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PURPOSE OF MEETING

The purpose of the August meeting was twofold: to receive invited public testimony (20 minute presentations) on experiences with secure messaging, information that is expected to help the Workgroup to formulate its recommendations, and to continue to define the scope of the proposed demonstration project on secure messaging. Workgroup members had been polled on their interest in the presentation topics. Both items were action steps from the July meeting.
KEY TOPICS
1. Updates

Following the call to order by Co-chairs Craig Barrett and Tony Trenkle, the members voted to approve the summary of the July 26 meeting without changes. 
2. Presentations (Public Testimony) on Three Secure Messaging Models 
Three presenters were invited to describe the secure messaging used in their respective companies. PowerPoint presentations were made, followed by short Q&A. 
Edward Fotsch, M.D., CEO of Medem, described a networked system of secure messaging and findings from national surveys indicating the importance of the provider in engaging the patient in the use of messaging. He noted that findings from studies carried out with different populations and health conditions indicate that secure messaging contributed to cost savings and improved quality of care. But the challenge is patient engagement. When messaging is made available to patients, there is a very low uptake. What appears to work is placing patients on a network by default, referred to as replacing the clipboard. An interactive personal health record that replaces the clipboard creates a network. The network then connects a patient to a series of online tools, including communication with the provider. Disease management may be one of the tools. 

Providers will be motivated to initiate messaging with a combination of financial, market-based, decreased liability, and regulatory incentives. Dr. Fotsch pointed out the difficulty of introducing secure messaging in a single population, such as Medicare beneficiaries. Clinicians recognize that this model creates efficiencies in integrated disease management. The Community should work to coordinate public and private incentives. He suggested coordination with the Consumer Empowerment Workgroup.
Malcolm Costello, VP Marketing, and Barbara Klein, VP Provider Sales of Kryptia Corporation, described several case studies using secure messaging embedded in an electronic health record (EHR). Approximately 3,000 physicians currently use the company’s products to communicate with patients and other providers about lab results and medication questions and refills. Five case studies indicated the benefits of the embedded model. A project at Memorial Family Medicine, Houston resulted in annual savings of $4,900 per physician. E-referrals between Providence Medical Group and The Oregon Clinic resulted in a savings of $10.37 per referral, involving 6,000–10,000 referrals annually. Patients value messaging and it changes their expectations. In another setting (rural Maine), lab errors were reduced. 
Another case study of the management of diabetics demonstrated the improvement of both process and outcome measures over the 18 months of the study. The caseload included Medicare recipients. Dr. Costello concluded by noting that as in other industries, the transition to electronic communication and transactions will be gradual, with electronic and “traditional” (phone and paper) coexisting for a period of time.  

James D. Ralston, M.D., M.P.H., of Group Health Center for Health Studies, University of Washington, described a research project involving secure messaging included in a patient portal to the EHR, part of an overall effort to shift from physician-centric to patient-centric care. Over a period of 3 years, registration for the Group Health Association Web site services increased from 5 to 33 percent of members, resulting in approximately 100,000 users, with obtainment of medical test results being the most frequently used service. 
Group Health members can receive their test results with the normal values displayed. Each test result is hyperlinked to an e-health knowledge base to help explain the meaning of the results. Physicians can attach notes to the test results as well. Patients and physicians have access to interactive health records. The typical patient user is a 51-year-old woman, which is also the profile of the average patient. Cost data are not yet available.

A clinical trial at the University of Washington Medical Center revealed that management of diabetes improved among 200 patients with access to a shared and interactive electronic medical record. This is one of several studies based upon Wagner’s chronic care model, using a case management approach that is integrated with the primary care team at the clinic. After 1 year the clinic withdrew its participation due to the drop in patient visits and subsequent loss of revenue in the fee-for-service environment. 
During a brief Q&A, Workgroup members noted that noncompliance due to lack of information is a major problem in health care delivery. The acquisition of information does not occur to the extent necessary in the medical office. Information alone is not sufficient to change behavior. Monitoring of the patient outside of the medical office is a critical factor in compliance. For messaging to have an impact, patients must be engaged, and in general, patients are not highly engaged in their medical care.

Members were interested in the clinic that dropped out of the study because of a subsequent reduction of utilization and revenue. Members noted that e-Bay and other online services were not mandated, but patients are not engaged in their medical care in the same way they are engaged in other consumer activities. 
It was also noted that the presentations included considerable evidence for the positive effects of messaging, more evidence in the opinion of one member than has been available to support reimbursement for some other medical procedures. 
The presenters had several suggestions for the Workgroup and the Community. For instance, small providers need financial incentives in order to adopt the technology. Incentives should precede or accompany standards: Unless systems are used, standards are not relevant. It was observed the U.S. health care system is too fragmented to provide the coordinated care that chronic care patients need; increased use of technology can provide only a patchwork solution. A system that integrates providers and patient via the same EHR would have value, but community-based clinicians use different EHRs and procedures, making integration unlikely. 
3. Additional Opportunities for Providing Value through Secure Messaging and Remote Monitoring (Public Testimony)
Eileen Elias, U.S. Department of Health and Human Services (HHS), Office on Disability, made a PowerPoint presentation on secure messaging and remote monitoring from the perspective of the disability community. She cautioned against equating disability and chronic illness. She reviewed the barriers to health care frequently experienced by persons with disabilities. While telecommunication may increase access for this population, only 38 percent of person with disabilities use the Internet. Universal design is not widely applied. Softwares are available to support specific functional limitations, but they are expensive for individuals to purchase. Approaching disability from a functional perspective is the preferred approach. 
4. Remote Monitoring Initiatives Demonstrating Value (Public Testimony)
Joseph Kvedar, M.D., Partners Healthcare Telemedicine, ConnectedHealth Initiative, reported on the Massachusetts General Hospital and Brigham and Women’s Hospital integrated system. Designed in part to meet the increasing demand for services and the decline in the supply of nurses, the initiative focuses upon efficiencies and self care, using an online environment. The initiative seeks to make patient care less dependent on office and hospital visits and subsequently provides care in a less capital intensive environment. Patients may access their data, which serves to motivate, engage, and educate. Another platform supports remote monitoring, using physiologic and imaging data. Home-based patients use blood pressure cuffs and pulse oximeters, and respond to structured questions on a handheld device. Over time nurse home visits have been reduced by 40 percent and hospital admissions by 25 percent for patients with CHF. The hospital system reimburses the home health agency for patient monitoring, an arrangement that seems to benefit the hospitals financially in an environment of high occupancy rates. 
Other examples were described as well. One consists of electronic visits for acne care. The patients submit three images and fill out a structured form. Physicians are reimbursed for the electronic visits at a slight discount over the office visit rate.  
Adam Darkins, Chief Consultant, Office of Care Coordination, Department of Veterans Affairs (VA), described the increasing use of informatics and telemedicine to coordinate home care and provide disease management for veterans, many of whom are geographically and seasonally mobile. He began by noting that by way of comparison, there is little evidence than visits to outpatient clinics work well in the control of chronic disease. Over time, VA outpatient visits have increased in relation to inpatient stays. Increasingly, long-term care can be provided in the home with monitoring. The VA has developed an infrastructure, including training programs and a training center, care coordinator certification, and electronic registration of patients.
The VA emphasizes programs of care, not episodes of care, an approach that Darkins would recommend to the Community. A program of care has a start date and stop date and associated patient outcomes.
During Q&A, members observed that the workplace should not be overlooked at a potential site for messaging and remote monitoring. There was a brief discussion on the content of and standards for data elements included in the EHR. 
In addition to the PowerPoint presentations described above, staff members prepared and distributed an Excel spreadsheet describing 11 Recent and Ongoing Trials involving Secure Messaging and EHR Access and/or Remote Monitoring, sponsored by Federal government agencies and foundations. 

5. Scope of Work for Demonstration Project on Secure Messaging 
At the July 26 and previous meetings, the members discussed what to include in recommendations to the Community about a demonstration project on reimbursement of secure messaging. Staff was requested (July 26 Staff Action Item 1) to prepare a template and poll Workgroup members on the recommended scope (variables to include) of a demonstration project. The results were circulated prior to the meeting. No information on the response rate was included. In reviewing the results, Karen Bell noted the preference for focusing on a population with multiple chronic illnesses. Members indicated a population with multiple illnesses had the greatest potential for studying the effects of secure messaging: their compliance was generally low; there is potential for quality improvement and cost savings; and they constitute a case load requiring frequent communications that impacts work flow. Members did not want to focus on specific clinical specialists. 
The polling revealed a lack of consensus of the type of delivery and financial systems on which to focus the demonstration, although there was some agreement on a preference for the involvement of multiple stakeholders. It was agreed to revisit this discussion. Members wished to investigate the use of patient reminders and other information sent to patients to engage them in self management and the integration of information from other sources of care. Members also agree that ROI should be a significant component of the demonstration project(s). 
The implications of the Secretary’s announcement of a forthcoming executive order pertaining to standardization of information technology were mentioned. It was suggested that coordination of the various demonstration projects with the demonstration being proposed would be advantageous. One member suggested coordinating with the home entertainment industry and the telecommunications industry as they expand the infrastructure in the home. It would be beneficial to encourage compatibility and ease of use. 
Because of time constraints, further discussion and decision making was deferred to the next meeting. 

6. Next Steps

The next meeting is scheduled for Wednesday, September 20. The Co-chairs will work with the staff to define a schedule for deliverables to the Community. Discussion of the scope of the demonstration will continue at the September meeting.
7. Public Comments

No members of the public requested to speak.

8.  Adjournment

The meeting adjourned at 4 p.m. as scheduled.
SUMMARY OF RECOMMENDATIONS AND ACTION ITEMS
Workgroup members were informed about three “models” of secure messaging currently in use and/or being studied. They were additionally informed about two practices of remote monitoring, one in a large multilevel system (the VA) and the other in two university affiliated medical care centers in Boston. They also received information concerning the disabled, not to be confused with the chronically ill. This information is expected to help the Workgroup members to delineate the scope of a demonstration project on the value of secure messaging.
For the next meeting, Workgroup members requested that significant time be allotted for a more thorough discussion of the testimony presented at this meeting.  Additionally, the features of the demonstration project will be addressed. 
Meeting Materials:

· Draft Meeting Summary – July 26, 2006 Meeting
· AHIC Chronic Care Summary Secure Messaging Coupled with EHR or Remote Monitoring
· Average Response to AHIC Chronic Care Work Group Request for Feedback on Priorities   
· Speaker Presentations 
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