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The Massachusetts Health Data Consortium is a non-profit organization, created in 1978, that serves as a trusted,
neutral convener of the Massachusetts healthcare community to promote the appropriate use of health information
technology, health information exchange, and health data and analytics to improve the quality and efficiency of
health and healthcare. We also serve the community as a source of peer-based education, as an incubator of social
capital, as a resource to other e-health organizations and projects in Massachusetts, and as an aggregator and seller
of healthcare data.
Because of a confluence of federal and state initiatives, 2009 and then 2010 were the most consequential years ever
for the field of health information technology. As we look ahead to 2011, there is no doubt this trend will continue as
healthcare organizations struggle to keep up with mandates and developments related to electronic health record
adoption, health information exchange usage, healthcare reform, payment reform, and conversion to ICD-10. In
2011 it will be more important than ever for the Massachusetts healthcare community to continue its long tradition of
working collaboratively to understand and shape developments relating to emerging e-health technologies.
This Year in Review 2010 highlights the astonishing array of activities and services that the Consortium provides for
its membership and for the larger Massachusetts healthcare community.







We continued our tradition of hosting numerous major conferences and in-depth workshops, all of which
feature nationally prominent speakers addressing timely and topical subjects.
MHDC‟s expertise as a conference organizer was recognized by Governor Patrick, as we were chosen by the
Massachusetts e-Health Institute to plan and manage the first Governor‟s Conference on HIT in 2010, the
success of which has resulted in our selection for the same role for the second Governor‟s Conference on HIT
in the spring of 2011.
We continued to host several vibrant, ongoing discussion Forums that bring together different groups of
professionals from across the healthcare system to engage in knowledge exchange, peer-based learning, and
relationship development around some of the most complex challenges facing our healthcare system.
The Consortium convened, facilitated, or contributed to several multi-stakeholder collaborations in the
important areas of administrative simplification, care transitions, ICD-10, health information exchange, and
others.
The Consortium continued its longstanding role as a data service provider to Massachusetts healthcare
organizations, and we are taking a leadership position to advance the creation and effective use of an all-payer
claims database in Massachusetts.

MHDC is able to perform such an impressive range of services in the public interest only because of the support and
participation of our members. We are grateful to our current members for their support of the Consortium. If you
are not currently a member, please see page 34 and www.mahealthdata.org for membership information.
As predicted, 2010 was a watershed year for our healthcare system and for health information technology, and 2011
promises to be even more eventful. We look forward to working with you and your colleagues during the coming year
to improve the quality and efficiency of healthcare for the people of Massachusetts.

Ray Campbell
CEO & Executive Director

Chris Gabrieli
Chairman of the Board
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VISION FOR 2011

EHR Deployment - Health Data Strategy - Governor‟s Conference
EHR Deployment: The American Recovery and Reinvestment Act of 2009 (ARRA, also known as the
stimulus bill) included an astounding $46 billion for health information technology. All but about $2
billion of this amount will be paid directly to doctors and hospitals between 2011 and 2017 for those who
can demonstrate “meaningful use” of HIT.
The Consortium has thought seriously about how we can play the most effective role in ensuring the
success of this transformative effort. We will continue to work with our partners at the Massachusetts eHealth Institute, the Massachusetts eHealth Collaborative, Masspro, the health information exchanges
NEHEN and SAFE Health, and others to ensure that Massachusetts benefits to the greatest extent possible
from the HITECH Act funding.
Health Data Strategy: The Consortium‟s leadership has determined that the organization will be
making a major push to expand its influence in the health data realm in 2011. We have begun a series of
discussions involving all the major stakeholder organizations in Massachusetts from the provider, payer,
and state government spheres on developing a health data strategy for the Commonwealth. Key elements
of this data strategy will be ensuring the widespread, effective use of the Massachusetts all-payer claims
database and laying the data foundations that will be needed to support payment reform and accountable
care organizations.
Governor’s Conference: In the next section you will learn about the conferences that we held in 2010,
including the Governor‟s Conference, which attracted almost 700 people and was a huge success. We hope
to see you at this year‟s Governor‟s Conference on Health IT in April and at the Governor‟s Health IT Jobs
Fair in June (locations and specific dates to be announced early in 2011).

CONTENTS:
Conferences and Workshops
Contracts, Projects, State & National Leadership
Forums and Innovator Spotlight Series
Data Products
Investing in Information Awards
Membership Categories and Benefits
Elliot Stone Memorial Fund Intern Project
Members
Board
Staff
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CONFERENCES AND WORKSHOPS

February 5th, 2010
Marriott Hotel, Burlington
2009: Reflections on a Transformative Year
 John Glaser, PhD, then VP and CIO, Partners HealthCare; Senior Advisor to the National Coordinator for Health
Information Technology
 Richard Shoup, PhD, Director, Massachusetts eHealth Institute; HIT Coordinator for Massachusetts
 Moderator: Ray Campbell, CEO & Executive Director, Massachusetts Health Data Consortium
Ray Campbell:
The people in this room, and our other colleagues, are incredibly lucky to be in the health information technology field at this
time. One measure of how extraordinary these times are is that the budget for ONC has increased in round numbers from $100
million a year to $10 billion a year, which is an increase of two orders of magnitude, or 10,000 percent. This has to be
unprecedented for a government program. The revolution has arrived.
John Glaser:
The basic reason that the government is putting a fair amount of money into HIT is that it is necessary to make the desired gains
in quality, safety, and efficiency. The government has committed to improving HIT because it is acting in multiple roles: as the
government intervening in market failure, as a large employer that wants to see costs reduced, and as a purchaser that seeks
higher value.
Technology adoption precedes transformational change in the delivery system and in improvements in population health.
However, adoption is only relevant if it leads to the meaningful use of the equipment – meaningful use is a powerful and
strategic idea. Achieving meaningful use will be a challenge. Even a sophisticated organization like Partners has lots of work to
do.
It has been a fascinating experience to spend much of the past year in Washington, and I have come away with a significantly
high level of respect for the people in government. They want to get it right, and there is a phenomenal willingness to listen.
There has never been a time as transformative in HIT. This is an extraordinary time. ONC‟s strategy is complex and multifaceted. It is imperative that providers assess the impact of the strategy on their organizations. We all have a lot to learn from
each other.
Rick Shoup:
I would like to give the state perspective. Technology will enable healthcare reform in Massachusetts. It‟s not merely about HIT;
it‟s about what HIT can do to improve outcomes and move the ball forward.
The Massachusetts e-Health Institute (MeHI) was created to promote cost containment,
transparency, and efficiency in the delivery of quality healthcare through the deployment
of EHR systems in all healthcare provider settings, and to network those systems through
a statewide interoperable HIE. The multi-stakeholder HIT Council provides oversight for
MeHI‟s activities.
The two primary federal grant applications are for HIE (officially the State Health
Information Cooperative Agreement Program, for $10.6 million), and for the Regional
Extension Center (Health Information Technology Extension Program, $14.4 million).
If all Massachusetts hospitals, physicians, and community health centers receive the
maximum for which they are eligible, it will total $1.2 billion over the next five years (in
addition to up to $100 million in grants).

Ray Campbell and Rick Shoup

We are speaking with the other New England states about how to address complex issues related to HIE. Privacy, security, and
patient consent management are among the issues that we are addressing. Workforce development is critical as well.
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Predictions for the Crossroads Year
Carl Ascenzo, CEO and Principal Consultant, Ascention Consulting
Louis Gutierrez, Principal, Exeter Group
Arvind Kumar, Senior Vice President for Information Solutions, CRICO/RMF
Joseph Kvedar, MD, Director, Center for Connected Health at Partners
Moderator: Chris Gabrieli, Chairman of the Board, Massachusetts Health Data Consortium

Carl Ascenzo:
Over the next three years, vendors will find themselves in the midst of a feeding frenzy. All health IT vendors will participate –
software, hardware, network suppliers, and systems integrators. Regulation supporting the availability of financing will produce
a once in a lifetime opportunity to grow market share by phenomenal measures. Vendors will be much more aggressive as they
realize that the amount of available funding is finite. There will be a strain on resources including shortages of qualified staff,
and both provider and vendor organizations will be affected. There is another area where the quality of EHR implementation
may be stretched: If you have seen one EMR system then you have seen one EMR system. It is really hard to be a real expert in a
multitude of systems. Providers should be careful about the financing incentives that will be offered.
My advice to providers would be to do lots of due diligence, talk to trusted sources, and to people who have had actual experience
with these vendors. You should seek partners not vendors, because once these systems are installed you are going to need
ongoing support, not just for system upgrades but also to effectively deal with the changes such as meaningful use and
conversion to ICD-10.
Louis Gutierrez:
We have seen so much over the last 25 years, of things that are consistent building blocks but not really connected. From 2010
forward these building blocks will start coming together that will enable us to harvest data from HIT for public health purposes.
In Massachusetts we live in an environment in which a lot of advanced work has happened. For example, a CDC grant funded an
effort to take health records data and to identify notifiable disease information that must be reported to public health authorities.
We invested in a centralized approach to collecting bio-surveillance data in a large national system, and H1N1 was a good test of
this resource. As HIT becomes more commonplace and the techniques become economical, we can use medication
reconciliation to contribute valuable data in population health and insight into bio-surveillance, detection, and response.
Arvind Kumar:
HIT has a huge role to play in mitigating risks around patient safety. Regarding the connection between EMRs and HIT, a lot of
the issues are related to aligning with workflow and usability, and some of the meaningful measures absolutely point in that
direction.
Physicians are concerned with adoption, ease of use, and clinical decision support. They are looking for smarter medication lists,
smarter allergy lists, and smarter problem lists. In addition, the need for collaboration with patients is an emerging need. In
order to achieve this, we need to standardize the way in which we procure consent and educate the patient.
We see many malpractice cases related to histories and physicals not being complete. When the patient physical is not complete
and patient history is not being captured, there is greater risk to the provider. This problem will be addressed by meaningful use.
Decision support tools will help mitigate the risks that we see from a patient perspective.
Joe Kvedar:
People who can get the following things right will do well this year: training, consulting, communicating, and
project/implementation management. The healthcare industry will have to figure out how to use technology to engage our users
and crowd source and get people involved. Of the proposed meaningful use criteria, 12 out of 26 must involve patients to be
successful. At the Center for Connected Health we have been able to show improved outcomes, e.g.; a 50 percent drop in
readmissions for heart failure, a two-point drop in HbA1C for diabetes patients in the Connect program, and a 10-point drop in
systolic blood pressure in the SmartBeat hypertension self-management program. We do that through a consistent design
application of monitoring and messaging technologies to engage people in their own healthcare. It is astounding how much
people will do if you engage them. The future of meaningful use is getting people to meaningfully use their own tools to care
better for themselves.
Keynote: Achieving Meaningful Standards for Exchange of Health Information
 John Halamka, MD, CIO, CareGroup and Harvard Medical School
 Moderator: Michael Doonan, PhD, Executive Director, Massachusetts Health Policy Forum
Mike Doonan:
HIT is inextricably linked to quality and efficiency, as well as to innovative initiatives such as pay-for-performance, comparative
effectiveness, patient-centered medical homes, and accountable care organizations. It is also critical for healthcare reform, and
needed to fundamentally change the system. There is a bit of a chicken-and-egg problem: what should come first – HIT
infrastructure or healthcare reform? I‟m thankful that HIT was part of the stimulus bill and did not wait for a healthcare reform
law, because it is critical that we get started with meaningfully using HIT and reducing waste in healthcare costs.
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John Halamka:
This is a remarkable time. We‟ll tell our grandchildren about it; it‟s a time to do great things, to spend money on something we
care passionately about. It will take a village to accomplish these goals, and we‟re all in this together trying to succeed. For
example, there is no such thing as a meaningful use-ready EHR that you can take out of the box. Another challenge is the
amount of work that ONC is doing, and the number of grant applications available. We now know that ONC stands for “the
office of no Christmas.”
ONC‟s strategy has four components: grants, standards, meaningful use, and certification. Meaningful use can be thought of as
25 projects. The interim final rule addresses content, vocabulary, transmission, and privacy and security. It was informed by
HITSP and the HIT Standards Committee. The guidance pertains to the data elements that comprise a patient summary record,
e-prescribing, administrative transactions, quality measures, and public health labs and surveillance and immunizations, both
for 2011 and 2013. It might be preferable to use SNOMED-CT rather than ICD-10, and then map the SNOMED codes to the
billing codes on the back end of the process.
The 25 proposed meaningful use requirements (23 for hospitals) are a mix of what is easily achievable and what will be
challenging. The e-prescribing proposal is not controversial. However, we expect pushback on the quality measures, which
currently total 110. Dr. Blumenthal has pointed out that “it is easy to take something out of a proposed regulation, but it is hard
to put something new in.”
The transmission rules are good because they are not too specific or prescriptive, but the problem is that they are too vague.
Hopefully the SHARP and HIE grants will inform future rules for data transmission. We are expecting a lot of pushback on the
CPOE requirements. It‟s less of a problem in Massachusetts – we‟re the number one e-prescribing state in the country – than for
other states. Massachusetts should also have a system for receiving immunization data by January 2011.
Despite the challenges, this is exciting. Chunk the projects, and you‟ll save yourself a lot of grief. Do a gap analysis, and leverage
the work of MeHI. These are the good old days – we‟ll achieve more than at any other time in our history. Let‟s get across the
finish line together.
2011 and Beyond: How to Make It Meaningful
 Paul Grabscheid, Vice President for Strategic Planning, InterSystems
 Del Richmond, HIE Market Manager, NaviNet
 Derek Schoonover, Vice President of Government and Strategic Sales, McKesson
 Darren Townzen, Director of Health and Wellness Systems, Wal-Mart
 Moderator: Karen Bell, MD, then Senior Vice President for HIT Services, Masspro
Paul Grabscheid:
In other countries there is a lot of activity going on to build a connected health system. Learn the attributes of a successful system
and enthusiastically embrace the clinical adoption of HIT. Four key elements include connecting to existing systems, delivering
patient information in context, delivering information without interrupting workflow, and obtaining fully informed consent.
There will be more funding with ARRA funding and meaningful use, but there will also be more turmoil and uncertainty.
Derek Schoonover:
Lindsey Vonn, the Olympic skiing medalist, is an example of a heroic transformative story and the power of a support system,
equipment, and coaching. McKesson believes in partnerships with our customers, and like an Olympic athlete, sometimes they
need to be pushed and sometimes they need to be hugged. There are lots of brands of equipment, providers need coaching, and
we have to make HIT and its impact understandable and enable providers to make good decisions. Because at the end of the day,
they have to own it.
Del Richmond:
When it comes to the expression “you can‟t get there from here,” it is not true for meaningful use. Meaningful use will be all or
nothing [under the proposed rule]. A provider will either be meaningfully using technology or not. Small practices without
electronic health records will be at risk, as well as those who are not “meaningfully using” their electronic health record system.
NaviNet has a web-based product that supports the exchange of transactions.
Darren Townzen:
From an employer perspective, Wal-Mart has continued our efforts to secure affordable access to quality care for our two million
employees. E-prescribing is a high priority because of the risks of errors associated with badly hand-written prescriptions. We
are getting into the EHR business because we can leverage relationships with hardware vendors and implementers to drive costs
lower and to improve quality.
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February 10, 2010
DCU Center, Worcester
A multi-stakeholder coalition came together in 2008 to develop a form for transforming patient end of life preferences into a
medical order. The Medical Orders for Life-Sustaining Treatment (MOLST) form and process were tested at several sites in the
Worcester, Massachusetts area beginning in March 2010. This event was intended to announce the demonstration to the public.
The agenda consisted of three plenary panels followed by a choice of one of four breakout sessions. This is an abridged
summary; the complete meeting summary may be found at www.molst-ma.org.
Welcome Panel
 JudyAnn Bigby, MD, Secretary of Health and Human Services, Commonwealth of Massachusetts
 Walter Ettinger, MD, MBA, President and CEO, UMass Memorial Medical Center
 Ron Steingard, MD, Vice Chancellor and Chief Medical Officer, Commonwealth Medicine, UMass Medical School
Secretary Bigby:
This is a really important event to celebrate. We have been looking forward to this day for two years – it has been an admirable
effort by a broad-based coalition of stakeholders. Providing the kind of care that people want at the end of life is a true quality of
care issue. In Massachusetts we are committed to offering appropriate and effective communication at the end of life, so that
they are well informed of their options, particularly for patients with advancing or deteriorating chronic conditions. I believe
that providers are trustworthy, but our culture of not-giving-up is not patient-centered. Patients and families should make their
wishes understood, and then should have those wishes respected and honored. I know that the work going on in Massachusetts
on MOLST and end-of-life care will help change the culture. The Patrick Administration supports this initiative completely: the
Executive Offices of Health and Human Services and Elder Affairs, the Department of Public Health, and MassHealth have all
been deeply involved in this project. We appreciate the coordination role of Commonwealth Medicine. I would like to thank the
Massachusetts Health Data Consortium for organizing today‟s event, and thanks to the MOLST Steering Committee and its cochairs Ruth Palombo of EOEA and Andy Epstein of DPH, Jim Conway of the Health Care Quality and Cost Council, and End of
Life Expert Panel Chair Lachlan Forrow.
Dr. Ettinger:
This is an exciting project and a win for all of us. Thanks to Dr. Mary Valliere for her leadership in this effort and for focusing
UMass Memorial on the importance of this issue. I‟ve been a geriatrician for 25 years, and have had thousands of conversations
with patients and their families about their wishes. In talking with patients about their end-of-life wishes, it is almost always
about quality of life. It‟s part of my job as a hospitalist to have these conversations, and we need a process that respects and
facilitates these conversations. Distrust of the medical system can be well-founded. MOLST can protect the rights and wishes of
patients, and improve the relationship between patients and providers. It is terrific to be part of this project that acts to improve
the care of patients at end of life.
Dr. Steingard:
What is critical about the MOLST project is that everyone has a story. The impact of this project is broad and intense. Lois
Green of the Better Endings Partnership has kept the Worcester community focused upon the importance of high-quality end-oflife care. Jim Conway‟s leadership has been invaluable, and the MOLST project team has been incredible. Commonwealth
Medicine is a health policy and research arm of the state, and we pride ourselves on doing important work. MOLST has been a
great example of the work that Commonwealth Medicine does. When Better Endings closed down a year ago, Commonwealth
Medicine committed to carrying on end-of-life work. Studies have shown that patients and families have a strong desire for
talking with their doctors about end-of-life choices. MOLST will ensure that patient preferences will be documented,
communicated, and honored.
Overview: The MOLST Demonstration
 Jena Adams, MPH, MOLST Project Director, Center for Health Policy and Research, UMass Medical
School/Commonwealth Medicine
 Ruth Palombo, PhD, Assistant Secretary, Massachusetts Executive Office of Elder Affairs
Ruth Palombo:
One of the most amazing things is that everyone has a story. When we spoke to the Health Care Quality and Cost Council two
years ago about end-of-life care, everyone had both a personal story and a professional interest, and the HCQCC decided to make
end-of-life one of its priority areas. I welcome you on behalf of the MOLST Steering Committee and the other planning
committees. I want to recognize two other key supporters: Ann Hartstein, Secretary of the Executive Office of Elder Affairs and
John Auerbach, Commissioner of the Department of Public Health. We decided upon the Worcester location because of the
outstanding work that the Better Endings Partnership has done in this community. The diversity of the MOLST partnership has
been a key to its success, including the healthcare community, the business community, and consumers. Thanks very much to
Jena Adams who has led the project team.
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Jena Adams:
MOLST is not just a form, it‟s a process intended to honor patients‟ choices and dignity. Today‟s event is the culmination of the
work of a committed, passionate, broad-based stakeholder coalition. The goals of MOLST are to increase patients‟
understanding of medical treatments and their options, to improve communication about and documentation of patient
preferences, and to convert patient preferences into a medical order to be honored across treatment settings.
The use of the MOLST process and the “hot pink” colored form will begin at the demonstration sites in late March and continue
through December of this year. We will conduct ongoing evaluation and quality improvement, with the report and
recommendations for expansion to be completed by the end of the year. I want to emphasize that engaging in the MOLST
process and completing the form is voluntary for patients.
The Worcester demonstration sites are UMass Memorial Medical Center, Saint Vincent Hospital, Fallon Clinic, emergency
medical services, UMMMC Home Health and Hospice, Shrewsbury Nursing and Rehabilitation, Jewish Health Care and
Hospice, VNA Care Hospice, and Notre Dame Long-Term Care Center and Hospice. We have prepared MOLST training modules
tailored for EMTs/first responders, clinician signers of MOLST forms, and other healthcare providers.
MOLST may be best regarded as an expansion of the comfort care – do not resuscitate (CC/DNR) protocol verification form.
Both forms are valid in the demonstration area. One major difference between the CC/DNR and the MOLST form is that the
CC/DNR represents orders not to resuscitate, while the MOLST form contains orders about a range of medical
treatments and may instruct that full treatment be given or no treatment given.
Highlights of Consumer Input
 Joanne Calista, LICSW, Executive Director, Central MA Area Health Education Center
We wanted to hear community voices, and get people‟s input into the concept and talking to people about MOLST. We wanted to
be responsive to Worcester‟s rich diversity. We‟ve conducted five consumer focus groups and ten key informant interviews.
End-of-life care is one of the most personal and intimate things that a person can experience, and I‟ve been so moved by the
openness and the generosity of the people who have shared their personal stories. Thanks to Stan Eichner of the EOHHS Office
of Disabilities and Community Services for sensitizing us to the needs of people with disabilities.
Consumer feedback has been a very iterative process – the project team has listened closely and with openness to the voice of the
consumer, and the materials have been changed substantially as a result. The consumer-focused materials have been translated
into Spanish, Vietnamese, and Portuguese. The MOLST form itself was translated, despite the planning group‟s initial
inclination to have the form only available in English.
Panel Discussion: The Role of MOLST in Delivering Patient-Centered Care
 Moderator: Jim Conway, MS, Senior Fellow, Institute for Healthcare Improvement; Member, Health Care Quality
and Cost Council
 Joanne Calista, LICSW, Executive Director, Central MA Area Health Education Center
 Laurie Herndon, MSN, GNP-BC, Massachusetts Senior Care Foundation
 Marc Restuccia, MD, FACEP, Clinical Associate Professor, Emergency Medicine; Medical Director, Life Flight/EMS
and MD Access, UMass Memorial Health Care
 Mary Valliere, MD, Department of Palliative Medicine, UMass Memorial Health Care
Jim Conway:
It is a privilege to be in your presence. In the year of “death panels,” this group‟s work has been extraordinary. In recent years
there has been a massive push for patient- and family-centered care in the US. It‟s coming from consumers, advocates,
foundations, government, and non-profit organizations like the Institute for Healthcare Improvement. Every Massachusetts
hospital now has to have a Patient/Family Advisory Council. Consumers have led this movement. There is also a remarkable
pull at work: the need to organize the healthcare system around the patient – when patients are active partners in their care, the
result is better quality, better financial outcomes, and higher levels of patient and provider satisfaction.
MOLST is at the heart of this discussion. How do we implement a system that assures that we honor patient wishes 100 percent
of the time? MOLST has implemented all the requirements of a system for sustained change. MOLST is at the heart of this
fabric called care transitions, and it will inform the state around patient- and family-centered care and care coordination, and it
will honor the wishes that all of us in healthcare are privileged to serve.
Breakout sessions:
“Not Just a Form, It’s a Process” - How to have a conversation about MOLST with patients, and complete the MOLST form
 Laurie Herndon, MSN, GNP-BC, Massachusetts Senior Care Foundation
 Peg Metzger, JD, Consultant to MOLST Project
 Mary Valliere, MD, Department of Palliative Medicine, UMass Memorial Health Care
Overview of provider training and presentation of video
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“Providing Life Sustaining Treatment” – What to do when you receive a completed MOLST form
 Jena Adams, MPH, MOLST Project Director, Center for Health Policy and Research, UMass Medical
School/Commonwealth Medicine
 Marc Restuccia, MD, FACEP, Clinical Associate Professor, Emergency Medicine; Medical Director, Life Flight/EMS
and MD Access, UMass Memorial Health Care
“It’s About Patient Empowerment” – How to inform patients and their families and the community about MOLST
 Joanne Calista, LICSW, Executive Director, Central MA Area Health Education Center
 Andy Epstein, RN, MPH, Special Assistant to the Commissioner, Massachusetts Department of Public Health
 Christine McCluskey, RN, Director of Community Outreach, Center for Health Policy and Research, UMass Medical
School/Commonwealth Medicine
“How Do We Know It’s Working?”- Evaluation of the MOLST Demonstration
 Linda Cabral, MM, Senior Project Director, Evaluation and Measurement Unit, Center for Health Policy and
Research, UMass Medical School/Commonwealth Medicine
 Christine Clements, MPH, PhD, Director of Evaluation, Evaluation and Measurement Unit, Center for Health Policy
and Research, UMass Medical School/Commonwealth Medicine
 Craig Schneider, PhD, Director of Healthcare Policy, Massachusetts Health Data Consortium

Jena Adams and Craig Schneider
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April 29-30, 2010
Westin Waterfront Hotel, Boston

Governor Deval L. Patrick

The Consortium was pleased to be asked to plan and hold the first annual Governor‟s Conference, entitled Health Information
Technology: Creating Jobs, Reducing Costs, and Improving Quality. This program attracted almost 700 people from 30
different states. The conference began with an invitation-only program at Microsoft‟s Cambridge office, and then continued with
a public event at the Westin Waterfront Hotel in South Boston. It was an exciting opportunity to present such an historic event,
and to work with our partners in Governor Deval Patrick‟s office, the Executive Office of Health and Human Services, the
Executive Office of Housing and Economic Development, and the Massachusetts e-Health Institute.
Thursday, April 29, 2010
Invitation-Only Event at Microsoft Office in Cambridge
Welcoming Remarks
 Timothy Murray, Lieutenant Governor of Massachusetts
 Curt Kolcun, Vice President, Microsoft US
CEO Summit: The Business End -- Controlling Health Care Costs and Spurring Economic Growth
 Moderator: Timothy Murray, Lieutenant Governor of Massachusetts
The CEO Summit included about one dozen CEOs of leading Massachusetts health IT companies. This conversation addressed
several important issues:

How will implementation of health IT and HIE help lower health care costs and spur economic growth?

How will implementation of health IT and HIE create jobs?

What can state leaders do to help their states succeed?

How will we train the workforce needed to implement the HITECH provisions?

What are the needs of rural communities, and how can these initiatives spur economic development?

What innovative approaches can leading companies contribute to meet community needs?
Governors’ Discussion: The HITECH Act and Economic Growth
 Timothy Murray, Lieutenant Governor of Massachusetts
 Mike Beebe, Governor of Arkansas (via videoconference)
 James H. Douglas, Governor of Vermont (via videoconference)
 Moderator: David Blumenthal, MD, National Coordinator for Health Information Technology, US Department of
Health and Human Services
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Roundtable: Health, Health IT, and Economic Development – Reducing Cost and Adding Value

Moderator: David Blumenthal, MD, National Coordinator for Health Information Technology , US Department of
Health and Human Services
The Health IT Roundtable included about one dozen senior health officials from states across the country, and was moderated by
Dr. Blumenthal. This conversation addressed several important issues:

How do we educate the public about the importance of health IT and HIE?

What strategies can contribute to effective public/private partnerships?

How can state governments help small healthcare organizations get financing for health IT investments?

How can the states collaborate with the federal government and with each other to achieve success in ARRA
implementation?
Luncheon at Sauciety, Westin Waterfront Hotel
Remarks: Joseph Kvedar, MD, Director, Center for Connected Health at Partners HealthCare System

Introduction: Ray Campbell, CEO & Executive Director, Massachusetts Health Data Consortium
Public Conference at Westin Waterfront Hotel
Welcoming Remarks
 Deval L. Patrick, Governor of Massachusetts
 Thomas M. Menino, Mayor of Boston
Introduction: Mitchell Adams, Executive Director, Massachusetts Technology Collaborative

Keynote Address: The State and National Vision for Health IT and HIE
 David Blumenthal, MD, National Coordinator for Health Information Technology, U.S. Department of Health and
Human Services
Introduction: JudyAnn Bigby, MD, Secretary, Massachusetts Executive Office of Health and Human Services

Secretary JudyAnn Bigby, MD and David Blumenthal, MD

Regional Collaboration Meetings
State officials in attendance and others who wished to observe the discussions, met in breakout rooms, with the states being grouped
together by CMS regions. The goal of these sessions was to allow public officials to meet with neighboring states to discuss current
plans, areas of concern, regional interoperability, and opportunities for collaboration.

I (CT, ME, MA, NH, RI, VT):
 Facilitator: Nancy Peterson, Deputy Director, UMass Medical School/NESCSO
II (NJ, NY, PR, VI) and III (DE, DC, MD, PA, VA, WV):
 Facilitators: Deborah Adair, MPH, MS, RHIA and Lisa Fenichel, Member, HIT Council
IV: (AL, FL, GA, KY, MS, NC, SC, TN) and V: (IL, IN, MI, MN, OH, WI):
 Facilitators: Meg Aranow, Vice President and CIO, Boston Medical Center and Marcie Desmond, Secretariat CIO,
Commonwealth of Massachusetts
VI: (AR, LA, NM, OK, TX) and VII: (KS, MO, IA, NE):
 Facilitator: Joel Weissman, Ph.D, Associate Professor (Health Policy), MGH/Harvard Medical School
VIII: (CO, MT, ND, SD, UT, WY), IX: (AZ, CA, GU, HI, NV) and X: (AK, ID, OR, WA):
 Facilitator: Philip Poley, Chief Operating Officer, Office of Medicaid, Commonwealth of Massachusetts
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Consumer-Centric: The Role of the Patient in Health IT and HIE
 John Moore, Managing Partner, Chilmark Research
 Daniel Nigrin, MD, Chief Information Officer, Children‟s Hospital of Boston
 Barbra Rabson, Executive Director, Massachusetts Health Quality Partners
 David Szabo, Partner, Edwards Angell Palmer & Dodge LLP
 Moderator: Paula Griswold, Executive Director, Massachusetts Coalition for the Prevention of Medical Errors
Every future-state vision of an health IT-enabled healthcare system is described as “consumer-centric” or “patient-centric.” What are
the challenges and opportunities implied by a consumer-centric healthcare system? What role will personal health records play in the
future of healthcare? What are the privacy and security challenges that still need to be addressed? How can we implement systems that
honor a patient‟s wishes regarding access to their personal health information?

Networking Reception
Remarks: Therese Murray, President, Massachusetts Senate
Friday, April 30, 2010
Keynote Address: The Value of Health It for Improving Public Health
 Vice Admiral Regina M. Benjamin, MD, MBA, Surgeon General of the United States, US Department of Health
and Human Services (via videoconference)
Introduction: JudyAnn Bigby, MD, Secretary, Massachusetts Executive Office of Health and Human Services
Getting Clarity – Developing Effective Health IT Policies and Standards
 John Halamka, MD, CIO, CareGroup and Harvard Medical School
 J. Marc Overhage, MD, Ph.D, CEO, Indiana Health Information Exchange
 Paul Tang, MD, CMIO, Palo Alto Medical Foundation
 Micky Tripathi, Ph.D, President and CEO, Massachusetts eHealth Collaborative
Moderator: Tim O’Reilly, President, O‟Reilly Communications
Jobs, Jobs, Jobs – Health IT, Business Opportunities, and Job Creation
 Girish Kumar Navani, CEO, eClinicalWorks
 Howard Messing, President, Meditech
 Richard Reese, Executive Chairman of the Board, Iron Mountain
 Bradley J. Waugh, President & CEO, NaviNet
Moderator: Chris Gabrieli, Partner, Bessemer Venture Partners
Breakout Sessions Round 1


Discussion: Achieving Sustainable Success
Arguably the greatest challenge facing policymakers and healthcare providers is finding ways to sustain ongoing health
IT and HIE activities once federal HITECH funding is over. This breakout discussion focused on the most promising
options for bringing public and private stakeholders together to achieve sustainable success.
Facilitator: Janet Marchibroda, Under contract with the Office of the National Coordinator for Health IT


Discussion: Making a Difference - Health IT and Clinical Quality Improvement
The great promise of health IT is that it can both lower costs as well as improve the quality of healthcare. This breakout
discussion featured leading clinicians from Massachusetts and other states and focused on how the encounter between a
clinician and a patient can be improved by health IT.
Facilitator: JudyAnn Bigby, MD, Secretary, Massachusetts Executive Office of Health and Human Services


Panel: State Initiatives in Healthcare Reform
Whether at the national level or at the state level, the triple challenge of controlling costs, improving quality, and
increasing access to healthcare means that healthcare reform will continue to be the great public policy challenge of our
time. States did not wait for the federal government to act before trying to improve access to care and quality of care for
their citizens. This panel featured three of the leaders of the Massachusetts healthcare reform experiment, and two
legislators from New England states that have developed innovative expansions of coverage for their residents.
Jon Kingsdale, Executive Director, Commonwealth Health Insurance Connector Authority
Lisa Marrache, MD, Senator, Maine Senate
Richard T. Moore, Senator, Massachusetts Senate
Cindy Rosenwald, Representative, New Hampshire Legislature
Harriett Stanley, Representative, Massachusetts Legislature
Moderator: Michael Doonan, Ph.D, Executive Director, Massachusetts Health Policy Forum
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Panel: Successful HIEs – How They Did It and How It Helps
While health IT has benefits of its own, one of the main advantages of having providers use electronic health records is
that it allows for electronic health information exchange to support care coordination, emergency care, population
health, and to avoid redundant tests. This panel featured leaders from established, sustainable HIEs talking about how
they were able to achieve success and how it has improved healthcare.
David Delano, Director of Information Technology, Northern Berkshire Healthcare
Lawrence Garber, MD, Medical Director for Informatics, Fallon Clinic
John Kelly, then Director of eBusiness Architecture, Harvard Pilgrim Health Care
J. Marc Overhage, MD, Ph.D, CEO, Indiana Health Information Exchange
Moderator: Karen Bell, MD, then HIT Council Member


Discussion: Health IT, HIE, and State Medicaid Programs
In virtually every state, the Medicaid program is the health plan covering the largest number of people. Medicaid will
also be the source of roughly half of the incentive payments authorized by the HITECH Act. This panel discussion
focused on the challenges and opportunities for state Medicaid programs.
Facilitator: Terry Dougherty, Medicaid Director, Massachusetts Executive Office of Health and Human Services
Breakout Sessions Round 2


Discussion: Jobs, Jobs, Jobs–Health IT and State Economic Development Policy
The health IT and HIE adoption waves will have major implications for state economic development policy, particularly
in the areas of job creation and workforce development. This will not only create new jobs for those who create, install,
and support these new tools, but it will also have a significant impact on the skills required inside healthcare
organizations. This breakout discussion focused on the challenges and opportunities the coming wave presents for state
economic policy.
Facilitator: Gregory Bialecki, Secretary, Massachusetts Executive Office of Housing and Economic Development


Discussion: Creating Effective Public/Private Partnerships
Successful health IT implementation will require extensive collaboration between government and the private sector.
State agencies will need to work with private provider and payer organizations to ensure interoperability and the
availability of adequate funding. This breakout discussion focused on how to achieve this collaboration to give voice to
the many stakeholders needed for health IT and HIE success.
Facilitator: Richard Shoup, Ph.D, HIT Coordinator for Massachusetts, Massachusetts eHealth Institute


Panel: EHR Early Adopters–How They Did It and How It Helps
The efforts of early adopters of electronic health records have shown both that failure rates for small provider
organizations are distressingly high, and that implementing an EHR without also making corresponding workflow
changes does little to improve healthcare. This panel featured several early adopters, including rural providers and
community health centers that were able to successfully implement an EHR system and were also able to improve their
workflows and care delivery processes to become more efficient and to provide higher quality care.
Paul D’Ambrosio, MD, Physician, Concord Internal Medicine
Bill Gillis, Director of Clinical Application Services, Beth Israel Deaconess Medical Center
Chris Harding, Chief Executive Officer, Concordant
James Hunt, President, Massachusetts League of Community Health Centers
Leanne Harvey, EHR Project Director, Beth Israel Deaconess Medical Center
Moderator: Steven Simon, MD, MPH, Associate Professor, Harvard Medical School and Harvard Pilgrim Health Care



Discussion: Health IT, HIE, and Public Health
One of the greatest promises for widespread health IT and HIE adoption is the role it can play in improving population
and public health. While public heath surveillance and reporting have a very long history, the lack of widespread
electronic health records has greatly limited their effectiveness. This panel discussion focused on the future of public
health in a world of widespread health IT and HIE usage.
Facilitator: John Auerbach, Commissioner, Massachusetts Department of Public Health
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June 4, 2010
Hilton Logan Airport, Boston
Introduction
 Ray Campbell, CEO & Executive Director, Massachusetts Health Data Consortium
The topics of payment reform and healthcare delivery system transformation seem far off, but we have to start thinking about
them now. There is an iron triangle in healthcare: the corners of the triangle are universal access to care, high quality of care,
and efficiency/affordability. In an iron triangle, you can have two but not three of the corners. The challenge is to try to achieve
all three while mitigating the extent of the trade-offs.
Is the fee-for-service payment system the root of all evil in healthcare? I think that the problems are even harder to solve than
we can accomplish by fixing the payment system, but changing the payment system is certainly necessary. The current payment
structure is the culprit for most of the problems with our healthcare system. Fee-for-service does not create incentives for many
of the things we most want to encourage: adoption and use of health information technology and health information exchange,
coordination of care, prevention and wellness, primary care, administrative simplification, and financial stability. Payment
reform is coming, but will be the hardest challenge to healthcare transformation. It is also the most important and foundational
change.
Legislative Initiatives on Payment Reform
 Representative Harriett L. Stanley, Chair, Joint Committee on Health Care Financing, Massachusetts Legislature
 Moderator: Gerald O'Keefe, Director, Center for Health Information, Statistics, Research, and Evaluation,
Massachusetts Department of Public Health
Jerry O'Keefe:
Wider access to health insurance is driving the cost control debate. What is different today compared to the capitation era from
15-20 years ago? Universal coverage, and better health information technology and health data. We need to reorganize the
relationships of providers, and to realign the practice of medicine as well as the payment. Payers need to align themselves
around incentives, and the right incentives will enable better quality of care.
The Massachusetts Commission on the Payment System recognized that, under a bundled payment system, providers should not
bear all of the risk. Global payments would put providers at financial risk, and needs to be done thoughtfully. The federal
healthcare reform law would have accountable care organizations (ACOs) share savings with Medicare. However, there is an
underlying tension in these arrangements. The question before the state Legislature (and payers and providers) is how to make
changes to the payment system without undermining the stability of the healthcare delivery system. The rest of the US will look
to Massachusetts for how we arrive at solutions to these challenges.
Representative Stanley:
If we don't do payment reform and control Medicaid spending, the wheels will come off Chapter 58 [the Massachusetts
healthcare reform law]. The Attorney General has done phenomenal work in studying the problem of rising healthcare costs.
However, I'm not sure that the Legislature has the will to enact payment reform. We need you to support this effort and to push
your legislators to vote for it. There is no consensus currently – the Legislature responds to crises, rather than looking down the
road to future problems. We have most of the information we need, and we know what we have to do – I'm unsure about the will
to do it.
Here is what has to be done: to reestablish balance among payers, providers, patients, and all who write the checks to pay for
healthcare. Who should benefit from such a rebalancing? Those who pay, and there needs to be sharing of cost savings with the
taxpayers. We also have to stop being over-reliant on federal funding. We need to change the culture in the Massachusetts
healthcare system – to engage consumers in understanding costs and what they're paying for, and to acknowledge that
healthcare is a business and that it is acceptable to make a living in healthcare provision. But we need to change the incentives
so that care is efficient. We have done the easy part [enacting universal coverage], but unless we do the hard part right, we'll
endanger universal coverage.
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Reforming the Payment System and Establishing Accountable Care Organizations
 Francois deBrantes, Chief Executive Officer, Health Care Incentives Improvement Institute
 Thomas H. Lee, MD, President, Partners Community HealthCare Inc.
 Cathy Schoen, MS, Senior Vice President, The Commonwealth Fund
 William Taylor, MD, Associate Regional Administrator, Centers for
Medicare & Medicaid Services
 Moderator: Robert Sorrenti, MD, Corporate Medical Director,
Wellpoint/UNICARE
Dr. Sorrenti: We need fresh ideas and new approaches. This panel is comprised of the
movers and shakers, and the panelists are true change agents. They represent a
spectrum of perspectives: the private sector, the delivery system, foundations, and
government. As a health plan representative, we are watching what these
organizations are doing, and I have the following questions for the panel to consider:
How should we invest in infrastructure (resources, systems, expertise)? Are your
approaches scalable? Will they work everywhere? What might be the unintended
consequences? How can we bend the cost curve the most?
Robert Sorrenti, MD

Francois deBrantes:
The Health Care Incentives Improvement Institute (HCI3) is the parent company of Bridges to Excellence and Prometheus. Our
goal is to catalyze change and push innovative solutions in the market. We were the first to measure physician quality using
electronic medical records, to pilot episode of care payment, and to set up a real medical home measurement system.
I'm an eternal optimist, and I see the new federal healthcare reform law as full of good things: significant changes to payment,
and revolutionary changes to the delivery system. I see it as a burning platform, with lots more power for CMS and MedPAC and
new value-based purchasing programs. If providers aren't feeling the fire under their feet, they're either delusional or will have
an unpleasant wake-up call in 3-4 years. In our conversations with health systems since enactment of the federal legislation,
there appears to have been that wake-up call.
Our end-game is true value-based purchasing. In order to have an active healthcare marketplace, we need transparent price and
quality information. We need to activate consumers, and to make their choices actionable. Also, to be consumer-focused, we
need to remember that they are shopping for a knee replacement, not for an “ACO.” We need to create a market that is
meaningful for consumers.
The barriers to episode-based payments are coming down – we are getting standardized definitions, we have developed an
episode accounting engine, and the barrier of disruptiveness to providers and plans is addressed by healthcare reform. To
answer a couple of Bob's questions, our approach is scalable and can work anywhere. Payment reform is indeed highly
disruptive, but it's the new law of the land, so get over it, and being disruptive is the point: the fee-for-service system sucks.
The Prometheus payment model calculates payments based on care per episode. There are incentives for doctors to reduce costs
by eliminating potentially avoidable complications (i.e., “defects”). The innovation of the system is to figure the right amount of
technical risk (risk related to competence) vs. insurance risk (risk of getting sicker patients than average). The motivation is to
shift providers' mindsets from “more revenue is better” (volume-driven) to pursuing better margins. We only have a few years in
which to figure this out.
Dr. Lee:
I'm also an optimist, despite the fact that this is a stressful time. I've found it easier to write about than to manage it. We are
living through an historic, incredible time, like medicine about 50 years ago, when the system moved from pre-scientific to
scientific. Today, we are overcoming scientific fatalism, and problems that appeared to be intractable – such as falls, infections,
and readmissions – are being addressed through measurement and interventions. Massachusetts is on the forefront, and we are
covering everyone – but this puts costs front and center.
In order to generate outcomes, we need organizational knowledge. The barriers to organizational knowledge are fragmentation
of delivery, organization around provider functions rather than patient needs, and the discomfort of providers with bearing
insurance risk.
Measures only get better when you use them. There is an evolutionary path of care (from transparency to performance
sensitivity to clinical reengineering to breakthroughs in quality/affordability) and payment methodology and supporting systems
(from fee-for-service to full capitation, and levels of provider organization and electronic support systems). My perspective on
capitation is that global budget financial risk for populations should not be driven down to the provider group level. Instead, risk
should be held at a higher level, and peer pressure should be exerted at the group and individual clinician level. Value in
healthcare should be the organizing principle – value is the only thing we all can agree on. Value is defined by the customer, and
therefore should depend on outcomes that matter to patients. Prometheus will fit in well with this model of evolutionary change.
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Dr. Taylor:
CMS wants to become an active and engaged purchaser. Hospital payments will be based on performance, both in improvement
and attainment of performance levels, and there will be financial incentives and public reporting to foster quality improvement.
Medicare will support accountable care organizations by supporting transparency, publishing cost and quality information, and
value-based payments (competitive bidding, shared savings, and payment differentials based on performance). The agency is
doing extensive work in public reporting, for hospitals (44 measures), health plans, dialysis facilities, nursing homes, home
health agencies, and prices for medical procedures. CMS is currently conducting about 60 demonstration projects, many of
which are testing various approaches to value-based purchasing across various healthcare settings. The Premier demonstration
involves over 30 measures, and the improvement gains are about 20 percent, with $36.5 million paid in incentives to the
participating hospitals. The first pay-for-performance demonstration is for end-stage renal disease, with bundled payments in
2011 and quality incentives in 2012. I anticipate that the new federal health reform legislation will lead to many more P4P
projects by CMS.
Cathy Schoen:
The purpose of payment reform is to transform care systems to improve patient access and experience of care, outcomes, and
value, by stimulating and supporting care system innovation. A high-performance system should have high quality of care,
access and equity for all, efficient care, and promote system and workforce innovation, all combining toward a goal of longer and
healthier lives. The US is an outlier – we are spending almost twice what the next most expensive country is spending, in
absolute terms and as a percentage of GDP. Other countries' costs are growing slower and their quality is improving faster.
The goals of payment reform are to reward value rather than volume/intensity, achieve sustainable rates of cost growth while
enhancing value, and to spur transformation and innovation by focusing on population health. The strategic reforms are to
strengthen and transform primary care, to create incentives for providers to take accountability, to reward and support care
coordination, and to give incentives to use information technology to improve quality/outcomes and efficiency. Health
information technology can improve quality of care and clinician satisfaction. In addition, coherent multi-payer action is
essential to stimulate and support improved care systems and to bend the cost curve while improving value. If we can get
everyone pulling in the same direction, there is potential for very rapid change.
The Role of HIT and HIE in Transforming the Delivery System
 Greg DeBor, Partner for the Health Services Sector, CSC; Contract Program Manager, NEHEN
 Isaac Kohane, MD, Ph.D, Director of the Informatics Program, Children's Hospital
 Barbra Rabson, Executive Director, Massachusetts Health Quality Partners
 Micky Tripathi, Ph.D, President and CEO, Massachusetts eHealth Collaborative
 Moderator: Ray Campbell, CEO & Executive Director, Massachusetts Health Data Consortium
Greg DeBor:
Massachusetts has created one of the most mature and proven HIT and HIE infrastructures in the nation. However, our
infrastructure is both a blessing and a curse – we‟ve seen much of the federal grant money be sent to more needy areas.
Of the 27 total meaningful use requirements for physicians and hospitals, nine of them specifically require HIE, and a total of 18
of them imply HIE interactions, 13 of which are or will be supported by NEHEN by the end of 2010. Meaningful use and HIE
offer the following benefits: fewer medical errors, lower costs for healthcare delivery, and improvements in patient loyalty and
satisfaction.
NEHEN (the New England Health Exchange Network) is 12 years old, and offers two primary services for HIE: the RxGateway
delivers prescriptions from EMRs to pharmacies and PBMs via SureScripts and returns medication history and formulary
information; and NEHEN DirectConnect (larger payers) and NEHENNet (smaller subscribers) receive administrative
simplification services, clinical health information exchange, and provider directory and audit logs. The clinical information
services are from MA-SHARE which was a subsidiary of the Consortium, and last year was merged into NEHEN.
Dr. Kohane:
The SHARP (Strategic Health IT Advanced Research Projects) grant that our group received is known as SMArt (Substitutable
Medical Apps Reusable Technologies), aka “Creating the App Store for Health.” This is a $15 million grant, and one of only four
awarded across the country.
Our challenge is to bring the innovation and creativity of the iPhone app approach to healthcare. Our approach is both
revolutionary and visionary – we will build our model within two years of the four-year grant, and spend the final two years on
dissemination. The timeline is to present prototypes at a users meeting in August, release the SMArt API (application
programming interfaces) specifications in December, to have third-party apps developed by our partners by April 2011, and to
have the public app store open by April 2012.
EHRs are an “iPhone-like platform,” in which there is a common application programming interface that enables software
developers to build substitutable applications. The SMArt APIs are based on Representational State Transfer (REST) web
technology, build on three open source systems: I2b2 (Informatics for Integrating Biology and the Bedside), Indivo‟s PHR
platform, and the CareWeb EMR.
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The two key elements of our approach are to demonstrate substitutability as a core concept in building HIT, and to capacitate
third-party innovation. Substitutability is more important than interoperability – it will allow providers to adapt rather than
have to unplug and replace, and will push innovation to the edges of what is possible.
Barbra Rabson:
Aligning Forces for Quality (AF4Q) is a Robert Wood Johnson Foundation effort to improve quality of care, and the projects are
operating in 17 different communities across the country. We have recognized that the system needs to engage consumers much
more effectively, and we are also considering HIT‟s and payment reform‟s roles to transform the system. The Greater Boston
AF4Q project is designed to leverage existing activities and resources, support implementation of health reform, improve the
interface of the delivery system with public health and community-based initiatives, and to maximize the impact of universal
coverage by improving access to and appropriate use of the delivery system. GBAF4Q‟s initial priority was to reduce preventable
emergency department visits and associated admissions.
The Beacon Community Cooperative Program was built on the GBAF4Q platform. The Beacon grant proposal‟s vision was to
harness the power of HIT to enable transformational quality, cost efficiency, and population health improvements within the
community. The HIT tools are targeted to the following interventions: advancing the meaningful use of interoperable EHRs,
expanding the use of a clinical summary transmission gateway and viewer, further populating the Quality Data Center,
establishing a standard public health reporting gateway, and enhancing patient care with IT-enabled education and support.
Specific population health goals are to collect race, ethnicity, language, and education level for all patients in ambulatory care
settings; and to identify and improve care disparities. The quality goals are to improve outcomes for patients with diabetes and
pediatric asthma, and to improve patient experience of care and patient engagement.
Micky Tripathi:
What role can HIT and HIE play in transforming the delivery system? I think that we should question the question. Computers
don‟t transform the delivery system, people transform the delivery system. We‟re at the beginning of a green field – it‟s hard to
architect and engineer what will be valuable ten years from now, and you can‟t even imagine all the ways it might be used (e.g.,
the Internet). The healthcare system isn‟t really a “system” – it is far too fragmented. Two-thirds of hospitals are community
hospitals, and four-fifths of physicians are in solo or two-doctor practices. 90 percent of care is delivered in practices of nine or
fewer physicians, and 96 percent do not have a fully functional EHR. Only florists are a less concentrated industry than
ambulatory care, but I can still order flowers at my local florist and have them delivered in San Francisco, while a Boston doctor
can‟t send a medical record electronically to a clinician elsewhere.
There are other factors to consider: physicians have other economic incentives besides the HITECH funding, and some might
retire or reduce/leave Medicare rather than have to implement EHRs. The $28 billion or so of HITECH payments puts the
purchasing power in the hands of the providers, and the $2 billion in ONC grants is the infrastructure to help get this
accomplished. It will take longer than people expect to accomplish EHR deployment and HIE. I‟m actually hopeful – I consider
myself a “radical incrementalist.” We are learning to achieve small victories by delivering what providers need and are willing to
pay for, for example through NEHEN and the Quality Data Center. These are steps forward, but we have a long way to go.
The HITECH Act at 16 Months
 Ray Campbell, CEO & Executive Director, Massachusetts Health Data Consortium
I think that we need an honest assessment of the HITECH Act almost a year and a half after enactment. The current status can
be summed up with this quote:
 “Now this is not the end. It is not even the beginning of the end. But it is, perhaps, the end of the beginning.” Winston
Churchill, November 10, 1942.
What was true before HITECH is just as true today: you cannot solve long-term sustainability with a one-time infusion of funds,
and we and other organizations have found that “grants are the gift that keeps on costing.”
Payment reform is essential for HITECH to succeed, because the economics of fee-for-service payments will strangle what the
legislation is trying to accomplish. In addition, I firmly believe that only a statutory claims assessment will result in the type of
predictable public funding that must be the anchor tenant of any sustainability model in our highly fragmented healthcare
system.
Meaningful use, while a thoughtful and nuanced framework, runs the risk of straying into healthcare delivery central planning,
with all the dangers that entails. There are complicated trade-offs between uniformity and adaptability (this is true of policy as
well as technology). It is very hard to create governance structures that can make actual decisions about real resources in our
fragmented, competitive, low-margin system. True public/private partnership models remain elusive, and are most likely
impossible if public/private discussions are viewed through a procurement and conflict of interest lens: a simple statutory safe
harbor, for which there is ample precedent, seems like the best cure.
It sounds strange, but $600 million does not go as far as it used to – all indications are that support for implementation and
adoption is insufficient, which will show up in the failure rate. Despite this critical assessment, I‟m optimistic. The first step is to
acknowledge problems, and then you can act to address them.
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October 5, 2010
DCU Center, Worcester
The Consortium partnered with the Massachusetts e-Health Institute to hold HealthMart 10. This event was an enormous
success. The agenda was designed to meet the needs of physician offices by offering them a conference and a trade show, with a
focus on electronic health record implementation and achievement of meaningful use criteria. There were five rounds of
breakout sessions with five options in each round, for a total of 25 sessions from which to choose. In addition to being able to
choose from 25 different presentations from some of the leading experts in health information technology in Massachusetts,
HealthMart10 offered an exhibit floor with 50 vendors. This enabled physicians and practice managers to meet with a variety of
EHR and other vendors to learn about the various products available, the functionality to improve care and maximize revenue,
and how to meet the meaningful use criteria for federal reimbursement for investing in health information technology systems.
Breakout Session A:
Managing Patient Data from Any Device
In concert with the theme of “Achieving Meaningful Use”, health care practitioners need to have an EMR delivery strategy, to
ensure that patient data can be accessed from any device, while maintaining the highest level of security and confidentiality.
Kathy Twomey, Business Development Manager for Citrix Health Care discussed the goal of making electronic medical records
available wherever, whenever and to whomever they are needed to ensure quality patient care.
o Matt Sheehan, Covisia Solutions
o Kathy Twomey, Citrix Systems, Inc.
Revolution to Requirement – Health Information Technology 2010 to 2015
Bruce Rowley Senior VP, Sales and Marketing, Pulse Systems, Inc. explored HIT initiatives and their impacts on the future of the
healthcare industry. Attendees walked away with:
 A greater understanding of the health information technology landscape
 Information on the benefits of EHR adoption and the costs of delay or non-adoption
 A strategic vision for their HIT future
o Bruce Rowley, Pulse Systems, Inc.
Security and Compliance Issues When Outsourcing/Managing Outsourced Document Conversion Services
Maximize your investment in the EMR and EHR by integrating your current paper-based legacy information with new electronic
information systems. Most organizations outsource the document conversion process that will scan, index, and import data and
images into your new systems. Protecting against the theft of patient and client information and assuring the confidentiality of
these documents should be your major concern when outsourcing the conversion of your paper documents to digital images.
This session presented the steps critical to this process and showed the importance of new security certifications you will want
your vendors to have.
Learning Objectives:
 Importance of SAS 70 Type II and PCI/DSS
 How to evaluate a vendor for document conversion projects
 How to confirm that your documents are being processed with new standards and levels of security
o Bob Zagami, DataBank IMX
The Regional Extension Center and State Health Information Technology Policy
The Massachusetts e-Health Institute is the official Regional Extension Center for Massachusetts. The Regional Extension
Center was established by the Office of the National Coordinator for Health Information Technology to support physicians with
the implementation of electronic health record systems. What support is available and which clinicians are eligible for REC
assistance? What is Massachusetts doing to facilitate health IT to improve clinical care and to create jobs?
o Senator Richard T. Moore, Worcester & Norfolk District
o Rick Shoup, MA Technology Collaborative
Health Information Exchange in Massachusetts
Among the meaningful use requirements to receive additional Medicare and Medicaid payments is the ability to exchange
clinical data. What are the structures in place in eastern and central Massachusetts to facilitate this data exchange? A
representative of NEHEN and SAFEHealth discussed these health information exchanges and how your organization can
participate.
o Larry Garber, MD, Fallon Clinic
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Breakout Session B:
Demand that “Achieving Meaningful Use and Qualifying for Stimulus” is Integrated Into Your EMR
Implementation Plan
This session focused on gaining your vendor‟s commitment to achieve meaningful use and qualify for stimulus funds after your
purchase.
An integrated implementation plan includes:
 Personalized Practice Workflow per practice
 Training and Implementation plan customized to your workflow
 Implementation plan cross referenced with meaningful use achievements
o Robert Howard, Complete Healthcare Solutions
Certified Application Bundles: A Viable Approach to Meaningful Use
An overview of the process used to certify application bundles and how it relates to Meaningful Use and effective workflow.
Included is a description of our proof of concept process and evaluation tools.
Learning Objectives:
 How to leverage your existing HIT environment – gap analysis
 How to support best-of-breed application integration - application selection
 How to integrate proposed solution into your workflow – day-in-the-life scenarios
o Dana A. Green, MBA, CPA, PMP, Covisint
o C. Jane Terrien, MS, PMP, Covisint
Learn How Lawrence General Hospital Accelerated Clinician IT Adoption by Bridging Preference with Reality
Clinician adoption of Wi-Fi-enabled devices and demands for easy and reliable access at the point of care are creating new IT
challenges. Attendees learned about:
 Successfully integrated mobile devices into the clinical workflow to achieve meaningful use
 Cost-effectively extended hospital applications and network services to remote sites
 Delivered a mobility experience clinicians can trust while minimizing IT complexity and overhead
o Steve Hyman, Aruba Networks
How Hospitals Can Achieve Meaningful Use
The Office of the National Coordinator for Health Information Technology and the Centers for Medicare & Medicaid Services
have promulgated the final rules for achieving meaningful use. What are the criteria that hospitals have to meet to receive the
additional Medicare and Medicaid payments? Which of these criteria are the most challenging, and what can we learn from each
other in order to meet the requirements?
o John Halamka, MD, CareGroup and Harvard Medical School
How Physician Offices Can Achieve Meaningful Use and Qualify for Medicare and Medicaid Payments
“Meaningful use” is the term that the Office of the National Coordinator for Health Information Technology is using for the
criteria to qualify for additional Medicare and Medicaid payments. What are the criteria for physicians to qualify for Medicare
payments? For Medicaid payments? What is the difference between the Medicare and Medicaid payments, and which option is
better for eligible professionals that qualify for both?
o Terry Dougherty, MassHealth, EOHHS
o William J. Kassler, MD, MPH, Centers for Medicare & Medicaid Services
Breakout Session C:
eCare Communities or Healthcare Information Exchange: What are We Really Trying to Build?
Learn about a new approach for building Health Information Exchanges. What are some interesting new models from the
business, technical, and services perspective? How do ACOs and other programs spanning the continuum of care fit into an HIE?
What is the difference between an enterprise HIE and a statewide HIE? What are the necessary steps to start or refine your
strategy? Have you defined objectives; defined stakeholders; defined and prioritize services; defined architecture, and put your
business plan together? Do you have the latest and greatest architectures, set of services, and business models?
Learning objectives:
 Review landscape and evolving definitions and components of Health Information Exchanges
 Learn about emerging models – business, technical, services
 Learn how to implement a best practices approach to building an HIE of the future
o Janie Tremlett, Concordant
Meaningful Use Master Plan: A Comprehensive Approach
This workshop provided a comprehensive plan for Meaningful Use (MU) preparations and sustaining MU compliance.
Change Management is critical for winning MU incentives. Three key areas requiring change management are: 1. EMR training
and adoption, 2. Changes to clinical processes, 3. Changes to clinical pathways. Managing this change calls for an intelligent MU
technology solution that proactively monitors individual-level compliance, provides visibility into factors that impact MU and
ability to provide real-time interventions to increase compliance.
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Learning Objectives:
 Provide a comprehensive and practical Meaningful Use Master Plan to providers that help them in preparing for and
sustaining Meaningful Use.
 Provide tips and guidelines to providers on how they can tailor Meaningful Use Master Plan based on their
organization‟s context.
 Ensure that providers understand the importance of change management in ensuring MU and their technology selection
not just supports MU reporting but also facilitates change management
o Mark Brownlee, InterSystems
o Jeff Holmes, InterSystems
Achieving Meaningful Use: A Comprehensive Toolset/Fulcrum Methods Meaningful Use Methodology
Fulcrum Methods has developed a Meaningful Use methodology to help providers get the maximum economic benefit from the
stimulus plan. The methodology includes an online interactive tool to evaluate EHRs throughout an organization, affiliated
eligible providers, and clinical workflows. The methodology also includes a work plan and guidebook to ensure proper project
governance and assessment, and a host of project deliverables. They conducted a demonstration of the methodology that
provided attendees with the following:
 How to assess meaningful use criteria in organizations with multiple EHRs or campuses
 An examination of how clinical workflows and affiliated eligible providers can impact achieving meaningful use criteria
 The importance of proper project governance as it relates to achieving meaningful use criteria
o Joseph DeLuca, Fulcrum Methods
Personal Health Records, Consumer Engagement, Privacy, and Security
What is the role of consumers in health information technology? How can patients‟ personal health records interact with
clinician‟s medical records? How do we ensure the privacy and security of patient data that is transmitted between patients,
providers, and other organizations? How have the recently enacted laws changed privacy and data security rules in
Massachusetts and the federal level?
o Fadesola Adetosoye, MS, Office of the National Coordinator for HIT, US DHHS
o David Szabo, Edwards Angell Palmer & Dodge, LLP
How to Re-Design the Work Flow of Your Practice
Health information technology is not just about plugging in new hardware and software. It is about re-designing the work flow
of practices to maximize quality and efficiency using these computer tools. Two individuals who have trained physicians and
overseen EHR implementations presented their recommendations for strategies to re-design the work flow of physician
practices.
o Mark Jacobs, MD, Caritas Christi Health Care
o Jeff Loughlin, MHA, Massachusetts eHealth Collaborative
Breakout Session D:
Mobilizing Patient Data - Ideas and Experiences in Health Information Exchange Initiatives
The goal of a Health Information Exchange is to facilitate access and retrieval of clinical data for safe, efficient, and effective
patient-centered care. Though the concept of electronically exchanging health information is not new, health care communities
still struggle with the various exchange models, in particular how to establish sustainability. Data exchange must move in the
direction of a standards-based, patient-centric model with a workflow designed to engage clinicians in using information at the
point of care. Ubiquitous access to data is the ideal, but having relevant and pertinent data used at the point of care is critical.
This session shared ideas and experiences from health care providers that have deployed a health information exchange in their
communities. Data exchange models highlighted in this session included the development and deployment of:
 Continuity of Care Document Exchange
 Orders and Results Exchange
 ePrescribing
o John Valutkevich, MEDITECH
E&M Coding
Designed for physicians, coding professionals and billing staff, this discussion reviewed basic and advanced principles of E&M
coding. Attendees received updates on case-law and auditor trends, and discuss the nuances of E&M code generation as
performed by electronic health records (EHRs) coding engines. Attendees were given a working understanding of how to
optimize the electronic health record so that it supports accurate and fair E&M coding levels, from the standpoint of a clinician
as well as an auditor. This session was presented by Michael Stearns, MD, CPC™, CFPC™, President and CEO of e-MDs, Inc.
o Michael Stearns, MD, CPC, CFPC, e-MD‟s
Preparing for Meaningful Use Requirements in Patient and Family Engagement
This presentation provided a detailed overview of the final meaningful use rule with a particular focus on the requirements
around the category of patient and family engagement. They reviewed stage 1 standards, incentive period provisions, the plan
for penalties and expected standards in stages 2 and 3. The audience will learn about an innovative approach to patient and
family engagement using HIT that will satisfy the new requirements.
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Learning Objectives:
 Gain a full understanding of the patient and family engagement standards and requirements in the „meaningful use‟
program known to date.
 Learn how to assess the impact of the meaningful use requirements and your organization‟s readiness to meet them.
 Learn about an innovative and comprehensive approach to a secure, electronic exchange of patient information across
the care continuum with a patient facing technology solution.
o David Wright, MPH, GetWellNetwork
The Physicians’ Perspective
What has been the experience of physicians who have adopted health information technology? This panel of clinicians discussed
their experience and lessons learned from implementing EHR systems. The speakers engaged in a dialogue with the audience
regarding what physicians need to know to be successful in HIT implementation.
o Michael Coffey, MD, Hallmark Health Systems
o Kevin Lanphear, DO, Newburyport Family Practice
o Hayward Zwerling, MD, Lowell Diabetes & Endocrine Center and ComChart Medical Software, LLC
How to Select an EHR
There are numerous electronic health record products and services available in the marketplace, and the number of products and
vendors is expected to grow. What should you consider prior to making the investment in an EHR? Which features are the most
necessary and worthwhile? What kinds of support can you expect from your EHR vendor?
o Denise Scott, MM, RN-BC, Masspro
Breakout Session E:
A Team Approach to Achieving Meaningful Use
Pentucket Medical Associates (PMA) has been transforming their practices from a culture of traditional medical practice
workflows to a team atmosphere. They discussed how PMA began the process of culture change and how they prepared for it by
creating high functioning teams through effective leadership and communication geared towards achieving Meaningful Use.
 Developing a team atmosphere to facilitate achievement of Meaningful Use
 Identify strategies to manage barriers to change
 Recognize the importance to PMA for standardization of processes and workflows across all practice locations
o Tim Griesmer, Masspro
o Ruth Pothier, Pentucket Medical Associates
Meaningful Use Readiness: Live ARRA Assessment
Please join Sara Schaeffner, Managing Director in the Healthcare Consulting Group within Dell Services, conducted an
abbreviated, live ARRA Assessment to illustrate key focus areas for healthcare organizations.
Areas of discussion included:
 Strategic, operational, and technology plans
 Data governance, management, collection, and reporting processes
 Data security and privacy policies, procedures, and processes
The American Recovery & Reinvestment Act (ARRA) provides both opportunities and challenges for healthcare organizations.
Dell Services‟ Readiness Assessment provides a strong foundation that supports a successful implementation of an Electronic
Health Record (EHR) system to help you meet the federal standards and help qualify your organization for incentive payments.
o Sara Schaeffner, Dell
What’s Beyond Meaningful Use: How Leading Organizations View Stimulus Funding as a Path to High
Performance
The financial incentives associated with the EHR stimulus program represent a one-time opportunity to invest in your
organization‟s future. Healthcare leaders will use this to position their business to succeed under various health reform
initiatives. This will require an ability to align Meaningful Use activities with their own, internal strategic plans and initiatives
and execute efficiently. Learning objectives:
 Identify key tools, techniques, and methods enabling organizations to drive Meaningful Use in complex environments
 Align Meaningful Use with other high-priority organizational priorities
 Discover resources available to health systems, and appropriate means of engaging providers in your community
o Andrew Principe, Arcadia Solutions
Factors Contributing to EHR Implementation Success
A Master‟s degree student at Boston University conducted a year-long study under the auspices of the Massachusetts Health
Data Consortium to determine the factors that contribute to successful EHR implementations. This was the first public
presentation of the findings of this study by the 2009-10 Elliot M. Stone Intern.
o Sean Lunde, MA Health Data Consortium; Beacon Health Strategies
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The Practice Managers’ Perspective
What has been the experience of practice administrators whose offices have adopted health IT? This panel of practice managers
discussed their experience and lessons learned from implementing EHR systems. The panel included a facilitator who
encouraged dialogue with the audience regarding what practice administrators need to know to be successful in HIT
implementation.
o Tricia Brisbois, Winchester Highland Management
o Erica Drazen, CSC
o Jennifer Hillery, JD, CPC, Family Practice Group, P.C.
o Sandra Rondeau, Lung Specialists of the Merrimack Valley

Toss Corporation

Origin Healthcare Solutions

Jerry O’Keefe and Keith Maxwell
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Seminar Held by the Massachusetts Health Data Consortium as part of the
World Healthcare Innovation & Technology Congress
November 9, 2010
Alexandria, Virginia
ARRA: What Have We Learned During the Past Two Years?
 Ray Campbell, CEO & Executive Director, Massachusetts Health Data Consortium
Now that we‟re two years past enactment of the American Recovery and Reinvestment Act (ARRA) – well, 630 days to be exact –
it is time to assess ARRA and the HITECH Act. Here are a couple of evocative quotes that indicate my assessment:
 “No plan of operations extends with certainty beyond the first encounter with the enemy's main strength” – usual
translation: “No plan survives first contact with the enemy.” Helmuth von Moltke the Elder
 “Now this is not the end. It is not even the beginning of the end. But it is, perhaps, the end of the beginning.” Winston
Churchill, November 10, 1942.
The lesson of policy implementation is that any plan will have to change once it meets the realities on the ground.
The two sections of ARRA that comprise the HITECH Act codify the Office of the National Coordinator for HIT, establish the
Policy and Standards Committees, provide for $2 billion in grant funding, update the HIPAA privacy laws, and authorize an
estimated $30 billion in payments for electronic health record systems (EHRs).
The structure of the healthcare system has profound implications for the long-term success of the HITECH Act. (1) There is a
roughly even split between private sector and public sector funding. (2) Healthcare is a cottage industry – even in an industrial
state like Massachusetts, the median practice size is three doctors. (3) Interoperability is a daunting challenge, with the number
and diversity of organizations that would have to interoperate. (4) Providers and purchasers are disintermediated, and the
industry has poor pricing signals. (5) Fee-for-service payment is the predominant method, and it is harmful to HIT/HIE
adoption and sustainability. The design features of the law are worth noting: payments only via Medicare and Medicaid, no
distinction between late and early adopters, the additional payments are more than 50 times larger than the Regional Extension
Center funding, and the law does not address ongoing federal funding for HIT and HIE – you can‟t solve the sustainability
problem with a one-time infusion of funds. There are significant barriers besides the cost of EHRs, and the legislation hardly
addresses these. In addition, providers are facing several other challenges, including ICD-10 implementation, administrative
simplification, and payment reform.
HITECH moves the ball forward, but it will not help us cross the goal line. While the legislation is problematic, the ONC staff is
first-rate. However, the deadlines in the legislation are not reasonable – ONC finds itself at war with the space-time continuum.
How to Obtain Meaningful Use Payments from CMS
 Barbara J. Connors, DO, MPH, Chief Medical Officer, Philadelphia Regional Office, Centers for Medicare &
Medicaid Services
Only about five percent of office-based physicians are using a fully functional electronic health record system. The obstacles to
HIT adoption include lack of capital, uncertainty of the return on investment, finding a system to meet the practice‟s needs,
concerns about the system becoming obsolete, the capacity to implement, loss of productivity, and the lack of established
standards for information exchange (Source: DesRoches et al, NEJM 359(1):50-60).
The HITECH Act addresses these obstacles by providing financial incentives, technical assistance and support through the
Regional Extension Centers (RECs), human resources, information sharing, health information exchange (HIE), technology and
breakthrough innovations, and examples of HIT success. There are five major grant programs: HIE ($564 million), RECs ($643
million), workforce development ($118 million), Beacon communities ($235 million), and Strategic HIT Advanced Research
Projects (SHARP, $60 million). In addition to the grant funding, there is a three-legged stool for the regulatory framework:
meaningful use, standards, and certification.
The three components of meaningful use according to the statute are to use certified EHR technology in a meaningful manner, to
electronically exchange information in order to improve quality, and to submit clinical quality measures to DHHS. The five
health outcomes priorities for Stage 1 of meaningful use are to improve quality, safety, efficiency, and reduce disparities; engage
patients and families; improve care coordination; improve population and public health; and to ensure adequate privacy and
security protections. The thresholds for the criteria will rise in Stages 2 and 3, and the public is encouraged to submit comments
to CMS regarding the proposed regulations for Stages 2 and 3 criteria.
Eligible professionals will have to report on 20 of 25 meaningful use objectives (15 core and five of ten from the menu set) in
Stage 1, and hospitals will have to report on 19 of 24. The reporting period in the first year will be based on 90 days, and the full
year for the second year. For providers who qualify for Medicaid, the funding is higher and the criteria in the first year are lower
– “adopt, implement, or upgrade,” rather than having to achieve the full meaningful use criteria.
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Payments will begin in 2011. EPs will follow the calendar year, and hospitals may qualify according to the federal fiscal year that
began October 1, 2010. Medicare EPs may receive up to $44,000 over a five-year period if they meet the criteria in 2011 or 2012,
and those practicing in health professional shortage areas receive an additional 10 percent. Penalties for not achieving
meaningful use begin in 2015 and increase over time.
Medicaid EPs may receive $63,750 over six years, and unlike Medicare these payments do not decline over time, through 2016.
Hospitals are paid according to a complex formula that includes a base payment plus a per-discharge payment, based on the
Medicare and Medicaid patient share.
Providers may register for the additional payments and view responses to frequently asked questions via the EHR Incentive
Program website (https://www.cms.gov/EHRIncentivePrograms/). They must have a national provider identifier number, and
be enrolled in the PECOS system (https://pecos.cms.hhs.gov/pecos.login.do). A National Level Repository (NLR) will register
providers, track attestation and meaningful use, calculate payments, track payments and program participation, and provide
data for audit and oversight.
The Challenges of Implementation
 Shelly McDonald-Pinkett, MD, FACP, Chair, Department of Medicine, Howard University
 Gina B. Perez, Executive Director, Delaware Health Information Network
 Richard Shoup, Ph.D, HIT Coordinator for Massachusetts; Director, Massachusetts e-Health Institute
 Thomas W. Smith, Chief Information Officer, North Shore University Health System
Dr. McDonald-Pinkett:
As the President of the Howard University medical staff, I am an end-user and an early adopter of EMR technology. As an
academic medical center, our implementation involved fellows, residents, students, faculty practice, inpatient services, and
outpatient clinics. We have a tripartite mission: delivering quality care, training residents and education, and we have to be
innovative in how we use technology.
The challenges we faced include obtaining buy-in from professors emeriti and other faculty, lack of resources and equipment,
contracting, roll-out and training, data entry of clinical information, and interaction with our referral base and with the health
information exchange/regional health information organization. Besides completing the implementation of the EHR system,
our successes have been the appointment of a chief information officer, ongoing training and enhancements to the system, and
the support of the administration and faculty.
Gina Bianco Perez:
The Delaware Health Information Network was the first HIE to be live and operational on a statewide basis, in May 2007. We
have reached critical mass: 75 percent of hospitals, 69 percent of physicians, labs and the public health system participate. We
offer lab and pathology results, radiology reports, community health records, medication history, EMR integration, and public
health reporting, and the physicians appreciate the standardized report formats. In the future we plan to offer such services as
bidirectional EMR integration, radiology images, claims submission and eligibility verification, and lab result trending.
The challenges of HIE include governance, reaching a critical mass for widespread adoption, standards and interoperability,
limited resources, maintaining value, a broad set of stakeholders, and long-term sustainability (the federal funding is for a
limited time). Our guiding principles are: to plan thoroughly, communicate even more, and execute what has been promised;
data integrity is the highest priority; meet clinicians where they are on the adoption curve; not to compromise on safe, secure,
and reliable; and not to build it unless it can be sustained.
Rick Shoup:
The Massachusetts e-Health Institute has been designated as both the REC and HIE for Massachusetts, but I‟ll focus my
comments on the REC. The challenges we have identified include an aggressive timeline for enrolling 2500 priority providers by
January 31, 2011, limited funding for implementation assistance, a questionable value proposition for specialists, creating a
sense of urgency to sign up now, and complementing the services provided by other implementation assistance organizations.
Despite these challenges, at the end of the day, we‟re going to get there.
There are several barriers to adoption, such as the cost of hardware and software, achieving a return on this investment, the need
for technical support, interruption of workflow, lack of trained staff, and privacy concerns. The REC can address these barriers
by providing individualized and on-site assistance, consulting on choosing a vendor, discounted pricing from preferred vendors
and low-interest bank loans, and a vendor guarantee (“meaningful use insurance”) to achieve MU by January 31, 2012. A
community of practice is planned, along with a members-only portal and dedicated website.
Tom Smith:
NorthShore University Health System is comprised of four hospitals and a 700-physician group practice. Most of the hospitals
and many of the practices went live in 2003-04, and today there are no paper charts in the hospitals nor in about 100 physician
locations. Our patient portal has 130,000 patients enrolled, and via this tool they can view results, send secure messages to their
doctor, renew prescriptions, schedule appointments, pay bills, and we are now collecting data from home testing of 800 diabetic
patients. The portal has eliminated phone calls, improved convenience for patients, and the information is documented in the
EMR.
We have developed a detailed workplan and milestones to achieve meaningful use. We are running test reports of the quality
measures so that we can submit the attestation to CMS by spring for both the hospitals and physicians.
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Successful Models of Implementation
 Joseph K. Weidner, Jr. MD FAAFP, Physician, Stone Run Family Medicine, Rising Sun, MD
 Michael Lee, MD, Director, Clinical Informatics, Dedham Medical Associates, Inc.
 Todd Rothenhaus, MD, FACEP, Senior Vice President and CIO, Caritas Christi
Dr. Weidner:
From the perspective of a small practice, the success factors are to get everyone on board, to have your workflow evaluated, and
to educate yourself regarding the choice of an EMR and of the hardware system. In order to transition from a paper to an
electronic system, you may want to utilize aspects of the EMR prior to a full implementation (e.g., scheduling/billing, eprescribing, voice recognition dictation). However, try to avoid incremental implementation with duplication – i.e., parallel
processes for paper and electronic, as this frustrates staff. One tip is to hire high school kids who are tech savvy to help convert
the data in your office. You should carefully choose which aspects of the chart to enter as discrete data, and scan in the portions
of the chart you wish to refer to but not to enter into the notes section. Regarding scheduling, choose a slower time of year, and
pad your schedule to minimize the impact of workflow disruption. There will be stress on your practice, and get a wireless USB
modem as a backup in case there is an Internet power outage. Another important thing is to educate your patients about the
importance of the EMR, and then apologize for any implementation difficulties.
Dr. Lee:
Atrius Health comprises five multi-specialty practices in the Boston area, with 700 physicians. We believe that the keys to
success are appropriate vendor selection, sufficient network speed and redundancy, and frequent software upgrades to remain
“prudently current” (no more than a year behind the current release). However, do not purchase the newest release until it is six
months old and someone else has used it. Focus on the clinicians‟ needs, not their wants, because they want everything. Other
success factors are an effective abstraction process, just-in-time training, using multiple modalities (e.g., monitors, handhelds,
smartphones) and adapting them to doctors‟ preferences, including high-value tools such as speech recognition, multistakeholder representation in the governance process, mine your data for transformational care, and be honest about the
expectations for the system.
Dr. Rothenhaus:
Caritas Christi is the second largest healthcare system in New England, with six hospitals, home care and hospice, a college of
nursing, and 2300 physicians. We began EMR implementation in 2006 with our Brockton hospital part of the Massachusetts eHealth Collaborative project. We have about 450 physicians on the EMR, and are adding another 200 each year. Caritas gave
doctors two vendors to choose from, and two different EHR models (hosted and supported by Caritas Christi or by the vendor).
In order to achieve early success, interfaces should be in place prior to go-live, the hardware should meet tested standards, and
the network must be medical grade. Standards are need for clinical content, and there needs to be a governance process to
determine the clinical content. Security and compliance standards are essential as well. Program management needs to
encompass marketing and communications, enrollment and contracting, readiness assessment, implementation, and ongoing
support.
Meeting the Challenge for Success
 Josh Seidman, PhD, Acting Director of the Meaningful Use Division, US DHHS Office of the National Coordinator for
Health IT
There are a number of barriers to adoption of health information technology, and the HITECH ACT addresses these barriers in
several ways. The market need for system funding is addressed by an estimated $27 billion in incentive payments from Medicare
and Medicaid for meeting the meaningful use criteria. The Regional Extension Centers and the Health IT Research Center
(HITRC) will help clinicians address the difficulties of implementation. The need for workforce is addressed by $84 million in
funding for workforce training programs. Technology challenges and demonstrating breakthrough system changes can be met
by the SHARP and Beacon Communities grants. A platform for health information exchange can be established via the NHIN
standards and certification process and by the state HIE cooperative agreement program.
The REC program is modeled after the agricultural extension program, which in its time was transformative. For example, in
1900, 40 percent of family income went to food costs, and this has declined to 8 percent today. The RECs will provide unbiased
guidance on vendor selection, assist with practice and workflow redesign, contribute to functional interoperability and HIE,
advise on project management and implementation, offer best practices for privacy and security, connect with local workforce
support, and consult on everything concerning meaningful use of EHRs. The HITRC will help the RECs collaborate with each
other and identify best practices. We are promoting the MUVers (the meaningful use vanguard cohort). The MUVers will be role
models and examples of excellent practice, as well as early adopters and thought leaders. We look forward to their input in
evaluating how we achieve Stage 1 meaningful use objectives, and they can help test other initiatives such as patient-centered
medical homes. Another important theme is to align the private sector and the public sector around meaningful use. For
example, we held an event at the National Press Club in August with health plans and providers, and we published an article in
Health Affairs in September that indicates private sector tactics for advancing meaningful use. Purchaser tactics include payfor-performance incentives, “star” designations in provider directories, and low- or no-interest loan programs until the CMS
payments begin flowing. Professional certification and licensing boards could use the meaningful use requirements for licensure
purposes and/or continuing education for maintaining certification. Provider systems could require meaningful use as a
condition of participating in the network, as Partners HealthCare System in Massachusetts has done.
Getting to meaningful use will be like a marathon: while the process may seem painful, it will ultimately be tremendously
rewarding.
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CONTRACTS, PROJECTS, STATE & NATIONAL LEADERSHIP

Executive Director Ray Campbell was elected Chairman of the Board by the 34 member organizations of the Massachusetts
eHealth Collaborative (MAeHC), a multi-stakeholder non-profit organization that has become a local and national leader in the
fields of electronic health records implementation, health information exchange design and implementation, quality data
analysis and reporting, state-level e-health planning, and regional extension center operations. Ray has served on the Board of
Directors and Executive Committee of MAeHC since 2006.

The Office of the National Coordinator for Health Information Technology released a Funding Opportunity Announcement on
December 6th known as the Health Information Exchange Challenge Program. The recipients of this grant opportunity are
limited to the participants in the State Health Information Exchange Cooperative Agreement Program. In Massachusetts, the
eligible recipient is the Massachusetts e-Health Institute (MeHI), a component of the Massachusetts Technology Collaborative.
MeHI contracted with the Consortium to write the grant proposal for the Improving Long-Term and Post-Acute Care Transitions
theme, which was submitted on January 5, 2011. There will be ten grants awarded, for between $1 million and $2 million over a
period of about three years.

Four multi-stakeholder organizations – the Employers Action Coalition on Healthcare, the Massachusetts Hospital Association,
the Massachusetts Medical Society, and the Massachusetts Association of Health Plans – have formed an Administrative
Simplification Workgroup to identify major healthcare administrative complexities that create unnecessary costs for providers,
payers, and employers, and to propose collaborative methods for achieving meaningful administrative simplifications that can
reduce these costs. Recognizing that the effectiveness of this initiative depends on broad-based participation from parties
involved in all aspects of the healthcare supply chain, the Workgroup includes representatives from leading physician, group
practice, hospital, health plan, government, and employer organizations.
Because of the multi-stakeholder nature of this initiative, the Workgroup participants find it useful to have a neutral organization
helping to facilitate the Workgroup‟s meetings and between-meeting activities. Having performed a similar function for similar
parties in 2007-2008 in connection with the state‟s uniform claims coding initiative, the Consortium is now convening bi-weekly
meetings of the Administrative Simplification Workgroup as it assists community efforts to find collaborative ways to reduce
needless variation and complexity in healthcare business processes.

Chapter 305 of the Acts of 2008 chartered an End of Life Expert Panel to develop recommendations for improving care at the
end of life for patients in Massachusetts. Craig Schneider of our staff was invited to serve on the Expert Panel based on our
leadership roles in the Care Transitions Forum and on the MOLST project. The report was formally released in January 2011.

MHDC was a charter member of the National Association of Health Data Organizations. Craig Schneider is on the NAHDO
Board of Directors, and serves as Program Committee chair for the annual national NAHDO conference. NAHDO awards the
Elliot M. Stone Award of Excellence in Health Data Leadership, and we serve on the review committee for this award. In 2010
the recipient was Carolyn Clancy, Director of the Agency for Healthcare Quality and Research. Anne Elixhauser of AHRQ
accepted the award on Dr. Clancy‟s behalf.
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This is a multi-stakeholder end-of-life quality improvement project. The Consortium is working with numerous government
agencies and provider organizations to implement MOLST (Medical Orders for Life-Sustaining Treatment), a comprehensive
advanced directive tool that will be in the form of a medical order. This project has received a grant from Commonwealth
Medicine to launch a pilot in the Worcester area. The pilot began implementation in spring 2010, and Commonwealth Medicine
contracted with the Consortium to hold a launch event on February 10, 2010 (see the event summary on p. 8). Craig Schneider
serves on the Steering Committee for the MOLST demonstration.

The State Quality Improvement Initiative contracted with the Consortium to write a Massachusetts Strategic Plan for Care
Transitions. We wrote the Strategic Plan in conjunction with the Executive Office of Health and Human Services and the
Department of Public Health. In 2010 the Strategic Plan was submitted to the SQII and the Health Care Quality and Cost
Council for review, and Craig Schneider gave presentations to the Council‟s Quality Measurement Workgroup, the Massachusetts
Coalition for the Prevention of Medical Errors, the Home Care Alliance, and Health Care For All on the plan. The Care
Transitions Strategic Plan is expected to be a template for the state‟s care transitions efforts during the next several years.

Executive Director Ray Campbell serves as one of Governor Patrick‟s appointees on the Commonwealth of Massachusetts,
Information Technology Advisory Board (ITAB). The ITAB is composed of representatives from every branch of state
government, plus two gubernatorial appointees. The ITAB‟s role is to promote IT harmonization across state government and to
advise the Commonwealth‟s Chief Information Officer on information technology strategy, policy, architecture, and investment.
During 2009, the ITAB devoted much of its time to the Commonwealth‟s ongoing initiative to move from a highly decentralized
IT environment to an integrated enterprise approach to IT investment and operations.

Section 58 of Chapter 288 of the Acts of 2010 created a special commission “to make an investigation and study relative to the
impact of reducing the number of health benefit plans that a health payer may maintain and offer to individuals and employers.”
Executive Director Ray Campbell served on the special commission that met over a four month period and produced a report by
the statutory deadline of December 31, 2010. The report contains the results of the commission‟s investigations and
deliberations on issues surrounding the costs and benefits to stakeholders presented by the availability of a large number and
variety of health benefit plans in Massachusetts, and the potential effects of either mandatory or voluntary reductions in the
number of such plans.

Craig Schneider presented at the national HIMSS conference in Atlanta in February 2010 on the results of the Clinical
Networking Forum‟s site visits to five Massachusetts hospitals, in conjunction with Michael Fraai of Brigham & Women‟s
Hospital. Craig developed and moderated a panel on all-payer claims databases at the 2010 Academy Health conference in
Boston. He served as the keynote speaker at the World Research Group‟s Healthcare Payment Solutions Summit & Expo in
Chicago in July, and spoke at the Kentucky Health Financial Management Association conference in Louisville in July, on the
topic of payment reform efforts in Massachusetts. Craig was invited to be the Session Chair at the World Congress outside
Washington, DC in April. In addition, he was a guest lecturer at the Harvard School of Public Health and the Heller School at
Brandeis, and gave a presentation to the Software Enterprise Special Interest Group at MIT.
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As a result of work facilitated by the Consortium in 2007 and 2008, the Massachusetts hospital and health plan communities
were able to reach consensus on a timetable for eliminating local variations in healthcare claims coding practices, a move that
will save significant administrative time and cost for provider organizations. This agreement was subsequently enshrined in
statute, in Chapter 305 of the Acts of 2008, which also created a Statewide Uniform Coding Advisory Committee within the
Department of Insurance, of which the Consortium is a statutory member. The Statewide Advisory Committee continued its
work in 2010 to implement the timetable and to otherwise promote uniform coding.

Consistent with its mission to educate its members about national developments that affect the fields of healthcare IT and health
information exchange, the Consortium held an ongoing series of presentations this year on issues raised by the passage of the
HITECH Act as part of the American Recovery and Reinvestment Act of 2009. Throughout the course of the year, Executive
Director Ray Campbell gave numerous presentations around the state to hundreds of attendees on the provisions of the HITECH
Act, the evolving definition of meaningful use, and other related topics.

Executive Director Ray Campbell now serves on the Advisory Board for the Massachusetts Advanced Cyber Security Center
(ACSC). The goal for the ACSC is to draw on this state‟s strength in both information security technologies and in many of the
industries that are most threatened by cyber attacks, including defense, health care, energy and financial services, to position
Massachusetts as a national and international leader in this increasingly important domain.










Ray Campbell serves on the Institutional Review Board for the Commonwealth of Massachusetts, Group Insurance
Commission and on the Institutional Review Board for the Commonwealth Connector Authority.
Craig Schneider serves as a judge for the Rx for Excellence Award given by the Massachusetts Medical Law Report, and
for the Patient Safety Recognition Award given by the Betsy Lehman Center for Patient Safety.
Ray Campbell testified before a public hearing of the Commonwealth‟s Health Information Technology Council on the
efforts of the Commonwealth‟s Ad Hoc Work Group on Workforce Development.
Ray Campbell testified before the Massachusetts Legislature‟s Special Committee on National Health Care Reform.
Craig Schneider is a member of MeHI‟s ad hoc Consumer Engagement Workgroup.
Ray Campbell is the co-chair of MeHI‟s ad hoc Workforce Development Workgroup.
Craig Schneider is a member of the STAAR (State Action on Avoidable Readmissions) Steering Committee.

The Commonwealth of Massachusetts is renowned for its world-class healthcare providers and outstanding health plans. A less
well-known aspect of the Massachusetts healthcare community is that these excellent provider and payer organizations are
supplemented by a unique array of non-profit organizations and multi-stakeholder coalitions. Several of these non-profit
organizations and coalitions are involved in health information technology, health information exchange, quality improvement,
and policy development related to these three topics. It is a strength of the Massachusetts healthcare community that there are
so many organizations involved in these efforts, but there may be confusion about these organizations and their specific roles,
responsibilities, and projects. The Consortium compiled a list of these organizations, their role in the context of the
Massachusetts healthcare community, and some current projects that illustrate those roles. The Landscape document may be
found at http://mhdc.memberlodge.org/landscape.
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FORUMS

The healthcare system often places providers in silos – hospitals, physician offices, nursing homes, etc. However, patients move
across the continuum of care. This Forum communicates the progress of multiple demonstration projects across Massachusetts
to improve care transitions, and facilitates coordination among the providers and other stakeholders involved in these projects.
The Care Transitions Forum has been enormously successful, with over 180 people on the distribution list representing over 100
organizations. This group is arguably more representative of the entire healthcare system than any other. We held the
Massachusetts Care Transitions Seminar in April 2008, the Care Transitions Forum reports to the Quality and Safety Committee
of the Health Care Quality and Cost Council, and the Forum was instrumental in developing the Care Transitions Strategic Plan
and in implementing its recommendations.
Co-Chairs: Alice Bonner, Massachusetts Department of Public Health; Paula Griswold, Massachusetts Coalition for the
Prevention of Medical Errors; Craig Schneider, MHDC.

CIOs and other thought leaders from the major health plans, purchasers, and provider systems in Massachusetts gather every
other month to address the key health information issues affecting the state. The CIO Forum often serves as the incubator for
major health information technology initiatives in the Commonwealth. During 2010 the CIO Forum continued to focus upon the
HITECH Act provisions and their effect upon providers and health plans. The CIO Retreat held at the ForeFront Center in
Waltham in May attracted about 50 CIOs to discuss issues such as the evaluation of the Massachusetts eHealth Collaborative
three-community pilot, how to achieve meaningful use and meet patient engagement requirements, MeHI‟s activities, data
exchanges among providers and payers, and administrative simplification and ICD-10/5010.
Co-chairs: John Halamka, MD, CareGroup and Harvard Medical School; Bill Fandrich, Blue Cross and Blue Shield of
Massachusetts.

This Forum involves physician practices that are installing electronic health record systems. The Forum serves as a support
group, as well as a source of practical advice, lessons learned, best practices, and collaborative solutions. Issues that were
discussed this year include: meeting the meaningful use criteria, the services of the Regional Extension Center, the community
health centers‟ quality reporting initiative, patient portals, privacy and security, and sharing of meaningful use project
management tools.
Co-chairs: Ginger Lyons deNeufville, Mount Auburn Cambridge I.P.A.; Craig Schneider, MHDC.

The Consortium established the ICD-10 Forum in early 2010 because of the importance of the implementation of a new and
greatly expanded set of diagnostic codes. ICD-10 and 5010 will affect both IT and all the financial systems in healthcare, and
many of the clinical practices as well. This forum is expected to spend the next several years assisting healthcare organizations
with ICD-10 and 5010 implementation issues.
Chair: Michele Alexanian, Director of Finance and Administration, MHDC.

The mobile health (mHealth) Forum was established in late 2010. Our kick-off event was sold out two weeks in advance, and
featured presentations from Tom Arneman of Ceiba Solutions, Dan Feinberg of the Northeastern University Health Informatics
Program, and Ray Campbell. We will continue to hold mHealth Forum programs throughout 2011.
Chair: Ray Campbell, MHDC.
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In our Waltham headquarters we host the monthly Friday Innovator Spotlight series that allows our members to
showcase their expertise and offerings of interest to Consortium members and non-members alike. Throughout the
year, as technology and data issues emerge and evolve, the Consortium moves swiftly to develop timely programs to
help its members share information and identify opportunities for collaboration.
We also offer presentation opportunities to our members with expertise in the fields of health data use and
information exchange in helping to improve quality of care and reduce costs.
Presented in 2010












athenahealth: Attributes of High Performing Physician Office
Ingenix: Sustainable Health Information Exchange that Promotes Patient-Centered Care
Platform Solutions: Reducing Data Center Costs & Increasing Efficiencies with Green Strategies
Dimensional Insight: Using Business Intelligence to Bridge Critical Information Gaps in Healthcare
Arcadia Solutions: Managing Quality and Outcomes: Using Foundational Technology and Data to Drive
Real Improvement
GE Healthcare: Connecting the Healthcare Ecosystem
Verizon Wireless: Empowers the Delivery of Remote Healthcare Management
Edwards Angell Palmer & Dodge: Dealing with Data Breaches: Legal, Practical and Financial Issues
MedVentive: Risk in Healthcare is Shifting – Are You Prepared?
CRICO/RMF: Using Malpractice Data to Raise Risk Intelligence
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DATA PRODUCTS
REPORTS THAT MEET YOUR NEEDS:
Custom Reports and Data Extracts: We will work with you to define your
requirements. Reports and Extracts are provided in your choice of formats,
including PDF, Excel, and Plain text.
Standard Reports from the Inpatient database include: Patient Origin
by Town and Hospital, Patient Origin Market Share, Market Share by
Subspecialty, Three Year Market Trend by Subspecialty, Post Acute Care
Report, and Community Use Rate Report. Reports are provided in
searchable, password-protected PDF format via e-mail or on CD.

DATABASES AVAILABLE:*
Inpatient Database: Almost 1 million
discharges from all 73 Massachusetts
acute care hospitals. Database
available back to 1990.
Emergency Department Database:
Over 2.5 million visits and over 12
million patient services from 70
facilities. Database available back to
2000.
Physician Licensure Database: This
file details over 36,000 licensed
physicians in Massachusetts by
specialty and hospital affiliations.
Data available back to 1988.

ORGANIZATIONS THAT BENEFIT
FROM MHDC DATA PRODUCTS:


Health data organizations



Consultants



Hospitals



Market analysts



Clinicians



Researchers



Post-acute care facilities



Physician group practices



Hospices



Home health agencies



Integrated delivery systems



Government agencies



Congressional and legislative staff

*

Purchasers of our patient databases are
required to sign a Data Use Agreement to
ensure that the data is handled appropriately
within the regulatory framework of HIPAA.
MEMBERS RECEIVE SIGNIFICANT
DISCOUNTS ON MHDC DATA PRODUCTS
In 2010 the Consortium had a record year
for data products sales. Providers, health
plans, consultants, and vendors are
purchasing health data from us, so don‟t miss
out on learning what your competitors know
about the Massachusetts healthcare system.
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INVESTING IN INFORMATION AWARDS
2010

Marylou Buyse, MD
James Conway
Samuel O. Thier, MD

2009

Lawrence Garber, MD
Eugenia Marcus, MD, FAAP
Todd Rothenhaus, MD, FACEP
Rick Shoup, PhD

2008

Meg Aranow
Louis I. Freedman
Mitchell L. Adams
David S. Rosenthal, MD

2007

Leon Goldman, MD
David Szabo, JD
The Massachusetts e-Health Collaborative

2006

Lawrence K. Gottlieb, MD
Larry Nathanson, MD
James Feldman, MD
Joseph Bergen, DO

2005

Carl Ascenzo
T. Louis Gutierrez
Community Catalyst

2004

Kenneth Mandl, MD
Thomas Sullivan, MD
Dolores L. Mitchell

2003

John D. Halamka, MD, MS
John P. Glaser, PhD
Stephen Burns

2002

Mary Beckman
Paul F. Levy
Dean Joseph B. Martin, MD, PhD
William D. O‟Leary

2001

Senator Richard T. Moore

2000

Lucian L. Leape, MD
Albert G. Mulley, Jr., MD

1999

Bell Atlantic
Massachusetts Health Quality Partners

1998

MA Division of Health Care Finance & Policy
Massachusetts Department of Public Health
Analog Devices

1997

Advisory Comm. on Public Disclosure of Physician Information
MA Board of Registration in Medicine
Massachusetts Medical Society
MA Office of Consumer Affairs and Business Regulation

1996

Digital Equipment Corporation
Group Insurance Commission
Massachusetts Health Purchaser Group
Millipore Corporation
New England HEDIS Coalition
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MEMBERSHIP CATEGORIES AND BENEFITS
The Consortium is a member-driven organization. Any individual, healthcare provider, payer, association,
government organization, consultant, or information technology company may join the Consortium.
We take our strength from diverse member involvement, and believe that member participation leads to the most
positive and mutually beneficial experience for all.









Your voice will be heard in the collaborative process
You will gain access to the Consortium‟s many programs and services
You will help shape policy for the health information infrastructure
You will participate in projects with peers, potential business clients and partners
You will receive reduced admission to conferences
You will receive complimentary admission to Innovator Spotlights, Data Managers Forums and Internet
Professionals Forums
You will receive discounts on Consortium data products and customized reports






Healthcare
Vendor (Partner, Executive and Supporting)
Academic
Individual

To discuss becoming a member of the Consortium, please
Contact Arleen Coletti, our Director of Member & Exhibiting Services
781-419-7815 or acoletti@mahealthdata.org
Membership information can also be found here: http://mhdc.memberlodge.org/membership

WELCOME TO OUR NEW ORGANIZATIONAL MEMBERS:
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ELLIOT M. STONE MEMORIAL FUND
GRADUATE STUDENT INTERN PROJECT
Elliot M. Stone led the Massachusetts Health Data Consortium from its inception in 1978 until his untimely passing in April
2005. Elliot was a true visionary and leader in the Massachusetts healthcare community and in the effort to enhance
technology and improve quality of care.
To honor his memory, the MHDC Board of Directors established a Memorial Fund. This Memorial Fund is designated to
support the work of promising graduate students doing research on the uses of health information. If you would like to
contribute, please go to http://mhdc.memberlodge.org/emsinfo.
Specifically, the Memorial Fund supports an annual precepted internship for a graduate-level student in a health systemsrelated degree program. The internship will generate a project report, analysis, or publishable paper on a topic demonstrating
the use of health data or health information technology for the improvement of the health care system, health care delivery, or
health status of communities.

Nakhle Tarazi, MD, 2010-11
Nakhle Tarazi, MD is studying for a Master of Science degree in Health Informatics at Northeastern University. His project is
designed to study the impact of electronic health record (EHR) systems on patients, via conducting interviews with patients to learn
about their experience of care. Dr. Tarazi is an Obstetrician/Gynecologist in the Caritas Christi Healthcare system, and until
recently was chief of the OB/GYN Department at Caritas Norwood Hospital. He received his Doctor of Medicine degree and
Bachelor‟s degree from the American University of Beirut, and began practicing in the US in the late 1980s.
Sean Lunde, 2009-10
Sean Lunde completed an MBA/MPH program at the Boston University Graduate School of Management. Sean conducted a
qualitative study of the factors that contribute to the success or failure of EHR implementation. Sean served as a medic and
emergency care sergeant in Iraq from 2001-05, and led the adoption of an IT-based medical logistics system. He was selected as the
only Europe-based soldier to represent the Army at the 2004 Presidential Inauguration. He was a researcher and policy analyst at
the William Joiner Center and the Massachusetts Department of Veterans‟ Services. Sean has a Bachelor‟s degree in Psychology
from UMass-Boston.
Natasha Khouri, 2008-09
Natasha Khouri finished her Masters of Science in Health Policy program at the Harvard School of Public Health. Natasha's project
was on the topic of health disparities, examining the implementation of the new race and ethnicity reporting requirements for
hospitals in Massachusetts. The methodology was a survey of the hospitals to determine how they are implementing these
regulations, how they impact providers, and how the accuracy of the data is ensured. Natasha's undergraduate degree was an A.B.
in History and African Studies at Duke, and she subsequently did an intensive Spanish language study in Guatemala.
Jaffy Phillips, 2008-09
Jaffy Phillips completed her Masters in Public Health degree at the BU School of Public Health. Jaffy's project looked at the barriers
to interoperability for behavioral health services. The study researched the use of EHRs in behavioral health through literature
review and interviews with subject matter experts in the field, and addressed implementation and adoption of health IT among
behavioral health providers. Jaffy's undergraduate degree is a B.A. in Cultural Anthropology from Amherst College (including
junior year abroad in Kenya), and she has an M.A. in Somatic Psychology from Naropa University in Boulder, CO.
Neel Shah, MD, 2007-08
Neel Shah, MD was the first Elliot M. Stone Intern selected for the program. He completed a Master of Public Policy degree at the
Harvard Kennedy School of Government, as well as a Doctor of Medicine degree at Brown University. Neel worked on the Health
Information Privacy and Security Collaboration project, contributed to the reports that were produced during the September 2007 June 2008 period, and co-authored a paper entitled “Can We Resolve the HIT Privacy Conundrum? The Massachusetts
Experience.” Neel‟s has a B.S. in Neuroscience from Brown. Neel has subsequently created a non-profit organization known as
Costs of Care.
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MASSACHUSETTS HEALTH DATA CONSORTIUM
As of 12.31.2010
MEMBERS

Institutional/Board Members







Abt Associates Inc.
Blue Cross Blue Shield of
Massachusetts
Board of Registration in Medicine/
Commonwealth of MA
Edward Angell Palmer & Dodge, LLP
Group Insurance Commission
Health Care For All

Information Technology
Division/Commonwealth of MA
Massachusetts Association of Health
Plans
Massachusetts Behavioral Health
Partnership
Massachusetts Department of Public
Health






Massachusetts Hospital Association
Massachusetts League of Community Health
Centers
Massachusetts Medical Society
Masspro
MIT Medical Department
Philips Medical Systems
Wellpoint Health Network/Unicare









Healthcare Members















Atrius Health
Baystate Health
Beacon Health Strategies
Berkshire Health Systems
Blue Cross Blue Shield of Massachusetts
BMC HealthNet Plan
Boston Healthcare for the Homeless
Boston Medical Center
Boston Public Health Commission
Cambridge Health Alliance
CareGroup Healthcare System
Caritas Christi Healthcare System
Children's Hospital Boston
CRICO/ Risk Management Foundation















Dimock Center
East Boston Neighborhood Health
Center
Emerson Hospital
Fallon Clinic
Group Insurance Commission
Harvard Pilgrim Health Care
Harvard University Health Services
Health New England
Hebrew Senior Life
Lahey Clinic
Massachusetts eHealth Collaborative
Massachusetts Eye and Ear Infirmary
Massachusetts Medical Society

Partner Members


















MIT Medical Department
Morton Hospital
Mount Auburn Cambridge IPA
Neighborhood Health Plan
Network Health
Northern Berkshire Health System
Partners HealthCare System, Inc.
Radius Hospital
South Shore Hospital
Tufts Health Plan
Tufts Medical Center
VA Healthcare System
Winchester Hospital

Executive Members





AstraZeneca
Computer Sciences Corporation(CSC)
InterSystems Corporation

Arcadia Solutions
Cisco Systems
GE Healthcare
Platform Solutions

Academic Members






Community Health Charities of MA
Data Interchange Standards Association
eHealth Initiative
Institute for Healthcare Improvement
MA Chapter of American Academy of Pediatrics






MA Coalition for the Prevention of
Medical Errors
MA Health Council
MA Health Information Mgmt
Association
MA Public Health Association







MA Senior Care Association
MA Technology Collaborative
MITX
NAHDO
NE Employee Benefit Council

Supporting Members












ACS, a Xerox Company
athenahealth
CareFusion
Citrix Systems
Concordant
Covisia Solutions
Daymark Solutions
Dell Services
Dimensional Insight
Emdeon
HealthDialog













HealthNET Systems
Ingenix
McDermott, Will & Emery
McKesson
MedAssurant
MEDITECH
MedVentive
Mintz, Levin, Cohn, Ferris, Glovsky & Popeo, PC
Navinet
New England Quality Care Alliance
Origin Healthcare Solutions
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PA Consulting
ProMutual Group
Pulse Systems
Thomson Healthcare
UpToDate
Vecna Technologies
Verisk HealthCare
Verizon Wireless
Voltage Security
Wyse Technology
Zix Corporation

MASSACHUSETTS HEALTH DATA CONSORTIUM
2010 BOARD OF DIRECTORS
Ted Blizzard
Vice President, Information Technology
Massachusetts Medical Society

Gerald O'Keefe, JD
Director, Center for Health Information, Statistics, Research &
Evaluation
Massachusetts Department of Public Health

Claudia Boldman
Chief Planning & Strategy Officer
Information Technology Division, Commonwealth of MA

Stancel Riley, MD
Executive Director
Massachusetts Board of Registration in Medicine

Ray Campbell
CEO and Executive Director
Massachusetts Health Data Consortium

Amy Whitcomb Slemmer, Esq.
Executive Director
Health Care For All

Steven Fox
Vice President, Provider Network Management
Blue Cross Blue Shield of Massachusetts

David Smith
Senior Director, Health Data Analysis & Research
Massachusetts Hospital Association

Chris Gabrieli
Chairman of the Board
Massachusetts Health Data Consortium

Robert Sorrenti, MD
Corporate Medical Director
Wellpoint/UNICARE

Shelagh Joyce
CIO
MIT Medical Department

John Straus, MD
VP of Medical Affairs
Massachusetts Behavioral Health Partnership

Kija Kim
President
Clark Hill Partners, LLC

David Szabo, JD
Partner
Edward Angell Palmer & Dodge, LLP

Eric Linzer, Esq.
Director of Communications & Public Affairs
Massachusetts Association of Health Plans

Gordon Vineyard, MD
ex officio MHDC

Keith Maxwell, MA, MS
Technical Services Director
Massachusetts League of Community Health Centers

Deborah Klein Walker, EdD
Principal
Abt Associates, Inc.

Dolores Mitchell
Executive Director
Group Insurance Commission

Dale Wiggins
VP & CTO, Healthcare Informatics
Philips Healthcare

Laura Moore
President and CEO
Masspro

37

MASSACHUSETTS HEALTH DATA CONSORTIUM
STAFF
Ray Campbell
CEO and Executive Director
Michele Alexanian, MBA
Director of Finance & Administration
Arleen Coletti
Director of Member & Exhibiting Services
Brian Kelley
IT Manager
Stacy McKenna
Office Manager
Craig Schneider, PhD
Director of Healthcare Policy
To contact us:
(781) 419-7800 or info@mahealthdata.org

www.mahealthdata.org
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…convening
…conversation
…collaboration
460 Totten Pond Road
Suite 690
Waltham, MA 02451
781.419.7800
www.mahealthdata.org
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MHDC serves the public interest by promoting collaborative approaches to health information technology and health
data issues that help counteract the system's tendency towards fragmentation and silos. The Consortium promotes
collaboration through knowledge exchange, peer-based education, and social capital development.

