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Hawaii Telehealth Collaborative Symposium

November 15, 2007

Aggregate Results

Critical Issue: Business Model 

Highest Priority Actions
· Rural Broadband

· Change Rules for Reimbursement, possible pilot program

· Maintain Act 221

Key Results
· Every nursing and foster home would be tele-enabled

· More doctors involved in telehealth

· Telehealth becomes part of standard care

· More high-tech companies in Hawaii

· More specialties, especially on Neighbor Islands

Critical Issue:  Reimbursement and Funding

Highest Priority Actions
· Address medical malpractice (legislation or other resources)

· Medicaid and private insurers’ consensus on the recognition of telehealth 

· Developing measurable outcomes (i.e. travel costs vs. telehealth)

Key Results
· Malpractice is available to cover telehealth

· All payers reimburse telehealth adequately

· More programs have measurable outcomes

· Progress in closing gap between actual utilization and perceived utilization

· Measurements are in place and data is collected. Outcomes are measured – patient and provider. (# sites, # referring physicians, # consultations, etc.). Travel costs/distance, types of applications.

Critical Issue:  Coordination and Collaboration

Highest Priority Actions
· Increase awareness an advocacy via multi-system/level approach to all the stakeholders (including congressional, local, government, etc.)

· Define leadership group with clear mandate and authority to make changes to move forward with clear mandate with broad outline and a long-term plan in place

· Seek funding and resources (time, etc.) in collaborative way for shared goals vs. individual attempts

· Broad telehealth strategic plan that addresses the healthcare and human service needs (e.g. social services supported by DOH) of the State

Key Results
· Increased utilization of telehealth services

· Telehealth priority of DOH and other entities

· Integrated into the delivery system

· Leadership group in existence

· Having obtained adequate funding

· Provider adoption and consumer acceptance

· A central strategic plan in place with some activities already in motion 

· This central strategic plan would be used by other entities to develop (refer back to) their own plan

· Strong, functional work groups that meet regularly

· Congressional and legislative support

· Telehealth integrates EMR/EHR

Critical Issue:  Added Value and Incentives 

Highest Priority Actions
· Develop and implement a state strategic plan for telehealth that demonstrated value.

· Develop and implement a standardized set of legal and regulatory operating agreements between sending and receiving institutions.

· Create a clinical group that develops a playbook of telehealth-available serves and addresses integration with traditional healthcare and HER doctor needs on sending and receiving end.

Key Results
This group did not have time to discuss key results.

Critical Issue:  Political Will and Institutional Leadership

Highest Priority Actions
· Advocacy Group

· Formally establish a collaborative

· Seek funding to organize and operate

· Seek business plan development

· Advocacy role is important

· Educational Campaign

· Program activity education campaign targeted to various constituencies (legislators, healthcare leaders, physician, business, employers)

· Program activity

· Institutionalizing technical assistance (planning, training, not technology) to various programs.

· Strategic Plan

· Develop a strategic plan for the collaborative effort to grow telehealth

Key Results
· Funding for UH/State telehealth programs

· Collection of grants, especially those who don’t have any as collaborative members

· Telehealth included in strategic plan in key organizations

· Policy leaders are educated, informed, supportive

· Laws on books to support telehealth

· Better VTC facilities at hospitals

· General purpose access patients for telehealth consultations (kiosks)

· Broader range of telehealth advocates

· Shared vision for telehealth statewide
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Welcome
Mark Forman of the HMSA Foundation welcomed the symposium attendees and made some brief introductory remarks.  Dr. Hon Pak of the American Telemedicine Association made some welcoming remarks via video-teleconference.  Deborah Birkmire-Peters of the Telehealth Research Institute welcomed attendees, described the purpose of the symposium and went over the agenda for the day. 

Retrospective on Telemedicine in Hawaii 

Norman Okamura of the State of Hawaii Telehealth Access Network (STAN) presented a retrospective of telemedicine in Hawaii. 
The Future of Telemedicine in Hawaii 

Sven-Erik Bursell of the Joslin Diabetes Center & Harvard Medical School did a presentation on the future of telemedicine in Hawaii. 

Building a Sustainable System for Telemedicine in Hawaii 

Deborah Birkmire-Peters did a presentation that looked at the systemic issues related to telemedicine in Hawaii. 

Envisioning Sustainable Telehealth in Hawaii

Process:

Following the morning presentations, the participants turned their attention to articulating their own vision for Telehealth in Hawaii.  
Participants broke into pairs and briefly interviewed each other about their vision for telehealth in the future.  The responded to the question, “What will sustainable telehealth in Hawaii look like in 10-20 years?” 
The pairs then joined together into 5 small groups of 10 or so (5 pairs) to share the ideas generated from their interviews. Each of the 5 groups had a facilitator and recorder who invited the participants to take turns sharing the ideas about the future that were generated by their interviewee.  First, all the ideas generated about sustainable telehealth 10-20 years in the future were recorded on flipchart paper. Then the groups worked to identify the 3 most common ideas or themes that had been generated.  
Facilitators for the small groups reported back their group’s 3 common ideas or themes to the large group.  Having heard the all the common themes, the small groups reconvened and discussed the following question, “Given the vision ideas for sustainable telehealth in Hawaii, what do you think are the most critical issues that must be addressed to bring us closer to our shared vision?” 

Facilitators recorded the discussion.  At the conclusion of the discussion, the participants were asked to reflect on all they had heard.  Facilitators gave each participant in their small group one half-sheet of paper (“snowcard”) and asked them to write down their opinion of the MOST CRITICAL issue that needed to be addressed to move closer to the vision that had been discussed.  The facilitators for each group collected the snowcards and organized and labeled them by common themes, with the group’s input.  The two themes that had the highest number of snowcards (see Top Two Critical Issues) were given to the lead facilitators and symposium planners to determine the five most critical issues (based on overlap and commonality among the groups’ responses) for further discussion in the afternoon session. 
Group Notes:
The group notes from the process described above are as follows:

Group A
Vision for Sustainable Telehealth in 10-20 Years 

· Telehealth modalities from small to large providers available

· One stop shop solution

· Population based care – infrastructure available

· Similar to today due to loss of funding; non-sustainable

· What is the incentive?

· Need additional infrastructure to those that do not have care

· Still fragmented

· Hub (larger organizations) and spoke (small community) network – integrated, interwoven and linked

· Specialist

· Sub-specialist

· Community and patient involvement in telehealth – added value

· Better clinical outcomes and decreased cost of care

· Fixed mal-alignment of services, pool of resources (shared resources)
· Sustainable funding/resources

· Not a specialty, but integrated into system

· Improved Education

· Changed behavior

· Potential recognized

· Technology standardized

· Home usage more available

· Addressed needs of community

· Functionality rooted in reality

· What is already available

· How these resources can be utilized (rural, different populations)

· Licensure issues worked out

· More training on current systems

· MPI – working, good RHIQ in state

· Community health 

· Shared resources

· Breakdown of political barriers

· Not a lot of progress

· Similar to now

· Crisis is needed for change

Three Most Common Vision Themes 

1.   Remove Barriers (8 Votes)

· Large players and big players cooperating

· Political and regulatory

· Privacy

· HMSA (could also be a solution)

2.   Leveraging and Distributing Scarce Resources (3 Votes)

· Multidisciplinary
· Funding
3.   Build a Coalition of the Willing (1 Vote)

[no comments]

Other themes that were discussed:

4.   Standardization (0 Votes)

· Technical formats and clinical formats

Discussion on the Most Critical Issues for Sustainable Telehealth

· Added value

· Additional services to fill needs – all benefit

· Demonstrated/outcomes

· Targeted areas

· University net hub

· Neutral broker… hasn’t worked yet (Holomua)

· Incentives – what are they?

· Money

· Implementation

· Changed billing structure

· Good care

· Payers and clients

· “What is in it for me?” 

· Benefit design

· Identifying drivers

· Political will for change

· “Will” needed for change

· Crisis or people coming together

· Willing to accept change

· “Wow” got to use tool

· Providers

· Medical education

· Integration into health systems and business models

· Public awareness

· Language of policy (can be done locally)

· Rural

· CPT codes

Top Two Critical Issues 

1. Incentive

· Incentives for providers and users

· Incentives

· Incentives

· Incentives identified and targeted for all system elements

· Political will and incentivization

· Use of telehealth/HER tools needed to be incentivized to foster utilization and show added value 

2.   Added Value

· Added value – reward performance desired (use telehealth)

· Telemedicine services must have added value

· Added value for all involved

Other snowcard categories that emerged:

3.   Will to Change

· Will

· Political will to change

4.   Integration

· Integration into health systems
Group B

Vision for Sustainable Telehealth in 10-20 Years
1. Incentives (9 Votes)
· Easily accessible

· Retention of telehealth specialists

· Whatever is reimbursed, policy makers decide what will be done (show data to show efficiencies)

· Quality assurance prognosis/outcomes in place, focus on quality improvements / add value to program
· Quality assurance: capture data on larger scale

· Eliminate financial risk by providers (malpractice insurance)

· Incorporate telehealth into current medical practices

· Retention of “physician champions”

· Reimbursable process by providers

2. Barriers (8 Votes)

· Easily accessible
· Value seen by everyone: community of people interested in using, collaboration

· Traditional barriers – access to care, reimbursement, logistical, practical delivery
· Acceptance by people
· Eliminate financial risk by providers (malpractice insurance)
· Incorporate telehealth into current medical practices
· Patient confidentiality / security
The group noted that barriers could be converted to incentives.

3. Innovation (5 Votes)

· Affordable: used by all users (literacy/computer/English)
· Incorporate into cell phones, i.e. into everyday life
· Sensors in cell phone to capture medical info; medical records scroll on phone;
Doctors showing info. Episodic to system
· Use of incubator–type activities

· Use of cell phone / PDA’s in telehealth
4. Partnerships (3 Votes)
· Episodic to system

· Build a collaborative within telemedicine community

Integrate with other systems to share info.

Three Most Common Vision Themes 

1.   Barriers Converted to Incentives (combined two categories)
2.   Innovation

3.   Partnerships

Discussion on the Most Critical Issues for Sustainable Telehealth 

· Money

· Malpractice

· Getting paid

· Barriers turning into incentives

· Business models – Tele-pharmacy

· Lack of understanding

· One barrier at a time

· Prices came logical; all went well

· People wanted it

· Working together to develop model (legislature, insurer, etc.)

· Legislative change

· Look at or analyze “failure” of government programs.

· Fear of new technologies; showed it to policy makers

· Established standards in place (medical records components). 

· Must coordinate

· Decide core elements, basic level of information people can agree upon

· Access to technology – not everyone has a cell phone

Top Two Critical Issues 
This group came to consensus that there was only one critical issue.

1.   Need to Have a Collaborative and Innovative Working Business Model

· Barriers

· Addressing barriers through business model approach

· Working business model

· Reimbursement (money)

· Collaboration

· Shared understanding (buy-in by all)

· Commitment

· Innovation

Group C

Vision for Sustainable Telehealth in 10-20 Years 

· Diabetes (ad other chronic care conditions) management project (effective management at home)

· Surgeries / access to care – tele-surgery

· Change in systems – increased access systems coordinated care vs. cottage industry

· Access to subspecialty care

· Allow D’s to maintain sufficient patient load

· Access to patients also solutions for providers

· Economically, intellectual to specialists

· Sustainable

· “Normalized” part of healthcare system

· Improved communication via technology

· Efficiency effectiveness due to ability to see whole picture

· Reimbursement rates increase and incentives

· D spending more time – travel, etc. Originating sides. BOTH SIDES. (Supporting system for families. Facility services, fees. 

· Equipment

· Coordinated systems – connections, shared resources

· Telemedicine training in medical schools, allied health professionals

· Greater link between urban and rural hospitals.

· Sharing data – reduce disparities, errors

· Increased capacity for digital imaging

· Gaps re: access to care in rural communities

· Sharing info

· Insurance - labs

· Simplifying technology for all users

· Meeting needs of homebound patients

· Patient-driven (TV, internet)

· Move from disease-driven to patient-driven

· Increased access to data

· Organized data

· Reimbursement as a means to sustaining a system

· Virtual clinic

· Change in reimbursement system (shift in thinking)

· Concerns re: liability

Three Most Common Vision Themes 

1. Increased access

· Exposure to tools, info, technology

· To patients

· Data, decision support

· Specialists

2. Coordination

· Care

· Systems

3. Value

· Physicians

· Families

· Medical providers

Other themes that were discussed:

4. Sustainability

· Reimbursement

5. Normalization

Discussion on the Most Critical Issues for Sustainable Telehealth 

· Rural areas – connectivity

· Not efficient (e.g. medical records)

· No financial incentives currently to promote telemedicine

· Higher levels of reimbursement to support implementation and maintenance of systems

· Efficiency of the tools drives efficiency, acceptance of the process

· Implementation can lead to fragmentation

· Scalability – support in the long run

· Division in systems (coordination)

· Government set standards?

· AHIC

· Sharing of information

· VA, EPIC – open vista system

· Working together, develop shared vision

· Leadership (strong, continuous)

· Shared vision where all entities involved see value

· Lack of financial value

· Incentives note aligned

· Current system – cure, treat disease, not wellness-focused

Top Two Critical Issues 

1. Coordination and Collaboration

· True buy-in to value of coordinated telehealth system

· Demonstrate value which will drive funding and development of standard and the technologies

· Telemedicine will succeed when it delivers value (i.e. increased productivity, love cost, improved earnings, less re-work)

· Show value of telemedicine to payers, providers, public, etc. (business model)

· Financial incentive to support telehealth

· Using HIT must become more efficient to be sustainable 

2. Value

· Assuming the Hawaii Telehealth Collaborative will provide continuous leadership to sustain telehealth, partnerships and working together on common goals will perpetuate telehealth service

· Collaboration and coordination of shared values

· Develop shared vision and goals

Group D

Vision for Sustainable Telehealth in 10-20 Years

· Telemedicine will be web-based, unobtrusive, off the shelf devices, easy to use, little/greater IT training, self-monitoring, less institution – more home. 99% of homecare needs met, hospital for very, very sick.

· Hospitals only ICU, all other homecare non-hospital, leverage telehealth to bring specialists to hospitals, use more mid-level care (APRNS).

· Training program, public health, build capacity, UH location, rural community, build capacity, include stakeholders and collaborators from communities. Skills training, clinical faculty and students, also patients/administration. Address distance issues, technology resistance. Oahu/Honolulu university resources – community use/access/equity. More public health focus.

· Training capacity issues, training students in m.h. for children/adolescents, broaden to all neighbor islands. Buy in for clinicians, community providers, retain/sustain trained students in their community. Develop research community. Infrastructure connectivity among major players needs strengthening. Collaboration, consultation, connectivity, buy on, infrastructure. Not multiple systems.

· North Hawaii, fixed infrastructure (fixed rooms with technology equipment) very convenient for patients but not for providers, need technology convenient for both patients and providers. Seamlessly communicate data systems. Not enough providers now. Don’t need as many small microchips, technology will change workflows. Need clinics time, doctors see 1-15 patients in one session – works well at NH.

· Info us/b with information to medical appointments. Embedded chip to communicate data directly to doctor, maybe even preliminary dx. 

· Patients input information manually into devices. Then only two minutes spent on diagnostics – the rest of the time left for care plan.

· Integrated medical system that is sharing information nationwide. Security issues “resolved” in 10-15 years. Interoperable standards. Communication to underserved areas. Enhances data sharing for both patients and providers. Demonstratable value.

· Able to demonstrate the value to insurance companies ad therefore have sustainable telemedicine.

· Pay-per-click – reimbursement will change payment per service. Sustainable financing model.

· Third party payers will be reimbursing for telehealth services.

Discussion on Common Vision Themes

· Telemedicine will be integral part of the system, seamless, the way medicine will be practices. It will come from the push from Baby Boomers utilizing healthcare system. Paradigm shift.

· Easier t use ad technology is everywhere. ACCESS.

· Non-geographic not tied to a place. Healthcare will come to patients. 

· ANYWHERE, ANYTIME

· Driver is implosion of current healthcare delivery mechanism.

· Someone has to pay for it, other than grants. PAY FOR VALUE.

· Medicare, HMSA, those who save money by reduced hospital visits.

· Financing will change

· Customer driven and customer is the one who wants the information

· Access is available based on financial status. Access should be available to all – no disparities.

· Easy to use, everywhere technology gives access to more ad addresses the disparity issue

· Integrated into entire healthcare system

Three Most Common Vision Themes 
1. The healthcare system of the future will not look like anything it does today.

· Telehealth will spur the changes

· Telehealth will be integrated into the system.

2. Telemedicine is a solution that is sustainable and will address all the issues and current problems we have today.

-
Payment mechanism

-
Customer-driven

-
Access

-
Value/quality

3. Ubiquitous – technology is easy to use and everywhere. 

-
Integration, buy in, sustainability

Discussion on the Most Critical Issues for Sustainable Telehealth 

· HMSA changes telemedicine services, reimbursement criteria, especially geographic limitation. Currently follows Medicare rules “non-metro” and “federally-approved site”. Payment for telehealth services.

· Have forum to discuss these issues. Discuss and communicate among all players. Forum for quality discussion. Ongoing, regularize, identify where value is.

· Leverage existing resources, avoid duplication. ATA role? Not where that happens. Regional network/collaborative/organization. What abut PCATA? Other forums. In-kind, no funding.

· Partnerships. Broader than a specific forum.

· Access – all aspects. Access to decision making, technology, education.

· Identify short-term (more concrete – access, partner) and long-term (more high-level - access) goals.

Top Two Critical Issues 

1.   Collaboration and Partnerships

· Develop collaborative relationships between all stakeholders

· Forum for discussions, partnerships, leveraging of resources

· Social network in Hawaii for telemedicine

· Visioning: develop and share what an integrated and accessible telehealth system for Hawaii will look like

2.   Reimbursement

· Reimbursement from third party

· Change telemedicine reimbursement to stimulate novel care models

Other snowcard categories that emerged:

3.   Institutional Leadership

· Leadership – political will by organizations and government

Group E

Vision for Sustainable Telehealth in 10-20 Years 

Ubiquitous

· No longer called “tele” health. Part of the health system

· Ubiquitous in time and space

· Available wherever patient is

· Notification and automated systems when needed

· Ubiquitous/seamless – patient can connect anywhere

· Integration – HER – completely documented (a/v)

· Integrated, interactive, interdependent system/network on state, federal and global levels

· No state licensure or taxing issues

· “How things are done”. All training encompasses this.

· A community level awareness of available resources

Collaboration

· Variety of groups and programs. Collaboration between efforts.

· Doc champion

· Getting to implementation

· Need continued energy

Funding for program

· More outsourcing

· Provider and consumer driven

· Huge amounts of storage

· Malpractice is gone. For each piece there is protection in place.

· Reimbursement issues gone – just like any other medicine.

· Funding problems magically disappear – unified source

Funding technology

· More outsourcing

· Provider and consumer driven

· Huge amounts of storage

· Malpractice is gone. For each piece there is protection in place.

· Funding problems magically disappear – unified source

Business Models / Access

· Physically move to expert triage. More toward determining where to go in a system.

· Multiple work flows

-
True network of activities, interconnected

-
“Shorten the pass”

· Personalized health records – people are familiar and comfortable

· Don’t have to travel, use local access

· Provide services to the home

· Incorporate patient access and portability of HER and data


-    Educated and empowered = better patient partner

Innovation

· Pharmacies… somehow

· Voice recognition

· 3D Holographic imaging

· Funding stream for ongoing technology costs

-
Issue is one-tie grants that go away

-
Money is “bottom of the iceberg”

· Having flexible/sustainable telehealth system to accommodate major health initiatives. May require a paradigm shift.

Other

· Familiarization with technology

· 10-20 years too abstract for where we are now. Need doctor to take it one

· Self-sustaining

· Revenue source

· Competitive business

· Mid-level providers

· Catch small problems before they erupt without invading privacy

· Access immediate

· Malpractice

Three Most Common Vision Themes 

1. Working Business Models

2. Universal Access to Integrated Care and Data

3. Innovation

Discussion on the Most Critical Issues for Sustainable Telehealth 

· Interest doesn’t always equal importance

· Ongoing funding

· Transparency/seamlessness of system

· Ease of use

· Solving technical problems

· All populations can use

· Medical malpractice cost and liability coverage not happening

· Policy on sharing information

· Coordinate between groups who traditionally compete

· Reimbursement

· Doc champion for buy-in

· Sustained momentum

· Silo/segmented efforts

· Time

· Bringing together different efforts statewide and beyond

Top Two Critical Issues 

1.   Coordination

· Coordination of efforts and purpose

· Integration of all disparate, Hawaii’s telehealth efforts (silos)

· Coordination of telehealth service delivery among stakeholders

· Coordinated efforts among community, state and regional partners/programs

· Bringing together different efforts Pacific-wide

· Seamlessness

· Ease of use

2.   Funding (money and costs)

· Reimbursement

· Ongoing funding

· Liability, medical malpractice costs

Analyzing Critical Opportunities for Action

Process:

The five critical issues that emerged from the morning session for further discussion in the afternoon were:

1. Business Model

2. Reimbursement and Funding

3. Coordination and Collaboration

4. Added Value and Incentives

5. Political Will/Institutional Leadership

The five critical issues were shared with the large group.  Participants were then asked to turn their attention to the analysis of the five critical issues.  This activity was done breaking into five smaller groups, one for each critical issue.  Participants selected the critical issue they were most interested in working on.  Using a process called Force Field Analysis, the small groups considered each issue in more detail.  Each small group had a facilitator and recorder to record the discussion.

The questions the small groups responded to in the Force Field Analysis were:

“What is the best case scenario in addressing this critical issue?”

 “What is the worst case scenario if we don’t address this critical issue?”

“What is the current reality relative to addressing this critical issue?”

“What are the sustaining forces that support us in addressing this critical issue?”

“What are the restraining forces that keep us from addressing this critical issue or making it worse?”

Facilitators recorded the discussion for each question.  

Based on the results of the Force Field Analysis, facilitators asked each of the groups “What does the group recommend as the three highest priority actions in the next 2-3 years?”  Once the 3 priority actions were agreed upon by each group, the facilitators asked the groups about key results: “What would we see three years from now if we have been successful in these 3 priority actions? What are the indications of success?”
Facilitators recorded the highest priority actions and key results for each critical issue.  Participants reconvened as a whole group and facilitators shared each of the small groups’ results with the whole group.  The lead facilitators summarized the results for the large group. 

Group Notes:
The group notes from the process described above are as follows:

Critical Issue: Business Model 

Force Field Analysis

Best Case Scenario

· Infrastructure in place

· Technology

· Integrated

· Needs to be at a high quality level (available, responsive, reliable)

· Reimbursement

· Policy set up on provider side

· Patient incentives

· Both providers reimbursed (PCP and specialist)

· Change concepts of reimbursement

· Comparable or higher than non telehealth

· Rending of services = more efficient

· No stratification of patients 

· Some cost more

· Standards

· Data capture and transmission

· Loss

· Reimbursement

· Function similar to case management

· Makes it easy for provider

· Individualized

· Convenient for providers to use

· Efficiency of care and efficiency of business

· Providing high quality care for low cost

· Those who benefit pay into process

· Consumer

· Provider 

· Payer

· Steady, sustainable funding stream

· Don’t worry about infrastructure

· Use what is available (broadband, cable TV, etc.)

· See infrastructure as a general cost, like the electricity bill

Worst Case Scenario

· Infrastructure providers refuse to continue service

· All malpractice carriers refuse to cover telehealth

· Major telehealth lawsuit

· Loss of service due to major disaster

· Obsolescence of the technology – effects reliability

· Payers refuse to pay

· Irrelevant data leads to wrong conclusions 

· Reimbursement goes down

· Quality of care goes down

· Quality diminished due to rogue providers

· Misuse of technology

· Less efficient – eats up resources

· Telehealth seen as sufficient only – leads to failure, ignorance of people, and over reliance on IT

· Public new – seen as telehealth decreases interpersonal communication

· Perception that telehealth is impersonal

· Using technology as a gatekeeper

· Lower reimbursement for increased efficiency

Current Reality

· “Tip of Iceberg” (Need a lot of investment to make this work)

· Malpractice covers telehealth and costs less

· Ex: Texas prison system

· BROKEN

· Reliance on grants

· Reimbursement: HMSA follows Gov.

· Key issue: Only pay for rural, non-MSA

· Telemedicine initiating point vs. specific, can’t be in home

· Vast majority of Hawaii is not covered

· Infrastructure absent in rural areas

· Some – private payment for home video

· Some – patients value telemedicine

· Isolated collaboration

· Prison system model  - different costs than for general public

· Infrastructure fragmented 

Sustaining Forces

· Continued reliance on grants, winning more grants

· Government investment

· Expand existing private pay system

· Perception of need and value keeps private pay system going

· Patient demand for access

· Doctor/clinical championships, plus other champions such as nurses

· Act 221 – High tech investment – bringing people to Hawaii

· Spirit of collaboration – conferences

· Available funding, ex: VA system

· Make industry investment attracted to healthcare

· Partnership: R& D and clinicians

· Business must be willing to accept risks

· Current partnerships, ex: diabetes management

· Efficiency, ex: Psych with UH group

Restraining Forces

· Liability concerns

· Entity getting value isn’t paying for it

· Providers don’t get pad

· Mismatch of rewards

· Whoever benefits needs to pay

· Set up system so that providers have incentive to use telehealth

· Lack of understanding re: medical decision

· Need to think differently re: diagnose and data

· Need novel practices – new way of thinking

· Worry about inc. utilization 

· Will payers thing telehealth will lead to higher utilization?

· System of reimbursement

· No standards in place for use of technology, no models

· Current mentality on issue

· No incentives for efficiency or quality

· Lack of access to EMR, no MPI

Discussion on Highest Priority Actions
· Rural broadband (8 Votes)

· We don’t have enough

· Use grant/subsidy 

· A Change rules for reimbursement of telehealth. Include demonstration project/pilot for changes in reimbursement and quality (could be a grant). (7 Votes)

· HMSA

· Medicare

· Medicaid

· Eliminate non MSA barrier

· Eliminate point of initiation

· Test group/facility – “Safe Haven” (no fear of malpractice) (1 Vote)

· Standardization of technology and information

· Can be either a pro or a con

· Interoperability

· Sharing data (not in three years)

· Maintaining Act 221 for Hawaii

Three Highest Priority Actions
1. Rural Broadband

2. Change Rules for Reimbursement, possible pilot program

3. Maintain Act 221

Key Results
· Every nursing and foster home would be tele-enabled

· More doctors involved in telehealth

· Telehealth becomes part of standard care

· More high-tech companies in Hawaii

· More specialties, especially on Neighbor Islands

Critical Issue:  Reimbursement and Funding

Force Field Analysis

Best Case Scenario

· Reimbursement is a non-issue

· Telehealth is reimbursed same as other medical visits (maybe even more)

· Total reimbursement

· Federal and state and private levels (eliminate contradictions)

· Reimburse for other uses of innovations as incentives (i.e. email or alternatives for fee for services). Case management approach.

· Reimbursement for multiple providers

· Different fees – technical, medical

· Sustained funding- diversified – programs – grants

· Reduced costs – infrastructure, overall healthcare

· Improved quality

· Wider distribution – more available technology and resources

· Standardized fee structure

· Standardized benefit policy

· Medical malpractice – coverage

· Improved billing procedures

· Streamlined administrative process

· Expanded setting where telehealth takes place

· Standardized coding

Worst Case Scenario

· No reimbursement for telehealth

· No consistency or standardization (everyone has a unique policy)

· No medical malpractice coverage

· Increased costs of providing telehealth, i.e. integration with EMRs or FCC programs fail, revenue sources dry up.

· Disincentives – no changes

· Progress remains SLOW – nothing moves forward

· Fraudulent use of billing

· Negative perception – reluctance to use

· Viewed as just an add on cost

· Payers lack coordination

· Healthcare system continues on its current path – no budget

Current Reality

· Physicians’ malpractice does not extend to telehealth

· Different reimbursement policies

· No coverage for Quest

· Different patients get different rates

· Medicare has limited reimbursement (limited providers, limited settings)

· HMSA

· Providers are paid the same

· On sending end – not known

· Low utilization

· Medicare reimburses for store-and-forward (will be reassessed soon)

· Too much time and inconvenience for both provider and patient

· Technical costs are high, i.e. some providers do not pay for Internet. Not enough technical support.

· Travel costs are high and isolation makes technical costs more expensive

· Same costs for rural and urban broadband rates (FCC)

· Telehealth is still not well known – low utilization

· Providers do not want to leave their offices (no on-call – loss of hospital privileges)

· Anti-trust laws

Sustaining Forces
· HMSA – HI IQ (Innovation and Quality)

· FCC support

· Getting major players to recognize that telehealth improves care (organizationally)

· Federal funding

· Standard for data sharing in the works

· Shortage of specialists drive creative ways to provide services

Restraining Forces

· Competition for scarce resources

· Limited Medicare reimbursement

· Fear of adoption of new technology (both patient and provider)

· Medical malpractice – lack of coverage

· Physicians’ reluctance to leave office

· No standardized policies and coding structure

· Fragmented healthcare system

· No objective outcomes

· Can’t figure out how to measure success during transition from traditional practice to telehealth

· Not enough research – cost benefit? Outcomes? 

· Too many obstacles/barriers

· Still an inefficient process

Discussion on Highest Priority Actions
· Medicaid and private consensus on the recognition of telehealth (payment policies, criteria for telehealth, standardization). Raise provider awareness of telehealth. (2 Votes)

· Legislation or other resources to address medical malpractice (2 Votes)

· Developing measurable outcomes (i.e. travel costs vs. telehealth) (1 Vote)

Three Highest Priority Actions
1. Address medical malpractice (legislation or other resources)
2. Medicaid and private insurers’ consensus on the recognition of telehealth 

3. Developing measurable outcomes (i.e. travel costs vs. telehealth)
Key Results
· Malpractice is available to cover telehealth

· All payers reimburse telehealth adequately

· More programs have measurable outcomes

· Progress in closing gap between actual utilization and perceived utilization

· Measurements are in place and data is collected. Outcomes are measured – patient and provider. (# sites, # referring physicians, # consultations, etc.). Travel costs/distance, types of applications.

Critical Issue:  Coordination and Collaboration

Force Field Analysis

Best Case Scenario

· Funding

· Formal organization in Hawaii involving academic, government, private (including patient advocacy groups, provider organizations, technology industry), and if possible, Pacific Basin. 

· State or Pacific Basin – wise system that is seamless and interoperable, Information flow with no problem.

· Coordinated method/effort for credentialing and privileges

· Involvement of all the hospitals and organizations

· Appropriate centralization and de-centralization at local level – centralized entity

· Clear outcome and procedures to allow the above

· Allow de-centralized systems to develop

· Collaboration from community, individuals, organization – whether in political or outside non-formal group leading to sustainability

· Early involvement and support throughout the process. Including policy-making and bills and pairs

· Appropriate delegation of funding technology

· Development of shared incentives and value to motivate involvement and participation

· Our state becomes a national or international model

· Functional governance regardless of who is leading

· Telehealth’ value is shown through collaboration

· Able to show through data the importance of telehealth

· Insurance companies are able to see and find data meaningful to participants… and pay

· Inclusion of social services in telehealth (e.g. Quest population and ESL speakers)

· Linking to underserved populations, ensuring that they have access

·  Long-term strategic plan

· Adapt to projectable needs, flexible, sustainable, respond before the need arises

· Gaining public support, change today’s perception of telehealth as secondary

Worst Case Scenario

· Patients in rural areas and Neighbor Islands are unable to or have difficulty accessing care (i.e. need to fly to Oahu… if can)

· Utilization of telehealth won’t change much from today

· Current programs will be lost or dwindling

· Lack of specialty care

· More pressure on current healthcare system as population ages (Baby Boomers)

· Duplication of efforts, higher costs, silos

· Waste of resources

· Poor decisions due to lack of coordination, lack of population data and public health planning

· Increased frustration

· Worsening of healthcare crisis on neighbor islands

· Poor outcomes and more cost to patient

· Inefficient system

· Loss of funding opportunities

· Clusters of specialists in urban areas due to lack of telehealth training and education in medical schools – less able to work in rural areas

· Continue migration of people in Pacific to receive care in Hawaii due to lack of coordinated telehealth in the Pacific Basin

· Have funding, but no coordination – poor outcome 

Current Reality

· Politics restricts collaboration; little support at higher levels

· Poor understanding of telehealth at policy maker’s level

· Limited opportunities to make collaborations effective

· Don’t participate, send staff

· Low priority

· Telehealth viewed as an IT tool vs. an overall health strategy

· Good environment to foster for collaboration for everyone’s benefit

· Today’s symposium (need more of)

· A lot of potential for telehealth collaboration but hasn’t taken off

· No focal point, no centralized group

· Each community has its own barriers (in government, health)

· Competing interests

· No coordination anywhere

· “SuperFerry factor”

· FCC grant – positive effort to apply for grants to improve infrastructure

· Poor/lack of communication, even amongst groups with similar interests

· No clearinghouse

· Groups applying fro same grant without knowing it

· Improved technology and affordability (e.g. audio quality)

Sustaining Forces

· Funding opportunities in place (FCC)

· Local, grassroots advocacy

· Well-educated politicians

· Small population, self-reliant

· Isolated location, isolated state

· Healthcare crisis motivation collaboration of agencies, even inter-island coordination

· Collaborate with other groups (even out of state) using existing resources

· Finding ways to maximize present resources

· Powerful congressional pressure

Restraining Forces

· People protecting their own interest vs. helping the greater good

· Closed networks

· Fear of losing business sprouting from lack of understanding of how telehealth could actually be beneficial for business

· Public lack of understanding; misunderstanding telehealth as 2nd class and 2nd tier care

· Money; lack of funding to develop and support telehealth in organization to implement the structure

· Continued lack of data (including evaluation and outcome)

· Little incentives

· Unwilling to give time, resources, make a priority for long-term benefit (investment in the future)

· Unaware of what already exists in data and outcomes

· No clear leader, central focal point to coordinate efforts and info

· Lack of focal entity, point with authority to make changes for moving forward

· Perception of Hawaii being too unique and different that it can’t comply with external model and data

· Small town mentality, not wanting to offend someone, polities

· Have money, but no plan, poor stewardship of resources, poor outcomes

Three Highest Priority Actions
1. Increase awareness an advocacy via multi-system/level approach to all the stakeholders (including congressional, local, government, etc.)

2. Define leadership group with clear mandate and authority to make changes to move forward with clear mandate with broad outline and a long-term plan in place

3. Seek funding and resources (time, etc.) in collaborative way for shared goals vs. individual attempts

4. Broad telehealth strategic plan that addresses the healthcare and human service needs (e.g. social services supported by DOH) of the State

Key Results
· Increased utilization of telehealth services

· Telehealth priority of DOH and other entities

· Integrated into the delivery system

· Leadership group in existence

· Having obtained adequate funding

· Provider adoption and consumer acceptance

· A central strategic plan in place with some activities already in motion 

· This central strategic plan would be used by other entities to develop (refer back to) their own plan

· Strong, functional work groups that meet regularly

· Congressional and legislative support

· Telehealth integrates EMR/HER
Strategic Area:  Added Value and Incentives 

Force Field Analysis

Best Case Scenario

· Everyone wants to do telehealth – good $
· Incentives met for multiple customers

· Rural providers – comprehensive information from one sources

· Standards-based

· Services reimbursed (incident to office visit)

· Lower barriers to delivery

· Population-based care

· Electronic medical records improved

· Standards-based

· Simplified, productive

· MD: more productive, more $, meets standards

· Figure out efficient data entry

· Figure out minimum data set for patient

· Interoperability

· Consumer understands value, reimbursed, confidentiality addressed

· Keep comprehensive health record and patient has control. Physician has list of records.

· Health outcome same or better for families

· Access to best specialty care for everyone (even nationally and globally)

· Adequate training and support
· All systems involved

· Technology working as intended

· Increased home-monitoring/les office visits

· Remodel current system to meet needs

· Consumer demand

· Effortless automated transmission of data

· Anytime, anywhere quality of care

Worst Case Scenario

· Current system with lower or no reimbursement
· Increased malpractice insurance

· Not dealing adequately with Baby Boomer crisis

· Distrust (community, physician, etc.)

· Large scale compromising of data

· Worse health outcomes

· NO access to care

· Not addressing needs of a particular group – “hiccup in support”

· Over-dependence on technology

· Loss of customized care
· Sickest patients, highest ux not taken care of

· Disintegration of communication

· Depleting resources

· Loss of personal contact/ too much dependence on technology

· Computer crash with no backup

· Increased fragmentation – many systems, all different

· Increased regulation – paralyzing

· No strategic planning

· Mandates without funding
Current Reality

· Current system is financially unsustainable
· Fragmented

· Not easy to use

· Unproductive competition

· Duplicated efforts

· Physician shortage and unable to leverage technology

· Priorities not set by biological needs

· Now set by agendas (political, social, capitalism)

· Little collaboration

· Disparities

· Comfortable living

· Difficulty to change human behavior

· Patients trust healthcare system

· Continuing innovations (internet, tools)

· Movements toward standardization is moving

· Legal system moving along

· Temporary funding

· Funding is categorical – politically driven

· Moves along

· DOD and VA experience

· Telehealth institute

· Desire/interest in telehealth

· Successful implementation of e-prescribing

· Introduction to medical school and school of nursing

· Teleraadiology – via Internet

· Quick, on desktop, convenient, efficient

· No geographic barriers

· Regulatory climate not conducive to new technology ideas “brain drain”

· EMR movement

· Created business for state

· More groups/associations (ATA, etc.)

· Infrastructure serves its purpose

· Internet

· Creation of evaluative materials


- Allows us t effectively evaluate successes and failures

· Senator Inouye/strong advocate supporter

· Dependable broadband capability

· High tax credit

· Underdeveloped in Hawaii

· Lack of coordinated effort

Sustaining Forces

· Senator Inouye

· Continue building technical infrastructure to provide info backbone

· Collaborative meetings and conferences

· Connective society in Hawaii

· Geography

· Society’s prevailing understanding of the value of electronic systems – supporting healthcare

· Limited size and number of payers

· Nonprofit payer

· Successful grant writers

· Decrease in technology communication costs

· Demands of Baby Boomers

· Changing technology demand between generations

· Telehealth Institute

· Government administration support

· “Consumer” demand

· Travel costs are increasing

· Reduction in connectivity costs

· Lack of medical professionals in the state

· Good advertising

· Institutional adoption of health records

· Bioterroristic or pandemic crisis

· FCC (grants, redesignation of “rural”)

· “Big 3” Hospital Ownership: HPHC, HHSC, Queens

· PICATA

· Current state legislation on telehealth reimbursement

· University of Hawaii contributions, support

· Obligation to Pacific Basic, mission

· Physicians nurses, healthcare providers

· Cathy Wassem
 
Restraining Forces

· Medical Record Keeping

· Physicians

· HMSA/ Payers (private and government)

· Liability concerns – inability to come to an agreement on a simple concept

· Limited telehealth sites

· Competition

· Organizations need contracts

· Complexity

· Reactive mode of healthcare system

· Licensing ad credentialing

· Current non-system

· Lack of vision on part of Presidential candidates

· Need better healthcare delivery system

· HIPPA, JCAHO

· Private practice model in Hawaii, no obligation to larger institution

· Large number of private practices in the state

· Inadequate reimbursement for amount of work needed

· Inefficiencies

· Not sharing equipment

Discussion on Highest Priority Actions
· Barrier of contracts – need standardized set of operating agreements between sending and receiving institutions (legal regulatory)

· State strategic plan for telehealth that shows value

· Formalized funding mechanism plan

· Work with legislature to get telehealth tax (surcharge to support telehealth)

· Clinical group that creates a playbook of population-based telemedicine that provides incentives for patients (and all stakeholders) to use services. = Compelling reason to use telehealth

· Integration of traditional telehealth services ad HER, ore advanced forms of technology.

· Reward patients if they meet certain incentives

· More education, advertising/marketing

· Create a clinical group that creates playbook of services and integration with care, HER documentation needs on receiving end.
Three Highest Priority Actions
1.   Develop and implement a state strategic plan for telehealth that demonstrated value.
2.   Develop and implement a standardized set of legal and regulatory operating agreements between sending and receiving institutions.

3. Create a clinical group that develops a playbook of telehealth-available serves and addresses integration with traditional healthcare and HER doctor needs on sending and receiving end.
Key Results

This group did not have time to discus key results.
Critical Issue:  Political Will and Institutional Leadership

Force Field Analysis

Best Case Scenario

· All leaders are well educated, supportive and informed about telehealth
· Supportive regulatory environment

· Consensus of vision for potential of telehealth in Hawaii
· Politicians embrace/encourage/play active roles in building consensus.

· Incorporate into party platform

· Senior leadership included in master planning for organization.

· National/state connections are important

· National policies/funding continue/grow for e-health

· Local institutional leaders (top and working levels of institutions) in healthcare agree to cooperate on noncompetitive issues

· University sees itself as a leader and recognizes role to develop ad support technology and community services.

· Physicians and patients seek telehealth services as a result of political will. It could also be a driver. 

· Not the same conversation again in 10 years
· Leverage strengths of Hawaii to be a national/global leader in telehealth

· Export services

· Telehealth integrated into state/federal disaster readiness

· Public demands that leaders provide access, voters/voice, consumer

· All political/institutional leaders congratulate themselves for successful institute of telehealth. 

· Telehealth is average, not extra, not special category, ubiquitous

Worst Case Scenario

· We could actually move backward, e.g. first EMR failure, took 10 years to restart, for fun not real value
· Healthcare reform could collapse, could suck out energy/innovations from healthcare including telehealth.

· We overlay technology ad infrastructure don’t show real results

· Complacency – Hawaii as island state, we’re good, we’re different, waiting for others to decide/act

· Leaders, providers and insurers  blame each other for failures

· Telehealth funding dries up

· Failure could be lots of money spent with no result

· Lack of leadership results in uncoordinated approach to telehealth – inefficient use of resources. (worse than current)

· Failure of current national policy to be sustained, go back to fragmented system nationally.

· Still lack of understandable standards (technology, outcome, social services) society supports competition, Healthcare seeks noncompetitive standardization. “Coopetition” a la Silicon Valley, e.g. IBM and MS

· H.C. leadership stops telehealth support. Window of opportunity is shut. “It’s over.”

· System sustainability – next generation to keep things going in 10-20 years.

· Even good systems might fail in sustainability.

· Even good systems might fail in sustainability

Current Reality
· Some fragmented healthcare activity in telehealth in Hawaii
· Do we know who the institutional leaders are? Senator Inouye. No succession planning in the telehealth issue. Lack seniority in Congress. Biggest political advocate will leave someday.

· Federal will is strong in current Bush administration (if HIT, through 2008)/

· Current leadership (political, institutional) is individual not systemic/institutional

· CEOs in healthcare all over regarding telehealth support. Skepticism, tenuous, funds go into HER not telehealth. HIT/EMR.

· CMS considering but not yet formed new telehealth reimbursement rules.

· Local legislative support? Lack of understanding, we need to educate better. Huge gap at the state level. Not on priority of wither legislature or administration. Green/Ige (EE background). Legislators representing rural areas should be more supported.

· Green supports rural provider shortage secondary support of telehealth.

· Need to do lobbying education at legislature.

· Government/DOH. DOH won’t push issue without the Gov., see problems in telehealth, no money or staff. 
· Telehealth buried in overall problems of healthcare. No “oxygen” left to talk about innovation. Need to connect telehealth as a solution to some big pressing problems.
· Need to build telehealth support in future federal/state government leaders.

· Business case for telehealth is a hard sell to administrators. What will we save/gain? What is the strategic value?

Sustaining Forces

· Rural healthcare needs, continuing justification, Neighbor Island population growth
· Population demographics – again population, ethnicity

· Geographic location, island state, necessary that we consider distance care

· Senator Inouye – Appropriations committee. What about other congressional representatives? Not on right committees. Akaka on VA committee.

· Federal funding creates good incentives, 10 year history.

· Healthcare provider shortage

· Small group of telehealth leaders, enthusiastic, sustaining. (How to develop next generation?)

· Need to better educate leadership in healthcare regarding telehealth
· Pockets of innovation show promise

· “The promise” of telehealth

· Small state, informal communication/education can occur in formal opportunities

· Current official relationships between organizations to partner in telehealth are sporadic, situational and not broad. Potential to add partners and build.

· Innovation in technology helps build confidence in leadership t try more.

· Strong patient/community support of working telehealth systems.

· Strong consumer support of technology, e.g. iphones. 

Restraining Forces

· Lack of reimbursement, e.g. CMS rules need congressional support, other payers follow Medicare/Medicaid rules.
· Lack of understanding (need education) that telehealth can work and can deliver quality, effective care without a face-to-face encounter between patient and doctor.

· Medical consultation definition as face-to-face

· Telehealth failures in community, equipment sat in the corner hard to undo, failure. Leaders may no understand why failed, e.g. Weinberg will no longer fund telehealth.

· Lack of thoughtful strategic planning (and succession planning) to grow telehealth, need plan that people (esp. politicians) buy into, confusion, competition.

· Prioritization – telehealth is low on the list/horizon

· Personality dependent, need strong doctor champion, if they leave, the program dies.

· Lack/poor telehealth public relations, we never share the positive experiences of patients as public human interest stories, capitalize/push demand side and with policy makers
Discussion on Highest Priority Actions
· Lobbyist full-time to all state legislators

· Education campaign to all legislators regarding need for sustained, supported telehealth system, coalition could be more powerful than lobbyist.

· Identify collection of advocates of like-mind, have focus, informed, different sectors/perspectives fro community. Now have individuals with knowledge representing different organizations. Advocacy group, more focused message.

· Insert info agenda of legislative caucus that they can run, e.g. women, children briefings to target their needs, insert into their agenda, how is telehealth a solution to their problem?

· Roz Baker – if you have a need, ask for it.

· Educational campaign for local healthcare CEO’s, CIO’s.

· HMA, ACOG, how does telehealth address their access concerns?

· Not just speakers’ bureau but educational campaign, materials, etc.

· Now good item to position telehealth in campaign platforms while running for office.

· HMSAF funding for telehealth collaborative devilment continuing. Establish formal collaborative and seek HMSAF funding.
· Establish active advocacy group for telehealth; recruit more physician involvement
· Have formal coordinator (person, org)

· Advocacy group needs latest information.

· UH Business School can do business analysis

Three Highest Priority Actions
1. Advocacy Group

· Formally establish a collaborative

· Seek funding to organize and operate

· Seek business plan development

· Advocacy role is important

2. Educational Campaign
· Program activity education campaign targeted to various constituencies (legislators, healthcare leaders, physician, business, employers)

· Program activity

· Institutionalizing technical assistance (planning, training, not technology) to various programs.

3. Strategic Plan

· Develop a strategic plan for the collaborative effort to grow telehealth

Key Results
· Funding for UH/State telehealth programs
· Collection of grants, especially those who don’t have any as collaborative members

· Telehealth included in strategic plan in key organizations

· Policy leaders are educated, informed, supportive

· Laws on books to support telehealth

· Better VTC facilities at hospitals

· General purpose access patients for telehealth consultations (kiosks)

· Broader range of telehealth advocates

· Shared vision for telehealth statewide

Next Steps and Conclusion
The lead facilitator and symposium planning group invited participants to make a commitment to action and creating the successes outlined by the breakout groups.  They directed participants to the “Get Involved in Telehealth Collaborations” sign up sheet and asked that participants identify the priority action area(s) they want to get involved with, identify ways they would like to contribute to efforts on the priority action area(s) and provide their contact information.  
Participants were also asked to fill out an evaluation form for the symposium to help the planning group improve future planning sessions.

Linda Axtell-Thompson thanked the participants on behalf of the symposium planning group and the Telehealth Research Institute.
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