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HIT Strategic & Operational Plan - Governance

Meeting Date
October 15, 2014

Participant Name and Attendance
DSS Staff

Participant Name

Comm.

Roderick Bremby

(Co-Chair)
Mark Raymond (Co-chair)

Comm.
Comm.
Comm.
Comm.
Comm.
Comm.
Comm.

Jewel Mullen

Scott Semple
Patricia Rehmer
Joette Katz
Terrence Macy

Joe Perkins
William Rubenstein

Sec. Benjamin Barnes
James Wadleigh
John Vittner

Meeting Schedule

Meeting Time
3:00-5:00 pm

2014 Dates - Nov 19, Dec 17

ONC/HIE Cooperative Agreement
Meeting Agenda

Location

DSS, 55 Farmington Avenue,
Hartford, CT 06105

Room #530 North

Other
Participant Name Attended
Minakshi Tikoo

Louis Polzella
Stanley Stewart
Vance Dean
Karen Buffkin
Peter VanLoon
James Michel

2015 Dates —Jan 21, Feb 18, March 18

Agenda Responsible Person = Time Allotted
1. Introductions and setting the stage All 10 minutes
2. Current HIT Landscape Com. Bremby and 20 minutes
Mark Raymond
a) The Medicaid EHR Incentive Program
b) Direct Messaging
c) Provider Directory and EMPI
d) TEFT-PHR
e) SIM proposal
Discussion
Resolution
3. The IL Framework for Governance Deneen Omer 30 minutes
CSG
Presentation of the process and the framework
Discussion
Resolution
4. Discuss the structure of the HIT planning process All 40 minutes

Operationalizing Governance Principles for state of



Connecticut — the how?

1. Identify & Assemble strong executive leadership
2. Create a shared vision for HIT
3. Formalize governance structure
4. Establish clear decision-making process
5. Evaluate governance system and adapt as
necessary
6. Maintain transparent communication
5. | Next Steps All
Discussion
Resolution
Action Items Responsible party

Parking Lot Issues:

20 minutes



Attachments In order:

10.

11.

12.
13.

14.

Commissioner Bremby’s meeting Invitation (just the first page)
State of Connecticut HHS — Leveraging Opportunities for Transformation — where are we and where do
we need to be? - Gartner
Commissioner’s Memo on HIT initiatives — Oct 8, 2014
Integrating Connecticut’s HIT - White paper
http://www.healthreform.ct.gov/ohri/lib/ohri/HealthTechnologyWorkGroupFinalReportRecom
mendations.pdf
The Strategic Use of technology by the state of Connecticut -
http://www.ct21.org/index.php/reports/14-framework-for-connecticut-s-fiscal-future/18-part-
6-the-strategic-use-of-technology-by-the-state-of-connecticut
SOP lasted updated by HITE-CT -
http://www.ct.gov/dph/lib/dph/state health planning/hit/2013 update to sop for hie in ct
final 022813.pdf
Evaluating Connecticut’s Health Information Exchange — 2014 Executive Summary
a. Executive Summary - http://cicats.uconn.edu/wp-
content/uploads/sites/840/2014/04/ExecutiveSummary_HIEEvaluation.pdf
b. Consumer survey -http://cicats.uconn.edu/wp-
content/uploads/sites/840/2014/04/CS_Final_Report.pdf
c. Physician survey - http://cicats.uconn.edu/wp-
content/uploads/sites/840/2014/04/PS_Final_Report.pdf
d. Pharmacy survey - http://cicats.uconn.edu/wp-
content/uploads/sites/840/2014/04/Final_PharmacyReport.pdf
e. Laboratory survey -http://cicats.uconn.edu/wp-
content/uploads/sites/840/2014/04/LabEvaluationFINALApril2014.pdf
f. Stakeholder report - http://cicats.uconn.edu/wp-
content/uploads/sites/840/2014/04/FinalStakeholderReport.pdf
State of Connecticut Integrated Eligibility Working Group Tier IV Overview — Presentation by
KPMG April 25,2014
DSS IT Capital Investment Briefing — Sept 11, 2013.
http://view.officeapps.live.com/op/view.aspx?src=http%3A%2F%2Fwww.ct.gov%2Fopm%2Flib
%2Fopm%2Ffinance%2Fitim%2Fdss 2013 capital investment brief 2014 funding.pptx
Establishing Governance for Health and Human Services — Interoperability Initiatives. lllinois
Framework http://illinoisframework.org/
A 10-year Vision to Achieve an Interoperable HIT Infrastructure — The Office of the National
Coordinator for HIT
Analytic Capability Roadmap for Human Services Agencies — APHSA
An Example: lllinois Framework Inter-governmental Agreement
http://illinoisframework.org/illinois-framework-resource-library/
Presentation from CSG — State of Connecticut — Facilitation for HIT Governance 10/15/2014



http://www.healthreform.ct.gov/ohri/lib/ohri/HealthTechnologyWorkGroupFinalReportRecommendations.pdf
http://www.healthreform.ct.gov/ohri/lib/ohri/HealthTechnologyWorkGroupFinalReportRecommendations.pdf
http://www.ct21.org/index.php/reports/14-framework-for-connecticut-s-fiscal-future/18-part-6-the-strategic-use-of-technology-by-the-state-of-connecticut
http://www.ct21.org/index.php/reports/14-framework-for-connecticut-s-fiscal-future/18-part-6-the-strategic-use-of-technology-by-the-state-of-connecticut
http://www.ct.gov/dph/lib/dph/state_health_planning/hit/2013_update_to_sop_for_hie_in_ct_final_022813.pdf
http://www.ct.gov/dph/lib/dph/state_health_planning/hit/2013_update_to_sop_for_hie_in_ct_final_022813.pdf
http://cicats.uconn.edu/wp-content/uploads/sites/840/2014/04/FinalStakeholderReport.pdf
http://cicats.uconn.edu/wp-content/uploads/sites/840/2014/04/FinalStakeholderReport.pdf
http://view.officeapps.live.com/op/view.aspx?src=http%3A%2F%2Fwww.ct.gov%2Fopm%2Flib%2Fopm%2Ffinance%2Fitim%2Fdss_2013_capital_investment_brief_2014_funding.pptx
http://view.officeapps.live.com/op/view.aspx?src=http%3A%2F%2Fwww.ct.gov%2Fopm%2Flib%2Fopm%2Ffinance%2Fitim%2Fdss_2013_capital_investment_brief_2014_funding.pptx
http://illinoisframework.org/
http://illinoisframework.org/illinois-framework-resource-library/

Attachments In order:

10.

11.

12.
13.

14.

Commissioner Bremby’s meeting Invitation (just the first page)
State of Connecticut HHS — Leveraging Opportunities for Transformation — where are we and where do
we need to be? - Gartner
Commissioner’s Memo on HIT initiatives — Oct 8, 2014
Integrating Connecticut’s HIT - White paper
http://www.healthreform.ct.gov/ohri/lib/ohri/HealthTechnologyWorkGroupFinalReportRecom
mendations.pdf
The Strategic Use of technology by the state of Connecticut -
http://www.ct21.org/index.php/reports/14-framework-for-connecticut-s-fiscal-future/18-part-
6-the-strategic-use-of-technology-by-the-state-of-connecticut
SOP lasted updated by HITE-CT -
http://www.ct.gov/dph/lib/dph/state _health planning/hit/2013 update to sop for hie in ct
final 022813.pdf
Evaluating Connecticut’s Health Information Exchange — 2014 Executive Summary
a. Executive Summary - http://cicats.uconn.edu/wp-
content/uploads/sites/840/2014/04/ExecutiveSummary_HIEEvaluation.pdf
b. Consumer survey -http://cicats.uconn.edu/wp-
content/uploads/sites/840/2014/04/CS_Final_Report.pdf
c. Physician survey - http://cicats.uconn.edu/wp-
content/uploads/sites/840/2014/04/PS_Final_Report.pdf
d. Pharmacy survey - http://cicats.uconn.edu/wp-
content/uploads/sites/840/2014/04/Final_PharmacyReport.pdf
e. Laboratory survey -http://cicats.uconn.edu/wp-
content/uploads/sites/840/2014/04/LabEvaluationFINALApril2014.pdf
f. Stakeholder report - http://cicats.uconn.edu/wp-
content/uploads/sites/840/2014/04/FinalStakeholderReport.pdf
State of Connecticut Integrated Eligibility Working Group Tier IV Overview — Presentation by
KPMG April 25, 2014
DSS IT Capital Investment Briefing — Sept 11, 2013.
http://view.officeapps.live.com/op/view.aspx?src=http%3A%2F%2Fwww.ct.gov%2Fopm%2Flib
%2Fopm%2Ffinance%2Fitim%2Fdss 2013 capital investment brief 2014 funding.pptx
Establishing Governance for Health and Human Services — Interoperability Initiatives. Illinois
Framework http://illinoisframework.org/
A 10-year Vision to Achieve an Interoperable HIT Infrastructure — The Office of the National
Coordinator for HIT
Analytic Capability Roadmap for Human Services Agencies — APHSA
An Example: lllinois Framework Inter-governmental Agreement
http://illinoisframework.org/illinois-framework-resource-library/
Presentation from CSG — State of Connecticut — Facilitation for HIT Governance 10/15/2014




STATE OF CONNECTICUT (860 124505

DEPARTMENT OF SOCIAL SERVICES : Ffffé'f{”ff?
OFFICE OF THE COMMISSIONER (860) 424-3057
™DD/TYY
Roderick L. Bremby 1-800-842-4524
Commissioner E Email
Commis.dss@ct.gov

To: Jewel Mullen,r Commissioner, DPH

James Dzurenda, Commissioner, DOC

Patricia Rehmer, Commissioner, DMHAS

Joette Katz, Commissioner, DCF

Terrence Macy, Commissioner, DDS

Benjamin Barnes, Secretary, OPM

Kevin Counihan, Chief Executive Officer, Access Health
Mark Raymond, Chief Information Officer, BEST

John Vittner, Information Technology Manager

From: Roderick Bremby, Commissiorna!;&}?,6 )
Gamf-')

Date: August 7, 2014

Subject: Health Information Technology Strategic and Operational Plan Meetings

| am writing this letter to ask you to join me in a discussion over the coming months about a process
to update the Health Information Technology Strategic and Operational Plan. As you may know, the
existing plan was created by HITE-CT, an agency that was sunset on June 30, 2014. The Governor
has asked us to lead this effort together and adopt best practices and standards in HIT to improve -
health care delivery and quality of care (Bill 5597 attached).

At this time | am asking you to commit to six monthly meetings to focus on the following:

e Refresh the HIT vision statement for our state

e |dentify common HIT goals

o Affirm and support an identified HIT “enterprise” built on an interoperable framework

e Create a cross-agency governance structure that builds upon and integrates various health
and human service (HHS) initiatives that have been undertaken over the last 4-years (i.e.,
the health insurance exchange marketplace, an integrated eligibility and enrollment
system, adoption of direct messaging to improve care coordination across communities
and providers, purchase of an health provider directory and an enterprise master patient
index).

Tentatively, | am looking to initiate this process on the 3" Wednesday of the month from 3:00pm to
5.00pm, starting with September 17, 2014. Future meetings will be held on 10/15, 11/19, 12/17,
1/21/15, 2/18/15. | want to thank you for your willingness to move an HIT agenda forward with a
collaborative spirit. My staff will be reaching out to you again shortly, to discuss and explore
additional ways we can work together to update a statewide HIT/HIE strategic plan. Please do not
hesitate to reach out to me or Minakshi Tikoo, HHS HIT Coordinator (tikoo@uchc.edu), should you
have any questions or suggestions as we embark on developing the HIT Roadmap for the state of
Connecticut.

cc:  Minakshi Tikoo, PhD, HHS HIT Coordinator
Attachment: Budget Bill 55697, February 2014

55 FARMINGTON AVENUE e HARTFORD, CONNECTICUT 06105
An Equal Opportunity / Affirmative Action Employer
Printed on Recyeled or Recovered Paper
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From:

Date:

Connecticut Stakeholders in Health Information Technology

Roderick L. Bremby, Commissioner
Connecticut Department of Social Services

October 8, 2014

Subject: Health Information Technology Initiatives

And Implementation of Public Act 14-217

kksk

[ am writing to share an important update about the many Health Information Technology (HIT)
initiatives underway in Connecticut, and others we are exploring as potential solutions. Our
primary goal in the HIT arena is to adopt and advance the use of national standards that support
secure data exchanges and enhance interoperability.

Below is a list of initiatives with a brief project status.

1.

2.

Planning: We have initiated a process to update the Health Information Technology
Strategic and Operational Plan over the coming year. The initial plan was created by HITE-
CT, an agency that was sunset on June 30, 2014. Public Act 14-217 designates the
Department of Social Services to lead this effort in partnership with other agencies by
adopting best practices and standards in HIT to improve health care delivery and quality of
care. We are planning to meet over the next six months with a focus on the following:

Create a HIT vision statement for our state;

Identify common HIT goals;

Identify and support an enterprise built on an interoperability framework; and
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.

fao o

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 (‘lmpaCT’) to
replace our antiquated legacy system and to serve as a platform for eventual linkage of
human service agencies across the state government enterprise.



3. 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/).

4. Medicaid Electronic Health Records Incentive Program - As of August 2014, DSS has
distributed over $76 million in payments to over 2,200 Eligible Professionals (EPs) and 28
eligible hospitals.

a. 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 September 19, 2014, we have reached out to 1,548 providers
and, of these, 30 set up Direct mailboxes; 365 already have a Direct account;
another 213 are waiting for their certified electronic health records (CEHRs) to
implement Direct; and 59 declined to sign up for Direct messaging service. So far
164 messages have been received or sent on our HISP. Currently, DSS is considering
the use of Direct for other projects to enhance care coordination. Use of Direct
messaging will help EPs exchange transfer of care summaries with long-term care
facilities that may not have access to CEHRs.

b. HISP to HISP Directory Exchange - We want the DSS-HISP to have directory access
or exchange with other HISPs that are being used in Connecticut. To this end, we
have successfully exchanged Direct addresses with the Yale-New Haven Hospital
System that uses a Surescripts HISP, Hartford Healthcare HISP, and Charlotte
Hungerford HISP. We would welcome discussions with other HISPs to get these
exchanges as seamless as possible, so that practicing professionals are easily able to
send Direct messages to the intended recipient irrespective of the Direct HISP they
use.

c. 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 I and IIl. 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 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.

5. 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 eLTSS content and transport standard. This grant began on
May 1, 2014, and the first year is the planning year. We are in the process of organizing 10
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planning meetings across the state. You may have already been contacted to participate in
this discussion, as we ask the long-term care community to share their thinking.
(www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Delivery-
Systems/Grant-Programs/TEFT-Program-.html

We are planning town hall meetings in the coming year, details to be communicated shortly, to
discuss and explore additional ways we can further collaborate to extend the statewide HIT/Health
Information Exchange (HIE) agenda. Please do not hesitate to reach out to me, or Minakshi Tikoo,
Health and Human Services HIT Coordinator (tikoo@uchc.edu), if you need additional details on
any of the initiatives listed above, or if you have any questions or suggestions as we embark on
developing the HIT Roadmap for the State of Connecticut.

Thank you, and best regards.

Roderick L. Bremby

Commissioner

Connecticut Department of Social Services
55 Farmington Avenue

Hartford, Connecticut 06105-3730

Roderick.bremby@ct.gov
860-424-5053

Attachment: Budget Bill 5597, passed and included in Public Act 14-217

cc: Minakshi Tikoo, PhD, HHS HIT Coordinator

| / /. Gonnecticut Department
/- of Secial Services

— Making a Difference
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General Assembly Bill No. 5597
AR T O

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
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
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
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 4-601 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.

(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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THE HEALTH TECHNOLOGY WORK GROUP

White Paper
Integrating Connecticut’s Health Information Technology

CONTENTS

I. EXECUTIVE SUMMARY
[I. CONTEXT AND PURPOSE
Ill. CURRENT STATUS OF THE STATE HEALTH & HUMAN SERVICES IT
lll. HTWG RECOMMENDATIONS
1. Office of State HIT Coordinator
2. A State HIT-Business Forum
IV. TRANSITION

I.  EXECUTIVE SUMMARY

The goals of integrated Health Information Technology are to improve health outcomes; lower operating
costs and provide citizens with far greater convenience and flexibility to receive care with appropriate
assurances of privacy. Greatly enhanced federal funding is now available for a limited timeline to help
states transform decades of investment in standalone systems into a more comprehensive and interconnected
technology infrastructure. We propose optimizing the state’s human services and HIT investments should be
considered an urgent strategic priority.

Multiple efforts are currently underway to modernize the health and human services (CT-HHS) agencies’
information systems. There is no reliable coordination across these efforts focused on creating an
interoperable and efficient set of technologies. Given the strategic importance of information technology and
the magnitude of the investments, the Health Technology Work Group (HTWG) believes that the current state
governance and management structures must be aligned to permit clear strategic accountability.

The HTWG recommends the creation of the CT Office of Health Information Technology Coordinator and a
supporting organization responsible for the integration of all the agencies HIT investments. Acting under the
authority of the Governor, the position should report directly to the Office of the Governor or the Lieutenant
Governor. An Executive Steering Committee and a private sector Stakeholder Council should guide this role.
The Steering Committee would be made up of Commissioners of the Health and Human Services Cabinet (DCF,
DDS, DMHAS, DPH, DSS, DOC), the State’s CIO, Director of IT Policy, Health Information Exchange CEO, and
the Health Insurance Exchange CEO, chaired by the State HIT Coordinator. The Stakeholder Council should
include representatives from hospitals, ancillary support services, researchers, and other health providers.

The mission of the Office would be to establish a statewide framework for enabling technologies and
processes that support improved program administration for the State’s Health and Human Services (HHS)
Enterprise and for stakeholders dedicated to improving health outcomes and administrative procedures for
individuals receiving services through state health and human service agencies. The primary goal of the office
would be to define and measure statewide progress against an integrated Heath Information Technology
framework. Individual project investments should be measured against reuse of the framework or
contribution to statewide new capability and sustainability. The Framework is not intended to create a
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THE HEALTH TECHNOLOGY WORK GROUP

restrictive bureaucratic structure presenting barriers to implementation; rather we intend to create an
environment of innovation, flexibility, alignment, and accountability for this critical work.

The HTWG also recommends the creation of a convening HIT-Business Forum that, on a regular basis will bring
public and private sector HIT-Business stakeholders together to share ideas, exchange knowledge about
emerging technologies to support the health reform goals and objectives and share best practices.

The HTWG will support a timely transition from its current role and modus operandi to a designated State
Office of HIT Coordination. Given the urgency and the importance of the re-organization the transition should
begin immediately and be completed by December of 2012.



THE HEALTH TECHNOLOGY WORK GROUP

Il. CONTEXT AND PURPOSE

This White Paper presents a rationale for and a recommendation to the Health Care Cabinet in support of a
rational State Health Information Technology investment strategy. The paper reflects the deliberations of the
Health Technology Work Group (HTWG) over the last ten months.

The Affordable Care Act (ACA) of 2010 and the State’s Health Reform goals offer an unprecedented
opportunity to refresh and reconstruct the infrastructure of Connecticut’s health information technology
(HIT). The window of opportunity to capitalize on the current unusually favorable terms is, however relatively
brief. Because similar conditions are unlikely to present themselves in the foreseeable future, optimizing the
state’s human services HIT investments should be considered an urgent strategic priority.

Access to federal dollars would make it possible to make major capital investments and further position CT as
a national leader in health technology- a strategy that aligns well with other major investments supported by
this administration and the state legislature. Health reform allows the state to simultaneously revamp and
render interoperable core components of the state human services information technology; to launch a Health
Insurance Exchange (HIX) platform and to deploy a state-wide Health Information Exchange (HIE). This multi-
pronged approach is in keeping with a vision of a vastly more efficient, effective, integrated, patient centered
and equitable system.

Health reform is also driving substantial health information technology investments in the private sector.
Physician practices, clinics, hospitals, pharmacies, laboratories and other key delivery system stakeholders are
acquiring electronic health records and are developing the capability to exchange health information in a
meaningful way. The combined impact of focused and strategic public and private investments in HIT help
deliver improved health outcomes and lower operating costs as well as availing citizens of far greater
convenience and flexibility to receive care anywhere in the state (and beyond) with assurances of privacy and
access to relevant previous medical history.

lll. CURRENT STATUS OF THE STATE HEALTH & HUMAN SERVICES IT

Health Information Technology in CT

Multiple efforts are currently underway to modernize the health and human services (CT-HHS) agencies’
information systems. Some of these efforts, CONN-ADE, HITE-CT, Developing the CT HIT Workforce initiative,
the Regional Extension Center (REC) and CHIN precede ACA while the Health Insurance Exchange (HIX), and
the DSS Modernization Project (ConneCT), are more recent and have been driven by the national health
reform agenda. These initiatives are critically important. Efforts by those organizations and many more are
laudable but they are only loosely interconnected. Their separate funding sources and the specific tactical
goals they seek to achieve drive their separate actions.

Coordination of the State’s HIT Investments

Linking and coordinating all current state HIT efforts has been a priority voiced repeatedly by the Health Care
Cabinet, the Office of Health Reform and Innovation, and multiple agency Commissioners. However, an
assessment of the State’s HIT coordination efforts by the Health Technology Work Group reveals the absence
of convening structure or a single, highly visible and well-resourced state-wide health information technology
coordinator charged with integrating multiple disparate operations into a cohesive plan. Given the strategic
importance of information technology and the magnitude of the investment, the HTWG believes that the
current governance and management structures do not permit clear strategic accountability. We believe that
strong leadership endorsed at the highest level of the administration and a supporting organization is needed
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to optimize resources, avoid duplication, needless delays or placement of disproportionate emphasis on some
system components relative to others to the detriment of the whole.

IV. HTWG RECOMMENDATIONS
1. Office of State HIT Coordinator

The Health Technology Work Group (HTWG) considered options for optimizing current and future HIT
investments. After extensive internal deliberations, consultation with expert organizations within and
outside the state we present a strong recommendation for the creation of a CT Office of Health
Information Technology Coordinator. Such a position should function outside any one state agency; should
report directly to the Governor or the Lieutenant Governor. The State HIT Coordinator will bring together
“official” committees and working groups under one organization.

The State HIT Coordinator should build on the excellent work by the National Association of State Chief
Information Officers (NASCIO) on the Technology Framework for Transforming Medicaid (MITA)'. The
Framework can be adapted to more broadly (beyond Medicaid) guide the transformation of all the State’s
health and human services agencies in the context of health reform.

In keeping with the MITA Framework the mission of the State HIT Coordinator can be stated as follows,

“To establish a statewide framework for enabling technologies and processes that support improved
program administration for the State’s Health and Human Services (HHS) Enterprise and for all
stakeholders dedicated to improving health outcomes and administrative procedures for individuals
receiving services through state health and human service agencies.”

Goals

o Develop seamless and integrated systems that communicate effectively to achieve common HHS
goals through interoperability and common standards

e Promote an environment that supports flexibility, adaptability and rapid response to changes in
programs and technology

e Promote an enterprise view that supports enabling technologies that align with common HHS
business process and technologies.

e Provide data that is timely, accurate, usable, and easily accessible in order to support analysis
and decision making for health care management and program administration

e Provide performance measurements for accountability and planning

e Coordinate business strategies across the HHS Enterprise and provide IT support to enable their
implementation.

Objectives
e Adopt industry standards for data exchange
e Promote reusable components through standard interfaces and modularity
e Promote efficient and effective data sharing to meet stakeholders needs
e Provide a beneficiary-centric focus
e Promote interoperability, integration and an open architecture
e Promote secure data exchange

' CMS’s MITA 3.0 Framework
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e Promote good practices (e.g.: The Capability Mature Model and data warehouse)

The CT Health and Human Services Enterprise Architecture Framework

The following are three architecture segments that when combined create the State HIT
Coordinator Framework (Fig. 1).

Figure 1

Business Architecture (BA)

Business architecture hosts a set of complexities that exist within the state government
and are difficult to describe because of the numerous relationships and stakeholders
involved. Major parts of Health and Human Services IT Business Architecture (HHSIB) and
the CT HIT Coordinator Framework are business related and it is essential that these
foundational components of the architecture framework have a clearly defined strategic
intent.

Business architecture must start with an environmental context and provide the framework for
improvements in the Health and Human Services enterprise operations. Improved outcomes for
all stakeholders will come as a result of factoring in economic, legal, political, and citizen
expectations.

Information Architecture (IA)

One of the key assets to the HHS enterprise is information. In order for HIT stakeholders to quickly and
accurately transfer information, the data must first be organized into usable formats. Information
architecture seeks to address the informational needs of the enterprise and align with the business
processes of the information systems associated with these programs. Because the BA and IA together map
enterprise data and business processes, this provides the basis for sharing information throughout the
enterprise as well as organizational boundaries.

Technical Architecture (TA)

The technical architecture for the HHS enterprise will need to be flexible, reliable, scalable, and secure
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system. By having increased flexibility it will allow technical architecture to conform to future
requirements, like the increased eligibility and enrollment that will occur because of mandates set forth in
the Affordable Care Act. Finding the right balance between technical agility and efficiency has always been
challenging for states, but balancing these tools for success amongst stakeholders is imperative for success.
The technical architecture framework is designed to assist state HIT Coordinator with a strategy and a
roadmap for leveraging the latest advancements in technology from an enterprise perspective. States
should consider the benefits of standards-based approach to building a HHS enterprise that facilitates the
reuse of solutions and integrates Commercial Off-the-Shelf (COTS) products to reduce development and IT

costs.

State HIT Coordinator Governance Structure

A governance structure supporting the State HIT Coordinator should include an Executive Steering
Committee made up of Commissioners of the Health and Human Services Cabinet (DCF, DDS, DMHAS,
DPH, DSS, DOC), the State’s ClO, Director of IT Policy, Health Information Exchange CEO, and the
Health Insurance Exchange CEO, chaired by the State HIT Coordinator (Fig. 2) This Executive
Committee would have the responsibility of developing an enterprise HIT strategic plan that defines
the scope of enterprise HIT Integration effort, oversee its implementation timeline and milestones,
resolve funding issues and promote effective communication and collaboration among all

stakeholders.
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The State HIT Coordinator and the Executive Steering Committee should, in short order, ratify the
Mission statement and develop a comprehensive work plan. Coordination efforts should include policy
development and implementation. To maximize the benefits of federal matching dollars we envision a
phased but aggressive HIT modernization plan for 2013-2018 responsive to short-term imperatives but
keenly attentive to a long-term vision for an integrated, interoperable and equitable system. Short term
enterprise priorities include the launching of the state’s Health Insurance Exchange (HIX) by 2014, the
deployment of a robust Health Information Exchange platform, upgrading the Medicaid eligibility system
with a single health and human service eligibility entry point, development of a Master Patient Index, a
Unique Provider Identifier, development and testing of inter-agency data sharing protocols, integration
of programmatic rules and strengthening of privacy and security. Long-term priorities should include
furthering system interoperability, elimination of disparities in access to information technology,
lowering operational and maintenance costs, transition to a performance-based reimbursement system
and overall enhancement of consumer service. Additional services should include shared analytics,
business intelligence capabilities, case management, and population based public health information
supported by shared service architecture. An interagency multi-sector work group, CONN-ADE as well as
the Connecticut Data Collaborative should be contributing members of this integrative platform.

2. A State HIT-Business Forum

Developing a coherent State HIT-business strategy in which private and public sector investments are
leveraged maximally to improve health outcomes for all CT residents, improve administrative efficiencies
and lower health care costs requires an ongoing dialogue among business and HIT stakeholders. Alongside
the creation of the CT Office of HIT Coordination the HTWG recommends the creation of a convening
forum (HIT-Business Forum) that, on a regular basis will bring public and private sector HIT-Business
stakeholders together to share ideas, exchange knowledge about emerging technologies to support the
health reform goals and objectives and share best practices. The formulation of a Business, Technology
and Information Architectures requires the ongoing Forum. A Stakeholder Council representing hospitals,
ancillary support services (i.e.: community action agencies) researchers, and other health providers
should be considered to provide a core participation group in the HIT Forum

Examples of how an HIT-Business Forum can promote efficiencies across the State health care system
include leveraging Service Oriented Architecture and Cloud Computing systems. Other topics that merit
dialogue and consensus building include seeking consensus on an information exchange consent policy
and discussion about sustainability models for the HIE and Meaningful Use of electronic health records by
Patient Centered Medical Home.

V. TRANSITION

The HTWG is willing to support a timely transition from its current role and modus operandi to a designated
State Office of HIT Coordination. Given the urgency and the importance of the re-organization the transition
should begin immediately and be completed by December of 2012.
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The Connecticut Institute for the 21st Century (the
Institute) was formed in 1997 when public and private
leaders in Connecticut came together to exchange
ideas about economic growth in the state’s regions.
The group focused on opportunities for sustained
economic growth and reducing barriers to that growth.
The Institute, which is comprised of a statewide
steering committee, is incorporated and has not-for-
profit tax exempt status.

The Institute provides continuing opportunities for its
members and other organizations to discuss and study
important issues regarding the state of Connecticut’s
future.

* |In 1999, the Institute released a significant study
by the firm of Michael Gallis & Associates, Inc. titled
Connecticut: Strategic Economic Framework. The
study defines the real-life economic markets and
movement of people, goods, and ideas in the regjon,
the nation and the world.

¢ |n 2003, the Institute turned to the issue of the
link between Connecticut’s future growth and
responsible land use in order to draw connections
between economic development, state and local
planning, the trend toward sprawl, and preserving
our quality of life.

¢ In 2007, the Institute issued its report, Economic
Vitality & Competitive Cities, which identified key
features of successful cities and strategies for
making all Connecticut communities attractive and
productive.

Framework for Connecticut’s
Fiscal Future

In 2010 the Institute began tracking the fiscal and
economic crisis facing the state. With the publication
of this report: The Strategic Use of Technology by the
State of Connecticut, the series, entitled Framework
for Connecticut’s Fiscal Future, now includes six
reports. The previously published reports are:
Assessment of Connecticut’s Long Term Care System;
Assessment of Connecticut’s Correction, Parole

and Probation Systems; Pensions and Other Post-
Employment Benefits; Improving the Delivery of Public
Services; and A Survival Plan for our Splintered Human
Services Delivery System. A summary of the results

of the first five reports was also published in 2013. All
reports are available at CT-21.org.

The Institute gratefully acknowledges the financial
support of Blum Shapiro, First Niagara, and Yale
New Haven Health System that has made this report
possible.




Why is the strategic use of information technology (IT) critical for the future of the state of
Connecticut?

As Connecticut and other states look for ways to provide cheaper, faster, better and more efficient
services to its residents and businesses, IT is the critically important way to move ahead in
an era of limited financial resources. The state’s current efforts are a patchwork of works-in-
progress at best; we are not keeping up with technology innovation or consumer expectations.
This report demonstrates that the “status quo” is not enough and that the cost of not investing
in a statewide strategic roadmap, good IT governance, and enabling architectures could be far
more costly for the future of the state and its citizens.

Connecticut has been at times innovative, creative, and resilient in adopting sustainable and
strategic technology. As relatively early adopters of technology, and given the rapid pace of
technology advancement paired with fiscal constraints, Connecticut’s legacy issues now need
“next generation” solutions.

The purpose of this report is to provide policymakers, legislators, officials, and citizens with
a framework to implement critical technology that will enhance the state’s overall economic
competitiveness through informed decision-making, increased transparency and managed
investment. Previous Institute studies of services also demonstrated that leveraging technology-
enabled infrastructure, information, and access are essential to improve outcomes and the
effectiveness of state government overall and to meet policy goals in long-term care, corrections,
and human services delivery.

How Do We Stack Up?

Connecticut is in the Lower Middle of the Pack

The Digital States Survey, the longest-running examination of technology use in state government,
ranks Connecticut in the lowest third among states in IT leadership, service delivery, citizen
engagement, innovation and collaboration. Connecticut is on par with 11 other states; 35 states
ranked better than Connecticut; and only four states ranked lower. Connecticut’s technology

grade isa “C.”
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Current Situation

The state’s IT infrastructure consists of a wide array of systems, many of which are aging and
no longer meet modern-day business needs. These vast decentralized systems are complex
and fragmented and are very challenging to manage securely. These systems often cannot
work and communicate effectively with each other. Historically, funding for IT projects and
initiatives has been approached at the program or agency level, inhibiting the ability to promote
collaboration between common business functions, which often span several agencies and/or
programs.
5 Largest Application Uses

Business Category #
Environmental 338
Education 103
Licensing, Permitting & Registration 53
Case Management 52
Customer Service 50

Aging and Customized Systems and Applications

0f 904 applications reported in use by 34 state agencies in 2012, 66% were more than 10 years
old and 73% were more than 7 years old. 42% of these applications were custom-developed. In
the IT world, this is an aging portfolio.

Aging and customized applications are more difficult and costly to maintain. Upgrades are
more costly, if not impossible. The risk of losing key institutional knowledge embedded in the
users and developers is high.

Aging Portfolio

>7 Years Old 663 73%
>10 Years Old 593 66%

Customization

Statewide Application Inventory - March, 2012
Applications by Type
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Connecticut’s Strategic IT Plan

Connecticut General Statutes (CGS § 4d-7) instruct the Commissioner of the Department of
Administrative Services (DAS) to develop, maintain and publish annually an Information and
Telecommunications Systems Strategic Plan. The Commissioner of the DAS has delegated this
responsibility to the State’s Chief Information Officer (CIO). This plan is designed to:

* Provide a level of voice and data communications service among all state agencies that will
ensure the effective and efficient completion of their respective functions;

* Provide all necessary telecommunication services between state agencies and the public;

* Provide, in the event of an emergency, immediate voice and data communications and critical
application recovery capabilities which are necessary to support state agency functions;

* Provide necessary access to higher technology for state agencies.

The Institute’s observation is that Connecticut’s Information Technology Strategic Plan is
not grounded in any holistic statewide information technology strategy. An opening section
is dedicated to explaining certain enterprise-level initiatives that are meant to apply to
all departments, but the majority of the plan is focused on agency reports which describe
the mission, technology strategy, achievements and spending of each individual state
department.

Enterprise Efforts

* Investment: Since 2012, the $125 million Strategic Investment Fund has approved more
than $74.2 million in spending.

Enterprise Investments by Department ($s)

Funding

Department of Social Services
Department of Energy and Environmental Protection
Department of Administrative Services
Department of Correction

State Dept. of Education

Office of State Comptroller

Governor's Office

Board of Regents for Higher Education
Department of Public Health

Division of Public Defenders
Department of Motor Vehicles

Office of Policy and Management
Department of Veterans Affairs
Department of Rehabilitation Services

5,000,000 10,000,000 15,000,000




LEAN Process Improvement: The state is using a coordinated process to eliminate waste
and improve the efficiency of its business processes, and is prioritizing investment
where LEAN processes have been put in place to reduce waste and improve efficiency.
The Department of Energy and Environmental Protection (DEEP) is a model where LEAN
investments were the basis for a transitional roadmap, enterprise level planning, and
effective governance.

DEEP

State IT Investment
Committee
OPM/DAS

Governors 7
Criteria

Program & Project
DEEP Executive Steering Committee (QGHAMIRE

and Approval

DEEP Information Technology Advisory e .
riorities, Criteria,
Committee Budget, Staffing,
Business Process
ITAC Change

" Connecticut Department of Energy and Environmental Protection

In 2012, CT Dept. of Energy and Environmental Protection engaged
IBM Global Technology Services to perform an analysis and create an
Information Technology Transition Road Map for the Department.

Unified Communications: A data-enabled voice network, with an estimated real savings
of $11 million annually that will incorporate video conferencing, messaging and other
interactive services.

Data Management: Creation of a centralized data center in two vacant buildings in Groton.

e-Government: The legislature has approved a “self-funded” model for the development

of web portals, using access fees to fund and enhance e-government service delivery.
Development will be carried out in partnership with NIC Inc., a national provider of
government portals, online services, and secure payment solutions. The planned ct.gov
portal will go live in fall 2014 and will focus on improving transparency and ease of doing
business. Also coming online this fall will be other one-off web efforts including Department
of Economic and Community Development (DECD) online resources to support economic
development, universal electronic paystubs, DEEP’s online permitting and underground
storage tank application, and Department of Motor Vehicles (DMV) online appointment
scheduling.

Broadband Networking: Completion of an 8,800 mile fiber optic network that brings high-
speed networks to public safety and educational institutions. Expansion over the next 24
months to include municipalities and regional councils of government.

Healthcare: AccessHealthCT’s technology-enabled human services delivery. Networking,
telephone, security, platform development and database services were rolled out on time
and on budget.

ConneCT: Launched by the Department of Social Services (DSS) to streamline access to
benefit status and reduce application backlogs by creating electronic case files.




IT Governance

While there is no “one size fits all” model for governance, Connecticut currently has a hybrid
centralized/decentralized governance model. In this model, the state remains responsible
for cross-agency systems delivery and policy, planning and oversight. Individual agencies,

in coordination with the enterprise-wide leadership, follow specific mechanisms to ensure
projects and investment match overall strategy. Connecticut’s CIO position is split between
two state agencies, with policy reporting to the Office of Policy and Management (OPM) and
administrative responsibilities at the Department of Administrative Services (DAS).

IT Workforce

There is no source of data for the state IT workforce’s salary, skill set, headcount, and tenure.
Anecdotal evidence points to an aging workforce that does not possess current technology
skills. The process to hire new employees is time-consuming and lengthy. Perhaps as a
consequence, the state operates with a heavy dependence on consultants both to obtain
needed skill sets and to acquire resources in a timely fashion. The workforce’s union contract
specifies 35-hour flexible workweeks and has detailed requirements for position and salary

approvals.
FTE Support
FTEs
Agency Staff 372.85
Consultants 142.95
IT Recommendations

Elevate the CIO position to report to the governor, providing responsibility and clear authority to
lead all of the state’s technology strategy across all agencies. Agency IT leaders and current staff
should remain with the agencies but have dotted-line reporting to the state CIO.

The position should retain all of its current responsibilities within DAS and should also include: IT
strategic plan creation; IT workforce strategy creation; IT project portfolio management; process,
metrics, and performance tracking; investment, budget, and spending against strategy; enterprise
architecture; and enterprise data management.

Consider forming a legislative committee, augmented with private sector expertise, to focus on
information and related technologies.

This will help the state leverage industry expertise while being responsive to constituent needs in
an ever-changing technology environment, and provide consistency across changes in government
and leadership.




Develop an ambitious 5-year strategic plan for the state of Connecticut.

The plan must be accompanied by appropriate governance and resources and include operating
principles, provide a baseline assessment of where we are today, define where we will be in
five years, identify gaps, detail the plan to address the gaps, and establish an ongoing planning
process.

Utah Dept. of Technology Services
Strategic Framework

/ DTS Planning Model \

DTS Strategic
Plan

Organizational Organizational
IT Plan IT Plan A
Business Agency
Enterprise Business Plans
Group Organizational Organizational
IT Plan IT Plan

DTS
Enterprised
Plan

\_ — /
The Utah DTS Planning Model demonstrates
the relationship and coordination between
the Agency Business Plans, DTS Strategic
Plan, Organizational IT Plans, and the DTS
Enterprised Plan.

Implement an IT workforce management planning process and create a plan to address gaps.

This includes a skKills inventory, skills assessment, retirement planning, skill needs, a staffing
plan, and training needs.

Given the existing mismatch between hiring processes and needs, consider all forms of skills and
partnerships to meet critical skills.

Best practices include leadership and mentor programs and virtual universities that offer
refreshed and new skill sets to staff. Also, the state might consider a cooperative, flexible training
system including the State University System to provide a potential hiring pool, and contracted
short-term interim support for legacy or transitional systems.




Continue to centralize key enterprise systems and enabling processes.

Continue to make investments in centralized key enterprise systems and the processes that
enable these systems, including telecom, networking, e-government, and data centers. Continue
to adopt LEAN processes.

Create “Centers of Excellence” to be used by all departments to standardize and centralize
project management, business analysis, systems analysis, systems architecture, data
management, and procurement.

Implement innovative funding models for IT.

The state must follow the lead of the best-in-class and depart from fully relying on funding from
legislated general fund appropriations.

Adopt a policy whereby IT initiatives funded from the IT Investment Fund are evaluated against
alternative funding sources, and/or the opportunity for partnership/collaboration with public and
private entities including other municipalities, states, academia and business.

Develop and implement a performance management system to measure the state’s investments in
IT as part of achieving the strategic agenda of the state.

Evaluate business effectiveness, efficiency of service delivery, cost containment, customer
satisfaction, access/transparency/self-service, and agility, flexibility and ability to meet statutory/
business/economic needs.

Implement a formal, transparent, and accountable portfolio management system.
Require that any request for funding include:
* An agency IT plan that supports the investment

* Process definition, such as LEAN, that defines the future processes that are to be enabled
by the investment

* Project management plan with timeline, costs, and accountability
* Analysis of alternative funding options

Engage local government.

Much of public sector spending in Connecticut happens in local towns and schools. To ensure
that investments are leveraged across Connecticut’s unique form of local government and other
local providers, the state needs to continue to build on efforts to provide public partners secure,
fast, reliable networks, hosting, and other technology-related services at the right economies
of scale.

Leverage the Connecticut Education Network (CEN), which will connect all municipalities in the
next several years, and work to leverage cost saving local applications on this network.

Identify and assess demand for new services that provide significant efficiencies and savings.
This may include VOIP, disaster recovery, video steaming and other services that are being piloted
under grants provided for in the 2014 Legislative Session.

Engage municipalities in the strategic plan process with the state on common issues and work to
assure that enterprise initiatives have local-facing projects.

Incentivize shared services through the network, including collaborative purchase of IT hardware
and systems.




Next Steps

The state cannot delay in taking action. Connecticut must adopt holistic, collaborative and
integrated approaches to IT in order to meet the growing demands for services, while constraining
cost. Adaptive technology will enable the state and its partners to meet current challenges, to
better engage with the public and to deliver services in accordance with state policy goals.

Connecticut does not have to recreate the proverbial technology wheel - there are many examples
of states and organizations with best practices and proven methods leading the way in these
areas. Connecticut is well-positioned to capitalize on its existing investments and significant
progress implementing enterprise-wide solutions while integrating other innovations. This report
identifies the critical next steps in a bold plan to use technology to provide more effective and
efficient government service to the citizens of the state.
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The Connecticut Institute for the 21st Century provides
continuing opportunities for its members and other
organizations to understand and discuss economic
activity in the state and obstacles to its success. For more
information, visit www.CT21.org.
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2013 Update to Strategic and Operational Plan for Statewide HIE in CT

I. Introduction and Background

Purpose of Document

Collaboration between ONC, the Connecticut Department of Public Health, HITE-CT, and other partners
in 2010 resulted in the initial State HIE Cooperative Agreement. The Strategic and Operational Plan
(S&O0P) was approved in 2010 and updated in 2012. This document is intended to inform ONC of
Connecticut’s plan to sustain Health Information Exchange (HIE) activities going forward—to leverage
investments and related statewide initiatives by all partners and to address remaining gaps.

Changes in Health Information Exchange Market

The evolving HIE market at local, state, and national levels, requires us to rethink and make appropriate
changes to our S&OP. Initially, many states focused heavily on the acquisition and deployment of a
technology model, which has now been replaced by a model focused on initiating and sustaining a point-
to-point exchange using Direct Messaging as a first step. Similar changes have played out at the local
and state level.

The Health Information Technology Exchange of Connecticut (HITE-CT) is the state-designated authority
to enable exchange in Connecticut. HITE-CT was established by legislative mandate effective January 1,
2011 to develop, implement, and monitor state-level Health Information Exchange 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). HITE-CT’s S&OP initially
proposed a Utility Model approach for HIE activities in Connecticut. Our HIE market has been slow to
develop and has taken a different direction than was originally predicted. There has been a slow
emergence of local HIEs. Currently, at least four hospital HIE initiatives are underway. They differ in their
level of maturity varying from being in a planning stage to being partially operational, but none are
exchanging information across systems. These exchanges are focused on addressing needs of either a
local community or the specific organization. We have also talked to a number of hospital CIOs who are
contemplating developing local exchanges.

With local HIEs under development, our Utility Model no longer meets the identified needs. As the focus
has changed, HITE-CT will terminate its current vendor contract and deliver an approach to achieve
widespread adoption of Direct messaging. We believe that HITE-CT’s efforts are better directed to:

e Incentivize providers’ participation in the HIE

e Establish a market for Direct services

o Develop pilot projects to support public health initiatives and care coordination activities with a
focus on state agencies

e Provide a statewide provider directory

e Develop a plan for how additional services such as a query-based exchange will be delivered by
assessing market readiness in CT.



Il. Current HIE landscape in CT

EHR Adoption Rates

Labs Enabled

The State of CT has 28 hospital labs and 7 commercial labs. Currently, lab results are reported through a
variety of methods, such as paper, CD, etc. By utilizing the Laboratory Interoperability Cooperative (LIC)
grant, DPH has been able to establish a connection through Surescripts for facilitating electronic
reporting. As of 2/20/2013, DPH can accept HL7 messages from Surescripts. Hospitals still interested in
achieving Electronic Laboratory Reporting (ELR) can participate in LIC Services and facilitate real-time
electronic data exchange of reportable lab results with public health agencies. It is anticipated that as
more and more hospitals and laboratories sign up with Surescripts, the number of entities reporting
electronic results will increase. Currently, no hospital has contracted with LIC.

Connecticut’s Process on EHR Incentives

Achievements of Regional Extension Center
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DSS payments to Eligible Hospitals and Eligible Providers

900

800 -

700 -

600 -

500 -

400 -

300 -

200 -
100 -

_——_‘

EPs Paid EHs Paid EP Pending EH Pending
M AlU-Sept 811 21 13 0

M AlU-Oct 816 21 51
m AlU-Nov 827 22 66
M AlU-Dec 827 25 67
B MU1-Sept
® MU1-Oct

" MU1-Nov
M MU1-Dec

0

N|IN|O| O

2
2
2
2

Rlpd|IN O |Dd O

10

Medicare and Medicaid Payments*
e Asof December 2012, Medicare has paid out 1440 EPs and one hospital totaling $75,860,840 in
payments.
e Asof December 2012, Medicaid has paid out 927 EPs and 25 hospitals totaling $40,458,432 in
payments.

! Source: Interagency meetings and website: http://www.cms.gov/Regulations-and-

Guidance/Legislation/EHRIncentivePrograms/Downloads/Dec PaymentsbyStatesbyProgram.pdf
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http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/Dec_PaymentsbyStatesbyProgram.pdf

Health Information Exchange Environmental Scan
This updated environmental scan is based on the family of surveys conducted to gather baseline data to

evaluate the change in exchange activities as a result of establishing HITE-CT.?

Physician Survey
(n=900)

51% of the physicians practice in a single-specialty group practice.

46% of the physicians practice at one site.

54% have a lot of experience using computers.

75% of the physicians have good internet access via T-1, broadband cable, or broadband
digital lines, though 18% stated that their organization needed additional high speed
internet access.

62% practice in an office-based outpatient setting and 21% practice in a hospital setting.
48% practice in an urban setting.

82% of physicians stated that their CIS captured patient demographics.

59% of physicians stated that their CIS was capable of e-prescribing. Of those that had
access to an e-prescribing system, 79% were sending prescriptions electronically.

46% of physicians stated that their CIS was capable of ordering labs.

70% of physicians stated that their CIS was capable of viewing labs.

38% of physicians stated that their CIS was capable of ordering radiology tests.

70% of physicians stated that their CIS was capable of viewing images.

48% of physicians stated that their CIS captured medication lists.

24% of physicians stated that their CIS was capable of sending them reminders for guideline
based interventions and screening. Most physicians believe that EHRs have had a positive
impact on their practice in the areas of quality of decision-making (51%); communication
with other providers (71%); filling prescriptions (65%); timely access to medical records
(89%); and avoiding medication errors

(61%). They believe that EHRs have had no impact on communication with patients (49%);
delivery of preventive care (49%); and delivery of chronic care (46%).

2 http://cicats.uconn.edu/pdf/bmi/HITECT-Report.pdf
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Pharmacy Survey

(n=60)

58.3% of the pharmacies were independent.

42% of the pharmacies estimated between 16-50% adoption of e-prescribing in the area.
57% of the pharmacies were dispensing between 101-300 prescriptions daily.

78% of the pharmacies were enabled for e-prescribing.

72% were using standards outlined in the HHS Final Rule.

33% were using the NCPDP codes for communication, while 48% did not know what
terminology was being used.

90% of the pharmacies were using electronic transactions for filling new prescriptions; 80%
for filling renewed prescriptions; and 50% for notifying the prescriber.

93% of the pharmacies receive prescriptions via fax; 90% of the pharmacies receive
prescriptions over the phone; 80% receive requests on paper; and 72% of the requests used
the e-prescription system.

57% were paying a transaction fees to receive e-prescriptions.

68% were not familiar with the Connecticut Health Information Exchange. Most pharmacies
believed that e-prescribing had a positive impact on efficiency (82%), patient safety (80%),
patient-centered care (63%), effectiveness (75%), equal access to care (53%), and timeliness
of care delivery (70%).

Laboratory Survey

(n=66)

14 of the 24 hospitals’ laboratories completed our survey.

Fourteen hospital laboratories use CPT codes, one uses LOINC®, and one mentioned other
terminology used to code and communicate data. Fourteen hospitals responded that their
laboratory systems were HL7-compatible, but none of them could identify the version of
HL7 in use.

When asked about with whom they exchanged data, these hospitals mentioned physicians
(14), independent clinical pharmacies (12), physician office laboratories (5), hospital
laboratories (4), blood bank laboratories (3), public health laboratories (3), insurance
companies (3), no one (2), patients (2), Personal Health Record (2), and electronic health
exchange (1).

Emergence of Local Exchanges

The emergence of local HIEs, primarily sponsored by the hospital community is a significant factor that

was not predominate when the original plan was developed. Currently, at least four hospital HIE

initiatives are underway. Their maturity varies from being in a planning stage to being partially

operational. These exchanges will address either a local community or the specific needs of a particular

organization. We have also talked to a number of hospital CIOs who are contemplating developing local

exchanges. These exchanges will focus on addressing either a local community or the specific needs of a

particular organization.



Local exchange efforts include the following. We are in the process of gathering more information as to
the planned capabilities and the current state of readiness:

Western Connecticut Health Network: There is an operational HIE in the Danbury area sponsored by
Danbury Hospital. This HIE addresses providers in the Danbury area. Danbury Hospital is part of the
Western Connecticut Health Network, which services western Connecticut and adjacent areas of New
York. It is comprised of Danbury Hospital, New Milford Hospital, and their affiliated organizations. It is
anticipated that additional local hospitals may join this network in the future. The HIE, originally started
by Danbury Hospital, services local providers that practice at the hospital. We are aware that they may
be seeking to change their current HIE vendor, but this has not been substantiated. This exchange has
been in various stages of operation for at least 3 years.

Hartford Healthcare: Hartford Healthcare is the second-largest integrated development network in the
state. It provides the following services:

e Acute Care Services - Hartford Hospital, The Hospital of Central Connecticut, Midstate Medical
Center, Windham Hospital)

e Behavioral Health Services - The Institute of Living, Natchaug Hospital, Rushford Mental Health
Providers

e Diagnostic Services - Clinical Laboratory Partners, Open MRI of Southington

e Home Care - VNA Healthcare

e Physical and Occupational Therapy - Hartford Healthcare Rehabilitation Network

e Physician Practices — Occupational Health Network, Hartford HealthCare Medical Group

e Senior Health — Central Connecticut Senior Health Services, Connecticut Center for Healthy
Aging

This organization encompasses a large area of the central and eastern part of the state. They have had a
limited HIE in place for approximately one year. Data in the form of clinical documents is exchanged
between Hartford Hospital and Hartford Medical Group. The exchange is integrated into each
organization’s EHR.

Yale New Haven Health System — This system is made up of Yale New Haven Hospital, Bridgeport
Hospital, Greenwich Hospital, and Northeast Medical Group. Together they provide a comprehensive
integrated delivery network in the southwest region of Connecticut. They have recently started to
deploy the Epic system throughout the network. They also are aware that Epic, alone, will not be
sufficient to connect all providers in their region.

Eastern Connecticut Health Network (ECHN) - ECHN services 19 towns in eastern Connecticut. Its
service area does overlap with Hartford Healthcare. It is made of Manchester Memorial Hospital,
Rockville General Hospital, CorpCare Occupational Health, Evergreen Endoscopy Center, Glastonbury
Wellness Center, John A. DeQuattro Cancer Center, Urgent Care of South Windsor, Walden Behavioral
Care, and Woodlake at Tolland Nursing and Rehabilitation Center. They have been pursuing HIE



capabilities for at least two years. Their vendor is MobileMD. Currently we do not know how much of
the ECHN is using MobileMD.

Other Related Activities at the State Level

SIM Grant - Earlier this year CMS awarded a grant to the State of Connecticut to develop a new model to
align the state to a new innovative delivery system, payment reforms, and a robust workforce
development program to optimize health.
e The state has convened a multi-stakeholder group that includes public and private, payers,
providers and patients to improve and make care health care more efficient.
e HITE-CT is an important partner in this effort as one of the levers of generating efficiency in the
delivery of health care.

Integrated Eligibility - In early 2012, the state convened a multi-agency working group under the
leadership of the State CIO to tackle the difficult issue of information sharing across state agency lines to
better facilitate outcomes. This group, representing DHMAS, DPH, DSS, DDS, DCF and Information
Technology has launched a systems and data sharing effort around eligibility rules and sharing of specific
case data across pre-defined lines. This exchange of information across agencies is being launched
initially between the Health Insurance Exchange and DSS, with Phase Il efforts bringing additional
agencies into the integrated effort.

Health Technology Work Group - In December 2012, the Health Technology Work Group, which is a sub-
committee of the Governor's Health Care Cabinet, issued a paper with specific recommendations
around leadership and coordination in the area of health and human services technology. The Work
Group paper called for the establishment of a highly placed resource within the government with broad
coordination efforts across public and private health technology. The primary role of this resource is to
review business and technology plans, to establish steps towards a future state that limits redundancies
and maximizes reuse of data and technology assets.

Enterprise IT Investment Fund - In July 2012, the established an Enterprise IT investment fund that
recognized the need to make technology investments in a centralized and coordinated manner to obtain
the efficiency outcomes needed by the state. This group allocates funding for initiatives that bring
efficiency in service areas and also creates capabilities that can be used across multiple agencies. The
exchange of health data is a critical, enterprise-wide capability.



PIN PRIORITIES: Quarterly Progress Report (OCT 01 thru DEC 31, 2012)
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lab information

Lab number Number of labsin = DPH 36 (7 commercial 3 8.3% 11.4%
Exchange the testing stage labs + 28 hospital
for reporting via labs+1 state Lab)
2.5.1 messaging
standard
Lab number Number of labsin | DPH 36 1 2.7 11.4%
Exchange production for
reporting via 2.5.1
messaging
standard
Other % of consumers Consumer 213 181 85.0%
familiar with Survey
EMRs
Other % of consumers Consumer 213 107 50.2%
familiar with PHRs = Survey
Other % of consumers Consumer 213 28 13.1%
familiar with CT Survey
HIE
Other % of consumers Consumer 213 110 51.6%
interested in Survey
EMRs
Other % of consumers Consumer 213 116 54.5%
interested in PHRs = Survey
Other % of consumers Consumer 213 136 63.8%
who support Survey

National HIE




Public Health Reporting

Immunization

ARRA funded CT Immunization Registry and Tracking System (CIRTS) web application went into
production on April 26, 2012. This system is a statewide population based childhood immunization
registry. The legislation for the registry currently limits to age six. The next release in April 2013 will
support electronic exchange between DPH and EMR systems that can utilize the PHINMS transport. The
number of pediatric and family practice reporting immunization events for children under 3 years via
paper is over 450 practices monthly.

There are currently 10 provider sites using this application.

We are currently working with two EHR vendors — Allscripts and Cerner Ambulatory. Both vendors have
set up PHIN MS as the transport and will be sending data via their hub to CDC RnR to CT PHIN MS. Both
Cerner and Allscripts will be sending real-time data, but Cerner will also have clients that will report as
batch. CIRTS is setting up for both methods and both vendors are sending HL7 version 2.5.1 format.
CIRTS 2.0 release supports sending data to the registry and returning only HL7 ACK/NAK. All of this work
is being funded by CDC IIS--EHR Interoperability Grant as well as technical assistance requests to CDC to
provide additional resources.

Laboratory

Laboratory test reporting by laboratories via HL7 version 2.5.1 format is currently under development
and testing for three laboratories with the LIMS vendors. The two vendors are Cerner as hospital based
LIMS with two locations, Quest as a commercial base LIMS and one RHIO is Western CT Health Network
as regional exchange. Cerner is the LIMS system in four additional hospital laboratories once in
production. Quest would be expanding to provide additional exchange to their larger out of state testing
facilities once in production. Western CT Health Network would be expanded to 1 -2 hospital base
laboratories once in production. Currently the number of labs reporting test results for public health
reporting in CT is 36. All the laboratories in progress are using PHIN MS as the transport mechanism. All
of this work is being funded by CDC ELC Interoperability Grant as well as technical assistance requests to
CDC to provide additional resources for LOINC mapping for the state laboratory’s LIMS, CDC PHIN MS
PHIN MS Support and APHL for the state laboratory.

Department of Public Health (DPH) currently has mandated reporting of 77 diseases both to state and
local health departments. The majority of the reporting to public health is paper reporting via fax or
regular mail. The data reported ultimately ends in seven or more systems each with business areas own
workflow within DPH. All of these interfaces need to be developed to send the appropriate data into
each system.
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Syndromic Surveillance

In Connecticut, syndromic surveillance systems provided critical information to monitor infectious
diseases events and public health emergencies. The Connecticut Hospital Emergency Department
Syndromic Surveillance System (HEDSS) was implemented in 2004. The current system is voluntary with
20 of 32 emergency departments and 1 urgent care clinic sending electronic emergency department
(ED) patient abstract data to Connecticut Department of Public Health (DPH) on a daily basis. Free-text
chief complaints are characterized into syndromes of public health importance to provide near real-time
estimates of disease activity, situational awareness, and monitoring of public health emergencies,
including pandemic influenza. In addition, all 32 acute care hospitals participate in the Hospital
Admissions Syndromic Surveillance System (HASS), a labor-intensive system that was established in 2001
and also allows monitoring of hospital admissions by syndrome category.

DPH is in the process of transitioning to a new syndromic surveillance system which will incorporate the
HASS and HEDSS into a single automated system, accept data from all 32 acute care hospitals, and meet
Meaningful Use standards for syndromic surveillance as outlined in the PHIN Syndromic Surveillance
Messaging Guide. Initially Connecticut had hoped to implement BioSense 2.0 to accomplish these goals,
however, is unable to do so due to legal concerns related to the data use agreement. At this time, DPH
is evaluating the costs and benefits of improving the existing HEDSS system compared to implementing
a low-cost existing system (such as Essence) to meet Meaningful Use. Regardless of which method is
chosen, we plan to start implementation and testing this year and begin accepting hospital data during
2014. Future funding will depend on support from Connecticut Cooperative agreements including PHEP
and ELC grants.

Other — Cancer Registry

Cancer registry business unit has begun discussions with DPH IT on identifying the business needs,
business workflow and what options will be available to begin to move to Stage 2 Meaningful Use. The
projected timelines, vendor involvement and identification of external partners and their capability
assessment is being developed by the business area.

11



Other Related Infrastructure Projects

Capability Status # of Users
Secure messagin Every hospital has secure messaging for internal use
ging that is not Direct. HITE-CT is proposing to offer Direct | Unknown
through a marketplace.
Provider Directory Proposed and partial funding requested from CMS N/A
through the IAPD requesting 90/10 match
Statewide MPI Long-term goal N/A

All-Payer Claims Database (APCD)
and / or other centralized
repositories

CT passed legislation in 2012 to start a statewide
APCD

Reporting not yet

started

Health Insurance Exchange

Open enrollment to begin October 1, 2014

N/A

HITE-CT has initiated discussions with many stakeholders in the state to determine current interest in cross

organization HIE. The results are as follows:

Stakeholder Engagement Interest
Hospitals Have interacted with all hospital CIOs through CHA Low
. L . . . T ly t
Hospitals Beginning interaction with hospital CEO’s 00 ear.y ©
determine
Ambulatory providers Met with MPS - 1 of the ACOs established in CT Low

Not explored

Payers Preliminary discussions with Cigna and the state _
sufficiently
3 meetings with Qualifacts User Group; 1 meeting
Behavioral Health with Wheeler Clinic, 1 meeting with Community High
Health Resources
Long-term Care 5 discussions with Genesis High

12




lll. Gap Analysis

From the data above the following conclusions can be drawn. eRx capabilities are fairly well deployed but
provider uptake for using ePrescribe could be improved. The vast majority of pharmacies throughout the state
are capable of receiving medication orders electronically. From our recent physician survey, 61% of providers
have the ability through their EHR to order medications; however, only 42% use it almost all the time. Given the
benefits of patient safety and convenience, this is an area that needs to be addressed.

e From our recent physician survey 45% of physicians have the ability to order labs, and 70% can view lab
results. However, only 30% order labs and 46% report viewing of lab results most of the time.

e DPH has provided lab-reporting capabilities through Surescripts. Currently this mechanism is not widely
used. The provider community has not taken advantage of this or is not yet aware of this capability. As
the provider community has diverse technical capabilities, there must be multiple options available to
send public health data to DPH. This includes attestation for immunization reporting.

e Attestation for Phase | Meaningful Use immunization reporting is not yet available.

e We have very low numbers of providers exchanging clinical documents electronically. From the most
recent survey results, only 13% say they send documents to coordinate care and only 8% say they
receive documents.

e Due to major vendor challenges, HITE-CT has been unable to develop and operate an operational HIE.
This adversely affects the electronic exchange of clinical documents. This issue is of major concern and is
the number one priority. Without a basic HIE network capable of secure point-to-point exchange, it is
impossible to address many of the challenges above. These challenges would include alternate methods
to send public health data to DPH and better coordinate patient transitions of care among others.

e Connecticut has two operational hospital-based HIEs and two in the planning stage. We are uncertain of
the number of providers that will be served by these exchanges. This one-off approach can impact
communication across unaffiliated entities. This, again, could be addressed through basic point-to-point
HIE services being made available through one entity.

IV. Path Forward to Address Gaps and Assure Statewide Access to HIE

Collaboration Among Partners

Connecticut Department of Public Health

Commissioner Mullen maintains her commitment to the Cooperative Agreement and to the success of the
Health Information Technology Exchange of Connecticut. She also supports Dr. Tikoo’s role as the State’s HIT
Coordinator.

The CT Department of Public Health was designated by the Governor’s office to apply for the ONC’s Health

Information Exchange State Cooperative Agreement in 2009. In the past three years, there has been a change in
leadership at both the Executive and Department level.
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In 2012, Vanessa Kapral was named the Principal Investigator for Connecticut’s Cooperative Agreement. With
her leadership, the Department of Public Health is realigning its resources to support meeting the public health
Meaningful Use requirements. Ms. Kapral has engaged a variety of programs including, but not limited to,
Immunizations, Surveillance, and Infectious Diseases with the aim of building capacity, developing a plan
consistent in meeting grant requirements, ensuring implementation, and leveraging and maximizing funds to
support meeting Meaningful Use requirements.

HIT Coordinator

With these changes, Dr. Minakshi Tikoo was named the State Health IT (HIT) Coordinator. Dr. Tikoo serves as a
leader in developing and advocating for policies that support the goals of the statewide HIE. She is responsible
for the coordination and working in close collaboration with ONC, the Connecticut Department of Public Health
— Connecticut’s State Designated Entity, the Connecticut Department of Social Services - State’s Medicaid
Director, eHealth Connecticut — the Regional Extension Center, HITE-CT, other health leaders, and stakeholders
in the government and private health care sectors, as well as other states’ HIT Coordinators. Dr. Tikoo is
ensuring state agencies and their partners in the statewide HIE initiative work cooperatively with their
respective federal partners and other stakeholders to facilitate statewide HIE and to help move providers to
meet Meaningful Use.

The State HIT Coordinator resides at the University of Connecticut and is designated by the Commissioner of the
Department of Public Health with the Lieutenant Governor’s approval. In fulfilling this role as the State HIT
Coordinator, Dr. Tikoo is driving the coordination and integration of the HIT/HE related projects funded under
ARRA. In her role, she does, but is not limited to, the following:

1. Represents the state at HIT-related functions;

Supports planning of HIE services within Connecticut;

Coordinates with Medicaid, Public Health and other HIE activities in the state to enable and ensure an
integrated, unified approach to HIE, the avoidance of duplication of efforts, and the monitoring of
provider participation in HIE as required by the Meaningful Use requirements.

Works to leverage and maximize state resources;

Fosters cross-program coordination with other ARRA funded and HHS funded programs;

Ensures the annual report to ONC addresses statewide HIE alignment with other federal programs;
Identifies and facilitates potential interstate partnerships pertaining to HIT/HIE.

No vk

The HITE Coordinator has instituted interagency meetings with representatives from DSS, DPH, REC, Capital
Community College, and HITE-CT to share ongoing HIT work and explore additional ways to collaborate within
the group and with stakeholders.

Medicaid

The state Medicaid Program is part of Connecticut’s Department of Social Services (DSS). DSS has and continues
to be a principal participant in the state’s eHealth program and initiatives. Past commitment to advancing HIT
within Connecticut included the Medicaid Transformation Grant in 2007 to implement an e-Prescribing tool to
allow Medicaid providers online access to particular patient information (i.e., patient eligibility, preferred drug
lists, and medication history) to improve the quality of care, safety, and efficiency.

14



Currently, DSS has submitted the state Medicaid HIT Plan (SMHP)/ Implementation Advanced Planning
Document (IAPD) that will accelerate the development of Medicaid’s capacity to facilitate care coordination,
improve quality and efficiency, and will be consistent with the broader statewide vision for Health Information
Exchange. DSS is working collaboratively with HITE-CT and DPH to produce an implementation strategy for the
Medicaid Incentive Payments that leverages existing expertise and ensures the alignment of architecture

between agencies.

Multiple coordination activities are occurring with the DSS Medicaid program to develop a coordinated HIT/HE
strategy that promotes the use of EHR technology and exchange of health information to help improve the
health of individuals and communities. This coordinated strategy is also reflected in the state Medicaid Plan.
Specific coordination activities include:

Medicaid Director participation on the HITE-CT Board

Medicaid staff participation on the HITE-CT Board Committees

Project Management Coordination

HITECH program alignment, collaboration, and coordination between DSS, DPH, REC, HITE-CT and HIT
Coordinator.

P wnNPR

Health Information Technology Exchange of Connecticut (HITE-CT)

In June 2010, Governor M. Jodi Rell signed legislation creating the HITE-CT as a quasi-public agency that will take
over responsibility for the implementation and management of the statewide HIE from DPH in January 2011.
The 20-member Board has established a monthly meeting schedule in which the Lieutenant Governor, a
representative of the Office of Policy and Management, and the Commissioners of Public Health, Social Services,
Consumer Protection, and the State’s Chief Information Technology Officer serve as members.

DPH and DSS are collaboratively working with HITE-CT, with ONC guidance, to develop a strategy to support a
statewide exchange. Both DPH and DSS meet separately with HITE-CT staff on a weekly basis. The HIT
Coordinator leads a biweekly interagency meeting with the ARRA grantees to enable and ensure an integrated
unified approach to HIE development. Additionally, the Commissioners of DSS and DPH are represented on the
HITE-CT Board.

The Department of Public Health has an executed contract with HITE-CT in which HITE-CT would do the
following:

1. Determine an effective strategy for achieving and operationalizing a statewide health information
exchange;

2. Build an organization and administer the agency’s programs and activities in accordance with policies
and objectives established;

3. Implementation and periodic revisions of the HITE Plan, including the implementation of an integrated
statewide electronic health information infrastructure for the sharing of electronic health information
among health care facilities, health care professionals, public and private payers, state and federal
agencies and patients; and,

4. Develop appropriate protocols for health information exchange.
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5. Develop electronic data standards to facilitate the development of a statewide integrated electronic
health information system for health care providers and institutions.

The strategies to achieve the aforementioned goals are materially different than as described in the original
Strategic and Operational Plan submitted in 2010. As the focus has changed, HITE-CT will terminate its current
vendor contract and deliver an approach to achieve widespread adoption of Direct messaging.

eHealthConnecticut — Regional Extension Center

This organization provides services to assist providers in adopting Meaningful Use technology. These include
supporting a number of Direct assistance contractors, and providing educational services and provider outreach.
They are the customer-facing organization and could provide additional value-added services for various
partners.

Other Stakeholders

There are numerous other partners with skills that could be leveraged to provide a more coordinated effort to
address HIE issues within the state and beyond. We have had numerous conversations with the CIO group at the
Connecticut Hospital Association (CHA). These have certainly provided insight into the technical needs of
hospitals with respect to HIEs. CHA also has numerous other forums, such as a CEO forum, Health Information
Management Forum, Chief Medical Officer Forum, etc. Capital Community College provides training programs in
health care technology. This is important in providing a well skilled labor force to address health information
technology needs. The University of Connecticut School of Pharmacy has been supportive of HIE from a research
perspective. eRx is a critical concern for HIE adoption and the School of Pharmacy may offer to partner in
research efforts concerning eRx. Connecticut has a developing Health Insurance Exchange that will be providing
services starting October 1, 2013. We have already met with them on two occasions to discuss mutual concerns.

We have had and continue to peruse possible collaborations with the Rhode Island Quality Institute (RIQl) and
HealthInfoNet, Maine’s statewide health information exchange. RIQl has a functional query-based exchange, as
well as a Direct Marketplace. HealthInfoNet provides similar services. Much can be learned from both these
organizations as to how they have spearheaded HIE efforts in their respective states and how they approach
issues from a collaborative perspective.

Strategies to Address HIE Gaps
The following tables summarize our approach to meeting identified PIN gaps. Detailed information on some of
the individual tactics follows.

PIN Priority: Secure Exchange of Care Summaries

From our most recent physician survey, we found that 12% of physicians can generate a CCD document and only
7% can receive one. These numbers are focused on providers who currently have EHRs. We must also address
those providers without EHRs. Creating an environment for the secure exchange of clinical documents is a high
priority target. Possible factors effecting low numbers:

e Physician is not adequately trained as to how to receive or send a clinical document
e EHRis not capable of producing or receiving clinical documents
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The provider has no trading partners who are capable of document exchange. This is true for providers
with EHRs as well as those without
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. . Start and End Projects
Gap Strategy to Address Tactics Responsible Party Date Targets Cost
Lack of a widely Lack of HIE services that | Provide a Direct HITE-CT — Coordinate RIQI 3/13-4/13 30 Days — Signed Agreement S7K
deployed mechanism span organizational Marketplace in Connecticut | agreement
for providers to easily boundaries. through alignment with the
exchange clinical data Rhode Island Quality
across organizational Institute Direct
boundaries. Marketplace
Direct Voucher Program to | -HITE-CT — Creation and 4/13-2/14 30 Days — Vouchers for phase | ONC - $215K

address needs for HIE
services within and
between organizations.

deployment of program
-REC — Marketing and
provider outreach

available

60 Days — Measure uptake and
access

90 Days — Measure uptake and
access

120 Days — Measure uptake and
access

150 Days — Measure uptake and
access Vouchers for phase Il
available

180 Days — Measure uptake and
access

210 Days — Measure uptake and
access 240 Days — Measure
uptake and access
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In conjunction with DSS
implement a care
coordination project that
utilizes real-time ADT data
to track high utilizer
Medicaid patients

Medicaid IAPD Grant
project

Development of a
statewide provider
Directory. This tactic
depends on Medicaid IAPD
grant acceptance. Partial
funding from that grant
(the Medicaid patient
portion) will be needed to
implement the directory.

-HIT Coordinator — Manage
the project

DSS — Fund and initiate the
project

HITE-CT — provide
technology assistance and
infrastructure where
required.

HIT Coordinator — Manage
project

DSS — Fund project through
IAPD grant proposal
HITE-CT — Provide
technology consulting and
support services

-HITE-CT — Develop and
manage plan

-DSS provide some initial
financial support
-Stakeholder — Provide data
and financial support

-REC — Assist in marketing

Timeframe not yet
available

5/13-12/13 (May
vary depending on
IAPD funding)

120 Days — Early adapter
identified, RFP published
150 Days — Vendor selected
180 Days — System live

ONC - $0

ONC - $0

ONC - $225K
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PIN Priority: Lab Exchange

The issue of lab exchange can be viewed from multiple perspectives:

e Providers: From our recent physician survey 45% of physicians have the ability to order labs, and 70% can view lab results. However, only
30% order labs and 46% report viewing of lab results most of the time.

e Public Health reporting and Meaningful Use perspective: We don’t currently have well utilized methods in place for lab data exchange.
We expect that as the Surescripts option to be more widely used in the future

Gap Strategy to Address Tactics Responsible Party Start and End Targets Projects
Date Cost
Methods for exchange of data with A comprehensive strategy is Utilize the Surescripts -DPH
DPH for Public Health reporting and | needed which allows for Network for ELR
Meaningful Use attestation multiple ways for providers to
electronically exchange lab Develop a plan to
data with public health inform providers of the
agencies. These methods must | various options for lab
be well publicized to the exchange
provider community.
Develop a pilot to show | -HITE-CT — Contract 5/13-1/14 60 Days — ONC -
how Direct messaging partners, develop plan Participants Identified | $40K
can be used for the -DPH — Work with HITE- 120 Days — MOA
transport of CT on project signed
immunization data to -Pilot participants — 180 Days — Go Live
the immunization Provide immunization
registry. This will data via Direct message
provide another means
for providers to send
data to the registry.
This same method
could be used to
transport labs also.
Providers use of lab ordering and It is difficult to ascertain why Conduct a follow-up - HIT Coordinator 7/13-9/13 60 Days — Conduct S0
viewing capabilities providers are not currently physician survey in July survey and publish
utilizing these features 2013 to assess change results
in practices use of CPOE
since 2010.
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Lab Exchange—Electronic Lab Orders

a.

The HORIZON Web Portal (HWP) is an extension of the Actuate Active Portal technology, providing full
integration with HORIZON LIMS. The state has modified the Web Portal interface to correspond with the
look and feel of the existing state web site. HWP also includes sample receipt acknowledgement and
other pre-defined queries for a DPH customer to view sample status and other details about samples in
process or those previously reported.

HWP provides advanced “push” technologies, allowing DPH’s customer to order bottles/shipments via
the DPH web site, and to submit test requests that can populate Pre-Login (to generate a chain-of-
custody form, for example) and facilitate sample accessioning once the samples physically arrive.

In addition the HWP and HORIZON LIMS have a series of reports that allow for the tracking, monitoring
and processing status of test orders, samples (once they have arrived), testing status and eventually
results availability. Results are primarily delivered or available via two mechanisms or function within
the HWP. Final reports or electronic versions of the actual paper copy are available in a Client’s

inbox. In addition, database queries can be developed to allow for specific results lookups for specific
patients or all based on outcomes they may be interested in, such as significant results.

Both the final report and the output of queries can be saved in several formats such as PDF, MS Word,
or MS Excel, Rich Text Format.

At this time the only functionality being delivered to the external client is the delivery of an electronic
version of a samples final report. This final report can be saved in the above formats previously
mentioned. At this time, there is no plan to roll out additional functionality such as electronic
submission of orders of any kind

To meet the needs of CT PHL’s New Born Screening (NBS) requirements, a custom interface was
developed that will allow for HL7 message ordering. Consilience Software will use the MAVEN
application to submit new orders and updates to existing patient data to CT PHL through an HL7 2.5.1
OML"021 message. CT PHL will respond with an acknowledgment message (HL7 2.5.1 ORLA022) and a
confirmation of specimen received (HL7 2.5.1 ORU”R01). Finally, after the lab performs the requisite
analysis, it will submit results back to MAVEN through HL7 2.5.1 ORU”~R01 (RSSC CST020537).

HORIZON LIMS then produces HL7 messages containing laboratory test results for unsolicited testing
from the CTPHL and deliver the HL7 data to a messaging integration engine called Rhapsody®. Once in
Rhapsody, CTPHL personnel can manage and supplement the data on a case-by-case basis. The data can
then be delivered to a variety of surveillance programs based on specific requirements. Currently this
data is only delivered directly to the Maven/NBS application that is used by 34 state-wide birthing
centers.

HORIZON LIMS produces an HL7 message based on the ORU”AR01 message specifications for v2.6. An
open HL7-MSG schedule is created for each specimen. The HL7 Daemon package executes on a
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scheduled basis and processes all open HL7 schedules. If there is no HL7 data required, the HL7-MSG
schedule is simply closed. Otherwise, the required data is queried and stored in the HORIZON HL7 Data
Tables. The HL7 Daemon runs on scheduled intervals and fetches data from the HL7 Data Tables and
creates the ORUMRO1 v2.6 messages. The messages are transmitted to Rhapsody via a TCPIP port.
Receipt acknowledgements are received from Rhapsody once the data is received.

A series of Utilities, reports and processes have been incorporated into the workflows that allow for
monitoring orders placed, acknowledgements received, results sent. These reports and processes are
used on a daily basis to ensure all communications, orders, acknowledgements and results messages are
working correctly. These same reports and processes can be used to quantify and monitor performance
as well.

Current transport methods in production:

e CDC PHIN MS using either CDC’s RnR hub or APHL’s RnR hub with 3 external partners

e CT DPH can support the exchange of reportable lab events utilizing Laboratory Interoperability
Cooperative (LIC) grant through Surescripts. This method transports HL7 messages through PHIN MS
using either CDC’s RnR hub from the Surescripts hub as of 2/20/2013. Currently there are no hospital
labs in CT that have been identified who wish to participate and facilitate real-time electronic data
exchange of reportable lab results with DPH.

e Secure FTP with 21 hospital emergency departments for submitting syndromic surveillance data daily,
Lead Blood level, HIV, Lyme disease data in non-HL7 format from some hospital and commercial
laboratories with manual effort on business areas to consume the data.

Current development:

e Secure FTP with 21 hospital emergency departments for submitting syndromic surveillance data daily
with Pilotfish to automate the transform, validate and data extraction for upload into system reducing
the manual effort on business area. All of this work will be leverage to the Direct and web services as
communication route change with all the transformation, validation and data extraction process
remaining the same. All of this work is being funded by CDC ELC Interoperability Grant as well as
technical assistance requests to CDC to provide additional resources for LOINC mapping for the state
laboratory’s LIMS, CDC PHIN MS PHIN MS Support and APHL for the state laboratory.

e Stage 1 Meaningful Use Automated Testing Portal using Pilotfish would be accessed by practices or their
vendors on their client’s behalf and hospital laboratories or their vendors on the laboratory’s behalf to
complete Stage 1 test as well as HL7 message formatting and any or all validation business rules. This
testing will include sending information in as well as the acknowledgments (pass and failures) back to
the sender. These systems need to handle the handshake portion as well. DPH is currently developing
and will publish guides for HL7 formats version 2.5.1 specific for CT as well as any coding to support
laboratory and immunization data. All of this work is being funded by CDC ACA 1IS-EHER Interoperability
Grant and some funding HIE Grant as well as technical assistance requests to CDC to provide additional
resources for LOINC mapping for the state laboratory’s LIMS, CDC PHIN MS PHIN MS Support and APHL
for the state laboratory.
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Current planning stage for development within next year:

HITE-CT and CT Department of Public Health (DPH) are working collaboratively on the proposed Direct
solution and proposed vendors. DPH is working on developing the solution to enhance the ability to
receive and consume Direct messages as they relate to Meaningful Use for public health reporting
measures. The current solutions above in development will be leverage to the Direct as communication
route change with all the transformation, validation and data extraction process remaining the same. No
funding has been identified to date for this work but is planned as part of CT DSS IAPD that is targeted
for DPH work.

Web Services

CT DPH participates on the American Immunization Registry (AIRA) Web Service and Real-Time Data
Exchange workgroup. CT DPH will begin to development on a SOAP web service solution after CIRTS 2.0
production release in April 2013. This solution will work for all public health reporting measures for
Stage 2. This production implement will be hosted at CT Dept. of Administrative Service/Bureau of
Enterprise Systems and Technology (DAS/BEST) infrastructure in East Hartford for external access over
the internet. This will require that the solutions meet state standards for security and software lifecycle
process.

DPH is currently developing and will publish guides for HL7 formats version 2.5.1 specific for CT as well
as any coding to support laboratory and immunization data. All of this work will be leverage to web
services as communication route change with all the transformation, validation and data extraction
process remaining the same. All of this work is being funded by CDC IIS-EHR Interoperability and PHEP
Grant.
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Detailed Tactic Implementation Plans

Establish a Direct Marketplace for Connecticut — Partnership with RIQI
HITE-CT has closely monitored the development of the ONC-sponsored Direct initiative. It is not in HITE-CT’s best
interest to provide Direct services as part of our service offering based on the following factors:

e Financial modeling shows that operating this service would contribute little, if any, to HITE-CT’s
sustainability.
e  Growing competition within the Direct service vendor market will further reduce operational margins.

Given the need for Direct services in the state, HITE-CT will participate with the Rhode Island Quality Institute’s
(RIQl) Direct Marketplace. We will sign an MOU with RIQI for a period of one year at which time we will re-
evaluate our relationship. RIQI was the first state to establish a marketplace and is considered a thought leader
in this area. Through this already established marketplace, we will be able to offer a selection of “pre-approved”
Direct service vendors to Connecticut providers. All vendors are evaluated on technical adherence to Direct
standards, products and services offered, and participation in the national Direct project and the Rhode Island
Trust Community.

This relationship is advantageous to HITE-CT in the following ways:

e RIQl is supportive and willing to work with Connecticut to leverage their marketplace.

e The marketplace is already established and saves HITE-CT the time required to establish a Direct
Marketplace.

e The current vendors in the RIQl marketplace are experienced on a national level and provide a rich set of
value-added services for those providers who are interested.

e RIQI staff is providing all administrative functions (at a cost,) so HITE-CT will not have to hire additional
resources.

e Rhode Island is a border state to Connecticut. This relationship will foster future initiatives around
interstate HIE.

Additionally, we will continue to explore other opportunities for collaboration with other New England states for
leveraging their mature infrastructure and contractors to sustain HIE efforts. We have been in conversations
with Maine and are requesting exploratory conversations with Massachusetts.

High Level Implementation Steps:

Implementation Steps Responsible Party Completion Date
Initiate discussion plan with RIQI HITE-CT, RIQI 3/14/2013
Discuss plan with HITE-CT Board HITE-CT 3/5/2013
Approve plan (HITE-CT Board) HITE-CT Board 4/5/2013
Marketplace available for CT providers HITE-CT, RIQI 4/8/2013
Create a joint HITE-CT/RIQI press HITE-CT, RIQI 4/8/2013
release

25



Expected Costs of Tactic:

Item Costs
Legal (Review of marketplace documents) $7,000
Projected Total Costs $7,000

Measurement Metrics:
e Successfully reached agreement with RIQl

Voucher Program for Direct Services

As part of a Capacity-building approach, many states have successfully initiated voucher programs for providers
to purchase Direct services for a limited time period. HITE-CT will initiate a voucher program to target provider
groups that will defray some or all of the costs for the purchase of Direct services from our Direct Marketplace
approved vendors. This initiative will focus on creating a “network effect” within the provider community. The
network effect is a recognized pattern of exponential growth where the value of participation in the network
increases exponentially compared with the cost of participation. To achieve the desired outcome, the network
must reach a critical mass and have the correct mix of participants. Vouchers will cover up to one year of
service. Since funding is limited, vouchers will first be offered to specific provider groups. These include hospital
emergency departments, Federally Qualified Health Centers (FQHCs), VNAs, Long Term Care Providers, and
behavioral health providers. From our initial assessment, these groups would benefit from Direct services and
help establish a baseline for further network growth. In addition, the FQHCs, some VNAs, and a number of
behavioral health providers have expressed interest in being early adopters.

The program will allow a set number of voucher slots for each provider group. There will be specific
requirements around the number of care summary/lab/eRx documents that must be transmitted to other
providers via Direct messaging. HITE-CT will conduct multiple rounds of funding as finances permit. Round One
will provide funding to the aforementioned groups. We will examine the results of Round One funding and, if
necessary, identify additional funding programs, which may be open to other potential participants.

We have examined how other states have implemented this type of program for its provider community. Results
have varied, but generally, just providing the vouchers without any formal engagement program has not been
successful. The delivery of these services will include a marketing and stakeholder engagement plan jointly
developed by HITE-CT and the REC.

The following outcomes are expected from this initiative:

e Initiation of a Direct messaging network in Connecticut

e Increase in number of care summary documents exchanged

e Possible provider workflow enhancements

e A conduit for public health reporting through Direct messaging
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High Level Implementation Steps:

Implementation Steps Responsible Party Completion Date
Approve voucher program HITE-CT Board 4/2/2013
Modify DPH MOU DPH, HITE-CT 4/9/2013
Develop voucher requirements for first offering HITE-CT 4/9/2013
Work with REC on marketing, distribution, and REC 4/9/2013
training
Voucher program 1 and marketing available HITE-CT, REC 5/6/2013
Monitor changes in clinical document transmissions | HITE-CT 10/15/2013
Develop voucher requirements for second offering HITE-CT 8/16/2013
Voucher program 2 and marketing material available | REC 10/15/2013
Monitor changes in clinical document transmissions | HITE-CT 2/2/2014
after second offering

Expected Costs of Tactic:

Item Costs
First offering of vouchers  (Approximately 750 providers) $150,000
Second offering of vouchers (Approximately 250 providers) $50,000

RIQl administration costs
(S15/per application — Costs based on complete uptake)

$15,000

Projected Total Costs $215,000

Measurement Metrics:

Number of vouchers for phase | issued at 30, 60, 90, and 120 days

Number of providers who accepted phase | voucher and have complied with requirements (exchanging
clinical documents)

Percent of providers signed up for phase | by REC at 30, 60, 90, and 120 days

Number of clinical documents exchanged via Direct from phase | vouchers at 30, 60, 90, and 120 days
Number of vouchers for phase Il issued at 30, 60, 90, and 120 days

Combined phase | and Il increase in clinical document transfer post phase Il at 30, 60, 90, and 120 days

Demonstration Project: A Hospital or IDN to Send Immunization Data to State Immunization Registry via
Direct Messaging
The method for transmitting immunization data for Meaningful Use Stage 2 certification is still under

examination by DPH. Since all MU Stage 2-certified EHRs must be able to send and receive Direct messages, it

would be logical to leverage that capability for other purposes as well. An increasing number of EHR vendors are
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capable of sending structured data in CCD (Continuity of Care Document) format via Direct messaging. Given
that the immunization data is part of the transmitted CCD, this would allow for the extraction of the data,
transformation into an appropriate format, and delivery to DPH for inclusion in the statewide immunization
registry. It should be noted that the CCD is the preferred format, but not the only format for transmission. We
will also provide capabilities to receive data in HL7v2 format.

Demonstrating this capability has potential advantages:

e  Presumably, providers with MU Stage 2-certified EHRs could take advantage of this service with little or
no extra effort or cost.

e It could lead to more providers using Direct service, thus increasing the utility of Direct messaging in the
state.

e Hospitals should be able to utilize this by leveraging existing interface capabilities.

e This pilot will serve as a model for the transmission and processing of data for other public health
reporting (e.g., syndromic surveillance) and possibly other HITE-CT service offerings.

High Level Implementation Steps:

Implementation Steps Responsible Party Completion Date
Identify pilot participant(s), (hospital(s), and or HITE-CT, HIT 5/22/2013
community provider(s)) Coordinator
Collaboratively finalize approach with DPH, pilot HITE-CT, HIT 7/10/2013
participant(s) and HITE-CT Coordinator, DPH, Pilot

Participant(s)

MOU between parties All 8/28/2013
Legal review of MOU by HITE-CT lawyer HITE-CT 9/18/2013
All participants deploy required technology All 10/30/2013
Execute pilot All 12/4/2013
Publish results to stakeholder community HITE-CT 1/5/2013

Expected Costs of Tactic:

Item Costs
Legal review $4,000
Direct accounts for 1 year for pilot participants (HITE-CT, DPH, 3 participants) $1,000
Software development costs for participants $35,000
Additional software development costs for DPH beyond current grant funding SO
Projected Total Costs $40,000
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Measurement Metrics:
e Number of participant(s)
e Number of immunization records sent to DPH by pilot participant(s)
e Signed MOU with DPH
e Signed MOU with Pilot Participants(s)
e Cost to pilot participants for software development

Care Coordination Project Utilizing Real-time Admission and Discharge Information

Understanding how patients utilize the health care system in near real time is an important tool for case
coordinators. This is especially true for high utilizer patients. We will work with the Department of Social
Services (DSS) to provide near real-time information on admissions and discharges from care sites for an
identified group of high utilizer Medicaid patients. The information will be provided to case coordinators
designated by DSS. As opposed to current practices, the data will be available in near real time. This will allow
the case coordinator to intervene on a patient’s behalf at an earlier point in the care continuum. We expect this
will lead to a reduction in overall cost. Initially, we will specifically track patients identified as high utilizers. If this
proves successful, we hope to expand the scope to additional Medicaid patient populations and allow for the
exchange of clinical documents between care providers and case coordinators.

Our objective is to focus on appropriately reducing the overall cost of care for Medicaid high utilizer patients.
We will alert case coordinators in near real time as to where/when a patient is utilizing the health care system.
This will allow case coordinators to take more timely action on a patient’s behalf, which should help to improve
the quality of care and reduce overall cost.

The following are assumptions:

e (Costs for this project will be funded by DSS.

e  We will track high-utilizer Medicaid patients, which will be identified in advance by DSS.

e Collaboration from hospitals and possibly large provider organizations is required.

DSS will assist in bringing partners to the project.

Care coordinators will be identified by DSS; we will work with them to develop an alerting workflow.
We intend to use Direct messaging for the transport of HL7 ADT messages.

Initially, the number of collaborating organizations will be small. If we are successful, additional patient
groups and participating organizations may be added. The intention is to have five hospitals participate.
o The evaluation time period for the project is six months after initial go-live.

Expected outcomes of this initiative are:
e Reduction in cost of care for the patient population group through early intervention

e Additional network effect for Direct messaging through the inclusion of additional Direct users
participating in this project
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High Level Implementation Steps:

Implementation Step Responsible Party Completion Date
Approve Care Coordination Project DSS Commissioner 4/10/2013
Form project team and define roles HIT Coordinator 5/22/2013
Identify high utilizer group DSS 5/8/2013
Identify partner hospitals and/or other providers Ecl)-l(-)Er-dﬁ:;;tHolI 6/26/2013
Sign MOU (partners) DSS, Partners 7/31/2013
Deploy technology HITE-CT, Partners 10/9/2013
Go-live All 10/16/2013
Provide initial outcome report to DSS HIT Coordinator 4/16/2014
Expected Costs of Tactic (Costs paid by DSS):
Item Costs

Direct accounts 1 year for pilot participants (DSS, 5 participants) $1,200
Software development costs for 5 participants $60,000
Additional software development costs for DSS (may include message
transformation, portal for viewing, etc.) »100,000
Software development costs for HITE-CT $40,000

Projected Total Costs $201,200

Measurement Metrics:
e Cost of care for high utilizer patient before
e Cost of care for high utilizer patient after
e Number of care interventions by care coordinators
e Number of admission and discharge messages sent

Medicaid IAPD Project
The Department of Social Services (DSS) under the guidance of the State HIT Coordinator has developed and
submitted an IAPD proposal to CMS. The proposal focuses on four initiatives:

1. Providing Direct messaging capabilities to Medicaid providers. The plan calls for some funding to
support Direct messaging for Medicaid providers on a first-come first-serve basis.

2. Developing a statewide provider directory, initially including Medicaid providers. Funding is being
sought to develop a statewide directory of Medicaid providers with enhanced capabilities that will serve
as the basis for a statewide provider directory. The proposal would provide for some resources to
maintain the data integrity and technology to support that effort.
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3. The development of a patient portal for a limited number of Medicaid patients. Funds are being
sought to develop a patient portal for a limited pilot group of Medicaid patients, which assists patients
in being able to view, download, and transport their health information to their providers. The funding
would provide technology, patient outreach, and training support.

4. Building clinical data exchange capabilities between service organizations and the health care
provider community at large in support of better transition of care. One such example is the use of
CCDs for Long Term Care (LTC) coordination. LTC costs are a major cost driver for DSS. This initiative
would provide funding to develop more effective and efficient transfer of important clinical information
as Medicaid patients transition from various care settings into and out of LTC settings.

This proposal is under review at CMS at this time. A response from CMS is expected within the next two months.
As part of this IAPD grant, HITE-CT would provide services to manage and deploy some or all of the required
technology. This is important to HITE-CT in the following ways:

e This project provides additional dollars for Direct messaging deployment. Combined with planned HITE-
CT initiatives around Direct messaging, this will further increase the number of providers connected with
Direct.

e This project could fund some part (the Medicaid contribution) of the provider directory initiative (See
Section: Development of a Statewide Provider Directory under Changes to Technology).

e HITE-CT could be compensated for services as part of this plan.

Development of a Statewide Provider Directory

The information contained in a provider directory has broad use among many clinical and non-clinical
applications across the health care enterprise. The information can be used to enhance the clinical workflow
(contact information), enhance the user interface (user friendly names and titles), and ensure identity (digital
certificates). The provider directory is a critical component of HIE. Properly developed and maintained, it offers
multiple purposes. The provider directory could serve as an authoritative source for provider information, a
statewide Direct address repository, and a resource for licensure information, among other uses. Initially, the
hospital community has indicated an interest in this service. Further discussion needs to take place to develop a
detailed proposal.

There is a possibility that some funding for this project could be obtained through DSS as part of their CMS IAPD
grant funds (see Medicaid IAPD Project above). One of the proposed initiatives detailed in the IAPD grant is to
provide DSS with an accurate provider directory. HITE-CT intends to populate the provider directory from
multiple sources, both public and private. Incoming data will be automatically analyzed to produce a “Single
Best Record” (SBR) from all incoming feeds. This will be coupled with a self-service portal for providers to update
their information and for staff to manage the process. The combination of these processes will result in high
quality provider information—exactly what DSS is looking for.
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This is an important project for the following reasons:

e An authoritative source of detailed and broad provider information is lacking in the state.

e Although many organizations have provider databases, the quality of the data in any single source is in
question.

e Well-maintained data will allow organizations and providers to more easily and accurately communicate
with one another.

e This is a valuable service to the provider community, as it is costly to keep up.

e [t could serve as a revenue source for HITE-CT.

e The data also has numerous secondary uses that many companies, such as large national provider
database vendors, would pay for.

Initial Uses Cases Supported:

e Authoritative source provider directory is used to feed “cleaned” data to state Medicaid provider
database.

e A provider needs to look up information to refer a patient to another provider.

e A patient wishes to contact a provider.

e The DPH wishes to send out an alert to providers.

High Level Implementation Steps:

Implementation Step Responsible Party Completion Date
Garner stakeholder commitment HITE-CT 7/24/2013
Identify stakeholder requirements HITE-CT, Stakeholders 7/24/2013
Identify early adopters HITE-CT 8/21/2013
Publish an RFP for services HITE-CT 9/25/2013
Select vendor and implement technology HITE-CT 10/30/2013
Work with early adopters to develop a usable HITE-CT 1/22/2014
system
Partner with the REC for marketing of the
Directory to additional customers and a REC 11/20/2013
possible supporting role

32



Expected Costs of Tactic (First Year):

Item Costs

Legal $10,000
Software $180,000
Hardware $6,000
Initial implementation $10,000
Maintenance (paid after year 1) $40,000*
Hosting $24,000
Additional staff $85,000
Marketing $10,000

Projected Total Costs Year 1 $325,000

*Maintenance costs are not included in Year 1 costs

Measurement Metrics:
e Number of early adopters identified

Change to Strategies for ePrescribe

From our recent physician survey, 61% of providers have the ability through their EHR to order medications;

however, only 42% use it almost all the time. This is a difficult area to address, as we are unsure of the reasons

why providers choose not to leverage existing ePrescribe capabilities. We will address this issue in the following

manner:

e Re-examine current survey results in detail to look for reasons why providers don’t use ePrescribe when

it is available to them.

o  Work with the REC to address their provider community on this issue.

e Re-evaluate the next survey results.

High Level Implementation Steps:

Implementation Step

Responsible Party

Completion Date

Examine current survey results HITE-CT, HIT Coordinator 5/22/2012
Work with REC to address their customer base | REC 6/2013 -9/2013
Re-evaluate the results of the next survey HITE-CT, HIT Coordinator TBD
Expected Costs of Tactic (First Year):
Item Costs
Projected Total Costs 1]
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Measurement Metrics:
e Study complete
e Qutreach plan implemented
e Changes in providers using ePrescribe accessed at appropriate survey period

Summary

Our HIE market is still maturing. There are many unanswered questions in the minds of our stakeholders with
respect to the sustainability of HIE efforts and the value proposition. As we learn more, we are better able to
address these concerns and make appropriate changes to our state HIE strategy. Currently, all efforts are
focused on establishing a Direct marketplace, which gives all providers a mechanism to exchange health care
information. The absence of widespread HIE services that cross organizational boundaries has been a single
deterrent to our success. This has impacted the exchange of care summaries, which in turn impacts coordination
of care and many other workflow improvements which could be realized. For the last year of the grant, our
primary focus will be on delivering Direct messaging capabilities to the market.
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Executive Summary

In 2010, the Connecticut Department of Public Health (DPH) entered into a Cooperative
Agreement with the Office of National Coordinator for Health Information Technology
(ONCQ), to create and implement a State Health Information Exchange (HIE). DPH received
an award of $7.3 million to initiate and sustain HIE activities in the state of Connecticut.
The Health Information Technology Exchange of Connecticut (HITE-CT), a quasi-public
agency, was created by Public Act 10-117, "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 CGS §19a-750(c)(1)), by the 2010 Connecticut General
Assembly and Governor Rell. HITE-CT received $4.3 million over the course of three years
to create and implement an HIE infrastructure and facilitate exchange activities in the state.
Additionally, DPH contracted with the University of Connecticut Health Center (UCHC) to
evaluate the ongoing development and implementation of Connecticut’s Health Information
Exchange (CT-HIE).

At the time of this report Connecticut does not have an operational statewide Health
Information Exchange. This executive summary is based on the set of detailed reports.12345
At the end of the cooperative grant period on March 14, 2014, the HITE-CT had bought two
assets: a Provider Directory (PD) and an Enterprise Master Patient Index (EMPI) and had
one full-time employee. The PD was deployed in a very basic development environment at
the Bureau of Enterprise Systems and Technologies.

We received 629 responses from Connecticut residents between 8/10/2011-12/20/2013 to a
telephone survey asking about perspectives on HIT and HIE. These responses give us
insights into how consumers might use EMRs, PHRs, and HIE should they become
universally available. The estimates of Connecticut consumers’ perspectives on HIT and
HIE offer meaningful information to state policy makers and stakeholders as they engage in
strategic planning for purchase and implementation of health information technologies.
Better understanding the needs of our residents will help ensure that the HITECH Act’s
overarching goal of facilitating the availability of health information in support of a
connected and seamless health care delivery system with improved treatment outcomes is
achieved.

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

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

3 Tikoo M, Hilario H. Evaluating Connecticut's Health Information Technology Exchange: Stakeholder
Report. Farmington, CT: University of Connecticut Health Center; 2014.

4 Tikoo M, Langton C. Evaluating Connecticut's Health Information Technology Exchange: Pharmacy
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.
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http://www.ct.gov/dph/lib/dph/state_health_planning/hit/legislation/pa_10-117_%C2%A7%C2%A782-9&96.pdf

We received 1,346 responses (880 from the 2011 survey and 466 from the 2013 survey)
representing 1,082 unique physicians. 616 physicians completed a survey during the first
distribution only (2011 Cohort 1), 202 physicians completed a survey during the second
distribution only (2013 Cohort 2), and 264 physicians completed surveys at both points
(2011 Baseline and 2013 Follow-Up). The goal of the physician survey was to measure the
rate of EHR adoption, extent of interoperability, and assess the knowledge and attitudes of
physicians toward the creation of a Heath Information Exchange. Now we know what
physicians practicing in Connecticut think about Connecticut’s efforts in the HIT and HIE.
They inform us about their level of EHR adoption, and report on the challenges that they
face while implementing HIT solutions.

E-prescribing activities increased from 2011 to 2013 among pharmacies and prescribers. 96%
of the pharmacies were enabled for processing e-prescriptions and 62% of the prescribers
were e-prescribing. Independent pharmacies were more likely than chain/franchise
pharmacies to indicate prescription transaction fees, low prescriber activity and
maintenance costs as barriers to implementing e-prescribing.

In 2013, 63% of the Connecticut’s hospitals were sharing lab results electronically which is
higher than the national average of 56%. This represents a significant decrease from 77% in
2011-12. 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.

Electronic capabilities of labs, physicians, and pharmacies
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What are Connecticut residents saying?

We received 629 responses from Connecticut residents between 8/10/2011-12/20/2013 to a
telephone survey asking about perspectives on HIT and HIE. This survey was intended to
assess people’s awareness of and readiness for health information technologies, to learn
how best to engage consumers in the state’s efforts to develop an HIE, and to develop
strategies to support consumers” HIT adoption.

Descriptive Characteristics of Connecticut Residents (N=629)

e Nearly two-thirds (64%) of participants were

female. 54% of the participants described their
e Agesranged from 18 to 92 and the median age was health as excellent or very good.
59.
e Nearly a third (31%) of the sample was 65 or older. 89% of participants were satisfied with
e Most participants (79%) were white. the care they received from their
e More than half (57%) had a college degree or doctor or physician’s assistant.
higher.

87% of partici ts said thi
¢ The median household income was $80,000; 20% OF partcipants saic tey

reported a household income of $100,000 or higher.

them during their last visit.
Current Health, Health Care, and Satisfaction with Care

e 54% of participants described their health as excellent or very good.

e 34% of participants said they had a chronic health condition.

e 24% of participant reported 1-2 visits, 25% reported 3-4 and 36%reported more than
4 visits to a doctor or physician’s assistant in the last 12 months.

e 89% of participants were satisfied with the care they received from their doctor or
physician’s assistant.

e 49% of participants reported that their physician’s office had implemented an
electronic medical record system and a third said they were not sure.

Health Literacy and Sources of Health or Medical Information

e 63% of participants said they read the printed health-related information they
received from their physician and most participants said the material was not
difficult to understand (61%) and did not contain words they were unfamiliar with
(56%). However, when words in the printed materials were unfamiliar, fewer than
half (42%) asked for an explanation.

o 87% of participants said they understood what their doctor said to them during their
last visit and most (80%) participants who did not understand something their
doctor said to them reported receiving an explanation.

e 79% of participants reported having ever looked for information on health or
medical topics. Most common source (87%) was the Internet followed by a physician
(15%).

e 48% had used the Internet to find health-related information in the past month.

understood what their doctor said to



Awareness of HIE and HIT

e 83% of participants had heard about electronic medical records.

e 65% of participants had heard about the electronic health information exchange.

e 50% of participants had heard of personal health records.

e 83% had never heard of the Connecticut Health Information Exchange.

¢ Demographic (education, gender) and individual characteristics (online experience,
having a chronic health condition or a doctor with an EMR) were associated with
increased awareness of HIE and HIT.

Attitudes toward HIE

e 72% supported a national HIE that was driven by patient consent.

e 57% reported that concern about privacy was the single most important barrier that
was likely to get in the way of a national HIE.

e 64% expressed support for an “opt-in” and 21%

Supported ”opt-out" consent model. 83% of participants had heard about
electronic medical records.

Perceived Benefits of HIT
72% supported a national HIE that was

e Most participants thought HIT adoption offered driven by patient consent.
benefits in terms of:
o Dbetter quality of care (73%),
o better doctor-patient interaction (68 %),
o fewer medical errors (65%), and
o reduction in duplicate tests and
procedures (71%).

e 53% of participants reported an interest in having an electronic personal health
record where they could manage their health information on a secure website.

e 57% of participants reported an interest in allowing their de-identified health
information from their doctor’s EMRs to be shared with outside entities such as
health insurance plans, researchers, and other companies.

e 47% cited privacy concerns as the reason for their lack of interest in having access to
an electronic personal health record and 74% cited privacy concern as the reason for
their lack of interest in allowing access to their de-identified health information.

e Participant trust in the organization in charge of collecting and maintaining their
information (38%) and feeling that the organization had policies to safeguard their
privacy (35%) were mentioned most frequently as factors that might persuade
people to change their mind on sharing of health information.

e 87% reported they would not intentionally withhold information from their doctor.
However, if consumers thought their de-identified health information might be
shared via their doctor’s EMR, the proportion of consumers who said they were
unsure if they would intentionally withhold information shifted from 3% to 9%,
primarily due to privacy concerns.

64% expressed support for an “opt-in”
and 21% supported “opt-out” consent
model.
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The 2013 EHR adoption rate among

What are the physici ans physicians practicing in Connecticut i§
L. . . between .53.-62% compared to 38-40% in
praCtIClng m Connectlcut 2011. This is %)ower than the national
average of 78%.

saying?

We received 1,346 responses (880 from the 2011 survey and 466 from the 2013 survey)
representing 1,082 unique physicians. Six hundred sixteen physicians completed a
survey during the first distribution only (2011 Cohort 1), 202 physicians completed a
survey during the second distribution only (2013 Cohort 2), and 264 physicians
completed surveys at both points (2011 Baseline and 2013 Follow-Up). The goal of the
physician survey was to measure the rate of EHR adoption, extent of interoperability,
and assess the knowledge and attitudes of physicians toward the creation of a Heath
Information Exchange. These responses provide valuable insight into what the
physicians in Connecticut think about Connecticut’s efforts in the HIT and HIE space,
inform us about the level of EHR adoption, and report on the challenges associated with
implementing HIT solutions.

Physicians are increasingly adopting EHRs and participating in the EHR incentive
program. The current rate of EHR adoption is between 53-62%, which is lower than the
national average of 78%.

Physician Characteristics

e 2 out of 3 physicians were male.

e Ageranged from 29 to 88 with an average age in the mid-fifties.

e 8 out of 10 physicians were white and 9 out of 10 were non-Hispanic/Latino.

e Years of practicing medicine ranged from 1 to 56 years with a mean of over 20
years.

e 1in 2 physicians reported they had “a lot” of computer experience.

Practice Characteristics

e Almost 6 out of 10 physicians were certified in a primary care specialty.

¢ 1in 2 physicians reported working at a single practice site and 40-50% of
physicians were from small (up to 3 physicians) practices.

e 7 out of 10 physicians saw the majority of their patients in an outpatient primary
care setting and 1 in 2 characterized their practice as a single specialty group or
partnership.

e 95% of physicians were not affiliated with the Veteran’s Administration health
care system.

e 9 out of 10 physicians saw more than half of their patients at their main practice
site. Around 50-60% of physicians reported up to 100 patient visits at their main
practice site during the past week.

e A third or more of physicians received more than half of their patient revenues
from private insurance payments.



Technology Infrastructure

Most physicians reported some form of high-speed Internet access, with cable or
digital subscriber line (DSL) being the most prevalent type of service.

Fewer than 1 in 5 physicians said they needed additional Internet access at any of
their practice sites.

Computerized Systems Use

The majority of physicians reported their practice used at least some electronic
billing, with the proportion of practices using electronic billing exclusively
increasing significantly over time from 2011 to 2013.

In 2011, 41% of the Cohort 1 physicians used EHR systems compared with 59%
of the 2013 Cohort 2 physicians.

8 out of 10 physicians had a computerized system that gathered patient
demographics. The proportion of physicians with computerized systems which
gathered other patient health information (e.g., record lists of patients’ health
problems and medications, record clinical notes) increased significantly between
2011 and 2013 for both sub-samples.

In terms of order entry management (e.g., ordering

prescriptions, lab, or radiology tests), there was a 8 out of 10 physicians had a
similar pattern of significant increases in computerized system that gathered
prevalence between 2011 and 2013 for both sub- patient demographics.
samples.
o By 2013, 83-87% of physicians whose Over 85% said they used their systems

computerized systems allowed them to to order prescriptions electronically.

order prescriptions said their systems

. . . . At least 7 out of 10 physici ted
provided warnings of drug interactions or east £ ot 0! prysicians repore

they had computerized systems that

Contralndlca.tlons. ) allowed them to view lab results and
o Over 85% said they used their systems to around half were able to use their
order prescriptions electronically. systems to view imaging results.

o Atleast 7 out of 10 physicians reported they

had computerized systems that allowed

them to view lab results and around half were able to use their systems to

view imaging results. More than half of physicians said electronic images

were returned to their systems.
Relatively few physicians had computerized systems that enable public health
reporting, although the proportions increased significantly in both sub-samples:
from 6-7% in 2011 to 10-11% in 2013.
Support for creating or receiving documents related to continuity of care was
also relatively uncommon (6-26%), but tended to increase from 2011 to 2013.
Computerized systems that generated reminders for guideline-based
interventions and screenings increased significantly from around 25% in 2011 to
33-41% in 2013.
Over a third of physicians reported that their computerized systems were
capable of providing patients with electronic copies of health information and
clinical summaries of visits.



The proportion of physicians who reported using each clinical function of their
computerized system “most or all of the time” increased over time. For the 2011
baseline and 2013 follow-up samples, the prevalence of five clinical functions
increased by 10 or more percentage points: medication lists (37% to 51%), record
clinical notes (39% to 50%), order radiology tests (20% to 31%), and patient
problem lists (35% to 45%).

Acquisition and Implementation of EHR systems

In the 2011 survey, 38-40% of physicians said their practice had fully
implemented an EHR system compared with 53-62% in 2013.

Of those physicians whose practices had acquired or were in the process of
implementing their EHR system, around one half expected to have completed
their implementation within the next 12 months.

Between 20-30% of physicians whose practices were in the process of
implementing or had fully implemented their EHR system said they had been
using the system for more than five years.

During 2013, 57.2% of physicians reported their main practice site had fully-
implemented EHR systems and 13.3% were in the process of implementing an
EHR.

Allscripts was the most commonly used system in both 2011 and 2013.

Factors Associated with EHR Adoption

In 2011, the odds of EHR adoption were higher

among physicians who reported they had “a lot” In 2013, the odds of EHR adoption were
of computer experience, and those who worked in | higher among primary care (versus
larger practice groups. specialty care) physicians and those

In 2013, the odds of EHR adoption were higher who worked in larger practice groups.
among primary care (versus specialty care)

physicians and those who worked in larger practice groups.

Effects of EHRs on Clinical Practice

Between 36% to 52% of physicians felt that their EHR system had a positive effect
and 38-51% of physicians felt that their EHR system had no effect on the quality
of clinical decisions.

8 in 10 physicians said that their EHR system had a positive effect on timely
access to medical records.

More than half of physicians said their EHR system had a positive effect on
preventing medication errors. Notably, few physicians felt their EHRs had a
negative effect on quality of care.

Between 64-74% of physicians reported that their EHR system had a positive
effect on prescription refills.

EHR systems appeared to have limited effects on the delivery of preventive and
chronic disease care meeting practice guidelines.

Relatively few physicians felt their EHR had a negative effect on the delivery of
care.



¢ The majority of physicians indicated that their EHR system had improved
communication with other providers. But 4 in 10 physicians said their EHR
system had no effect on communication with patients.

e More than half of physicians whose practices had fully-implemented EHR
systems were satisfied with their systems.

Certification Standards and Centers for Medicare and Medicaid Incentive Programs

e 3in 10 physicians said that their EHR was integrated with a hospital system.

e 8in 10 physicians said their system met federal certification standards.

e Over a third of physicians did not know if they qualified for the Centers for
Medicare and Medicaid EHR incentive programs.

e Incentives for adoption of EHRs

O

Around half of physicians said that incentives and additional payments
would have a major positive effect on the decision to adopt an EHR
system.

Around 40% of physicians felt that legal protection from personal liability
in the event of privacy and security breaches would have a major positive
effect on EHR adoption decisions.

More than half of physicians felt that certification standards could have a
major or minor positive effect on the decision to adopt an EHR.

Around 20% of physicians said that the decision to adopt an EHR could
be motivated by legal liability arising from not using the latest
technology.

e Barriers to adoption of EHRs

@)

EHR-related costs were seen as a significant barrier by the majority of
physicians.

Around half of physicians cited uncertainty about the return on their
investment in an EHR as a major barrier to adoption.

Concern about having the capacity to undertake all phases of EHR
implementation (i.e., to select, contract, install, and implement an EHR
system) was mentioned by 37-47% of physicians.

Between 30% and 37% of physicians mentioned physician resistance as a
major barrier to EHR adoption.

Physicians appeared relatively unconcerned about legal barriers to EHR
adoption. Between two-thirds and three-quarters of physicians said
concerns about inappropriate disclosure of patient information, illegal
record tampering, or legal liability resulting from patients” access to
medical records were minor barriers or not barriers at all to EHR
adoption.

9 in 10 did not think that adoption would be constrained by concerns
about the legality of a hospital-donated EHR.

Finding an EHR system that meets providers’ needs was mentioned as a
barrier by more than half of physicians. Between 41-46% of physicians
expressed concerns that the EHR system would become obsolete.

10



Health Information Exchange and PHRs

60-64% of physicians were not familiar with the Connecticut Health Information
Exchange (CT-HIE).

3 out of 4 physicians had not heard of Connecticut’s Regional Extension Center
(REC) (eHealthConnecticut) and the majority (63-73%) had not used REC
services.

The majority of physicians” write-in comments echoed the lack of awareness of
the CT-HIE. Other comments suggested physicians were interested in learning
more about the CT-HIE or looking forward to using it when it is established.
Support for adoption of patient personal health records (PHRs) was divided,
with 40% of physicians expressing support and 30-40% saying they did not know
if they supported PHRs. Physicians offered a variety of reasons for supporting
PHRs related to improvements in health care quality, safety, efficiency, and
patient empowerment. Reasons given for lack of support for PHRs included
concerns about privacy and security, lack of interest or technology skills,
perceived lack of benefit to patients, and cost (both in terms of time and money).

11
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What are the stakeholders saying?

This section summarizes data collected from the various stakeholders involved with the initial
advisory committee, the HITE-CT board of directors, and external professionals with expertise
in the HIT field. Data collection methods included online surveys, freelisting exercises, one-on-
one stakeholder interviews and content analysis from HITE-CT board of director meeting
transcripts and meeting minutes. This section reflects qualitative and descriptive quantitative
analyses within the time frame of October 2010 - January

2014.
At the end of the cooperative grant

At the end of the cooperative grant period on March 14, 2014, period on March 14, 2014, the HITE'CT
the HITE-CT had bought two assets: a Provider Directory g?feg;r;h?;g)i :r/;’(;) aaisgiei;ri:lder
(PD) and an Enterprise Master Patient Index (EMPI) and had Master 13;1 tient Index (EMPI), and had
one full-time employee. They had spent 4.3 million over the one full-time employee.

course of the cooperative agreement. The PD was deployed

in a very basic development environment with a potential

customer in Department of Social Services (DSS). A use case for the EMPI is still to be defined,
though HITE-CT may be able to make their case to deliver services to Access HealthCT which is
currently in need of both a PD and an EMPI. HITE-CT had signed a contract with DSS ending

on June 30, 2014 to deliver a standards-based Health Provider Directory.

HITE-CT Board Membership, Committees, and Contribution

e The board was designed to have 20 seats, though actual board membership varied
throughout the timeframe of this analysis, due to changes in administration and
resignations. At the start of HITE-CT operations in January of 2011, there were 19 active
board members and 1 vacant seat for the representative of primary care physician whose
practice utilizes EHRs. By October 2013, there were a total of 6 vacant seats on the board
representing 5 resignations and 1 which was never filled.

¢ Five standing committees were adopted with a minimum of two board members
required to serve on each and an Executive Committee.

o Legal and Policy: Ms. Boyle (Chair 1) & Mr. Lynch (Chair 2)

Business and Operations: Mr. Lynch (Chair) & Dr. Agresta

Technical: Mr. Courtway (Chair) & Dr. Agresta

Finance: Mr. Carmody (Chair) & Mr. Carr

Special Populations: Mr. Masselli (Co-chair) & Ms. Kelley (Co-chair)

Executive Committee: Comprised of the Chair, Vice Chair/Treasurer, Secretary,

and the Chairs of the standing committees

O O O O O

Internal Collaboration

e Opverall, HITE-CT respondents represented low integration levels (networking and
cooperating) in their reflection of HITE-CT’s purpose. However, in regard to its
strategies, leadership and decision-making, and interpersonal communication, almost
half the respondents rated HITE-CT’s integration at the higher levels of partnering and
merging.
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Most state agency representatives took a back seat when it came to early decision
making on the board. Bureau of Enterprise and Systems Technology (BEST) was the
most involved of the state agencies (17 motions) followed by DPH (7 motions) within the
first 26 months.

The most active seats in the first 26 months of the board were the insurer/representative
of a health plan making 32 motions and the representative of a large business group
made 19 motions. There was high reciprocal support between these two board members.
Public representatives had the most dissention when it came to HITE-CT decision
making. Three of the seven oppositions from the first 2.5 years of HITE-CT operations
concerned the consent model.

In the period of third chairmanship, DSS was the most active state agency with regards
to initiating HITE-CT decision making (10 motions) and had the most supportive ties (3).

External Collaboration

A ’3C3 Team’ was organized to emphasize the importance of communication,
collaboration and cooperation between HITE-CT, DPH, DSS, eHealth Connecticut and
Capital Community College, all recipients of ONC funds. Though interagency
stakeholder meetings were held with the intention to leverage each other’s strengths,
little collaboration occurred after the Connecting Connecticut conference in October
2011.
Axway Partnership
In October of 2012, all work related to the Axway contract ceased.
In January of 2013, Axway filed a lawsuit against HITE-CT for breach of contract.
No work was accomplished for over one year.
A new contract was agreed upon and signed in December 2013, at which point
all charges against HITE-CT were dismissed. This new contract includes services
for a provider directory and enterprise master patient index.
Rhode Island Quality Institute Partnership
o After just 5 months of a partnering with HITE-CT, RIQI canceled its contract in
November of 2013. This was a significant loss for the agency as this collaboration
would have helped HITE-CT stand DIRECT, which was the primary requirement
of ONC. This withdrawal of support was indicative of the lack of faith in HITE-
CT’s viability.

O
O
O
O

Structural Challenges

One challenge the board faced was figuring out how to effectively work within the
confined nature of the quasi-public agency structure.

Though some board members found the composition of the board impressive, many
raised concern about need for broader representation.

Declining membership was also a problem that exacerbated the challenge for sufficient
constituent representation. The first board resignation came 4 months into HITE-CT
operations.

As membership continued to decline, it became challenging to meet quorum.
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e The resignations of Chief Executive Officer, Mr. Gilbertson in August of 2012 and Chief
Technical Officer, Mr. DeStefano in November of 2013 placed significant challenges on
leadership and operations of HITE-CT.

Financial Challenges

The December 2010 business model that the board adopted required significant sales revenue.
Hence, from the onset, HITE-CT was faced with the challenge of building a robust business
model to support its operations, as federal funding for the initiative was time limited and state
funding to support HIE development and operations was absent.

We should at least look at the money we have coming from ONC and say, what do we absolutely need
to satisfy to do some of the functions that are not going to be the vendor that we’re going to select? ...
I think that we're going into this (vendor selection) without enough information. ... it’s been
worrying me because I know that the amount of money isn’t that great and I can’t believe that we're
just going to hire a vendor and the vendor is going to do everything and there’s not going to be any
need for anything else. So that’s my anxiety level right now being a member of this Board. (04/18/11
Board of Directors Meeting)

Technical Challenges

The vendor solution developed didn’t meet needs of the intended major customer base.
Additionally, the vendor was unwilling to negotiate a reduced scope of services and had no
capacity to implement Direct messaging protocol. Though hospitals and physicians agreed on the
concept of a statewide HIE, the technology needed to be developed precisely for intended client
needs and budget. The failed business model is explained below:

It didn't work and it didn't work for a number of reasons. ...And the customers, although they did say
they think it's a good idea, I don't think you would go to anybody in the state, a hospital provider,
anybody who would say that this is not a good idea. But the return on investment was the issue and the
model that came forward from HITE/CT was not a model that they were comfortable with.... Although
you can plug into what we had put up in the cloud pretty easily, because it is all based on standards, the
market in general wasn't really ready. There aren't that many hospitals in the state who are ready to do
this, frankly there are very few. And from the provider office perspective and the large providers, again,
there are very few who are really ready to do this... In Connecticut, we have a ways to go in our
marketplace before we're really ready to move forward with this. (08/07/13 Board of Directors
Meeting)

Legal Challenges

HITE-CT found itself in contracts that were binding and had difficulty re-negotiating contracts
with the vendor as well as DPH. Some of this was due to inexperience and some was due to
early reliance on interim contractors making critical technological and operational decisions.

Governance Challenges

e  While some members appreciated the leadership role that DPH initially took, some
thought from a business perspective that DPH wasn’t the right fit to lead HITE-CT.

¢ One area where leadership was noticeably lacking was in the formation of a Business
and Operations subcommittee. Though a solid business plan was critical for the success

16



of HITE-CT, the committee was never assembled. HITE-CT CEO, Mr. Gilbertson
emphasizes the importance of assembling this committee at his second board meeting;:

This committee will be the nuts and bolts of how this thing is actually going to work beyond
the technology. So, you ve got the technology and then what do you do with the technology
and how do you manage it? And that’s the Business and Operations Committee, otherwise
we’ll have a really nice technology but nobody will know what to do with it. (12/19/11
Board of Directors Meeting)

The need to assemble this committee was raised several times, though a group was never
successfully brought together:

That's been our problem; we haven't been able to get this Operational Committee to
operate. (04/16/12 Board of Directors Meeting)

Some members felt that decision making on the board was an insular process and that
not only minor, but important decisions were being made behind closed doors. This
perspective was expressed during a discussion concerning the hiring of the CTO
without a benefits package in place:

I didn't know we'd (decided) that. That's kind of my issue is that a lot of things get done
here, and maybe it happens in the Executive Committee, but that's a really important
question to me. I'm an advocate for people who don't have health insurance. I would have
been paying attention to that and I feel that that decision was taken away from me because
we've already done it. I'm concerned that if we go forward now that that will just be the way
it's done, and then it will be, you know, “you're just trying to slow things down’.
(04/16/12 Board of Director Meeting)

Just six months from the end of funding, in October 2013, the need for a new
sustainability model for HITE-CT was addressed by the creation of the Sustainability
Work Group. Though, a new plan was imperative for HITE-CT operations to continue,
the group only assembled once, and though priorities were identified, no specific
recommendations were made to the board from this group.

Interpersonal

Public representatives were concerned with the conflicts of interest on the board, which led to
feeling of mistrust, and fear that members would be unduly influenced by personal interests.

Consumer and Public Education

The HITE-CT consent model was a highly contested issue. The initial consent model

recommended by the Health Information Technology and Exchange Advisory Committee
(HITEAC), as described in the 2010 Strategic and Operational Plan, was based on,

“presumptive inclusion of all personal health information (PHI) in the HIE with an individual
having the right to prohibit disclosure of his/her PHI by the HIE to others... The HITEAC

deliberately refrained from using the terms ‘opt-in” and ‘opt-out’ “in order to avoid confusion and
to focus on the functions of the HIE as it relates to patient consent.”
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Though the consent model was consistent with current federal and state confidentiality laws
and regulations, the decision to not identify it specifically as an opt-out policy, lead to
confusion.

Sustainability

Early on in HITE-CT operations, board members expressed fears that HITE-CT would not
succeed. Prior to any contract issues or failed initiatives, the perceived sustainability of the CT-
HIE over the next ten years was moderate at best.

“Timing may mean everything; we may not have staying power.”
In the next 20 years, HIE “will become a utility, just like power.”

Future of HITE-CT
As summarized by a board member:

I mean when we started this effort off, we had a handful of core assets that we were going to be
able make available to the marketplace. Long story short...we don’t really have any customer base
or client base that is calling for those assets to be enabled. So that was going to create the
sustainability. So then the question that I would have is, how does the state look at the assets that
we have or we will retain after we resolve some of our outstanding issues with some of our
vendors, and how does that fit in to that overarching architecture? At this point if we don’t have
a major grouping to handle that, which was basically for all intents and purposes the hospital
system, if the hospital systems don't see us as wanting to come and shop at our doorstep, where
are we looking to take these assets and enable them within state architecture? And if not, then I
guess we have to look at ourselves and say...“We don’t have

a sustainability model. We don’t have a client base, and Our final recommendations include:
we’re not getting contributions from the state that fund .
what we needed of these assets and incorporated into a state The board should be comprised of

experienced members free from
perceived or actual conflicts of interest
and those who are willing to attend
meetings in person. No seats on the
board should be left vacant for more
than a quarter.

architecture.” Unfortunately, I think it’s time to talk about
you unwind where we're at. (10/01/13 Board of
Directors Meeting)

HITE-CT should create a viable and
realistic business model and develop
use cases that are attractive to its
customer base.

Need to engage the public through
education and outreach.
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What are the pharmacies telling us about e-
prescribing?

We received 73 responses in 2011 and 216 in 2013 based
on surveys administered to licensed pharmacies in e-prescription systems in 2013 (96%)
Connecticut to measure e-prescribing adoption rates was significantly higher in comparison
among community pharmacies, gather pharmacists’ with 2011 (80%).

opinions regarding the impact and value of e-prescribing,

and gauge awareness of activity surrounding CT-HIE.

The proportion of pharmacies utilizing

E-prescribing activities increased from 2011 to 2013 among pharmacies and prescribers.
96% of the pharmacies were enabled for processing e-prescriptions and 62% of the
prescribers were e-prescribing. Independent pharmacies were more likely than
chain/franchise pharmacies to indicate prescription transaction fees, low prescriber
activity and maintenance costs as barriers to implementing e-prescribing.

Descriptive Characteristics of Pharmacies

e More than 70% of survey respondents represented pharmacies in towns
categorized as urban periphery or urban core in 2011 and 2013.

e 59% of the responding pharmacies characterized themselves as independent in
2011 while 46% characterized themselves as independent pharmacies in 2013.

e Almost 64% of pharmacies reported Medicare as the most prevalent form of
insurance utilized by customers, followed by private insurance, Medicaid and
self-pay.

e A large proportion of survey respondents indicated an average daily prescription
volume of 101 to 300 prescriptions with 60% of pharmacies indicating this
volume range in 2011 and 54% in 2013.

Significant Changes between 2011 and 2013 in Methods of Receiving Prescriptions

e The proportion of pharmacies utilizing e-prescription systems in 2013 (96%) was
significantly higher in comparison with 2011 (80%).

e There was a decline from 2011 to 2013 in the use of interactive voicemail (48%,
33%).

e The proportion of pharmacies that received new and/or renewal prescriptions
by paper increased significantly from 85% in 2011 to 97% in 2013.

Level of Understanding

e Slightly more than half of respondents reported a deep understanding of e-
prescribing in 2013 compared with 33% in 2011.
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Prescribing Activity

The proportion of e-prescribing activity among prescribers increased from 2011
to 2013, with 62% reporting more than half to all prescribers in the area as e-
prescribing in 2013 versus 22% reporting this percentage range in 2011.

The proportion of pharmacies enabled in 2013 (96%) was greater than the
proportion who were enabled in 2011 (86%).

Influence of e-Prescribing on six IOM Domains

From 2011 to 2013 there appeared to be a general shift from positive responses to
more neutral responses, or occasionally, more negative responses regarding the
influence of e-prescribing over pharmacy practice.

Fewer respondents in 2013 reported potential positive influence of e-prescribing
on their pharmacy practice in comparison to 2011: Efficiency (82% vs. 86%),
Patient Safety (60% vs. 82%), Patient-Centeredness (46% vs. 70%), Effectiveness
(71% vs. 78%) and Timeliness (72% vs. 75%).

The Equity domain saw the largest drop with 58% of respondents indicating
positive influence in 2011 versus 31% in 2013.

Based on the 33 pharmacies that responded to both surveys, the 2013 survey
respondents were more likely to respond with neutral and negative responses for
the IOM domains of Patient Safety, Patient Centeredness, and Equity than they
did in 2011.

Barriers to e-Prescribing

In 2011, the three leading barriers to e-prescribing as indicated by survey
respondents were low prescriber activity (38%), prescription transaction fees
(36%) and maintenance costs (33%).

In 2013, the three leading barriers indicated were bugs in the e-prescribing
process (38%), potential for an incomplete patient medication list (27%) and poor
network connections in the area and/or network costs (21%).

Of the 44 respondents that shared other barriers in 2013, more than two thirds
reported various data entry issues as barriers to e-
prescribing and 41% feel prescribers are not
trained properly on the e-prescribing software.
Independent pharmacies were more likely than
chain/franchise pharmacies to indicate

In 2011, the three leading barriers to e-
prescribing were low prescriber
activity (38%), prescription transaction
fees (36%) and maintenance costs

prescription transaction fees, low prescriber (33%).
activity and maintenance costs as barriers to
implementing e-prescribing. In 2013, the three leading barriers were

bugs in the e-prescribing process
(38%), potential for an incomplete
patient medication list (27%) and poor
network connections in the area
and/or network costs (21%).
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Types of Pharmacy Transactions

100% of enabled pharmacies reported processing new prescriptions electronically
in 2011 compared with 98% in 2013.

89% of the enabled pharmacies reported processing renewal prescriptions
electronically in 2011 compared with 96% in 2013.

Fill notifications to prescribers (37% vs. 26%) and medication history
send/receive (25% vs. 6%), decreased in prevalence from 2011 to 2013.

Knowledge of e-Prescribing Standards and Terminology

In 2013 three out of five pharmacies reported using the Surescripts network for e-
prescribing. This is most likely an under-representation by our survey
respondents, since our Surescripts data files indicate that 93% of independent
pharmacies and 99% of chain pharmacies were activated on the Surescripts
network by the end of 2013.

Mostly respondents were unaware of whether or not the pharmacy paid
transaction fees (57%), used standards (40%), had a system compatible with HL7
messaging standards (90%) and used standard terminology (89%).

Awareness of Health Information Exchange

The majority of respondents indicated no familiarity with CT-HIE (70% in 2011
and 74% in 2013).

57% of pharmacies indicated sending electronic transactions to physicians,
physicians” assistants and nurse practitioners in 2011 compared with 82% in
2013.
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What are the laboratories telling us about
structured data?

We received 58 responses in 2011-12 and 34 responses in 2013 to statewide surveys
administered to licensed laboratories in Connecticut that were classified as hospital-based or
independent laboratories by the Centers for Disease Control. These 92 surveys represent 66
unique labs. The goal of the survey was to measure the extent of lab interoperability,
measured by the percent of labs sending electronic lab results to providers in a structured
format and the adoption of LOINC terminology.

In 2013, 63% of the Connecticut’s hospitals were sharing lab results electronically which is
higher than the national average of 56%. This represents a significant decrease from 77% in
2011-12. 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.

Location

e In 2013, Hartford and New Haven counties accounted for 64.7% of the labs and
urban-periphery and urban-core represented 82.4% of the labs that responded to our
survey.

Type of Laboratory

e In 2011-12 survey, responding labs were almost equally divided between hospital
(53%) and independent (47%) labs. In comparison, the majority (71%) of labs
surveyed in 2013 identified themselves as hospital-based and 29% identified
themselves as independent.

Laboratory Volume

e Almost half the respondents (45.0%) accounted for up to 499,999 billable tests per
year in 2011-12 compared to 59% in 2013.

e The number of physician practices submitting orders to the surveyed labs ranged
from 0 to 1,000 practices, with a median of 45 practices.

e About a third of labs (35%) reported that over 100 physicians submit orders to them.

Electronic Capabilities

e In2011-12, 57% of laboratories surveyed sent results in structured format to
ambulatory providers outside of their organization compared to 59% in 2013.

o The percentage of laboratories sending laboratory results to web portals was 24% in
2011-12; this increased to 33 % of labs in 2013.

e In2011-12, 34% of laboratories reported sending final laboratory results to EHRs; this
decreased to 30% of labs in 2013.
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Adoption of Standards

LOINC - In 2011-12, only 10.3% of the labs were sending results to ambulatory
providers using LOINC standards, this increased to 27% in 2013. Of these, 2% of labs
sent all of their lab results to ambulatory providers using LOINC in 2011-12; this
increased to 12% in 2013.

LRI Guide - In 2011-2012, 38% (35% did not know) of labs had not implemented the
LRI Guide, compared to 68% (29% did not know) of labs in 2013.

HL7 - Use of any HL7 version increased from 22% of respondents in 2011-2012 to 41%
in 2013. In 2011-2012, 71% of labs did not know whether they used HL7 standards;
this decreased to 47% of labs in 2013. Two labs reported that they used both HL7
version 2.5.1 and HL7 2.3.1 in 2011-2012.

Direct messaging - In 2013, only 9% (N=3) of the laboratories mentioned using Direct
messages for sending lab results while 82% of laboratories (N=27) reported not using
Direct messaging.

Differences in Electronic Reporting By Lab Affiliation, Volume, and Socioeconomic
Grouping

In 2011-12, 77% of hospital labs sent structured electronic results compared to 63% in
2013. This compares with 37% of independent labs in 2011-2012 and 50% in 2013. This
difference was statistically significant, that is the proportion of hospital labs with
electronic capability was significantly higher than independent labs during 2011-12,
but not in 2013.

Labs that processed a higher volume of tests were more likely to send results
electronically. In 2011-2012, 80% of labs receiving over one million billable tests per
year sent results electronically.

In 2011-12, 52% of independent labs processed fewer than 100,000 billable tests
annually compared to 16% of hospital labs. This difference is significant and held for
2013.
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Connecticut Department

of Social Services

Making a Difference

DSS IT Capital Investment
Briefing

September 11, 2013

Contents - sne;:ticut Department
(1}

ConneCT (Modernization of Client Service Delivery)

and

Health Insurance Marketplace/Integrated Eligibility
Project

(Access Health CT/IEP) — Tiers 1, 2, 3, and 4
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Connecticut Department

ConneCT Project of Social Services

Making a Difference

Project Overview

Purpose: The DSS ConneCT project will modernize the agency’s existing infrastructure with
the implementation of a Modernization of Client Service Delivery (MCSD) solution utilizing
three (3) specific technologies: Internet-based Client Access and Web Services, Document
Scanning and Work Flow Management, and Interactive Voice Response (IVR) and Call Center
Services. These technologies will be integrated with our existing eligibility legacy system
known as EMS. These functionalities will increase the efficiency and effectiveness in how DSS
serves its customers.

Status of Project: As of December 31, 2012, two of the project's seven releases have been
built and fully tested. These two releases feature Client Accounts and Pre-Screening
functionality. In addition to Client Accounts and Pre-Screening, the state has completed the
installation and configuration of approximately 95% of the new ConneCT Solution Platform.

Project Timeline: 07/01/11 - 10/01/13

Connecticut Department

Achieving Incremental “Wins” for DSS and Connectic of Social Services

a Differ

Reach & Impact:
= Enables cross-agency
collaboration and the ability to
serve the “whole client”.

Tier4
Reach & Impact:
Integrated Eligibility

= Increased automation to improve

service delivery to all DSS clients. (Cross-Agency)
Reach & | J *
each & Impact: Tiers2and 3 ;
= New population of clients who o '
purchase/receive medical Integrated Eligibility ~ -------------~
insurance. (DSS)
= New quasi-public agency.
x

Reach & Impact: Tier 1

= New channels for DSS clients to
get information.

access health

= New technology tools for DSS
workers.

These projects build on each successful milestone to increase reach
and impact.
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Connecticut Department

Objectives - ConneCT of Social Services

M g & Differ

Improve Client Access
Anywhere/anytime access via web services.
Achieve Better Quality Outcomes
Makes processes faster and more efficient by reducing “back and forth” and generation
of paper.
Enhance Customer Service
Empowers workers with tools to help clients.
Increases the number of workers who can help a client.
Reduce Costs
Reduces the need for paper (and associated storage costs).
More efficient retrieval of documents.
Provide a Technological Framework for the Future
Integrated technologies support the business and allow for expansion.

Through ConneCT we are using technology to generate positive
business impact.

Connecticut Department

Building a Technological Framework for Future - Conn of Social Services

Technical Milestone it to DSS and Connecticut

Built and deployed new server infrastructure at BEST Allows to BEST to host a modern web-based system
Data Center. for DSS.

Installed new telephone system at BEST and at three Single, centralized telephony platform enables a state-
DSS offices. wide workforce and provides redundancy.

Installed new optical fiber network. Enables high-speed connectivity between the BEST
data center and DSS benefit center offices to support
voice and data.

Installed 700 new telephone lines at the BEST Data Allows DSS customers to reach DSS via a central
Center. location and access telephony services.
Deployed new web-based software platform. Provides modern, web-based systems for DSS clients

and DSS workers to use.

DN N N N NN

Installed leading COTS products including Rules Provides modern, web-based systems for DSS clients
Engine and Document Generation Software and DSS workers to use.
| Extensible technical products support DSS now and in the future.




Connecticut Department
of Social Services

Release Update and Timelines- ConneCT

Functional Overview Status / Target Date

E Client Accounts
"

Provides secure, anytime access to generic
and case-specific information to clients via the
Internet.

A 7 a Diff

Currently Live (http://connect.ct.gov)

Pre-Screening

Allows clients to independently check for
potential eligibility online without having to visit
or call DSS.

Currently Live (http://connect.ct.gov)

Interactive Voice
Response (IVR)

Provides secure, anytime access to generic
and case-specific information to clients by
phone.

Currently Live

Document Reduces the need for paper-based processing
Management and  and provides centralized access to documents ~ Currently Live
Workflow and visibility into document status.

Benefit Center

Provides a centralized, consistent enterprise
system for receiving and servicing incoming
calls.

Currently Live

Online Application

Allows clients to apply online and provides a
dynamic verification checklist to clearly explain
what verification is required.

September 2013 (beta)

Change Reporting
and Online
Redeterminations

%
<
&
3
=2

Allows clients to report changes and conduct
redeterminations online.

October 2013

ConneCT Telephony — Benefit Center Model

ervice Group

y Benefit Processing
;. Group Group
,
P
|| Benefit Center Office 2
mir i Ld
’ 7 pa
, T A
;. ==
v Service Group

State-Wide IVR

L — S ©
1-855-6-CONNECT N
T \\ Benefit Processing
! \ Group Group

Benefit Center Office 3

Service Group

Legacy

System
Benefit Processing
Group Group

Connecticut Department
of Social Services

7 a Diff

Key Features:
Web Services Make Legacy Data
Available for Self Service
Benefit Centers are Redundant
Licenses Float Between Offices
Remote Agent Capability.

10/14/2014



Connecticut Department
of Social Services

A Closer Look...
CT Benefit Center

LS

‘ Worker Portal

Benefit Center
Worker_ Benefit Center
and Supervisors Console (Avaya)

EMS Legacy System

ooo

aoo

oog | |

ooo ConneCT Screen Pop
X & ConneCT Client Information =

Benefit Center Phone (VoIP) State of CT DSS Client Information

Client ID: 001006303

Office Wall ELcy Vedfisd: Yes  Language: Engish

Display Agent Status and Max Call Wait Time (Configurable)

Name: Asndend Leila
Call Reason:  App_Benefi_Doc
Caling Number: ~ (800) 555-1212

Program Info

Medicaid for Children:HoH: Active:9468219 -
Medicare Savings Program:HoH: Active 50093362

« b

Reminder: This information is also available at connect ct gov

Connecticut Department

A Closer Look...
of Social Services

CT Document Management and Workflow D

. Daily Pick-up

Central PO
Box Mail
Manchester, CT
Expedited Fax: 2hr SLA
""" ransmission Every 285, |
""""""""" All Other Docs: 2ahr SLA ™~ I
Transmission Every 2hrs
Scan Optics BEST
| | '| '| ‘ 4AM - 6AM Batch
12PM-1PM Process
5PM—8PM
i Expedited
DSS Office Fax
Mail
UPS - 1 Business Day ConneCT WP
Work Items Created
or Appended
7y

Walk-in

""" Online Applications,
Changes and Redes

ConneCT CP

10

10/14/2014



A Closer Look... Connecticut Department
- of Social Services

CT Document Management and Workflow Making a Diference

Scanning and \

Indexing Vendor R
\ !% !

11

A Closer Look... ngﬂﬂ!-‘licsut Department
la Ml
CT Document Management and Workflow 2 Difference

& ConneCT Worker Portal EMS Eligibility System
s i .
T

DSS
Processing
Workers

10/14/2014
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Connecticut Department
of Social Services

Enabling Real-Time Document Tracking a Di

ConneCT Document Management and Workflow —

MyAccount

Case Information

Client Name: IR Crient I0; I
Client Address: Office Address:
Mew Britain

30 Christian Lane
Mew Britain, CT 06051

Home Phone: [N General Information: 1-866-723-259168)

Cell Prone:

Benefits Summary

Food Benefits Head of Household Detaits
SaP I N\

Wedical Beneiis Head of Household Detaits
Family Medicaia L N\

Recently Received Documents

Bielow are the documents we have recently received from you_ Piease note: Documents that have been reviewed may not impact your case status right away

Document Type Document Category. Document Status
u-gsc Child Support Recenved
Received
ussc Child Support Reviewed
Revewed
W-1E Authorzation, RER, #ic. Recenved

13

Connecticut Department

ConneCT Modification Releases (Draft Plan) of Social Services
Release Release Name and Functionality Phase Stakeholders Required Status
3.0 ConneCT Release 6/7: Design Deloitte / DSS n/a n/al|Complete
-Online Application Development Deloitte n/a n/a|Complete
-Report a Change System Test Deloitte n/a n/a|Complete
-Online Redetermination UAT Deloitte / DSS n/a n/a[Complete
Staging Deloitte 8/28/2013 9/3/2013
Production BEST / Deloitte 9/4/2013 9/4/2013
3.1 ConneCT Changes for HIX (October) Design Deloitte / DSS n/a n/al|Complete
-Includes selected (deferred) Development Deloitte 8/19/2013 9/6/2013
defects/changes from R6/R7 System Test Deloitte 9/9/2013 9/13/2013)
-Includes selected RS (doc mgmt / UAT / System Test Vali| Deloitte / DSS 9/16/2013 9/20/2013
workflow) related defects Production BEST / Deloitte 10/1/2013 10/1/2013|
3.2 ConneCT Changes for C!A Part | Design Deloitte / DSS 8/12/2013 8/30/2013|In Progress
Development Deloitte 9/3/2013 9/27/2013
System Test Deloitte 9/30/2013 10/11/2013
UAT / System Test Vali[Deloitte / DSS 10/14/2013 10/25/2013
Production BEST / Deloitte 11/5/2013 11/5/2013]
4.0 ConneCT Changes for HIX (D ) [Design Deloitte / DSS 9/2/2013 9/13/2013)
Development Deloitte 9/16/2013 10/25/2013
System Test Deloitte 10/28/2013 11/8/2013
UAT / System Test Vali| Deloitte / DSS 11/11/2013 11/22/2013
Production BEST / Deloitte 12/6/2013 12/6/2013|
4.1 ConneCT Changes for HIX (January) + |Design Deloitte / DSS 9/23/2013 10/4/2013
ConneCT Changes for C!A Part Il Development Deloitte 10/21/2013 11/15/2013
System Test Deloitte 11/18/2013| 11/29/2013]
UAT / System Test Vali| Deloitte / DSS 12/2/2013 12/13/2013
Production BEST / Deloitte 1/1/2014] 1/1/2014
14




Connecticut Department

ConneCT - Current Risks and Issues of Social Services

a Dift -]

Risks:

= State resource competition for upcoming releases and other projects.

Issues:

= Challenges with scanning/indexing at the current full production volume.

= Analysis and refinement of business processes has been challenging
with aggressive rollout approach.

= |ntermittent production issues have impacted production up-time.

15

ConneCT - Results and Impacts

While recently implemented (fully operational July 8, 2013), ConneCT has
already started to make a significant impact:

m 30,015 Online Accounts Created
= 50,000+ IVR Accounts Created

= 127,308 Calls Answered by the Benefit Center
— 29,302 Interviews Conducted via Phone

= ~1M Legacy and New Documents Committed into FileNet (Doc Mgmt)

“This series of technological improvements will gradually change the service
landscape at DSS for the benefit of Connecticut residents, the agency’s dedicated
staff, and taxpayers in general. We are literally taking an agency from obsolescence in
terms of overwhelmed phones and laborious paper processing into the modern age of
business systems.”

-Governor Dannel Malloy

16
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Connecticut Department

Financial Estimates (SFY 13 — SFY 14) - ConneCT of Social Services

Making a Diffe

Estimated Total Estimated total Estimated Annual One Time Financial | Recurring Annual

Development Cost Capital Funding Operating Cost Benefit Financial Benefit
Request

$21,401,663 $8,550,041 $4,652,061 $10,478,858 $2,279,510

of Estimates

The total development costs indicated above are reimbursed by the Federal Government at a 49% FFP rate. The
“One Time Financial Benefit” of $10,478,858 shown above reflects $2,279,714 of FFP against the Capital
Equipment Purchase Fund expenditures of $4,652,478, in addition to the FFP of $8,199,144 for the federal share
of this initiative.

¢ Funding requested for the ConneCT project through this submission
reflects the final allocation of funds for SFY 2014 consistent with the
funding amounts approved in our original submission to the
Committee.

17

Connecticut Department

Actual & Projected Expenditures — ConneCT of Snl:lal Services

Actual and Projected Development Expenditures

IActual Expenditures:

SFY 2009 859,840
SFY 2010 441,458 $20.6 God in ori
SFY 2011 894,014 .6 m expended in prior years
SFY 2012 2793671 $ 7.8 m for 2014 costs
SFY 2013 13,636,831 $28.4 m total project cost
Total Actual Expenditures Through SFY 2013 20,625,814

Projected Expenditures:
SFY 2014 7,764,832

IGrand Total All Expenditures 28,390,646

18




Connecticut Department

Actual & Projected Expenditures (SFY 13 — SFY 14) - Conne of Social Services

Making a Difference

ConneCT
6,000,000 -
5,000,000 -
" 4,000,000
£
2
e 3,000,000 -
@
-
&
2,000,000 -
1,000,000 -
il SFY 13 SFY14 SFY15
M Federal Funds 5,522,435 2,676,709
m CEPF 2,871,850 1,780,628
IT Capital Investment Funds 5,242,546 3,307,495
Year
® Federal Funds ~ m CEPF IT Capital Investment Funds

*Does not include Maintenance & Operation expenditures (SFY14 - $4.5m, SFY15 - $4.7m).

19

Connecticut Department

Achieving Incremental “Wins” for DSS and Connecticu of Sacial Services

a Dil

Reach & Impact:
= Enables cross-agency
collaboration and the ability to
serve the “whole client”.

Tier4
Reach & Impact:

= Increased automation to improve Integrated Eligibility

service delivery to all DSS clients. (Cross-Agency)
x
Reach & Impact: Tiers 2 and 3 i
= New population of clients who o :
purchase/receive medical Integrated Eligibility =~ f--------------
insurance. (DSS)
= New quasi-public agency.
A

Reach & Impact: Tier1
® New channels for DSS clients to
get information.

access health’

= New technology tools for DSS
workers.

These projects build on each successful milestone to increase reach
and impact.

20
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Health Insurance Exchange & Integrated Eligibility Connecticut Department

of Social Services

— Making a Differe,

System Project (HIX / IEP) — Tiers 1, 2, 3, and 4

Project Overview

Purpose: The Department of Social Services Integrated Eligibility System project
will replace the Department’s existing 24 year old Eligibility Management System
(EMS). The integrated eligibility platform, once designed, developed and
implemented, will provide a seamless eligibility and enrollment process for
Medicaid, CHIP and the CTHIX, and will ultimately be used to determine eligibility
for other social service programs (e.g., SNAP, TFA). Specifically, the planned
integrated eligibility function will initially address federal requirements for
eligibility determinations for advance premium tax credits and reduced cost
sharing through the Exchange, MAGI-based eligibility for Medicaid, complete
individual responsibility exemption determinations, and coordinate enroliment.

Anticipated Project Timeline: 02/1/12 - 12/31/15

21

Connecticut Department

Tier 1 Update and Timeline — Access Health CT of Social Services

June 2013: Enables the Loading of
Plan Data (Currently Live)

R1: Plan Management
R2: Core Functionality
R3/R4: Deferred Functionality

October 2013: Allows Clients to
Browse, Apply, Shop and Enroll

Provides Additional
Functionality to Enhance the
Marketplace

We've locawed 16

22

10/14/2014
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Access Health IE PMO IT Program Plan Completion
(per the IE PMO work plan)

Connecticut Department
of Social Services

[

05/14/2012 11/15/2013

R21IT 100%| 0
R1IT 99%| 0.93|

99% 07/10/2012 09/16/2013 98%
R21IT 93%| 0.07|
R1IT 99%| 0.31]

95% 08/16/2012 09/30/2013 93%
R21IT 93%| 0.69|
R1IT 99%| 0.14|

71% 10/19/2012 10/03/2013 62%
R21IT 67%| 0.86|
R1IT 21%| 0.05|

1% 06/04/2013 12/31/2014 0%
R21IT 0% 0.95|

23

Infrastructure

Design
Development

Testing

Implementation

Requirements and Planning

(1a) *Preliminary IRS ACA Safeguard Procedures
Report & System Security Plan due
(Apr1)

(1d) *Privacy Impact Assessment Complete
(May 15)

(1e) *Preliminary Interconnection Security
Agreement must be provided (May 17)

(1g) *Final State Determination (Jul 1)

(1h) *Computer Matching Agreement (Aug 15)

(1i) *Submit Final ACA Safeguard
Procedures Report & Final System Security
Plan to IRS (Jul 1)

(1j) *Final Interconnection Security Agreement

due (Sep 1)

(1k)*Business Partner Agreements must be
complete (Sep 30)

(11) Submit Establishment Design Review & IT
consultation/presentation to CMS
(March 27-28)

Infrastructure

UAT

(7g) R2 SIM/SAM Configuration (Jun 17— 21)

(7h) R2 Informatica Configuration (Jun 24 - Jul 5)

(7i) R2 UAT Deployment (Aug 21)

(7w) R2 UAT Shakedown (Jul 2 — Aug 21)

(7b) R2 SMS Module Install Complete (Jul 1)

(7¢) R2 Filenet Configuration (May 31 — Jun 28)

Staging

(7n) R2 SIM/SAM Install (May 14 — Jun 14)

(70) R2 Staging SIM/SAM Config. (Jul 29 - Aug 9)

(7p) R2 Staging Deployment (Aug 19)

(7d) R2 Software Base Configuration (Jun 6 — Aug 14)
(71) R2 SMS Module Install Complete (Jul 12)

Production

(7t) R2 Vanilla Software Install (Jun 5—Jul 19)

(7) R2 SIM/SAM Install (Jul 15 — was Aug 28, now Sep 4)
(7y) R2 Informatica Configuration (Jun 10 - 20)

(7m) R2 Filenet Configuration (Jun 17 — was Aug 16, now Sep 6)
(7r) R2 SIM/SAM Configuration (Jul 29 — Aug 1)

(7s) R2 SMS Module Install Complete (Jul 29)

(7z) R2 Deployment (was Aug 28, now Sep 6)

Design

(3i) R2 Design Complete (Mar 15)

Telephony — Design

(10n) IVR & Outbound Dialer (Aug 12)

(100) Telephone System & Call Recording (Jul 25)
(10p) WFM System (Aug 21)

Development

Testing

(12b) Finalize UAT Scenarios (Jun 28)

(12c) Create UAT Training Schedule (Jul 5)
(12d) Select and Prepare Training Rooms (Jul 5)
(12e) Week 1 Training Overview (Jul 16 — 18)

(12f) Complete UAT Env. and Testing Checklist (Jul 24)
(12g) Week 2 Training (Jul 22 — 26)

(12h) Prepare test scripts for UAT (Aug 30)
(2q) Start R2 UAT (Aug)

(12i) UAT Execution Kickoff (Jul 31)

(12j) Final UAT Schedule - Cycle 2 (Aug 16)
(31) R2 UAT/ Go No-Go (Sep 13)

(12k) Final UAT Schedule — Cycle 3 (Aug 30)
(121) R2 UAT Exit Review Meeting (Sep 17)
(12n) Final UAT Schedule — Cycle 4 (Sep 6)
Implementation

ConneCT

(2h) Xsfr Case-base to Task-base (Jul 8)

(2i) Online App&Redets [R6&R7] (Aug 13)
EMS/ConneXions/MMIS

(20) ConneXions MPI load file developed (Jun 26)

MAXIMUS Data & Voice Circuits
(101) Voice Circuits (Jul 22)
(10m) ACD (Jul 16)

MAXIMUS CRM/KMS

(10y) KMS Set-up (Aug 11)
*Indicates CMS Critical Activities and Important for
Conditionally Approved SBEs

10/14/2014
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Tier 1 — DSS Workstream Dashboard — 08/30/2013

Summary - milestones

Tier1

JUNE JuL

DSS

Today

2013

Connecticut Department

of Social Services

AUG SEPT OCT NOV

DEC JAN

10/14/2014

(2K) Approval of Tech Design (June TBD)

(20) Start R2 UAT (Aug 2013)

(2r) Commence Training DSS staff (Aug 2013)

(25) Go live open enrollment (Oct 1)

(2t) Go live (Jan 2014)

(2v) Submit SPA to legislative committee (Week of 8/5)
(2w) SPA Tribal Consultation (8/5)

(2x) SPA submission to CMS (8/31)

(2i) Online App & Redets (pilot rollout) [R6&R7] (Sep 9)

EMS/ConneXions/MMIS
(2p) All new SPEC Aus in EMS production (Nov 29)
(2n) EMS webservice lookup (Mid May)

analysis which impact either the R2 October Release, or the

these CRs and other CRs that may arise.

Key planned activities for current

Schedule Risks Resource Quality Risks Deliverable Issues. week
Risks s Risks 1. Decision on verification — potential
2. Identify reporting requirements
Risk (s) Overall Mitigation Current Status 3. Develop hearings processes.
Risk Level 4. Develop functionality required for
future releases
Timing and scope of the R3 & R4 unknown. Resulting impact Need an integrated work plan with release Meeting scheduled for August 7at DSS | s Follow up on IPA
is lack of Integration Plan across AHCT & ConneCT. (DSS scope and timing. to discuss.
expecting integration in December release) (Risk 107)
25 [Assumed staffing for processing verifications ~ scope of Medium  [Consider work around for 1) staffing, or 2) forms |Work around currently being explored.
Xerox workers in making discretionary action. (Risk 115) of verification (including possible ‘self
attestation’).
25| Appeals process and scope of Xerox There is a risk DSS will Low |Discussions are currently underway between | Meetings have commenced to
not be able to support the increase in fair hearings AHCT and DSS on how Fair Hearings would be  [document this and are being supported
impacting DSS staffing. handled (roles and responsibilities of various | by KPMG.
parties incl Xerox).
25 | There are currently 17 DSS Change Requests pending Low  |Needa CCB meeting ASAP to address each of [ Awaiting CCB meeting to be scheduled.

January Release[refer to IPEMO CR Log].

Connecticut Department
of Social Services

Access Health CT — Release 2 - Risk by Category

Quality Medi
107 [Timing and scope of future releases
111 Requirements have not been traced to Design, Development, and Test scripts
115 \Verification process (IT)
120 Poor Quality Deliverables causing rework and schedule delays
144 [Training evironment is unstable and the work portal is not working
146 ISystem Integrator Testing Defect Reslution Late
Bchedule Medi
83 IMOU between BEST and Exchange polished on 1/24 pending AHCT legal sign-off
85 [The Federal Data Services Hub (FDSH) will not be available in time for Deloitte development timeline.
123 UAT and Performance Testing Availability
126 ICDs missing/late bSwift, ScanOptics, sir speedy, Xerox impacting testing
132 Limited time to get approval for Power User, Plan Variation and SSA changes design to meet coding deadlines.
135 Data format inconsistencies between Federal data templates and AHCT are hindering QHP data uploads.
138 Staging Environment will not be ready for shakeout until 8/7
142 IDomain and DNS changes
147 Significate Scope Changes may be made for R3 and R4 whih have created schedule risk for requested scope.
Fcope Medi
124 |Operational and systems integration with DSS not finalized (e.g. - appeals, notifications, and call center operations, etc.)

26
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Connecticut Department

Achieving Incremental “Wins” for DSS and Connectic of Social Services

Aaking a Differ

Reach & Impact:

= Enables cross-agency
collaboration and the ability to
serve the “whole client”.

Tier4

Reach & Impact:

Integrated Eligibility
(Cross-Agency)

= Increased automation to improve
service delivery to all DSS clients.

V'
Reach & Impact: Tiers 2 and 3 '
= New population of clients who o :
purchase/receive medical Integrated Eligibility =~ f--------------

insurance.

= New quasi-public agency.

Reach & Impact: Tier 1 i

= New channels for DSS clients to
get information.

access health’

= New technology tools for DSS
workers.

These projects build on each successful milestone to increase reach
and impact.

27

Connecticut Department

IEP — Tiers 2 and 3 — High Level Description of Social Services

o Tier Il — This Tier adds the remaining DSS medical eligibility rules (including Aged, Blind and Disabled
(ABD), Medically Needy, and Long Term Care) as well as the case management capabilities for all of DSS’
medical programs (including Modified Adjusted Gross Income (MAGI) based Medicaid and CHIP).

o Tier lll — This Tier adds the eligibility and case management for the remaining Eligibility Management
System (EMS - the legacy eligibility system) programs including TANF (called Temporary Family
Assistance — or TFA in Connecticut), SNAP, Summer Electronic Benefit Transfer (SEBT), State
Administered General Assistance (SAGA), State Supplement to ABDs, and Refugee Assistance

The implementation of Tiers 2 and 3
effectively provides CT DSS the ability to
sunset its legacy eligibility system known as
EMS

28

10/14/2014
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Connecticut Department
of Social Services

IEP - Platform Capabilities for Tiers 2, 3 and 4
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Connecticut Department
of Social Services

IEP - Future Vision for Tiers 2 and 3 (proposed)
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Connecticut Department

IEP — Tiers 2 and 3 — High Level Project Timeline (propos of Social Services

Making a Differe
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Connecticut Department

IEP — Tiers 2 and 3 — Key Dates (proposed) of Sacial Services

A 3 Diffe

In accordance with the schedule above, the table below summarizes the estimated start and end dates of
each project phase. The SOW is based on this estimated schedule.

Phase | Phase Start Date | Phase End Date
Initiate & Plan September 2, 2013 September 29, 2013
Requirements Validation September 30, 2013 November 29, 2013
Design (Haborate and Gap Analysis) December 2, 2013 August 29,2014
Development and Testing Aprill, 2014 April 30, 2015
User-Acceptance Testing March 30, 2015 July 15, 2015
User Training July 1, 2015 October 30, 2015
Implementation Planning and Implementation October 1, 2013 November 30, 2015
Production Pilot August1,2015 August 31, 2015
Wave 1 Go-Live September 1, 2015 September 30, 2015
Wave 2 Go-Live October 1, 2015 October 31, 2015
Wave 3 Go-Live November 1, 2015 November 30, 2015
Conversion October 1, 2013 November 30, 2015
Maintain and Operate December 1, 2015 November 30, 2016

32
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Connecticut Department

IEP — Current Status of Planning Phase of Social Services

¢ Implementation Advanced Planning Document (IAPD) was approved
by the Centers for Medicare and Medicaid Services (CMCS) and by the
Food and Nutrition Services (FNS) on April 5, 2013.

¢ |EP Statement of Work (SOW) approved by CMCS and FNS on June 25,
2013 and submitted to Deloitte Consulting.

* Final DSS Negotiated Deloitte SOW Response submitted to CMCS and
FNS on August 8, 2013

e CMCS and FNS are currently reviewing Deloitte SOW Response and
have indicated that review will be completed within approximately
thirty (30) days.

e CT DSS anticipates official IEP kick-off to happen on October 1, 2013.

33

Achieving Incremental “Wins” for DSS and Connectic of Social Services

Reach & Impact:

= Enables cross-agency
collaboration and the ability to
serve the “whole client”.

Tier4
Reach & Impact:
= Increased automation to improve Integrated Eligibility
service delivery to all DSS clients. (Cross-Agency)
. x
Reach & Impact: Tiers 2 and 3 i
= New population of clients who o :
purchase/receive medical Integrated Eligibility =~ f--------------
insurance. (DSS)
= New quasi-public agency.

Reach & Impact: Tier 1
® New channels for DSS clients to
get information.

access health

= New technology tools for DSS
workers.

These projects build on each successful milestone to increase reach
and impact.

34
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Connecticut Department

of Social Services
a Differ

IEP — Tier 4 — Across the CT HHS Enterprise

mThis tier contemplates an enterprise build enabling cross-
agency collaboration and the ability to serve the “whole client”.

mThis tier is being led by CT Chief Information Officer, Mark
Raymond

minvolves CT HHS agencies such as Department of Public Health,
Department of Children and Families, Department of Disability
Services

®Planning work is still ongoing

35

Connecticut Department

of Social Services
a Diff

Updated Financial Estimates (SFY 13 — SFY 16) — CT HlI

Estimated Total
Development Cost

Estimated total Capital
Funding Request

Estimated Annual
Operating Cost

One Time Financial
Benefit

Recurring Annual
Financial Benefit

$108,104,791

$13,699,707

$13,782,851

$94,375,483

$10,337,138

Explanation of Estimates

The total development cost is reimbursed by the Federal Government at an 87.3% FFP rate. The estimated annual operating cost is
calculated based on the SFY15 amount of $13,782,851. The recurring annual financial benefit is calculated by multiplying the
estimated annual operating cost by 75%, as operating costs will be reimbursed at a 75% FFP rate.

In the development of the cost estimates above, the majority of the cost is allocated to information technology systems and
related support. These costs are highly dependent upon future activities, such as the structure of procurements, vendor
solicitations, and the actual reusability of technology components. The costs also reflect assumptions on the approach to
implementation including training, user acceptance test, pilot, conversion and the number of releases.

The operational cost budget accounts for two (2) years of operations and maintenance, starting in January 1, 2014 and running
through December 31, 2015. Assuming a full implementation of software around December 31, 2014, the estimate includes one
full year of post implementation stabilization support. Please note that these costs are very preliminary estimates and subject to
change as additional information becomes available.

Furthermore, there is an anticipated future APD for Tier 4 Development Costs, which are not included in this submission.

36
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Connecticut Department

Reasons for Expenditure Updates (SFY 13 — SFY 16) — CT HIX of Social Services

— Making a Diffe

An adjustment is made to include additional project costs of $4.3 million
associated with the HIX Tier 1 development. This includes the following:
— IV&V - First Data $0.7m
— In Person Assistors  $1.3m
— Hardware/Software $2.3m

Further detail on project timelines has allowed us to better estimate
project needs across the multi-year period. As a result, total project
funding of $23.6 million is shifted from SFY 2014 to SFY 2015.

The IT Capital Fund request is also altered to reflect a revision to the
anticipated federal reimbursement level. The original request utilized an
overall federal share of approximately 85%; this request updates the
federal share to approximately 87%.

37

Connecticut Department

Projected Expenditures (SFY 13 — SFY 16) — CT HIX/IEP of Social Services

Health Insurance Exchange & Integrated Eligibility System

Project
40,000,000 -
@ 30,000,000
o
E
E 20,000,000 -
[
Qo
X
w 10,000,000 -
| SFyis SFY14 SFY15 SFY16
u Federal Funds | 4435509 | 42,552,108 | 42,539,533 | 4,757,594
=T Capital Investment Funds| 527,298 6,472,448 6,121,934 698,362

Year

m Federal Funds =T Capital Investment Funds

*Does not include Maintenance & Operation expenditures (SFY14 - $2.8m, SFY15 - $13.8m, SFY16 - $3.9m).
*Does not include anticipated future APD for Tier 4 Development Costs, which are undetermined at this time.
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The Framework's

initial scope
includes almost
60 programs
within the
following State

agencies:
» Aging

» Children and
Family Services

» Commerce
and Economic
Opportunity

» Healthcare and
Family Services

» Human Services
» Public Health

» Employment
Security

About the Illinois
Framework for Healthcare
and Human Services

I he Illinois Framework for Healthcare and Human Services (lllinois Framework), a
multi-agency collaborative, coordinates the use of shared technology and business
processes across lllinois’ federally-funded healthcare transformation initiatives. The
Illinois Framework provides strategic insight, organizational support, and guidance on
federal standards to advance lllinois’ healthcare and human services enterprise. These efforts
will improve service coordination and lower costs to advance the health and well-being of the
people, families, and communities of Illinois.

The lllinois Framework achieves its goals by leveraging multiple ACA-related federal
infrastructure investments, implementing effective governance, undertaking comprehensive
planning, and rigorously engaging key stakeholders. The lllinois Framework will benefit clients,
providers, and the State of Illinois in the following ways:

» Provide customers with more options to access the range of needed services.

» Develop a healthcare and human services enterprise for lllinois that will provide
seamless services to customers at the lowest possible cost and highest quality.

» Leverage and reuse technology to maximize investment and increase operational
efficiency and reduce administrative burden.

» Redesign business processes around the sharing of critical information and delivering
services to the right person at the right time.

» Improve outcomes through data-driven decision tools utilizing rich new data sources
with accurate and timely information.

Wherever possible, the lllinois Framework will leverage the functionality of the integrated
eligibility, enrollment, and case management systems developed as part of the ACA
implementation. Specifically, the Illinois Framework will focus on sharing services among the
following processes:

» Assessment, Intake, and Application
» Eligibility, Verification, and Enroliment
» Casework and Case Management
» Provider Management
» Analytics and Reporting
Finally, the lllinois Framework recognizes the complex needs of both the customers and

providers of state services. The lllinois Framework acknowledges these needs in developing
systems that are intuitive and easy to access onling, in person, by phone, and by mail.




November 2013

Dear Reader:

Like many other states, lllinois faces the challenge of meeting an increasing demand for healthcare and human
services at a time of constrained resources. Antiquated business processes embedded in legacy technology
systems are not commensurate with the scope and volume of the service demands the State must meet. To
address this a-synchronicity, state and local governments must align technology in support of transparency,
interoperability, efficiency, ease-of-use, and a “no wrong door” approach to enroliment, evolving the relation-
ship between government and the people from “citizen” to “citizen as customer.”

The State of lllinois, through the lllinois Framework for Healthcare and Human Services (lllinois Framework),
has begun the work of developing and modeling a new method of public administration that focuses on three
distinct but related areas:

1. interagency governance and management;
2. technology modernization; and

3. designing a customer-centric paradigm.

The result will be, we believe, to improve and refocus management strategy, realign budgetary practices and
priorities, and allow the state to make strategic investments to better support its end-users.

Achieving the lllinois Framework’s vision will require an ongoing series of decisions - both practical and philo-
sophical - about policies, systems, authority, and responsibilities. The complexity of the project suggests that
many of these decisions will be difficult; as such building a new approach to service delivery will require a
governance process that is consistent, effective, and equitable.

With the support of the United States Office of Management and Budget’s (OMB) Partnership Pilot State
Systems Interoperability and Integration (5212) Grant Project, administered by the U.S. Department of Health
& Human Services Administration for Children & Families (ACF), the lllinois Framework Team - led by national
and industry experts - undertook intensive research, discovery, and analysis to design a sustainable gover-
nance model for the lllinois Framework. This handbook is a summary of the Team'’s findings and a step-by-step
guide for other states and jurisdictions to implement successful governance processes in similar interoper-
ability projects.

We hope that states can make effective use of the lessons and strategies we have attempted to discuss in
this handbook. In lllinois, we have already made significant progress. At the same time, we welcome collabora-
tion and communication on an ongoing basis in order to learn new lessons and benefit from new ideas.

We are grateful to the OMB and ACF for their support, and we hope to extend the benefits of federal invest-
ment in lllinois to other healthcare and human services agencies throughout the nation.

Sincerely,
| r g 4 I
1 0 £ s
/%77/ %ﬂ&é LTS 2y A~
Sean Vinck Kathleen Monahan
Chief Information Officer Director
State of lllinois Illinois Framework
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6 Illinois Framework

Executive Summary

I__l he Illinois Interoperability and Integration Project was funded by a
$1,125,000 State Systems Interoperability and Integration Projects
planning grant from the federal Office of Management and Budget (OMB)

—L_  Partnership Fund, distributed by the U.S. Department of Health & Human
Services Administration for Children & Families.

During the 12-month grant period, lllinois designed and developed a governance
model for the lllinois Healthcare and Human Services Framework Project (the
lllinois Framework), a seven-agency collaborative to develop a modern, horizontally-
integrated state health and human service delivery system.

While the literature on project success points to the need for such governance, few
existing models were previously tested and proven in the field. In response, lllinois
performed extensive background research on successful models and best practices

in interoperability project governance. This handbook presents the results of lllinois’
findings as a guide for states and other jurisdictions contemplating cross-program and
cross-agency system development efforts.

The Roadmap to Effective Governance provides six common attributes of successful
governance models identified in lllinois’ research:

. ldentify and assemble strong executive leadership
. Create a shared vision

. Formalize governance structure

1

2

3

4. Establish clear decision-making process

5. Evaluate governance system and adapt as necessary
6

. Maintain transparent communications

The lllinois Case Study details lllinois’ progress in establishing governance for the
Illinois Framework, highlighting the benefits and challenges of implementing a
governance model in a cross-agency setting. The Resource Library provides links

to research articles and audio files of original interviews conducted by the State of
lllinois. Finally, the handbook’s Governance Toolkit contains samples of key documents,
such as charters and other memoranda, created by and for governing bodies in actual
interoperable health and human services projects.

The handbook is available both in print and interactive on-line versions. To order print
copies, please send your request to DHS.HHSFramework@lllinois.gov. The online
version can be found at www.illinoisframework.ora.
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Introduction

I_ hrough the lllinois Framework, the State of lllinois leverages
multiple federal investments to adopt a more efficient and
comprehensive approach to service delivery. The State’s goal is a

—L_ sustainable foundation of interoperable systems and information
sharing to provide greater coordination across client services.

What is Interoperability?

The lllinois Framework will make seven distinct state health and human
services agencies across the state interoperable. These seven agencies
traditionally have operated independently or in “silos.” Interoperability

is “the ability of two or more systems or components to exchange
information and to use the information to make better decisions.” While
initially applied to information exchange in the fields of information
technology or systems engineering information exchange, a broader
definition now includes social, political, and organizational factors that
impact system-to-system performance.? Interoperability has become an
important goal for any jurisdiction that requires cooperative action across
multiple independent agencies to better serve the needs of its citizens.

Interoperability and Governance

For jurisdictions to successfully implement interoperability initiatives,
they must give careful thought to the establishment of cross-agency
governance. Indeed, success depends on a strong cross-agency
governance structure to take the lead in making decisions, establishing
priorities, overcoming hurdles, and managing both internal and external
communications.

While the definition of governance varies across sectors, industries, and
even projects, most guidance on this topic begins with an emphasis on
bringing stakeholders together to decide how to get things done. Various
definitions of governance include the following:

At its most basic level, governance is a shared set of expectations
for an organization or enterprise... An effective governance model
guides decision makers in building an organizational structure
that effectively supports the planning, development, oversight,
and fiscal management activities that promote the enterprise.?

Governance sets the priority of a project, which is needed for the
management of resources..without governance, some form of




Eistablshing
a governance
process
is a critical
step in a
project’s

development.

8 Illinois Framework

anarchy eventually results, [with stakeholders] moving from crisis to crisis,
only capable of responding to the loudest, most powerful voice or the most
serious emergency.*

An effective governance process ensures input from the necessary stakeholders and
“confers legitimacy” upon project decisions and outcomes.” Regardless of the industry
or sector, establishing a governance process is a critical step—ideally the first step—in
a project’s development.

The need for governance early in a project is particularly important in public sector
interoperability projects that span multiple agencies and require buy-in from leaders
who are accustomed to making decisions autonomously or without the consent of
other agency leaders. In its report, Governance Guidance for Horizontal Integration
of Health and Human Services, the American Public Human Services Association
(APHSA) describes the importance of governance as follows:

Strong governance from the start is essential for long-term success... It must
be done immediately and quickly so that no more time is lost in seizing the
time-limited funding opportunities currently available and in assuring that
the human service perspective and vision of a fully integrated health and
human services are part of the ACA [The Patient Protection and Affordable
Care Act of 2010] planning currently underway.¢

Establishing Governance for Health and Human Services
Interoperability Initiatives: A Handbook for States

In 2012, the Administration for Children & Families (ACF), of the U.S. Department of
Health & Human Services (HHS) awarded lllinois a State Systems Interoperability

and Integration grant. This funding enabled the State of lllinois to take a methodical
approach to establishing a governance structure for the lllinois Framework. This
approach involved conducting several months of research into best practices in
governance development while, at the same time, applying these practices to the
establishment of governance for the lllinois Framework. For its research component,
lllinois interviewed experts on health and human service interoperability from local,
state, and federal governments and conducted a review of relevant publications, white
papers, academic literature, and other guidance materials.

Establishing Governance in Health and Human Service Interoperability Initiatives:
A Handbook for States distills everything that lllinois learned and collected through
its research and governance experience, and makes that knowledge available as a
resource for other jurisdictions as they establish governance in similar projects.

This handbook is intended as a guide for jurisdictions that are establishing governance
for cross-agency data sharing initiatives. Although guidance on governance is not
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new - there is, in fact, a wealth of literature on the topic - this handbook
is unique in its use of successful governance models to both identify best
practices and incorporate lessons learned into the development of the
Illinois Framework’s own governance model.

Because it was developed in conjunction with the establishment of
governance for the lllinois Framework for Healthcare and Human Services,
the research and interviews contained within this handbook were
conducted primarily with leaders from the health and human service field;
however, the information contained within the handbook can be applied to
other public sector cross-agency collaboration efforts.

! Administration for Children and Families (ACF), ACF Interoperability Initiative,
http://www.acf.hhs.gov/initiatives-priorities/interoperability (August 2013).

2\Wikipedia, Interoperability, https://en.wikipedia.org/wiki/Interoperability (August 2013).

3 National Association of State Chief Information Officers (NASCIO), Connecting
Silos: Using Governance Models to Achieve Data Integration, http://www.nascio.org/
publications/documents/NASCIO-connectingSilos.pdf (August 2013).

4Daniel Herman, Guy Scalzi, Roger Kropf, Managing Healthcare IS Supply and Demand
(Aspen Advisors 2011).

>Herman, Scalzi, Kropf, Managing Healthcare IS.

6 Cari DeSantis, Governance Guidance for Horizontal Integration of Health and Human
Services (American Public Human Services Association, 2012).




he road to successful cross-agency governance is sometimes not
RO admap clear or easy; however, by taking careful steps and using the right
tools, states and jurisdictions can implement governance models
TO that fit their cross-agency needs. The six attributes presented
here run through all successful governance models. A single, simple model of

Effe Ctj.ve governance does not emerge from the six attributes, nor do all of the attributes

dictate specific details to include in a particular jurisdiction’s governance.

However, while governance models vary greatly, applying these six elements
Governance

thoughtfully and uniformly will “jump start” effective governance models in
other jurisdictions. The six attributes of successful governance are:

10 1linois Framework
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Identify and assemble strong executive leadership

. Create a shared vision
. Formalize governance structure
. Establish clear decision-making process

. Evaluate governance system and adapt

as necessary

. Maintain transparent communications

This section of the handbook contains a visual roadmap
of the attributes of good governance with detailed
descriptions of the attributes and related quotes from
national leaders. The attributes do not form a sequential
roadmap. Rather, jurisdictions should apply and reapply
each of them in an iterative process throughout the life
of the health and human services initiative to establish
and maintain successful governance.
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Identify and Assemble Strong
Executive Leadership




It's cultural, not so much technological. It's the carbon, not the silicon. By that
[ mean that people are made up mostly of carbon atoms, as opposed to the sili-
con of the computer chips, which presented the largest obstacles. People, not
the boxes and wires, are the largest challenge. If you can get the right leader-
ship in the room, who have drunk from the same cup, and believe in it, you can
accomplish the change that you need to make.

Rick Friedman
Consultant;, Former Director of the Division of State Systems, CMS, U.S. Department of Health
and Human Services

tructures vary, but most governance models comprise multiple

layers, including a decision-making body, subcommittees (often

several subcommittees), and a staffed project management office

(PMO). Whether governance begins with a top-down approach
with the jurisdiction’s senior-most leadership, as a movement among like-
minded agency leaders, or at the staff level from a PMO, effective leaders
are required throughout the governance structure to create buy-in, build
momentum, and move important work forward.

Strong executive leadership requires the vision and capacity to lead across
agencies. According to governance experts Stephen Goldsmith and William
Eggers:

A program’s success or failure often depends on whether

the network manager masters the challenges of governing
by network: aligning goals, providing oversight, averting
communications meltdown, coordinating multiple partners,
managing the tension between competition and collaboration,
and overcoming data deficits and capacity shortages.!

Executive Level Leadership

Executive leadership sets the tone and champions the initiative and, if the
leader is strong and effective, he or she can nearly guarantee a project’s
success. This senior-most leader must be a person with authority that

is granted, either in a direct managerial line or through delegation by the
mayor, governor, or other appointing body. He or she must be able to:

» Instill buy-in among agency heads;

» Create momentum;

» Move forward any foundational documents or legislation;
» Champion the project to a wider audience as needed; and
» Make difficult decisions swiftly.

San Diego County’s Nick Macchione, Health and Human Services Agency
Director overseeing Live Well, San Diego!, the County’s long-term health
and wellness plan states, “It is clear that you need a Chief Executive

13




WHAT MATTERS

» An effective leader in a
position of authority over
participating agencies;

A well-led PMO; and

)

¥

»

v

Agency heads who

are active governance
participants and vocal
champions in their own
agencies and among
stakeholder groups.
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Officer..who all these disciplines report to..he or she must have the
ability to espouse the policies to the board, and then implement them
as a single organization.”?

Uma Ahluwalia, Director of Health and Human Services for Montgomery
County, Maryland, sums up succinctly the complexity of leadership in
cross-discipline governance:

You need someone in a position of authority..you’ve also got
seven directors who have hopefully bought into it at the same
level of commitment..maybe they bought into it for different
reasons - some out of commitment to the goal, others because
someone told them they had to - | don’t know what your universe
is, but if you got everybody sort of willing and able, you got to
just keep driving the train.?

Leaders of Participating Agencies

Agency leaders, because of their necessarily independent views from
within a particular agency or stakeholder group, cannot, by themselves,
lead the governance of an initiative that spans the breadth of health and
human services in a jurisdiction. However, for genuine success, program
leaders of involved agencies must be highly supportive of the initiative,
active participants in governance decisions, and true champions to create
buy-in with their own agency staff and stakeholders.

Inside the Project Management Office

Having a strong PMO director is critically important to the forward
movement of governance. This leader must be able to coordinate multiple
initiatives at every level and must have the skills to garner support among
agency leaders and the initiative’s key stakeholders. He or she sets
agendas, serves as a liaison with all other parts of the initiative, identifies
and secures funding, generates reports and other communications, drafts
foundational documents, and coordinates and shapes the work of the
governance committee and all subcommittees

Leadership Styles

Kurt Lewin’s 1939 research on leadership involved observations of
productivity under three different styles of leadership: Authoritarian/
Autocratic; Participative/Democratic; and Delegative/Laissez-Faire.*
Lewin found that, while the groups using the Authoritarian style had
higher productivity, groups employing the Participative style created a
work product of a significantly higher quality. The lowest productivity
among the three came from groups using the Delegative style. In the
years since Lewin’s study, other researchers have developed variations




Leadership
styles do not
seem to be a
determining
factor for

SUCCESS.

on leadership style; but these early styles still make a useful basis for considering
leadership in governance.

While strong leadership is an essential component of good governance, governance
styles vary considerably, and the particular style of leadership does not seem to be a
determining factor for success. Health and human services leaders in Virginia and New
York City, for example, span the spectrum of leadership styles. Virginia’s Secretary of
Health and Human Resources, Dr. William (Bill) Hazel, succeeded in gaining bi-partisan
legislative support by building trust and sharing knowledge.

New York’s City’s leadership took a more top-down approach. The Deputy Mayor of
Health and Human Services Linda Gibbs initially used her Mayoral authority to lead;
later, she moved to a participative style of leadership as the governance process
matured.® According to Rick Friedman, former Director of the Division of State
Systems at the Centers for Medicare and Medicaid Services (CMS) within the U.S.
Department of Health and Human Services, a participative style is effective for the
following reason:

| think people have very legitimate concerns about collaboration. They’re
going to lose power and influence. | don’t think hitting them over the head
with people up their food chain is really going to bring their hearts and minds
along. It’s paying close attention to the reasons for their hesitation, and it’s
really hard sometimes to find things that connect with everybody across the
spectrum, but it’s definitely worth the effort if you can.®

!Stephen Goldsmith and William D. Eggers, Governing by Network: The New Shape of the Public Sector,
(Washington, DC: Brookings Institution Press, 2004), 40.

2Nick Macchione, phone interview, February 2013.
3Uma Ahluwalia, phone interview, February 2013.

4Management and Business Studies Portal, Kurt Lewin, http://www.mbsportal.bl.uk/taster/subjareas/
busmanhist/mgmtthinkers/lewin.aspx (August 2013).

°Linda Gibbs, phone interview, February 2013.

¢Friedman, phone interview.
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Create A Shared Vision




o0 make effective decisions and create forward momentum,

governance must have a single vision that everyone involved -

including leadership, all members of the governing body and sub-

committees, and the PMO - embraces. The participants develop
the shared vision through a common understanding of current challenges
and a generally accepted view of the future that the governing body wants
to achieve. The vision must be in a form that allows those involved to
champion it, and it must cut across and unify agency silos.

APHSA sums up the importance of having a clear vision in its guidance for
horizontal integration across health and human services: “The challenge
for an integration initiative governing body is to promote a clear vision in

a culture unused to working across the entire health and human service
enterprise, maximizing connections within government and reaching out to
the community for partnership in service.”

The development of the vision statement is likely to be an ongoing
process, starting when governance begins for a particular jurisdiction and
taking shape as new voices and viewpoints gather around the table. As
governance matures and systems and needs change, the group may refine
the vision months and even years after leaders originally conceived of it.
The most important point is that those involved in the initiative develop
and share the same guiding principles.

For those jurisdictions where governance starts in the PMO, as occurred

in lllinois, the PMO creates a vision statement in draft form for review,
changes, and approval by the Steering Committee after its formation.?

In New York City, health and human services agency heads - serving as
the governing body - shaped the vision, and it grew organically out of the
development process. According to Deputy Mayor Gibbs, “We had a bunch
of commissioners sitting around wanting to do this. We had agency buy-in.
They all wanted to join the front line case management collaboration, and
we took the cause around the technology.”

Governance of health and human services interoperability projects requires
collaboration across silos, and the shared vision statement must represent
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A clearly articulated

vision that is measurable,
far-reaching, aspirational,
achievable, client-focused,
and that crosses traditional
program areas and on
which there is agreement
by all those involved in its
implementation.
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and fuse together that collaboration. Rick Howard, a Research Director
with Gartner’s Government Industry team who previously worked as a
health and human services Chief Information Officer (CIO) for the State
of Oregon, cautions jurisdictions against the silo or proprietary approach
when developing a vision. He states:

If you really believe that the individual who is served by that
[one] program area is yours, not only is it degrading, it’s incorrect.
That individual’s likely receiving services in three or four other
parts of the health and human services enterprise, and you don’t
own them. You have a responsibility for them and the service
you're delivering, but understand that in conjunction with many
other services.*

Howard also sums up the challenges and importance of visioning across
silos in this way:

I went back to our Chief Financial Officer and said, ‘I really need
to know where this organization is heading over the next decade
because we’re making decisions that are going to affect us for a
long time to come given the rate of acquisition and persistence
of these investments.” And he said, ‘Don’t wait for a business
plan; that’s never going to happen.” You need to develop a vision
that people can argue with, and then get engaged that way...to
think that there’s a strategic intention among these programs
that never have enough money and have great need upon them
is incorrect. They're thinking next week and next month and the
next phone call..they're really not thinking about what SNAP
[Nutrition Assistance Program] is going to look like in five years.”

Visions vary across the jurisdictions, and depend largely on the agencies
involved and the particular circumstances and climate in that jurisdiction.
There are, however, some common elements of a clear vision. These include:

A carefully defined scope—knowing what is and what is not part of
the project;
A client-centered approach;

Important non-client-related components, such as the need for
greater efficiencies and reduced costs;

A commitment to cross-agency collaboration and cooperation;

Establishment of common goals and shared understanding
of issues; and

Development and full-buy-in by the governing body.




While the articulated vision statement is only one piece of the visioning process, it is
useful for other jurisdictions to consider existing vision statements as a place to start

the conversation.

Commonwealth of Virginia electronic Health and Human Resources (eHHR)

Program Charter:

“To leverage information technology to improve healthcare and human
services for Virginians by providing access to the right services for the right
people at the right time and for the right cost.”®

New York City HHS-Connect Executive Steering Committee (ESC) Charter:

“To break information silos through the use of modernized technology and
coordinated agency practices to more efficiently and effectively provide
Health and Human Services to New Yorkers.””

National Information Exchange Model (NIEM) Human Services Domain Charter:

“Effective information sharing is critical to the success of a coordinated
human services system. The purpose of the NIEM Human Service Domain
is to support information sharing and promote interoperability between and
beyond social service providers at the federal, state, and local level.”®

Oregon Joint Operating Steering Committee (JOSC) Charter:

“The JOSC provides the consistent forum needed to explore and fully
consider the range of operational and business issues defined in this charter
that support shared services governance. The JOSC provides internal
governance decision-making for those issues.”

LCari DeSantis, Governance Guidance for Horizontal Integration of Health and Human Services
(American Public Human Services Association, 2012).

2Kathleen Monahan, interview held in Chicago, lllinois, July 2013.
3Linda Gibbs, phone interview, February 2013.

4Rick Howard, phone interview, February 2013.

>Howard, phone interview.

¢ Commonwealth of Virginia, electronic Health and Human Resources (eHHR) Program Charter
(Richmond, VA: Virginia Health and Human Resources, 2012).

”New York City, HHS-Connect Executive Steering Committee Charter (New York, NY: Office of the CIO

for Health and Human Services, 2008).

8U.S. Administration for Children and Families (ACF), National Information Exchange Model Human
Services Domain Charter (Washington, DC: U.S. Department of Health and Human Services, 2012).

9State of Oregon, Joint Operations Steering Committee Charter (Salem, OR: Department of Human

Services and Oregon Health Authority, 2011).
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Formalize Governance Structure




The governance process shapes expectations, so that the clinical or busi-
ness sponsors of an IT project understand what benefits should be achieved,
assume accountability for benefits realization, and are clear of the role and re-
sponsibilities each party has for project completion. The governance process
confers legitimacy on decisions, so that project selection, for example, is not
viewed as reflecting just personal relationships.

Aspen Advisors

overnance structures vary tremendously in their formality,
scope, size, and configuration. Importantly, none of those
variations appear to hinder or particularly aid success. Instead,
simply formalizing a governance structure is a key component
of successful governance. Without exception, each successful governance
body takes the initiative to formalize its own structure, and it is this
formalization and the adherence to the structure that leads to success.

Most governance structures consist of a PMO and an assigned, appointed,
or elected body representing the various stakeholder groups or affected
agencies. Many also include subcommittees, either as standing bodies

or as short-term groups formed to accomplish a task before disbanding.
When San Diego County formed a governance process for Live Well, San
Diego!, it conducted research both in and out of the health and human
service system. According to San Diego County’s Health and Human
Services Agency Director Macchione:

We made changes to our model but the one thing that was

very clear was that seven masters, seven chefs and one kitchen
wouldn’t work. We needed a model and we studied a lot. We
used KPMG as our consultant, and we looked at the models

of integrated healthcare systems, delivery systems, Kaiser
Permanente, and other systems - some not even governmental.

Paul Wormeli, instrumental in the founding of the governance for NIEM as
well as serving in an advisory capacity on many other governance models,
describes his experience:

You have an outline of an organizational structure, you'll
define the working groups, define the committees that you
need to establish, and define the process for empowering the
committees. You want to get the executive group to agree

to have supervisors assign people to committees by official
designation and not just show up as volunteers. Therefore, the
governance group will have responsibilities for participating in
the committees.?
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WHAT MATTERS

» A robust and highly-
functional governance
structure that the group
carefully develops and
documents through
an executive order,
interagency agreement,
charter, memorandum
of understanding,
proclamation, or other
foundational document.
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Components of a Governance Structure

Project Management Office (PMO): Successful governance requires

a professionally staffed PMO to organize meetings, set agendas, liaise
with all other parts of the initiative, identify and secure funding, generate
reports and other communications, draft foundational documents,
articulate a draft shared vision, and coordinate and shape the work of the
governance committee and all subcommittees.

The PMO is generally - although not in every instance - the first area

of governance to take shape. It may begin formally or informally, and
often leads the charge for the formation of more structured governance.
Because the PMO is responsible for much of the initiative’s progress
between meetings as well as the coordination of governance meetings,
it must have a knowledgeable manager who can lead the work and
make decisions and move the initiative forward. Hiring a strong team of
appropriately skilled staff, knowledgeable both in the subject matter and
governance, is also key to providing project support.

In New York City, the Deputy Mayor for Health and Human Services
equates her role with Chair of the Board for HHS Connect, and she hired

a full-time director and staff to run the project.? In many of the observed
governance models, the jurisdiction formed the PMO before establishing
the appointed body. In the case of lllinois, for example, government leaders
worked for several years to formalize the lllinois Framework, establishing
its PMO in the fall of 2012 prior to the first meeting of its ESC in the spring
of 2013. NIEM got its start when Federal agencies - the Departments

of Justice and Homeland Security - facilitated initial meetings of
stakeholders in the states by paying for travel and per diem and providing
meeting support staff. After the interested state leaders established the
NIEM governance, the governing group along with the Departments of
Justice and Homeland Security created the PMO.4

Governing Bodies: When jurisdictions observe the need for governance,
they create decision-making bodies - generally called ESCs, Project
Oversight Committees, Boards of Directors, or something similar - to take
on the important decision-making that is the real heart of governance.
Leadership from involved agencies, subject matter experts, and/or political
appointees make up these committees, and members may or may not be
permitted to send designees to meetings. This committee’s primary role is
to set priorities and make decisions necessary for forward movement of
the project. This committee is tasked with mission-critical responsibilities
rather than symbolic roles.




Governing
bodies take on
mission-critical
responsibilities

rather than

symbolic roles.

Subcommittees: Many, but not all, governance models include
subcommittees. Those that do employ subcommittees use them to
support decision-making and move various pieces of the initiative’s work
forward. Most governance models view members of subcommittees as the
subject-matter experts in their particular area (e.g., privacy and security,
technical architecture, business architecture, a particular health or human
service discipline, etc.). Subcommittees can be long-standing or temporary.
At the Centers for Medicare & Medicaid Services (CMS), for example,
subcommittees were temporary, yet critical to success. According to Rick
Friedman, “There were different committees working on different issues.
They would be formed, make a contribution, and then disband. Or if there
was a second related issue, they worked on that too, but typically that was
done by spinoff committees or subcommittees from that group.”” NIEM
domains use subcommittees to undertake the detailed steps necessary to
create the exchanges that the executive committee prioritizes.

Jurisdictions generally use subcommittees as working groups that

explore topics in more detail, complete assigned work, and investigate

and recommend courses of action. A subcommittee on legal issues, for
example, may meet several times over the course of the month; interview
agency attorneys; read pertinent federal and state laws, regulations, and
agency policies; and recommend to the governing body an approach to
protect privacy and confidentiality while facilitating the sharing of case-
level information between separate human service agencies. Similarly, a
technical architecture committee may meet and make recommendations
that resolve the technical difficulties involved in a particular data exchange.




While governance
documents vary
by jurisdiction,
their existence

is critical to
the ongoing

operation of the

governance model.
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Foundational Documents

Governing bodies legitimize their existence, processes, and relationships
through the creation of foundational documents. Often, collaboration
begins first, and the people and agencies collaborating create formal
written agreements that serve the current efforts and help to ensure their
continuation through changes in leadership and priorities.

Two types of documents are discussed here: establishing and
operational. Establishing documents serve to formally launch the
governing body and ensure cross-agency collaboration even, potentially,
through larger changes. Establishing documents may include legislation,
executive orders, interagency agreements, memoranda of understanding,
or other similar documents. Charters may serve as both operational

and establishing documents, depending on their level of detail and legal
authority. Operational documents, which lay out in detail the day-to-day
and longer term roles and responsibilities of governance, may include

strategic plans, value propositions, standard operating procedures, and
mission statements. In most cases, governance teams do not share
operational documents widely beyond the team itself - with the exception
of mission statements - but these documents are internally galvanizing
and essential to smooth functioning of that team.

While governance documents vary by jurisdiction, their existence is critical
to the ongoing operation of the governance model. APHSA summarized
the importance and variation of foundational documents in this way:

A high-level charter issued by executive order of the governor
or a legislative mandate to establish a governance structure and




Established

governance

models vary
in their levels of

formality.

governing body and to begin the process with required report-
back are the most powerful actions that will not only jump start
the journey but also assure follow-through to implementation.
Short of an executive order or legislative mandate, however,

a state can look for existing Cabinet structures, interagency
committees or task forces that could take on this work
immediately.®

Examples of Formalized Governance Models: Established governance
models vary in their levels of formality. New York City, for example, created
a Mayoral executive order “that endorses the existence of this shared
venture; the charter then serves as a high level shared vision document
that officially commits all the agencies to sign on as being full partners

in the endeavor.”” San Diego County has a very formal structure, with a
five-member elected board; a County Administrative Officer who manages
Health and Human Services, Public Safety, Community Services, and land-
use issues; a Director overseeing all of the Health and Human Services; and
an executive team of 16 members. The Board of Supervisors legislatively
approved a county ordinance that allowed leaders to create the
governance structure and integrate funding. San Diego’s Nick Macchione
remembers that it did not begin as formally as it became:

Initially, it was really formed out of a consensus view of each

of the stakeholders that we needed to do something different
because we were just in a silo, and it was very important. There
were enough people that had a critical mass of interest in moving
this forward across the different silos and stakeholders that

it simply gained momentum, but it wasn’t an executive order

to start.®
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Governing bodies
did not meet
unless there was a
legitimate business
reason to do so
and real decisions

to make.
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The State of Oregon formed the Joint Operations Steering Committee
(JOSO), consisting of the Department of Human Services and the Oregon
Health Authority executive and administrative staff. The JOSC created

a charter, work plans, and a schedule of regularly occurring meetings.

The JOSC is responsible for making decisions for shared services and
other issues with potential impact on both agencies. Similarly, the
Commonwealth of Virginia began with a strategic plan created by the
agencies involved in its electronic Health and Human Resources (eHHR)
program, a statewide initiative to transform human services delivery
systems. From that plan, Virginia created a governance structure and
other foundational documents. According to Mike Wirth, Special Advisor
for eHHR integration, “The charter for eHHR is an authorized document.
Each of the Project Oversight Committee (POC) members signed it, and
any new project that gets created comes up in front of POC for review and
empowerment.” Offering words of advice, Mike Wirth suggested, “Let me
just throw in that, when you get to the charter, we made a conscious effort
to clearly define the roles, responsibilities, and deliverables of each of the
different agencies and/or secretariats.”*®

Operational Details

Operational details, such as meeting frequency, committee size, and
membership composition vary as each jurisdiction’s style and circumstance
dictates. Samples of foundational documents, detailing many of the
operational details for several jurisdictions, are included in the Toolkit
section of this handbook.




Meeting Frequency: Beyond staffed PMOs that work together on a daily
basis, the frequency of governance meetings varies across jurisdictions
and models. Montgomery County, Maryland, for example, held bi-monthly
meetings of its Health and Human Services Stakeholder Group. The
county’s Health and Human Services Steering Committee met monthly, or
more frequently as needed, to drive the “no wrong door” interoperability
project that created a seamless experience for clients accessing health and
human services in the county.! Alternatively, federal Centers for Medicare
& Medicaid Services (CMS) held teleconferences and annual in-person
meetings tied to a national conference to accommodate its members
across the nation. Between the quarterly calls, telephone subcommittee
meetings were held monthly or even biweekly as dictated by the work.

In all cases, governing bodies did not meet unless there was a legitimate
business reason to do so and real decisions to make during the meeting.

Governing Body Composition: Across governance models, the size of
the governing bodies also varies, depending on the number of agencies
involved. In general, committees include one representative from each
agency, either the agency head - which some jurisdictions mandated -
or his or her designee. The initiative’s top leader - whether that was the
governor’s appointee, the director(s) of health and human services, or
another very senior individual - chairs the meetings. Some jurisdictions
use an outside facilitator to run meetings.

Nick Macchione, phone interview, February 2013.
2Paul Wormeli, phone interview, February 2013.
3Linda Gibbs, phone interview, February 2013.
“Wormeli, phone interview.

°>Rick Friedman, phone interview, February 2013.

¢ Cari DeSantis, Governance Guidance for Horizontal Integration of Health and Human
Services (American Public Human Services Association, 2012).

7 Gibbs, phone interview.

8Macchione, phone interview.

2Mike Wirth, phone interview, February 2013.
0 Wirth, phone interview.

1Uma Ahluwalia, phone interview, February 2013.
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Establish Clear
Decision-Making Processes




Time to governance maturity is linearly proportional to the size of the stake-
holder group. As the stakeholder group gets bigger, it takes longer to get
everybody on the same path and accepted, particularly if it's a democratic
process, and not somebody’s attempt to dictate it. So, it just takes a while for
people to get to the buy-in stage, and the more there are to buy-in, the longer
it takes.

Paul Wormeli
Executive Director Emeritus, IJIS Institute

hen jurisdictions charge groups with making collective

decisions from an array of alternatives, the entire group -

not an individual - must take ownership of the decisions. In

order to make group governance decisions, the right people
need to be at the table. Next, the group needs to establish a clear and well-
articulated process to determine priorities and decide between various
options presented.

Groups should establish decision-making processes with a high-level

of detail. The group should write down the processes and share them
internally. These decision-making processes should include: 1) guidelines
for determining the type of decisions the steering committee will make
and the type of decisions subcommittees, the PMO, or involved agency
management will make; and 2) the method the governing body will use to
discuss issues and come to agreement.

Getting the Right People at the Table

Governance committees form with the appointment of the most senior
leaders from each of the represented agencies. In most instances,

one individual officially represents each agency. If groups require the
involvement of other individuals for subject-matter or other expertise, the
groups often allow their participation. Rick Friedman shares thoughts on
the importance of getting the right people to the table:

We had different folks from different firms and we wanted to
make sure that we just didn’t get one company’s solution but
rather enough of a consensus view that everybody could live
with it. It was this ongoing dynamic model in each of the groups.
Similarly, with the federal group, it was very important to have
people representing the Food Stamp Program [Supplemental
Nutrition Assistance Program (SNAP)] and the Administration
for Children and Families [ACF] programs at the table. We really
wanted to make this framework [the Medicaid IT Architecture
(MITA)] something from which you could drop the M from MITA
and add Food Stamps or ACF program components, and the basic
principles would be as applicable to their environment as it was
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to ours. No question, there were creative tensions all over the
place - among the Feds - in terms of the different groups. But in
the end, it worked out well?

Member-Created Process

In addition to having the right people at the table, the governance
committee members need to establish their own way of working together.
According to several governance leaders, it is critical that the overall
governing body establish its own decision-making rules, rather than relying
on a model from another jurisdiction or having the rules handed to them.
Paul Wormeli describes the reason for this self-regulation:

It’s been important for the group to set its own decision-making
rules to avoid common pitfalls such as micromanagement.

Consensus and Creating the rules creates buy-in and makes the rules work?
majority voting Making Decisions at the Right Level
Determining which decisions rise to the highest-level committee in the
are the two governance model is a critical step in establishing the decision-making

process. Having a clearly articulated decision hierarchy helps leaders
reduce role ambiguity, increases participant satisfaction, and quickens the
pace of forward movement.

most common

methods of
o . To be successful, governing bodies must have a role that is materially
decision-making. important, not merely symbolic. Elected officials or other senior leadership
for the jurisdictions must give them the authority to make decisions
on important matters of consequence, and others have to uphold their
decisions. Jurisdictions also should avoid creating a system of micro-
management, where decisions that should be made by IT and program
staff inside of agencies are reviewed by the ESC. Instead, jurisdictions
must put in place a hierarchy for decision-making and assign issues,
based on that hierarchy, to the correct level of the governance structure
for decision. Subcommittees can make lower-level decisions and provide
assistance in determining which issues need to move up to the appropriate
level of the governance model.

Paul Wormeli advises, “What you really need to do is to come up with a
drawing of the components of the decisions that have to be made, and
then you build committees, working groups - whatever you want to call
them - to tackle the topics that have to be decided in the course of coming
up with decisions about how to move forward.”?

Prioritization
A governance process can also prioritize decisions and the creation of
exchanges and other tools. There are always more initiatives than a
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the table, representing
the involved agencies or
programs.

There is a clear and well-
articulated process to
determine priorities and
decide between various
options presented.

The group promotes full
buy-in and compliance
by developing decision-
making guidelines and
sharing them internally.

Each member’s voice
carries the same weight
regardless of budget,
number of stakeholders or
clients, or other factors.

Senior leadership of

the jurisdiction vests in
the governing body the
clear authority to make
decisions of consequence.

Staff - in the form

of a PMO and/or
subcommittee members
- carefully prepare
materials for meetings
of the governing body
so that meetings are
productive, governance
members have full
information, and
participants can reach
decisions quickly.

jurisdiction can accomplish at any one time. The cross-agency team that
a jurisdiction assembles to govern needs to prioritize based on the real
needs of the jurisdiction at that time, weighing factors like costs, return
on investment, and clients served. According to Shell Culp, Chief Deputy
Director at Office of Systems Integration for the State of California,
those responsible in the governance structure “must make sure that the
governing decision being made has relevance to the majority because if
you’re deciding things that aren’t relevant to the people who are involved,
you're on a slow path to death.” Culp further explains:

A frequent problem is that a program has the need for some
kind of an automated system, and their need - to them - is

more prescient than anybody else’s need..so they let the CIO
know, ‘I've got this need, and you need to meet this need,” and of
course there are five other program deputies that have a need
that might be similar - might not be - but they have a need as
well. So all of a sudden I've got six projects’ concepts on my plate
and | only have resources to keep the lights on and maybe do
two projects.”

Group Decision-Making Methods

Governing bodies have several choices when it comes to determining

how they will make decisions. The following are some questions that
governing bodies should ask themselves when developing decision-making
procedures;

» Will they vote by consensus or majority?
» Are committee members allowed to send designees to meetings?

» Do all votes carry equal weight, or are some votes more important
than others?

» Which committees possess actual decision-making authority and
which ones, if any, serve a symbolic role?

Consensus vs. Majority: Majority voting and consensus represent the
two most common methods of decision-making. While the literature and
interviews most commonly cite consensus as the best decision-making
method for group decisions, several successful governance models
observed did use voting, and they set rules to determine how many votes
constitute a “win.”

Only one leader interviewed - Nick Macchione from San Diego County
- cites voting as the sole decision-making method for the jurisdiction’s
governance. Robert’s Rules of Order is an often-cited mechanism for
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structuring the debate and achieve majority vote. According to Nick
Macchione, “To approve our appropriations and budget requires a four vote
approval. On other issues, it's a majority - three [votes] - but they're all
equal among the five voting members.”®

Consensus decision-making seeks the consent of all members or
participants in order to arrive at a resolution that is accepted - if not
fully supported - by all. Reaching a decision through consensus requires
deliberation. It also requires a process to ensure that all voices, including
dissenting voices, are heard. Successful governing bodies that make
decisions by consensus find it to be a significant team-building experience
that results in high-quality decisions. Their statements mirror the
literature on consensus-building, which claims that the process of getting
to consensus creates better decisions, better implementation, and better
relationships among group members. NYC Deputy Mayor Gibbs states,
“When the committee cannot reach decisions, they postpone meetings
until further information is gathered. As of 2013, the committee made all
of its decisions by consensus.””

Uma Ahluwalia of Montgomery County, Maryland, and Linda Gibbs of New
York City both eloquently describe their use of consensus:

Montgomery County, Maryland: We've had a pretty good track
record of getting to consensus, but that doesn’t mean that there
aren’t minority opinions at times, or there isn’t work that we have
to do together to get to consensus. We don’t always start at the
same place, but there is definitely a willingness to hear each other
out and to work towards consensus.?

New York City: We don’t have Aye’s and No’s; we don’t take a
vote. | don’t want to say that everybody has a veto authority, but
if one person says no, that could stop the whole thing. But it’s
never come to that. It's more informal and consensus driven. You
work with the agencies that are the most concerned and you sort
of just help them work through their issues until you get to an
agreement.?

On the other hand, the Commonwealth of Virginia and NIEM employ
hybrid voting methods that combine majority and consensus approaches.
For example, when a group does not reach consensus, it will resort to
voting. The message that NIEM and the Commonwealth of Virginia
communicate is clear: strive for consensus but have a plan in place in
case it is not reached.

Commonwealth of Virginia: | don’t think we’ve had any situation
where we've had anything less than consensus, but the fact is




Successful
governance
models
require that
leaders attend
meetings
rather than

designees.

that it is set up for majority rule, and | generally manage the meetings using
fairly strict Robert’s Rules of Order if need be'°

NIEM: Well, it really has turned out to work mostly by consensus. There’s

a charter that gives the option of one vote. If you have to come to a vote,
majority wins. But it’s following Robert’s Rules officially..groups like that are
much more effective if they operate by consensus, regardless of what rules
they follow.”

Designees: Most governance models require that agency leaders attend meetings
rather than designees. Some leaders propose “no designee” rules to keep the initiative
high priority, build cross-agency relationships, and move to decisions more quickly by
having the final decision-makers in the room. Deputy Mayor Linda Gibbs, for example,
sets a strict “commissioners-only” policy at meetings of her governance steering
committee.!? Here is what jurisdictions employing the “no designees” rule had to say:

New York City: We structured it in a way that keeps agency heads very
engaged in the significant decisions being made. It is a commissioner-only
meeting, meaning a principal-only meeting; you cannot send a delegate.

If you can’t attend, then your agency is not represented at the meeting.
Otherwise, attendance gets bumped down to the next designee and the next
designee until it’s a meaningless meeting.’

Montgomery County, Maryland: We allow no designees, but members can,
if there is a particular issue that needs further clarification, bring staff with
them. But they cannot designate.’*

Minnesota: We tried to make sure that there was a good balance...this is all
director level folks so this is all high-level decision-makers. The people that
are there can make calls.”®

CMS: It really needed to be that person [the agency leader] at the table. It
really wasn’t acceptable to send a substitute, because we wanted to have
people who could speak with some level of authority. I’'m not saying that in
every instance that that worked out, but that was the overarching, or at least
one of the overarching principles to which we wanted to adhere.’

Jurisdictions that do not employ a “no designee” rule do so for practical purposes,
such as to expedite meetings or to accommodate the busy schedules of agency
leaders. For example, in California in the early 2000s, the state created a governance
board called the Technology Review Board with staff consisting of personnel

from inside of the state Chief Information Officer’s (CIO) office. Members of that
governance board were agency secretaries of all of the 10 or 12 super agencies
(overarching health and human services agencies) in California. Due to busy schedules
and conflicting calendars, most of the agency secretaries delegated their authority to
agency information officers.””
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34 1llinois Framework

One Voice-One Vote: While the specific decision-making method does
not appear to be a critical factor for success, it is critical that each

vote is equally represented. No agency should hold more than one vote
regardless of its importance. In other words, the opinion of each agency
or stakeholder group around the table should carry the same weight
regardless of the size of an agency’s budget, its constituent base, or the
charisma of its leadership. Paul Wormeli summarized the value of the rule:

I think, in general, that it works best if they can all agree that
every agency has one vote, and that’s all they have...you can’t put
numbers on the executive council based on the size of your client
base or size of your budget..because in order to do what you
need in each agency, [the agencies need] to feel equally enabled
and empowered to participate.’®

Rick Friedman noted the reality of the occasional or unwritten imbalance
of power: “I think we’re all equal, but in the end one agency (Medicaid) was
really the driver of the initiative. While we probably had greater influence,
we knew it wasn’t going to work if people felt that they didn’t have a voice,
and that their voice truly counted.””®

Important Role of the PMO and Subcommittees

Finally, jurisdictions must not overlook the important role of the PMO and
any subcommittees responsible for aiding the decision-making process.
Because members of the governing bodies are also, in most instances,
responsible for leading the agencies they represent, they are very busy
people. The PMO and subcommittees can help to prepare the governing
bodies for their decision-making roles. As part of the decision-making




The PMOQO's
role includes
creating
agendas
and meeting
materials
focused on
actionable

items.

process, the PMO'’s role includes creating agendas and meeting materials focused on
actionable items. New York City, California, and Minnesota described the resulting
efficiency of the meetings of governance:

New York City: We have a Board of Directors that meets regularly - every
two months - with an agenda that’s sent out in advance..we don’t follow
Robert’s Rules of Order; it's much more informal than that. The way that we
present the meeting..is intended to engage and provoke discussion, and we
frequently pause and ask the approval of the group to move forward..so we
don’t sort of bore them to death with presentations and say goodbye. We
actually say, ‘Here’s our strategy; here’s our decision. Does anybody object??°

California: We did make decisions fairly smoothly. As you would expect, it
looked a lot like a legislative proceeding where you’ve got the package that
you’re going to look at today..here is where the support is and here are the
people who don’t support it..here are the pros and here are the cons. So it
looked very much like a legislative type of decision-making package, and it
probably took about a year for people to get used to that.*

Minnesota: We'll go through and those who need to get heard get heard.
If we have to go out and get more information before we make a decision,
we do. In fact, if something’s urgent, but we still don’t have quite all the
information - whether it be a technical thing, a business thing, a financial
thing - we’ll say, ‘OK, we’ll meet in two weeks..we’ll get together sooner if

we have to.??

IRick Friedman, phone interview,

February 2013.
2Wormeli, phone interview.
3Wormeli, phone interview.

4Shell Culp, phone interview,
February 2013.

> Culp, phone interview.

¢Nick Macchione, phone
interview, February 2013.

7Linda Gibbs, phone interview,
February 2013.

8Uma Ahluwalia, phone
interview, February 2013.

2 Gibbs, phone interview.

0 Bjll Hazel, phone interview,
February 2013.

T'Wormeli, phone interview.
2Gibbs, phone interview.

3 Gibbs, phone interview.

4 Ahluwalia, phone interview.

»Tom Baden, phone interview,
February 2013.

% Friedman, phone interview.
7 Culp, phone interview.

8 Wormeli, phone interview.
¥ Friedman, phone interview.
20Gibbs, phone interview.

2L Culp, phone interview.

22Baden, phone interview.
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Evaluate Governance System
and Adapt as Needed




0 remain relevant, governing bodies must perform continuous
self-assessment and environmental scans. They must rely on
data to stay up to date on successes, failures, and new service
needs. Governance models must be flexible enough to adapt to
and address the needs of clients and jurisdictions while surviving intact
through changes of administrations and fluctuating agency priorities. This
delicate balance rests on maintaining buy-in from senior leadership, agency
directors and their staffs. The governing body must also foster a culture
of continued self-assessment and evaluation within and outside of the
decision-making committees. Harvard Business School professor Herman
“Dutch” Leonard highlights the importance of governance adaptability:

You can’t really prepare for turmoil, you just have to adapt to it..
so they always need to be adaptive..this means that they need
to maintain ‘situational awareness,” a grasp of the key elements
of their environment. Second, it means that they need to rethink
their approaches, severing themselves from things that used

to work inventing things that will work now. Third, they have to
implement change constantly.

Certain threats can compromise the relevancy of a governance system.
For example, jurisdictions will endanger the relevancy of their efforts

if progress is unacceptably slow; jurisdictions are raising issues and
making decisions at the wrong level; meetings are not effective or well-
attended; or leaders are not receiving the information necessary to make
decisions. From the start, the governance model must incorporate a
process for member reflection and feedback and then make the indicated
process changes. This evaluation can happen after every meeting or less
often, depending on the perceived need for feedback. During the initial
establishment of a governance process, frequent assessment can keep the
process moving in the right direction from the start. While the PMO can
assist with assessment, external consultants can also be valuable for their
expertise and neutrality in the process.

Leaders should rely on feedback from the group as well as their own
observations to make corrections as needed. Montgomery County,
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Governing bodies
regularly review
relevant data and other
information against set
goals and objectives.

The governance structure
adapts as appropriate

to maintain relevance,
interest, and long-term
sustainability.

Governing bodies know
when to stay the course
and when to change.
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Maryland, offers a good example of of a jurisdiction adapting its governance
process to meet its changing needs. There, the Process and Technology
Modernization (PTM) Steering Committee initially allowed committee
members to bring additional staff to regularly-scheduled meetings. This
model ultimately led to committee meetings that felt impersonal and
monotonous. Following an internal evaluation process, the committee
restructured and instituted smaller, more interactive meetings that met on
an as-needed basis. Of this strategic change, Uma Ahluwalia stated:

We’re going to have this new framework for meetings where
we’re all much more structured and focused..a smaller group

of people [the PTM Steering Committee]...will directly impact
the decision-making..then we’ll scan the stakeholder group for
issues. But it’s this group - the smaller group, the PTM Steering
Committee - that’s going to be the decision-makers.?

To set priorities and continually adapt, governance members need to
clearly understand the mission and goals of the initiative that they
govern. Involved agencies must then provide data to all members of the
governing body on a regular and ongoing basis so that they understand
the level of progress - or lack of progress - in achieving the goals.
Governance members must use the data to set priorities, understand the
initiative’s effect, and to change course if indicated. Whether motivated
by a crisis, the budget, or a careful look at data that reveals the need

for programmatic changes, governance must remain flexible enough to
reassess and re-order priorities while at the same time maintaining a clear
vision and focus. This is a delicate balance, and governance models should
not be swayed from course by political or programmatic whims; they
should be open to the possibility that change may be necessary.

From his previous experience as the Chief Information Officer for the
Department of Human Services in Oregon, Rick Howard clearly articulates
this need for adaptability: “Agencies will remain somewhat fluid; no
structure is permanent in government. Retaining flexibility in governance
is important, and in the end, the people who are being served only care
about the services being provided.”> Changing priorities or focus may
require jurisdictions to form new committees or sub-committees, engage
additional subject-matter experts, and/or create work groups as needed.

The initiative and the governance model will be successful if they meet or
exceed the performance of the system they replaced. This success means
that the jurisdiction will retain these structures beyond the administration




that formed them.” When a jurisdiction invests resources in its governance
infrastructure, the jurisdiction also increases the level of interest it has in sustaining
the initiative. Leaders can lay the ground work for long-term sustainability by:

Carefully documenting the initiative’s successes, particularly its return-on-
investment;

Promoting successes to stakeholders, involved agencies, local and national
press, federal leaders, and beyond;

Remaining non-political or not aligning with one political administration;

Solidifying existence through legislation, executive order, or other more
permanent means; and

Securing budget authority or budget funding for the initiative’s operation,
including staff.

Representatives of California and Minnesota address the importance of long-term
sustainability despite changes in administration. Shell Culp states that governance
needs to “figure out how you’re going to make sure that you have some way to
sustain that effort so that when the next secretary comes in, or the next Governor
comes in, or somebody else comes in, you're not doing the sine wave of expansion and
contraction of how you're doing your governance.”*

Similarly, Minnesota’s Thomas (Tom) Baden, Chief Information Officer of the
Department of Human Services, says:

We had that changeover in administration - the changeover of people - and
the same plan and the same organization worked like a charm. So | think a
lot of it had to do with the sense of urgency of what we had to do plus great
people. It had less to do with me being prepared and more to do with being
lucky and having some really good people around.”

1Sean Silverthorne, “Achieving Excellence in Nonprofits,” Harvard Business School, Oct. 27, 2008 (http://
hbswk.hbs.edu/item/5942.html).

2Uma Ahluwalia, phone interview, February 2013.
3Rick Howard, phone interview, February 2013.
4Shell Culp, phone interview, February 2013.

>Tom Baden, phone interview, February 2013.
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Maintain Transparent
Communications




We've created an Office of Change Management that is really much more
than an office. What we’re recognizing is that any time one agency makes
a change it could impact another agency. So we have processes that we're
putting in place to ensure that everyone’s communicating and no one does
something that hurts their colleague.

Dr. William (Bill) Hazel
Secretary of Health and Human Resources, Commonwealth of Virginia

rojects serving the public must take care to maintain
transparency regarding their decision-making procedures.
Successful models maintain transparency of the governance

. process both internally (among those involved in governance

and the participating agencies) and externally (with elected officials,
stakeholders, and the broader general public). Anyone who might have

an interest in its success or failure should have the appropriate level of
information to ensure the initiative’s ongoing success. The methods for
sharing information vary by jurisdiction, but all jurisdictions should practice
openness and a willingness to proactively maintain transparency.

Transparent communications create and maintain the culture of
governance. In San Diego County, the culture is the driving force behind the
initiative. Nick Macchione addresses the importance of culture:

I’'m a firm believer that culture matters more than even having a
good strategic mission statement and vision statement. They’re
important, but culture really was a huge driver, and this is what

takes a lot of time...it’s developing workplace competencies and

skill sets of your workers..that just doesn’t happen overnight!

Potential communication methods include:

» Making meeting minutes and agendas available to the public.

» Holding regular meetings of committees and subcommittees
with agendas designed both to inform and to move forward the
critical work.

» Conducting open meetings or allowing additional non-voting
participants to attend meetings.

» Using websites and other on-line forums to highlight progress and
key initiatives.

» Holding stakeholder events in various locations around the
jurisdiction.

» Preparing briefing documents to keep high-level leaders informed
of relevant issues.
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the start, create and
implement governance
communications plans
that result in transparency
and, ultimately, greater
understanding and
acceptance.

That communications
address both internal
and external partners,
stakeholders, and leaders.
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Representatives of the following jurisdictions highlight the importance of
getting communications right from the start:

Montgomery County, Maryland: We have a history, most of the
folks on this group; we have a long history of working together.
I've been here a little over six years and during that time this
group has been together with very few new members added.
There’s a core group that’s been together, and there is enormous
trust and willingness to work together...I think it helps that we
meet every Friday just on the operations of the department. It’s
really key. One of the things that makes this possible - this very
ambitious project - is the ability of the group to work together
and the level of trust that exists...?

Virginia: At least monthly, the key players are face-to-face in

a room. They know where we are, and the bodies that watch

us - the Auditor Public Account, the Attorney General’s office,
everybody - has an opportunity to be fully informed and engaged.
So the purpose of the meeting is several-fold. But | would say:
yes, we make decisions, and a lot of those decisions really are
pretty obvious. Knowing that it’s transparent is really important...
everything gets done. There is no, ‘I never knew.?

Minnesota: [The most important step is] making sure that
there’s the right level of knowledge..not so much that you churn
over something for five hours and don’t make a call..you manage
the conversation well..you [get] the right level of facts; you [get]
the right people at the table; you make a call, communicate it, and
stick with it
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Actively
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stakeholders
is critical to
governance

initiatives.

Stakeholder Participation

While not universal among governance models, several of the jurisdictions sought
stakeholder input and participation. Those that involved stakeholders found it valuable
in shaping and operating their initiatives. Montgomery County, Maryland’s Project

and Technology Modernization initiative, San Diego’s Live Well, San Diego!, and

the lllinois Framework included community stakeholders in the project governance
process. Montgomery County consulted stakeholders - including service recipients
and providers - throughout the planning phase of the process through a forum called
the “Tiger Team.”” The County also wrote stakeholder involvement into the formal
governance structure to ensure that community members had a voice throughout

the project. San Diego County took a different approach, bringing community service
providers together with large technology companies (e.g., Microsoft, Hewlett-Packard,
etc.) to develop an agenda for client-centered technology involving mobile computing
and social networking.®

Nick Macchione, phone interview, February 2013.
2Uma Ahluwalia, phone interview, lllinois, July 2013.
3Hazel, phone interview.

4Tom Baden, phone interview, February 2013.

> Ahluwalia, phone interview.

¢\Wayne Hanson, “At Issue: It Governance Done Right,” Digital Communities, June 4, 2012 (http://www.
digitalcommunities.com/articles/At-Issue-IT-Governance-Done-Right.html).
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Case Study:

[llinois Framework and the Path
to kffective Governance




I__I he story of the Framework for Healthcare and Human Services
is the first example of a public-sector interoperability project
utilizing this handbook. Using the best practices and governance

—L_ attributes outlined in this handbook, the State of lllinois is
creating an informed, effective governance process for the Framework and
is learning its own lessons along the way.

What is the Framework?

The Framework is a seven-agency collaborative project focused on the
development of a modern, horizontally integrated system to support the
core processes of health and human service delivery: application, eligibility
determination, casework, management of contracted service providers,
and analytics. The Framework’s key goals are as follows:

» Improve customer access to services.

» Establish a core set of shared business functions across agencies
and programs, eliminating duplicative administrative processes.

» Provide a foundation to manage information, measure outcomes,
and improve coordination across service areas, programs, and
providers.

Although Framework partners only recently signed an Interagency
Agreement (IGA) in 2012, the project has existed informally for over five
years, having grown from just one agency to an initiative that spans the
seven health and human service agencies in the State. Going forward,
achieving the Framework’s goals means establishing a new way of doing
business. The process will take time and require an ongoing series of
practical and theoretical decisions regarding policies, systems, authority,
and responsibilities. The capacity to make these decisions and execute
them over time requires all parties to agree and abide by a process. A
consistent, effective, and equitable governance process is essential for
the success of the Framework. A lack of a solid governance process or the
lack of full commitment of the collaborative partners increases the risk of
delays, costly mistakes, or project failure. Interoperability projects like the
Framework require a formal governance structure that involves all affected
agencies for both implementation and ongoing operations.

A one-year grant from the U.S. Administration for Children and Families
(ACF) in 2012 funded the Framework to undertake deliberate research

on governance, leading to the development and implementation of a
governance process. The Framework incorporated the attributes of good
governance into this process and additionally incorporated lessons learned
from the experience of other successful projects.
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Using the Roadmap as a Guide: lllinois Framework’s Route

The Framework’s governance is still in its infancy, as of this publication. The
Framework’s Executive Steering Committee (ESC) has started to convene at regular
meetings. The sections below describe the Framework’s process of developing a
governance model by following the outline of the roadmap presented in this handbook.
By tracing Framework progress toward establishing governance, this case study
illustrates how a state might use this handbook as a guide during the early stages of
developing its own governance model.

Identify and assemble strong executive leadership

WHAT m—) An effective leader with the ability to influence participating agencies.

The State's
CIO serves
as the
chair of the
Framework's

governing

body.
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Unlike many of the jurisdictions described as successful governance models in this
handbook, Illinois does not have one individual who has centralized authority over the
other members of the governing body. That is, because the Framework comprises
seven separate agencies rather than one health and human services agency, no
obvious leader emerges from the State’s organizational structure.

The State’s Chief Information Officer (CIO) serves as the chair of the Framework’s
governing body—a position that is independent from any of the participating
agencies—and is endowed with this leadership responsibility through the Framework’s
founding documents. With the State ClIO as head of the Framework’s governing

body, the Framework forges an important link between the State’s health and human
services agencies and the Governor’s Office.

For an interoperability project connecting information technology and systems across
agency boundaries, this high-level leadership is a tremendous asset. Deneen Omer,
Project Manager for the Framework Planning Project from vendor CSG Government
Solutions, describes this leadership as “so valuable because his involvement gives the
Framework recognition that this is an important set of work for the State to take on
and that is emanating from the governor’s office.” Because the responsibilities of the
State CIO are not limited to health and human services, someone in this position may
be better able to recognize the importance of engaging leaders across the governance
structures, from the Agency Directors who sit at the highest levels to the technical
experts who work as needed on project-specific tasks. Omer states:

A big thing | take away from [the State CIO] in institutionalizing this project
in State government is the idea of what he calls the “ethos” — that this is

the way we have to work together, this is the way we have to live in order for
this to really work. As we were developing our recommendations as a team,
it became very clear that we need to set some foundation, to lay out some
principles that help to make that ethos alive. [The State CIO] recognizes that
we have to do this in a way that will continue to live whether he is here or he
is not, and that’s a great thing to have in a leader.?




As chair of the Framework’s ESC, the State CIO has been a driving force in moving
the initiative forward. In addition to efforts to formalize the Framework, the State CIO
generates buy-in and acceptance among leaders of participating agencies.

WHAT m—) Active participation in governance activities by agency leaders.

In agreeing to join the Framework and serve on its governing body, the Directors of
all seven participating agencies and three associated major health and human service
initiatives identified themselves as leaders who want to create meaningful change.
The three major health and human services initiatives currently underway in lllinois
are the modernization of the State’s Medicaid Management Information Systems
(MMIS), the implementation Health Information Exchange (HIE), and the initiatives
that are part of the Affordable Care Act (ACA): Integrated Eligibility (IES) and Health
Insurance Marketplace. As meetings of the ESC continue, the Framework PMO builds
momentum through regular one-on-one meetings with Agency Directors, recognizing
that providing leadership for the Framework is only one of these Directors’ many
responsibilities.

These meetings, which often include the State CIO, Framework Director, and Planning
Project Manager, are designed to sustain Agency Directors’ enthusiasm for the
Framework and keep these leaders up-to-date on project progress. Individual meetings
enable the Framework staff to better understand the challenges and concerns facing
individual agencies and also help in identifying issues for discussion with the broader
governing body. As Kathleen Monahan, Director of the lllinois Framework, observes,

Meeting with the Agency Directors in between the ESC meetings gives them
information that helps them to understand the Framework and starts to
demonstrate some of the benefits from the work the Planning Project has
been doing. Hopefully, it gives them more reason to buy in; it doesn’t force
the buy-in, but it gives them more reason to engage in the process.?

As the Framework moves forward, agency leaders will have the opportunity to
champion the project within and outside of their agencies.

Create a shared vision

WHAT m_) A vision that is clearly articulated and enthusiastically supported by all those
involved in its implementation.

The Framework’s vision statement is “A modern healthcare and human services
system for lllinois.”*

Though it does encapsulate Framework’s broad goals, this written vision statement
predates the Framework’s governing body and only outlines the project’s scope in the
broadest sense. The ESC is still in the process of creating and agreeing to a shared
vision that crosses agency boundaries. “The vision is on paper right now,” Monahan
says, “and | hope it will become integral to the work of the ESC in time. The question
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of shared vision, one year from now, hopefully won’t even be there. Agency Directors
would hear about a project their staff wants to do and say ‘We can’t do that on our
own, we need to bring that to the Framework.”>

Building a culture that will move the Framework toward this new way of doing
business requires time and trust. Agreeing to a broad vision of the future may be
relatively easy because “a vision is a picture, a view, a place we want to go — it’s not
detailed or very specific, it's painted in more general terms. People can make their
own assumptions about what that means,” Omer explains. “That’s good, you have to
do that at first, but to make it matter to people, you ultimately have to make it real.
And starting to take that picture down to the next level, and then the next level, that’s
where it gets scary, and it gets hard. For many people, the vision doesn’t become real
until you change something on their desktop.”®

As a first step, the ESC will come together to agree on where exactly committee
members want the Framework to go and on what common principles will help get

it there. To support this process, the PMO developed recommendations—principles
that capture the major themes from the planning project—for consideration by the
ESC. These guiding principles, which also align with the areas identified by external
stakeholders, will be presented to the ESC as a starting point for developing its vision
and, ultimately, the group’s charter.

If the committee members approve these principles and agree to this general vision,
the next step will be to bring other agency staff into the process to drill down to the
next level of the vision and paint a clearer picture of what the future will actually look
like. Of the next ESC meeting, Omer says, “We want to be able to say to these agency
leaders, ‘Here’s this fuzzy picture. Will you help us identify who we should be talking
with? Who do you want to help make this real?"””

Through this process, agency leadership and their staff are beginning to work
together across boundaries to identify a more specific vision of the future of
healthcare and human services in lllinois — a vision founded on a new, collaborative
way of doing business.

Formalize governance structure

A thoughtfully documented governance charter executed via executive order,

WHAT m—) inter-governmental agreement, memorandum of understanding, proclamation,
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or other foundational document.

The Framework’s IGA, signed by the directors of all stakeholder agencies, lays out the
mission and scope and details basic structural information about the Framework’s
governing bodies. The IGA is a significant accomplishment for the Framework, as

it provides the formal justification for moving forward and commits agencies to
following up on their involvement. In this way, an IGA may be preferable to other types
of formalization, such as a mandate.




The IGA
legitimizes
agencies’
commitment to
financial and
programmatic

involvement.

Copies of the Framework’s foundational documents, including the IGA and the
Framework’s proposed governance model, are included in the Toolkit section of
this handbook. The IGA lays out the following components of the Framework
governance structure:

Executive Steering Committee (ESC): According to the IGA, the Framework is

to be governed by an ESC led by the State CIO and comprising Agency Directors,
the Framework Director, and representatives from Central Management Services
(CMS), the Governor’s Office of Management and Budget (GOMB), and the three
major healthcare technology initiatives: Medicaid Management Information System
(MMIS), Health Information Exchange (HIE), and Affordable Care Act (ACA) efforts.

Members of the ESC are responsible for making high-level policy and finance
decisions on Framework-related issues that cross agency boundaries and provide
an opportunity to leverage State resources through agency coordination. As

the executive governing body of the project, the ESC is also responsible for
determining the project’s strategic direction (e.g., its scope, objectives, and vision).

Project Management Office (PMO): Following the formalization of the
Framework through the IGA, an official Project Management Office supports
the development of the Framework. State project staff, as well as business and
technical experts through the State’s contracted vendor for the initial planning
phase, operate the PMO. The PMO is responsible for the day-to-day operations
of the project that are necessarily independent of any individual agency. Through
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research and administrative support, the PMO facilitates the operations, helping
to identify and inform decision-makers about broad themes and challenges faced
across agencies.

Operational Committee (OC): The Operational Committee has existed in some
form for several years. Prior to the Framework’s formalization, the OC—made up
of designated representatives from each of the Framework agencies, as well as
other key stakeholders—was essentially the Framework’s governing body. Under
the new, official structure, this committee remains a critical piece of the governing
process, serving as the forum for discussing important issues and determining
recommendations to present to the ESC.

Subcommittees & Other Governance Support: In addition to the OC, the

IGA notes that the Framework will be supported by Program Liaisons within
each agency and Subject-Matter Experts to offer specialized legal, technical,
and program-specific knowledge. The IGA does not explicitly create new
subcommittees; however, the proposed governance model includes the
recommendation that subcommittees meet on an ad-hoc basis to provide
guidance and recommendations about decisions needed from the ESC. Though
these subcommittees are not yet formed, proposed topic areas include Business
Architecture, Enterprise Architecture, Legal, Privacy & Confidentiality, and
Communications & Change Management.

WHAT m—) Identify risks and strategies to mitigate them.
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Like any project, the Framework will face risks and challenges. To ensure that these
challenges do not become obstacles to progress, the Framework proactively identifies
and assesses these risks. During the planning phase, the PMO initiated the process of
identifying potential risks. As the facilitator of regular project meetings, the Planning
Project Manager keeps a running agenda item regarding project risks and associated
assessments. When appropriate, project staff addresses these risks. For example,

the PMO wiill reduce potential agency concerns about privacy and confidentiality by
preemptively holding meetings with legal counsel at every Framework agency. As the
project moves into its next phase, the governing bodies will play a more active role in
managing project risks, with subcommittees working through the difficult technical details
and the ESC making the final decisions based on subcommittee recommendations.

Omer describes another example of a risk facing the Framework, regarding the
structure of federal agency funding for Framework programs;

This is a risk because it could be an obstacle to agencies being able to work
together, or thinking that they can work together. One of the things folks
will say is that we have all these federal regulations and rules, and we can’t
do that. But we also know that the federal government wants us to be
interoperable. It’s a risk that we have all of these different federal agency
regulations to work with, and that’s not going to go away. So how do we




deal with that? Part of dealing with a risk is just recognizing that it exists.
You don’t throw your hands up. You just say, “Okay, there’s privacy, there’s
confidentiality, there are all sorts of things we need to deal with.” Just
recognizing that will help shape the action plans and inform them.?
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Establish clear decision-making process

WHAT m—) Getting the right people at the table to make effective decisions.

Through its ESC, the Framework is beginning to gather the “right people” — that is,
individuals within each Framework agency with the authority to make challenging,
high-level decisions. As previously noted, the participation of the Agency Directors is
described in the founding document. This step goes a long way toward ensuring that
these decision-makers come to the table to strategize and move the project forward.
To further engage the ESC and ease the transition into governance, the Framework
invited an experienced national health and human services interoperability expert to
facilitate these meetings.

However, the Framework still must determine who will sit on each of the
subcommittees. Framework staff and ESC members will identify the right individuals
to represent agency needs on the OC. The more highly specialized subcommittees must
also be populated, each with the right experts to analyze the complicated business and
technical decisions and work toward recommendations with their colleagues at other
Framework agencies. Committee members will have meaningful and important tasks
and decisions to ensure their continued engagement in the Framework.

WHAT m_) The group promotes full buy-in and compliance by developing decision-making
guidelines and sharing them internally.
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Though it has developed a proposed governance model, the Framework is still in the
early stages of testing this decision-making process and determining its mechanics.
As the above heading suggests, the ESC—not the IGA or the PMO-is responsible

for determining that structure. During the first ESC meeting, Framework PMO staff
briefed the ESC members on the results of the Framework’s extensive governance
research. As a result of this briefing, the group is aware of the best practices identified
from the successful governance models discussed in this handbook. However, it is up
to the ESC members now to choose to integrate these practices into the Framework’s
own governance model. Monahan explains:

We can’t impose these best practices on the ESC. We’re nudging a process
that ultimately the members will have to own, and | hope that they will start
to own this group bit by bit. If they decide to change some of the governance
principles or the things they want to decide on, I'd be happy with that. It
means they care about the process.’

As the ESC begins to consider policy and financing questions about the Framework, these
decision-makers will need to determine how they want to make group decisions. Who will
raise issues for discussion? How will these issues be prioritized? At what level or stage
should issues be brought up to the ESC or brought down to the OC or the subcommittees?
How should the group determine its final say: by consensus, majority rule, or some
combination of the two? Are ESC members allowed to send designees to represent them
at governance meetings? If so, can designees vote in the decision-making process?

While the handbook has suggestions from the experience of other jurisdictions,
Framework leadership will need time and their own experience to determine what is
best for the Framework.

WHAT m_) A governing body vested with clear authority by senior leadership to make
decisions of consequence.

As part of its broader decision-making process, the Framework’s ESC is still
developing a decision-making hierarchy. Both the ESC and the PMO agreed on the
importance of ensuring that roles are not only clearly defined but also meaningful
and respectful of the busy schedules of all involved. As the Framework begins the
hands-on process of developing its decision-making protocol, those involved will need
to pay attention to the engagement of individuals across the governance structure to
identify what works.

WHAT m_) A clear and well-articulated process to determine priorities and decide

between various options presented.

The documentation of any procedural decisions is an important step in establishing
this new way of doing business. Framework PMO staff will be an asset in this regard,
helping to identify steps in the ESC’s member-generated decision-making process that
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should be documented and formalized for future reference. Omer describes this as
one of the most important parts of the PMO'’s role:

Often times, a group of people decide, “this is how we do things,” or “this

is what is going to be done,” but it’s not formalized in a way that can be
understood by others once the original group of decision-makers are gone
and others are left behind. And because government of course involves
bureaucracy, | understand why people might tend to try to avoid more
formalization, thinking it would just mean more paper work. So we have to try
to balance both of these issues — to formalize the decisions that are made
about how things get done in a way that is useful, to put them into writing so
that others can look back and understand why and how things are done.’°

As decision-making standards are developed and shared throughout the governance
structure, all involved parties are aware of how their role in the process contributes to
the ultimate decision.

PMO and/or subcommittee members carefully prepare materials for meetings

WHAT m—) of the governing body so that meetings are productive, governance members

have full information, and participants can reach decisions quickly.

While the ESC makes the major decisions, the other parts of the governance
structure will carry out the bulk of the work to inform these decisions. The OC plays a
particularly important role in decision-making, tackling day-to-day issues and serving
as a filter for issues and recommendations proposed for elevation to the ESC level.
As a group, the OC members will iron out practical challenges and come to agreement
on proposals worthy of ESC consideration. As Monahan puts it, these staff will be
responsible for “hashing out what decisions need to be made in what order.”™ The
more specialized subcommittees will also play an important role in this process,
providing technical knowledge and expertise to inform recommendations as needed.

To support this work, the PMO will manage meeting logistics and assist as needed
to help synthesize and package the analysis coming out of these committees. In
addition to its role in documenting and institutionalizing decisions, Omer views the
PMO as “helping to pull together all the different issues that relate to the topic at
hand, facilitating the discussion of the topic at each level in the governance structure,
and supporting the different layers of the governance structure as they work on
identifying issues for further exploration.”*?

As the leader of the Framework’s planning phase, the PMO is well prepared to
provide this support. PMO staff have undertaken interviews with staff in the involved
programs and agencies and mapped out the technical and business challenges and
opportunities to address. As the governing bodies begin to consider issues and

make decisions, the early findings from the PMO will inform these discussions. With
knowledgeable staff independent of any one agency, the PMO will prepare options
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and recommendations for governance meetings using information and themes from
the other governance committees.

Evaluate governance systems and adapt as needed

WHAT m_) Governing bodies regularly review relevant data and other information
relevant to goals and objectives.

As the Framework governing body makes decisions, the PMO will support decision-
makers by conducting intensive research, analysis, and documentation during

the project’s planning phase. As project staff reach conclusions and produce
recommendations, this well-researched information will provide a starting point for a
data-driven governance process.

WHAT M—) Governing bodies know when to stay the course and when to change.

As it makes decisions, the ESC must evaluate results and consider changing course if
needed. To move toward this sort of honest evaluation, the Framework will create a
culture that fosters flexibility and introspection within governance. For a group of very
busy individuals such as the ESC to want to take time to examine their progress and
consider change, the group must see the process and the results as important to their
agency and their clients.

As Omer puts it, “There have to be opportunities for people to step back on a

regular basis and ask ‘Is this really working like we want it to?’ and then have the
willingness and openness to change. But to do this, the people involved first have to
feel ownership of the process to care enough about evaluating it.”® If the Framework
succeeds in creating a truly shared vision and a collaborative decision-making culture,
self-assessment and adaptation should follow.

WHAT m_) Governance remains able to adapt, as appropriate and as indicated, to
maintain relevance, interest, and long-term sustainability.
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The Framework has already demonstrated remarkable adaptability by expanding to
include additional agencies and by securing the funds necessary to allow the project to
evolve. The current efforts to leverage federal funding opportunities—including MMIS,
HIE, and ACA—will ensure that healthcare and human service systems in lllinois are
moving in the same direction as the federal dollars, helping the Framework to maintain
relevance for all stakeholders.

The Framework’s governance bodies will periodically undertake informal evaluations
of their efforts as the project moves forward. In public sector projects, this sort of
assessment is often reserved for times of transition from one administration to
another, such as when the new staff comes in to manage projects. At other times,
the State Legislature questions the purpose or activities of such projects. Though
this sort of assessment has not challenged the Framework, it is preparing for such
potential scrutiny from outside the project by basing its work on well-researched
information and providing thorough documentation.

Maintain transparent communications

WHAT m_) Communications address both internal and external partners, stakeholders,
and leaders.

The Framework sought extensive engagement with internal and external stakeholders
throughout the planning phase and intends to dedicate continued focus under the
guidance of the Framework’s Communication and Change Management Division.

Throughout the planning phase, PMO staff met with Framework agency employees to
understand each agency’s unique systems and challenges. Following these meetings,
the PMO presented its agency-specific findings to agency leadership. Framework
staff also prepared thorough briefing documents and materials to ESC leadership

in advance of Framework meetings and continues to prioritize preparation for such
meetings.

The Framework also maintains open communications with community partners and
stakeholders through the Stakeholder Engagement Project, managed by the Illinois
Public Health Institute. Through this project, the Framework conducted a state-wide
“listening tour” to provide information to stakeholders—including service recipients,
providers, advocates, and State employees—and to gather input about the project.

WHAT m_) Transparent governance communications plans that result in greater
understanding and acceptance.

The Framework has many outlets for communicating information about the project’s
progress. The project’s website provides information to the public about planning,
governing, and engagement efforts as well as about opportunities to register to
attend the stakeholder engagement forums. Stakeholder engagement sessions serve
to enhance transparency and increase buy-in, disseminating information to external
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stakeholders and feeding back into the project the major conclusions from these
listening sessions. For example, the conclusions from the first rounds of stakeholder
engagement informed the recommended guiding principles put forth to the ESC,
which will likely serve as the basis of the group’s charter. As decisions are made
through the Framework’s governance process, lllinois will maintain transparency by
informing stakeholders of the Framework’s progress through this sort of outreach.

The Framework will ensure transparency through thorough documentation of
meetings. The PMO is responsible for taking minutes at project and governance
meetings and disseminating these minutes to all involved. As the governance process
further develops—with agency staff serving on subcommittees and the operational
committee—the PMO will continue to document and share notes on the project’s
progress across various levels to keep stakeholders and leaders informed.

LESSONS LEARNED
Though the Framework’s governance process has only recently taken shape and
begun to take action, the project staff has already learned some valuable lessons:

Cultivate an ethos. Though the project staff has worked hard to identify best
practices for effective governance from other states, Framework staff members
themselves cannot implement these best practices. More than anything, building
effective governance is about achieving momentum with all those involved and
sustaining each individual’s buy-in. The culture, or ethos, of the project underlies all
of its work and all of its decisions.

Be patient. The culture needed for effective governance takes time to form. When
done correctly, a governance structure will involve many high-level stakeholders
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projects.

with very busy schedules. It is only natural for project staff to want to move
forward quickly and to feel some frustration when the governance process slows
down due to logistical issues or low initial prioritization.

Continue to learn from and share with others. As highlighted throughout this
handbook, the Framework learned a great deal from its conversations with leaders
in other jurisdictions. The Framework continues to build these relationships through
conferences and phone calls with others who are working on similar projects.

Kathleen Monahan elaborates on the governance lessons that she has learned thus far:

When we started talking with one of the Agency Directors about governance
at the beginning of the project, she said, “That’s going to be the hardest part.”
It is very difficult to impose even the best governance model onto a group
that isn’t a group yet — a group that hasn’t decided “We're going to govern
ourselves.” | guess the thing I've discovered is that it’s hard, and like everything
else in state government, just keep chipping away at it. We just keep working.
We keep meeting with the Agency Directors, we keep having ESC meetings,
we keep working with them and focusing on what is important and what is in
the best interest of the State.*
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2Deneen Omer in discussion with the Framework Interoperability Team, July 2013.
3Kathleen Monahan in discussion with the Framework Interoperability Team, July 2013.

4Monahan, Kathleen (Project Director) and lllinois Interoperability and Integration Project Staff. lllinois
Framework Project.
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his Resource Library contains the resources from which the lllinois Framework developed its

understanding of best practices in good governance and interoperability. The resources below are divided

into three categories: interviews, interoperability resources, and governance resources. The interviews

include original recordings of phone calls with the subject-matter experts consulted for the writing of
this handbook. Interoperability resources include reports, white papers, and websites related to cross-boundary
information sharing initiatives. Finally, governance resources include publications and websites on the various types
of governance, including information technology (IT) governance, nonprofit governance, and data governance. All
documents and interviews can be found at illinoisframework.org/illinois-framework-resource-library/.

Ahluwalia, U. (2013). [Interview with Uma Ahluwalia, Director
of the Department of Health and Human Services, Montgomery
County, Maryland]. Uma Ahluwalia describes the governance
structure for Montgomery County, Maryland’s Department of
Health and Human Services. (Audio File, 27:00 min.)

Baden, T. (2013). [Interview with Thomas Baden, Chief
Information Officer of the Department of Human Services, State
of Minnesota]. Tom Baden discusses the governance structure
for the State of Minnesota Department of Human Services. Mr.
Baden describes meeting structures, decision-making procedures,
as well as other important components of a governing body.
(Audio File, 34:00 min.)

Culp, S. (2013). [Interview with Shell Culp, Chief Deputy Director at
the Office of Systems Integration, State of Californial. Shell Culp
describes the structure of the Enterprise Architecture in California
and discusses the planned governance model of California’s
upcoming interoperability initiatives. (Audio File, 36:00 min.)

Friedman, R. (2013). [Interview with Rick Friedman, Former
Director of the Division of State Systems, U.S. Department

of Health and Human Services CMS/Medicaid]. Rick Friedman
gives a detailed overview of his experience with the Medicaid
Information Technology Architecture (MITA), providing insight
into a governance and interoperability model at the federal level.
(Audio File, 38:00 min.)

Gibbs, L. (2013). [Interview with Linda Gibbs, Deputy Mayor for
Health and Human Services, New York City]. Deputy Mayor
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Linda Gibbs gives an overview of New York City’s HHS-Connect
project, describing its origin, the governance structure, and how
the system utilizes interoperability to connect health and human
services agencies. (Audio File, 47:00 min.)

Hazel, Dr. W. (2013). [Interview with Dr. William Hazel,
Secretary of Health and Human Resources, Commonwealth of
Virginia and Mike Wirth, Special Advisor on eHHR integration].
Dr. Bill Hazel and Mike Wirth describe the implementation of the
Electronic Health and Human Resources (eHHR) system for the
Commonwealth of Virginia. (Audio File, 33:00 min.)

Howard, R. (2013). [Interview with Rick Howard, Research
Director, Gartner Government Industry Team]. Rick Howard
discusses strategies for implementing governance around
interoperability projects, citing examples from his experiences
with Gartner and the Oregon Department of Human Services.
(Audio File, 30:00 min.)

Macchione, N. (2013). [Interview with Nick Macchione, Director
of the Health and Human Services Agency, San Diego County,
Californial. Nick Macchione gives an overview of San Diego
County’s Health and Human Services Agency’s formal governance
model, and their centered-set approach towards clients. (Audio
File, 37:00 min.)

Wormeli, P. (2013). [Interview with Paul Wormeli, Executive
Director Emeritus, Integrated Justice Information Systems
Institute]. Paul Wormeli describes his experiences with the
National Information Exchange Model (NIEM) and other initiatives



Refer to these resources to develop your own best practices in

good governance and interoperability.

both in and outside the justice systems realm, and he also gives
helpful insights regarding the implementation of new governance
initiatives. (Audio File, 37:00 min.)

INTEROPERABILITY RESOURCES:

American Public Human Services Association. (2011).
Bridging the Divide: Leveraging New Opportunities to
Integrate Health and Human Services. This report lists
strategies that states must take to achieve interoperability,
such as establishing strong and committed leadership, engaging
stakeholders, changing organizational culture to minimize

silos, and focusing on consumer-centered approaches. The
report includes case studies from other states working on
interoperability initiatives.

Center for Technology in Government, State University of

New York at Albany. (2009). Factors Influencing Cross-Boundary
Information Sharing: Preliminary Analysis of a National

Survey. This report summarizes the results of a national survey,
conducted by the Center for Technology in Government, exploring
cross-boundary information sharing in the public sector.

Gartner. (2008). Enterprise Data Warehouse/Business
Intelligence (EDW/BI) Project Update and Options. This
analysis provides an Options Analysis for the State of Texas’
HHS Enterprise Data Warehouse/Business Intelligence
Infrastructure (option 1) and HHS Research and Analytical Data
Warehouse and Business Intelligence System (option 2). The
commission evaluates the strengths and challenges of each
option and provides a risk analysis for each type of governance:
data, technology, IT investment prioritization, and overall
project governance.

New York City Department of Health and Human Services.
(2010). HHS-Connect Roadmap 2.0. New York City’s HHS-
Connect program will “break information silos through the use of
modernized technology and coordinated agency practices to more
efficiently and effectively provide Health and Human Services

to New Yorkers.” This document explains the importance of
establishing a governance model with clear lines of responsibility
and accountability and provides an organization chart with the
HHS-Connect governance model.

Accenture. (2012). Outcomes and Impact: Insights from the 2012
Human Services Summit at Harvard University. This document
provides a detailed account of the 2012 Accenture Human
Services Summit, which gathered leaders from federal, state, and
local human services organizations to share insights and leading
practices, deconstruct opportunities and challenges, and discuss
delivering human services in the future.

NIEM Project Management Office. (2007). Introduction to

the National Information Exchange Model. This introduction
to NIEM is designed to; a) provide a general description of how
NIEM functions, b) describe the need for and value of NIEM as
an enabler of enterprise-wide information sharing, c) provide an
overview of key NIEM concepts; and d) identify near-term goals
of NIEM.

U.S. Office of Child Support Enforcement. (2012). Child Support
Report- How Do We Manage Change? This document contains
an interview with Pamela Lowery, Director of the Illinois Division
of Child Support Services, on the topic of managing change in the
Office of Child Support Enforcement.

Oracle. (2012). Leveraging Governance to Sustain Enterprise
Architecture Efforts. This report discusses attributes of high-
quality enterprise architecture projects, including the role of
governance as a driving force behind the adoption of new
technology in corporations.

Stewards of Change. (2012). Presentation of Key Findings and
Recommendations from the 2012 Stewards of Change National
Conference. This webpage provides resources from Stewards

of Change’s 7th Annual Conference, a symposium that explored
current trends, promising case studies, and innovative next
practices from jurisdictions at the forefront of linking health and
human services.

Stewards of Change. (2011). From Field to Fed IlI: Linking
Systems to Sustain Interoperability in Challenging Times. The
6th annual Stewards of Change Symposium primer provides
information describing their “Theory of Change” model, a means
of organizing change and innovation within child welfare and
human services.

U.S. Department of Health and Human Services: Administration
for Children and Families (ACF). (2012). Your Essential
Interoperability Toolkit. This toolkit aims to facilitate greater
communication and service integration between State agencies
and their health partners. The toolkit provides up-to-date
information and resources to support the efforts of workers

and agencies in order to better serve clients and achieve better
outcomes. The toolkit content includes relevant policy, funding,
and technology information.

U.S. Department of Health and Human Services: Administration
for Children and Families (ACF). Website: Department of Health
and Human Services Administration for Children and Families
(ACF) Interoperability Initiative. The ACF Interoperability
website provides a foundation for information relating to national
interoperability projects and initiatives.

59




ILLINOIS
FRAMEWORK

Stewards of Change. (2010). National Interoperability
Community of Practice (NICOP). This brief explores the NICOP,
created by Stewards of Change in 2010, for health and human
services practitioners to share real-world experience and advance
interoperability for consumer benefit.

Stewards of Change. Website: National Interoperability
Community of Practice (NICOP). This communal website provides
a place for colleagues across health, education, and human
services to focus and support a national vision and strategy

for interoperability. The site is meant to be a tool to help share
information, hold discussions, present case studies, and interact
with peers to ultimately improve client outcomes.

American Public Human Services Association (APHSA).
Website: National Workgroup on Integration. This website
houses information from the National Workgroup on Integration,
including webinars, slides, and other resources about the
integration of health systems and human services programs.

GovLoop. Defining Human-Centric IT. This info-graphic provides

two options that envision the future landscape of government IT.
It also describes the characteristics involved for a human-centric

IT governance model.

GOVERNANCE RESOURCES:

NGA Center for Best Practices. (2009). Overview of State
Justice Information Sharing Governance Structures. This
report provides an overview of governance structures for justice
information systems and includes a chart documenting specific
state-by-state governance details, including how structures were
created and managed.

Harvard Business School. (2008). Achieving Excellence in
Nonprofits. This website documents a Q&A session with Harvard
Business School professor Herman B. Leonard, who discusses
challenges and proposed solutions in nonprofit governance.

American Public Human Services Association (APHSA). (2012).
Governance Guidance for Horizontal of Health and Human
Services. This report offers guidance to state and county leaders
on how to establish an oversight body that sets the vision,
strategic direction, desired outcomes, and policies to govern and
support the planning, design, and implementation of an integrated
health and human service system.

Aspen Advisors. (2011). Managing Healthcare IS Supply

and Demand: IT Governance Remains a Top Organizational
Challenge. This report examines the need for a strong governance
model to prioritize initiatives, align projects and capital spending
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with key organizational priorities, establish the appropriate
champions and sponsors to successfully drive the top priorities
forward, and define ways to measure results.

Board Source. (2012). Governance Documentation: Article,
Bylaws, and Policies. This overview discusses the importance and
function of governance documentation and outlines categories

of documentation, including organizational documents, internal
guidelines, board processes, and reporting documents.

State of Colorado Governor’s Office of Information Technology.
Executive Governance Committee (EGC) Overview for New
Members. This presentation explains how legislation established
Executive Governance Committees (EGC) for all State-certified IT
projects, outlines the EGC mission and how decisions are made,
and describes the eight EGC committees that provide oversight
for grouped State agencies.

Center for Technology in Government, State University of
New York at Albany. (2012). Governance Structures in Cross-
Boundary Information Sharing: Lessons from State and Local
Criminal Justice Initiatives. This report identifies necessary
components of governance structures for information sharing,
based on interviews with representatives from four state and
local criminal justice information sharing systems.

Center for Technology in Government, State University of New
York at Albany. (2009). Enterprise IT Governance in State
Government: State Profiles. This report reviews how states
organize their enterprise IT governance frameworks, with in-depth
examples from thirteen states to provide a broad picture of state
enterprise IT governance efforts in the United States.

The Data Governance Institute. The DGI Data Governance
Framework. A general overview of data governance, this
document describes a ten-component process for implementing a
data governance framework.

Washington State Community and Technical College. (2011).
CTC ERP Project- Governance Recommendations. This
presentation describes the background of the Washington State
Community and Technical College Enterprise Resource Planning
(ERP) project and presents governance recommendations for the
project, including an organization chart, a delineation between
governance focus and operations focus, and a description of the
relationships between different governance entities.

Healthcare Information and Management Systems Society (HIMSS).
(2012). Effective IT Governance Needed for Successful Clinical
Informatics Implementation. This report defines IT governance and
lists essential steps for creating an IT governance process.




Refer to these resources to develop your own best practices in

good governance and interoperability.

State of lllinois Health Information Exchange Authority. (2012).
IL HIE Authority Data and Security and Privacy Committee -
Governance and Duties. This work plan gives an overview of the
Illinois Health Information Exchange (HIE) Authority’s structure,
duties and powers, patient privacy and security, and the formation
and duties of the Security & Privacy Committee.

GPS Group, Inc. (2008). Implementing IT Governance. This
workbook explains industry and government best practices in IT
governance, describing models such as COBIT, COSO, Six Sigma,
and Prince2. Five major objectives are addressed for implementing
an IT governance system: alignment of business and IT goals,
establishing accountability, ensuring value delivery, improving

IT services, measuring contributions of IT to business, and
facilitating regulatory compliance.

The Independent Commission on Good Governance in Public
Services. (2004). The Good Governance Standard for Public
Service. This report describes the good governance standard,
including its purpose, its core principles, and methods for putting
the principles into practice.

Michigan Department of Information Technology. (2007),
Webinar: Michigan’s Project Management and Governance
Model Executive Summary. This webinar describes the Michigan
Department of Information Technology (MDIT), which was
formed from 19 disparate agencies that needed to consolidate IT
projects. It also the describes State’s approach to implementing
an IT governance model focused on accountability.

Sloan School of Management, Massachusetts Institute of
Technology. (2002). Don’t Just Lead, Govern: Implementing
Effective IT Governance. This white paper describes how
effective IT governance should look and how to make decisions in
five domains: principles, infrastructure, architecture, investment,
and prioritization.

National Association of Counties (NACo). (2010). National
Association of Counties Interoperability Governance Model.
With a focus on public safety, this report describes what good
governance amongst multiple agencies should look like and
explains the steps to make governance work. The report details
the SAFECOM model of governance that helps to improve
communications interoperability in the public safety sector.

National Association of Chief Information Officers (NASCIO).
(2005). We Need to Talk: Governance Models to Advance
Communications Interoperability. This brief looks at governance
models that can advance communications interoperability.

The brief explains that interoperability requires more than

equipment and that open systems standards, critical incident
management, training, and operational policies and procedures
that govern interoperable communication systems are all critical
to interoperability.

U.S. Department of Health and Human Services: Administration
for Children and Families (ACF). (2012). National Information
Exchange Model: Human Services Domain Charter. This Charter
includes essential information for a project team, covering five
areas: 1) NIEM overview; 2) ACF as the NIEM Human Services
Domain Steward; 3) NIEM domain purpose, function, goals,

and expected outcomes; 4) domain governance; and 5) domain
performance measures.

U.S. Department of Homeland Security. (2012). NIEM Testimony
of Donna Roy. This testimony was provided by NIEM Executive
Director Donna Roy to the House Committee on Ways and Means,
Human Resources Subcommittee. Executive Director Roy describes
the governance and structure of NIEM and includes examples of
how various levels of government use and interact with NIEM.

Board Source. (2005). The Source: Twelve Principles of
Governance that Power Exceptional Boards. This excerpt
outlines twelve governance principles that characterize boards
that are not only responsible, but exceptional.

National Association for Chief Information Officers (NASCIO).
(2005). Connecting the Silos: Using Governance Models to
Achieve Data Integration. This brief considers the need for a
governance structure before data integration, and provides several
examples of how state and federal entities established their
governance models in conjunction with data implementation. The
document also provides an overview of the different components
involved when implementing a governance initiative.

The IT Governance Institute. (2007). COBIT 4.1. This report
provides information about COBIT (the Control Objectives for
Information and Related Technology), a framework for linking IT
to business requirements.

Department of Homeland Security. (2008). Establishing
Governance to Achieve Statewide Communications
Interoperability: A Guide for Statewide Communication
Interoperability Plan (SCIP) Implementation. This document
provides information on the role, systems, and operations of
statewide governing bodies that are charged with improving
communications interoperability across a state. The information is
presented as a guide or a set of recommendations for developing
a statewide communications interoperability governance
methodology.
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he toolkit contains original governance documents developed by the lllinois Framework as well as

examples from other jurisdictions including memoranda of understanding/agreement (MOUs/MOAS),

charters, interagency agreements, and data release agreements. Charters provide models for steering

committee structures and highlight operational guidelines for governing bodies. MOUs, MOAs,
interagency agreements, and data agreements offer examples of how state and municipal agencies collaborate,
and establish the requirements and responsibilities involved in interoperable partnerships. All documents listed in
the Governance Toolkit can be found at illinoisframework.org/illinois-framework-resource-libraryy/.

Allegheny County. (2001). Allegheny Department of Human
Services Data Release Agreement. An agreement between the
Department of Public Welfare (DPW) and the Allegheny County
Department of Human Service (ACDHS) to allow the release of
information to improve the coordination of service delivery to
individuals and families served in both agencies.

Allegheny County. Allegheny County Department of Human
Services and Allegheny County Juvenile Probation Office Data
Sharing and Data Release Agreement. An Agreement between
the Allegheny County Department of Human Services (ACDHS)
and the Allegheny County Juvenile Probation Office (ACJPO) that
permits the sharing of information about the youth for whom
these agencies are individually and/or mutually responsible.

State of New York. (2005). New York Data Sharing Agreement.
An agreement between the New York State Office of Children and
Family Services and the New York State Department of Health
that establishes an exchange of data, including client-specific
information, to further the needs and objectives of each agency.

State of New York. (2007). New York Data Sharing Agreement
Amendment. A data sharing agreement between the Department
of Health and the Office of Children and Family Services that was
amended to include information exchange related to children and
Medicaid.

State of New York. Memorandum of Understanding between
the New York State Office of Mental Health (OMH) and the New
York State Department of Correctional Services (DOCS). An
agreement between OMH and DOCS on the amount and level of
mental health services required at each state correctional facility.
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State of New York. (2007) Memorandum of Understanding
Concerning Medicaid Home and Community-Services Waiver
Bridges to Health (B2H). This MOU designates the New York
State Department of Health as the single state agency for
administering New York’s Medicaid State Plan.

State of Colorado: Office of Information Technology. Guidelines
for Information Sharing. This report sets out guidelines that
have been developed in Colorado to standardize the approach for
information sharing initiatives and to incorporate best practices
with these efforts.

State of South Carolina. Models for Change Information
Sharing Tool Kit. This document provides samples of formal
agreements between and among agencies for the purposes of
sharing information.

State of lllinois. (2012). Interagency Agreement among the
Department of Human Services, the Department on Aging, the
Department of Children and Family Services, the Department of
Commerce and Economic Opportunity, the Department of Public
Health, the Department of Healthcare and Family Services, and the
Office of the Governor Regarding the lllinois Healthcare and Human
Services Framework Project. This interagency agreement connects
the Framework partners to facilitate the achievement of accessible,
efficient, and integrated delivery of healthcare and human services.

City of New York, Office of the Mayor. (2008). Inter-Agency
Data Exchange Agreement. This agreement establishes HHS-
Connect, New York City’s interoperability system, to facilitate
data integration and exchange between existing agency-based
information management systems.



These agreements and other docs can serve as examples for

your interoperability governance projects.

New York City Office of the CIO for Health and Human Services.
(2008). HHS-Connect Executive Steering Committee Charter.
This charter details the guiding principles for New York City’s
interoperability initiative, HHS-Connect. Included within the
charter are descriptions for decision-making processes, member
roles and responsibilities, and operational guidelines.

Alameda County. (2010). Master Agreement between the
Oakland Unified School District and the County of Alameda
Related to School-Based Support Services. This agreement
establishes the responsibilities of parties in support of school-
based health and wellness services, formalizing and enhancing
existing service provision to students in the Oakland Unified
School District.

San Diego County. (2009). Foster Youth Student Information
System (FY-SIS)/Juvenile Web (J-WEB) Memorandum of
Agreement. The purpose of this agreement is to maintain and
operate both the FY-SIS and J-Web databases, as well as improve
outcomes for dependents and wards of the Juvenile Court by
having up-to-date information and an efficient information
exchange process.

Alameda County. (2011). Memorandum of Understanding.

This MOU between the Alameda Health Care Service Agency
(HCSA) and the Alameda County Social Services Agency (SSA)
establishes an information exchange system in which the SSA will
maintain associated components to sufficiently support the needs
of the initiatives.

State of Colorado. (2010). CCYIS Initiating Agency MOUs. This
appendix contains several MOUs from the State of Colorado.

State of Colorado. (2010). Colorado Department of Human
Services Memorandum of Understanding Between Division of
Child Welfare Office of Children, Youth and Family Services
and Division of Developmental Disabilities Office of Veterans
and Disability Services. The purpose of this MOU is to establish
a system of referral for children, from birth to age two, who

are victims of substantiated abuse or neglect, to the local early
intervention system for screening and evaluation.

State of Idaho. (2007). Memorandum of Understanding between
the Division of Behavioral Health and the Division of Family

and Community Services Regarding Infant and Early Childhood
Mental Health Services. The purpose of this MOU is to enhance
the delivery of health and human services regarding the mental
health services for children, from birth to age three, whose
parents or others are concerned about their behavioral or social-
emotional development.

State of Indiana. Memorandum of Understanding between the
Indiana Department of Health and Indiana Family and Social
Services Administration. The purpose of this MOU is to establish
a mutual understanding of the roles and responsibilities of the
involved parties with all current and future data exchanges.

State of lowa. (2012). Data Sharing Memorandum of
Understanding between Sioux City Community Schools, and
lowa Department of Human Services Western Service Area, and
lowa Third Judicial District Juvenile Court Services. This MOU
requires the involved parties to facilitate the sharing of data and
define the terms and conditions of governing the exchange and
disclosure of confidential data between agencies.

Jefferson County, Colorado. Memorandum of Understanding
Pursuant to House Bill 04-1451. This MOU discusses a
collaborative approach to the delivery of services to children
and families.

Oregon Department of Human Services. (2005). Memorandum
of Understanding between the Oregon Department of Education
and the Office of Mental Health and Addiction Services. The
purpose of this MOU is to develop and enhance the collaborative
relationship between the involved parties by agreeing to and
investing in a statewide system initiative.
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These agreements and other docs can serve as examples for

your interoperability governance projects.

Oregon Department of Human Services & Oregon Health
Authority. (2011). Joint Operations Steering Committee Charter.
This Charter details the purpose, background, and role of the
Joint Operations Steering Committee (JOSC), which is an internal
leadership and governance body of the Oregon Department of
Human Services and Oregon Health Authority.

Oregon Department of Human Services & Oregon Health Authority.
(2011). Joint Policy Steering Committee Charter. This Charter
outlines the purpose, background, and role of the Joint Policy
Steering Committee (JPSC), which is to provide policy and strategy
direction to the Joint Operations Steering Committee (JOSC).

Sacramento County, California. Amended Memorandum of
Understanding between the County of Sacramento Department
of Health and Human Services (DHHS) and Sacramento Housing
and Redevelopment Agency (SHRA) to Fund Supportive Housing
for Homeless People with Psychiatric Disabilities. This MOU
establishes the Building Hope Fund, describes the responsibilities
of the two agencies for creating low-income housing, and

provides a mechanism for the transference of the Fund from
DHHS to SHRA.

San Diego County, California. (2009) Memorandum of
Understanding. This MOU defines the boundaries of information
sharing between the Multi-Systems Workgroup.

San Diego County, California. (2011). Foster Youth Student
Information System (FY-SIS) Memorandum of Agreement. The
purpose of this MOA is to maintain the FY-SIS database and to
gather and provide up-to-date demographic, education, and health
information.

Solano County, California. (2010). First Amendment to
Memorandum of Understanding Health and Social Services:
Child Welfare Services and Public Health Divisions. This
MOU, regarding integrated systems in preventive and public
health services for children, was amended for extension and
budgetary changes.

State of Texas. (2007). Memorandum of Understanding
between the Texas Department of Criminal Justice, the Texas
Health and Human Services Commission, Community Mental
Health and Mental Retardation Centers, and Community
Supervision and Corrections Departments. The purpose of this
MOU is to document the parties’ understanding regarding the
establishment of a continuity of care system for offenders with
mental iliness or mental retardation.

64 Ilinois Framework

State of Texas. Memorandum of Understanding Texas
Partnership for Family Recovery. This Partnership MOU defines
the mission of five agencies to build and sustain integrated

and coordinated mental health and substance abuse policies,
protocols, and tools for children and families who are involved
with the judicial and Child Protective Services (CPS) systems.

State of Texas. (2006). Memorandum of Understanding for
Coordinated Services to Persons Needing Services from More
than One Agency. This MOU provides for the implementation of
a statewide system of county-based, multi-agency community
resource coordination groups to provide services for persons of all
ages needing multi-agency services.

State of Utah. (2007). Memorandum of Understanding for
Coordinated Services with the Department of Human Services,
Department of Health, Office of Education, Administrative Office
of the Courts and the Department of Workforce Services. This
MOU was created to provide a foundation for agency personnel

to deliver coordinated services to eligible families, and to promote
consistent statewide delivery, reporting, and data sharing methods.

State of Utah. (2009). Memorandum of Understanding.

This MOU defines the individual and joint obligations of the
Administrative Office of the Courts (AOC) and the Utah
Department of Human Services (DHS) to develop and implement
an interface between each agency’s information systems.

Commonwealth of Virginia. Virginia Memorandum of
Understanding. The purpose of this MOU is to establish and
commit the Department of Social Services, the Department

of Mental Health, Mental Retardation, and Substance Abuse
Services, the Office of the Executive Secretary, and the Supreme
Court of Virginia to work to together to develop and improve the
state and local infrastructure to support the collaborative works
of local agencies and courts on behalf of children and families.

Commonwealth of Virginia. Virginia’s Restricted Data Use
Agreement. This agreement allows for the collection and analysis
of personally identifiable information.

Commonwealth of Virginia. (2012). Commonwealth of Virginia
eHHR Program: Program Charter. This Program Charter gives a
detailed description of the scope, objective, and participants in the
Virginia electronic Health and Human Resources (eHHR) Program.
It provides a delineation of roles and responsibilities, outlines the
project objective, identifies the main stakeholders, and identifies
the authority of the program manager.




Conclusion

— llinois is one of a handful of states in the forefront of a movement
to create interoperable systems across Health and Human Services.
Interoperability—born out of a tremendous need to improve the
ILLINOIS —L_ quality and efficiency of healthcare and human services—has gained
FRAMEWORK momentum in the past several years, and it continues to move swiftly
across the country because of visionary leadership, advancing technology,
and the passage of the Patient Protection and Affordable Care Act of 2010.

It is easy for states and counties involved in the myriad tasks of

interoperability to overlook governance. lllinois hopes that this handbook

will help each jurisdiction prioritize governance and create a governance

model that is tailored for its unique circumstances. As lllinois continues
Share your to move forward, the state will likely make mistakes, change course, and
incorporate new strategies in an ongoing effort to create the best for
governance for the lllinois Framework and the people it serves. Continue
to watch lllinois closely and, as lllinois has done, share your own challenges
and successes with others.

challenges and
successes with

others. Good luck.
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Connecting Health and Care for the Nation:

A 10-Year Vision to Achieve an
Interoperable Health IT Infrastructure

Overview

The U.S. Department of Health and Human Services (HHS) has a critical responsibility to advance the
connectivity of electronic health information and interoperability of health information technology (health
IT). This is consistent with its mission to protect the health of all Americans and provide essential human
services, especially for those who are least able to help themselves. This work has become particularly
urgent with the need to address the national priority of better and more affordable health care, leading
to better population health. Achieving this goal will only be possible with a strong, flexible health IT
ecosystem that can appropriately support transparency and decision-making, reduce redundancy, inform
payment reform, and help to transform care into a model that enhances access and truly addresses
health beyond the confines of the health care system. Such an infrastructure will support more efficient
and effective systems, scientific advancement, and lead to a continuously improving health system that
empowers individuals, customizes treatment, and accelerates cure of disease.

In the past decade, there has been dramatic progress in building the foundation of a health IT
infrastructure across the country that is resilient and flexible to accommodate many types of change.
Through deliberate policy and programmatic action, the majority of meaningful use! eligible hospitals
and professionals have adopted and are meaningfully using health IT. This progress has laid a strong
base upon which we can build. However, there is much work to do to see that every individual and
their care providers can get the health information they need in an electronic format when and

how they need it to make care convenient and well-coordinated and allow for improvements in
overall health. There is no better time than now to renew our focus on a nationwide, interoperable
health IT infrastructure — one in which all individuals, their families, and their health care providers
have appropriate access to health information that facilitates informed decision-making, supports

L' Formally referred to as the Medicare and Medicaid EHR Incentive Programs
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coordinated health management, allows patients to be active partners in their health and care, and\
improves the overall health of our population. This is not just a technology challenge.

Broad adoption of health IT will require that health information can be easily and appropriately
shared to support multiple uses. For instance, the national priority of cost-effective care requires
information about quality and use of services to be available to consumers, providers, payers, and
employers. Further, physicians expect health IT to enable and support patient care. And finally,
there is mounting interest by consumers and innovators in creating meaningful opportunities for
individuals to partner in their own health care.

New technology and market changes have opened the door to creating a more integrated and
flexible environment that will not only serve us better in the present day, but will allow for ongoing
innovation in the future. This paper is an invitation to health IT stakeholders — clinicians, hospitals,
public health, technology developers, payers, researchers, policymakers, individuals, and many
others — to join ONC in figuring out how we can collectively achieve interoperability across the health
IT ecosystem (Figure 1).

Figure 1. Health IT Ecosystem

Individuals Access HIT for Quality and Population Health
& Share Health Safety in Care Management and Regional
Information Delivery Information Exchange

Big Data and
Analytics

Quality Measures Public Health Clinical Research

Technical Standards and Services I h
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Supportive Business, Clinical, and Regulatory Environments

Rules of Engagement and Governance "

Clinical
Guidelines

Public
Health Policy

Clinical Decision
Support

Vision for the Future

An interoperable health IT ecosystem makes the right data available to the right people at the right time
across products and organizations in a way that can be relied upon and meaningfully used by recipients.
By 2024, individuals, care providers, communities, and researchers should have an array of interoperable
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health IT products and services that allow the health care system

to continuously learn and advance the goal of improved health
care. This “learning health system” should also enable lower
health care costs, improved population health, truly empower
consumers, and drive innovation. For example, all individuals,
their families, and care providers should be able to send, receive,
find, and use health information in a manner that is appropriate,
secure, timely, and reliable.?

Individuals should be able to securely share electronic health
information with care providers and make use of the information
to support their own health and wellness through informed shared
decision-making. An interoperable health IT ecosystem should
support critical public health functions such as real-time disease
surveillance and disaster response, and data aggregation for
research and value-based payment that rewards higher quality
care, not necessarily a higher quantity of care.

CONTEXT

The nation has made dramatic advancements in digitizing the
care delivery system during the past decade:

e Qver one-half of office-based professionals and more than 8
in 10 hospitals are meaningfully using electronic health
records (EHRs), which will require them to electronically
exchange standardized patient information to support safe
care transitions (Figure 2).3

¢ One-half of hospitals are able to electronically search for
patient information from sources beyond their organization or
health system (Figure 3).4

e All 50 states have some form of health information exchange
services available to support care.®

Figure 2.

Hospitals and Professionals
That Have Demonstrated
Meaningful Use of Certified
EHR Technology 2014

Hospitals Professionals

)

Figure 3.

U.S. Hospitals’ Capability to
Electronically Query Patient
Health Information from
Outside Their Organization
or System 2013

2 The term “care providers” is broadly inclusive of the care continuum, reflecting primary care providers, specialists, nurses, pharmacists, physical
therapists and other allied care providers, hospitals, mental health and substance abuse services, long- term and post-acute care facilities, home
and community-based services, other support service providers, care managers, and other authorized individuals and institutions.

8 http.//www.healthit.gov/facas/sites/faca/files/HITPC Data Analytics Update 2014-04-08.pdf

+ Office of the National Coordinator for Health Information Technology. ‘U.S. Hospitals’ Capability to Electronically Query Patient Health Information

from Outside Their Organization and System,” Health IT Quick-Stat, no. 25. April 2014
5 http://healthit.gov/policy-researchers-implementers/state-hie-implementation-status
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e Through the Blue Button Initiative, more than half of individual consumers and patients are \
able to access at least some of their own health information electronically via the combined
contributions of providers, health plans, pharmacies, and labs.® Technological innovations such
as wearable devices, remote sensing devices, and telehealth support at-home and virtual care
models and new roles for patients.

This significant progress has created a growing demand for interoperability that not only supports
the care continuum, but supports health generally. Electronic health information needs to be
available for appropriate use in solving major challenges such as providing more effective care
and informing and accelerating scientific research. Despite significant progress in establishing
standards and services to support health information exchange and interoperability, it is not the
norm that electronic health information is shared beyond groups of health care providers who
subscribe to specific services or organizations. This frequently means that patients’ electronic health
information is not shared across organizational, vendor and geographic boundaries. Electronic
health information is also not sufficiently standardized to allow seamless interoperability, as it is
still inconsistently expressed with vocabulary, structure, and format, thereby limiting the potential
uses of the information to improve health and care. We must learn from the important lessons and
local successes’ of previous and current health information exchange infrastructure to improve
interoperability in support of nationwide exchange and use of health information across the public
and private sector.

Guiding Principles

As we work toward this vision for the future interoperable health IT ecosystem, we will plan and
execute our work to align with a set of guiding principles:

e Build upon the existing health IT infrastructure. Significant investments have been made in
health IT across the care delivery system and in other relevant sectors that need to exchange
information with individuals and care providers. To the extent possible, we will encourage
stakeholders to build from existing health IT infrastructure, increasing interoperability and
functionality as needed.

¢ One size does not fit all. Interoperability requires technical and policy conformance among
networks, technical systems and their components. It also requires behavior and culture change
on the part of users. We will strive for baseline interoperability across health IT infrastructure,

[=2]

See http://bluebuttonconnector.healthit.gov/ to learn which data holders are offering electronic access to personal health data by consumers.
See http://www.healthit.gov/policy-researchers-implementers/hie-bright-spots for examples of lessons and successes from recent health
information exchange efforts.

~
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while allowing innovators and technologists to vary the user experience (the feel and function \
of tools) in order to best meet the user’s needs based on the scenario at hand, technology
available, workflow design, personal preferences, and other factors.

e Empower individuals. Members of the public are rapidly adopting technology to manage
numerous aspects of their lives, including health and wellness. However, many of these tools do
not yet integrate information from the health care delivery system. Health information from the
care delivery system should be easily accessible to individuals and empower them to become
more active partners in their health just as other kinds of data are empowering them in other
aspects of their lives.

e Leverage the market. Demand for interoperability from health IT users is a powerful driver to
advance our vision. As payment and care delivery reform increase demand for interoperability,
we will work with and support these efforts.

e Simplify. Where possible, simpler solutions should be implemented first, with allowance for more
complex methods in the future.

e Maintain modularity. Complex systems are more resilient to change when they are divided into
independent components that can be connected together. Because medicine and technology
will change over time, we must preserve systems’ abilities to evolve and take advantage of the
best of technology and health care delivery. Modularity creates flexibility that allows innovation
and adoption of new, more efficient approaches over time without overhauling entire systems.

e Consider the current environment and support multiple levels of advancement. Not every
clinical practice will incorporate health information technology into their work in the next 3-10
years, and not every practice will adopt health IT at the same level of sophistication. We must
therefore account for a range of capabilities among information sources and information users,
including EHR and non-EHR users, as we advance interoperability. Individuals and caregivers
have an ongoing need to find, send, receive, and use their own health information both within
and outside the care delivery system and interoperable infrastructure should enable this.

e Focus on value. We will strive to make sure our interoperability efforts yield the greatest value
to individuals and care providers; improved health, health care, and lower costs should be
measurable over time and at a minimum, offset the resource investment.

¢ Protect privacy and security in all aspects of interoperability. It is essential to maintain public
trust that health information is safe and secure. To better establish and maintain that trust, we
will strive to ensure that appropriate, strong, and effective safeguards for health information
are in place as interoperability increases across the industry. We will also support greater
transparency for individuals regarding the business practices of entities that use their data,
particularly those that are not covered by the HIPAA Privacy and Security Rules.
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Three-Year Agenda:
Send, Receive, Find, and Use Health
Information to Improve Health Care Quality

We will develop an interoperability roadmap as articulated in HHS
Principles and Strategy for Accelerating Health Information Exchange.
Working with all stakeholders, we will fine-tune and use the health IT
infrastructure enabled through implementation of the Health Information
Technology for Economic and Clinical Health (HITECH) Act to support
transformation of health care to a more patient-centered, less wasteful,
and higher quality system. This near-term priority involves improving

the interoperability of existing health information networks, and scaling
existing approaches for fluidly exchanging health information across
vendor platforms to support a broad array of transitions of care and public
health. Ensuring that individuals and care providers send, receive, find,
and use a basic set of essential health information® across the health
care continuum will enhance care coordination and enable health system
reform to improve care quality. This means focusing on query-based health
information exchange, or the ability to appropriately search for and retrieve
health information, in addition to point-to-point information sharing.

Through ONC's standards and certification processes, we will work

to further standardize the vocabulary and structure of essential
information. We will also address critical issues such as data
provenance, data quality and reliability, and patient matching to improve
the quality of interoperability, and therefore facilitate an increased
quantity of information movement. Working with stakeholders, we will
operationalize a common framework to enhance trust by addressing

key privacy, security, and business policy and practice challenges to
advance secure, authorized health information exchange across existing
networks. Finally, we will work with federal and state entities to advance
payment, policy, and programmatic levers that encourage use of this
information in a manner that supports care delivery reform, improves
quality, and lowers costs.

8 The basic set of essential health information builds from the common meaningful use (MU) data set
incorporated into ONC's health IT certification program as part of the 2014 Edition EHR Certification
Criteria and currently used to support three MU objectives included in the Medicare and Medicaid
EHR Incentive Programs.
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Figure 4:
Example three-year
agenda use cases:*

Individuals look up their
electronic immunization
histories when needed.

Primary care providers share a
basic set of patient information
with specialists during referrals;
specialists “close the information
loop” by sending updated basic
information back to the primary
care provider.

Hospitals automatically send

an electronic notification and
care summary to primary care
providers when their patients are
discharged.

*These examples are meant as
illustrations and are not meant to
provide a comprehensive list.


http://healthit.gov/sites/default/files/acceleratinghieprinciples_strategy.pdf
http://healthit.gov/sites/default/files/acceleratinghieprinciples_strategy.pdf

Six-Year Agenda:
Use Information to Improve Health Care
Quality and Lower Cost

Over the next six years, the care delivery system will realize enhanced
interoperability. Health IT will continue to enable individuals to be
active participants in managing their care as an important contributor
of information to the health record (e.g., patient experience, self-
rated health, and self-generated data). Individuals, care providers,
and public health departments will send, receive, find and use an
expanded set of health information across the care continuum to
support team-based care. Care providers, such as those in schools,
ambulances, and prisons will be able to appropriately exchange and
use relevant health information. Remote monitoring will be enabled
through better interoperability between medical devices, home-
monitoring tools, and health information technology, including EHRs.
Multi-payer claims databases, clinical data registries, and other data
aggregators will incrementally become more integrated as part of an
interoperable technology ecosystem.

Health care providers will also be able to aggregate and trend
information within and across groups of patients based on information
from multiple data sources to monitor health disparities and quality
improvement opportunities (population health management). As
value-based payment gains traction across Medicare, Medicaid, and
commercial payers and purchasers, there will be new methods of
measuring clinical quality that represent the most important aspects
of care delivery and health outcomes. We will work with stakeholders
to refine standards, policies, and services to automate the continuous
quality improvement process and deliver targeted clinical decision
support that fits into a clinician’s workflow to close care gaps and
improve the quality and efficiency of care.
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Figure 5:

Example six-year
agenda use cases:*

Individuals regularly contribute
information to their electronic
health records for use by
members of their care team.

Individuals integrate data from
their health records into apps
and tools that enable them to
better set and meet their own
health goals.

Primary care providers and
authorized researchers are
able to understand how well
controlled diabetic patient
population’s glucose levels
(i.e., A1C values) are and

how often those patients have
been hospitalized based on
standardized information from
multiple sources.

Clinical settings and public
health are connected through
bi-directional interfaces that
enable seamless reporting to
public health departments and
seamless feedback and decision
support from public health to
clinical providers.

*These examples are meant as
illustrations and are not meant to
provide a comprehensive list.



10-Year Agenda:
The Learning Health System

By year 10, the nation’s health IT infrastructure will support better
health for all through a more connected health care system and active
individual health management. Information sharing will be improved at
all levels of public health, and research will better generate evidence
that is delivered to the point of care. Advanced, more functional
technical tools will enable innovation and broader uses of health
information to further support health research and public health.

The evolution of standards, policies, and data infrastructure over

the next 10 years will enable more standardized data collection,
sharing, and aggregation for patient-centered outcomes research.
Continuous learning and improvement will be feasible through analysis
of aggregated data from a variety of sources. Health IT systems will
enable both analysis of aggregated data and use of local data at

the point of care through targeted clinical decision support (CDS).
CDS will improve care by taking into account information such as

an individual’s genetic profile, local trends in disease prevalence,
antibiotic resistance, occupational hazards, and other factors.

The process of clinical trial recruitment, data collection, and analysis
will be accelerated and automated. Retrospective analyses will allow
for rapid inquiry around many aspects of public health, health care
quality, outcomes, and efficiency. Public health surveillance will be
dramatically improved through better outbreak detection and
disease incidence and prevalence monitoring. Interoperable

health IT will also help contain outbreaks and manage public

health threats and disasters.

The nation’s health IT infrastructure will facilitate health
improvement through active individual health management,
improved information sharing with public health, and the ability for

research to generate evidence that is delivered to the point of care.
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Figure 6:

Example 10-year
agenda use cases:*

Individuals manage information
from their own electronic
devices and share that
information seamlessly across
multiple electronic platforms

as appropriate (health care
providers, social service
providers, consumer-facing apps
and tools, etc).

Primary care providers can select
effective medications for patients
with certain conditions based on
their genetic profiles and results
of comparative effectiveness
research.

Individuals, care providers,
public health and researchers
contribute information and learn
from information shared across
the health IT ecosystem, with
rapid advancement in methods
for deriving meaning from data
without sharing PHI.

*These examples are meant as
illustrations and are not meant to
provide a comprehensive list.
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It will take a strategic and focused effort by the federal government, in collaboration with state, tribal,
and local governments and the private sector. We will aim to develop a shared agenda that focuses
on five critical building blocks for a nationwide interoperable health information infrastructure:

How will we get there?

Core technical standards and functions

Certification to support adoption and optimization of health IT products and services
Privacy and security protections for health information

Supportive business, clinical, cultural, and regulatory environments

Rules of engagement and governance

ok W

These building blocks are interdependent and progress must be incremental across all of them over
the next decade to realize this vision. We will develop a more comprehensive set of use cases and goals
for three, six and ten-year timeframes that will guide work in each of the building blocks, including
alignment and coordination of prioritized federal, state, tribal, local, and private sector actions.

BUILDING BLOCK #1: CORE TECHNICAL STANDARDS AND FUNCTIONS

Through our Standards & Interoperability (S&I) Framework, ONC will continue to work with industry
stakeholders and federal and state governments to advance core technical standards for terminology
and vocabulary, content and format, transport, and security. These standards will enable, at a
minimum, the following essential services for interoperability:

1. Methods to accurately match individuals, providers and their information across data sources

2. Directories of the technical and human readable end points for data sources so they and the
respective data are discoverable

3. Methods for authorizing users to access data from the data sources

4. Methods for authenticating users when they want to access data from data sources

5. Methods for securing the data when it is stored or maintained in the data sources and in transit,
i.e., when it moves between source and user

6. Methods for representing data at a granular level to enable reuse

7. Methods for handling information from varied information sources in both structured and
unstructured formats

ONC will also work toward flexible and dynamic technical tools to support interoperability for primary
and secondary use of health information, such as the architecture described in the JASON report
prepared for the Agency for Healthcare Research and Quality, A Robust Health Data Infrastructure.
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BUILDING BLOCK #2: CERTIFICATION TO SUPPORT ADOPTION AND OPTIMIZATIONOF\
HEALTH IT PRODUCTS AND SERVICES

ONC will leverage the ONC Health IT Certification Program to ensure that a broad spectrum of health
IT conforms to the technical standards necessary for capturing and exchanging data to support care
delivery. Certification will be used to test that health IT conforms to standards, and also to certify that
the technology has the ability to interoperate with other data sources so that users can exchange

and use information from other systems. To increase flexibility in our regulatory structure, ONC has
proposed that content and transport functions of technology be tested for certification separately. ONC
has also been responsive to a demand for expansion of the certification program’s scope to include
health IT used in a broader set of health care settings, such as long-term and post-acute care and
behavioral health. Ensuring consistent adoption of standards and policies for health IT applications
used across all settings of care will support interoperability and health information exchange.

BUILDING BLOCK #3: PRIVACY AND SECURITY PROTECTIONS
FOR HEALTH INFORMATION

ONC will strive to ensure that privacy and security-related policies, practices, and technology

keep pace with the expanded electronic exchange of information for health system reform. We will
continue to assess evolving models of health information exchange to identify and, with stakeholder
input, develop solutions to address weaknesses and gaps in privacy protections. We will encourage
the development and use of policy and technology and workflow practices to advance patients’
rights to access, amend, and make informed choices about the disclosure of their electronic

health information. We recognize that there are certain state and federal laws under which some
patients must give affirmative consent to the disclosure of their health information (often related to
a “sensitive” health condition such as behavioral health or genetic information), a privacy protection
that is more stringent than the HIPAA Privacy Rule. ONC will endeavor to ensure that these patients
will not be left on the wrong side of the digital divide. We will work to improve standards, technology,
and workflow that enable the electronic collection and management of consent as well as the
electronic exchange of related information within existing legal requirements (including notice of
redisclosure restrictions). We will also invest in methods and approaches that support distributed
analytics and open evidence sharing without sharing PHI. Continued coordination across federal and
state governments is needed to develop, implement, and evolve appropriate privacy and security
policies for various types of health information exchange.

Expanding interoperability and exchange may also pose new security challenges. We will work with
the National Institute of Standards and Technology (NIST) and other stakeholders to expand the
options for ensuring, at an appropriate level of certainty, that those who access health information
electronically are who they represent themselves to be. We will continue to assess and improve
policies and standards that help ensure health information is only accessed by authorized people
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and is used in reasonable and transparent ways. We will also work with the private sector to addrb
emerging cyber threats.

Given our support for electronic access by individuals to their own health information, we will also

be mindful of the privacy and security risks created when information exits the realm of HIPAA
covered entities. We will support developers creating health tools for consumers to encourage
responsible privacy and security practices and greater transparency about how they use personal
health information. In addition, we will collaborate with the Office for Civil Rights and other agencies
to encourage greater consumer education about the benefits of health information exchange and the
steps they can take to safeguard their own data.

As we expand health information exchange, it is important that all stakeholders (the government,
health care providers and plans, vendors, developers, patients and their caregivers) recognize their
responsibility in protecting health information. We intend to continue our outreach and technical
assistance to help everyone reach this goal.

BUILDING BLOCK #4: SUPPORTIVE BUSINESS, CLINICAL, CULTURAL, AND
REGULATORY ENVIRONMENT

While the Medicare and Medicaid EHR Incentive Programs have been a primary motivator for the
adoption and use of certified EHR technology, these programs alone are insufficient to overcome barriers
to our vision of information sharing and interoperability as outlined above. Current policies and financial
incentives often prevent such exchange, even when it is technically feasible. To ensure that individuals
and care providers send, receive, find, and use a basic set of essential health information across the care
continuum over the next three years, we need to migrate policy and funding levers to create the business
and clinical imperative for interoperability and electronic health information exchange.

In collaboration with employers, federal agencies, and private payers, ONC will help define the role of
health IT in new payment models that will remove the current disincentives to information exchange.
Incremental steps to accelerate health information exchange will initially stem from Affordable Care
Act (ACA) delivery reform programs and Medicare payment regulations. HHS will consider ways in
which the adoption and use of ONC-certified health IT products can be aligned with and encouraged
by Medicare and Medicaid payment policy, and other HHS programs funding health care delivery so
that care delivery transformation and interoperability evolve in tandem.

With regard to individual access to health information and the engagement it enables, a significant
barrier is a lack of knowledge among members of the public that access to health information is
becoming increasingly available, and a cultural bias against taking advantage of it. Many patients
are intimidated or embarrassed to ask for copies of their records or to ask health-related questions
of their providers. To address these cultural barriers, we will encourage providers to proactively offer
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access to health information for their own patients, and using consistent marketing and messaging\
via the Blue Button Initiative, encourage diverse stakeholders including data holders and consumer
advocacy organizations to educate individuals about their rights and the benefits of access to and

use of health information.

We will also work with states, employers, consumers, providers, technology developers, payers, and
others to support efforts driving appropriate health information exchange for improvements in care and
to see that any regulatory and business barriers preventing data flow are reduced and/or removed.

BUILDING BLOCK #5: RULES OF ENGAGEMENT AND GOVERNANCE OF HEALTH
INFORMATION EXCHANGE

The HITECH Act charged ONC with establishing a governance mechanism for the nationwide health
information network.

We view the nationwide health information network as a continually expanding ecosystem of electronic
exchange activities and network service providers across the nation that rely on a set of standards,
policies, and services to meet electronic exchange needs including the privacy, security, and
appropriate use of the information exchanged.

This market includes many forms of electronic exchange and network service providers, ranging from
simple forms (such as direct electronic exchange of health information between two known providers)
to more sophisticated forms (such as query and response techniques). Governance will facilitate trust
and interoperability across all the diverse entities and networks that provide exchange services so that
health information follows individuals regardless of where and when they access care.

Looking forward

In 2014, ONC will build on our existing governance framework and principles to ensure individual
access, privacy, transparency, responsible financial and business practices, and use of federal
standards to support health information exchange. As needed, ONC will identify the “rules of

the road” necessary for information to flow efficiently across networks and will transition to a
governance approach for health information exchange that will likely involve both policy and
collaboration across industry, government, and consumer representatives.

Experience has demonstrated that while trust can be established among specific, known groups

of health information trading partners (providers, public health departments, payers, etc.) through
local governance, data use agreements, and other contractual arrangements (constituting a

trust community), scaling trust across communities requires assurance that each adheres to a
minimum set of common security and business practices. Our governance approach must consider
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a common framework for privacy, security, technology, data, and business practices, provide \
assurance to trust communities that each abides by that framework (including a process for dispute
resolution and reconciliation), and maintain minimum technical tools where needed to make

scaling trust easy.

We will seek input and collaboration with federal agencies to inform governance implementation
and ensure broad participation across existing operating health information networks, including
those focused at the vendor, enterprise, regional, and state levels. We seek to promote competition
among network service providers in a way that avoids providers or individuals being "locked in” to
one mechanism to exchange health information, limiting their ability to share health information
and coordinate care efficiently.

It will take time to build a fully interoperable infrastructure of coordinated care and communication
across health care providers, patients, and public health entities that improves health care quality,
lowers health care costs, and improves population health. HHS is fully committed to ensuring
ubiquitous, standards-based interoperability of health information across all care settings through
a multi-year approach that is consistent, incremental, yet comprehensive. No one person,
organization, or government agency alone can realize this vision of an interconnected health
system. But together, we can achieve the promise and potential of health information technology to
improve the health of all.
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Executive Summary

Analytics is a subject of immense interest today as human service agencies strive to provide more
effective services and achieve better outcomes with the help of improved techniques and tools for
analyzing data from multiple sources. This guidance provides timely information on this topic in
response to five key questions:

e Whatis meant by “Analytics,” especially in the context of Human Services?

e What is the Human Services Capability Assessment Model and how can it be used?
e What should be kept in mind when dealing with analytics?

e What steps should an organization take now to prepare for using analytics?

e |f additional assistance is desired, what are the basic tenets of a good analytics RFP?

Starting with a summary of the excellent work done by Thomas Davenport and Jeanne Harris in their
book, Competing on Analytics: The New Business of Winning,* we describe two levels of analytics—
Descriptive Reporting and Advanced Analytics. Ultimately, as the authors point out, better DECISIONS
are the goal of analytics NOT more reports, more portals, more scorecards, or more drill-downs. While
this may seem self-evident, the track record on this point in the field of human services, as with so many
others, begs for a common-sense approach to preparing and implementing an analytics strategy.

To that end, we have provided a framework for thinking about analytics, the Human Services Capability
Assessment Model. The framework consists of different parts of the analytics continuum arrayed in the
form of a maturity model such that each of the framework’s pieces can be viewed through one of three
different stages of maturity. By using the Capability Assessment Model as a guide, agencies can identify
not only where they are today along the analytics maturity pathway but also the characteristics of the
next higher level of analytics sophistication, should they desire to pursue it.

But knowing where one is, and where one wants to go, is not the same thing as actually getting there.

For this reason we have included a section in this guidance called “Key Points Worth Remembering.” In
it, we emphasize the critical importance of using “clean” data; ensuring consistency in data definitions;
and having free and open communication among the people who collect the data, the people who
analyze it, and the people who use it. Finally, we cannot emphasize enough the critical role that
effective data governance plays in both analytics and data-sharing programs. Governance and
management structures should include both owners and users of data.

Next, we describe a strategy for moving forward on analytics starting with understanding just how much
analytical horsepower your organization actually needs. The Capability Assessment Model for Analytics
can be an indispensable tool for this strategy by matching where your agency is with where you want
your agency to be. Developing a use case can be of great assistance as well as setting staff expectations
relative to what can and cannot be achieved with the data available and the extent to which the data
can be used effectively.

1. Davenport, Thomas H. and Harris, Jeanne G., Competing on Analytics: The New Business of Winning, Harvard
Business School Publishing, 2007.
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I. Introduction

State and local health and human service agencies continue to operate with fewer resources and
diminished capacity while simultaneously beginning to plan, develop, and implement new ways of
conducting business. A key component of this dramatic turn toward agency transformation is the ability
to leverage advancements in technology and data analysis to support each organization’s unique
business objectives toward achieving shared outcomes and reducing costs through less duplication
across programs. APHSA’s conceptual platform for this transformation is rooted in Pathways,? the
association’s vision for the future of health and human services, and is further delineated through its
Business Model® for health and human services in the 21st century and the recently released A-87
Exception Toolkit for Human Service Agencies: Description of the Exception and Recommendation for
Action.*

. In conjunction with APHSA’s previous
Efficiency in . 5 .
Achieving Outcomes guidance,” states and localities may
use this roadmap to prepare their
organizations for the changes and
: opportunities analytics provides to
Generative . . . .
Bisiness Model achieve new organizational business
objectives outlined in APHSA's
Integrative business model. These include
Business Model common process functions, roles of
@ - the consumer, technological and
organizational infrastructure, and
Collaborative s o« measures—all of which, when
Business Model . . .
combined with enhanced analytic
capability, can improve organizational
efficiency and accountability and
reduce health disparities. Advanced
it anélytlcs, defined fu.rther in thI.S.
Achieving Outcomes | guidance as data-driven capability
supporting statistical analysis,

Figure 1: Upon the development of the 21st century business model, the NWI developed a Health and Human
Services Integration Maturity Model (APHSA, 2013). The maturity model incorporates components of the
business model and describes the maturation of them along the Human Services Value Curve (Oftelie, 2011).
The model allows agencies to self-assess their current state of operations and where additional attention may
be focused relative to moving toward the 21st century vision of transformation, or the generative state. One
feature of the business model to which states/localities may assess themselves is on the degree of which they
operate within an integrated infrastructure (including the use of data to inform operations).*

2. Pathways is centered around four main outcome areas: Achieving Gainful Employment and Independence; Stronger
Families, Adults and Communities; Healthier Families, Adults and Communities; and the Sustained Well-being of Children
and Youth. A fully integrated health and human services system operates a seamless, streamlined information exchange,
shared business services, and coordinated care delivery system through a consumer-focused, modern marketplace
designed to improve consumer outcomes, improve population health over time, and bend the health and human services
cost curve; see http://www.aphsa.org/content/APHSA/en/pathways.html|

3. DeSantis, Cari. Business Model for Horizontal Integration of Health and Human Services. APHSA, 2012.

http://www.aphsa.org/content/APHSA/en/pathways/NWI.html

5. Health and Human Services Integration Maturity Model. APHSA, 2013.
http://www.aphsa.org/content/APHSA/en/pathways/NWI.html

*  Adapted from Human Services Value Curve. Harvard University’s Leadership for a Networked World, 2011.

&
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forecasting, predictive analytics, and optimization, can help to establish a holistic view of the people
being served as well as contribute toward achieve outcomes for those served by enabling:

e Development of effective strategies that maximize resource allocations and enhance customer
service and satisfaction;

e Operational and programmatic decision-making that promotes efficiencies in accessing and
providing care;

o Effective implementation of a performance measurement system and a continuous
improvement process;

e Actionable insights to assist in the reduction of fraud, waste and abuse, including the
identification of anomalies and other non-standard profiles as well as providing collectors and
auditors with the ability to leverage integrated, case-based analytics tools;

e Utilization of comprehensive information in real-time; and

e Reducing health disparities among certain populations, and targeting services through
forecasting service demand and designing services and delivery systems that most directly meet
the needs of the given population through a culturally responsive and competent approach.

This analytic capability roadmap for human service agencies can be of greatest assistance to staff at
each level of the organization (e.g., CEOs, CIOs, program directors, performance accountability directors,
mid-level managers, supervisors, direct line workers) as they consider organizational and policy
initiatives to transform current operations across the multiple lines of business and to ultimately enable
achieving enterprise-wide outcomes. It can also be of value to federal administrators seeking guidance
for policy reform and the effects of health care reform implementation relative to the horizontal
integration of health and human services. This guidance also may assist academia when partnering with
states, localities, the industry, and other stakeholders by putting analytics into practice, especially in
evaluation and replication.

II. What Do We Mean by “Analytics”?

As Thomas H. Davenport and Jeanne G. Harris discuss in their book, Competing on Analytics: The New
Science of Winning, analytics involves the collection, synthesis, and analysis of field-specific data that
can lead to improved decision-making as a result of understanding underlying patterns and trends.

Harris and Davenport divide the subject of business analytics into two parts: Descriptive Reporting and
Advanced Analytics. Under Descriptive Reporting, they identify four levels of increasing value to the
user, relative to the types of questions that can be answered at each stage of maturity:

e Standard Reports—What just happened and why?

e Ad Hoc Reports—How many, how often, who, and where?
e Drill Down—Exact root cause; identify the problem.

e Alerts—What actions are needed?

Advanced Analytics goes beyond the collection and sorting of data to turn the information into data
capable of providing future options and predictive capabilities. These capabilities can then forecast
possible prospective results under different scenarios associated with each option through detailed
pattern analysis:

e Statistical Analysis—Why is this happening?
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e Forecasting Scenarios—What if trends?
e Predictive Analytics—What happens next?

e Optimization—Predict, prescribe the best that can happen.

Harris and Davenport’s decision-making framework has two dimensions, public value and sophistication
of data analysis, both of which increase as one moves up their “Analytics Capability Curve” from the
lowest level (Standard
Reports) through the mid-

range stages of analytics Moving up the Capability Curve
(Alerts, Statistical Analysis,
and ForecaStmg) to the Analytics Definition Analytical " .
highest levels (predictive Competitor Changing The Questions
Modeling and Optimization). 1 optimization What's the best that can happen?
" Now What?

UItimater, as the authors Predictive Modeling What Wil happen et 7

: If Analytics

point out in Analytics at
Work, better DECISIONS are

Forecasting/extrapolation “Vyiab i thesatrghds continue?

petitive Advantage

. Statistical analysis 48 SRS this happening? So What?
the goal of analytics, not _— —
more reports, more portals, i . Whataclias s nesded? ]
more scorecards or more
drill-downs.® W eunionsminesr T Roany . What?
Within human services, the Standard Reports What happened?
field of analytics is just taking oo
Off Whlle in the paSt data Source: Cnmpuingmrﬂnalyucs:TheNedem;of\n\hnhuiDa\ompm!Harris}
analysis was largely limited Copyight ©2011 Accerture Al Righs Reserved y

to looking for patterns of
fraud and abuse by
providers and clients, the
predictive powers of analytics are increasingly being relied upon to understand not only why something
is happening but what may happen next and what can be done to ensure the best possible long-range
outcome. Analytics typically in use in human service programs, to the extent they are in use at all, are
used to gain a better understanding of the people being served; increasingly today they are being used
to understand their needs across multiple programs.

Figure 2: Accenture graphic adapted from original graphic published in Davenport &
Harris’s Competing Analytics: the New Science of Winning (2007).

III. Human Services Capability Assessment Model for Analytics

One way of thinking about analytics in the context of human services is to envision different activities
associated with the field; e.g., creating standard reports out of data, generating special one-time ad hoc
reports, drilling down deeper into the data, triggering alerts when specified norms are exceeded,
comparing expected results with outliers, and forecasting the future based on past trends. For each of
these “domains,” it is useful to describe three different levels of activity—basic, advanced and leading—
based upon increasingly higher levels of sophistication. The result is a “capability assessment model” for
analytics, as shown in the table below.In this case, eight domains have been identified and arrayed
down the left-hand column; across the top are the three levels of “maturity” just described. Within each
cell of the 8 x 4 matrix is a description of the activity at that particular level of maturity.

6. Davenport, Thomas H., Harris, Jeanne G., and Morison, Robert. Analytics at Work, Harvard Business School Publishing, 2010.
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From left to right in the table along any particular row, the description takes on increasingly
sophisticated and detailed activities. For example, in the first domain, standard reports at the Basic
Level, the report formats simply respond to those necessary for federal reporting, and are submitted
four times a year to management. Moving up the maturity scale to the Advanced Level, the reports not
only do everything they did in the previous stage of maturity but, in addition, report on additional
factors (Key Program Indicators) and are delivered faster (monthly, via the web) and to a broader range
of people than the audience at the Basic Level (management and appropriate persons). By the time the
domain reaches the highest level of maturity (Leading Level), everything described about the reports at
the Advanced Level is maintained and additional characteristics are added to the list of descriptors
(geographic segmentation and delivered at least weekly).

Two points are worth noting about the Capability Assessment Model.

e First, the narrative within the cells has at least two dimensions: descriptive characteristics and
timeliness. Both must be met to consider the activity qualifying for the specified maturity level.
For example, if the standard reports were formatted to meet the federal requirement and
contained Key Program Indicators as well, but were not delivered to management and
appropriate staff monthly, the activity should be classified at the lower (Basic Level, in this case)
maturity level.

e Second, and in addition to helping agencies determine where their organization’s analytics
capabilities are today, the Capability Assessment Model points the way to higher levels of
analytical sophistication by describing the characteristics of the next higher level or two so that
agencies can establish goals relative to the organization’s desired future state.

Figure 3: Adapted from graphic published in Davenport & Harris’s
Competing on Analytics: the New Science of Winning (2007).

Standard Program data in formats Program data in formats Program data in formats
Reporting appropriate for federal appropriate for federal appropriate for federal reporting
reporting are delivered to reporting together with Key together with KPI and geographic
management quarterly. Program Indicators (KPI) are segmentation are delivered to
delivered to management appropriate persons via the web at
and delivered to appropriate | least weekly.
persons via the web at least
monthly.
Random Queries about the presence | The agency deploys a data The agency deploys a data
Reporting or non-presence of warehouse and has basic warehouse with the current version
described conditions can be | inquiry tools that facilitate of an inquiry tool that facilitates
run and responses delivered | answers to inquiries within answers to inquiries within hours or
within 30 days. one week. minutes.
Focused Centralized power users are | Key supervisory decision Staff members that administer a
Reporting licensed to analyze the makers are licensed to program are licensed to analyze the

component items
comprising a published data
element.

analyze the component items
comprising a published data
element.

component items comprising a
published data element in a
program administered by the
licensee.

e
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between periods, regions,
and where possible,
compared nationally and
measured using relevant
percentages and other basic
fractional assessments.
Sources of all data are
clearly identified, defined,
and explained.

sources of data and the
definitions used are clearly
described; definitional
differences between the
reviewed data and national
or comparative data are
clearly explained; and basic
regressions may be used to
show correlations and
conclusions. Results are
reviewed with at least one
person who has significant
training in statistics.

Automated Case alerts are developed Case alerts are developed by | Case alerts apply rules or policies in
Alerting by applying rules or policies | applying rules or policies to real time and are distributed to
to batch runs and are batch runs and are staff for automated review and
distributed quarterly to distributed to staff for application in real time.
staff for manual review and | automated review and
application. application at least weekly.
Statistical Structured data are Multi-period structured data | Structured and unstructured data
Analysis analyzed comparatively are used to describe trends; may be used to glean conclusions

after a thorough description of the
data involved and disclosing any
bias that may have been present in
the data due to collection
methods. Aggregated data may be
used by taking raw data and
eliminating “noise” to satisfy
distributional assumptions of data
modeling. Advanced statistical
methods are used and conclusions
are reviewed and verified by a
statistician or data scientist.

Forecasting
and
Extrapolation

Basic static linear
extrapolation is used to
forecast utilization based on
the most recent available
historic data.

Dynamic forecasting, which
considers at least two
interrelated variables and the
most current trends available
for those variables, is used to
forecast accounting for
seasonal and periodic
variations.

Multi-variant models are
developed, monitored, and
modified as necessary using
regression and extrapolation
techniques, and the most current
data available are used to forecast
accounting for seasonal and
periodic variations.

Predictive
Modeling

Not used

Basic multi-variable models
are developed, monitored,
and modified as necessary
using regression and
extrapolation techniques,
and the most current data
available are used to operate
the model.

A data scientist reviews the data
available, internally and externally,
structured and unstructured, then
assesses what is meant by each
piece of data. Data are enhanced
using univariant and bivariant
investigations with subject matter
experts. Collectively, questions are
developed, the precise answers to
which are extremely important to
the organization. Then, through a
series of iterative regression
analysis using many variables, an
algorithm is developed and
validated, and when applied, the
best predictor of the question's
answer is known. The algorithm is
periodically reviewed, retested,
and updated.

e
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Optimization | Not used Seeks to find the single best Seeks to find the single best
value or outcome to a combination of services in a
program, service or series of | portfolio of services to achieve an
services within a program organization's mission or objectives
taking into account multiple and is developed for the purpose of
variables and after making decisions to allocate
determining what decisions resources in a way that achieves
are to be made from the the optimized outcome.The
analysis. process may also be used in supply
chain assessments where multiple
products or processes compete for
limited resources to achieve the
single highest value for the
organization.

IV. Key Points Worth Remembering

An organization’s analytic capability rests on a variety of factors, including the quality of the data, how it
is defined by contributors within and across the organization, and the processes by which it is accessed.

Additionally, established governance and management structures must be in place to facilitate these
processes all the while engaging stakeholders from within and across the public and private sectors to
help define the goals, objectives, and approaches to effectively share data across programs. According
to a joint survey’ conducted by the National Association of Chief Information Officers (NASCIO) and the
Health Information and Management Systems Society (HIMSS) in 2013, approximately 80 percent of
surveyed state CIOS reported that no data governance structures are currently in place to share citizen
data.

1. Regardless of where or how data are used, the cleanliness of the data requires constant
vigilance.

“Error proofing” data entry software will avoid many structured data errors. Nevertheless,
monitoring the data to identify “made-up entries” or “work-arounds” is necessary so that the
data can be consistent and represent what is intended by the data. Getting feedback loops with
the people who input the data can also help identify variants that need to be addressed to
continue to improve the data quality. It should also be noted that as a data warehouse grows,
the vigilance for data cleanliness must be increased because of the volumes of different data,
the variability in quality of the collection techniques (e.g., automated, paper, or second-party
entries, which may include biases in collection methodologies), and due to the variability in
quality of the collection methods (automated self-declarations vs. verbal communications and
interpretations followed by transcriptions).

2. Data definitions can vary, so ensuring data transparency is critically important.

Sometimes data names may be identical, even with federal standards, but have different
definitions based on state definitions or policies. For example, a “confirmation” or “finding” of
child abuse or neglect in one state may have been determined using a different definition or a
different burden of proof when compared to a “confirmation” or “finding” in another state.

7. NASCIO & HIMSS. The Health IT Landscape in the States: Through the Lens of the State CIO. (June, 2013):
http.//www.nascio.org/publications/documents/The Health IT Landscape in the States NASCIO HIMSS.pdf.

e
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Differences in definitions and in the adequacy of evidence required should be disclosed to meet
even basic transparency expectations. Further, differences in the processes should also be
highlighted. In some cases, due process was afforded prior to the finding; in others, no due
process was afforded and no appeal rights were given to reach conclusions.

Inconsistencies in data can be due to various factors and, to the extent possible, should be
explained to the user of the data.

Disclosure of “special events” (a fire; a recession; a change in a fiscal year; differences in state
and federal year reporting periods; an employment strike; etc.) may be necessary to explain
unusual patterns in data, inconsistencies in conclusions, and as explanations for anomalies.
Clear and frequent communication linkages between those who collect the data, those who
analyze it, and those who use it will go a long way to limiting any confusion.

V. Steps to Take When Seeking Outside Assistance

Analytics is a new language typically not understood in the same way by all users or decision-makers. It
requires an understanding of statistics, business operations and rules, and technology at various levels.
Organizations will want to develop capacity in staff positions that carry an optimum mix of these
competencies. When this is not immediately possible, however, an organization may need to pull in
additional assistance.

Here are some additional steps agencies can take to obtain the help it needs:

1.

Decide upfront how much analytical power you really need. The Capability Assessment Model
for Analytics is a great place to start. It lets you analyze where your agency or program stands
today and where you want it to go.

Collaboration, cooperation, and standardization of requirements across departments are
important to ensure that all participants know what data they have and what they need to get.
If your agency plans to seek outside assistance through a Request for Proposals (RFP), make sure
there are no overlaps, redundancies, or conflicts in your requirement specifications. Obtaining
input from staff on this will enable the organization to write a clear and concise description of its
needs.

Decide in advance what a vendor proposal should address: Is it only the analytic capabilities
provided by a specific application, or a soup-to-nuts approach, including data preparation,
training, installation, configuration, and maintenance? While a specific application can address
particular functions, a solution can remove the burden to figure out what needs to be done to
get your organization to an analytics-ready state.

Try to avoid describing in legacy thinking what your organization wants to achieve. If you use the
lexicon of older systems and/or technology, vendors may be hesitant to offer a more current
solution or, worse, not understand what is being asked for. One way to address this problem is
to make use of the Capability Assessment Model described earlier. By putting your agency needs
in the larger context of your overall objectives, the vendor will have a clearer understanding of
not only your organization’s immediate concerns, but where their solution should fit within the
broader picture.

Include a use case in your RFP that makes sense to your community of stakeholders as an
evidence-based example. By so doing, a prospective bidder is provided with a sense of the

e
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current state and may be able to address it in very specific terms, perhaps as a demonstration
pilot, thus ensuring that both sides clearly understand what is involved.

6. Describe your organization’s data sources so as to provide bidders with a realistic frame of
reference. Analytics consumers of all kinds have repeatedly said that getting data ready to
process with analytics is the hardest part of the journey. Each program within and across the
organization collects a variety of data—many times this means that the data elements are
defined differently and are from a variety of places. Lack of standard data definitions,
identification of such sources, and the processes by which they are collected can hamper
enterprise-wide efforts to further its analytic capability. Setting realistic expectations with the
user community is a critical first step. Being forthcoming about the quality and status of the
available data will confirm to the anticipated user base that they will be able to trust the data as
complete, accurate, and current once these issues have been addressed. Without such trust, the
results of the most sophisticated analytical application will fall victim to the old adage, “Garbage
in, garbage out.”

7. While identifying possible data sources does not necessarily translate into the data being ready
to use, prospective bidders may be able to suggest ways in their responses on how to turn them
into a useable state.

VI. Summary

As human service agencies move further into the 21st century, it is no longer sufficient to just gather
data. Agencies must be able to analyze, understand the trends in their data, and predict what their
customers need as they modernize their system to serve people in an integrated way. The ultimate goal,
of course, is to make decisions about serving people at the right time, with the right services for the
right duration. An effective and efficient data analytics strategy will enable states and localities to do
just that.

Glossary

Data Modeling—Analysis of data objects and their relationship to other data objects. Data modeling
explores data-oriented structures and identifies entity types. It involves a progression from a high-level
conceptual model to a logical model.?

Distributional Assumptions—Assumptions made on the distribution of the outcome variable. With
linear regression, the outcome should have a normal distribution, or more specifically, the residuals
should have a normal distribution. The logistic model makes the natural assumption that the outcome
follows a binomial distribution.’

Fractional Assessments—Procedure whereby assessments are made at some uniform percentage of full
or fair market value rather than at 100 percent thereof. ™

Liscensee—Individual granted a license to copy, use, or re-sell a commodity, such as digital content. This
user has access to otherwise circumvented or protected digital material. ™

8. Data Modeling. (n.d.). In Dictionary Techopedia online. Retrieved from http.//www.techopedia.com/definition/14/data-
modeling; and Data Modeling. (n.d.). In Dictionary Webopedia. Retrieved from
http://www.webopedia.com/TERM/D/data_modeling.html.

9. Steyerberg, E.W., & Harrell, F.E. (2003). Interactive Textbooks: Statistical Models for Prognostication.

10. Fractional Assessments. (2013). In Glossary of Assessment Terms Nassau County online. Retrieved from
http://www.nassaucountyny.qov/agencies/assessor/generalinfo/terms.htmi.
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Power user—Individual with considerable experience with computers who utilizes the most advanced
features of applications. He or she typically has a more advanced grasp of using and/or operating
standard computers or software than regular users. For example; video-editing professionals, high-end
graphic designers, audio producers, and those who conduct scientific research.'? Power users and
analysts (expect to) use data mining and statistical techniques for data analysis and query development.

Regressions—Data mining tool that predicts the value of a target as a function. Regressions have many
applications in trend analysis, business planning, marketing, financial forecasting, and a time series
prediction.™

Structured Data—Information that has a preset structure. It is easily defined, stored, and analyzed."

Unstructured Data—Information that does not have a predefined data model and/or does not fit well

into a relational database. These data are typically text heavy, but can also possess dates, numbers, and

facts. Unstructured data are usually more difficult to analyze and take up a significant amount of storage
15

space.

Appendix A

A Quick Reference Guide to Writing an Analytics RFP

Public human service agencies are increasingly seeking to incorporate the use of analytics into their
procedures at each level of their organization and for a variety of purposes outlined in the preceding
report (e.g., demonstrating outcomes, improving organizational decision-making and resource
allocations, reducing fraud/waste/abuse, and improving performance measurement). Using the
capability model as a way to assess how your organization currently uses data and to envision your
desired capability that will help reach your multi-dimensional goals is a great starting point.

Often agencies recognize the need to seek external assistance toward achieving their desired analytical
capability (e.g., forecasting and extrapolation, predictive modeling and optimization) beyond descriptive
reporting. From an industry perspective, this desire to move forward is hampered by a variety of factors,
including, but not limited to staff capacity and knowledge of data analytics. Sometimes these
circumstances require organizations to extend their net externally by releasing requests for proposals
(RFPs) to their partners who may have the capacity, experience, and solutions to assist agencies in
advancing their analytic capabilities.

To this end, several industry partners of APHSA’s National Workgroup on Integration put together this
brief reference guide for states and localities to consider when drafting an RFP.

DISCLAIMER: The views expressed in this Appendix are those of participating industry partners of APHSA’s
National Workgroup on Integration and may or may not represent the views of APHSA.

11. Licensee. (n.d.). In Dictionary Techopedia online. Retrieved from http://www.techopedia.com/definition/17177/license.
12. Power User. (n.d.). In Dictionary Techopedia online. Retrieved from http://www.techopedia.com/definition/1784/power-
user; and Power User. (n.d.). In Webtool Computer Glossary online. Retrieved from
http://www.iwebtool.com/what _is_power _user.html.
13. Regressions. (n.d.). In Oracle Data Mining Concepts online. Retrieved from
http://docs.oracle.com/cd/B28359 01/datamine.111/b28129/regress.htm.
14. Minelli, M., Chambers, M., & Dhiraj, A. (2012). Big Data, Big Analytics: Emerging Business Intelligence and Analytics Trends.
15. Minelli, M., Chambers, M., & Dhiraj, A. (2012). Big Data, Big Analytics: Emerging Business Intelligence and Analytics Trends.
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i. Expressing What Your Agency Needs in an Analytics RFP

As state agencies prepare to solicit assistance regarding analytics, their RFPs should strive to express the
business need of their agency rather than the desired solution in order to allow the vendor community
to demonstrate its creativity and flexibility. For example, use everyday language to describe who your
anticipated user communities will be and what they think they expect from analytics solutions.

Here are some tips on considering and expressing what your agency may need in an RFP.

e Be sure to describe your organization’s business intentions, plans, and strategies to help define
the analytic capabilities you are seeking.

e Express the challenge in simplest terms. For example, “Our human services department would
like the ability to determine what services and service availability might be required in parts of
the state not currently served based on current data. We want to forecast demand.”

e Be specific where you are more confident in your analytics operations.

e Set expectations by describing a practical future state. Use the analytical capability model to
help self-assess how your agency currently uses data.

e Ensure data used for analytics represent a trusted resource encouraging broad use of analytic
capabilities. This is a cautionary statement—data play a critical role in analytics success.

e |dentification of performance and outcome measures are a critical part of preparation.
Remember to include performance metrics and monitoring that new analytic capability will
help to evaluate and improve the agency-wide day-to-day activities of users.

e Clearly state your assessment of your collective skills at the outset. Since the field is at the
early stages of adoption of analytics capabilities, take into consideration the need for data

analytics training and knowledge transfer for our user communities.

ii. Guidelines for Writing an Analytics RFP

Based on a review of RFPs that states have submitted for analytic services, consultants working with the
National Workgroup on Integration believe that many states could benefit from defining their business
needs and business environment when using analytics on the front end. The challenge is to ensure that
the organization takes the broadest possible view to reflect that use of analytics may be shared among
several departments, agencies, and divisions. Thus, it is important to reflect in the RFP the various levels
of interest, urgency, skill and, if appropriate, budgets.

The following table identifies a number of relevant, high-level activities. The following items provide
additional dimensions of your use of the RFP to achieve your organizational objectives.

Recommended Action/ Details Notes
Sequence Opportunity
A Allocate an The statement of the problem or challenge Remember, expect analytics to
early section should be clear and unmistakable. This will address any number of
describing preempt wasted effort on both the agency interesting and challenging
business and vendor sides in developing an answer to problems that require greater
problem or the problem. insight, prompter action, and
challenge that Take time to clarify the statement of the rationale for making key changes
it is believed problem by vetting it with all stakeholders. in your organization’s operations.
that analytics Look at the largest problem space
will help to determine how much you
address might be able to apply analytics.

e
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Create an 1. Understand metrics (how your agency Think about “must-haves,” “nice-
evaluation measures key variables) and relative to-haves,” and “interesting-but-
scorecard that value/impact to the organization. does-not-apply.” Plot these
your agency 2. Work toward clarity so that your organization | notions across time so that
will use to gains consensus on what is and what is not a planning for utilization of features
assess solution to the problem/challenge. not needed now but will need
proposals 3. Understand and define what is, and is not, a later on.
value to the organization (separate
“wishes/nice-to-haves” from real
requirements).
Assess the 1. Plan to allocate participating staff time The most challenging part of this
capacity (planning, drafting RFPs, evaluating RFPs, journey is getting the data right.
planning execution, deployment, Analytics doesn’t work very well
operations/production) without the right data, which can
2. Understand and update current systems come from a variety of sources,
capacity some of which need more
3. Understand and update personnel capacity stewardship before participating
4. Understand the impact of an “analytics in your analytics program.
solution” on the organization, including the
development of future expectations.
Understand all | 1. Data—sources, currency, ownership, Because of all the moving parts,
the parts of an management. This is the tough (time- establishing an Analytics Program
analytics consuming and potentially expensive) part. Office is highly recommended in
solution 2. Data knowledge. How well do you know your | order to track activities across
data (owners, currency, sources, apps that these different domains. Be sure
manage the data, etc.)? to allocate Project Management
3. Analytics—the basic capabilities and resources. It’s important in the
functions of statistical analysis planning process to anticipate the
4. Tools (e.g., lower level knowledge workers costs across the entire program;
need to know where the input is coming some costs will hit early, others
from) later.
5. Knowledge of analytics, statistics, etc.
6. Knowledgeable users, experts, etc. Can you
understand the results delivered by analytics
tools? What do you need to make that
happen?
7. Actions—
a. What do you expect analytics to
deliver for the organization? Why?
b. What are you doing now that works,
doesn’t work?
c. What do you need in the early stages?
d. How far do you think the organization
is committed to go?
8. Costs components—areas where dollars will

be committed to achieve a sound data
platform, skilled users, and useable and
practical analytics capabilities.

a. Data cleansing

b. Data transformation

c. Data management

d. Analytics tools
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e. Analytics training

f. Deploying analytics capabilities into the
organization

g. Impact on organization, on business
processes

9. Statistical/Data Scientist

a. If developing predictive algorithms, how
experienced are the statistical scientists
developing the predictive algorithms?

E Options/ 1. Share analytics with another department
Opportunities a. Costs
b. Personnel

c. System capacity
d. Knowledge/Expertise

2. Collaborate with other agencies to share
expertise and insight

3. Build your analytics capabilities incrementally
and experiment along the way.
a. Start with your data platform
b. Add analytics incrementally as skills,

capacity, and needs grow.

4. Create benchmarks to monitor and measure
your progress and the impact of analytics on
the organization’s operations.

iii. Tips You May Find Helpful When Drafting an Analytics RFP

Based upon discussions with a number of vendors who respond to RFPs seeking help with analytics, we
offer the following tips. We hope that by emphasizing these points that have come up repeatedly in real
world RFPs, the responses you receive will be precisely what you are looking for:

e Be clear and concise. Choose extra text carefully.

e Choose words that help to describe business objectives, strategies, immediate challenges, new
barriers to insights, and so on. Give the vendor the best chance to understand your
requirements as well as to anticipate your needs going forward.

=  Example: The objectives going forward are to improve operations and performance,
maximize resource allocations, and enhance customer service.

e Educate, train, and empower staff to embrace the use and vocabulary of data analytics. This
gives them time, training, and incentives; doing so will help to engage new user communities
and quicker adoption of your new solutions and applications.

Understand and describe the context in which analytics will be used in your particular situation. For
example, your organization is likely to need to support strategic planning and organizational objectives
through analytics that facilitate fact-based decision-making by measuring key performance indicators.

Stewardship (“chain of trust”) is an important aspect of data analytics because the data you are likely to
use are considered to be enterprise and system assets. Consequently, data stewardship will help to
ensure that you:

e Develop reporting procedures and data queries that support agency initiatives and information
requests.
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e Conduct a readiness assessment that evaluates your organization’s ability in using data to
manage operations, including the adequacy of timely reporting, an array of metrics,
hardware/software, and vision for the use of predictive practices.

e Support predictive analytics/modeling and reporting that facilitates the early identification of
trends, risks, and opportunities.

e Develop your organization’s ability to analyze the impact of new and existing policies and
legislation by using analytical benchmarks to understand trends.

e Seek to obtain quick access to real-time performance and operational statistics, including
clerical performance measures.

e
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INTERAGENCY AGREEMENT
AMONG
THE DEPARTMENT OF HUMAN SERVICES,
THE DEPARTMENT ON AGING,
THE DEPARTMENT OF CHILDREN AND FAMILY SERVICES,

THE DEPARTMENT OF COMMERCE AND ECONOMIC OPPORTUNITY,
THE DEPARTMENT OF PUBLIC HEALTH, THE DEPARTMENT OF HEALTHCARE AND FAMILY SERVICES
AND
THE OFFICE OF THE GOVERNOR
REGARDING
THE ILLINOIS HEALTHCARE AND HUMAN SERVICES FRAMEWORK PROJECT

The lllinois Department of Human Services (DHS), the Department on Aging (Aging), the Department of
Children and Family Services (DCFS), the Department of Commerce and Economic Opportunity (DCEO),
the Department of Public Health (DPH), the Department of Healthcare and Family Services (HFS) and,
the Office of the Governor, (collectively, the Framework Partners or Partners), pursuant to the
Intergovernmental Cooperation Act, 5 ILCS 220/5 et seq., hereby enter into this Interagency Agreement
(Agreement) in connection with all Requests for Proposals (RFPs) and other procurements, and all post-
contract activities necessary for project completion, for the Illinois Healthcare and Human Services
Framework Project (Framework or Framework Project). The Framework Partners are collectively
referred to herein as “Parties” or individually as a “Party.”

RECITALS

WHEREAS, the State of lllinois has a long-standing commitment to achieving accessible,
integrated and efficient delivery of healthcare and human services beginning with the recommendations
of the 1997 Governor's Task Force for Human Services Reform, reinforced by the findings of the Illinois
Legislature’s Access to Benefits Task Force Report of 2007 and, most recently, addressed in the goals of
Governor Quinn’s Human Services Commission; and

WHEREAS, the State of Illinois is committed to maintaining core human services for its most
vulnerable residents and children; achieving integrated service delivery that provides “No Wrong Door”
access through convenient locations and channels of entry, thereby enabling lllinois residents to achieve
greater well-being, self-sufficiency and independence; and bringing a data-driven perspective to the
evaluation of programs and prioritizing those programs that demonstrate the greatest long-term
effectiveness; and

WHEREAS, most of the current information technology systems used by the Framework
Partners are out-of-date, inefficient, incompatible with each other and incapable of being updated in a
manner that would meet the needs of either the State, the Framework or the Framework Partners; and

WHEREAS, the Framework Project, a six-agency collaborative initiated in 2008, is focused upon
addressing the challenges posed by the limitations of the current systems and developing a horizontally-
integrated, customer-focused and customer-friendly system that will serve multiple programs by
streamlining processes and employing advanced technology that facilitates collaboration and data
sharing across programs and systems; and
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WHEREAS, to serve the residents of lllinois in the most efficient, effective and fiscally
responsible manner possible, the Framework Partners have worked collaboratively to procure the
services of a vendor (Planning Vendor) which will be responsible for the design and planning phase
(Planning Phase) of new system development; and

WHEREAS, the Framework Partners have engaged a Planning Vendor; and

WHEREAS, following completion of the Planning Phase, the Framework Partners will work jointly
and collaboratively to procure the services of a vendor or vendors (Implementation Vendor(s)) who will
be responsible for implementing the new system (Implementation Phase); and

WHEREAS, the Framework Partners will collaborate to prepare an RFP for said Implementation
Vendor(s) (Implementation RFP); and

WHEREAS, the Framework Partners anticipate that they may have to prepare additional RFPs
and complete other procurements for additional vendors in connection with the Framework Project as it
is brought to completion; and

WHEREAS, the Framework Project will be receiving Federal matching funds (Federal Financial
Participation or FFP) from the U.S. Department of Health and Human Services (HHS) and the U.S.
Department of Agriculture/Food and Nutrition Service (USDA/FNS) to support the planning activity for
the Framework Project; and

WHEREAS, in connection with their financial participation in the Framework Project, HHS and
the USDA/FNS (collectively, the Federal Framework Partners) are working in collaboration with the
Framework Partners to contract with the Implementation Vendor(s) and any other vendors.

NOW, THEREFORE, the Framework Partners agree as follows:

ARTICLE |

Definitions

1.1. Definitions. Unless defined elsewhere in this document, capitalized words and phrases
used in this Agreement have the following meanings:

“ACA” means the federal Affordable Care Act.
“CMS” means the lllinois Department of Central Management Services.
“Communication,” whether in the singular or plural, and unless otherwise specified, means any

contact of any nature including, but not limited to, in-person meetings, teleconferences,
videoconferences, and correspondence via electronic mail, U.S. Mail or other carrier between or among
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the Framework Partners and between or among the Framework Partners and the Federal Framework
Partners.

“Effective Date” means the date on which all Parties have executed this Agreement.
“ESC" is synonymous with “Framework Executive Steering Committee,” as defined below.

“Evaluation Committee,” whether in the singular or plural, means any committee, comprised of
designated employees of the Framework Partners, convened to review and evaluate responses to RFPs
issued by the Framework Partners that operates in full conformity with the provisions of the lllinois
Procurement Code.

“Federal Framework Partners” means the United States Department of Health and Human
Services (HHS) and the United States Department of Agriculture Food and Nutrition Service (USDA/FNS).

“FFP” means federal financial participation.

“Framework Executive Steering Committee,” or ESC, means the committee, chaired by the State
Chief Information Officer, consisting of the Directors (or their designees) of the Framework Partners,
representatives of the GOMB, CMS, and the major Medicaid/Healthcare initiatives (MMIS, HIE, and
ACA), and other staff designated by the State CIO, which shall provide executive leadership and
oversight of all matters of finance and policy in connection with the Framework Project.

“Framework Operational Committee” means the body, formerly known as the Framework
Governance Board, assembled by the Framework Project Director and State ClO, comprised of policy,
operations and information technology staff from each of the Framework Partners.

“Framework Partners,” whether in the singular or plural, means the Parties to this Agreement.
The terms “Framework Partner” and “Framework Partners” are synonymous with the terms “Partner
Agency” and “Partner Agencies,” respectively.

“Framework Project Director” means the head of the Framework Project Office who is
responsible for achieving the goals and objectives of the Framework Project.

“Framework Project Office” means the office led by the Framework Project Director, which may
be staffed, in whole or in part, by State personnel who will guide the achievement of the Project’s goals
and objectives and coordinate work with contracted vendors, subcontractors, and internal and external
stakeholders.

“GOMB” means the lllinois Governor's Office of Management and Budget.

“HIE” means the Health Information Exchange being developed by the lllinois Office of Health
Information Technology.
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“IAPD,” or “Implementation — Advanced Planning Document,” is a written plan of action
submitted to support a request for FFP in the costs of designing a given system. The IAPD is a
comprehensive and thorough document which sets forth specific, detailed information and summarizes
or provides key documents prepared during the Planning Phase.

“IES” means the Integrated Eligibility System being developed by HFS.

“Implementation RFP” means the RFP or multiple RFPs which will be issued, in conformity with
the Procurement Code, by the Framework Partners, upon review and approval by the Federal
Framework Partners, to identify a vendor or vendors to assist the Framework Partners in the

Implementation Phase of the Framework Project.

“Implementation Vendor” means the vendor(s) selected to assist the Framework Partners
during the Implementation Phase.

“Liaison” means an employee of a Framework Partner agency assigned to work with, and report
to, the Framework Project Director in the Framework Project Office.

“MMIS” means the Medicaid Management Information System.

“Planning RFP” means the RFP that has been issued by the Framework Partners to identify a
vendor or vendors to assist the Framewaork Partners in the Planning Phase of the Framework Project.

“Procurement Code” means the lllinois Procurement Code, 30 ILCS 500/1-1 et seq.

“Request for Proposals,” as defined by Section 1-15.75 of the Procurement Code, means the
process by which a purchasing agency requests information from offerors, including all documents,
whether attached or incorporated by reference, used for soliciting proposals.

“RFP” means Request for Proposals, as defined in the Procurement Code.

“State” means the State of lllinois.

“State ClO” means the Chief Information Officer of the State of lllinois.

“Vendor” means any supplier of goods and services in connection with the Framework Project
and includes, but is not limited to, the Planning Vendor and Implementation Vendor(s).

Article Il
Framework Project Director, Office and Governance
2.1. Director Responsibilities and Powers. The Framework Project Director shall:

a) sit on the Framework Executive Steering Committee;
b) have the authority to convene the Framework Operational Committee;
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c) serve as primary liaison to Federal Framework Partners, foundation funders, the
Illinois General Assembly, external stakeholder groups, the Human Services
Commission and similar entities on behalf of the Framework Project;

d) manage the Framework Project Office;

e) coordinate project management efforts with the leadership of the HIE, Medicaid
MMIS, and ACA implementation;

f) manage the relationship with all contracted consultants and vendors;

g) make executive-level decisions regarding policy, procurement and personnel for
the Framework Project Office; and

h) report to the State ClO in connection with all matters related to the Framework
Project.

2.2, Project Office Role. The Framework Project Office is responsible for the coordination of
the Framework Project and the oversight of all committees and initiatives. The Framework Project Office
shall include a full- and part-time staff that may, in whole or in part, be chosen from the Partner
agencies or via other means, and assigned duties by the Framework Director according to the needs and
requirements of the Framework Project.

2.3. Communications Hub. The Framework Project Office shall serve as the point of contact
for all Framework Project initiatives including, but not limited to, communications between and among
the Framework Partners and the Federal Framework Partners, any procurements and procurement-
related issues, and communications with Vendors.

2.4, Liaison Role. Each Framework Partner shall assign one or more Liaisons to assist the
Framework Office and Vendors, chosen in collaboration with the Framework Director. The time
commitment, duties and responsibilities of each Liaison shall be agreed upon by the Framework Director
and appropriate Partner Agency director.

2.5. Framework Director. All Framework Office personnel shall report to the Framework
Director and act on behalf of the Office of the Governor when performing their duties as Framework
Office staff. If the Framework Director position becomes vacant, the State CIO shall appoint a new
Director to fill that position.

2.6. Operational Committee. The Framework Director shall convene a subcommittee of the
Executive Steering Committee known as the Framework Operational Committee that will meet at the
Framework Director’s request, or bi-weekly, at a minimum, to guide the collaborative development of
the Framework Project. In addition to those existing members of the body formerly known as the
Framework Governance Board, the State CIO and the Framework Director shall, in consultation with the
Directors of the Framework Agencies, identify new members of the Operational Committee and assign
them duties and responsibilities. The Operational Committee will coordinate the planning activity
between the three Medicaid/Healthcare projects (i.e., MMIS, HIE and ACA) and the other Framework
Programs to leverage functionality built by the Medicaid/Healthcare projects by including common user
requirements from the smaller programs. It will provide week-to-week coordination and operational
guidance for the Project; in particular, it will review and report on how the current business processes
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work, how the current system is constructed, what are the required components of the new systems,
how proposed elements of the new design will work and how implemented changes, if any, are working.

2.7. Executive Steering Committee. The State CIO will chair the ESC, and members will
include the Directors of the Partner Agencies and representatives of GOMB, CMS and the major
initiatives (MMIS, HIE, ACA). The ESC will leverage State investments in system development and will
avoid duplication of effort. The ESC will make governance decisions for the Framework Project. In doing
50, its members will collaboratively consider issues overlapping the auspices of the Partner Agencies and
the IES, HIE and MMIS projects and coordinate action accordingly.

ARTICLE Il}
Framework Procurements

3.1. Implementation Phase RFP. Following completion of the Planning Phase, the
Framework Partners will collaborate to draft an RFP for an Implementation Vendor or Vendors.

3.2. Additional RFPs. During and after the Implementation Phase, the Framework Project
may require additional procurements. Any such procurement will be initiated by the Framework
Partners and, unless otherwise required by law, will include the issuance of one or more RFPs drafted by
the Framework Partners with review and input from the Federal Framework Partners and all State
stakeholders, including the State CIO, GOMB, and the Chief Procurement Officer.

3.3. RFP Evaluation. The Evaluation Committees, which shall be comprised of designees of
the Framework Partners, will review and evaluate all responses to any RFPs issued in connection with
the Framework Project and, in conjunction with the Framework Executive Committee and the Federal
Framework Partners, and according to the Procurement Code, shall select a winning vendor.

ARTICLE IV
Cost Allocations and Partner Cooperation

4.1. Framework Project Planning Phase Expenses. The total cost of the Framework Project
Planning Phase is $12,114,620. Project expenses, including but not limited to Planning Vendor
expenses, not funded with capital funds shall be borne by all Framework Partner agencies at the rates
specified below:

- 8.78% by Aging;
-11.82% by DCEO;

- 2.89% by DCFS;

- 43.13% by DHS;
-2.02% by DPH; and
- 31.36% by HFS.
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4.2. Lead Agency. DHS will serve as the lead agency and in that capacity will serve as fiscal
agent and purchasing agent for the Framework Project.

4.3. Partner Agency Cooperation. It is the responsibility of each Partner Agency to
participate in the Planning Phase by fully cooperating with the Framework Project Office. This includes,
among other things, each Partner Agency making its subject matter experts available to participate in
planning meetings.

4.4, Federal Match. The federal government will match 46.92% of Framework Project
expenses. Each Partner Agency’s cost share will be reduced by that 46.92% federal match.

ARTICLE V
Miscellaneous

5.1. Term and Expiration. This Agreement shall commence on the Effective Date and expire
upon completion of the Planning Phase. The Planning Phase is complete when the federal IAPD is
accepted by the Federal Framework Partners and at least one Implementation RFP, and all associated
deliverables specified in the Planning Vendor contract, is completed.

5.2. Amendments. This Agreement may be modified or amended at any time by consent of
all Parties, expressed in writing and signed by all Parties.

5.3.  Applicable Law and Severability. This Agreement shall be governed in all respects by the
laws of the State of Illinois. If any provision of this Agreement is held, deemed to be, or in fact is
inoperative or unenforceable for any reason, such circumstance shall not have the effect of rendering
any other provision or provisions contained herein invalid, inoperative or unenforceable to any extent
whatsoever. The invalidity of any one or more phrases, sentences, clauses, or sections contained in this
Agreement shall not affect the remaining portions of this Agreement or any part thereof. In the event
that this Agreement is determined to be invalid by a court of competent jurisdiction, it shall be
terminated immediately.

5.4. Acknowledgement of Planning and Implementation Contracts. The State of lllinois,
acting through the Partner Agencies and the Office of the Governor, is or will be party to the contracts
resulting from the Planning RFP. The Parties to this Agreement acknowledge that the Planning contract
requires the Parties’ cooperation, both in facilitating the performance of the Planning Vendor's
obligations under the Planning contract, and the Parties’ funding of the Framework Project as detailed in
Article IV of this Agreement.

5.5. Notices. All notices given under this Agreement shall be in writing and shall be effective
upon receipt. Whenever possible, notices shall be transmitted via electronic mail. Notices shall be
served at the following addresses:

To DHS: Susan Locke
Framework Project Director
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lllinois Department of Human Services
401 South Clinton Street

Chicago, lllinois 60607

312.793.2343
susan.locke@illinois.gov

To Aging: Dr. John K. Holton
Director
lllinois Department on Aging
160 N. LaSalle Street
Suite 700
Chicago, lllinois 60601
312.814.4179
john.k.holton@illinois.gov

To DCFS: Richard Calica
Director
Illinois Department of Children and Family Services
100 W. Randolph
Suite 6-200
Chicago, lllinois 60601
312.814.6800
richard.calica@illinois.gov

To HFS: Julie Hamos
Director
Illinois Department of Healthcare and Family Services
401 S. Clinton
Chicago, lllinois 60607
312.793.4792
julie.hamos@illinois.gov

To DCEO: David Vaught
Director
lllinois Department of Commerce and Economic Opportunity
100 W. Randolph
Chicago, lllinois 60601
312.814.7179
david.vaught@illinois.gov

To DPH: Dr. LaMar Hasbrouck
Director
Illinois Department of Public Health
122 S. Michigan Avenue
Chicago, lllinois 60603
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312.814.5278
lamar.hasbrouck@illinois.gov

To Office of the Governor:
Sean C. Vinck
Chief Information Officer, State of Illinois
Office of the Governor
100 W. Randolph St., 15" Floor
Chicago, IL 60601
312.814.1948
sean.vinck@illinois.gov

5.6. Entire_Agreement; Modification. This Agreement, including any and all exhibits and
referenced documents, if any, constitutes the entire agreement of the Parties with respect to the
matters contained herein. No modification of, amendment or addendum to this Agreement shall be
effective unless such modification, amendment or addendum is in writing and signed by all of the
Parties. Specific tasks performed by the Parties necessary to carry out their respective duties and
obligations in connection with the Framework Project may be modified by addendum or amendment to
this Agreement and approved by the designated representatives of the Parties.

5.7. Assignment; Binding Effect. This Agreement, or any portion thereof, shall not be
assigned by any of the Parties without the prior written consent of the other Parties. This Agreement
shall inure to the benefit of and shall be binding upon the Parties and their respective successors and
permitted assigns.

5.8. No Personal Liability. No member, official, director, employee or agent of the Office of
the Governor, DHS, HFS, DCFS, DCEO, Aging, or DPH shall be individually or personally liable in
connection with this Agreement.

5.9. Counterparts. This Agreement may be executed in one or more counterparts, each of
which shall be considered to be one and the same agreement, binding on all Parties hereto,
notwithstanding that all Parties are not signatories to the same counterpart. Further, duplicated
signatures, signatures transmitted via facsimile, or signatures contained in a Portable Document Format
(PDF) document shall be deemed original for all purposes.



INTERAGENCY AGREEMENT
REGARDING
THE ILLINOIS HEALTHCARE AND HUMAN SERVICES FRAMEWORK PROJECT

Page 10 of 11

IN WITNESS WHEREOF, the undersigned have caused this Agreement to be executed by their authorized

representatives.

OFFICE OF THE GOVERNOR

N2/
(o

Date: ?/?l/! )/
/R

ILLINOIS DEPARTMENT OF CHILDREN AND
FAMILY SERVICES

Richard Calica
Director

Date:

ILLINIOIS DEPARTMENT OF COMMERCE AND
ECONOMIC OPPORTUNITY

David Vaught
Director

Date:

10

ILLINOIS DEPARTMENT ON AGING

John K. Holton, Ph. D.
Director

Date:

ILLINOIS DEPARTMENT OF HUMAN SERVICES

Michelle R.B. Sadler
Secretary

Date:

ILLINOIS DEPARTMENT OF PUBLIC HEALTH

Dr. LaMar Hasbrouck
Director

Date:
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IN WITNESS WHEREOF, the undersigned have caused this Agreement to be executed by their authorized

representatives.

OFFICE OF THE GOVERNOR

Jack Lavin
Chief of Staff

Date:

ILLINOIS DEPARTMENT OF CHILDREN AND
FAMILY SERVICES

Richard Calica
Director

Date:

ILLINIOIS DEPARTMENT OF COMMERCE AND
ECONOMIC OPPORTUNITY

David Vaught
Director

Date:

ILLINOIS DEPARTMENT ON AGING

John K. Holton, Ph. D.
Director

Date:

ILLINOIS DEPARTMENT OF HUMAN SERVICES

Michelle R.B. Sadler
Secretary

Date:

INOIS DEPARTMENT OF PUBLIC HEALTH

Dr. L:gar Hasbrouck
Director

Date: ?/ ?‘f’ [—

10
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IN WITNESS WHEREOF, the undersigned have caused this Agreement to be executed by their authorized
representatives.

OFFICE OF THE GOVERNOR ILLINOIS DEPARTMENT ON AGING

jack Lavin John K. Holton, Ph. D.

Chief of Staff Director

Date: Date:

ILLINOIS DEPARTMENT OF CHILDREN AND {LLINOIS DEPARTMENT OF HUMAN SERVICES

FAMILY SERVICES

e

Richard Calica Michelle R.B. Sadler
Director Secretary

Date: 7/2'4/’ i Date:

ILLINIOIS DEPARTMENT OF COMMERCE AND ILLINOIS DEPARTMENT OF PUBLIC HEALTH
ECONOMIC OPPORTUNITY

David Vaught Dr. LaMar Hasbrouck
Director Director
Date: Date:

10
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IN WITNESS WHEREOF, the undersigned have caused this Agreement to be executed by their authorized
representatives.

OFFICE OF THE GOVERNOR ILLINOIS DEPARTMENT ON AGING
i
Jack Lavin John K. Holton, Ph. D.
Chief of Staff Director
Date: Date: ?‘ X ’WIZ/
ILLINOIS DEPARTMENT OF CHILDREN AND ILLINOIS DEPARTMENT OF HUMAN SERVICES

FAMILY SERVICES

Richard Calica Michelle R.B. Sadler

Director Secretary

Date: Date:

ILLINIOIS DEPARTMENT OF COMMERCE AND ILLINOIS DEPARTMENT OF PUBLIC HEALTH

ECONOMIC OPPORTUNITY

David Vaught Dr. LaMar Hasbrouck
Director Director
Date: Date:

10
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IN WITNESS WHEREOF, the undersigned have caused this Agreement to be executed by their authorized
representatives.

OFFICE OF THE GOVERNOR ILLINOIS DEPARTMENT ON AGING
Jack Lavin John K. Holton, Ph. D.
Chief of Staff Director
Date: Date:
ILLINOIS DEPARTMENT OF CHILDREN AND ILLINOIS DEPARTMENT OF HUMAN SERVICES
FAMILY SERVICES
/ﬁ M
S35
Richard Calica Mlchelle R.B. Sadler
Director Secretary
Date: Date: 9 { 13 ,l o
ILLINIOIS DEPARTMENT OF COMMERCE AND ILLINOIS DEPARTMENT OF PUBLIC HEALTH
ECONOMIC OPPORTUNITY
David Vaught Dr. LaMar Hasbrouck
Director Director
Date: Date:

10
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IN WITNESS WHEREQF, the undersigned have caused this Agreement to be executed by their authorized
representatives.

OFFICE OF THE GOVERNOR ILLINOIS DEPARTMENT ON AGING

Jack Lavin John K. Holton, Ph. D.

Chief of Staff Director

Date: Date:

ILLINOIS DEPARTMENT OF CHILDREN AND ILLINOIS DEPARTMENT OF HUMAN SERVICES

FAMILY SERVICES

Richard Calica Michelle R.B. Sadler

Director Secretary

Date: Date:

ILLINIOIS DEPARTMENT OF COMMERCE AND {LLINOIS DEPARTMENT OF PUBLIC HEALTH
ECONfMIC OPPORTUNITY

David Vaught - v Dr. LaMar Hasbrouck

Director Director

Date: 71420 I Date:

10
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ILLINOIS DEPARTMENT OF HEALTHCARE AND
FAMILY SERVICES

Julie fHamos

Director

11
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