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PURPOSE OF MEETING

This meeting focused on the design and purpose of the proposed demonstration project on secure messaging.
KEY TOPICS
1. Summary of the August Meeting
Following the call to order by Co-chair Tony Trenkle, the members approved the summary of the August 16 meeting without changes. 
2. Scope of Work for Demonstration Project on Secure Messaging 

Continuing the discussion initiated at the May meeting, the Workgroup was expected to deal with the following issues pertaining to a recommendation for a demonstration project: which models to test; how to distinguish between secure messaging and other factors that impact value and outcomes; and key features for the demonstration project.

In preparation for the discussion, staff arranged a conference call, which occurred the week of September 10th, with CMS Office of Research and Development staff, representatives of selected health plans, and the Workgroup co-chairs, to obtain information on on-going demonstration and research projects involving or focusing on secure messaging. 
CMS staff drafted two sets of criteria for a demonstration project. One set is for use in a structured interview to collect information on the change in patient outcomes, provider efficiency and costs from plans that have launched pilots involving secure messaging. The second set delineates possible descriptive measures for secure E-messaging pilots and quantitative measures of office efficiency, and details outcomes- and cost-based analyses for use in the design of a new secure messaging pilot.
Will Crawford and Karen Milgate of CMS were present to describe aspects of the CMS physicians’ group practice demonstration project that may inform the proposed secure messaging project. Although several of the CMS projects have instituted secure messaging, it is only one of a set of innovations or interventions being used to improve patient outcomes; as a result it would be difficult if not impossible to isolate the effects of secure messaging. Nevertheless, it may be possible to collect some descriptive data on the use of messaging from these projects. CMS is examining Medicare claims data to determine how billing for and reimbursement of secure messaging varies across projects and to identify outcome differences in a number of visits and hospitalizations. 
It will not be possible to isolate and measure the effects of secure messaging because messaging is embedded in models with other services, for example, electronic health records (EHR) or portals. Once clinicians begin using computers and the Internet, they use them in many ways. The same applies to consumers. The initiation of the use of messaging and other services will require incentives.
Workgroup participants continued to mention and discuss issues related to the potential effects of secure messaging on managing chronic illnesses. Messaging is just one type of communication between clinician and patient. One member pointed out that secure messaging was most likely not the greatest need (most significant variable) in treating patients with a chronic disease. He suggested asking the specialty societies about the types of treatment that are most needed and then determining what technology is needed to support that treatment. Another member described a study in Palo Alto that is relevant to the proposed demonstration. 
The mention of incentives led to a lengthy discussion of what works as an incentive for clinicians and for patients, whether incentives for clinicians are more important than incentives for patients, and the type and amount of the incentive. The role of the employer in offering incentives was also described by several members. Their experience included the employer offering incentives to the clinician to use messaging for employees as well as the employer providing incentives to employees to use messaging with their clinicians (comparative data not provided.) It was pointed out that reduction or elimination of the additional costs of secure messaging must be a part of any demonstration, but cost elimination is not the same as an incentive. 
As in previous meetings, the impact of messaging on productivity and work flow was mentioned. Research findings reportedly indicate secure messaging does not add to the clinicians’ work load. The physician does not need to be directly involved in most of the messaging, which can be delegated to nurses. It was also suggested that the consumer’s use of messaging will decline over time as the consumer becomes more informed about his or her condition and self-care. 

Workgroup members continued to consider how the proposed demonstration, as well as the broad charge of the workgroup, intersects with the work of the Consumer Empowerment Workgroup. Members were reminded that several of the previously submitted recommendations focused on consumer participation and compliance, and the incentives that affect participation and compliance. The Consumer Empowerment Workgroup, it was reported, is sponsoring a pilot project on chronic care, medication history and the use of the electronic clipboard. It was noted that the Chronic Care Workgroup should coordinate efforts with the Consumer Empowerment Workgroup. 
Findings from the proposed demonstration project must be available by the end of 2008, providing insufficient time for a new project(s) to be implemented, and outcomes to be observable. Dr. Karen Bell suggested that the demonstration build upon chronic care models that are in use across the U.S.  Physicians, HRSA grantees and other providers are being trained in their use and the models are being implemented. These practices may provide a platform for a demonstration; they likely vary in their use of health information technology. Moreover, it may be possible to introduce various aspects of information technology, including secure messaging, into a study group of practices and to examine and compare patient outcomes across the study and comparison practices, or to compare within practices having multiples sites. 

Upon request by Co-chair Trenkle, Dr. Bell summarized the results of the discussion. The Workgroup needs to explore the extent to which a standardized model of chronic care is being used and how the practices using standardized models might serve as a platform for a demonstration project. Members need to decide which IT models to explore (secure messaging being a component of different models), agree on the outcome variables of interest, and become better informed prior to making recommendations about incentives. 

Agreement: As a result of the discussion of the constraints of a demonstration project, members appeared to agree that their role was to make recommendations on the broad outline of a project, with the actual design of the research or evaluation best delegated to CMS, AHRQ or their contractor(s). There was agreement that at minimum two outcomes of interest were patient compliance and/or participation and avoidable hospitalizations. It was noted that both are highly correlated with costs of care. 
It was further agreed to work with the Consumer Empowerment Workgroup to ensure that the effects of patient incentives are evaluated in any demonstrations.

Staff action item #1: Arrange for testimony at the October meeting to inform these decisions on the demonstration and obtain informed input from selected health plans on same.

3. Vision Update 

Dr. Bell reported that several of the workgroups have undergone a facilitated visioning process; in her opinion, however, the Chronic Care Workgroup has been visioning all along—looking at remote virtual care for persons with chronic illnesses. She volunteered to draft a vision statement based on previous discussions, decisions and recommendations of the group. She recommended adding remote care to the vision. Toward that end, Dr. Jay Sanders reported on a ConnectedHealth conference he and several other participants had recently attended. The conference was sponsored by the Partners Healthcare Telemedicine, ConnectedHealth Initiative (see summary of August 16 meeting – testimony by Joseph Kvedar, MD)  The conference focused on the many ways in which health care can become patient-, rather than provider-centric, including putting the exam room where the patient is and using remote monitoring, and providing continuous rather than episodic care. The technology to do this is available, but certification and standardization are not yet in place. 
Staff action item #2: Draft a Workgroup vision statement for action at the October meeting.
4. Priorities for the Future

Over the next few months, the Workgroup will transition from its specific to the broad charge, which includes remote virtual care. Members and persons presenting testimony have mentioned the need for standardized ways to transmit vital signs for home health monitoring, glucometer readings and anti-coagulation. The Workgroup should consider additions to this list. Suggestions included reviewing the recent testimony from the VA and soliciting ideas from the specialty medical societies on the improvement of patient care. Another member asked that consideration be given to the most effective interventions at the “pre-chronic” stage. It was noted that obesity is the most prevalent chronic condition in the U.S. Members were requested to add to this list and consider other additions. 
The Workgroup will ask for a status report from the Consumer Empowerment Workgroup in order to better coordinate efforts around compliance and consumer incentives. Members and staff will begin to list points of intersection between the work of the two groups.
5. Next Steps

The next meeting is scheduled for October 16. The Co-chairs will work with the staff to define a schedule for deliverables to the Community. In addition to other agenda items, the Workgroup will start to formulate recommendations. Recommendations must be agreed upon at the November 8 meeting. Deliverables are due to the Community by November 30 for its December 12 meeting. These recommendations are expected to deal with the broad charge of the Workgroup.
Staff action item #3: Obtain update on status of recommendations expected from the Consumer Empowerment Workgroup. List points of intersection for the two workgroups. 
6. Public Comments

No members of the public requested to speak. Dr. Bell requested interested parties to suggest organizations that should be asked to provide testimony.
7.  Adjournment

The meeting adjourned at 3 p.m. as scheduled.
SUMMARY OF RECOMMENDATIONS AND ACTION ITEMS
No recommendations were made. Participants continued to discuss a recommended scope of work for a demonstration project on secure messaging and heard a report from CMS staff on what might be learned from on-going demonstrations. Members appeared to agree that their role was to make recommendations on the broad outline of a project, with the actual design of the research or evaluation best delegated to CMS, AHRQ or their contractor(s). There was agreement that at minimum two outcomes of interest were patient compliance and/or participation and avoidable hospitalizations. It was agreed to work with the Consumer Empowerment Workgroup to ensure that the effects of patient incentives are evaluated in any demonstrations.
Staff action item #1: Arrange for testimony at the October meeting to inform these decisions and obtain informed input from selected health plans on same.
Staff presented the need for a vision statement to include remote virtual care and urged members to think about priorities for their future deliberations.

Staff action item #2: Draft a Workgroup vision statement for action at the October meeting.
Staff action item #3: Obtain update on status of recommendations expected from the Consumer Empowerment Workgroup. List points of intersection for the two workgroups.
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