematic approach to performance improvement, using LEAN in a two pronged approach.  One is the systemic application of LEAN through regular Rapid Improvement Events (RIEs).  The second is the training of Black Belts which is done in-house by the LEAN Systems Improvement department.  To date DH has trained 200 employees as Black Belts, including surgeons, other physicians, nursing leaders, and administrators. Black Belts are expected to use LEAN in day-to-day activities, and lead or participate in two RIEs each year.  They report their LEAN efforts in a standardized format every two months. In order to fully leverage the capabilities of health information technology, we feel the implementation and use of these systems needs to be fully integrated into formal quality/performance improvement efforts.  Utilizing this integrated approach we have documented more than $27.9 million dollars in financial benefit since August 2006 with more than $10 million of that in 2009 alone.  The “Right Environment” drives the new facilities and focuses on patient safety and quality, workforce efficiency, attention to conservation, support to patients, families and workforce and pleasant aesthetics.  The “Right Reward” uses the tools to provide “line of site” incentives to the employee.  The “Right Communication and Culture” focuses on structured communication that ensures patient safety and breaks down barriers within the organization.
Developing measures to focus on a systems approach such as development of clinical disease registries, linking of pharmacy, demographic, and laboratory data, developing a comprehensive approach to clinical decision support, may lead to better HIT related outcomes in improving patient care than will a focus on specific clinical and laboratory parameters.  As we look to meet meaningful use we will welcome efforts that also support the complex work that our health care professionals perform on a daily basis.  Staffing shortages remain an important concern, and thus, we are always looking for ways to “do more with less.” We have learned that it is crucial as we implement health care technology to take the opportunity to readdress paper-based workflow processes and redesign the process of care making sure the new technology is well integrated into newly designed care processes.  Automating inefficient care processes just guarantees the wrong care is provided faster all the time, and misses the potential to use HIT to transform the health care experience.  We certainly are not the first or only group to believe this.  In the 2006 AHRQ funded review, “Costs and Benefits of Health Information Technology” which addressed categories of barriers to EHR implementation, the report concluded that, “cutting across all of these categories, however, may be the need for a major structural and ideological reorganization of clinical medicine as it is now practiced in the majority of settings to be able to integrate itself with and enjoy the benefits of HIT.”
 We believe meaningful use must incorporate the process of comprehensive quality and performance improvement strategies with information technology to efficiently and fully realize the optimal benefits.

What are other EHR adoption barriers unrelated to the definition of meaningful use, that affect providers like you?  What solutions would you recommend to address those issues? What would your role as a provider be in this solution?
There are six barriers that I would like to discuss:

· Cost of implementation.  One of the main EHR adoption barriers remain s the cost and integration of the technology into the complex workflow of health care professionals.  Safety net providers are particularly challenged by this as they are experiencing the dual challenges of increased numbers and cost of uninsured and decrease in the funding streams to support them. This issue is further exacerbated by the fact that the investment in technology needs to be made now but substantial health reform which hopefully will reduce the numbers of uninsured will not occur until 2013 or 2014.

· Lack of supporting technology to support integrated care. We have developed a highly integrated system that covers almost all domains in the continuum of care.  Working closely with our main HIT vendor we have built systems which provide patient information at most care points for our system.  This has been very important given that the vulnerable population often access health care in unpredictable manners across multiple types of sites.  Yet, there is no complete electronic health record that has complete array of capabilities to meet the needs across all domains from 911 services to public to hospital and community based care.  In order, to efficiently manage their care, health care providers need immediate access to their complete medical record.  “Missed opportunities” for care to address preventive issues, chronic disease management, and patient education are a particular problem with the vulnerable population given their limited and often brief encounter with health systems.
· Lack of skills among personnel implementing HIT.  To effectively implement electronic health records requires staff with specific skills.  IT is a highly competitive market and few individuals are available with the technologic skills and medical knowledge to assure achieving this goal.  There will need to be a way to leverage those individuals. While this is not an enormous problem for us it is for many safety net institutions.  In addition to technical skills, implementation teams need to have skills covering many areas such as project management, business process analysis, applied clinical informatics, socio-technological analysis, communication, performance/quality improvement, and change management.  Our implementation team include certified project managers, informatics trained individuals, systems and business process analysts, industrial engineers, and performance/quality improvement analysts, in addition to the traditional types of information technology positions.  Educational programs need to be supported to develop these skill sets for our future health care professional employees.  As an integrated safety-net institution with a strong mission to educate future health care professionals we would welcome the opportunity to an active member in this educational effort.
· Lack of expertise in health care “redesign” efforts.     Many if not most institutions do not have the skill set to redesign care processes.  If this is not done, the dollars spent on EHR implementation will not yield the maximal benefit.  This must be emphasized and an approach outlined.  This is not a problem for us but it is for many safety net providers.
· Lack of appropriate technological infrastructure.  Infrastructure costs continue to be high and as health care becomes more computerized the demand for fault-tolerant, no downtime solutions increases.  This creates pressure in information technology departments to increase expenditures on solutions to ensure fast, secure, and consistent access to the computer applications at all times.  This new demand contrasts with the past information technology environment for most hospitals which focused on financial and administrative systems.  This will require a consequent shift in technology staff with more complex networking and security skill sets which also will drive up costs Availability of HIT systems is becoming so crucial to safe and effective health care, that we would recommend consideration for a future meaningful use observation that address system availability.  Once again, we would be happy to provide further input and details on lessons we have learned at Denver Health in our attempt to address these issues.
· Complex and slow implementation processes.  In 1970, Dr. William Schwartz wrote in the New England Journal of Medicine that by 2000 we may have computing science capabilities that “replace the intellectual functions of the physicians.”
 Almost 30 years later, in 1999, the Institute of Medicine, published To Err is Human: Building a Safer Health System, advocating more widespread adoption of health information technology.
 Another ten years passed until February, 2009, when President Barrack Obama signed into legislation the American Recovery and Reinvestment Act of 2009.
  It has been a long slow path, but we feel more optimistic than ever that the pace for HIT adoption is finally picking up.  Coupled with the health care reform efforts, we feel confident that we will eventually have the high quality, highly efficient health care system we all envision.

That being said, it is clear there is much hard work ahead.  We are concerned that not enough support and information is available to help guide the thousands of hospitals and hundreds of thousands “eligible professionals” in this journey.  For instance, utilizing a LEAN approach to HIT system implementation we have seen a significant reduction of about 35 percent in the time and cost to deploy our computer applications.  Natural “HIT implementation experiments” are happening in hundreds and soon thousands of hospitals across our nation.  Unfortunately, there is very little generalizable “best-evidence” to guide these implementation activities.  Over our last 15 year journey we have learned many hard “lessons learned” which we attempt to incorporate into subsequent projects.  Specifically, we would recommend increased efforts to evaluate current early adopters of HIT to better understand the barriers overcome and the lessons learned.  Most of the literature has focused on few institutions and often deploying proprietary or more antiquated systems leading to results that are not generalizable.  More qualitative research is needed to understand some of the unique issues facing safety-net providers like ourselves, critical access hospitals, and rural based practices.  Efforts must be made to rapidly disseminate best practices for effective and efficient implementation of vendor systems.
Conclusion

In summary, as a physician, and Director of Medical Informatics representing Denver Health, an integrated, public safety net health care system, we strongly support the HIT Policy Committee efforts towards developing final criteria for meaningful use.
We feel confident that our efforts to meet meaningful use can be integrated into our current HIT implementation and quality improvement initiatives.  We would encourage the committee to consider meaningful use criteria that incorporate the process of comprehensive quality and performance improvement strategies coupled with information technology implementation.  In order to maximize the use of technology we need to ensure an appropriate infrastructure, an availability of highly trained staff, and a detailed understanding and attention to the process of HIT implementation.  Lastly, working as a provider for the underserved and Medicaid population, we need to remain cognizant of the unique characteristics of this population and how they will interface with new technology.  This will all take time, and careful planning, and although progress is needed urgently, we need to ensure that the pace of change is appropriate for the scope of change.
We would like to thank you for the opportunity to participate on this panel representing underserved and Medicaid providers.  We look forward to helping you in any we can as you carry out your charter to “create the policy framework for the development and adoption of a nationwide health information infrastructure, including standards for the exchange of patient medical information.”
Figure 1. Denver Health System





Figure 2. Denver Health Electronic Health Record





Figure 3.  Denver Health Transformation Model
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