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Hospitals’ Collaboration Benefits Patients’ Health

en Michigan Hedlth Connect (MHC) was
established, itsfounding members shared
acommonvisonfor thehandling of patient

hedlthcareinformation. They agreedto collaborateand
not competewhen it cameto clinical data

“TheClOsinthisregionsaid, ‘let’sagreethat weare
not going to make healthcareinformation one of the
thingswe competeon,’” saysBill Lewkowski, CIO
for theWyoming, MI-based Metro Hedlth. “ That was
oneof our ground ruleswhen we started working to-
gether.”

Theleadersrecognized that collaborationinthisarea
would ultimately improve patient health. “ Thethree
founding hedlth systemssaid, ‘ why can’t we collabo-
rateand do theright thing on behalf of patientsandthe
physicians trying to serve them?” says Douglas
Dietzman, executivedirector for MHC, headquartered
inGrand Rapids, M.

Patrick O’ Hare, CIOfor the Grand Rapids, MI-based
Spectrum Hedlth explainsfurther. “If youlook interms
of our hedlth systems’ organizationd missons, they are
toimprovethe health of the communitieswe serve.
How canwe havethat asamissionwithout recogniz-
ing we need to collaboratein this space?’

Lewkowski explainshow MHC wasformed. “ There
weresomeearly atemptsto organizeaRHIO or hedlth
information exchangeintheregion. Withal goodin-
tentionsthey weretrying to moveforward, but they
got bogged down and there was no momentum. So
the ClOsinthisregion got together and agreed that it
was extremely important. We beganto strategizeon
how we could makeit happen.”

(See MHC p. 2)

Hospital Leverages Personal
Relationships to Build Critical
Mass for Technology Use

imothy Bullard, MD, Orlando Regional Medical

Center’s (ORMC) chief medical officer, and
CarlosCarrasco, the hospita’ svice president of busi-
nessdevel opment, say that their biggest challengein
cregting away to shareimagesbetween facilitieswas
not thetechnology itself. Rather, it wasgaining accep-
tancefrom users, bothinsideand outsidetheir hospi-
tal system.

(See Orlando Health p.3)
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The ClOslooked for common ground, beyond their
shared philosophy on patient healthcareinformation.
“Independently and in parallel, wehad arrived at the
decisionto usethe samevendor for clinical messag-
ing,” saysO’ Hare. “So it made senseto directly col-
laborate and advance this strategy without alot of
fanfareand getting caught upwithwhoisfundingwhat.”

MHC wasestablished in 2009 asanon-profit corpo-
rationto facilitate and manage health information ex-
changein the state of Michigan. Spectrum, Metro
Hedlth, and Novi, MI-based Trinity Health, werethe
origina membersprovidinginitial funding and gover-
nance.

With aformal structurein place, the ClOsbegan ad-
dressing technology requirements, beginningwiththeir
shared hedlthinformation exchangevendor, Medicity,
basedin Salt Lake City, UT.
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“Wefound we could leverage our Medicity technol -
ogy to build an HIE platform based on afederated
moddl,” saysLewkowski. “ Beforelong, participating
physicianswere ableto accessasingle point of entry
toview clinica data, regardlessof whereapatient re-
ceived services.”

“If youlook at it from aprovider perspective, in met-
ropolitan Grand Rapids we have a lot of physi-
ciansusing servicesfrom two or three of our health
systems,” saysLewkowski.

“Instead of having each health systems provide spe-
cificand uniquetechnology for their doctors, we have
asingle point of entry for the physician practice, re-
gardlessof where servicesare performed,” he adds.
“Ital goesto the sameplacefor thephysician at their
office”

Currently the HIE is pushing datafrom hospitalsto
providers, though MHC has plansto incrementally
deploy morefunctiondity. “Wearein the processwith
acoupleof hedth systemsto put ininfrastructurefor
capabilitieslike query and pull-down of demograph-
icsto get information on apatient that may not have
been seeninan officebefore,” saysDietzman.

Unlikemany HIES, MHC is 100 percent funded and
governed by its member health systems. “We have
taken no federal or public fundsto thispoint,” says
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Dietzman. “I don’t want to bein that situationthat a
lot of HIEs are going to be down the road, where
sateand federal fundingis pulled and they don’t have
anything elsetofall back on.”

Member health systems contributeto MHC based on
aformulathat considersthesize of each organization.
Physicians are able to participate in the HIE at no
charge.

“Qur goal isnot to charge physiciansor other provid-
ersusing servicesof the HI E because wewant to pro-
mote sharing of information,” saysLewkowski. “ That
isadifferentiator from other HIEs. We don’t charge
transaction fees or implementation fees; we don’t

chargephysciansanything.”

Dietzman points out that the MHC model would not
necessarily work in every geographicregion. “There
areenvironmentswhere health sysems compete hard
on interfaces and clinical data exchange,” says
Dietzman. “ That createsawhol edifferent dynamic.”

MHC'sapproach appears successful, and the organi-
zation now boasts 470 connected physician offices,
1,700 providers, and nine participating hospitals. “|
think we have avery sustainable mode at thispoint
and onel think will continueon,” saysL ewkowski.

“We have created an HIE that embracestheinvolve-
ment of the health systemsand not onethat createsa
third party HIE that istrying to makeitsown casefor
itsownfunding mechanism,” hesays.

O’ Hareagain pointsto clinica datacollaborationasa
key factor contributingto MHC’ssuccess. “Weare
doing thisto servethe patient, to drive costsdown,
and add valueto the collective delivery of healthcare
inour area,” says O’ Hare. “We're not competing
around patient information. Wewill continueto com-
petein other ways, but inthis spacewewill, infact,
collaborate.” ®

—Correspondent MichelleR. Noteboom

Orlando Health frompage 1

Part of Orlando Hedlth, ORM C and itspediiatric coun-
terpart, Arnold Palmer Hospital, arecentral Florida's
only Level | traumacenters. Orlando Health com-
prisessix additiond facilitiesthat shareimagesthrough
acommon PACSenvironment.

Additionally, thefacility servesasahub for trauma
transfersfromabout 10 hospitalsoutside the Orlando
Health network. As abusy referral center, ORMC
needed to find asol ution that woul d enabl e the hospi-
tal to better manage and carefor itstraumatransfer
patients.

“High qudity medica care dependsonmatchingthe
right patient with theright resourcesat theright time,”
Carrasco says. “ Thedifferencethat having timely ac-
cessto medical images makesin accomplishing this
god isenormous.”

The hospital eventually selected
SeeMyRadiology.com, acloud computing solution
fromAccearad.

While Carrasco and Bullard say thetechnology itself
hasbeenrelatively easy for usersto master, they an-
ticipated amuch greater challengein building acritical
mass of referring hospitalsto usethe system.

“Everyone'sgo somany I T thingsontheir platesright
now, it'sdifficult to get their attention,” saysBullard.

Personal relationshipswerekey to getting theright
peopletothetablefor initia discussions, they found.
Andwhen Bullard and Carrasco didn’t have acon-
tact a aparticular hospitd, they didn't hesitateto bring
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inreinforcements. “ Asan ER physician | know anum-
ber of my colleaguesat other hospitals, but | don’t
know everyone,” saysBullard. “Welearned quickly
that sometimestheonly way toget inthedoor initialy
was to have our CEO or CIO make a connection
withtheir counterpart at the other hospitals.”

Bullard creditshishospita’sleadership with much of
the successwhen it cameto building acollaborative
environment among the participating hospitals. “ Our
entire C-suiteredly bought into the project and hel ped
makeit happen, bothinternaly and externdly,” heex-
plans.

Carrasco and Bullard say that through trid and error,
they found theright formula, and now work with six
system-basedfacilitiesaswell aseght additiond hedth
systems, four of which aregoing live soon.

“Whenyou rediscussing aproject of thismagnitude,
you need to have the CEO or the COO at thetable,
and sometimesboth,” Carrasco explains. “You aso
need the CNO, the nursing and physician director of
theemergency department. And, sometimes, but not
always,youneed IT.”

Whether or not I T isinvolvedintheinitial meetings
hasalot to do with how the department is viewed
within aparticular hospital. “ Thedecision hastobe
made by thetop executivesthat theprojectisof vaue
beforeit filtersdowntoIT. Thekey iswhether an-
other hospital wantsto engage at an executivelevel

with your hospital to shareimages,” Carrasco adds.

It's not always initially clear who the leaders are,
Bullardadds. “ It snot dwaysthe person withthemost
important tittewho isthereal opinion leader. Some-
timesit may bethelT person, sometimesit’'stheED
director, sometimesit’sthe CEO. Onceyou sit down
at thetable, you get asense of who thosefolksare.”

Bullard saysthat oncethe commitment ismadeto use
thetechnol ogy, theimplementation processisfairly
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smple. SeeMyRadiology.com alowsany user with
appropriate permissionsto log on to the Web-based
application and upload DICOM imagesinfull diag-
nosticresolution.

Subscribing sites can view theimagesfrom anywhere
around theworld using aweb portal. The portal is
also available on smart phones or other mobile de-
vices.

Thetechnology isaso cost-effective, enabling partici-
pating systemsto eliminate costs associated with du-
plicateimagestoring. “We pay onemonthly feefor an
agreed-upon feature set. Aswegrow, we havetheflex-
ibility toincreasethisasneeded,” says Carrasco.

Additionally therewasno cost to the outside sitesto
participate.

“Asthehub site, Orlando Hedlthisassuming the costs
for thesarvice. All theoutsdesiteshadtodowasgive
up alittle server space and alittletime to learn the
system. If wewere going out and asking themto fi-
nancethisthough, I’ m betting it would bealittlemore
difficult to get outside organi zationsto participate,”
Bullard says.

Bullard and Carrasco say the process of building buy-
inwas also hel ped by the nature of the system’splat-
form, which created what Carrasco describes as a
“demilitarized zonefor sharing.”

“Everyone sgot issuesabout privacy. Becausewe' re
not getting into their system and they’ renot gettinginto
ours, it makesit much easier to have aconversation
about how we can usethe systemto benefit al of us,”
Bullard adds.

In implementing the system in-house, Bullard and
Carrasco conducted most of thein-housetraining them-
selves. “ Ninety percent of thefunctionality wasbeing
used by 20 percent of the physicians. We knew the
oneswe had to target and it took five to ten minutesto
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train each user. Weused theexisting physician portal
so al they had to dowasclick onanicon,” Bullard
explans,

Sinceimplementingthesysemearlier thisyear, ORMC
receivesabout 90 percent of acute caretransfers im-
agesthrough SeeMyRadiology.com and expectsto
achieve 98 percent by theend of theyear and Bullard
believesthe hospitd’ sinvestmentisawin-winfor doc-
tors, patientsand the health system.

“Imagingisacritical component to make determina-
tionsabout whether or not the best patient care means
atransfer from onefacility to another, and describing
animageover thephoneisdifficult,” hesays. “Early
research studies show that 30 to 50 percent of the
decisionsto transfer apatient from afacility or not
would beateredif imagingwasavailable.” B

Interest in mPHRs Growing
Among Consutmers

obileiswhereit’sheaded when it comesto Per-
sonal Health Records (PHR), according to
John Moore of Chilmark Research.

Moore and other researchers, legal scholars, and rep-
resentativesof consumer, patient, and industry orga-
nizationsshared their takeson thegrowingly complex
arenaof PHRs at “Personal Health Records— Un-
derstanding the Evolving Landscape,” aday-long
Roundtable hosted by the ONC to collect informa-
tionfor aCongressiond report mandated the HITECH
Act to makerecommendationsrel ated to the applica
tion of privacy and security requirements to non-
HIPAA Covered Entities.

“Hedlth happenswherever you are,” said Mooredur-
ing one of thefour panel discussionsheld during the
Roundtable, citing an examplewhere patients used
their cell phonesto enter their blood glucoselevels
intotheir PHR and receiveremindersand derts.

A study released earlier thisyear from Deloittefound
interest rising among consumersin using amobilede-
viceto accessand maintaintheir health records. Ad-
ditionally, the study found that fifty percent of con-
sumerswant apersona monitoring devicetodert and
guidethemto makeimprovementsintheir health or
treat acondition.

“The personal health record embedded in mobile
communication devices—mPHR —isthe‘killer app’
that may changethe gamefor providers, consumers
and payers,” said Paul Keckley, Ph.D., executivedi-
rector, Del oitte Center for Health Solutionsand the
study’slead author. “ Considering that treating chronic
disease accountsfor morethan 70 percent ($1.7 tril-
lion) of thetotal $2.4 trillionin hedth carespendingin
the United States, the business case for mPHRs s
solidfor helping to reduce costsfor managing chronic
conditions, such asdiabetesand obesity.”

(See PHRs p. 6)

People on the Move

Joseph E. Heins, PharmD, for-
merly with DocuSys, has joined First
DataBank as vice president, global
product management and marketing.

Eurica Sadler-Lane has been
promoted to chief financial officer of
Molina Healthcare of Florida’s health
plan, a subsidiary of Molina
Healthcare, Inc.

Dan Schwartz, formerly with
WoltersKluwer, has joined Advanstar
as Editorial Director, Healthcare.

Jean-Paul Creusat, M.D., formerly
with ROl Healthcare Solutions, has
been named chief medical
informatics officer for Ardent Health
Services.
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Whileinterestinusing mPHRsisontherise, particu-
larly among GenXers, concerns about privacy and
security abound.

Inarecent survey, Patient Privacy Rights, thenation’s
hed th privacy watchdog, and Zogby Internationd found
that inan onlinesurvey of over 2,000 adults, nearly 97
percent believed that doctors, hospitals, labs, and
health technology systems should not be allowed to
shareor Al their sengtive healthinformation without
consent.

Additionally, 98 percent of those surveyed opposed
insurance companiessharing or salling hedthinforma:
tion without consent.

Despite those concerns, however, other surveyshave
found that Americans pay more attention and become
more engaged intheir health and medical carewhen
they haveeasy accesstothar hedthinformationonline.

For example, “ Consumers and Health Information
Technology: A National ResultsfromaNationa Con-
sumer Survey on Hedlth I T,” astudy released by the
CdiforniaHedth Care FoundationinApril, found that:

* two-thirdsof the public remain concerned
about the privacy and security of their health
information, but themgjority of thosewho
areusingaPHR arenot very worried about
theprivacy of theinformation containedinther
PHR;

* most PHR users and non-users say we
should not let privacy concernsstop usfrom
learning how health IT can improve health
care,

e morethan half of adultsareinterested in
using online applicationsto track health-re-
lated factors, and dmost haf areinterestedin
medical devicesthat can be connected to the
Internet;
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 of those who do not have aPHR, 40
percent expressinterestin using one.

Thesurvey a so found that while privacy wasacon-
cern, amoresgnificant barrier to PHR use and adop-
tionwasconsumers perceptionthat aPHRwasn'ta
necessary health management tool .|

Factors that Would Encourage Individu-
als to Sign up for a PHR

e Trustintheorganization: 57%

» Stronglawsor finesfor organizations
who shared information with others:
54%

e Anindividua wastold by hig’her doc-
tor that theinformation wassafe: 52%

* Thewebsite had a detailed privacy
policy: 51%

e Anindividua’sfriendsor family used
thePHR and said their informationwas
safe: 50%

¢ Anindividua would beinformed if
anyonelooked at theinformation who
shouldn’t have: 50%

* Thewebsite contained a seal of ap-
proval, similar to those on banking
Stes: 48%

 An individual knew about the
government’sprivacy rules. 46%

Source: Lake Research Partners, national health IT
consumer survey, 2009- 2010




INSIDE HEALTHCARE IT

PAGE 7

A Reminder About Our Copyright
Policy

Thank you for subscribing to Inside Healthcare I T.

Many free sourcesof information alow youtofregy
forward, copy, and share. Because our informationis
advertiser-free, unbiased, and labor-intensiveto col-
lect and report, our subscriber agreement has specific
termsunder which welicensethe copyrighted news-
|etter to you personaly. Hereare some quick remind-
ersof what you can and can’t do with your subscrib-
ers-only information.

-1f you receive apaper subscription, you may route
your original copy to anyoneinyour office.

-1f you receive our electronic format, it worksvery
much likeasoftwarelicense. Only the number of cop-
iesfor which you subscribemay exist at any time, i.e.
you cannot forward the electronic file by e-mail or
placeit onanetwork or shared drive. Unlessyou have
amulti-copy subscription, that meanstheorigind copy
may not be duplicated or made publicly availablein

any way.

-Itisacopyright violation to photocopy, forward, or
post the newd etter in any way that alows non-sub-
scriberstoreadit.

-You may, on an occasional basis, copy asinglestory
and send it to acolleague.

-If you find our newd etter of general interestinyour
organization (and we hope you do!) we offer multi-
copy subscriptionsat significant discounts. Pleasecon-
tact usfor moredetails.

-Weoffer anewdetter sitelicensefor subscriberswho
wishtoregularly distribute paper or electronic copies
of InsideHealthcarelT.

-Weallow youtoreprint asinglearticlewith advance
permission. Therequest processiseasy, fast, andfree

for subscribers. Requesting permission ensuresthat
you arenot violating copyright law.

Tobefair tolega subscribers, newdetter publishers
sometimesresort to lawsuitsto enforcetheir copy-
right protections. These haveresulted in seven- and
even eight-figure settlementsfrom subscribersor the
employer of subscribers.

We areasmall businesswhose only revenue comes
from subscriptions, not advertising. Illegally copied
newsd etters hurt our busi nessas much as software pi-
racy hurts software vendors.

Thank you for respecting our copyright policies. Please
fed freeto contact meat cathe@ins dehealth.comif
you have any questions. And, thank you once again
for subscribing to Inside Healthcare I T.

Wewish you the best for ahealthy, happy, and pros-
perous 2011.

Catherine Schwartz, Publisher

Inside Healthcare T
(formerly InsdeHealthcare Computng)

Executive Editor: Tim Dotson, RPh,
MBA, MSEd, FHIMSS
(tim@insidehealth.com)

Publisher: Catherine Schwartz

(cathe@insidehealth.com)
The purposeof InsideHealthcare | T, ISSN 1087-5425,
isto provide an independent and unbiased source of
news, trends, user reviews, and strategic insightsinto
hospital and health care information systems tech-
nology. The newsletter is published biweekly in pa-
per and electronic formats except for the first two
weeksof August. Copyright © 2010, Algonqguin Pro-
fessional Publishing, LLC, PO. Box 818, North East,
MD 21901. Telephone (443) 206-4584. Reproduction
without permission is prohibited by law. Subscrip-
tions are $467 per year, deep discounts are available
for multiple subscriptions and site licenses. Web site:
http:/mww.insidehealth.com

December 13, 2010



PAGE 8 INSIDE HEALTHCARE IT

Our Take: Now That We Have Electronic Healthcare Information, the

Issue Becomes Control

I ntheearly daysof the Internet, governments started putting their records online. People could check
out legd actions, driver’slicenseinformation, and red estatetransfersfromtheir living roominstead of

trudging down to the 9-to-5 courthouse basement and flipping through dusty folders.

Some citizenswere upset at the perceived invasion of their privacy. They were okay with having the
publicinformation availablein aninconvenient manner, but making it easily bleworried them.

Thequiet, almost unnoticed event was getting governmentsto moveto digital informationinthefirst
place. Then cametherealization of how that information could be used for purposes both noble and
crasdy commercid.

Hedlthcareisat the same crossroads. With theinformationtrack largely laid by yearsof softwareimple-
mentation projects, the debateis shifting toward thevalue and use of all theinformation those systems
havemadedigitaly availablefor thefirst time.

Thesignsare scattered, but clear:

» Sysemsvendorssuch as Cerner and Practice Fusion are making big money sdlling de-identified dataof
patientswith whom they have no relationship other than having their private information stored ontheir
systems.

* Hedlthinformation exchange vendorsAxolotl and Medicity have been acquired for eye-popping amounts
by insurance companies, who surely see potentia valuein controlling themedical information pipelines.

* Providersarerapidly putting together accountabl e care organizations, with one of their main drivers
being the need to collect and analyze quality information in order to get paid.

« Increasingly, thevalue of provider software systemsisn’t based on optimistically projected efficiency
gains, but rather the strategic benefit of using information to manage costsand carequality.

Thismay bethe biggest benefit of the government’sHITECH “EHR inevery pot” subsidy program.
Providerssitting ontheclinica systemsfencewerelooking only at the most fundamental potential ben-
efits: modest gainsin efficiency and somedegree of improved managerial control. It washarder for them
tovisuaizethe benefit of having astream of real-time operational and clinical information that could
support everything fromimproving anindividua patient’s care plan to making decisionsabout which
servicelinesto expand or contract.

Providerswill bejudged on their outcome and cost data. The data-driven oneswill grind out slow but
steady improvement, while the seat-of -the-pantsoneswill find it hard to compete on intuition alone.
Hospitalsand doctorswill be asked to maketheir patient dataavailable to competitorsand to patients
themselves, exposing their inner medica workingsinwaysthat were, likethegovernment recordsmodel,
awaystheoreticaly possiblebut comfortably impractical.

It'slikely that the next phase of healthcare’ s T journey will involve providersmanaging their datamore
actively: cleansingit, analyzing it to tease out trendsand opportunities, and controlling it to prevent mis-
use. Asvendorsand progressive healthcare T organizations have discovered, arich store of electronic
datamay bethe most val uable asset that aprovider owns. |




