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I'll Share if You Share - Clinical Information
This is VeHU session 143, I'll Share if You Share, focusing on exchange of information between VA and DoD.  The session is being broadcast via Live Meeting, so they've asked us to have you put any questions on cards so that we can read them and respond to them.  I'm Paul Nichol, I'm the national director for medical informatics for Patient Care Services, and the associate chief of staff for Clinical Information Management and the VA Puget Sound Healthcare System.  Joining me on the podium is Dick Rickard, who is the project manager for the CHDR and Remote Data Interoperability Project, and Greg Donham, who is the interagency program manager for the BHIE and FHIE programs.
Before we go any farther, I'm just kind of interested.  How many of you are at sites that have a VA/DoD Clinical Sharing Program in place?  Okay, so quite a few of you.  And how many of you are at Polytrauma sites or TBI sites where you're getting veterans?  Good.  Well I hope this information is useful to you.  Our goal is to sort of go over the past and current state of data exchange between VA and DoD, be sure you know how to get access to that information, and to talk about sort of future developments.  So this is sort of the overview of the session.  And just to give you a little bit about my background and how I got involved with this, VA Puget Sound for many years has had a strong clinical sharing arrangement with the Madigan Army Medical Center.  We have a division at American Lake, which is actually on the grounds of Fort Lewis, about five miles or less from the Madigan Army Medical Center, and about 45 miles from the Seattle Medical Center, where we have tertiary services.  Forty-five miles in Seattle is more than 45 minutes away quite frequently, so there's a really strong need for us to have a close sharing agreement, and a couple of years ago we actually changed so that we have 15 inpatient beds at the Madigan Army Medical Center.  Because we've had this clinical sharing arrangement for a long time, we're sort of aware of the evolution of sharing information between VA and DoD, and a lot of the initial was phone, fax, and paper exchange, and it was pretty uniformly marginal in terms of how acceptable it was.  When we moved to CPRS and were doing everything electronically, we made a number of enhancements to our record and we scanned and did copy/paste and other ways of getting information into CPRS.  Both Madigan and Puget Sound developed remote access, and so we evolved to give users at Madigan access to our CPRS system, and vice versa, so that at least they could look things up.  And then we did a number of things within CPRS, record flags, a patient list, progress notes, discharge summary, all of which were kind of kludge way of exchanging data, required a lot of maintenance on the part of individuals, and frequently weren't kept up.  So none of those were really a completely acceptable way of exchanging information.  There is a joint Electronic Health Record Interoperability plan.  How many of you have heard of JEHRI  A number of you.  I have to admit that I'm sure JEHRI had been around for many years before I realized that that plan was actually in place, but it was developed collaboratively by VA and DoD and approved by OMB, and gives a road map to have VA/DoD interoperability, and really two phases to the JEHRI plan.  The first phase is one-way electronic data exchange, and the second phase is bidirectional and computable data exchange, and we're going to talk about where we are in that continuum.  I think most of you would agree with these goals of sharing clinically relevant information, adopting common standards for architecture security, communications data, technology and software.  So I've learned that adopting anything standardized is a challenge, even within VHA as well as between VA and DoD.  The JEHRI plan also offers the opportunity of joint procurements, and looking for opportunities for sharing existing systems and technology.  And then developing interoperable health records and data repositories.
At this point there are three sort of major phases in terms of interoperability initiatives.  FHIE is the one-way exchange of text data.  FHIE has text data on service members who have separated from the service, and it contains their pre-separation information.  So if somebody has been out of the service for two or three years, FHIE does not contain that information.  It contains what they had prior to separation.  BHIE is a bidirectional real-time exchange of text data, so data flows both directions and it's real-time, and is user interpretable but not necessarily computable.  And then the CHDR initiative is bidirectional, real-time exchange of computable data.  So we're moving through those three phases.  FHIE really completes phase one of JEHRI in terms of offering unidirectional exchange of information.  It's fifth anniversary is on Memorial Day and again this is the one-way transmission of information from the Legacy system.  And you can see kind of how often it's used.  17,000 uses of the data each week, containing information on 3.7 million unique patients, so there's a lot of information there.  Remember, FHIE contains information up to the point of discharge.  There's a lot of information in it that's useful, particularly both for clinicians as well as for processing disability changes, and it was recognized in 2005 with a intergovernmental solutions finalist.  Recently FHIE has also been used to capture information on the pre- and post-deployment health assessments.  How many of you are familiar with those documents?  As you may be aware, DoD has multiple information systems, and the system that's used to capture the pre- and post-deployment health assessments and the post-deployment health reassessment is separate from some of their other Clinical Information Systems.  So it was easier to have this information go into the FHIE repository, so it's a reuse of that existing framework to capture this information.  I think that's important because really the three stages there that I showed earlier, it's not an evolution from one replacing the other.  The three actually coexist and I think will be complementary to each other for a long time.  So these pre- and post-deployment health assessments have been available in the VA since December 2006, and I know that we have a post-deployment clinic that goes to those documents to find out information about the patients that otherwise wasn't available to them.
The Bidirectional Health Information Exchange, the goals are very similar to I think what you would see from the JEHRI project, but it's really providing on-demand electronic health information to assist in patient care as well as the compensation process, really to provide a real-time at the point of care when the patient is being seen.  Creating an environment for storing very sensitive information, so BHIE team has done a lot to be sure that their databases are pretty bulletproof and meet all the standards for data security.  And again, using a patient-focused information technology that's familiar to VA and DoD users, so the information that is displayed in BHIE for VA users is available either through remote data views or through VistAWeb, and I'll show that in a little bit.  In DoD it's currently available through an application called SHARE, and that application is being integrated with their electronic record AHLTA.  So BHIE brings real-time bidirectional current medical information, it supports the care of shared patients at our site, so it's really important for patients that go back and forth in a sharing agreement, and it has bidirectional display of patient identification, you know that you're matching the patient, outpatient pharmacy information, allergy data, laboratory results including microbiology results and pathology reports, radiology text reports, and discharge summaries.  And there's a little asterisk after discharge summaries, which I'll explain in a minute.  But not all military treatment facilities are contributing discharge summaries to the framework at this point, but that's rapidly changing and more and more are coming online all the time.  So this was initially implemented in October 2004, it's operational at all VA sites, and most DoD sites worldwide at this point.  We've been working with BHIE to explore additional domains of data that can be available, and again this was recognized with the Excellenc.gov award  in 2006.  

So just a quick look at the framework.  In the center we have the framework which really links the VA and the DoD together, it matches the patient, finds where they are, includes the security and allows the transmission of queries to go back and forth.  On the VA side we have our Master Patient Index, the VistA hosts, and the local medical centers.  And out here is the user, the CPRS.  On the DoD side a number of different information systems, but again they contribute to the server and back to the framework, so we have Military Health Service Data Repository and a DoD web server.  The clinical information system or Essentris is the system in which the discharge summaries are currently coming from.  So the reason there's an asterisk after discharge summaries is not all sites were contributing them.  On this map the purple circles are where BHIE is operational, but the BHIE CIS or Essentris sites, the orange sites, are the ones that are contributing discharge summaries.  Now this map has to be updated pretty regularly because DoD is working very hard to bring more and more sites online with their Essentris application.  But you can see the number of sites and there's access to over 2.2 million correlated patients.  Are many of you from sites on the map here?  Okay.
For those of you in VA who don't know what NCA means, that stands for the National Capital Area, and for us in VA that means the National Naval Hospital in Bethesda and the Walter Reed Army Medical Center, from which we are getting a number of patients, and in the National Capital Area you can get discharge summaries and emergency department notes from those two locations.
I like this schematic, it's a little easier for me to deal with.  Basically over here you have a VA facility or DoD facility requesting information, makes an inquiry to an index of where patients have records, it goes out to those military treatment facilities that have BHIE, it goes out to the VA facilities, and it goes out to the FHIE repository.  And then brings it back into a temporary aggregate of the clinical record and returns it back to the user.  It's important that this is a temporary aggregate, so a lot of this is done real-time.  Only the FHIE repository is a real data store, the others are done real-time, temporary cache, which is then not kept.
So as I mentioned, the information available right now, outpatient medicines, allergies, chemistry, hematology, micro and path, pre and post deployment assessments, discharge summaries, and then there are a number of data types in the works and we've gone out to the polytrauma centers and tried to communicate with others out in the field, saying what additional information do you need.  I'd be interested in when we have the question and answer session talking with you all about what kind of additional data types you would find useful.  Obviously the reason we went to polytrauma and TBI is we're trying to give priority to support returning veterans and help to deal with some of the serious problems that they may have.  We're looking at adding progress notes and consultation reports, adding some inpatient medications, problem list, and then imaging is really a separate topic, and there are other projects working on the exchange of images, both in radiology and some of you may be getting large pdf's on your patients through VistA Imaging.  So I just want to take a minute to go over how you view remote data.  Again in the VA that's CPRS remote data views and VistAWeb.  CPRS-R, I'm not really sure where CPSR-R is anymore, but sort of the next generation of our records, and then within DoD there's Share and AHLTA.  So most of you are familiar with remote data views, DoD just shows up as an item under remote data views when you're on the reports tab, there is a listing of available reports from the Department of Defense, and you can scroll down here and select the report.  I find it useful to know that if you leave this little window open it will tell you that, it initializes that it's searching, and then it will tell you when it's done.  Sometimes it's kind of a mystery if it doesn't come back right away, you have to wait.  But you can check to there to see the status as to whether it's working on it or not.  

And again, this is just an example of a screen shot with medications.  This is arrayed pretty much by facility.  You can sort on any of the titles up here, it's just standard remote data views.  Here's an example of a radiology report, just a chest x-ray.
VistAWeb, how many of you use VistAWeb instead of remote data views?  It's important that at least the current version of VistAWeb has all the information except for discharge summaries, and so if you're looking specifically for a discharge summary from a site, right now you have to use remote data views.  The VistAWeb team is aware of that, there's a new version of VistAWeb coming out and it will allow you to view discharge summaries.  Again, this is a browser based application that you launch in the Tools menu, and it presents the data a little bit differently in terms of what the screen looks like, but again you can sort the columns by the headers and view pretty much the same information.  And that's just a list of chest x-rays.
The SHARE application again is a browser based application, and it allows you to look at the same kinds of data.  One of the differences between the SHARE application and the capabilities that we have in VA is that SHARE presents the VA data and DoD data separately in different windows.  You have to select I want to look at VA data, I want to look at DoD data, whereas the VHA applications mix the two, as you can see.  A lot of that is kind of provider preference in terms of what you want, and it's one of the things we're interested in, I'll go into that in a minute.  Here's an array of the lab work as it's shown in the SHARE.  And here is an example of almost the cover sheet type of set-up for SHARE.  Personally I kind of like this, this is a little bit different from remote data views or VistAWeb, when this comes up you can look at the encounters, laboratory admissions, problem list, and obviously these are underlined, you can click on any of those and open them up.  This is sort of a snapshot view of sort of the recent activity, which I personally find useful.  We don't really have that in the applications that we're using in the VA at this point.  So different applications and different approaches.
Partly because of that we have a VA/DoD IT sharing demonstration project in Puget Sound.  This was authorized in 2003 and has three major components.  The exchange of data, implementation guides that clarify how the agreed upon standards are to be applied to the exchange of data, and then an effort to say is there a better way to look at data, so we're trying to gather some user interface requirements.  There are a couple of other projects that you may be aware of, the lab data exchange and credentialing and privileging project that are also under the NDAA umbrella.  Our objective, again, we're a sharing site, we've been trying to do this before there were computers basically to make it available and now have it readily accessible electronically to clinicians at both sites, so we're really focusing on the Electronic Exchange of Information in this case.
When we started this in 2003 there were a number of limitations of the current status, didn't have the array of document types that are currently available.  There was a concern that we had limited encounter information, we had incomplete medications, didn't have a problem list, didn't have a provider contact information, and the user interface was somewhat limited.  Many of these have been addressed, and many of these are kind of on the to do list to work on further, but those are just some of the things that we were looking at.  The technical documentation piece really focused on putting together an HL7 CDA implementation guide.  Are most of you familiar with the clinical document architecture standards from HL7?  There is a consolidated health initiative in which VA, DoD, and other governmental agencies have agreed upon the standards by which they're going to exchange information.  The HL7 CDA defines the format, provides the tags and the identifiers to exchange information between sites.  The reason it's important is that if you don't have standards you agree on, you really can't exchange much more than text blobs, and even that can be a challenge.  So the release 1 and the release 2 standards offered different kinds of capabilities.  The R2 allows you to be more specific in the kinds of information that you can break a document down into, and we completed operational system and technical views along with the implementation guide.  That's been offered up through the channels within VA and DoD, and has been accepted by both for use in future activities.
So just to comment a little bit more on the R2 Implementation Guide, again, it was written with other Military Health Service and VA implementations in mind, it's going to be used with the Essentris to BHIE interface, and again, we hope that the exchange of information between VA and DoD is just a starting point.  Eventually we're going to want to exchange information with the private hospital in town, and with other healthcare providers that are non-federal, or other federal healthcare providers.  This is the agreed upon standard, so it wasn't easy to do this, but by doing this we've done a lot of the hard work and it should make it easier as we go to exchange information with other systems.  I'm not going to belabor this but this is something of what the header looks like and the information, and a lot of granularity in terms of what can be pulled out.  If you're familiar with the TIU documents that you look at, basically come across as text blobs, so you can't identify is there a history of the present illness, or is there a chief complaint, or what's the vital signs.  It's all text.  And so by doing it in an HL7 CDA R2 format, those data elements can actually be pulled out with more granularity.  

The other part of our local project is the information exchange technology, and we were strongly encouraged to work on this at the enterprise level so that anything we did could be leveraged across the system.  So we worked very, very closely with the BHIE team and had a lot of give and take and communication back and forth about the capabilities of the framework, the priorities that they had, we did a lot of testing as they pulled information across to be sure whether it was in the right format.  It wasn't always the first time, there were some things we had to modify.  But as I said, there are a number of phases here, and we're at the point now where we're the inpatient discharge summaries, and now we're looking at the outpatient notes.  The GDNii is a note type that's developed at Madigan, and we're using that as a proof of concept, but eventually we'll be able to pull information from the other systems into the framework, and then make it available anywhere in the VA.
The part that's really near and dear to me is kind of the user interface requirements, and one of the issues that was raised is there are a lot of different ways to look at information.  Much of what we do in VA right now is an electronic representation of a paper record, and so we're interested in asking are there other ways that we can do this, what's good and bad about our existing systems.  And so the user interface part of this project, we spent a lot of time talking to our providers, both in VA and DoD, that use this information all the time, and we did surveys, we had structured questions where we'd go back every other week and say how are we doing in this area.  A heuristic evaluation is a way of looking at the applications that are available at the present time to say what's good and bad about them, how do they work, sort of descriptive and also there are a variety of principles in interface design and we examine to see how well did we adhere to those and where did we sort of fall down.  Use cases and stories are ways of trying to communicate to programmers and developers what the application they're working on needs to do.  There's been a lot of discussion, I'm sure you've heard, that clinicians and the technical programmers don't always speak the same language, they can have a very animated, friendly discussion for an hour, they both leave thinking that they have a clear idea of what happened and both have completely different ideas of what the outcome was.  So use cases are a way of describing a clinical scenario, highlighting the points in the scenario where the technology is applied, and help to serve as a discussion point so that people have the same understanding.  The user personae that we developed is a similar, describes a typical user as a provider, a nurse, or others, again to try to help develop or understand who their audience is.  And then we did a number of scenario-based diagnostic tests where you sat people down in front of a computer and had them go through using the applications and using some sort of prototype screen shot applications that we put together, to get their feedback with a more formal usability type of task.  

What we found is that there are a lot of different locations for information, this is one of our early charts that show where the information resided, and again we had to look in terms of DoD, there were a lot of different sources.
And this is a list of the identified needs for data.  There was a pretty good congruence with a lot of things in terms of progress notes, medications, discharge summaries, consult reports, laboratory data, a lot of those are the things that we have focused on early in the project with BHIE and currently make available.  We're also looking at different ways of doing things and this is an interface that was developed by a VA physician that we're trying to look at, so you saw remote data views, you saw VistAWeb and SHARE, and this is another application, takes a slightly different approach, pulls information in from a lot of different sites, doesn't necessarily think you care where it comes from, so if you want to know, if this is a live application, if you hover over any of these values it would tell you where it came from and what the reference range was for that test.  But the first screen is just a spreadsheet type of presentation, and again the physician who did this felt that you would want the most recent test first, gives you the last four tests to allow you to look at any trends, and then uses highlighting in different colors to try to direct your attention to things that may need to be addressed.  So we're looking at that kind of a presentation, and then this gives you an index over here on the left, and an additional box down here to pull up x-ray information.  So part of our project was to look at various interfaces, various ways of presenting information, and try to make some recommendations.  The final product of the user interface piece is not an application.  It will be a set of requirements that will be available to the enterprise, both in VA and DoD, for future work and development.  We're trying to work on some local applications to see whether these recommendations are really on the mark, and so we're still trying to do some local development work to test these things out, but the final result will be a report.
So we learned a lot of lessons.  There are a lot of differences between VA and DoD, not only information systems but policy practice, the workflow, and then the terminology and expectations.  But a lot of the end user requirements in the final analysis are very similar, and I think they're similar not only between VA and DoD but also between VA's and between VA and private facilities.  The discharge summary again is an example where when we looked in DoD there were seven discharge documents, and the one that was called a discharge summary had billing information and CPT codes, but the multi-disciplinary discharge note actually looked more like the discharge summary in use in the VA.  It was one of those situations where we were saying something, saying yes, we have a discharge summary, so it was true true, but they weren't necessarily directly correlated.  

And this is just an example of the discharge summary showing up, there are actually two headings for discharge summary in this setting because the emergency room discharge note shows up in addition to the hospital discharge summary, so this is really two different notes.
I think the other thing that we found is that patient benefits are going to increase as users gain familiarity.  Even at a site where we have a clinical sharing program, we still have to spend a lot of time going out and reminding our clinicians how to find things, there's a lot of educational activities.  When I come to meetings like this I continually run across people in the VA who aren't aware that we can get information from DoD or that this has been available for this long, so I don't know if we need more internal publicity or public relations or some way to really highlight this, but again, you click on that remote data views button and see Department of Defense there, it means there's a lot of information available on these patients.  The other lessons learned, the best access is integrated and local EMR, as those of you who've used VistAWeb know, all you have to do is click on VistAWeb from the Tools menu and it goes to the same patient, and it knows who you are so you don't have to reenter codes.  There's a tremendous amount of resistance if you have to go into a separate application, select a patient, and enter access codes.  So whatever we come up with really needs to be well integrated.  

Obviously security and firewall issues are complex, and that's one of the benefits of working through BHIE because that helps to resolve a lot of those.
There's a HIMS view of the lessons learned, that just in terms of understanding the different document definitions, how versions of documents are controlled and how records are handled, so a lot of our HIMS folks were very interested in looking at this when we get documents from DoD to understand exactly who authenticated it and what the policies are.  And I think there may be potential for more extensive access to data across VA and DoD systems, and many veterans may be aware of it at present.  So we're eventually going to have all the DoD and VA data available through CPRS, I'm not sure all of our veterans are aware of the extent of the information that's available.
A lot of positive aspects of working between VA and DoD, we have the ability to have common patient identifiers, the sharing agreements that are in place in many locations give us sort of an added umbrella of authority to exchange information.  We obviously have a common mission in the patient population, and both VA and DoD have a staff with a lot of experience in applying IT applications to healthcare.  We take a lot of that for granted, you just have to go outside VA or DoD to see how little the electronic medical record has really been adopted.
So just to summarize this piece of it, we are continuing to expand our capabilities.  Computable data is going to be increasingly available, and Dick's going to talk about that.  We really need to improve the adoption standards, we need to improve standardization, and we need to improve interface to optimize the systems.  None of those are particularly easy, and those of you who are aware of kind of the data standardization efforts underway in VA are aware of that.  And obviously it's going to be a challenge, but again, I think it will be well worth the effort.  So I'm going to stop here, just the quick summary, we're going to go on to the CHDR piece of this which is the Bidirectional Computable Data Exchange.
Dick:  Thanks, Dr. Nichol.  I'm Dick Rickard, this is my first year at VeHU.  I think you're all aware of it already but this is a great conference that you've got here, and I'm very happy to be here.  I'm going to talk about the CHDR project, I am an OI&T project manager, my focus is to deliver the product to you so my clinical expertise is greatly enhanced by coming to events such as this where it helps me to understand better the products that I am delivering to you, and the purposes for which they'll be used.  I am the CHDR and RDI Project Manager.  On both those projects I've been privileged to run for the last 18 months, and I'm very happy to say that the products themselves are ready for you, and RDI was released in April.  CHDR was to be released in August this month, and I'm very grateful to Mr. Donham and Dr. Nichol, for letting me come and present with them today.  I don't have a release date for CHDR for you today, that's unfortunate, we are thinking about increasing the scope of that project and I'm in negotiations right now to try to see if we're going to expand the scope or if we're going to go ahead and deliver as soon as possible that product.  Whenever you talk about CHDR it's never singular.  None of it will stand on its own between the agencies.  CHDR is interagency.  We do our share, DoD does their share, and they have to meet in the middle and anything that falls down, it's broken.  So CHDR is absolute at the interagency level.  I'm not delivering any product to you that's standalone at all.  So that's very important to remember, it's something that I drive home with management and with the teams.  This is computable data and it's based on new technology, the HDR, Java, there's no MUMPS, there's no local VistA, any involvement of that here in our products.
What CHDR does essentially is allows us to share data across.  It's a data exchange for the domains that are standardized.  We have two basic functions.  We allow you to set what we call an Active Dual Consumer, it's a sharing patient, someone who's eligible for care on both sides.  And we have a little flag and either side, DoD or VA can unilaterally set that flag.  Once that flag is set, data flows.  So that's one function is the user's portion of setting that flag, the secondary portion is the flow of data.  It's just that simple.  It's not that simple to do, but that's the product.  We are entirely downstream and dependent on tons of work that's gone in the last three or four years around standardization, building out the HDR database, populating that database.  Last year about 15 months ago I was managing 15 dependencies that were outside my scope, I had no control over it, but I've got to tell Senior Management at VA if any of those things are missing their milestones.  I'm way, way downstream with this product and that's because it's standardized computable data.  Mr. Donham has done just a tremendous job in bringing these products to you as early as possible with FHIE and BHIE, this is a very downstream product, we're doing computable domains.  We only have two domains, as you'll see in a minute here standardized, and that's the data that we're able to share right now.  So very dependent on standardization effort, and the reason I separated standardization from mediation here is because mediation is the technical part, for me it's the black box that computes the VA terms to a standard and allows DoD on their side to take that standard and compute it back to their terminology.  We do persist the data, we've got the HDR now.  When the DoD data comes across to us, we stick it right in the database as if it were our own data.  We make almost no distinction whatsoever that it's DoD data.  It sits in there right in the HDR on the patient record just like all the other data for that patient.  We have the multiple query tools which Dr. Nichol discussed already, RDV and VistAWeb.  RDV, I was responsible for bringing that product also, but it is still turned off basically at this point is my understanding.  We do have VistAWeb, it is the technology and the architecture of the future, and that is what we sell constantly.  Please use VistAWeb.  RDV does have the capabilities there, but I believe currently it's still turned off.  Decision support, the primary value in computable data is providing decision support.  RDI project is the order check, as I'll go into in just a minute, and you'll see how we provide the decision support with that for drug-drug and drug-allergy interactions.
The basic structure is mirrored on both sides.  We have program management and project management on each side, and obviously communications there.  We also have a program support office that provides communication, liaison, oversight, facilitation, all these things.  It helps us talk to each other.  We're always running into our own obstacles within each agency, and sometimes we can resolve those ourselves, sometimes we can't.  Sometimes it takes mediation, sometimes it takes extra layers of communication with senior management or others outside of our normal grasp.  And program support provides that for us.  So they have some contracts in there, they have some VA staff, and they provide a tremendous service to us on these sharing projects.  My third bullet here, it's hard to drive this home enough.  There's a tremendous amount of autonomy within each organization in putting these products together, and as I said in the beginning, a tremendous amount of dependency on each other.  So I'm constantly drilling that home to the teams, that we all succeed or we all fail on these efforts.  There's no finger pointing, we're in this absolutely together, there's no Lone Rangers.  So we're absolutely interdependent, yet all of our processes are distinct, the quality processes, GAO communications, the OMB budget process, is all distinct each to its own agency.  And so there's things that I have trouble relating to to my counterparts, and them to myself at the management level, as well as the engineers and technicians.  We do things very differently, the architectures are independent of each other, the tools, the code, the database, everything is independent.  All the standards and procedures are independent.  So it's quite a challenge bringing fruition through these interdependencies with that kind of autonomy going on.
The initial domains of course are pharmacy and allergy.  That's what we've got standard today, and that's what's flowing through the pipe today.  Right now in production with seven sites, here's the seven sites, these are the field tests we started a year ago.  We brought up El Paso first, they've been a tremendous champion on sharing projects like this, and they were the first site to be brought up.  We brought up six sites through the winter this last year, 2006 and 2007.  We have seven sites, we call it field test at VA, DoD calls it something else, but here at VA we've not released the product, we're at seven sites in field tests but remember, it is production data that you see every day, and so that data is flowing right now for 8500 patients.  The national deployment as I said, I don't have a date for you right now, I wish I did.  I wanted to be here and say here's the release data for CHDR, but I don't have that right now.  So as I said, we are in negotiations for that.  The next domain is intended to be laboratory.  As you know we've been standardizing laboratory, as we speak those efforts are going on, and they are scheduled I believe to start populating the HDR with that standardized data here in the fall.  Future domains, I think there's like 36 clinical domains out there that we're talking about, and those are really at the ESM level to determine the sequence, the priority of those domains to be standardized.  Again, I'm at the very end of the train, whatever they standardize I'll be glad to share.
The order checks.  This is the RDI project.  You've had local order checks against your local database for a long time now, and I just want to try to graph out just a little bit where RDI and CHDR have taken this to.  You've got local order checks there, we've built the HDR out, the HDR has all the data for this EHR from the whole agency for this patient.  So now those same order checks that we're just checking the local database here are now checking against the HDR.  So you've got your local occurring just like it was, expanded to the HDR for all other data that's available.  That's what RDI provides for you, it is within the VA.  

Now RDI turns a blind eye to the next screen here where you add CHDR in.  RDI doesn't care, it's still firing order checks there at the agency level.  The fact that we slide interagency data, DoD data, in underneath that, it doesn't care.  It's firing against whatever data is available.  So we just slide that data into the HDR right there, and RDIs just clicking away just fine.  Any other agency, that data could be brought in again, the order checks would continue to fire.  You can see the complexities as pretty serious here, this is more within the scope of the work that we've done in my areas in the last year, and I left out all the complexity that it took to build the HDR in the last slide, but you can see here that the concepts are mirrored.  On the DoD side you have the CDR, on the VA side we've got the HDR, they've got a patient index, we've got a patient index, they do mediation, we do mediation, conceptually everything is mirrored.  Technologically everything can be distinct.  But these functions are the functions that were brought in with CHDR in order to bring that data across.
Here's some screen shots from VistAWeb.  As you saw earlier, we have BHIE data available here, of course.  Now we've got CHDR data available here.  The way I tell the difference when push comes to shove is I look for the asterisk as a suffix in the site field.  The site field obviously you'll probably recognize when it's not a VA site, it will say something like Forth Medical Group or William Beaumont Army Medical Hospital, something like that.  If it's got the suffix of an asterisk after that, that means it came across as computable data that an order check or any other decision support tool can fire against.  It's not just a text blob or any other means, it's the CHDR computable data, and that's how I tell on these screens.  I'm not a VistAWeb expert, but that's my shortcut.
Here's the allergies, same thing, I look for the asterisk here.
The team has turned out one release each quarter during field tests, so we've turned out four releases over the last year to improve this product from user comments and to improve our production data that we're seeing.  So since about April I swapped out a couple of these screens to show you the latest functionality in a couple of these screens.  My apologies, you'll have to ignore the drugs, I didn't get the drugs lined up on this.  But the VA clinician writes a new order, you press the accept order tab, the order check fires, here you can see the suffixes on the dialog box, you've got Forth Medical Group, that's telling you where it's coming from for a drug-drug interaction.  And Dayton for the VA order check.  So wherever the order checks are coming from, you've got the site suffix there, you can see a VA site and a DoD site.
Here you can see the allergy on remote data views, and when you write the new order, accept the order, you fire the remote – this is fired for you in the background.  For allergies we don't have the same level of detailed information where the allergy came from, so we just kind of genericized it and said it's a remote site.  All that means is it didn't come from your site.  It could be anywhere else in VA, it could be DoD, we don't have that level of granularity on this particular error dialog.
Alright, where we're at right now.  We decided since this is new architecture and a lot of this is untried, so very immature, I wanted a manual deployment.  I didn't want to just cut loose at the VA with either the RDI product or the CHDR product.  So what I did is I broke the nation into six groups and we've been phasing across those, rolling out RDI.  We hit the fifth group, approaching the sixth group, we ran into technical limitations at the CFD down in Austin, Texas, and we've been shut down for the last month.  So the sixth group did not get deployed, that's why we've got 103 sites instead of 128 sites deployed with RDI, so there are a few sites, yours may be among them, that is not currently firing outside of your local VistA instance.  We've got some hardware on order, it comes in next week, it will take them a week to get it installed, and then I'm going to go back to Senior Management and request that we finish the RDI deployment.  CHDR deployment is similar but different.  Again, I didn't want to roll that out en masse, and what I've done there is I've broken it into the sharing sites first, which we have a list of about 28 sharing sites that we'll target initially, and then one or two levels of polytrauma, since that's the next level of concern, a lot of polytrauma sites aren't necessarily sharing sites, and then the rest of the United States.  So the training is going to be customized for those groups because each need is a little different with CHDR, and that's the intent for rolling that out at this point.
Finally some things to be aware of here before I turn it over to Greg.  Greg is going to show you some of the things that have happened in the last six months, and some of the other things that are outside of my scope that he can speak to much better than myself.  He'll do that in just a minute.  The last things I want to make you aware of with RDI and especially CHDR is that this is centralized architecture.  We're no longer talking about the single VistA instance at your local site.  So you've got to start thinking that this data can be coming from anywhere, and you've got to be aware of that when decision support things like the order checks are firing off.  There are field test data out there right now, as I said, so I'm talking on the phone to San Antonio and they're like who in the heck turned on CHDR?  Well, it's not that CHDR is turned on at San Antonio, it's that El Paso patients go back and forth between San Antonio, and El Paso has been on for a year, so they've been seeing DoD data not really knowing where it's coming from.  So perhaps that was my fault not doing a better communication job a year ago, but the data is out there and you may have seen it yourself, you may have seen some of the DoD data flowing from one of these seven sites, so please be aware that's out there.  I really hope to turn this thing loose to you so we no longer have the straddling the fence here and we have the whole nation flowing data.  We have the BHIE data, that data has been coming across, some of it for years now and you've been using it, it's been available to you.  Now we also have the CHDR computable data coming across, and we brought both of these programs under the same management control.  Now in the next year here we're going to start sorting out and trying to make sure that we don't have replication of that data from multiple sources, so that work is still in the future, we haven't resolved all that yet, we're beginning to look at it and it's being budgeted as we speak.  Also the thing, especially with computable data, we're constrained by what fits the standard.  If it fails mediation then we drop the data, so the data is flowing, but if we've got ten records coming across for a patient and only eight of those fit the standard, the other two are something localized to DoD, VA doesn't know what it is, we drop those two records.  Now you might be able to go out to VistAWeb and see it on BHIE that brought it across in text format, so there are other ways to see it, but I just want to point out that there is that distinction, we are limited as to what will pass the standardization.  So those are the things to be aware of, and with that I think we'll turn it over to Greg.
Greg:  Thank you Dick, and thank you Dr. Nichol.  Good afternoon everyone, I'm Greg Donham, and I'm the interagency program manager for products that are the Federal Health Information Exchange, and the Bidirectional Health Information Exchange.  I'd like us before I get into the final part of our presentation and open things up for questions, we have a number of military officers with us here at VeHU, and I want you all to join me in applauding them to honor their service to our country.  I think it's important to understand that both of our departments have interagency IT projects that are underway, CHDR dealing with the most sophisticated of interactions that the Institute of Medicine has identified as something to be corrected for all Americans, and so notice from the safety feature that Dick is talking about, they will have a quantum leap once the drug-drug and drug-allergy functionality is available to both all of VA and all of DoD.  The work that we've been doing with Dr. Nichol in Puget Sound focuses on the exchange of text, and I don't want anyone, either on our Live Meeting or here in the room, to walk away with anything but this understanding.  We have a complement of applications that both departments are invested in with the intention of improving Quality of Care so that the men and women, either in uniform or in veteran status, are cared for to the maximum level that we can achieve.  I want you to walk away with the idea that they complement each other.  I want to pick up on a point that Dr. Nichol talked about is that when you look at American Healthcare today, there is no group who is more concerned about interoperability and the challenges that bring than the Department of Defense and Veterans Affairs.  The Lab Data Sharing and Interoperability Project has been part of the National Defense Authorization Act of 2003, and this is where VA or DoD serves as a reference laboratory to the other.  And this product under the management of Ted Baxter has demonstrated great value at the sharing sites, and I recommend that you explore this should you be in a position that either your VA uses DoD as a reference laboratory, or vice versa.  Under work that has been touched on by Dr. Nichol, there are a group of military officers and VA civilians who have been focused as well with people from HHS on developing an architecture that will serve our country in the years ahead to meet the bipartisan goal of having an Interoperable Electronic Health Record some eight or so years from now.  Furthermore, there is a group working on outpatient scheduling so that an individual can be scheduled, for example, at the William Beaumont Army Medical Center in El Paso, Texas, from the El Paso Healthcare System's outpatient scheduling group.  They are in the process of doing their feasibility study and gathering requirements.  Finally, those of you who know My HealtheVet very well, under the previous direction of Ginger Price, Ginger has set forward now, has passed it on to OI&T, the collaboration with TRICARE Online, which is the mirrored product that the Department of Defense is bringing forward for their beneficiaries.
We have a number of initiatives that are underway that further exemplifies the work that we're doing.  Those of you who get Government Health IT or Government Executive or see the Government Accountability Office reports, we quite frankly get blasted saying we're not doing enough, both departments are failing our respective beneficiaries.  Ladies and gentlemen, nothing could be further than the truth.  I want you to walk away from this VeHU session understanding that both departments at the highest levels are committed to do work, but as Dick so correctly pointed out, this is very complicated work.  And if you were to go to the Mayo Clinic, if you were to go to Kaiser Permanente, you will not find like physician executives and military officers collectively working on we believe is going to be the model for our entire country.  So I want you to see a couple of things here, there are probably notably the Theater Medical Data Store next month at Madigan Army Medical Center and the VA Puget Sound we're going to be testing the display of theater medical data.  Theater medical data for those of you that might not understand is that there are people forward deployed in combat situations, and of course there's high quality medical care delivered to them and those data are captured.  Those data are going to be brought forward to be displayed in CPRS, we expect a successful test the middle of next month in Puget Sound with both Dr. Nichol and Colonel Keith Salzman, our military physician at the Madigan Army Medical Center.  Because polytrauma has been an unfortunate consequence of our current deployments, there's going to be for CPRS the ability to notate that and some other functionality that is currently under analysis.  Obviously both the Operation Enduring Freedom and Operation Iraqi Freedom for CPRS so that there is a notation, again that's in the analysis phase.  There's also the clinical process that Dr. Nichol talked about, and the chief of staff of Tampa VA is here, where the Tampa VA has a Level 1 polytrauma center.  They are taking directed missions from the National Capital area where I said, the polytrauma patients from Walter Reed Army Medical Center, and a few other high level intensity treatment locations within the Department of Defense, and what his physicians need is the marker that a patient has been transferred administratively, because currently there's lots of manual processes and it is very labor intensive, and we happen to believe that automation will assist in that regard.  The next one has to do with scanning basically to support both polytrauma and our Wounded Warrior Project with the Department of Defense.  There are thousands and thousands of pieces of paper that are being scanned, and ladies and gentlemen, it is after all the 21st century, and while we want to support that process now I think we all agree that's not exactly the best way to go about doing things for the long term.  For the short term, absolutely, and I want you to walk away with this – that both departments are focused on Wounded Warriors, and whatever is necessary to support that clinical process, everything humanly possible is being done.  Furthermore, the work that we're doing in El Paso now we have demonstrated the ability to exchange clinical images between PACS system at the William Beaumont Army Medical Center, and at the VA Healthcare System at El Paso, and with Ruth Dayoff and her team, and with an interagency team in the Department of Defense, we have been able to demonstrate using the architecture that Dr. Nichol pointed out earlier to exchange reference quality images, and again we are on track to deliver in the middle of next month the ability to exchange diagnostic quality images regardless of whatever the PACS machine is, happens to be Agfa in this case but we've demonstrated that it will work with GE, Agfa and so forth.  Finally to finish this, there are other, obviously there's going to be from HHS, RIOs, the ability and the National Health Information activity to exchange with Kaiser Permanente, Mayo Clinic, and whatever the local hospital system is in your respective area, because after all, most healthcare is indeed local, but the fact is that there are local entities of which both VA buys care from, DoD buys care from, and currently all of that work is invisible to our clinicians.  We happen to believe that's another area for safety that we can address.  Finally, to touch on this for those of you in the Live Meeting and those of you here in the room, the text work that we have been doing with DoD also has the same exposure within the Veterans Benefits Administration, the work that Shawn Hardenbrook has done with Capri has dovetailed very nicely so that VBA examiners can look at the same content that our clinicians can look at in VHA.  In summary I want you to do this one takeaway, if there's all of my words that you've listened to or not, I want you take away this.  That the men and women in uniform who are defending our freedoms as Americans and those who now are no longer in uniform and who are veterans that under Title 38 that we care for, I want you to walk away that all of this IT is not the be all and end all.  These are tools that we provide military clinicians and VHA clinicians to support the care process in the seamless transition from active duty to civilian life.  These are not be all and end all activities, these are tools to support the care process, and I want you to remember that that is the purpose for which we are about.  I appreciate your attention and now my distinguished colleagues and I will be happy to entertain any questions that you might have.
While we're gathering up the cards, I did want to clarify one point.  Both VistAWeb and remote data views are still active.  I think that as CPRS is being installed and new users are brought on, VistAWeb is being set up as their default remote viewer, but you can go up to the Tools menu, go to Options in CPRS, and you can change which you have for your default viewer.  And again, it's important that if you are in a situation where you're looking for records from DoD and you can't find a discharge summary, and you're in VistAWeb, it's because that's still coming so you really have to use remote data views for discharge summaries.
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