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I. Executive Summary

In 2009, the Washington State Legislature passed Substitute Senate Bill 5501 (SSB 5501) which
was enacted as chapter 300, Laws of 2009. The bill required the Health Care Authority (HCA) to
designate one or more lead organizations to coordinate development of processes, guidelines,
and standards for Health Information Exchange (HIE). SSB 5501 also directed the HCA and the
designated lead organization to submit annual progress reports to the Legislature through 2012.
This progress report is designed as a companion document to the first progress report dated
December 1, 2009.

The American Recovery and Reinvestment Act (ARRA), signed by President Obama on
February 17, 2009, also provided guidance and direction through the Health Information
Technology for Economic and Clinical Health Act of 2009 (HITECH Act) to improve the quality
of care and establish a foundation for health care reform through the use of health information
technology.

The HCA took advantage of the opportunities provided in this state and federal legislation to
closely align and leverage these related efforts to establish a statewide coordinated activity to
meet the requirements of both SSB 5501 and the HITECH Act. The HCA designated
OneHealthPort (OHP) as the Lead Organization.

In the fall of 2009 OHP, with support from the HCA, conducted an extensive outreach effort to
query interested stakeholders about requirements for governance and shared services. The
collective input of the stakeholder community was that the ideal governance model would
facilitate the participation of state government, enable broad-based community oversight, and
support the efficient delivery and operation of shared HIE services. Essentially, a blended model
appeared to be the most viable way to meet this broad spectrum of needs.

Based on this feedback, the HCA and OHP decided to continue with the basic lead organization
model, but strengthen the private sector role in two distinct ways. First, in the spring of 2010 a
Request for Proposal (RFP) was issued and the Foundation for Health Care Quality (Foundation)
was selected to establish and support a qualified not-for-profit Community Oversight
Organization. Second, OHP established the HIE Leadership Group as an advisory body to help
guide its work on the business and technical aspects of implementing the statewide HIE.

The design of Washington State’s HIE technical architecture for shared services was driven by
three major considerations: previous lessons learned about the primacy of the business case,
requirements gathered from community stakeholders, and alignment of key policy objectives
embedded in federal and state legislation. The proposed shared HIE services for initial
implementation of the statewide HIE will include a Hub to enable the secure exchange of
transactions. The Provider Data Service directory currently being implemented under the
directive of SSB 5346 (enacted as chapter 298, Laws of 2009) will be linked to the Hub to assist
participating organizations to identify and locate their information exchange partners. Other
areas of technology under consideration for the statewide HIE include a master patient index
(MPI) and a record locator service (RLS).



On July 6, 2010, the HCA submitted Washington State's Strategic and Operational Plan to the
Office of the National Coordinator for Health Information Technology (ONC). The plan was
prepared over several months in a joint effort by OHP and the HCA with input from public and
private stakeholders. The plan discusses the strategies and operational activities necessary to
implement a sustainable statewide HIE. Over the past several months the HCA, OHP, and the
ONC have been engaged in correspondence to clarify existing and provide additional
information for the Strategic and Operational Plan. Additional rounds of information were
provided in Addendums sent to the ONC on October 25, 2010, November 5, 2010, and
December 8, 2010. The ONC approved the Strategic and Operational Plan on December 13,
2010.

Following submission of the Strategic and Operational Plan, the major focus of the statewide
HIE project from July through October 2010 was the procurement of a secure Hub. OHP
contracted with Deloitte to assist in preparing the RFP. The HIE Leadership Group and their
Technical Advisory Group (TAG) provided advice throughout the selection process. The RFP
was distributed through numerous local and national communication channels in August and all
qualified vendors were encouraged to bid. In late October, Axway was declared the apparent
successful vendor.

OneHealthPort will be working on a number of tasks in parallel to bring the Axway Hub service
to market in early 2011 including negotiating a contract with Axway, working with the HIE
Leadership Group on a pricing and policy model, submitting the pricing and policy model to the
Community Oversight Organization for approval, continuing development of an optimal
MPI/RLS solution for the community, and commencing marketing efforts to seek early adopters
for the HIE Hub service.

In addition to the specific Hub related activities, OHP and the HCA will be working with TAGs,
early adopters, and stakeholders to develop policies and practices that support evolution and
sustainability of a statewide HIE. A key aspect of the policy work is privacy and security and
will be framed by the following core principles: policies will fully comply with all applicable
state and federal law, each party is responsible for actions within its perimeter, and participants
exchanging information through the statewide HIE will be responsible for securing patient
consent. A formal HIE Participant Agreement is currently in the editing process. A draft is
scheduled for review at the December 17, 2010 TAG meeting. The final draft will be sent to the
HIE Leadership Group and Community Oversight Organization in early 2011 for final review
and approval.

In conjunction with this effort the HCA project team will continue collaborative work with other
ARRA HITECH Act program areas across the state to align activities of the statewide HIE where
they may add value and enable these other programs to meet their goals and requirements. The
HCA will also continue efforts to efficiently and effectively engage stakeholders and
communicate, facilitate, and coordinate activities in this broader unified effort. Additionally, the
statewide HIE project will coordinate with Medicaid and public health to provide assistance,
where appropriate, to support federal incentive programs sponsored by the Centers for Medicare
& Medicaid Services that reward providers for adopting and using health information
technology.


http://www.hca.wa.gov/arra/hie.html

II. Introduction

In 2009, the Washington State Legislature passed Substitute Senate Bill 5501 (SSB 5501)
enacted as chapter 300, Laws of 2009 (see Appendix A). The bill required the Health Care
Authority (HCA) to designate one or more lead organizations to coordinate development of
processes, guidelines, and standards for Health Information Exchange (HIE) to:

1. Improve patient access to and control of their own health care information and thereby

enable their active participation in their own care.

2. Implement methods for the secure exchange of clinical data as a means to promote:
Continuity of care.
Quality of care.
Patient safety.
Efficiency in medical practices.

The American Recovery and Reinvestment Act (ARRA), signed by President Obama on
February 17, 2009, also provided guidance and direction through the Health Information
Technology for Economic and Clinical Health Act of 2009 (HITECH Act) to improve the quality
of care and establish a foundation for health care reform through the use of health information
technology.

The HCA took advantage of the opportunities provided in this state and federal legislation to
closely align and leverage these related efforts to:
1. Establish a statewide coordinated activity to meet the requirements of both SSB 5501
and the HITECH Act.
2. Designate OneHealthPort (OHP) as the Lead Organization for HIE in Washington State
and, consistent with the lead organization model in SSB 5346 (enacted as chapter 298,
Laws of 2009), not reimburse OHP for activities related to this lead role with any state
funds.
3. Leverage the reach of the HITECH Act program areas, closely align statewide
requirements, and apply for ARRA funding to enable full implementation of SSB 5501.
4. Create an efficient and effective stakeholder engagement structure and process to
communicate, facilitate, and coordinate this broader unified effort.
5. Initiate planning for a statewide HIE framework that guides and supports governance,
financial sustainability, technical infrastructure, business and technical operations, and
policy development and implementation.

SSB 5501 directs the Lead Organization, with the HCA Administrator, to prepare a progress
report for the Legislature by December 1. This progress report is designed as a companion
document to the first progress report dated December 1, 2009. As such, this report will not repeat
the background information on SSB 5501, HIE, the Lead Organizations, or the work
accomplished in 2009. Some very limited information from the first report is repeated in this

1The American Recovery and Reinvestment Act of 2009, Title XIlI-Health Information Technology, Subtitle A-Promotion of
Health Information Technology, Part 1-Improving Health Care Quality, Safety, and Efficiency, Title XXX-Health Information
Technology and Quality, Section 3000
http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=111_cong_bills&docid=f:hlenr.pdf
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document to assist the reader. This report will focus exclusively on the progress made
implementing SSB 5501 from December 1, 2009, through mid-December 2010.

III. Organizing and Planning

The HCA and OHP identified several key considerations associated with the advancement of a
statewide HIE that directly affect organization and planning activities:

e At the federal, state, and local level, in the public and private sectors, the goals are to
make patient care safer, communities healthier, and the delivery of health services more
efficient and effective.

e HIE, the ability to share information efficiently across organization and geographic
boundaries, is a necessary but not sufficient condition to bring about the desired future
state.

e The statewide HIE will support the shared health information needs of the key players
who deliver, receive, and pay for health services and play the most prominent role in
improvement efforts.

In this context the HCA and OHP made two important decisions that currently guide the federal
grant program activities and shape the essential character of the Washington State HIE.

e Leverage those who are already engaged and invested. By its very nature, HIE is a
collaborative activity. It bridges gaps across organizations, domains, and information
silos. HIE also requires an initial investment on the part of all interested parties to
participate. To exchange information electronically, participants must first have data in
electronic form and an application to store and view the information. The Washington
State HIE is optimized for the individuals and organizations that demonstrate by their
actions an interest in connecting to others, sharing information, and improving patient
care and community health.

e Solve the business problem. While HIE is both a business and a policy problem, many
observers have commented that the failure to develop robust statewide HIEs in
Washington State and elsewhere is at heart a business failure. Therefore, the priority of
this effort is to design and implement a sustainable statewide HIE that meets the business
and clinical needs of the parties. The focus on sustainability will not occur in a “policy
vacuum.” The short-term approach is grounded in the achievement of long-term public
policy goals, while the day-to-day decision making will be closely monitored and
overseen to ensure the public interest is served.

Along these lines, in the fall of 2009 OHP, with support from the HCA, conducted an extensive
outreach effort to query interested stakeholders about requirements for governance and shared
services. Tapping into a large stakeholder community the HCA and OHP had worked with over
the past several years in their respective health information technology (HIT) and HIE initiatives,
feedback was solicited through in-person meetings, web casts, and online surveys to understand
preferences for these key components of a statewide HIE.



IV. Governance

Key governance findings from the stakeholder solicitation included a number of business
requirements that were identified as being important for any HIE governance model. These
findings could be summarized as follows:

The ability to take business risk, deliver services, meet customer needs

Be representative of multiple constituencies involved with HIE

Be led by the private sector with public sector participation

Be able to ramp up quickly in the initial phase and evolve as needed over time

The collective input of the stakeholder community was that the ideal governance model would
facilitate the participation of state government, enable broad-based community oversight, and
support the efficient delivery and operation of shared HIE services. Essentially, a blended model
appeared to be the most viable way to meet this broad spectrum of needs.

Based on this feedback, the HCA and OHP decided to continue with the basic lead organization
model, but strengthen the private sector role in two distinct ways. First, a Request for Proposal
was issued for a qualified not-for-profit to serve as the Community Oversight Organization. The
Foundation for Health Care Quality was selected to establish and support this oversight
organization. Second, OHP established the HIE Leadership Group as an advisory body to help
guide its work on the business and technical aspects of implementing the statewide HIE.

A. The Foundation for Health Care Quality

The Foundation is a well-established 501(c) (3) organization that has long focused on shared
health information needs in the state and is governed by a diverse Board of public and private
sector representatives. The Foundation participated in a competitive procurement process in
spring 2010 to establish a Community Oversight Organization for the statewide HIE. On July 1,
2010, the Foundation contracted with OHP and the HCA to operate in this capacity. Under the
Community Oversight Organization arrangement, the Foundation is charged with constituting a
new operating Board to oversee the work of the Lead Organization.

It is important to distinguish that the Foundation is not a co-leader. Consistent with stakeholder
preference for a private sector community oversight, the Foundation will review and act on
specific elements of the Lead Organization’s work. The role of the oversight organization is to
help ensure the private Lead Organization is operating in the public interest and not ignoring or
overwhelming the interests of other constituencies who may be less engaged in HIE work, but
are still affected by it. Specifically, the Community Oversight Organization will review and act
on the following:

e The pricing model developed by the Lead Organization for HIE shared services
e The privacy and security policies for the HIE
e Accessibility of the HIE



The HIE governance structure will take the form illustrated in Figure 1 below.
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Implement
Stakeholder
Preferences

Stakeholders &
Work Groups

Figure 1: HIE Governance Model for Implementation Phase

The Foundation completed the constitution of the Community Oversight Organization Board in
fall 2010. A list of the board members is presented in Appendix B. The Foundation scheduled the
first meeting of the membership in November 2010 to review roles and responsibilities, and
become oriented to the activities underway with the statewide HIE project.

B. The HIE Leadership Group

In addition to selecting the Foundation as the supporting entity for the Community Oversight
Organization, OHP also constituted the HIE Leadership Group as an advisory body to help guide
its work on the business and technical aspects of statewide HIE implementation. The HIE
Leadership Group is comprised of senior executives from approximately 30 health care
organizations that OHP has identified represents critical mass for HIE in Washington State. In
addition, OHP has identified each of these organizations as being likely early adopters of the
initial HIE service offering, the Hub. These organizations include hospitals, practices, health
plans, public payers, public health, and ancillary care providers.

The senior executives invited to serve on the group are in most cases chief information officers
(C10s). They will have a major influence on their organizations’ decision to participate in the
HIE (see Appendix C for a complete listing of the HIE Leadership Group members). The HIE
Leadership Group is tasked with guiding the development of technical and financial
specifications. The purpose of organizing this group is to secure their support and encourage



ownership of the development of the statewide HIE. By doing so, the HCA and OneHealthPort
hope to secure the critical mass necessary for a functioning and sustainable HIE in Washington
State.

V. Shared Services

The Statewide HIE technical architecture will always be a work in progress. The health care
system will evolve, business needs will shift, and technology will change. Particularly for a
collaborative undertaking where change takes more time than in a typical private enterprise
setting, it’s important to avoid a sense of finding “the” solution, and remain willing, and even
eager, to adapt and evolve. In this context, the architecture presented below should be considered
the starting point and the initial phase.

The design of Washington State’s HIE technical architecture was driven by three major
considerations:
e Previous lessons learned about the primacy of the business case

e The requirements put forth by community stakeholders
e Alignment with key policy objectives embedded in federal and state legislation

The design exercise was essentially understanding, refining, blending, and applying these
drivers.

A. Business Case

Several key stakeholders’ comments included some variation of a common theme, “this has to
make business sense for us or my organization won’t play.” Follow-up discussion almost always
leads to the conclusion that the business case for broad-based HIE is neither black nor white; it’s
gray. Past experience, present realities, and deeply felt preferences around the HIE business case
dictate the following requirements:

e Leverage existing investments. The HIE must add value to existing enterprise
investments, not seek to replace these investments. Washington State has a number of
local health information organizations and enterprises with HIT/HIE capabilities already
in place. We see this as an advantage and an opportunity, not competition.

e Scalability. The market for clinical HIE is immature. There is great hope for the future,
but the expectation should be conservative: volume will build slowly. The technical
components must be able to start small and scale up to meet demand as industry interest
and readiness expands.

o Flexibility. In Washington State, enterprises that are likely to participate in the statewide
HIE have a wide range of capabilities, sophistication, and need. In the course of research
on this topic, while there was not a health information organization (HIO) or enterprise
that had fulfilled all of its HIE needs, it became clear that diverse participants will use
different elements of the HIE in different ways and at a different pace. One size does not
fit all.



e Modest cost. Even the most enthusiastic proponents of HIE will prioritize their enterprise
infrastructure and applications higher than the statewide HIE. Budgets are tight and
because of the “gray” business case, the “R” in return on investment is questionable; as
such, the “I” needs to be of modest size.

The core requirement dictated by business case concerns can be summarized in three words: less
IS more.

B. Community Stakeholder Requirements

There are a limited number of options available to HIE designers. Depending on how terms are
defined and capabilities lumped or split, there are typically nine major components that must be
present over the long term for HIE to occur. Figure 2 below illustrates these core components:

HIE Components

Hub

Secure exchange of
transactions/files

Master Person Index

(MPI)

Match patient
identities

Record Locator
Service (RLS)

Find patient records

Applications

Access and manage
patient data (e.g..
EMR)

Data Repository

Store/ageregate data
S (==} =]

Data

Transformation

Translate data to
conform to standards

Directory Service

Standards & Policies

Organization

[dentify and locate

Common frameworks
for exchange

Manage and operate
shared functions

providers/entities

Figure 2: Core Components of HIE

High-level design questions revolve around phasing and whether to provide components
centrally or on a distributed basis. In looking at the figure above, the last three boxes - directory
service, standards & policies, and organization - must be central components of the HIE at
initiation. It is hard to imagine operating an HIE without these core elements. The choices of
centralization versus decentralization and phasing really relate to the other six elements.

OHP presented this choice to the community stakeholders in the context of “less is more,” and
emphasized the need to pay for all shared capability. The stakeholders were not asked what they
wanted. Rather, they were asked what they needed and what they were prepared to pay for and



use. To highlight the true nature of this choice, stakeholders were given a fixed sum of dollar
bills and were required to spend the money on the components they most valued. Results of the
exercise dictated a clear preference for a limited set of shared services that should be offered by
the HIE, as opposed to those services likely to be offered in the market by other interested
parties.

Shared services to be centralized in the HIE:
e Hub for secure exchange of Health Level Seven International (HL7) and Accredited
Standards Committee (ASC) X12 health data transactions

e MPI to match patient identities
e RLS to find where patient data resides
o Provider Directory to identify and locate trading partners

e Standards and policies supporting the core components of HIE shown in Figure 2 to
support trusted and efficient exchange

e Management organization to operate the HIE
Services to be offered in the marketplace by other parties:
e Data repository for storing patient information.

o Data transformation to edit and translate information will be offered both by the Hub and
others in the marketplace.

e Applications for viewing, storing, and using information.

Figure 3 illustrates the Washington State “Thin-Layer” HIE:
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C. Key Policy Objectives

The importance of the business case and the emphasis on the business view by most in the
private sector does not diminish the importance of the policy objectives. Blending the direction
embedded in SSB 5501 and the requirements of the federal grant funding resulted in
identification of the following key policy requirements for the technical architecture:

Improving performance. Proliferating more boxes and wires is not the objective.
Applying HIE to produce better results is the goal. The HIE must support better care
management and coordination by increasing the availability of high value data for
providers, patients, and payers.

Patients and providers. The HCA has focused significant attention on patient-facing
applications. The agency currently sponsors three pilots of patient-facing Health Record
Banks. SSB 5501 directs the agency and Lead Organization to ensure the HIE serves both
consumer- and industry-facing applications. While these applications are out of scope for
the statewide HIE project, the HIE must be capable of supporting the exchange needs of
patients and providers.

Meaningful Use. The critical short-term focus of the ARRA HITECH Act state HIE
grant program is to support the elements of Meaningful Use that require inter-enterprise
exchange. The design must ensure deployment of at least basic capability by early 2011
to support Meaningful Use requirements.

Privacy and security. The nature of the HIE thin-layer design (i.e., no applications and
no data ownership) reduces some of the usual security and privacy concerns for the HIE.
However, protecting privacy and security of patient data remains vitally important.

Standards based. The march toward interoperability is predicated on broad-based
adoption of national standards and movement away from proprietary approaches.

D.  Shared Service Components

Each of the proposed shared HIE services, prioritized by the stakeholder requirements, is
described in more detail below.

Secure Hub

The purpose of the Hub is to support and enable secure exchange of HL7, ASC X12, and other
similar health data transactions in compliance with the federal Health Insurance Portability and
Accountability Act (HIPAA). OHP had extensive discussions with stakeholders about specific
use cases for the Hub. In the aggregate, these use cases encompass key priorities for the ARRA
HITECH Act and SSB 5501 to support the achievement of Meaningful Use for interested
providers.

The following list provides the data exchange priorities identified in the use cases:

Admission, discharge, transfer, and patient demographic details from hospitals to health
plans



e Admission, discharge, transfer, and patient demographic details from hospitals to primary
care/consulting physicians

e Eligibility, benefits, and claim status checking
e Medication histories in emergency departments and hospitals

e Lab results delivered to physicians and clinics (and reportable conditions to public health
agencies)

e Medication histories and drug formularies to e-prescribing applications used by
physicians

e Clinical messaging service to provider portals
e Emergency department hospital discharge summaries to physicians and clinics
e Chart summaries to emergency departments and hospitals
e Chart summaries to physicians and clinics
e Radiology reports to emergency departments and hospitals
e Radiology reports to physicians and clinics
e Reporting to registries
o Immunization reporting to state registry
o Biosurveillance tracking via a regional registry
o Electronic submission of notifiable conditions to public health agencies
e Matching patient records — master patient index
e Matching provider records — provider directory
¢ Finding patient records — record locator service
e Chart summaries and results reporting to patient health records

The high level use cases suggest the following basic business requirements for the Hub service:
e Enterprise business-to-business (B2B) gateway solution

o Secure messaging

o Compliance with HIPAA, the Code of Federal Regulations (CFR)— 21 CFR Part
11, and the Healthcare Information Technology Standards Panel (HITSP)

Highly scalable to very large enterprises
Push and pull options
Batch and real-time transactions
Web services and the full gamut of B2B gateway standards and protocols
o Proven technology supporting large volumes in health care industry today
e Governance for secure messaging
o Intelligent content-based routing out-of-the-box

o Support for Electronic Data Interchange (EDI), Extensible Markup Language
(XML), HL7, Continuity of Care Document (CCD), and any document format

o O O O



o Automated routing for simple administration of HIE
Security with flexibility

e Encryption with Federal Information Processing Standards (FIPS) 140-2 libraries
(HITECH Act requirement)

o Certificate management

e Secure transport over Transport Layer Security (TLS)/Secure Sockets Layer
(SSL) & Secure Shell (SSH)

e Support for Lightweight Directory Access Protocol (LDAP)

Management tools

o Tracking and visibility of messages - auditing of all transactions
Activity monitoring and reporting tools
Easy integration options for monitoring, reporting, and alerting
Automated HIE provisioning tools — trading partner setup
Billing/reporting trading partner transactions

o O O O

OHP assessed the Hub business requirements and debated the buy/build decision. In consultation
with stakeholders, OHP decided to pursue a buy strategy to acquire the Hub capability. This
decision was guided by the following considerations:

Risk. The risk of a build was seen as greater than a buy.

Experience. There are a number of mature commercial Hub solutions that appear to meet
the requirements. The version 1.0 of a Hub we would build will be competing with
second, third, and fourth generation offerings from experienced vendors.

Time to market. The Hub plays a critical role in supporting the inter-enterprise exchange
requirements for Meaningful Use. An experienced vendor can deploy the Hub service
more rapidly than we could deploy a newly built offering.

Operating cost. If we build it we have to operate it, and we do not believe we can rapidly
achieve the same level of economy or skill as experienced vendors.

Master Patient Index (MPI)

It is clear that the vast majority of potential HIE participants believe an MPI is important. The
core MPI capability is central to most visions of HIE — comprehensive information about the
patient where and when it’s needed. To fulfill this vision, the ability to match patients (i.e.,
distinguish between patients with similar names) is essential. However, unlike the Hub
conversation, which proceeds easily from service concept to detailed specifications to product
purchase, the MPI is a more nuanced and complex service. The MPI design is complicated by the
following considerations:

Cost. The MPI is expensive technology to purchase and can also be expensive to operate.

Need. While everyone believes they will need it “someday,” it is not clear how many
organizations are prepared today to take advantage of a community MPI. The early phase
of information exchange may well be “pushing” known patient data, rather than
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searching for unknown patients. For example, most stakeholders do not believe the MPI
is required to support their initial Meaningful Use requirements.

¢ Policy. A significant level of community consensus is required before the MPI goes
operational. Policies and conventions related to MPI use, liability, and privacy will all
have to be developed.

e Model. There are a variety of ways to deploy an MPI — federated, centralized, and
leveraging an existing MPI implementation, to name a few. Or, to take a different
approach, a state could issue its own unique patient identifier, changing the way the MPI
functions. While the correct choice is not obvious, the cost, policy, and operational
implications of this decision are profound.

e Interactions with enterprise MPIs. Many large enterprises already have an MPI to help
reconcile patient identities across their own disparate systems. It is not clear how best to
integrate and interoperate enterprise MPIs and the community MPI.

In light of these considerations, OHP and its stakeholders will conduct a more detailed
assessment before finalizing the design of the MPI and its role in the overall architecture. This
assessment should be complete by early 2011. At that time, design decisions will be made and
the appropriate next steps related to the MPI will be taken.

Record Locator Service (RLS)

Much of what was said above about the MPI applies to the RLS. In some respects, the record
locator involves fewer operational choices and alternatives. However, the RLS imposes
additional costs and potentially burdensome requirements for participating enterprises. It also
raises some significant privacy concerns. Once again, the assumption is that the RLS is a
necessary component to meet the long-term objectives of patient-centered health information
exchange. It is the sequencing of the Hub, MPI, and RLS that needs to be resolved. As such, at
the conclusion of the MPI assessment, a similar assessment process will be undertaken in regard
to the RLS.

Provider Directory

In addition to its work supporting HIE, OHP is the Lead Organization for the state’s
administrative simplification legislation, SSB 5346. One key requirement of SSB 5346 is the
development and deployment of a uniform electronic solution for collecting the provider data
required to support credentialing and privileging. All hospitals, health plans, public payers, and
licensed practitioners will be required to use the system. OHP is tasked with developing,
deploying, and operating what is now called the Provider Data Service. OHP is well into the
process. A vendor, Medversant, has been selected, contracts are being executed with hospitals
and plans, and the system went live in November of 2010.

Ultimately, this Provider Data Service will become a very comprehensive and rich provider
directory that includes all licensed practitioners. It will be used and financially supported by all
hospitals, health plans, and public payers. OHP will be repurposing the Provider Data Service
created under SSB 5346 to serve as the statewide HIE provider directory. The directory will be

11



linked to the Hub to assist participating organizations to identify and locate their information
exchange partners.

The provider directory will also assist organizations engaged in quality measurement activities.
As quality measurement organizations attempt to aggregate data from multiple sources, they
encounter a variety of issues related to attribution and identifiers. OHP has used some prior
directory service offerings to assist local organizations involved in quality measurement, and
anticipate ongoing use of the provider directory in this manner.

Standards, Conventions, and Policies

As indicated above, the Hub will transact HL7, ASC X12, and other standard data sets. The
Washington State HIE is firmly committed to the use of national standards where available.
OHP’s role will be to adapt the “optional” elements of national standards for the preferred local
implementation and has significant experience in forging consensus on the use of national
standards for local e-commerce.

Currently, OHP operates a process designed to develop consensus best practices that has proven
itself over the last seven years. This process has forged agreement on common policies,
processes, and local implementations of national standards. Included in this extensive body of
work are:

e Local implementation guides for ASC X12 transaction sets.

e Privacy and security policies and information sharing agreements adopted and used by
over 35,000 health care organizations and 85,000 individuals within those organizations
today.

e Best practices for workflow innovation and information processing.

OHP will employ these same skills and experience to develop and maintain the policies,
standards, and conventions required to support the technical architecture. This process will
parallel the rollout of services. For example, polices to support the Hub will have first priority. It
is assumed the following polices, standards, and conventions will be required to support the first
phase of service deployment related to the Hub:

e Information sharing agreement

e Privacy and security policy related to identity management and authentication
¢ Naming conventions
e Adoption of standards

Meaningful Use

The Washington State HIE is not offering applications of any type. Therefore, we cannot assist
providers who do not otherwise acquire EHR and PHR capability. However, for those who do
acquire clinical applications, the HIE can potentially assist providers to meet the Meaningful Use
requirements that involve information exchange outside the enterprise. As of today, that could
include the following provider requirements and similar ones for hospitals:
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Report clinical quality measures to CMS or the states (can be manually submitted in
2011, and must be electronically submitted in 2012).

Send reminders to patients for preventive and follow-up care for at least 20 percent of
patients age 65 and older or 5 years of age or younger.

Generate and transmit permissible prescriptions electronically for more than 40 percent
of prescriptions.

Provide patients with, upon request (and within 3 business days), clinical summaries for
each office visit for more than 50 percent of patient office visits or an electronic copy of
hospital discharge instructions for more than 50 percent of all patients discharged.

Provide patients with an electronic copy of their health information (including diagnostic
test results, problem list, medication lists, and allergies) within 3 business days for at
least 50 percent of patients requesting electronic copies.

Demonstrate the capability to electronically exchange key clinical information among
providers and patient-authorized entities by performing at least one test of transmission.

Demonstrate the capability to incorporate clinical laboratory test results into electronic
health records as structured data for more than 40 percent of clinical laboratory test
results received from laboratories.

Demonstrate the capability to perform medication reconciliation between care settings for
more than 50 percent of transitions of care.

Provide summary of care record for patients referred or transitioned to another provider
or setting for more than 50 percent of patient transitions or referrals.

Provide patients with electronic access to their health information (including lab results,
problem list, medication lists, and allergies) for more than 10 percent of patients within 4
days of the information being updated in the electronic health record.

Demonstrate the capability to provide electronic submission of reportable lab results to
public hea