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Introduction and Background

The Health Information Technology Exchange of Connecticut (HITE-CT), a quasi-public agency, was
created by the 2010 Connecticut General Assembly, was sunset effective June 30, 2014, and the
responsibilities’ for Health Information Technology (HIT) and Health Information Exchange (HIE) were
transferred to the Department of Social Services (DSS) via Public Act 14-217 (Bill 5597 as adopted—see
Appendix A). The state’s goal is to adopt and advance the use of national standards that support secure
data exchanges and enhance interoperability to support the most optimal health outcomes possible.

This status report and plan is provided to the General Assembly’s Appropriations, Human Services and
Public Health Committees, pursuant to Public Act 14-217, Section 175(e).

State of HIT Adoption

As of December 2014, the State of Connecticut had received nearly $300 million through the
EHR incentive program administered through CMS. Almost 5,636 eligible professionals and all hospitals
have received payments for adoption of EHRs and many have attested to achieving Meaningful Use
Stage 1.

A physician survey was completed in 2011 and 2013 totalling 1,346 responses. Between 68-74%
of the physicians are either using EHRs or are in the process of implementing EHRs --an increase from
53-56% of physicians in 2011.% The rate of EHR adoption is projected to exceed 75% by the year 2015
based on the trends. E-prescribing activities increased from 2011 to 2013 among pharmacies and
prescribers. Ninety-six percent (96%) of the pharmacies were enabled for processing e-prescriptions and
62% of the prescribers were e—prescribing.3 In 2013, 63% of the Connecticut’s hospitals were sharing lab
results electronically, higher than the national average of 56%.* This represents a significant decrease
from 77% in 2011-12. Fifty percent (50%) of the independent labs were sending lab results electronically
in 2013, an increase from 37% in 2011-12. Due to the low number of labs that responded to our survey,
the results should be interpreted with caution. Currently, Connecticut does not have an operational
statewide HIE.

Based on a Connecticut resident survey completed in 20135, 54% of the participants described
their health as excellent or very good, 89% of participants were satisfied with the care they received
from their doctor or physician’s assistant and 87% of participants said they understood what their
doctor said to them during their last visit. When asked about their views on the use of HITs in improving
care 83% of participants had heard about electronic medical records, 72% supported a national HIE that

! HITE-CT was established by legislative mandate effective January 1, 2011, to develop, implement, and monitor
state-level Health Information Exchange (HIE) in order to meet the state’s strategic objectives of improved health
care outcomes and efficiency through the secure exchange of clinical and administrative health data (Public Act 10-
117)

> Tikoo M, Costello D. Evaluating Connecticut's Health Information Technology Exchange: Physician Survey Report.
Farmington, CT: University of Connecticut Health Center; 2014

* Tikoo M, Costello D. Evaluating Connecticut's Health Information Technology Exchange: Physician Survey Report.
Farmington, CT: University of Connecticut Health Center; 2014

* Tikoo M, Roy A. Evaluating Connecticut's Health Information Technology Exchange: Laboratory Survey Report.
Farmington, CT: University of Connecticut Health Center; 2014.

> Tikoo M, Costello D. Evaluating Connecticut's Health Information Technology Exchange: Consumer Survey Report.
Farmington, CT: University of Connecticut Health Center; 2014.





was driven by patient consent, and 64% expressed support for an “opt-in” and 21% supported “opt-out”
consent model.

Technology Assets

The following enterprise solutions have been procured by the state and are being deployed at Bureau of
Enterprise Systems and Technology (BEST) and are fundamental to supporting a quality data
infrastructure that is essential for enhanced care delivery and payment reform. These are also building
blocks for operating a statewide health information exchange.

1. Astandards based Health Provider Directory
2. Enterprise Master Patient Index
3. A Health Information Service Provider service for Direct Messaging (DM)

We are promoting the use of DM protocol to send messages between providers and/or systems
to enhance care-coordination for an array of program services (e.g., long term post-acute care provider
network, durable medical equipment) by ensuring exchange of documents (e.g. discharge summary,
assessments, orders, and continuity of care documents).

Currently, DSS is working with CMS to provide a Personal Health Record (PHR) to Medicaid
beneficiaries through a demonstration grant. DSS plans to use Quality Reporting Document Architecture
(QRDA) Category lll and Category | standards for receiving eClinical Quality Measures as one option in
their EHR Incentive program®. Lastly, the state will use a federated approach to review/produce
provider/organization/state-level data quality® enabled by edge-server based indexing technology. This
helps mediate differences between small and large provider groups. All HIT assets will be available to
other interested parties for re-use through a shared cost arrangement. The technologies and systems
are designed for scaling to enterprise requirements.

HIT and HIE Strategy

Currently, the Department of Social Services (DSS) is building upon the existing HIT Strategic and
Operational Plan and the recommendations of the technology work group® to 1) adopt industry
standards for data exchange; 2) promote reusable components through standard interfaces and
modaularity; 3) promote efficient and effective data sharing to meet stakeholders needs; 4) provide a
beneficiary-centric focus; 5) promote interoperability, integration and an open architecture; 6) promote
secure data exchange; and 7) promote good practices (e.g.: The Capability Mature Model and data
warehouse)

DSS is working with other health and human services delivery agencies (DPH, DDS, DMHAS, DCF,
DOC, and others) through six-planning meetings that started in October 2014 and will conclude in March
2015, resulting in an updated cross-agency HIT strategic plan for the state.

As of this reporting the group has met five times and has created a vision, mission, performance
objectives, HIT Framework and Governance structure. This is being followed by a MOA that is being
signed among agencies that are agreeing to work together to implement this plan provided funding is
made available. The following agencies have participated in this work:

e Integrating Connecticut’s Health Information Technology: A White Paper prepared by the Health Technology
Workgroup of the Connecticut Health Care Cabinet, August 29, 2012.
http://www.healthreform.ct.gov/ohri/lib/ohri/HealthTechnologyWorkGroupFinalReportRecommendations.pdf





Vision

Chief Information Officer, State of Connecticut
Commissioner, Department of Social Services
Commissioner, Department of Children and Families
Commissioner, Department of Consumer Protection
Commissioner, Department of Developmental Services
Commissioner, Department of Public Health
Commissioner, Department of Mental Health and Addiction Services
Commissioner, Department of Correction
Commissioner, Department of Veterans Affairs
Chief Executive Officer, Access Health Connecticut
Secretary, Office of Policy and Management

State Health IT Coordinator, Department of Social Services

Empower individuals and those that provide health resources to achieve better health outcomes

through improved access to secure and private health information.

Mission

Develop a Health Information Technology framework, based on shared values across state agencies.

CT HIT Goals

Business

Enable access to a personal health record that is based on standards, is safe and supports informed

decision-making

Measures of Objectives Action Steps

Success

Reduction of health Enable a healthcare i. Develop detailed project plan

disparities service environment that |ii. Produce rapid cycle
supports Quality Care evaluation to support
(The Institute of Medicine continuous learning &
Model), which includes improvement
efficiency, effectiveness, |iii. Develop and implement on-
timeliness, safety, patient line application / enroliment
centered and equitable

Information

Enable individuals to manage their health by providing access to the PHI to support self-management






Measures of Objectives Action Steps

Success

Improved Promote technology |i. Promote data sharingamong CT

management of development that HHS agencies

personal health incorporates citizen ii. Develop guidelines for technology

goals and objectives | self-service portals development that promote
improved citizen access to and
management of their PHI

Systems/Technology

Clearly articulate an integration approach that leverages existing technology to move toward
upgradeable, supportable, and reliable shared platforms that are cost-effective and sustainable.

Measures of Objectives Action Steps
Success
Information To align projects with  |i. By 7/1/15 establish a central
supports dual-use | Business, Information (enterprise) PMO
and Technical ii. Facilitate patient provider
Architectures that communication
supportthe CTHIT iii. Support informative/reporting need
Governance






CT Shared Vision Statement Graphic

Connecticut HIT Framework

Technology

Aligns with State and Federal Standards

Service

" Better

Health

Outcomes Education

Transparency





CT HIT Governance Framework

Operational Committee: This

Organization Sponsor — Governor/Lt. Governor

Y

Executive Steering Committee

b

v

~

CT HIT Coordinator / Enterprise
Project Management Office
(PMO)

Project Support Across Structure

Committee has representation from Operational Committee

every Agency. Each Agency will commit

a representative to participate on this [’“gsi;i;'/ [ ';2551/_ [ DCF [ DCP [ DDS [DMHAS
Committee based on the Agency’s +

projected need to leverage the
Governance Structure. The Agency is Doc DPH DOR Dss DVA HIX OPM
expected to determine the time and
effort required for it’s respective
participation on the Committee.
Decisions
» —
Recommendations
h 4 A 4 A 4
Business Information Technical
Architecture Architecture Architecture
Subcommittee Subcommittee Subcommittee
F 3 F 3 F 3

The CT HIT Framework is
being built off of the MITA
framework; subsequently the
Subcommittee structure
reflects the MITA Framework
structure.

Assigned Agency Staff Working in Subcommittees Based on Project Need

Judicial
/CSSD

DAS/
BEST

DCF

DCP DDS DMHAS DoC DPH DOR DSS

DVA HIX oPM | |






Funding and Expenditures

While the Public Act 14-217 established the HIT/HIE authority with DSS, it did not provide any state
funding to support these activities. But, it does provide the Commissioner of DSS the ability to submit
requests for funding to the Secretary of OPM.

Achievements

Since the sunset of HITE-CT in June 30, 2014, DSS has made significant progress on the HIT/HIE path in
Connecticut. We have collaborated to create our vision, mission, and goals, as well as a framework that
we all agree to use as we built our HIT Framework.

Planning: We are almost finishing the refresh of our statewide Health Information Technology Strategic
and Operational Plan. The focus was to:
1. Create a HIT vision statement for our state;
2. Identify common HIT goals;
3. Identify and support an enterprise built on an interoperability framework; and
4. Operationalize a cross-agency IT governance structure that builds upon and ties the various
initiatives that have been undertaken in the last four years with respect to health and
human services.

Integrated Eligibility System: DSS and Access Health CT, the state’s health insurance exchange, have
developed an integrated eligibility system for Medicaid, the Children’s Health Insurance Program and
private qualified health plans under the Affordable Care Act. DSS is also planning and implementing a
new eligibility management system (‘ImpaCT’) to replace our antiquated legacy system and to serve as a
platform for eventual linkage of human service agencies across the state government enterprise.

Enterprise Assets: DSS, along with DAS/BEST, is in the process of standing up an Enterprise Master
Patient Index (eMPI) and a Provider Directory. Both of these assets were procured by HITE-CT and have
been transferred to DSS for use within the enterprise. We would like to initiate a discussion with
organizations interested in uni- or bi-directional exchange of provider directory feeds on a regular basis.
There will be a cost-share associated with this service for bi-directional feeds. Our vendor for both EMPI
and Provider Directory is NextGate (www.nextgate.com/).

Medicaid Electronic Health Records Incentive Program — As of December 2014, DSS has distributed over
$78 million in payments to over 1753 Eligible Professionals (EPs) and 28 eligible hospitals.

1. Direct Exchange — On April 23, 2014, DSS stood up a Health Information Service Provider (HISP)
to provision Direct mailboxes for EPs participating in this program. A one-year free subscription
is being provided to the EPs, renewable at cost after the first year. As of February 2015, we
have reached out to over 1800 providers and, of these, 56 Direct mailboxes have been set-up.
Use of Direct messaging will help EPs exchange transfer of care summaries with long-term care
facilities that may not have access to CEHRs.

2. Electronic Clinical Quality Measures (eCQMs): This year we are focusing on the eCQMs and
working with providers to explore ways of sending these data using defined standards, such as
Quality Reporting Document Architecture (QRDAs) category | and Ill. Additionally, we really
want to minimize moving data but ensuring timely access to data for reporting and audits. To
this end we have purchased a technology (http://zatohealth.com/) to collect Meaningful Use
(MU) measures (Stage 1 and Stage 2) as they relate to the Medicaid EHR incentive program. In a
very simplistic way, this technology uses indices and edge servers to give us access to the MU




http://www.nextgate.com/

http://zatohealth.com/



data without an agency needing to send it to us. Let me know if you would be interested in a
preliminary discussion with our team.

Personal Health Records (PHRs) - DSS was the recipient of a demonstration grant for Testing Experience
and Functional Assessment Tools (TEFT). This four-year initiative is comprised of four components, of
which two are related to HIT; namely, testing the use of Personal Health Records (PHRs) among the
community-based long-term services and supports (LTSS) and aiding the development and testing of the
elLTSS content and transport standard. This grant began on May 1, 2014, and the first year is the
planning year. We have held five town hall meetings to date and another 5 are planned for in the
remaining part of this fiscal year.

Website: DSS launched a health IT website that is updated at least once and month. Information related
with all HIT initiatives kept updated on this website. Please visit us at http://www.ct.gov/cthealthit.

Planned Activities or Fiscal Year 2016

We plan to continue on the path that has been created by the recent HIT Strategic Planning process.
The following logic model explains what we are planning to undertake and the gains that we want to
make in health outcomes.

= B =
.’l.l

In summary, our recommended next steps are as follows:





e Create a Health Information Exchange plan that is supported by state and federal funds as
appropriate. Set aside funds so that DSS can leverage funding for HIE through the 90/10
provision. This is available to the state only till 2021.

=  Continue to work with health care providers and other state agencies to identify additional use
cases for the Provider Directory (e.g., work with the All Payer Claims Database group regarding
use of the Provider Directory stood up by HITE-CT).

= Continue to work across state agencies to realize the benefits of information sharing to help

The potential benefits of having an operational Health Information Exchange are:

Improved patient care coordination and, as a result, a better quality of life for its citizens
Reduction in unnecessary tests, procedures

Reduction in medical error and missed diagnosis

Opportunities for improved quality reporting, public health surveillance, and cost reductions for
both public and private payers

The most significant beneficiary is the patient, since the HIE will allow patients to be more engaged in
their health care and will assist providers in delivering a higher quality of care while reducing costs. HIE
is an essential component in the evolving state and national health care landscape.
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Appendix A
Public Act No. 10-117
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General Assembly Bill No. 5597
AR AR
February Session, 2014 LCO No. 5472

Referred to Committee on No Committee Introduced by:
REP. SHARKEY, 88t Dist. SEN.
WILLIAMS, 29t Dist.

AN ACT IMPLEMENTING PROVISIONS OF THE STATE BUDGET FOR THE
FISCAL YEAR ENDING JUNE 30, 2015.

Sec. 169. Subdivision (12) of section 1-79 of the 2014 supplement to the general statutes
is repealed and the following is substituted in lieu thereof (Effective July 1, 2014):

(12) "Quasi-public agency" means Connecticut Innovations, Incorporated, [and] the
Connecticut Health and Education Facilities Authority, the Connecticut Higher
Education Supplemental Loan Authority, the Connecticut Student Loan Foundation,
the Connecticut Housing Finance Authority, the State Housing Authority, the
Connecticut Resources Recovery Authority, the Capital Region Development Authority,
the Connecticut Lottery Corporation, the Connecticut Airport Authority, [Health
Information Technology Exchange of Connecticut,] the Connecticut Health Insurance
Exchange and the Clean Energy Finance and Investment Authority.

Sec. 170. Subdivision (1) of section 1-120 of the general statutes is repealed and the
following is substituted in lieu thereof (Effective July 1, 2014):

(1) "Quasi-public agency" means Connecticut Innovations, Incorporated, and the

Connecticut Health and Educational Facilities Authority, Connecticut Higher Education
Supplemental Loan Authority, Connecticut Housing Finance Authority, Connecticut

12





Housing Authority, Connecticut Resources Recovery Authority, Capital Region
Development Authority, Connecticut Lottery Corporation, Connecticut Airport
Authority, [Health Information Technology Exchange of Connecticut,] Connecticut
Health Insurance Exchange and Clean Energy Finance and Investment Authority.

Sec. 171. Section 1-124 of the general statutes is repealed and the following is
substituted in lieu thereof (Effective July 1, 2014):

(a) Connecticut Innovations, Incorporated, the Connecticut Health and Educational
Facilities Authority, the Connecticut Higher Education Supplemental Loan Authority,
the Connecticut Housing Finance Authority, the Connecticut Housing Authority, the
Connecticut Resources Recovery Authority, [the Health Information Technology
Exchange of Connecticut,] the Connecticut Airport Authority, the Capital Region
Development Authority, the Connecticut Health Insurance Exchange and the Clean
Energy Finance and Investment Authority shall not borrow any money or issue any
bonds or notes which are guaranteed by the state of Connecticut or for which there is a
capital reserve fund of any kind which is in any way contributed to or guaranteed by
the state of Connecticut until and unless such borrowing or issuance is approved by the
State Treasurer or the Deputy State Treasurer appointed pursuant to section 3-12. The
approval of the State Treasurer or said deputy shall be based on documentation
provided by the authority that it has sufficient revenues to (1) pay the principal of and
interest on the bonds and notes issued, (2) establish, increase and maintain any reserves
deemed by the authority to be advisable to secure the payment of the principal of and
interest on such bonds and notes, (3) pay the cost of maintaining, servicing and
properly insuring the purpose for which the proceeds of the bonds and notes have been
issued, if applicable, and (4) pay such other costs as may be required.

(b) To the extent Connecticut Innovations, Incorporated, and the Connecticut Higher
Education Supplemental Loan Authority, Connecticut Housing Finance Authority,
Connecticut Housing Authority, Connecticut Resources Recovery Authority,
Connecticut Health and Educational Facilities Authority, [the Health Information
Technology Exchange of Connecticut,] the Connecticut Airport Authority, the Capital
Region Development Authority, the Connecticut Health Insurance Exchange or the
Clean Energy Finance and Investment Authority is permitted by statute and determines
to exercise any power to moderate interest rate fluctuations or enter into any
investment or program of investment or contract respecting interest rates, currency,
cash flow or other similar agreement, including, but not limited to, interest rate or
currency swap agreements, the effect of which is to subject a capital reserve fund which
is in any way contributed to or guaranteed by the state of Connecticut, to potential
liability, such determination shall not be effective until and unless the State Treasurer or
his or her deputy appointed pursuant to section 3-12 has approved such agreement or
agreements. The approval of the State Treasurer or his or her deputy shall be based on
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documentation provided by the authority that it has sufficient revenues to meet the
financial obligations associated with the agreement or agreements.

Sec. 172. Section 1-125 of the general statutes is repealed and the following is
substituted in lieu thereof (Effective July 1, 2014):

The directors, officers and employees of Connecticut Innovations, Incorporated, and the
Connecticut Higher Education Supplemental Loan Authority, Connecticut Housing
Finance Authority, Connecticut Housing Authority, Connecticut Resources Recovery
Authority, including ad hoc members of the Connecticut Resources Recovery
Authority, Connecticut Health and Educational Facilities Authority, Capital Region
Development Authority, [the Health Information Technology Exchange of Connecticut,]
Connecticut Airport Authority, Connecticut Lottery Corporation, Connecticut Health
Insurance Exchange and the Clean Energy Finance and Investment Authority and any
person executing the bonds or notes of the agency shall not be liable personally on such
bonds or notes or be subject to any personal liability or accountability by reason of the
issuance thereof, nor shall any director or employee of the agency, including ad hoc
members of the Connecticut Resources Recovery Authority, be personally liable for
damage or injury, not wanton, reckless, wilful or malicious, caused in the performance
of his or her duties and within the scope of his or her employment or appointment as
such director, officer or employee, including ad hoc members of the Connecticut
Resources Recovery Authority. The agency shall protect, save harmless and indemnify
its directors, officers or employees, including ad hoc members of the Connecticut
Resources Recovery Authority, from financial loss and expense, including legal fees and
costs, if any, arising out of any claim, demand, suit or judgment by reason of alleged
negligence or alleged deprivation of any person's civil rights or any other act or
omission resulting in damage or injury, if the director, officer or employee, including ad
hoc members of the Connecticut Resources Recovery Authority, is found to have been
acting in the discharge of his or her duties or within the scope of his or her employment
and such act or omission is found not to have been wanton, reckless, wilful or
malicious.

Sec. 173. Section 4-60i of the general statutes is repealed and the following is substituted
in lieu thereof (Effective July 1, 2014):

(a) The Commissioner of Social Services shall (1) develop, throughout the Departments
of Developmental Services, Public Health, Correction, Children and Families and
Mental Health and Addiction Services, uniform management information, uniform
statistical information, uniform terminology for similar facilities, uniform electronic
health information technology standards and uniform regulations for the licensing of
human services facilities, (2) plan for increased participation of the private sector in the
delivery of human services, (3) provide direction and coordination to federally funded
programs in the human services agencies and recommend uniform system
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improvements and reallocation of physical resources and designation of a single
responsibility across human services agencies lines to eliminate duplication.

(b) The Commissioner of Social Services shall, in consultation with the Departments of
Public Health and Mental Health and Addiction Services, implement and periodically
revise the state-wide health information technology plan established pursuant to section
19a-25d and shall establish electronic data standards to facilitate the development of
integrated electronic health information systems, as defined in subsection (a) of section
19a-25d, for use by health care providers and institutions that receive state funding.
Such electronic data standards shall: (1) Include provisions relating to security, privacy,
data content, structures and format, vocabulary and transmission protocols; (2) limit the
use and dissemination of an individual's Social Security number and require the
encryption of any Social Security number provided by an individual; (3) require privacy
standards no less stringent than the "Standards for Privacy of Individually Identifiable
Health Information" established under the Health Insurance Portability and
Accountability Act of 1996, P.L. 104-191, as amended from time to time, and contained
in 45 CFR 160, 164; (4) require that individually identifiable health information be
secure and that access to such information be traceable by an electronic audit trail; (5) be
compatible with any national data standards in order to allow for interstate
interoperability, as defined in subsection (a) of section 19a-25d; (6) permit the collection
of health information in a standard electronic format, as defined in subsection (a) of
section 19a-25d; and (7) be compatible with the requirements for an electronic health
information system, as defined in subsection (a) of section 19a-25d.

Sec. 174. Section 4-60j of the general statutes is repealed and the following is substituted
in lieu thereof (Effective July 1, 2014):

In fulfilling his or her responsibilities under sections 4-60i and 4-60/ and complying
with the requirements of section 19a-25d, the [commissioner] Commissioner of Social
Services shall take into consideration such advice as may be provided to the
commissioner by advisory boards and councils in the human services areas.

Sec. 175. Section 4-60! of the general statutes is repealed and the following is substituted
in lieu thereof (Effective July 1, 2014):

(a) Matters of policy involving more than one of the agencies designated in section 4-60i
shall be presented to the [commissioner for his] Commissioner of Social Services for his
or her approval prior to implementation.

(b) Matters of program development involving more than one of the agencies
designated in section 4-60i shall be presented to the commissioner for his or her
approval prior to implementation.
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(c) Any plan of any agency designated in section 4-60i for the future use or
development of property or other resources shall be submitted to the commissioner for
his or her approval prior to implementation.

(d) Any plan of any agency designated in section 4-60i for revision of the health
information technology plan shall be submitted to the commissioner for his or her
approval prior to implementation. If such approval requires funding, after the
commissioner has granted approval, the commissioner shall submit such revisions to
the Secretary of the Office of Policy and Management.

(e) On or before January 1, 2015, and annually thereafter, the commissioner shall
submit, in accordance with the provisions of section 11-4a, the state-wide health
information technology plan, as revised in accordance with section 4-60i, to the joint
standing committees of the General Assembly having cognizance of matters relating to
human services, public health and appropriations and the budgets of state agencies

Sec. 259. Sections 10a-203, 19a-402, 19a-750 to 19a-754, inclusive, and 27-138d of the general
statutes are repealed. (Effective July 1, 2014)
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Overview

Connecticut’s Health Information Technology (HIT)
Landscape

Current HIT Projects

CMS Medicaid Electronic Health Record (EHR)
Incentive Program

Department of Social Services (DSS) Direct Program
State Innovative Model (SIM)
Proposed HIT Projects using Direct





American Recovery & Reinvestment Act
(February 2009)
—

o Also known as the stimulus package
o 1 of every $5 went to Health IT
o $2 billion for the Office of the National Coordinator

o Authorized $27 billion in incentive payments through
CMS over 10 years

o All depends on demonstrating “meaningful use” of
certified EHRs





HITECH (Health Information Technology

for Economic & Clinical Health Act)
-

7 Goal of HITECH is to increase the use of Health IT to:

Improve quality, safety, and efficiency of health care
while reducing disparities

Engaging patients and families
Improving care coordination

Ensuring adequate privacy and security protections for
personal health information

Improving population and public health





- Connecticut’s Current HIT Landscape





Connecticut’s HIT Landscape

, "An Act Concerning Revisions
to Public Health Related Statutes and the
Establishment of the Health Information Technology
Exchange of Connecticut," Sec. 82-90, 96 (codified
at CSG 819a-750(c)(1))

The Health Information Technology Exchange of
Connecticut (HITE-CT), a quasi-public agency, was
sunset effective June 30, 2014 and the
responsibilities for HIT were transferred to the
Department of Social Services (DSS) via Bill 5597.



http://www.ct.gov/hitect/lib/hitect/pa_10-117_%A7%A782-9&96.pdf



Current HIT Assets

Baseline and follow-up HIT adoption data (2011-13)
CMS/DSS Medicaid EHR Incentive Program
Direct Health Information Service Provider
Core and Menu Measures
eClinical Quality Measures (eCQMSs)
HIT Logic Model for the State of Connecticut
Provider Directory
Enterprise Master Patient Index
Integrated Eligibility System
All payers claims data (APCD)





A Mixed-Method Design for HIE

Evaluation 5201 1-201 3!
-

e N
Baseline, 18- \ ( Baseline, 18-
month month
- Physician Laboratory J
Survey Survey
Stakeholder Stakeholder
Interviews Interviews
Pharmacy Consumer
e Survey Survey N
Baseline, 18- Continuous
month data
L collection
- y,






Change in EHR Adoption among
Physicians 2008 to 2013

Percent of Practices with EHR

90%
80%
70%

79%
53% /
30%
—
26%
15% =
2008 2010 2011 2013 2014

~=CT Survey -#-CDC -+-HIE Eval





Environmental Scan

2011 2013 2011 2013
Cohort 1 Cohort 2 Baseline Follow-Up
(N=616) (N=202) (N=264) (N=264)
N 0/ N % N % N 0%
EHR adoption

Fully implemented 227 37.8 126 62.4 105 39.8 141 53.4
Implementation in process 111 18.0 23 11.4 34 12.9 39 14.5
Acquired but notimplemented 36 5.8 12 59 11 472 3] 2.3
Plan to acquire in next year 61 9.9 8 4.0 26 9.9 6 2.3
Plan to acquire in next 2 years 60 9.7 & 4.0 19 7.2 12 4.5
No plans to acquire 102 16.6 20 99 o4 24.2 b6 21.2
Missing 19 3.1 o) 2.5 ) 1.9 4 1.5

If you have purchased or are in
the process of implementing an
EHR system, within how many 2011 2013 2011 2013

months do you expect to have Cohort 1 Cohort 2 Baseline Follow-Up
completed implementation? (N=147) (N=35) (N=45) (N=45)

N % N % N % N %
Within 6 months 23 6.0 11 314 17 7.8 11 244
Within 7-12 months 37 25.2 8§ 229 11 244 9 20.0
Not for a year or more 26 19.1 3 8.6 7 15.6 D 11.1
Missing 29 19.7 13 371 10 222 20 44 4

Tikoo M, Costello D. Evaluating Connecticut's Health Information Technology Exchange: Physician Survey Report.
Farmington, CT: University of Connecticut Health Center; 2014.





EHR Adoption among Physicians
—

CT Hospitals Roads
Physicians \ | No Physicians
EHR Implementation Physicians per Town

Acquired but not yet implemented Count

Implementation in process \ lo-10

Fully implemented [ I1n-30

Plan to acquire in 12 months 31-50
Plan to acquire in 13-24 months [l 51 - 80
No plans to acquire

ceerr

Tikoo M, Costello D. Evaluating Connecticut's Health Information Technology Exchange: Physician Survey Report.
Farmington, CT: University of Connecticut Health Center; 2014.





Figure 7. Use of each clinical function within physicians’ corrent computer systems (2011 Cohort 1, N=616 and 2013 Cohort 2,
N=202)

2011-Patient demographics | ]
2013-Patient demographics
2011-View lab results O

2013-View lab results I
2011-Order prescriptions S E—
2013-Order prescriptions I

2011-View imaging results O S

2013-View imaging results I
2011-Record dinical notes — —
2013-Record dinical notes —

2011-Medication lists I

2013-Medication lists S —

2011-Problem lists I ——
2013-Problem lists I
2011-Order lab tests I
2013-Order lab tests — —
2011-Order radiology tests I E—
2013-Order radiology tests I
2011-Guideline-bazed reminders N S
2013-Guideline-based reminders I S
2011-Generate CCD I —
2013-Generate CCD I
2011-Generate CCR ——
2013-Generate CCR — —
2011-Receive CCD [ [ |
2013-Receive CCD I —
2011-Public health reporting - —
2013-Public health reporting I —
2011-Receive CCR -
2013-Receive CCR I —

i) 10 20 30 40 50 60 70 &0

m Most or all of the time  ®5ome of the time = Mone of the time MA

Tikoo M, Costello D. Evaluating Connecticut's Health Information Technology Exchange: Physician Survey Report.
Farmington, CT: University of Connecticut Health Center; 2014.





Electronic Capabilities of Labs,

Physicians, and Pharmacies

2% Independent labs 2% Hospital-based _% Phys nsfull'i.r _% Phys nsfull!_.r )
_ ) implemented or in implemented or in 2% Pharmarcies
sending results lzbs sending results
_ . ) ) process of process of enabled for e-
electronically in a electronically in a imolementin imolementin . ibin
structured format structured format ?cuhnrt} € Ir:latd'led} £ R €
= 2011 37% Tt 56% 53% B86%
= 2013 50% 53% F4% B58% 96%

Tikoo M. Evaluating Connecticut's Health Information Technology Exchange:

Farmington, CT: University of Connecticut Health Center; 201 4.

Executive Summary.
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Legend

Hospital Labs Structured
Independent Labs Structured

Physicians w/ EHRs

Pharmacies Enabled

E] Hospitals

Residents per Town
o4

[ |5-9
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I
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Tikoo M. Evaluating Connecticut's Health Information Technology Exchange: Executive Summary.

Farmington, CT: University of Connecticut Health Center; 2014.






- Connecticut’s EHR Incentive Program





EHR Incentive Programs (i/112/15

Connecticut Medicaid 1,826 1
3.597 million Medicare 3,955 1
Medicaid /Medicare 27
5,781 29
Massachusetts Medicaid 5,609
6.745 million Medicare 10,306 4
Medicaid /Medicare 59
15,915 65
Rhode Island Medicaid 448
1.055 million Medicare 876 1
Medicaid /Medicare 12

http:/ /www.cms.gov/Regulations-and-
Guidance/Legislation/EHRIncentivePrograms/Downloads/February201 5_UniqU&?aﬂddersby&ates.pdf ] 3





Medicare EHR Incentive Payments

State [ Territory RER S
Program Type Provider Type Count
Alabama Medicare EP 7,725 % 103,289 736.11
Medicare Hospital 7% 10,624,043 26 |
Medicare/Medicaid |Hospital 28| % 284 323 96815
Alabama 7,960/ $ 308,237,747.52
Alaska Medicare EP S06| 5 6,526,137.16
Medicars Hospital 1| 5 328,495 88
Medicare/Medicaid |Hospital a0 5 15,192, 861,89
Alaska 53?| $ 22,047,494.93
Arizona Medicare EP 8,889 % 116,997 283.21
Medicars Hospital 1| 5 1,050,694 48
Medicare/Medicaid |Hospital 162 % 194,091,755.91
Arizona 9,naz| $ 312,139,733.70
Arkansas Medicare EP 4062 % 53,695,557 .38 i
Medicare Hospital 11| $ 15,608,725.50 I
Medicare/Medicaid |Hospital 159 § 168,924 474 &7
Arkansas 4232 ¢ 238,228.757.75
Califormia Medicare EP 4205 % 540,755,507 .60 i
Medicare Hospital 128| § 162,292 406 .07
Medicare/Medicaid |Hospital 615 % 739,540 5158.84 .
California 4ml 3 1,442,588,432.51
Colorado Medicare EP 9039 % 113,775, 39277
Medicare Hospital 14 5 13,873 816.02
Medicare/Medicaid |Hospital 165 § 147 242 927 93
Colorado 9,218 § 274,892,136.72
Connecticut TCare EF 10208 %
7/ Medicare Hospital 35 2,454 083.00
Medicare/Medicaid |Hospital FEIR- 125,916 86545 |
Connecticut 7,705 $ 228,300,944.15
\ —






Medicaid EHR Incentive Payments

MEDICAID

AlU Count  AIU Amount MU Count MU Amount Total Count Total Amount

Program Type Provider Type

Medicaid EP 1692 § 35 600,850.00 735§ §,256,011.00 2427 5 41,856 861.00 10,152| 5 145 146,597 .11
Medicaid Hospital ] &,719,312.00 1) § 1,972 568.00 3l s 8,691 880.00 10/ § 19,315 923 26
Medicare/Medicaid | Hospital 86 5 56,198,935.00 118] g 41,722 850.00 204| 5 97 919, 78500 432| 5 382,243 75315
1,780 § 98,517,097.00 854 § 49,951,429,00 2,634 § 148,468,526.00 10,594 § 546,706,273.52
Medicaid EP BES 5 14,088,752.00 398 g 3,833,501.00 1,063 5 17,922 253.00 1,568 5 24 448 39016
Medicaid Hospital ol 5 - 3|5 1,359,241.00 3| 35 1,359,241.00 4 5 1,687,736.88
Medicare/Medicaid | Hospital 21 % 13,187,800.00 21 § &,640,298.00 42| 5 21,828,098.00 725 37,020,959.89
636 % 27,276,552.00 422| § 13,333,040.00 1,108 $ 41,109,592.00 1,645 § 63,157,086.93
Medicaid EP 2883 § £1,030,011.00 798| § §,835.421.00 3681 3 B7,865,432.00 12,570{ 5 184,862,715.31
Medicaid Hospital 2| 5 4 532 G04.98 | 3| 5 4 376,927 34 5|3 8,950,532 32 ] 10,010,226.80
Medicare/Medicaid | Hospital 63 5 74 045,703.03 75§ £0,300,495 85 143 § 134 856,198 68 305 5 328,947 954 59
2,953| $ 139,659,319.01 | ml $ 72,021,843.99 3,829 § 211,681,163.00 12,881| § 523,820,896.70
Medicaid EP 1238 % 26,805,00€.00 BB4) g 7 674,088.00 2122 § 34.279.084.00 6,184 § 87,974 651.38
Medicaid Hospital ] 2 888 595 67 15 1,235 558,26 3l s 412235393 14 5 19.731,079.43
Medicare/Medicaid | Hospital 47| 5 15,278,858 84 107| § 26.407,990.91 154 § 41 G36 849,75 313| 5 210,611,324 62
1,307 % 44.770,560.51 a72| § 35,317,737.A47 2,279 § 80,088,297.68 6,511 § 318,317,055.43
Medicaid EP 15098 % 319,316,712.92 6386 g 56,197.750.25 21,464 § 375,514 463.18 53,680 § 916.269,970.75
Medicaid Hospital 13| 5 29,?1&,4&9.u4| 11| 5 18,604,354 54 24| 5 4841285358 152] § 210,705,259 65
Medicare/Medicaid | Hospital 239§ 346,373,563.31 I g 236,955,695.78 616 5 583,329,.259.09 1,231 5 1,322.869.777.93
15,350|s ﬁnﬁ,:loa,?ata.z?l 6,??4' 3 311,847,830.58 22124 § 1,007,256,575.85 65,072 § 2,449,845,008.36
Medicaid EP 2317 3 48,761,689.00 839 5 7,328,424.00 3176 3 56,000,113.00 12,215 § 169,865,505 77
Medicaid Hospital 1|$ 2,616,739.00 1§ 2,093,391.00 2| 5 4710,120.00 HE 18,583,946 02
Medicare/Medicaid | Hospital 450 5 23,092,050.00 62| % 33,485,727.00 107 § 56,577,777.00 72| % 203,520,704.93
: 922 § 42,907, 542.00 | 12,503 § 392,270,156.72
Medicaid __EP— | 1833 3 38,377,525.00 516/ 5 4,405 551,00 2,349 3 42,783,376.00 9.9 42.713,371.70
Medjcaid— Hospital 1|5 2,129 516.96 o|s - 1% 2,129 516.96 43 4 583 Ao
Aedicare/Medicaid | Hospital 18 5 15,184,969.77 42 5 19,260,550 46 50| 5 34 445520 23 133 5 160,362,355 58
1,852 § 55,692,111.73 558/ § 23,666,401.46 2,410 § 79,358,513.19 10,115] § 307,659,457.34






Eligible Professionals Participating
in the EHR Incentive Program c...ss
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Medicaid EHR Incentive Program: Cumulative Payments by Provider Type
Source: 4/9/2015 MAPIR Super Extract
Report Generated 4/10/2015

AlU Payments

Certified Murse-Midwife $1,508,750 (M =71)

Dentist 26,077,500 (M = 2589)
Murse Practitioner - £11,645,000 (M = 554)
Fedi atrician_ 54,002,103 (N =213)
Physician— %15,618,750 (M = 737]
0 24,000,000 £8,000,000 512,000,000  $16,000,000  $20,000,000

Meaningful Use Payments

Certified Murse-ri dwife $161,500 (M= 19)
Dentist £59,500 (M =7)
Murse Practitioner 51,262,250 (N =138)
Pediatrician I $635,851 (N =83)
Physician - 42,086,750 (M= 225)

] 42,000,000





Connecticut’s Direct Program

To accomplish secure exchange of messages containing
Health Information , ONC started the Direct project in 2010.
The aim of the direct project was to specify ...

“a simple, secure, scalable, standards-based way for
participants to send authenticated, encrypted health
iInformation directly to known, trusted recipients over the
(public) internet”

It is HIPAA compliant and you do not need an electronic
health record to be able to use Direct.






Connecticut’s Direct Web Portal

Connecticut Department Sign In
" of Social Services

Email | Direct Search

Welcome Back

Providing you with the ability to safely transfer
personal health information with confidence. Secure Email: | | @CTProviderDirect.org

Password: [ |

Contact Us

= EHR Website
> Important Messages






Registering for Direct

Email provisioning details to program contact.

Within one business day, you will receive an Email from the
CTProviderDIRECT administrator,

, with log on instructions to
the Web Portal, including a temporary password.

Log onto to complete your
registration.

Accept terms of use
Change password

Start using DIRECT messaging to optimize transitions of
care and improve care coordination.



mailto:registrar@CTProviderDIRECT.org

https://ctproviderdirect.org/



Direct in Connecticut
.

o Partner with whom you
exchange a large volume of
pati e n t i nfo r m a.ti O n |/ Conmecticut Dapartmant

of Secial Services

o How many partners are using a
certified EHR?
Commecticut
Medicaid

o How many partners do not use —
a certified EHR? nmnm-m

o Which workflow do you want to
use Direct for?




https://www.directaddress.net/SESPortal2/

https://ctproviderdirect.org/Portal/?ReturnUrl=/Portal/Email/SSO

https://ctproviderdirect.org/Portal/?ReturnUrl=/Portal/Email/SSO

https://ctproviderdirect.org/Portal/?ReturnUrl=/Portal/Email/SSO



The Project — Secure Messaging

Goal — coordination of care
Replaces — unsecured faxing and emailing information

How does it work — through a portal or through the tool kit
integration with EHR for exchanging any-type of patient data with
clinicians, care-team, patients...

Security — two factor NIST Level 3 Assurance

What does this offer — a free one-year subscription with free
referral accounts

Standards — uses Direct Framework and meets Direct specification

Comparative Cost — Rl $10.00/PM/PM cost; DE $15.00/PM/PM





Direct — XX@CTProviderDirect.org

Through it’s EHR incentive Program DSS is
offering Direct mailboxes to eligible

professionals and additional - °

First Direct

providers of their ch~’
messages sent

cost. First Direct June 26, 2014
mail box
assigned As of March 31, 2015
May 1, 2014 # of Direct Accounts = 71
Launched # of EPs = 50
program # of referrals = 21
April 23, 2014 # of Organizations = 48
# of messages received = 524
# of messages sent = 110

# of HISPs = 4





Accounts Registered on CTProviderDirect
(ends 3/31/15 (n=71))
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Presenter

Presentation Notes

*Updated 3/2/15: 
Excludes: testing accounts (Spitz & Thornquist) and administrator/UConn/DSS accounts
admin@CTProviderDirect.org 
Tim.bombard@ctproviderdirect.org
schroeter@ctproviderdirect.org                                                                      
hilario@CTProviderDIRECT.org                                                                         
registrar1@ctproviderdirect.org                                                                      
registrar2@ctproviderdirect.org                                                                      
registrar3@ctproviderdirect.org                                                                      
rusnak@ctproviderdirect.org                                                                          
secureexchange@ctproviderdirect.org                                                                  
Stokell@ctproviderdirect.org     
tikoo@CTProviderDIRECT.org           






Direct Messages Sent and Received on
CTProviderDirect (ends 3/31/15)

] m
20 A - 6.8 E h
60 e o
50 =
# of 37
Messages 40 w
30 24 23
20 : P~ 17 - 16 19
]

] O . . / \-\-/-/.\ 8 9

o > ° 0 R

O 1 [ 2 [ [ [ [ [ [ [ [ [ 1

4’
N R A A
Month

= Messaged Received (n=524) -=—Messages Sent (n=110)

*SMTP Ports were enabled on December 17™. Total does not include messages sent via SMTP.
SMTP volumes are scheduled to be included in sent messages starting May 1+



Presenter

Presentation Notes

Received – Only Non-MDN & from non-admin accounts
Messages Sent – includes non-duplicative messages from non-admin accounts with received and processed with dates confirmed. 

Messages exchanged with:  Milford Hospital (SES), Charlotte Hungerford Hospital (MaxMD), Yale New Haven Health System (Surescripts) and Hartford Health Care (Cerner) & RiteAid (MedAllies?)






Direct Accounts Registered

(N=71, 3/31/2015)
N

May-
14
EPs

Physician 4 3 0 (0] 1 2 1 2 0 1 1 15
Pediatrician 1 1 0 (0] 0 6 (0] 0 0] 0 0] 8
Dentist 1 0] 0 0] 5 2 2 0 0] 0 0 10
APRN 2 1 (0] 0 1 2 (0] 1 0 0] 10 17
Total EP 8 5 0] 0 7 12 3 3 0 1 11 50
Referrals
APRN O 0 0] 0 0] 0 0 0] 0 0] 5 5
LADC O (0] 0 0 0 0] 0 0] 1 0 (0] 1
Home Health 0 0] 1 0] 0 0] 0 1 0] 0 0] 2
Dentist O 0] 0 (0] 2 0 1 1 0] 0 0] 4
Nursing Home O 5 0 (0] 0 4 (0] 0 (0] 0 0 9
Total Referral O 5 1 0 2 4 1 2 1 0 5 21
Total Accounts 8 10 1 0 9 16 4 5 1 1 16 71
Registered
Testing 1 0 (0] 0 1 0 0 2 0 (0] 1 5
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Other Use cases for Direct

Disease Registries
eCQMs reporting using QRDA | or
Alert /Notification Engine

Communicating orders such as Durable Medical
Equipment (DME)

Personal Health Record





Relevant Meaningful Use (MU) Measures

Objective - Provide patients with an electronic copy/access to their health
information (including diagnostic test results, problem lists, medication
lists, medication allergies)

Stage 1 - More than 50% of all patients of the EP who request an
electronic copy of their health information are provided it within 3
business days

Stage 2 —

More than 50% of all unique patients see by the EP during the EHR
reporting period are provided timely (within 4 business days) online
access to their health information.

More than 5% of all unique patients see by the EP during the EHR
reporting period view, download, or transmit to a third party their
health information.

http:/ /www.cms.gov/Regulations-
andGuidance /Legislation /EHRIncentivePrograms /Downloads/Stage 1 vsStage2CompTablesforEP.pdf
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COREANDMENUMEASURES

REPORT
MAPIR Extract Date: %2015 EHR Phas & Meaningful Use-1
Percentag e of Core and Menu Measures by Eligible Providers MNo. Eligible Professionals: 516
Core Description Exclude | DataQual | Comp/Met |Threshold$| Min% | Maxi | Mean | Std Devi
E]
1|Use computerzed provider order entry [CPOE) for &7 8] 449 30,005 | 34.21% | 1000006 | BB.665 12 .43%
medication orders directly entered by any licensed
healthcare professional who can enter orders into the
medical record per state, lowl, and professional
guidelines.
2| Implement drug-drug and drug-allergy interaction 1] 1] El&
checks.
3 [Maintain an up-to-date problem list of current and active 8] 8] BlE B0.00% | BOU0F % | 10000064 | 97.52% 4 4065
diagnoses.
4 |Genermte and transmit permissible prescriptions 21 B 429 40.00% | 40.43% | 10000064 | B9.25% 12 195
electronically (eRx).
5| Maintain active medication list 0 0 516 B0.00% | BO.56% | 100.008 | 96.19% 4.06%
& |Maintain active medication allergy list. 8] 8] BlE B0.00% | B0.85% | 1000064 | 966495 4. 24%
7 |Record all of the following demographics: (&) Preferred 8] 8] BlE 50.00% | 50.77% | 10000064 | 93.408 5.55%
language; (B} Gender, [C) Race; (D) Ethnicity; [E) Date of
birth
8 |Record and chart changes in the following vital signs: [A) 18| a 496 0005 10000086 | 39045 12 .08%
Height; [B) Weight; [C) Blood pressure; (D) Calculate and
display body mass index (BMI); (E) Plot and display
growth charts for children 2-20vyears, including BMI
% |Record smoking status for patients 13 years old or older. 4 8] 51z 50.00% 10:0.00%¢ | B8.78% 13,4066
10| Report ambulatory clinical quality measuresto CMS. [1] 429 a7
11 {Implement one clinical decision support rule relevant to 8] 8] BlE
specialty or high dinical priority along with the ability to
track compliance with that rule.
12 | Provide patients with an electronic copy of their health 350 8] 133 50.00% 1000086 | 54.095% 12 .41%
information (including diagnostic test results, problem
list, medication lists, medication allergies) upon request.
13 |Provide clinical summaries for patients for each office 1 8] 515 50.00% 100,008 | B1.18% 16.53%
visit
14 [Capability to exchange key dinical information [for 8] 429 27
example, problem list, medication list, medication
allergies, and diagnostic test results), among providers
of care and patient authorized entities electronically.
15| Protect electronic health information created or 1] 1] 516
maintained by the certified EHR technology through the
implementation of appropriate technical capabilities.

Percentag e of Core and Menu Measures by Eligible Providers

MNo. Eligible Professionals: 516





Percentage of Core and Menu Measures by Eligible Providers Ma. Eligible Professionals: 516

Menu Description Exclude | DataQual | Comp/Met [Threshold®| Min% | Max% | Mean |Std Devié
%
1| Implement drug formulary chedks. 14 122 320
2| Incorporate clinical l1ab test results into EHR asstructured 2 114 354 40.00% | 000%| 1000008 | B8.12% 16.52%
data.
3| Generate lists of patients by specific conditions to use L[] 107 405

for guality improvement, reduction of disparities,
research, or outreach.

#|5end reminders to patients per patient preference for 12 382 106 200005 | 15.51% | 1000008 | 81.43% 23245
preventive/follow-up care.
5| Provide patients with timely electronic accessto their 17 I7e 121 100005 | Qu08%| 100,008 | B2 106 24 19%

health information [induding |ab results, problem list,
medication lists, and allergies) within 4 businessdays of
the information being available to the EP.

&|U=e cerdfied EHR technology to identify patient-specfic a 176 340 100005 | QuD0%e| 100006 | 60035 27.98%
education resources and provide those resourcesto the
patient if appropriste.

=l

The EF who receives a patient from another setting of 22 241 253 00005 | 50.36% | 10:0.005 | 36435 14 25%
care or provider of care or believeszan encounter is
relevant should perform medication reconcilation.

-~ 2|The EP who transitions their patient to another setting of 23 ) 117 50005 | 64.71% | 100,008 | 91.57% 5.81%

care or provider of care or referstheir patient to another
[ provider of care should provide summary care record for
. |each transition of care or referral.
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S| Capability to submit electronic data to immunization 416 45 2
registries or immunization information systems and
actual submission according to applicable law and
practice.

1

=]

Capability to submit electronic sy ndremic surveillance =1 ax7 2
datato public health agencies and actual submission
according to applicable law and practice.
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Core and Alternate Core CQMs

NOF
0013
0028
0421
o024
0038
0041

Measure
Hypertension: Blood Pressure Measurement
Preventive Care and Screening Measure Pair: a) Tobacco Use Assessment; b) Tobacco Cessation Intervention
Adult Weight Screening and Follow-Up
Weight Assessment and Counseling for Children and Adolescents
Childhood Immunization Status

Preventive Care and Screening : Influenza Immunization for Patients =50 Years Old

N = 456 Eligible Professionals

Eligible Providers Completing Individual CQMs

COM Tvpe
Core
Core
Core

Alternate Core
Alternate Core

Alternate Core

NGF Measure EPs Percent
0028 Preventive Care and Screening Measure Pair: a) Tobacco Use Assessment; b) Tobacco Cessation Intervention 367 B0.5%
0421 Adult Weight Screening and Follow-Up 321 70.4%
0013 Hypertension: Blood Pressure Measurement 197 43.2%

0024 Weight Assessment and Counseling for Children and Adolescents 223 48.9%
0038 Childhood Immunization Status 140 30.7%
0041 Preventive Care and Screening : Influenza Immunization for Patients =50 Years Old B3 13.8%

o036 Use of Appropriate Medications for Asthma 112 24.6%
o002 Appropriate Testing for Children with Pharyngitis 108 23.7%
0061 Diahetes: Blood Pressure Management 107 235%
0027 Smoking and Tobacco Use Cessation, Medical Assistance =hi 20%
0059 Diabetes: HbAlc Poor Control 86 18.9%
0031 Breast Cancer Screening 82 18%
0032 Cervical Cancer Screening 79 17.3%
0018 Controlling High Blood Pressure 77 16.9%
0033 Chlamydia Screening for Women 71 15.6%






Where Are We Today With
Exchanging Health Information?

Change In HIE legislation

The Health Information Technology Exchange of Connecticut (HITE-CT), a
quasi-public agency, was created by the 2010 Connecticut General
Assembly, was sunset effective June 30, 2014, and the responsibilities
for Health Information Technology (HIT) and Health Information

Exchange (HIE) were transferred to the Department of Social Services
(DSS) via Public Act 14-217

Technology Assets
A standards based Health Provider Directory
Enterprise Master Patient Index
HISP for Direct Messaging (DM)





Connecticut’s HealthlT Logic Model

4 )

Inputs

Current Assets (in

process/production)

* Provider Directory

* Enterprise Master
Person Index

* Direct Health
Information Service
provider (HISP)

* All payersclaims
database

* Integrated Eligibility
System

* Care Analyzer(risk
stratification tool

used by Medicaid
Medical ASQO)

* Personal Health
Record

Proposed HIT Assets

* aCOMs reporting
engine

* ConsentRegistry

* Alert/notification
Engine Disease
Registries

* Mobile applications

* 5aas - EHRs

( Activities \

HIT Interventions

Person-level

* Personal Health
Records/Patient portal to
provide patientaccessto EHRs
(Use Blue Button)

* Self-management programs

* Use of mobile technology

System level

* [dentifying High-risk
population using LACE
Index/care analyzer

* Predicting readmissions using
disease specificalgorithms

* Monitoring system health
through Performance
Measures

* Data mining to identify
patterns

Provider Level

* Alert Notification

* Community Support
Resources

* Medication Reconciliation

* Care Coordination - Use of
Secure messaging for

- J

document transport | Direct

@tputs \

* Quarterly reportsto ONC on Milestones 1, 2, & 3 using CRM

* Increased uptake and adoption of DM among non EPs

* [nitiate CCD and TOC summary exchanges among EPs and non EPs
* AssistEPsachieve Stage 2 MU TOC Measure 2

* Increased capacity to process data

* Increased capacity to analyze integrated data

* Use of standards for exchange of information

* Use of standard terminologies and vocabularies

* Harmonized systems and procedures

Qapacit\rto produce and consume Spatial Analysis

/
/{)utcames \

* Reduction in preventablehospital readmission

* Reduction in medication errors

* Reduction in duplicativelab tests

* Reduction in experience of adverse events atdischarge from
hospital

* Increased management of multiple chronic conditions

* Move 5200 people from nursing homes to community

* Routine exchangeof CCD, TOC, and otherrecords between
individual receiving care and providers at points of care transitions

* Routine delivery of alert notifications based on ADTs to further
enhance care coordination

Qessage} )

* Continuity of care for individuals released from DOC to community-
based providers

Impacts

* Improvement in targeted HP 2020 Population Health indicators
* Lower per capita costs

* Improved care experience

* Anengaged and quality focused provider community

* Empowered & health literateconsumer
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/As of November 2013, th?:
Connecticut Department
of Social Services reports
that there are over 1,400
providers receiving EHR
program incentives.

g

N

What are the attestation
requirements for CT Professionals?

Name of the eligible professional
National Provider Identifier (NPI)
Business address and business phone

O 70 70 7
0‘0 0'0 0'0 0.0

Taxpayer Identification Number (TIN) to which

the provider would like their incentive

payment made

%* Medicare or Medicaid program selection (may
only switch once after receiving an incentive
payment before 2015) for EPs

¢+ State selection for Medicaid providers

Did you know?

1. You can now include your non-reimbursed, zero
pay and denied patients into your patient volume!

2. For 2014 only, all providers, regardless of their
stage of meaningful use, are only required to
demonstrate meaningful use for a 90 day period.

3.  You must upgrade to a 2014 certified EHR
technology before attesting.

4. Asof April 2013, you only have to complete 13 Core
Objectives for Stage 1.

5. Ifyou do not qualify for Medicare, you may qualify
for Medicaid.

6. Nurse Practitioners can qualify for an EHR
Incentive payment even if they work under the
physician’s supervision.

Important Information

To learn more about the Connecticut Medicaid EHR
Incentive Program:

¢+ Call the dedicated CT Medicaid EHR Incentive
Program call center toll free at 1-855-313-
6638, Monday through Friday from 8:00 am
to 5:00 pm EST
OR

+* Email ctmedicaid-ehr@hp.com
OR

¢ Visit https://www.ctdssmap.com
and select “EHR Incentive Program”

Electronic Health Records
Incentive Program for
Eligible Professionals

Register today to receive up to
$63,750 in incentive payments
for your certified EHR technology!
https://www.ctdssmap.com

Connecticut Department

of Social Services
Making a Difference
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What is the Medicaid Electronic
Health Record (EHR) Incentive Program?

The Medicaid EHR Incentive Program provides financial

in

centive payments for eligible Medicaid health care

providers to adopt and meaningfully use certified electronic

(EHR) technology. Eligible professionals and hospitals may

qualify  for

incentive payments for the adoption,

implementation, upgrade or the demonstration of meaningful
use in their first year of participation. Additionally, they must
successfully demonstrate meaningful use for the remaining
years they participate in the program.

Whatis A.L.U.?
A.LU. stands for Adopt, Implement and Upgrade an Electronic

Health Record (EHR) system / technology.

¢ Adopt - Acquire and install a certified EHR technology.

Participants must also show proof of the acquisition and
installation.

*%* Implement - Begin using a certified EHR technology,

and provide staff training or data entry of patient
demographic information into the EHR system.

** Upgrade - Expand the existing EHR technology to meet

certification requirements or add new functionality to
meet the definition of a certified EHR technology.

This EHR Incentive Program will support
more person-centered care and will
reduce duplication of efforts across
providers.

- Commissioner Roderick Bremby

You could receive up to $63,750
by doing the following:

1. A.IU.acertified EHR System, and

2. Demonstrate Meaningful Use with
your certified EHR technology!

Who is eligible for the EHR
Incentive Program?

3

A

Physician or Doctor of Osteopathic Medicine

X3

¢

Dentists

Nurse Practitioners (APRN)

Certified Nurse-Midwives (CNM)
Physician Assistant (PA) who furnishes

services in a Federally Qualified Health Center
(FQHC) thatis led by a PA.

X3

¢

7
0.0

X3

¢

How much are the incentive payments?

Eligible professionals have until 2016 to apply for EHR
incentive payments for adopting, implementing, upgrading
or demonstrating meaningful use of -certified EHR
technology. Payments will be made for six years for
professionals who have a Medicaid patient volume >30%.

The 1st payment year: $21, 250.
Participants must attest to A.L.U. or demonstrate meaningful
use of a certified EHR system.

The next 5 payment years: $8,500/year.
Participants must show meaningful use for each additional
year by meeting the required thresholds/benchmarks.

Note: Pediatricians can qualify with a Medicaid patient
volume >20% and receive a first year payment of $14,167 and
$5,667 for five payment years.

What are the Program Requirements?

Eligible professionals can qualify for the EHR incentive
payments if they meet the following criteria:
« Adopt, Implement, Upgrade or demonstrate
meaningful use of certified EHR technology.
« Have a Medicaid patient volume >30 % for
attestation period or > 20% for Pediatricians
% Provider is licensed to practice in the State of
Connecticut and has no current sanctions.

Application Process:

Register with CMS at the Registration and Attestation
System https://ehrincentives.cms.gov to register
providers will need:

®,

« Payee’s NPl and Tax Identification Number
¢ Selection of Incentive Program

option: Connecticut Medicaid

EHR certification number

Email contact information

D

®,
o

®,
o

Once registered, applicants will receive an email notifying
them that they can begin the Connecticut Medicaid
Provider Repository (MAPIR) application at:
https://www.ctdssmap.com.

Providers will attest to:

0,

+ Patient volume period

®

«» Patient encounter data

0

«» Total Medicaid encounters

0,

« Total patient encounters

+« Documentation supporting Adoption,
Implementation, or Upgrade of certified EHR
System. Acceptable documentation includes:

% Receipt

< Lease

+ Legal document

% Vendor contract

% Cancelled checks

« User/license agreement
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Direct Messaging allows you to exchange patient information by
secure email with any healthcare provider in the U.S. with a Direct
address, regardless of their EHR or existing IT investments. Direct
Messaging can optimize transitions of care and close gaps in
healthcare communications.

Benefits of Direct Messaging include:

v' Communicate with providers, hospitals, and labs in real time
Improve care coordination

Easily display and print CCD documents

HIPAA compliant, includes delivery confirmations

AN NI N

No EHR required

What is Direct messaging?

Direct Messaging is a HIPAA-compliant, federally sponsored standards-based
protocol for standardizing electronic healthcare communications. Direct was
designed to support the goal of health information exchange between
providers engaged in using EHR technology meaningfully. All 2014 certified
EHR technologies (CEHRT) are required to include this transport mechanism.

What is the cost?

Direct Messaging is FREE in Connecticut for you and your
colleagues. Eligible Connecticut Medicaid providers are able to receive a
free one-year Direct Messaging account, giving your practice a chance to get
on board with this nationwide standard. Eligible Providers and Hospitals can
also refer their colleagues to receive a FREE Direct account. We will provide
Direct accounts to any referral provider or referral practice that has a
current CT State license and does not already have Direct Messaging.

For additional program information contact: 1-855-269-2032, ct.direct@ct.gov
For more information visit: www.ct.gov/cthealthit
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How will Direct help my practice?

Use Direct to optimize care transitions and reduce readmissions

Direct Messaging can enhance your current workflow by sending and receiving
real time clinical summaries, lab results, pre-op notes, patient histories, admit
and discharge summaries and more.

View Continuity of Care Documents (CCDs)

Many hospitals and physicians are starting to send structured transition of care
(ToC) summaries via Direct email. With CT Provider Direct, you have access to
a One Click C-CDA Viewer, which allows you to easily view, print and save this
information.

Achieve Meaningful Use Goals

The CT Provider Direct Referral Program can help your practice reach the Stage
2 Meaningful Use Core Measure 15 for Summary of Care (Measures 2 and 3) by
providing free Direct accounts to your referral partners.

Save Money
Reduce your costs from fax, mail, couriers and VPN, as well as staffing costs
related to managing/filing paper.

How to use CT Provider Direct Messaging

CT Provider Direct Messaging works just like regular web-mail, but it is HIPAA-
compliant and can be used to send secure healthcare information. All you need
to use your account is an internet connection.

Providers can access messages online, through Outlook, smartphone
or tablet. You can use CT Provider Direct whether or not you have an EHR.

How to activate your free account

Contact 1-855-269-2032 or ct.direct@ct.gov to activate your free Direct
Messaging account today.

Connecticut Medicaid will sponsor the first year of Direct Messaging

communications for eligible providers and their referrals.

After the first year, you will be eligible to receive a discounted subscription of Health
$85/year. There is no obligation to renew after your first free year. I

HIT

Technology

Connecticut

For additional program information contact: 1-855-269-2032, ct.direct@ct.qov
For more information visit: www.ct.gov/cthealthit

uonewWIojuUT
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Connecticut’s TEFT Grant

What is the TEFT Grant?

The Centers for Medicare & Medicaid Services (CMS) is promoting the use of health information
technology within the community-based Long Term Services and Supports system. In 2014, CMS
announced awards for the TEFT (Testing Experience and Functional Tools) grant to introduce health IT
into this population. The TEFT grant is designed to field test an experience of care survey and a set of
functional assessment items, as well as demonstrate the use of personal health records, and finally to
contribute to the creation of a standard electronic long term services and supports record, all of which
Connecticut will be participating in.

Connecticut is one of only nine (9) states to be admitted participation in the program, and one of only six
(6) states awarded funding to administer all four components of the grant. The expected outcomes of the
TEFT grant program include the creation of national measures and valuable feedback on how health
information technology can be implemented in this portion of the Medicaid system, to best serve the
LTSS population.

The University of Connecticut Center for Quantitative Medicine and Center on Aging are collaborating
with the Connecticut Department of Social Services to successfully implement the four components of the
TEFT grant. The Center on Aging will participate in the field testing of both the Experience of Care
survey and the Care Assessment Tool. The Center for Quantitative Medicine will contribute to the
selection, development, and offering of the Personal Health Record and the development of the S&l
Framework components.

The TEFT grant presents a unigque and exciting opportunity to explore and offer new services and
supports to Connecticut’s Long Term Care community.

TEFT Grant Participation: State of Connecticut
Components:
1. Experience of Care Survey
> Participating states will field test a beneficiary experience survey within multiple CB-LTSS
programs for validity and reliability.
2. CARE Assessment Tool
> Participating states will field test a modified set of Continuity Assessment Record and Evaluation
(CARE) functional assessment measures for use with beneficiaries of CB- LTSS programs.
3. Personal Health Records
» Participating states will select, offer, and demonstrate the use of personal health record (PHR)
systems with beneficiaries of CB-LTSS.
4. Standards & Interoperability Framework for e-LTSS
» Participating states will collaborate to identify, evaluate and harmonize an electronic Long Term
Services and Supports (e-LTSS) standard in conjunction with the Office of National Coordinator’s
(ONC) Standards and Interoperability (S&I) Framework.







gexsonal Health Re

What Consumers Need to Know
What is a Personal Health Record?

A personal health record (PHR) is an electronic application used by patients

to maintain and manage their health information. PHR’s are:

¢ Personalized: The information in your PHR is what YOU decide to
include, you chose the information that is most important to managing
your health.

¢ Secure: No one will have access to your health information without you
disclosing it to them.

¢ Portable: Access your health records from any computer or portable
device with your username and password.

¢ Easy to Use: Patients have the ability to manage and annotate their
records on the spot.

¢ Informative: The information you choose to include can come from a
variety of sources such as primary care physicians, specialists, patients,
and personal monitoring devices.

The contents of a PHR are at the discretion of the consumer.

What kind of information goes into a PHR?
The following could potentially be included in a PHR:

v" Blood type

v" Emergency contacts

v" Dates of appointments and results

v" Tests and screening results

v Major illnesses and surgeries

v Medications, supplements, and dosages
v Allergies

v' Chronic diseases

v" History of family illness

Connecticut Department Prepared on behalf of the State of Connecticut’s Department of Social Services by the

C()I-dy

More Information:

HealthIT.gov
http://www.healthit.gov/provid
ers-professionals/fags/what-
personal-health-record

CT Health IT
http://www.ct.gov/cthealthit

My PHR (AHIMA)
http://www.myphr.com/StartaP
HR/what_is_a_phr.aspx

Contact Us:

Rachel Rusnak
Rachel.Rusnak@uconn.edu
(860)679-7317

Giuseppe Macri
Giuseppe.Macri@uchc.edu
(860)679-7314

\|l// of Social Services

University of Connecticut
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Personal Health Records

What Caregivers Need to Know

What is a Personal Health Record?

A personal health record (PHR) is an electronic application used by patients
and/or an authorized representative to maintain and manage their health
information. PHR’s are:

v

Personalized: The information in a PHR is what the consumer and their
caregiver decide to include. Together, you chose the information that is most
important to managing their health.

Streamlined: Have access to all the information you need to track and retrieve
in one secure, accessible location.

Portable: Access health records from any computer or portable device with
your username and password.

Easy to Use: Caregivers have the ability to manage and annotate PHR’s on
the spot. You can also electronically share selected information with
providers.

Informative: The information you choose to include can come from a variety
of sources such as primary care physicians, specialists, patients, your
observations and personal monitoring devices.

Simplily the task of managing your loved one’s health.

What kind of information goes into a PHR?
The following could potentially be included in a PHR:

SN N N N NN NEN

/ Connecticut Department
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Blood type

Emergency contacts

Dates of appointments and results
Tests and screening results

Major illnesses and surgeries
Medications, supplements, and dosages
Allergies

Chronic diseases

History of family illness

Prepared on behalf of the State of Connecticut’s Department of Social Services by the

More Information:

HealthIT.gov
http://www.healthit.gov/provid
ers-professionals/fags/what-
personal-health-record

CT Health IT
www.ct.gov/cthealthit

My PHR (AHIMA)
http://www.myphr.com/StartaP
HR/what_is_a_phr.aspx

Contact Us:

Rachel Rusnak
Rachel.Rusnak@uconn.edu
(860)679-7317

Giuseppe Macri
Giuseppe.Macri@uconn.edu
(860)679-7314

University of Connecticut
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PERSONAL HEALTH RECORDS: hnology
WHAT HEALTH CARE PROVIDERS NEED TO KNOW

As a health care provider, you use information every day to diagnose and treat your patients. But once
your patients leave the exam room or the hospital, they become responsible for staying healthy each day.

Patients today are expected to know more about their health, and to engage actively in their own care.
Often, family members and friends are also involved in the caretaking process.

There are a variety of health information technology tools in place to help your patients and their caregivers
with this responsibility. One of these tools is the personal health record, or “PHR.”

Properly designed and implemented, PHRs can help patients manage their health information and become
full partners in the quest for good health.

What Is the Difference Between a PHR and an EHR?
A personal health record is a collection

° .Inforn'1at:|on in an Zlictror::;c health rc(jac:)or(:1 orI hEHR of information pertinent to a patient's
is typlca y entered by an accessed by ealth care health. A PHR may include:
providers. It may only have information from one health
care provider or a group practice.

What Is a Personal Health Record?

e Contact information for the patient
and his or her family members

* A PHR is a record controlled by the individual and may
include health information from a variety of sources,
including multiple health care providers and the patients
themselves. The PHR is separate from, and does not
replace the legal record of any health care provider.

e A list of providers involved in the
patient’s care

¢ Diagnosis list

e Medications list
How Do Patients Get PHRs?

Electronic PHRs are increasingly being offered to patients
through health plans health care providers, employers, ® I[mmunization history
and independent vendors. These tools offer a wide variety
of features for obtaining, storing, and understanding

health information. e Family medical history

Standalone PHRs

Some PHRs are standalone PHRs: patients fill in the information from their own records and memories
and the data is stored on the patients’ computers or on the internet. Patients can decide whether to share
the information with providers, family members, or anyone else involved in their care. In some cases,
information can be downloaded from other sources into the PHR.

Tethered, Connected PHRs

Other PHRs are linked to a specific health care organization’s EHR system or a health plan’s information
system. The patient accesses the information through a secure portal. Typically, patients can view
_information such as lab results, immunization history or due dates for certain screenings. These are called
tethered PHRs or connected PHRs. When a PHR is connected to the patient’s legal medical record it is
protected under the Health Insurance Portability and Accountability Act (HIPPA) Privacy Rule.

o Allergy list

e | ab and test results
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PERSONAL HEALTH RECORDS:

WHAT HEALTH CARE PROVIDERS NEED TO KNOW

How Can Using a PHR Help Your Patients Manage Their Care?

Having important health information—immunization records, lab results, etc.—in electronic form makes it
easy for patients to update records and share them with other people who need it, including their health
care providers and family members.

Talk to your patients about how a PHR can help with aspects of their medical care, including:

* Emergency Care or Care While Traveling: Online PHRs can give health care providers valuable
information on a patient in case of an emergency or if the patient requires care while traveling.

¢ Chronic Disease Management: Patients who have one or more chronic conditions may use a PHR
monitor and record symptoms and test results (such as blood pressure or blood sugar readings).
PHRs can help them track lab results, which may motivate them to adhere to your treatment plan.

¢ Care Coordination: If a patient's PHR includes information from all or many health care providers, it
can help them receive better coordinated care.

¢ Family Health Management: People who manage health care for family members —such as young
children, elderly parents, and spouses—often find it difficult to keep track of doctor’s appointments
and immunizations for several people. Having a system for tracking and updating that information
can help the caregiver coordinate screenings and vaccinations that prevent illness or lead to earlier
diagnosis and better outcomes.

® Secure communications: Some PHRs offer a secure way for your patients to communicate with
you and their other health care providers over the Internet. This can be a fast and efficient way to
exchange certain types of non-urgent information—such as routine prescription requests and updates
on a chronic condition.

e Ease-of-use: PHRs are designed for use by patients. PHRs can help patients take care of themselves
and their family members.

For More Information About Personal Health Records, visit:

Office of the National Coordinator for Health Information Technology website, http://healthit.hhs.gov/PHR S

Center for Medicare and Medicaid Services website, https://www.cms.gov/PerHealthRecords/ 5: C
The Office of Civil Rights and the HIPPA Privacy Rule website, http://www.hhs.gov/ocr/privacy ES
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