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To:  

NCHICA Technical & Operations Committee

From:  

Ron Mitchell, Mary Jo Nimmo (invited), Richard Franck

Date: 

March 12, 2009

Subject:
Suggested Work Plan for the Committee
Following is a suggested work plan approach taking into account the feedback from the document posted on the Google groups site, and also the Committee’s charge and desire to make meaningful progress relatively quickly, while still maintaining the ability for open participation.  

We suggest taking the components of the three deliverables proposed (a Technical Architecture document, an Operations Plan, and a Technical Outreach Plan), and divide the work by functional areas, which will likely span across those three documents.  The functional areas identified are:

1. Overall Architecture 
2. Patient Identification

3. Storage and Access of Clinical Data

4. User Identification and Access Rights

5. Clinical Data Content

Our approach will be to ask for volunteers for each of those five groups to draft a White Paper identifying the key design choices facing North Carolina HIE initiatives related to their subject area.  Each White Paper should document the issues and the alternatives, and describe a recommend approach for each design choice.  Obviously, there will be some overlap so two or more groups may have to convene jointly on occasion.  A high-level suggested process for this work:
1. Each group drafts a White Paper identifying design choices and recommendations.  April 30 deadline for first drafts.
2. The Technical & Operations Committee reviews all five White Papers in a series of meetings, and suggests revisions.  Review during May.
3. After revisions have been made, the Technical & Operations committee approves the recommendations in all five White Papers.

4. The Committee decides whether to recombine the recommendations into a different form (for example, the three documents previously identified)
5.  The Committee presents them to the NC HIE Council for approval.

Each group should consider the impact of national standards, existing practice, certification requirements, and the NHIN as they develop their issues and recommendations:

1. Are there widely accepted national standards and practices that would inform the answers to the questions?

2. Are there a number of successful HIEs in existence that have developed a consensus regarding the answers to certain questions?

3. Can we anticipate the areas in which the Secretary HHS will dictate standards by the end of 2009 that NC can leverage or may conflict with or override our decisions?

4. How were these questions addressed in the NHIN prototypes developed and specifically in the NC participation?
The following sections identify some of the questions and issues that each of the five groups should address.  These are largely taken from the document posted and edited on the Google Group by the Technical and Operations Committee.
Overall Architecture

1. Should there be a statewide NC HIE with subordinate regional HIEs?
2. What technical value and benefits are added by utilizing a state-level HIE and subsequent hierarchical architecture?
3.  If there is a state-level HIE what level of exclusivity or prohibitions for regional HIEs from directly communicating with other state-level or non-NC, non-state HIEs (e.g. SSA, DoD, a regional HIE in SC)?

4. What are the responsibilities of the NC HIE; which capabilities should be the domain of regional HIEs?
5. Under what conditions should the NC HIE search for an individual or their records outside the state via the NHIN?

6. Should the NC HIE provide connections to certain state or nationwide entities that can be leveraged by regional HIEs?  Such as RxHub/SureScripts, LabCorp.
7. What level of “push” or event driven origination will be supported?

8. How does the overall architecture interact with patient-centered HIE (Google Health, MS Healthvault, Medical Banking, etc.)?  Through the NHIN or otherwise?

Patient Identification

1. Is there an existing identifier that could serve as the NC statewide patient ID?
2. Do regional HIEs register all of their patient IDs with the NC HIE, or does the NC HIE only learn about patient IDs when a regional HIE issues a statewide search?

3. What personal and demographic attributes must be included on patient searches?

4. Is it acceptable for a patient demographic search to return more than one potential match?  (Or stated negatively, under what conditions is it unacceptable for a patient search to return more than one match?  Does the answer depend on who the requester is or what their purpose for asking is?)

5. What certainty level should an HIE have before returning a potential patient match based on demographic attributes?

6. When a regional HIE receives a “matched” patient ID from another regional HIE, should it retain that linkage between patient IDs indefinitely?
a. Retaining the linkage indefinitely implies a need for updates, merges, and unmerges to be communicated between regional HIEs.

b. Retaining the linkage only for a short period of time (for example, 1 week, or perhaps the length of a healthcare encounter) implies that the search for patient IDs must be repeated after the linkage has expired.

7. What are the requirements for an individual to be identity-proofed before being allowed to access their own clinical information?

Storage and Access of Clinical Data

1. How and when do regional HIEs query for clinical data in the NC HIE or in other regional HIEs?
2. How and when do regional HIEs who do not store their data as Clinical Documents convert their information to document format for exchange with other HIEs?
3. Under what conditions should a regional HIE notify another HIE that new clinical data is available?  What form should that notification take?  
4. Should a notification of new data being available include the clinical data?  Address this question in the context of audit records of disclosures of information.
5. To what extent should individual users (patients or clinicians) be able to request to be notified when clinical data meeting certain criteria is available?  Is this a publish or “push” activity? (Or, alternatively, should all notification of the existence of new clinical data be driven by certain rules set by the HIE, such as “notify the patient’s primary care physician when a hospital discharge is received”?)

User Identification and Access Rights

1. Do regional HIEs need to have knowledge of users from other HIEs, or is it sufficient for an HIE to assert the identity and role and/or credentials of a requester and have that assertion honored based on a trust relationship between the HIEs?
2. Is it necessary to be able to search for a user (healthcare provider) in another HIE?

3. What are the requirements for a clinical user to be identity-proofed before being given access to the NC HIE (and through it, other regional HIEs)?

4. What attributes may access consent permissions be applied against?  Examples:

a. Clinical Document type

b. Date of Service

c. Requester User ID

d. Requester role 

e. Purpose of the request

f. Time of the request

5. Should there be a mechanism for an HIE to inform other HIEs about a patient’s access consent permissions?

6. Should a regional HIE be required to enforce a patient’s access consent permission that was created in another HIE?  How are conflicting access consent directives handled?
7. What user actions must be audited?
Clinical Data Content

1. What clinical data must a regional HIE make available to participate in the NC HIE?
2. What clinical data should a regional HIE make available when participating in the NC HIE?

3. What document format standards should be used in the NC HIE?

4. What standardized coded vocabularies should be recommended/required for use on the NC HIE?

5. Should the NC HIE provide services to validate and map non-standard coded vocabularies?
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