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1 CALIFORNIAôS ñAS-ISò HIT LANDSCAPE 

1.1 OVERVIEW 

California not only boasts the largest population of the 50 states in the union ï 
approximately 37 million residents ï it is also the third largest state geographically.  
Though 80% of California is rural, 85% of the population lives in urban areas. Health 
care services are delivered to Californians through more than 400 hospitals and over 
120,000 active physicians. 
 
With more than 100,000 medical professionals and over 400 hospitals, Californiaôs large 
and diverse health care delivery system is characterized by provider organizations of 
varying sizes, ranging from very large (e.g. Kaiser Permanente), large (e.g., Sharp 
Healthcare), medium (e.g. Palo Alto Medical Foundation), to small (e.g. small and solo 
physician practices). Outpatient providers in a community may be tightly integrated (e.g. 
via integrated delivery networks [IDNs]), loosely affiliated (e.g. in IPAs), or entirely 
independent. Hospitals may be part of regional, statewide, or multi-state chains, or they 
may be independent local facilities. Several large health systems including Adventist, 
Catholic Healthcare West, Sutter Health, and Tenet provide services in multiple regions 
and many operate in more than one state.  
 
Hospitals and community outpatient physicians may be tightly integrated into combined 
business entities (such as an IDN, like Kaiser Permanente), or they may be related only 
by virtue of physician admitting privileges. Provider organizations that are part of larger 
commercial entities may be well capitalized and capable of sophisticated infrastructure 
projects, whereas independent provider organizations and organizations treating 
underserved populations may be undercapitalized, thus less able to develop and 
support complex infrastructures.  
 
California has a robust safety net infrastructure comprised of more than 800 community 
clinic and health center sites. More than 500 are Federally Qualified Health Centers 
(FQHCs) or FQHC look-alikes. The remaining number are free-standing community 
clinics that, like FQHCs and FQHC-LAôs, are nonprofits that offer care on a sliding fee 
scale.  These clinics and health center corporations range in size from single-site 
entities to multi-site organizations that span multiple counties and geographic areas.  In 
2008, Californiaôs clinics served 4.7 million patients, of which 1.6 million were Medi-Cal 
beneficiaries, for a total of 5.6 million Medi-Cal encounters. There are approximately 
3,500 eligible professionals providing services across the safety net of community 
clinics and health centers. The safety net serves over 1.5 million uninsured patients.  
Many of these clinics and health centers have sophisticated health information 
technology systems.  This is largely due to the infrastructure of regional clinic 
associations, many of which provide technical support to the clinics through the Health 
Center Controlled Network grants from the Health Resources and Services 
Administration (HRSA). 
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Health care in California is funded through a mosaic of payment mechanisms.  National, 
statewide, and regional commercial insurers operate in California.  The state and local 
governments finance care for the underserved through a variety of mechanisms, 
including Medi-Cal (both fee-for-service and managed care), Healthy Families (the 
stateôs CHIP program), and the county medical service programs, with a separate 
mechanism for managing the stateôs large prisoner health system. To add to this 
complexity, Medi-Cal carves out its behavioral health management to county medical 
service programs in 52 counties.  Forty-nine percent of Californians receive health 
insurance through their employers, 16% are covered by Medi-Cal, 9% by Medicare, and 
7% by individual plans. The remaining 19% of the population is uninsured. Insurance 
payment models include network-based fee-for-service plans (Preferred Provider 
Organizations [PPOs]), network-based capitation plans (Health Maintenance 
Organizations [HMOs]), and indemnity, as well as a wide variety of payments at facilities 
including percent of billed charges, case rates, per diem charges and hospital 
capitation. Delegation of risk and other insurance functions via HMOs is more common 
in California than most other states.  Medicare and Medi-Cal delegate risk and claims 
payment functions to commercial insurance carriers through Medicare Advantage and 
managed care plans. Commercial insurers delegate risk and claims payment functions 
to contracted IPAs or medical groups. 
 
Quality improvement efforts, while robust in some segments of commercial health care, 
through pay-for-performance and other similar programs, are largely limited in Medi-Cal 
to managed care plans. Medi-Cal managed care plans are required to report annually 
on a set of twelve Healthcare Effectiveness Data and Information Set (HEDIS) 
measures and engage in two quality improvement projects (QIPs). In Medi-Cal 
fee-for-service, which currently services slightly less than 50% of Medi-Cal recipients, 
quality improvement efforts are limited to several disease management pilot projects. 
The largest quality improvement effort in the Department of Health Care Services 
(DHCS), known as CalMEND, is a partnership initiative with the Department of Mental 
Health to improve quality and outcomes for publicly funded mental health services. The 
clinical data that practitioners and hospitals will be required to report to DHCS for 
meaningful use (MU) of Electronic Health Records (EHRs) beginning in 2012 will 
represent a large and new resource for planning and implementing quality improvement 
efforts in Medi-Cal and statewide. 

1.2 EHR ADOPTION LANDSCAPE  

The EHR adoption landscape described in the following pages was derived from a 
variety of sources over the last several months. Where possible, information has been 
derived from existing sources in both published and unpublished literature. This 
approach has been taken for a number of reasons. Providers and health care 
institutions report a high degree of ñsurvey fatigueò from being asked to respond to 
multiple surveys from multiple sources. This has resulted in declining response rates 
that threaten the validity of any findings. It is not uncommon to now find 20% or 30% 
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response rates in major surveys. Another major reason is cost. Unlike smaller states, 
conducting a scientifically valid survey of providers in a state the size of California can 
be very expensive, especially if one employs the intensive follow-up techniques 
necessary to attain an acceptable response rate above 50%. 
 
Appendix 1 describes in detail the data sources used in the pages that follow in this 
landscape assessment of EHR use in California. Where data sources are out-of-date, or 
inadequate for some other reason, we have made plans to augment these using new 
sources that will be published in the next 4 to 6 months.  DHCS intends to complete this 
process within the six month timeframe, including new data collection and use of new 
published results for incorporation into our landscape assessment. This new information 
will be incorporated into the appropriate sections of this chapter, specifically sections 
1.3 and 1.4.  In addition, the results may be used to adjust and add to DHCSôs goals in 
section 2.1 if new areas of need are identified.  DHCS also anticipates that outreach 
and education efforts and technical assistance efforts described in sections 2.3 and 2.4 
may be adjusted in response to the survey results to help target provider types or 
hospital types identified as particularly in need of assistance.  Lastly, the landscape 
refinement and evaluation activities described in section 5.1.3 will be adjusted in 
response to findings from the new studies.  Changes in the SMHP will be vetted with the 
EHR Incentive Program Advisory Board before being submitted to CMS for approval. A 
summary of data sources and plans is contained in Table 1 that follows. Details of these 
sources and plans are described in the pages that follow this table. 
 

TABLE 1: EHR ADOPTION SURVEYS ï SOURCES AND PLANS 

 

 

CURRENT SOURCES PLANS

PRACTITIONERS

2011 Mar-Aug: Survey of Physicians 

(UCSF with Medical Board)

Planned survey by SK&A for ONC may 

also provide usefual data on 

physicians

Dentists 2010 CHCF

Nurse Practitioners & 

Midwives

2010 Board of Registered 

Nursing Survey

Physician Assistants
None

HOSPITALS

2011 Feb: AHA Survey

2011 Aug - Dec: UCSF analysis of 

AHA/ONC Survey

CAHs 2010 CSRHA

Consider re-administering in 2-3 

years or incorporate into UCSF 

Survey

2010 NAMCS 

2007-2009 NSSMP
Physicians

2011 Sep-Dec: A version of the 

Medical Board physician's survey will 

be modified by UCSF and 

administered to nurse practitioners 

and certified nurse midwives

2006-2007 AHAAll
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1.3 EHR ADOPTION BY PRAC TITIONERS 

The Office of the National Coordinator (ONC) commissioned the National Center for 
Health Statistics, National Ambulatory Medical Care Survey (NAMCS), 2008-2010 to 
assess adoption of EHRs by office-based physicians nationally. In results released in 
January 2011, 21.8% of office-based physicians have adopted at least a ñbasicò 

electronic health record. This 
represents growth of nearly 50% since 
2008. Growth in electronic health 
record adoption was strongest among 
primary care physicians last year, 
29.6% of whom have now adopted at 
least a basic EHR. In addition, 41.1% 
of office-based physicians plan to 
apply for EHR incentive payments and 
of those physicians, 79.1% plan to 
apply in 2011 or 2012. Californiaôs 
rates, according to the same survey, 
are not significantly different from the 
national averages. Approximately 
22% of office-based physicians have 
at least a ñbasicò EHR in their 
practices. The estimated adoption rate 
among primary care physicians is 
28%. An estimated 40% of office-
based physicians plan to apply for 
EHR incentive payments. 
 
Preliminary data from the National 
Study of Small and Medium-sized 
Physician Practices (NSSMPP), 
reporting 2009 data and including 
practices with 19 or fewer physicians, 
is the most currently available source 
of EHR adoption data in California 
(see Table 2). For these small and 
medium-sized practices, 33% of 
practitioners used at least some form 
of electronic medical record. However, 
only 17% used progress notes and 
23% kept a list of patient medications. 
This suggests a great discrepancy 
between reports of provider adoption 
of EHR with the actual meaningful use 
of specific EHR functionalities. Most 

TABLE 2: IT CAPABILITIES AND EMRs IN 

SMALL PHYSICIAN PRACTICES 

  Small 
Physician 
Practices 
(N=71) 

Electronic documentation  

Progress notes 17% 

List of patient medications 23% 

Electronic access to clinical data  

Laboratory test results 80% 

Specialist referral notes 14% 

Emergency department notes 73% 

Hospital discharge notes 80% 

Record of prescriptions filled 13% 

Clinical decision support  

Alerts for potential drug interactions 8% 

Alerts for abnormal tests 8% 

Prompts at time of visit 7% 

Physician order entry  

Physician electronic prescribing 14% 

Electronic registry for chronic illness  

Diabetes 24% 

Asthma 7% 

Chronic heart failure 8% 

Depression 7% 

Electronic connectivity for patients  

Physicians use e-mail with patients 11% 

Patients can access part of EMR online 3% 

Quality measurement  

EMR used to measure quality 13% 

  

NOTE: Preliminary Data from: National Survey of 
Small and Medium-sized Physician Practices 
(NSSMPP), July 2007-March 2009, including 
practices with 19 or fewer physicians. 
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small practices reported electronic access to laboratory test results (80%), hospital 
discharge notes (80%), and emergency department notes (73%). However, for some 
types of connectivity, access was much lower: 13% reported access to a record of 
prescriptions filled and 14% reported access to specialist referral notes. Considering 
electronic communication to patients, 11% of practices exchanged e-mail with patients 
and only 3% allowed patients online access to their EHRs.  
 
The NAMCS and NSSMPH data is limited in quality and is not specific to Medi-Cal 
physicians. To fill this gap and provide a scientifically valid ongoing survey of provider 
use of EHRs in California, DHCS has partnered with researchers at the University of 
California, San Francisco, to design and conduct an annual survey of physicians 
through the Medical Board of Californiaôs re-licensure process (see UCSF researcher 
bios in Appendix 2). The survey, which was administered in March-August 2011, is 
attached as Appendix 3. The response rate was 60% and initial results will be available 
in October 2011. The ONC has recently contracted with SK & A to conduct a national 
survey of physicians. This has the potential to be an ongoing source of information for 
DHCS about physician EHR use. 
 
Current data on non-physician practitioner use of EHRs (including Medi-Cal providers) 
is very limited. In 2010 the California HealthCare Foundation published a survey of 
dental practices in California that only attained a 3.7% response rate.  This survey found 
that 23% of respondents reported having a fully functional dental EHR. Among 
Denti-Cal dentists, 37% reported being likely to participate in ARRA incentive programs, 
with an additional 27% somewhat likely.  
 
In order to help fill the gap of knowledge about EHR use by non-physician providers, 
DHCS has contracted with researchers at UCSF to modify the survey they have 
developed for the Medical Board of California for use with nurse practitioners and 
certified nurse midwives. This will be administered in September-December 2011 
through direct mailing to a random sample of 5000 providers.. 

In April 2010, the Lewin Group and McKinsey & Company completed an assessment of 
the potential size and complexity of the Medi-Cal EHR Incentive Program for DHCS. 
Using several available data sources, including externally published data and the Medi-
Cal eligibility and claims databases, they estimated that approximately 10,000 
practitioners providing care to Medi-Cal patients in California will be eligible to receive 
incentive payments. This constitutes 20% of all Medi-Cal providers. Providers in 
counties with a higher proportion of Medi-Cal members are more likely to meet the 
patient volume threshold, as are providers in rural areas. In rural areas, nearly half 
(45%) of providers meeting the patient volume threshold will practice in clinics. Of these 
eligible providers, 7,900 will be physicians, 700 dentists, 600 nurse practitioners, 500 
physician assistants, and 70 nurse midwives. According to the Final Rule and 
Californiaôs State Plan, optometrists may also be eligible for incentive payments but 
their potential number has not been determined (see Appendix 4 for a letter from 
DHCS attorney on this topic).  DHCS has determined that it will need to submit a state 
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plan amendment (SPA) to CMS in order to make optometrists eligible for the Medi-Cal 
EHR Incentive Program.  DHCS anticipates submitting this SPA in the next month. 

Lewin Group and McKinsey & Company also interviewed a targeted sample of providers 
and stakeholders. Providers interviewed uniformly expressed frustration with several 
important aspects of EHR adoption including: confusion on the best vendor choices, the 
ability of vendors to facilitate achievement of meaningful use, and how best to interpret 
vendor offers and commitments (e.g., meaningful use guarantees, financing options). 
Providers also consistently reported their most trusted sources of information to be 
regional medical associations, trade associations, local medical societies, medical 
groups/IPAs, and their peer providers.  

 

FIGURE 1: ESTIMATED NUMBER OF MEDI-CAL ELIGIBLE PROVIDERS 

  

Approximately 20%, or nearly 10,000 Medi -Cal providers, are estimated to meet the patient 
volume thresholds; the percentage varies substantially by provid er type

SOURCE:California: CHCF, June 2009, òFewer and more specialized: A new assessment of physician supply in Californiaó; American Dental Association; Dental 

Data 2008; American Academy of Nurse Practitioner, 2001; America n Academy of Physician Assistants, 2008 Census Survey; CertifiedNurse Midwife 

Survey, 2003. Medi-Cal: MIS/DSS, 2009; Lewin analysis

1 Outside of FQHC/Look-Alike/RHC/IHS data, information on allied professionals particip ating in Medi-Cal is limited, likely resulting in an underestimate of 
the total number of allied professionals participating in Medi -Cal and an overestimate of the proportion of those meeting the p atient volume threshold

2 Physician Assistant estimates do not reflect that eligible Physi cian Assistants must be in Physician Assistant-led clinics
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California 
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Approximately 20%, or nearly 10,000 Medi -Cal providers, are estimated to meet the patient 
volume thresholds; the percentage varies substantially by provid er type

SOURCE:California: CHCF, June 2009, òFewer and more specialized: A new assessment of physician supply in Californiaó; American Dental Association; Dental 

Data 2008; American Academy of Nurse Practitioner, 2001; America n Academy of Physician Assistants, 2008 Census Survey; CertifiedNurse Midwife 

Survey, 2003. Medi-Cal: MIS/DSS, 2009; Lewin analysis

1 Outside of FQHC/Look-Alike/RHC/IHS data, information on allied professionals particip ating in Medi-Cal is limited, likely resulting in an underestimate of 
the total number of allied professionals participating in Medi -Cal and an overestimate of the proportion of those meeting the p atient volume threshold

2 Physician Assistant estimates do not reflect that eligible Physi cian Assistants must be in Physician Assistant-led clinics
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1.4 EHR ADOPTION BY HOSPITALS 

Initial results from a 2009/2010 American Hospital Survey were released in February 
2011. This study, which attained a 25% response rate, found 15.1% of acute care 
non-federal hospitals have adopted at least a ñbasicò EHR. This represents growth of 
nearly 75% since 2008. In addition, 80.8% of acute care non-federal hospitals plan to 
apply for EHR incentive payments and of those hospitals, 80.1% plan to apply in 2011 
or 2012. In California, according to the same source, approximately 21% (+/-4%) of 
acute care non-federal hospitals report having at least a ñbasicò EHR in place and 
approximately 82% (+/-4%) plan to apply for EHR incentive payments. AHA, with 
funding from ONC, conducted a more detailed survey in 2010-2011 that attained a 60% 
response rate.  Access to this data became available to researchers in July 2011 and 
DHCS has contracted with researchers at UCSF, Drs. Robert Miller and Diane 
Rittenhouse, to analyze responses from California hospitals and produce a report by 
December 2011. 
 
Detailed data on adoption of HIT by hospitals is currently only available from the 
2006/2007 survey conducted by the American Hospital Association reported in a 
California HealthCare Foundation ñsnapshotò report published in 2008. The response 
rate for this survey was 30%. Looking at the big picture for hospitals, 55% were fully or 
partially implemented in 2007. However, digging deeper to look at specific aspects of 
HIT, figures of non-implementation (not implemented and not considering 
implementation) drops between 3% to 7% depending on the ñuse.ò  For example, 90% 
of all California hospitals had either fully or partially implemented the function ñreview 
lab resultsò into their electronic health records, another 8% are considering 
implementing, and 3% have not. Accessibility of the EHR across the hospital, however, 
is less developed. On these metrics, non-implementation ranged from 6% for hospital 
inpatient departments to 25% for post-acute care settings. The rate of hospital sharing 
of electronic patient information with outside physicians and other organizations such as 
labs, pharmacies and free-standing imaging centers varied widely. Most hospitals 
electronically shared patient information with physician practices (76%) and labs (74%), 
but very few shared information electronically with other hospitals (22%), retail 
pharmacies (9%) or school clinics (4%). 
 
All Veteran Administration Hospitals in California use the highly successful Vista EHR 
system. The Veterans Administration San Diego Medical Center (VASDMC) recently 
launched an electronic medical data exchange and instant access program with Kaiser 
Permanente. This represents the first time a federal agency and a private healthcare 
organization have linked their computerized patient-records systems. In addition, the 
Naval Medical Center and VASDMC have established Virtual Lifetime Electronic 
Records (VLER) to share data. The VASDMC is a member of the Beacon Community 
collaborative led by the University of California, San Diego. 
 
A mixed-methods study conducted by Robert Miller, Ph.D., and colleagues in 2008 
reported on public hospitals and provided the following information:  
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ñAlthough all public hospitals had basic clinical information system (CIS) 
capabilities, advanced CIS implementation varied greatly ï for example, 
hospitals in nine counties had electronic order entry used by support staff, 
eight had some form of clinical data repositories that enabled reporting, 
and seven had picture archiving and communication capabilities for digital 
imaging. Despite considerable CIS progress in some hospitals, none had 
implemented CPOE, considered to be among the most advanced CIS 
capabilities. Public hospitals in a few counties focused on implementing 
EHRs in their ambulatory care clinics, although none had fully done so.ò 

 
The work by the Lewin Group and McKinsey & Company found that 242 of 435 (55%) of 
the hospitals in California will be potentially eligible for Medi-Cal incentive payments 
based on Medi-Cal discharge volumes and other eligibility factors. Eight of these are 
Childrenôs hospitals; the remaining 234 are general acute care facilities, which include 
CAHs. Statewide, these eligible hospitals will account for more than 93% of all Medi-Cal 
discharges and 72% of all acute care hospital bed days. 
 

FIGURE 2: PERCENTAGE OF HOSPITALS QUALIFYING FOR INCENTIVE PAYMENTS 
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1.4.1 CALIFORNIAôS CRITICAL ACCESS HOSPITAL LANDSCAPE 

In March 2010, the Rural Health Information Technology Consortium received a grant 
from California Health and Human Services (CHHS) to develop assessment tools and 
perform pilot studies to assess the technology readiness of five Critical Access 
Hospitals (CAH) in California to achieve the ñMeaningful Useò measures proposed by 
the Centers for Medicare and Medicaid Services (CMS). Upon successful completion of 
the pilot, the consortium organized under the California State Rural Health Association 
(CSRHA) and received a grant from United Health Group in June 2010 to complete 
assessments on the remaining 25 CAHs and one pending CAH.  
 
The technology assessment consisted of interviewing CAH staff and reviewing their 
internal documents and reports. Web based survey questionnaires were emailed to 
executive, finance, nursing, laboratory, radiology, pharmacy and IT managers at each 
facility.  Questionnaire responses were reviewed, and a site visit allowed follow-up 
interviews with each manager to understand the hospitalôs readiness or plans for 
demonstrating meaningful use. Following the site visit, a draft technology assessment 
was circulated to the CAH staff for review and correction. Further staff comments were 
then included in the report. All reports were reviewed by the project director for 
completeness and summarized for stakeholder comment. Financial analysis of each 
CAH was also completed, including indicators of financial performance, estimating 
incentive payments and cost-reimbursement for HIT deployment, outpatient laboratory 
profitability, Medicare patient populations and Medi-Cal share of acute inpatient days.  
 
Stakeholder meetings were held in person at CSRHA offices and in Fresno, by 
teleconference and by Webinar. Stakeholders that participated in these meetings 
included Lisa Ashton of the Medi-Cal Office of Health Information Technology, Andie 
Martinez of the California Primary Care Association, Richard Swafford and Speranza 
Avram of CalHIPSO, Alana Ketchel of Cal eConnect, Ray Hino of the California Critical 
Access Hospital Network, Peggy Wheeler and Pam Lane of the California Hospital 
Association, Eric Brown of the California Telehealth Network, Earl Ferguson from the 
Southern Sierra Telehealth Network, Lee Barron from Southern Inyo Hospital, Alan 
Burgess of Tehachapi Hospital, Gail Nickerson of the California Association of Rural 
Health Clinics, Kim Salamone from Health Services Advisory Group (HSAG, the Rural 
Local Extension Center) and Desiree Rose and the Board of Directors of the California 
State Rural Health Association (who represent Rural Health Clinics, Community Clinics 
and Rural and Critical Access Hospitals).  
 
In August 2010, the California HealthCare Foundation gave CSRHA a planning grant to 
write a report of the findings of these assessments and to make recommendations to 
accelerate the meaningful use of electronic health records in the stateôs CAHs.  
 
Californiaôs CAHs serve rural Medicare patients on cost-based reimbursement for 
Medicare services and traditional fee-for-service for private payers and Medi-Cal. A 
CAH must provide 24-hour services, must be a minimum of 35 miles away from another 
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hospital (15 miles in the case of mountainous terrain or in areas with only secondary 
roads available), must not exceed an average length-of-stay of 96 hours in the hospital 
business unit, and have a maximum of 25 beds, including ñswingò beds that can 
transition from acute to skilled nursing. 
 

According to the 2010 survey conducted by CSRHA, 10 of 31 CAHs have implemented 
EHRs, with another six in the process of implementation. The most common barrier 
cited by CAH chief executive officers (CEOs) to achieving meaningful use was funding. 
Most CAHs struggle financially, with only 13 of the 31 CAHs reporting a profit according 
to the most recent financial audit information. However, CSRHA projects that most 
CAHs will receive reimbursement adequate to achieve meaningful use. The estimated 
total of incentive payments for Californiaôs CAHs will be $73 million, compared to total 
anticipated AIU costs of $55 million. However, these costs do not take into account 
ongoing operational costs, including HIE and increased information technology staffing 
costs. According to CSRHA many rural hospitals, particularly those not affiliated with 

Blue = hospitals affiliated with parent organizations.  
Green = hospitals that are well on their way to achieving meaningful use. 
Red= hospitals that have significant challenges to meeting meaningful use.  

Figure 3: CALIFORNIAôS CRITICAL ACCESS HOSPITALS 
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larger parent organizations, will need technical assistance if they are to make the right 
decisions to achieve and sustain meaningful use. Figure 3 shows the location of 
Californiaôs CAHs and their potential status in achieving meaningful use.  
 
DHCS is securing a vendor to conduct on-site assessments of 38 rural hospitals and 
surrounding communities to provide a detailed landscape assessment of HIT readiness.  
These assessments, funded through the P-APD update process, will complete the 
baseline EHR adoption landscape assessment in Californiaôs critical access, rural and 
frontier hospitals. 

1.4.2 EHR ADOPTION BY CHILDRENôS HOSPITALS 

Californiaôs eight childrenôs hospitals will all qualify for incentives under the Medi-Cal 
EHR Incentive Program regardless of Medi-Cal discharge volume. Based on 2008 data, 
the childrenôs hospitals are expected to receive an estimated $45 million in incentive 
payments. In a survey of the eight hospitals conducted by DHCS and the California 
Childrenôs Hospital Association, six hospitals indicated that they will be participating in 
the hospital incentive program, one hospital (Loma Linda) will be applying in conjunction 
with their main hospital, while one hospital (Oakland Childrenôs) is not sure about 
participation. In regards to the six hospitals who will be participating in the incentive 
program: 
 

¶ Six hospitals currently have an operating EHR 

¶ One hospital believes that it can meet the current meaningful use criteria 

¶ Six of the hospitals indicated that they will achieve meaningful use by 
10/1/2011 
 

Successful health information exchange is a priority for the majority of childrenôs 
hospitals and adequate funding is reported as their primary barrier to the adoption of 
new EHR technology. 

1.5 EHR ADOPTION BY COMMUNITY CLINICS 

In September 2010, the California Primary Care Association (CPCA) surveyed 181 
clinic and health center corporations in California about health information technology 
related issues. One hundred and twenty-seven corporations responded, a 70% 
response rate. Seventy-five percent of the respondents were FQHCs or FQHC look-
alike clinics. This survey found that 21% of clinic corporations have fully implemented 
EHRs, 19% have partially implemented EHRs and 60% do not have an EHR. Eighty-
three percent of the clinics intend to work with its providers to participate in the Medi-Cal 
EHR Incentive Program, with 73% intending to do so in the first year. Sixty percent of 
clinics reported a need for additional staff for EHR support in the next two years. Two 
EHR products dominate the marketplace for community clinics and health centers ï 
25% have eClinicalWorks and 25% have NextGen. In regards to organizations that 
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have not yet implemented, 60% intend to purchase NextGen and 24% intend to 
purchase eClinicalWorks.  
 
The main type of health information exchange clinics and health centers are engaged in 
is lab, followed by e-prescribing and radiology. Seventy-three of the 127 respondents 
had built and were actively using a lab interface, 25 a pharmacy interface, and only 12 a 
radiology interface. When asked what type of information would be most beneficial to 
exchange, 66% of respondents ranked eReferral and scheduling for specialty care as 
the most important. Following in importance was immunization registry, labs, patient 
summary, and lastly e-prescribing.   
 
Fifty-two of Californiaôs FQHCs have been successful in obtaining funding from the 
HRSA Capital Improvement Project grants for health information technology and/or 
electronic health records. Appendix 5 displays the names, locations, and grant types 
for these FQHCs. Additionally, there are 13 Health Center Controlled Network grantees 
in California with nearly $24 million in dedicated funding for health information 
technology. 
 

TABLE 3: HEALTH CENTER CONTROLLED NETWORK GRANTEES 

 
Grantee Grant Number Program Director Financial Assistance 

ALLIANCE FOR RURAL COMMUNITY 
HEALTH 

H2LIT16580 
Cathy Frey                    

707-462-1477 x101 
$506,859.00 

ALLIANCE FOR RURAL COMMUNITY 
HEALTH 

H2LCS18137 
Cathy Frey                     

707-462-1477 x101 
$866,031.00 

ALTA MED HEALTH SERVICES 
CORPORATION 

H2LIT16834 
Castulo de la Rocha     

323-889-7310 
$746,250.00 

ASSN OF ASIAN/PACIFIC COMM 
HLTH ORGANIZATIONS 

H2LIT16610 
Rosy Weir                      

510-272-9536 x107 
$191,250.00 

ASSN OF ASIAN/PACIFIC COMM 
HLTH ORGANIZATIONS 

H2LCS18132 
Rosy Weir                       

510-272-9536 x107 
$1,000,000.00 

CLINICA SIERRA VISTA H2LIT16836 
Stephen W Schilling     

661-635-3050 
$1,865,625.00 

CLINICAS DEL CAMINO REAL, INC. H2LCS18168 
Roberto S Juarez          

805-659-1740 
$3,000,000.00 

COMMUNITY ACCESS HCCN, LLC H2LCS18174 
John Williams               
415-391-9686 

$2,519,875.00 

COMMUNITY HEALTH CENTER 
NETWORK 

H2LCS18136 
Ralph Silber                    

510-297-0200 x266 
$3,000,000.00 

FAMILY HEALTH CENTERS OF SAN 
DIEGO, INC. 

H2LIT16855 
Andres Gutierrez            

619-515-2539 
$1,865,625.00 

FAMILY HEALTH CENTERS OF SAN 
DIEGO, INC. 

H2LCS18161 
Andres Gutierrez            

619-515-2539 
$3,000,000.00 

GOLDEN VALLEYHEALTHCENTER H2LCS18131 
Michael O Sullivan        
209-383-1848 x351 

$2,998,013.00 

REDWOOD COMMUNITY HEALTH 
NETWORK - REDWOOD COMMUNITY 

HEALTH COALITION 
H2LCS18142 

Nancy O Oswald           
707-792-7900 x216 

$2,079,598.00 
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There are a large number (over 200) of non-FQHC clinics in California licensed as 
1204a clinics under state law. As such they must be non-profit entities that charge 
patients based on ability to pay, utilizing a sliding fee scale. If deemed too financially 
restrictive for the patient, they cannot charge the patient directly for services rendered or 
for medications, appliances, or apparatuses furnished. These clinics constitute an 
important component of the stateôs safety net for the most vulnerable of our population.  
A large number of providers in 
these clinics may not qualify for 
Medi-Cal EHR Incentive Program 
payments due to the inability to 
count uninsured and other needy 
patient encounters toward their 
patient volumes. 

1.6 EHR ADOPTION BY 

LARGE MEDICAL 

GROUPS AND 

INDEPENDENT 

PRACTICE 

ASSOCIATIONS 

The National Study of Physician 
Organizations, reporting 2007 data, 
found a relatively low adoption rate 
for medical groups and IPAs in 
California ï only 32% of medical 
groups and 6% of IPAs made an 
EHR available for progress notes, 
and even fewer for lists of patient 
medications (see Table 4).  
However, looking at electronic 
access to clinical data, medical 
groups and IPAs had much better 
utilization rates, especially for 
laboratory test results (59%), 
though less so for a record of 
prescriptions filled (13%). Twenty-
nine percent of organizations 
reported that providers exchanged 
e-mail with patients and only 3% 
allowed patients online access to 
their EHRs. 
 

TABLE 4: IT CAPABILITIES AND EHRS IN LARGE 

MEDICAL GROUPS AND IPAS IN CALIFORNIA 

 
Medical 

Groups 
IPAs 

 N=71 N=113 

Electronic documentation 

  Progress notes 32% 6% 

  List of patient medications 25% 8% 

Electronic access to clinical data 

  Laboratory test results 69% 52% 

  Radiology test results 63% 39% 

  Specialist referral notes 37% 9% 

  Emergency dept. notes 42% 19% 

  Hospital discharge notes 55% 33% 

  Record of prescriptions filled 18% 10% 

Clinical decision support 
  Alerts for potential drug interactions 24% 5% 

  Alerts for abnormal tests 20% 10% 

  Prompts at time of visit 21% 10% 

Physician order entry 
  Physician electronic prescribing 32% 17% 

Electronic registry for chronic illness 

  Diabetes 62% 51% 

  Asthma 39% 48% 

  Chronic heart failure 44% 41% 

  Depression 23% 19% 

Electronic connectivity for patients 
  Physicians use e-mail with patients 39% 23% 

  Patients can access part of EMR 
online 

4% 3% 

Quality measurement 
  EMR used to measure quality 19% 39% 

NOTE: National Study of Physician Practices (NSPO2), 
March 2006ςMarch 2007, including practices with 20 or 
more physicians. 
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In 2009, the Integrated Healthcare Association (IHA) surveyed 193 medical groups and 
IPAs in California with at least one commercial HMO contract, asking: ñPlease indicate 
your organization's Electronic Medical Record status.ò  Responses were as follows: 
28.1% ñFully Operational;ò 33.3% ñImplementation Underway;ò 20.8% ñImplementation 
Planned;ò and 15.1% ñNo Implementation Planned.ò  Only 2.7% did not respond. The 
same question was asked of all 28 reporting units for Kaiser Permanente ï they all 
responded ñfully operational.ò  IHA also includes HIT criteria in their pay-for-
performance program and therefore has audited data for measurement years 2003-
2009 on several aspects of HIT adoption. In 2009, 62.7% reported having computerized 
registries; 26.9% electronic prescribing; 53.4% electronic lab results; and 47.2% 
electronic messaging. Also, 51.8% were able to access clinical notes of other 
practitioners; 50.3% provided physician reminders for preventive and chronic care; and 
31.6% could order lab tests electronically. These numbers do not include Kaiser 
Permanente. 
 
In 2010, Cattaneo & Stroud conducted a survey of the California medical groups 
(excluding Kaiser Permanente) accepting managed care contracts and having at least 
six primary care providers. The 155 groups responding reported 18% of primary care 
providers use EHRs.  A relatively high percent of respondents (33%) reported not 
knowing the rate of EHR use by their providers. The reported rate of use of EHRs by 
specialists was only 8%. The reported rates of group support for e-prescribing, local 
HIE, and electronic lab reporting were 57%, 37%, and 41%, respectively.  
 
Although there is current knowledge of EHR use by clinics and groups, it is not 
complete or consistent across settings.  For this reason DHCS has contracted with 
researchers at UCSF to design a unified survey that will be conducted in 2012 and 
repeated periodically in the future.  The PIs on this project will be Drs. Miller and 
Rittenhouse.  Please see bios in Appendix 2. 
 

1.7 EHR ADOPTION BY INDIAN HEALTH CLINICS  

There are 64 small and independent Tribal Health Programs in rural and isolated 
communities in the state which are hard to reach and have high provider turnover. Most 
do not currently use EHRs although some use the Indian Health Servicesô Resource 
and Patient Management System (RPMS) which is an electronic health information 
technology solution used to manage clinical, business practices and administrative 
information in order to meet stringent Indian Health Services (IHS) reporting 
requirements, including the Government Performance and Requirements Act (GPRA) 
reporting. 
 
A network of primary care clinics throughout the state is funded by IHS to provide care 
to American Indians and other underserved populations as identified in the clinic 
charter/mission. These clinics can participate in Medi-Cal as a Tribal Health Provider 
(THP) funded under the authority of Public Law (PL) 93-638, 25 USC 450 et seq., 
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FQHC, Rural Health Clinic (RHC), or Community Health Center if they meet all of the 
federal and state statutory requirements for each provider type. 
 
In 1998, DHCS implemented a Memorandum of Agreement (MOA) between the federal 
IHS and the Health Care Financing Administration (HCFA). HCFA was later renamed 
the Centers for Medicare & Medicaid Services (CMS). The MOA established a new 
provider type and reimbursement rate for services provided to Medi-Cal recipients at 
tribal health clinics funded under PL 93-638. The MOA established the THP provider 
type. Clinics subsequently had the option to change their provider type. Most of the 
tribal health clinics changed their provider status from FQHC to THP at that time to take 
advantage of the new reimbursement system although they did not change operations. 
As of March 2010, there were 16 FQHCs and 48 THP Indian health clinic providers 
enrolled in the Medi-Cal program. 
 
THP clinics are operated by tribes and tribal organizations as primary care clinics in 
California under the authority of PL 93-638 and funded by the IHS to continue to provide 
a significant level of health care services at no cost to individual American Indians. 
These services meet the description of services provided to needy patients established 
in 42 CFR 495.306 and the THP clinics have requested to be considered as FQHCs for 
the purposes of the Medi-Cal EHR Incentive Program. In compliance with CMSô recently 
published FAQ on this issue, DHCS will treat the THP clinics as equivalent to FQHCs 
for this purpose.  
 
There is a strong need for tribal and urban Indian health programs to interface with 
RPMS, the systems used by IHS to manage clinical, business practice, and 
administrative information. Despite large amounts of federal funding for IHS, there is 
little support for the Tribal and Urban Health Programs in California to implement non-
RMPS EHRs. When establishing HIE in rural communities, Cal eConnect will promote 
connections established between the tribal clinics and the rural hospital to which they 
are referred to for care. 

1.8 REGIONAL EXTENSION CENTERS 

A key component in transforming the use of EHRs is the change in workflow within 
providersô offices.  EHRs are only implemented successfully when there is sufficient 
support and experience related to the changes in workflow and the understanding of the 
technology.  In recognition of this, the ONC implemented the Regional Extension Center 
(REC) program to assist providers in the many steps necessary to adopt EHRs and to 
use them effectively to meet meaningful use.  California is well-positioned through its 
REC programs to help providers through these steps.  

The California Health Information Partnership and Services Organization (CalHIPSO) is 
an organization founded by clinical providers, for clinical providers, to help them 
successfully navigate through the complicated world of EHR implementation.  
CalHIPSO covers the majority of the state through its network of Local Extension 
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Centers (LEC) as shown in the map below.  CalHIPSO has funding to support 6,187 
providers and has registered over 50% of those (3,510) to date.  

In Los Angeles County, HITEC-LA is the REC charged with helping doctors and primary 
care providers purchase, implement and use electronic health records in a meaningful 
way.  HITEC-LA will help providers assess their technology needs, as well as offer 
education, training, and on-site technical assistance.   
 
In Orange County, the CalOptima Regional Extension Center (COREC) will 
collaboratively work with physicians and other eligible providers to integrate HIT into 
their offices and bring them to meaningful use.  COREC will work with service partners 
who will deliver on-site support and assistance to Orange County physicians and 
providers.  Although any Orange County provider can participate, COREC's first focus 
will be on primary care physicians, physician assistants and nurse practitioners who 
operate in individual or small group practices, community clinics or public and/or critical 
access hospitals.   
 
The California Rural Indian Health Board (CRIHB), as a partner with the National Indian 
REC, will ensure that CA tribal and urban Indian health programs and their eligible 
providers achieve meaningful use of electronic health records by facilitating EHR 
adoption.  They will collaborate with IHS, tribes, urban Indian health programs, and 
tribal organizations to develop and disseminate best practices and education to facilitate 
EHR adoption and enhance the Indian healthcare system in California.  
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FIGURE 4: CALHIPSO LOCAL EXTENSION CENTER LOCATIONS 
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1.9 VULNERABLE POPULATIO NS 

1.9.1 CHILDREN IN FOSTER CARE IN CALIFORNIA 

There are approximately 62,000 children in foster care in California. As is the case 
nationally, these children tend to have more complex health care needs than other 
children and account for a disproportionate share of Medi-Cal expenditures. Nearly half 
of all children living in foster care in California suffer from chronic illnesses, and children 
in foster care are three to six times more likely than those in the general population to 
have significant psychological or behavioral problems. Yet children in foster care 
receive less than optimal care for a number of structural reasons.  
 
On average, children placed in foster care in California experience two to three changes 
in foster placements each year. Placement changes are often accompanied by changes 
in health providers. The existing system for sharing information about a child in foster 
care is, to a large extent, based on the passing of duplicate paper forms among 
caseworkers, public health nurses, foster parents, and health providers. Often providers 
do not receive forms, or receive forms that are missing crucial information about the 
child. Inadequate medical records for children in foster care contribute to poor quality 
health care that, in some instances, can be life-threatening. This can include duplication 
of immunizations, over-prescription of psychotropic medications, misdiagnoses, and 
subsequent medical errors and omissions based on faulty paperwork. According to 
Childrenôs Action Network, ñdoctors often have no reliable birth or immunization records, 
donôt know who has previously treated the child, and have no facts about current and 
past diagnoses, treatments, or prescriptions.ò 
 
Electronic exchange of key information for this highly mobile, high-needs population of 
children can result in greater coordination of care between providers and caretakers. 
This can increase efficiency, reduce program costs at the state and local levels and 
significantly improve outcomes for youth in foster care. Early findings from related 
efforts indicate that the information management and coordination of care enabled by a 
system of electronic information-sharing can result in improved preventive care, 
decreased hospital stays, improved clinical conditions, and decreased cost of care. 
After implementation of electronic information exchange in Milwaukee, Wisconsin, the 
number of youth in residential programs declined from 364 to 140 per day, psychiatric 
hospitalizations declined by 80%, and the cost of care per child dropped from $5,000 
per month to less than $3,300. Children in foster care also experienced a variety of 
improvements in clinical conditions.  
 
DHCS recognizes the great potential to improve coordination across the many 
programs and services available to children in foster care through the use of EHRs and 
electronic data-sharing and has been working with stakeholders to develop 
interventions and pilot projects. The long-term goal is provide access to information to 
foster parents, caseworkers, health providers (physical, mental, and dental), public 
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health nurses, educators, attorneys, judges, and older youth in foster care. The 
California information technology architecture involved may include the statewide health 
information exchange (HIE) infrastructure, the Medicaid Management Information 
System (MMIS), and the State Automated Child Welfare Information System (SACWIS), 
as well as local systems that vary by county. The goals of this long-term effort is to 
provide comprehensive information about a child, facilitate communication among 
providers so they can more effectively coordinate and deliver care to children, afford 
foster parents and older youth in foster care access to information, and provide youth in 
foster care with a record of conditions and services received. 

1.9.2 MENTAL HEALTH AND SUBSTANCE USE DISORDERS 

Persons with severe mental health and/or substance use (MH/SU) disorders have 
traditionally been unable to access the proper coordination of physical and mental 
health services necessary to promote recovery and wellness. This contributes to 
multiple chronic medical illnesses for these persons with increased costs for the medical 
system, and eventually results in much earlier deaths. A critical issue in the current 
health reform and economic climate is that Medicaid has become the single largest 
payer of mental health services for low-income people, accounting for about 40% of all 
public-sector spending on mental health services in 2001 compared with 21% in 1971. 
An October 2009 report from the Center for Health Care Strategies found that 
nationally, 49% of Medicaid beneficiaries with disabilities have a psychiatric illness. A 
recent study of Californians in the fee-for-service Medi-Cal system prepared by JEN 
Associates compared the 11% of Medi-Cal enrollees with a serious mental illness (SMI) 
to all Medi-Cal fee-for-service enrollees. The SMI groupôs spending was 3.7 times 
higher than the total population ($14,365 per person per year compared with $3,914). 
 
Information exchange in a behavioral healthcare setting requires a different approach 
than primary care. For example, one major difference from behavioral health data and 
primary care is that a typical consumer is in treatment over a longitudinal period of time 
encompassing multiple episodes with a number of treatment providers. A behavioral 
health information exchange (BHIE) can address this unique situation by utilizing a 
hybrid federated/repository model of data sharing to ensure the consumer record is 
complete.   These and other differences support the need for a health information 
exchange in order to fully meet the unique data exchange requirements of behavioral 
health and maximize the effectiveness of behavioral healthcare for consumers. Another 
example of behavioral healthcareôs unique requirements relates to sharing a Continuity 
of Care Document (CCD). The CCD is designed to share acute care information, but 
cannot support key behavioral data such as multi-axial diagnosis codes and treatment 
plan information. Unlike a primary care HIE, a BHIE needs to utilize a modified CCD to 
ensure this critical information can be shared, while still maintaining CCD standards, 
and this groupôs work has developed a version of the CCD that will accomplish this goal 
while maintaining compatibility with established and developing primary care HIEs.  
Furthermore, the privacy and security rules for consent, use and disclosure and 
reporting are different for this population than those in the general population of health 
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care treatment. The additional cultural issues around family member support, stigma 
and trust are paramount to the growth of a successful HIE. This requires a strong 
governance and policy that will allow for standards and requirements to be promulgated 
among all community based providers.  Finally, quality measures and reporting tools are 
in their infancy and require focused resources to coordinate the outcomes analysis 
necessary to improve care. These resources are lacking in the counties and a combined 
approach to reporting through an efficient HIE will allow for rapid adoption of best 
practice quality improvement measures for this population. 

In California, HITECH funds can be leveraged with the funds already allocated by the 
taxpayers through the Mental Health Services Act (MHSA) to support services and 
resources that promote wellness, recovery, and resiliency for adults and older adults 
with severe mental illnessðusually with a co-occurring substance use disorder-- and for 
children and youth with serious emotional disturbances and their family members.  A 
portion of the MHSA funds have been specifically set aside for Capital Facilities and 
Technological Needs pursuant of the Welfare and Institutions Code (WIC) Section 
5892(a)(2) to promote the efficient implementation of the MHSA.  These funds provide 
more than $350M to implement electronic health records for mental health clinics and 
providers who largely serve the Medi-Cal population.  In contrast, MHSA funds are not 
designed to support treatment of persons with a primary substance use disorder 
treatment providersô efforts to implement EHRs, and there is no other equivalent funding 
for them.   

The California Department of Mental Health (DMH) has been very forward-thinking by 
utilizing Mental Health Service Act of 2004 (MHSA) funds to support the deployment of 
EHRs in county mental health facilities throughout the state. 
 
DMH has developed a HIT Roadmap for HIT/HIE implementation that reflects a 
collaboration between DMH, county mental health services and numerous behavioral 
health stakeholders throughout California. Figure 5 displays DMHôs five HIT roadmap 
functions. Appendix 6 provides a chart displaying the HIT projects of each county 
according to these roadmap functions including a map that displays the progress of 
each county mental health department toward implementation of a fully-functional EHR. 
 

FIGURE 5: DMHôS FIVE ROADMAP FUNCTIONS 
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DMHôs HIT/HIE efforts preceded the current Medi-Cal EHR Incentive Program. Since a 
large percentage of mental health patients are also Medi-Cal recipients, DHCS has 
identified the need to build upon DMHôs efforts toward bridging the gap between 
medical and mental health/substance use care and physical health provided by primary 
care providers. MHSA funds, which are entirely state derived, may be used to match 
Medi-Cal EHR Incentive Program federal administrative funding. DMH has identified 
three potential areas of collaboration in the future: 

¶ Development of health information exchange that includes behavioral 
health data 

¶ Development of a behavioral health continuity of care document 

¶ Provision of technical assistance to county mental health departments to 
assist in the implementation of EHRs and HIE activities 

1.10 BROADBAND INT ERNET ACCESS 

In January 2008, the California Broadband Taskforce concluded that ubiquitous 
broadband services are ñéan integral part of improving the overall health of 
Californians and driving down the cost of care.ò California has moved forward with this 
vision through a successful Federal Communications Commission (FCC) grant award of 
$22.1 million through the Rural Health Care Pilot Program - with the goal of significantly 
increasing access to acute, primary and preventive health care in rural California. This 
funding is building the California Telehealth Network (CTN- www.caltelehealth.org) a 
high-speed broadband network that will allow for the expansion of an eHealth network 
with an emphasis on rural and underserved populations. This network will connect over 
850 sites statewide. It is expected that the network may expand to over 2,000 sites 
through other funding opportunities, such as those provided by the American Recovery 
and Reinvestment Act of 2009 (ARRA). Californiaôs $3.6 million in matching funds is 
provided by California Emerging Technology Fund. 
 
In addition to the CTN, California has another broadband network, the Corporation for 
Education Network Initiatives in California (CENIC), which provides broadband 
infrastructure to educational and research communities. Many of these facilities could 
be involved in the provision of clinical education programs.  
 
Most recently, the University of California, Davis and the CTN were awarded a $13.8 
million Broadband Technology Opportunities Program (BTOP) Grant.  This grant 
supports the adoption of broadband and technology enabled healthcare throughout the 
state by delivering multi-faceted training through partnerships with libraries, community 
colleges, health organizations and public safety sites. The project also intends to 
establish a best practice Model eHealth Community to demonstrate and facilitate the 
transition to technology enabled health delivery.  It is funded by the federal government 
($9.1 million) with a match of $4.7 million from California partners, namely the National 
Coalition for Health Integration, the California HealthCare Foundation and United 
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HealthCare.  This comprehensive training partnership is an innovative collaboration 
between academia, community-based educators, instructional design experts and tribal 
representatives.  On-site and on-line courses will be developed or adapted to support 
the following curricula: Change Management, Broadband Adoption, CTN Broadband 
Orientation, EHR/HIE adoption, Telehealth Certificate Program, Consumer Health 
Informatics, and Clinician Health Informatics.  Curricula will be leveraged for consumer 
education through public libraries, community colleges and local extension centers. 
 
These networks are a product of Californiaôs longstanding commitment and investment 
in broadband and Telehealth. California is a national leader in the development of 
technology-supported health care, having passed the California Telemedicine Act in 
1996. The California Legislature, Governor and voters have demonstrated their 
commitment to eHealth through the passage of bond funding, legislation and executive 
orders that support the continued expansion of broadband and eHealth applications.  
 
California also has an HRSA designated Telehealth Resource Center (TRC) that 
provides program guides, best practices, technical assistance, and other supporting 
services to newly developing Telehealth programs funded by HRSA. The California 
Telemedicine and eHealthCenter (CTEC) is one of only six designated TRCs 
throughout the country. CTEC has developed a comprehensive set of written program 
development materials, video education and training, best practice guides, policy 
guides, Telehealth training programs and technical assistance.  
 

TABLE 5: BROADBAND ACCESS FUNDING 
 

Program 
Federal 
Funding 

CA 
Match 

Total 

FCC Rural Health Care Pilot Program $22.1M $3.6M $25.7M 

Broadband Technology Opportunities Program Grant $9.1M $4.7M $13.8M 

Total Broadband Funding                               $39.5M 

 

1.11 HEALTH INFORMATION EX CHANGE 

1.11.1 STATE HIE/HIT COORDINATION 

DHCS has long been in a readiness state to engage in health information exchange. In 
2004, President Bush signed an executive order calling for the implementation of 
interoperable electronic health records in 10 years. On March 14, 2007, Governor 
Schwarzenegger signed an executive order reflecting his commitment to value-driven 
health care. As articulated by Michael Leavitt, Secretary of the U.S. Department of 
Health and Human Services at the time, value driven health care encompasses health 
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information technology, health care price and quality transparency, and quality and 
efficiency improvement. Similarly, Governor Schwarzeneggerôs Health Care Reform 
Proposal, unveiled January 2007, identified Health Information Technology (HIT) as an 
integral component of comprehensive health care reform. The Governorôs proposal was 
based on the ability of HIT to achieve more affordable, safe and accessible health care 
for Californians and called for the establishment of: 
 

¶ 100% electronic health data exchange in the next 10 years 

¶ Universal e-prescribing by 2010 to improve patient safety 
 
Medi-Cal submitted CMS Transformation Grant applications in 2007 and 2008 with the 
intent to launch the Medi-Cal Health eSolutions project for the purpose of improving 
quality, reducing medication errors and reducing costs through the exchange of 
standardized clinical information between Medi-Cal and its providers. Though the state 
was not successful in securing grant funding, the process brought Medi-Cal into the 
Multi-State HIT Collaborative efforts that continue to share lessons learned from the 
Transformation Grant awardees and, more recently, share best practices for meaningful 
use. The Transformation Grant process also led to collaborative projects with the 
Northern Sierra Rural Health Network, the California e-Prescribing Consortium, 
Redwood MedNet, Long Beach Network for Health, CalRHIO and numerous other 
HIE/HIT efforts throughout the state. 

The Office of Health Information Technology (OHIT) has been established in DHCS to 
develop goals and metrics for the program, establish policies and procedures, and to 
implement systems to disburse, track, and report the incentive payments. OHIT works 
closely with the Office of the Deputy Secretary for Health Information Technology in the 
California Health and Human Services Agency to coordinate the Medi-Cal EHR 
Incentive Program with wider health information exchange efforts throughout California 
and the nation. Over the past two years, California has engaged a diverse landscape of 
stakeholders that are supporting the adoption of EHRs and HIE infrastructure. This 
diverse landscape is represented in Appendix 7. A critical piece of the landscape is the 
eHealth Coordinating Committee which is convened by CHHS to facilitate collaboration 
and partnership among all entities that are working to implement health information 
exchange within the state. Representation includes government, ARRA/HITECH 
grantees, and major California organizations and associations. The eHealth 
Coordinating Committee is a state policy entity that is focused on health information 
technology and health information exchange for all of Californiaôs citizens. DHCS works 
closely with the eHealth Coordinating Committee, however DHCS does not convene the 
committee.   

DHCS has established the Medi-Cal EHR Incentive Program Advisory Board for 
stakeholders specific to the Medi-Cal EHR Incentive Program.   Monthly meetings of the 
Advisory Board serve to present and vet policy issues as well as solicit feedback for 
inclusion in the SMHP and development/enhancement of the SLR.  Dialogue relative to 
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these issues extends beyond the meetings, into day-to-day dialogue with stakeholders 
impacted by the issues.  The OHIT staff and subject matter experts from various DHCS 
divisions participate at the Advisory Board meetings and workgroups as determined by 
program needs. 
 

TABLE 6: THE ADVISORY BOARD STAKEHOLDERS 

 

Stakeholder Advocacy 
California Association of Physician Groups Physicians 

California State Rural Hospital Association Rural Hospitals and Clinics 

California Association of Public Hospitals Public Hospitals 

California HealthCare Foundation Public Health 

California Medical Association Physicians 

California Primary Care Association FQHCs, RHCs and Patients 

California Hospital Association Hospitals 

California Childrenôs Hospital Association Childrenôs Hospitals 

California Rural Indian Health Board Indian Health Services 

COREC REC 

LA Care  REC 

CalHIPSO REC 

Community Health Clinic Ole Napa  Local Underserved Population 

Redwood Community Health Coalition Regional Patient Advocacy 

Consumers Union  Patient Advocacy 

Harbor-UCLA Medical Center Acute Care Facilities 

Inland Empire Health Plan Regional Health Plan 

Kaiser Permanente HealthConnect Statewide Health Plan 

Long Beach Network for Health Regional HIE 

Mercy Medical Group Regional Healthcare Provider 

Santa Clara Valley Health and Hospital System Regional Healthcare Provider 

Western Health Information Network Regional HIE 

 
To facilitate a more robust collaboration effort and to cover all of the groups mentioned 
by CMS in their question, DHCS will augment its Advisory Board to include a broader 
group of stakeholders as recommended by CMS. 
 
Californiaôs approach to HIT/HIE is one of collaboration. DHCS has a direct line of 
communication with the HIT Coordinator as well as with the leadership of the RECs, Cal 
eConnect and others. There is a cross-pollination of staff participation and work 
products among the organizations. 
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FIGURE 6: HIE/HIT COLLABORATION 

 

 
 
DHCS, using Planning Advanced Planning Document (P-APD) funding, has entered into 
a contract to cover 50% of the cost for consulting services to facilitate the work of the 
eHealth Coordinating Committee and establish the framework for aligning the work of 
the state governance entity (Cal eConnect) and the RECs with the Medi-Cal EHR 
Incentive Program. The remainder of the costs will be covered by CHHS utilizing 
funding from the state HIE Cooperative Agreement. The consultant will coordinate 
multiple and diverse HITECH and eHealth initiatives to support the efforts of Californiaôs 
Medi-Cal providers and hospitals to become meaningful users of EHRs. The goals of 
the California eHealth Coordinating Committee are:  
 

¶ To create a common eHealth coordinating entity in California that makes 
operational policy recommendations to those organizations participating in 
eHealth activities  

¶ To identify services that may be leveraged by participants, and propose 
plans to fund and coordinate their delivery  

¶ To identify barriers to success for the various partners and propose 
solutions, providing direct assistance where possible and desired  

¶ To identify appropriate metrics for tracking EHR/HIE adoption and use 
statewide 
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¶ To garner support, consensus and buy-in from California stakeholders  
 
Represented entities are as follows:  
 

Government: 

¶ California Health & Human Services Agency  

¶ Department of Health Care Services 

¶ Department of Public Health  

¶ Office of Health Information Integrity (OHII) 

¶ California Senate Health Committee 

¶ California State Assembly Committee on Health 

¶ California State Treasurer 

¶ California Business, Transportation and Housing Agency 

¶ California Technology Agency 

¶ CMS, Region IX (Ex Officio)  
 

ARRA/HITECH Grantees: 

¶ Cal eConnect  

¶ Regional Extension Centers (Cal HIPSO, COREC, HITEC-LA) 

¶ California Rural Indian Health Board 

¶ California Telehealth Network  

¶ Western Regional HIT Consortium 

¶ California eHealth Workforce Alliance 

¶ Beacon Grantee UC San Diego 
 
Statewide Organizations/Associations: 

¶ California Academy of Family Physicians 

¶ California Association of Health Plans 

¶ California Association of Physician Groups 

¶ California Association of Public Hospitals & Health Systems 

¶ California Critical Access Hospital Network 

¶ California Hospital Association 

¶ California Medical Association 

¶ California Primary Care Association 

¶ California State Rural Health Association 

¶ California Conference of Local Health Officers 

¶ United Health Group 
 
DHCS and all CA eHealth partners are committed to reaching as many Californians as 
possible. The partnersô policy of ñNo Wrong Doorò led to the current development of an 
eHealth Portal whose governance structure and format allows all partners to post and 
publish news, funding opportunities, educational and other calendar events to one 
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location, enhancing visibility and providing a one-stop portal for Californianôs needs. The 
website, still under development, can be found at the following demonstration URL: 
http://demo2.symsoftsolutions.com/ehealth/Home.aspx. Through the support of Cal 
eConnect and collaborative efforts of the eHealth Coordinating Committee members, it 
is expected that the eHealth Portal will be operational in spring 2011. This web portal 
will complement and link to the State Level Registry (SLR) hosted by Affiliated 
Computer Services, Inc (ACS). 
 
The Medi-Cal EHR Incentive Program Advisory Board meets monthly, as does the 
eHealth Coordinating Committee. Independently, DHCS OHIT, Cal eConnect, the 
eHealth Coordinating Committee and Regional Extension Centers have independent 
communication/outreach committees to target their specific stakeholder groups with 
appropriate messaging and communication modes. Charters for the committee and 
workgroups are attached in Appendix 8. The group seeks to launch a statewide 
campaign to raise awareness of the Medi-Cal EHR Incentive Program among providers 
and the value of HIT among consumers as a means of expanding our individual 
education and outreach efforts. Empowering providers and consumers through the 
dissemination of information is a key part of our HIT strategy. This joint effort will be 
funded through contributions made by each of the respective partners including DHCS. 

1.11.2 STATE DESIGNATED ENTITY 

The HITECH Act includes state grants to promote health information technology and 
health information exchange. Grants have been awarded through the state Health 
Information Exchange (HIE) Cooperative Agreement Program to states and qualified 
State Designated Entities (SDEs) to develop and advance mechanisms for information 
sharing across the health care system. The SDEs are expected to develop a strategic 
plan and use their authority and resources to:  
 

¶ Develop and implement up-to-date privacy and security requirements for 
HIE 

¶ Develop directories and technical services to enable interoperability within 
and across states 

¶ Coordinate with Medicaid and state public health programs to enable 
information exchange and support monitoring of provider participation in 
HIE 

¶ Remove barriers that may hinder effective HIE, particularly those related 
to interoperability across laboratories, hospitals, clinician offices, health 
plans and other health information exchange partners 

¶ Ensure an effective model for HIE governance and accountability is in 
place 

http://demo2.symsoftsolutions.com/ehealth/Home.aspx
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¶ Convene health care stakeholders to build trust in and support for a 
statewide approach to HIE 

 
California Health and Human Services Agency (CHHS) is the state designated entity 
and Cal eConnect, under a cooperative agreement with CHHS, serves as the 
governance entity responsible for executing the strategic and operational plan for HIE. 
Cal eConnect is an independent, non-profit, public benefit corporation. Californiaôs State 
Medicaid Director and the CHHS Deputy Secretary for HIT sit on the Cal eConnect 
governing board and DHCS staff participate in Cal eConnect activities, including the Cal 
eConnect Policy, Technology, and Consumer Engagement Advisory Groups. Cal 
eConnect is responsible for establishing the ground rules by which health information 
can be shared appropriately among clinicians, hospitals, health plans, patients, and 
government agencies. It also oversees and manages implementation of HIE services 
throughout the state through funds delivered by the HIE Cooperative Agreement 
Program. 
 
Cal eConnect is implementing an HIE Trust Framework and Connectivity Services, 
including Entity and Individual-Level Provider Directories, that will complement existing 
regional HIE services by facilitating the directed and secure exchange of electronic 
patient health information statewide and across state borders. Medi-Cal providers will 
constitute a key target population for utilization of Cal eConnectôs core services. Cal 
eConnect is designing these services and associated programs so that they enable 
Medi-Cal and Medicare providers to meet HIE-related meaningful use criteria, beginning 
with e-prescribing, laboratory data exchange, and public health reporting.  
 
Cal eConnect has also launched a grant program to help regional HIEs enable 
providers to meet meaningful use criteria, to connect to Cal eConnectôs statewide HIE 
infrastructure, and to improve health outcomes. 
 
DHCS recognizes that the success of Cal eConnect is crucial to the success of the 
Medi-Cal EHR Incentive Program, particularly in Stages 2 and 3 of meaningful use 
when wide sharing of health information between providers and settings will be 
required.  
 
The stateôs contract with the new Medi-Cal fiscal intermediary, ACS, includes an option 
for establishment of an HIE hub within the MMIS to facilitate health data exchange, 
including laboratory data and e-prescribing. The state is collaborating with Cal eConnect 
to evaluate how implementing such an HIE hub within the MMIS would fit into the stateôs 
overall strategic HIE plans. This evaluation will include consideration of alternatives 
such as the production of a Medi-Cal continuity of care document (CCD), combined with 
the alignment of Medi-Cal e-prescribing data fields and formulary information with state 
HIE practices. 
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1.11.3 COMMUNITY HEALTH INFORMATION EXCHANGES 

Californiaôs HIE activity is characterized by a wide range of local initiatives supported by 
Cal eConnect at the state level. There are 20 community HIEs throughout the state with 
informal jurisdictions largely based on a regional or geographic boundary. The efforts 
are predominantly overseen by Boards of Directors comprised of local stakeholders and 
health care leaders, and representatives of organizations who are or plan to be 
participating in the HIE.  
 

TABLE 7: COMMUNITY HIE EFFORTS 

 

 
 
Community HIE efforts have historically been driven and motivated by the perceived 
health care needs of their local communities. These efforts are often closely linked with 
the predominant provider organizations in the community who pay special attention to 
the communityôs unique health needs (e.g. diabetes, behavioral health). The majority of 
efforts have planned their initial implementation around a use case or specific health 
outcome priority identified through a collaborative process among both participating 
organizations and other community stakeholders.  
 
While community HIE efforts often share a common mission to improve health care in 
their communities through HIE and health IT, the efforts do not all share a common 

HIE Year Region Org Technology Operational* NHIN Clinical Priorities
Financing to 

Date

Sustainability 

Model

Access El 

Dorado 

(ACCEL)

2004
El Dorado 

County
None Federated NA NA

Care Coordination; 

Publ ic Heal th
Grant In Development

CalRHIO 2006 Statewide
501(c)3

2009

Regional  overlays; 

HIE backbone
NA NA ED Grant, Loan Shared Savings

EKCITA 2004
Eastern Kern 

County

501(c)3

2009

Hybrid open source 

system

3 cl inics; 2 private 

practices; 1 

hospi tal

NA
Diabetes & Regional  

Publ ic Heal th
Grant

Minimum 

Volume of Users

Health-e-LA 2004
Los Angeles 

County
None Federated NA NA Safety Net Grant, Private In Development

Long Beach 

Network for 

Health

2003 Long Beach
501(c)3

2007

Hybrid federated 

model
NA Yes ED & Patient Safety Grant

Minimum 

Volume of Users

OCPRHIO 2007 Orange County None Federated NA NA ED Grant In Development

Redwood 

Mednet
2003

Mendocino & 

Lake Counties

501(c)3

2005

Federated wi th de-

central ized network

24 providers, 5k 

transactions/mon

th

Yes Clnical  Data Grant
Minimum 

Volume of Users

Santa Cruz 

HIE
1995 Santa Cruz

IPA & 

Hospi tal  

Based

Push model ; vendor 

outsourced

Local  hospi tal ; 

county cl inics; IPA 

90k 

transactions/mon

th

Yes

Cl inical  Messaging; 

Resul ts  Del ivery; 

eRX

IPA Support

Hospi tal  and 

IPA 

Contributions
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technical approach and are in various stages of technical development. Some efforts 
are foundational, organizing stakeholders and developing an approach to HIE; others 
are pre-implementation, selecting vendor partners and obtaining the necessary 
agreements among participants to enable HIE; others are mid-implementation, pilot 
testing the exchange of limited administrative data among a small number of users; and 
only a few are operational and exchanging clinical data. The majority of community HIE 
efforts are pursuing some variation of a federated technology model and are working to 
be compliant with anticipated federal standards to enable interoperability.  
 
The majority of community HIE efforts operate as charitable organizations with 501(c)(3) 
or state-recognized non-profit status, and have traditionally been funded by 
philanthropic grants. The reliance on grant funding and lack of long-term funding 
commitments has limited the ability of many HIEs to hire and retain staff, relying on 
heavy use of volunteersô time and resources. The pursuit of ongoing funding and 
development of a sustainable business model is a priority of most, if not all, community 
HIEs that are operating or planning operations today. Many efforts assert that they will 
pursue some form of either a transaction-based or shared savings model once they are 
operational, and they articulate an upfront need to measure and document actual 
savings to potential participants.  
 
Cal eConnect, the HIE governance entity, plays a key role in coordinating and 
supporting local exchanges. As referenced above, a portion of Cal eConnectôs dollars 
will be allocated to these local and regional efforts to expand their capability to support 
meaningful use of electronic health information. Several of the operational HIEs as well 
as those in the planning stages participate in Cal eConnectôs governing bodies. Two 
seats on Cal eConnectôs Board of Directors are reserved for operational HIEs and many 
are represented on Cal eConnectôs Advisory Groups, weighing in on state strategy 
related to HIE sustainability planning, consumer engagement, policy, and technical 
infrastructure. Cal eConnect maintains open communication with these regional HIEs in 
an ongoing effort to assess their needs and identify the resources to support their 
activities. Cal eConnect is developing a process to gather current information on 
regional HIE services and reach, and will share updated information with the State HIE 
Coordinator and DHCS within the next 3 months. 
 
Several of Californiaôs HIE efforts have participated in the Nationwide Health 
Information Network demonstrations, successfully testing the exchange of clinical 
information using Nationwide Health Information Network standards and protocols. 
Those organizations that have participated in Nationwide Health Information Network 
demonstrations include Kaiser Permanente, Western Health Information Network 
(WHIN), ER Connect-Orange County, Redwood MedNet and Santa Cruz HIE. Some of 
these HIE efforts have not only demonstrated the capability to connect via the 
Nationwide Health Information Network gateway to other California HIE efforts, but also 
to efforts outside of California. The ability of community HIE efforts to successfully 
participate in and test the Nationwide Health Information Network gateway 
demonstrates their commitment to interoperability and national data exchange 
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standards. Cal eConnect, though generous support from the California HealthCare 
Foundation, is also funding regional efforts to conduct implementations of the HIE 
standards and protocols developed by the Federal Direct Project.  

1.11.4 HIE INFRASTRUCTURES OF LARGE PROVIDER ORGANIZATIONS 

Several of Californiaôs integrated health systems currently exchange data between and 
among their affiliated physicians and hospitals. Many of these systems have multiple 
locations and facilities spread across Northern and Southern California, with some 
systems extending into neighboring states. While many of these systems offer a suite of 
HIT applications and modalities to their hospital-based clinicians, health systems vary in 
their provision of HIT outside of the hospital walls. Over the past decade, these health 
systems have made significant investments in their HIT infrastructure and staff. While 
technical approaches and vendors vary among health systems, all of the health systems 
follow national standards and many participate in technical workgroups at the state and 
national levels. Today health systems vary in their interactions with and participation in 
community HIE efforts, ranging from no involvement to participation in collaborative 
activities.  
 
Health systems largely operate as closed networks and their information will largely 
remain proprietary and locked within those networks unless addressed through 
statewide collaboration. Their investments in these integrated systems should be 
leveraged as statewide HIE advances but their business interests must be protected at 
the same time. Their implementations are being considered and incorporated into state 
HIE efforts in a collaborative and opportunistic way to ensure interoperability across all 
of Californiaôs providers. 

1.11.5 COMMUNITY-BASED ORGANIZATIONS 

A number of more loosely affiliated, community-based provider organizations, such as 
Independent Physician Associations (IPAs), have also developed HIE capabilities. IPAs 
provide additional HIE resources, such as data interfaces to local hospitals, 
administrative web portals that facilitate eligibility checking (especially for capitation 
patients), and patient web portals that provide patients access to their health information 
and messaging capabilities with their providers. For example, Hill Physicians Medical 
Group and John Muir Health Network (along with Eisenhower Medical Center) are 
exchanging clinical information for overlapping patient populations.  
 
Although no specific patterns of integration exists across the many different and diverse 
IPAs, many are providing some or all of these capabilities, with plans to expand these 
services as the meaningful use incentives create increased demand for HIE. 
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1.11.6 CALIFORNIA PRIVACY AND SECURITY ADVISORY BOARD (CalPSAB) 

California Privacy and Security Advisory Board (CalPSAB) established by the Secretary 
of the California Health and Human Services Agency (CHHS), is a private and public 
collaboration working with California Office of Health Information Integrity (CalOHII) to 
prepare and submit privacy and security recommendations to the Secretary of the 
CHHS for review and approval. 
 
The activities of CalPSAB, as managed by CalOHII, are supported by the structure of 
committees, advisory groups, and task groups that meet regularly to analyze issues and 
develop corresponding solutions. The committees have included privacy, IT security, 
legal and education with multiple task groups associated with each committee. 
CalPSAB has conducted an inventory and analysis of the existing state laws in 
California that apply to privacy and security of personal health information, and has 
established a set of initial priority targets to harmonize existing policies and 
requirements that often conflict with one another and are not uniformly applied. A recent 
accomplishment of CalPSAB has been arriving at a recommendation to the Secretary 
for an affirmative patient consent policy for the electronic exchange of their health 
information in California. 
 
As the movement toward the electronic exchange of health information gains 
momentum, it is imperative to develop widely-accepted legal and business rules and 
uniform consent forms and procedures that will enable the exchange of health 
information for clinical purposes while assuring confidentiality and security. The existing 
mechanisms and procedures that have been developed in California have not yet 
achieved this objective and there is a risk that efficient and effective exchange of health 
information will be delayed or impeded as a result. The Cal eConnect will assist in 
implementing these policies to gain essential community support for the process of 
developing the necessary policy and legal framework.  
 
Meanwhile, California is taking a number of innovative steps to better frame the privacy 
and security framework to enable health information exchange and the need for state 
law harmonization.  First, CalOHII in conjunction with the University of California 
Hastings college of Law, has developed the California Health Information Law Index 
(CHILI) which is posted data base of all current federal and state statutes relevant to 
health information.  CHILI cross sections these laws and provides users with both the 
relevant federal and state laws in a particular area.   CHILI serves Californiaôs health 
care policy makers and stakeholders and serves as an important tool in the law 
harmonization work. Additionally, in 2010, California legislature gave CalOHII the 
authority to establish and administer demonstration projects to evaluate potential 
solutions to facilitate health information exchanges that promote quality of care, respect 
the privacy and security of personal health information, and enhance the trust of the 
stakeholders. Specifically, as authorized by AB 278 (Appendix 9), CalOHII is to 
establish and administer demonstration projects (Appendix 10) funded by federal 
grants and other sources. The demonstration projects are to do all of the following: 
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¶ Identify barriers to implementing health information exchanges. 

¶ Test potential security and privacy policies for the safe and secure 
exchange of health information, including, but not limited to, issues related 
to access to, and storage of, individual health information. 

¶ Identify and address differences between state and federal laws regarding 
privacy of health information. 

Additionally, as authorized, CalOHII will adopt regulations to ensure that all approved 
health information exchange service participants and demonstration project participants 
follow consistent rules and work within consistent parameters as they are engaged in 
the exchange of health information. It is also essential that through these demonstration 
projects we capture the business needs and costs of complying with these rules while 
ensuring transparency and accountability for consumers and other stakeholders who 
are volunteering to participate. Information about CalOHIIôs various activities are found 
at www.ohi.ca.gov.  
 
These privacy and security requirements for HIE are being created in an iterative 
fashion over a very limited time frame. The goal is to increase transparency and 
knowledge of the use of personal health information and to build a set of requirements 
for HIE that can evolve as the technology evolves.  There is a need for a flexible 
approach in protecting privacy while enabling innovation and discovery in the area of 
healthcare and for developing privacy-enhancing technologies.  These requirements 
and those to follow are intended to provide a ground floor to provide incentive for further 
development and deployment of privacy enhancing technologies. 
 
DHCS will work with CalPSAB to address these policy issues by participating in a 
statewide collaborative process that will result in a framework by which participants in 
HIE in California will participate in the development of and agree to adhere to privacy 
and security rules that are coordinated with CalPSABôs requirements and processes. 

1.12 ADDITIONAL  HIE FUNCTIONS 

1.12.1 E-PRESCRIBING 

E-prescribing has been identified as one of the three HIE capabilities to be addressed 
and enabled by the state HIE governance entity, Cal eConnect, in 2011. Recognizing 
that e-prescribing is often a ñfirst stepò to full EHR adoption, DHCS recognizes the 
sense of urgency associated with enabling e-prescribing among Medi-Cal providers. An 
executive order from the Governor in 2006 set the goal of achieving universal e-
prescribing in California by 2010. The incentives provided through this program will help 
DHCS get there, along with the work being done by the multiple stakeholders with a 
vested interest in improving e-prescribing rates.  
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DHCS has matched Surescripts subscribers against Medi-Cal provider files with an 
algorithm using name, address, phone number and other factors. In this way DHCS has 
determined that in 2010 approximately 9.3% of Medi-Cal providers were connected for 
e-prescribing. This is somewhat lower than the 11.3% of all providers in California 
reported by Surescripts in 2009.  Surescripts data does not include Kaiser Permanente 
and the Veterans Administration, two large healthcare delivery systems that are fully 
electronic. Medi-Cal providers connected to Surescripts represent only 5% of Medi-Calôs 
prescription claims volume for FFY2010. There are at least two variables which may 
affect the validity of this data: 1) the estimated accuracy rate of provider information is 
80% at best relative to pharmacy claims; and 2) not all of the prescriptions from the 
providers will be sent electronically. It should be noted that being Surescripts certified 
does not ensure actual use. 
 
Although the percentage (76%) of community pharmacies capable of e-prescribing 
within California is comparable to the national percentage, the percentage of total 
number of e-prescriptions, and the percentage of physicians sending e-prescriptions are 
still low compared to national values. Only 6.8% of the prescriptions routed 
electronically in the nation come from California, a state with 12% of the nationôs 
population. 

1.12.2 MEDI-CAL PROVIDERS AND PHARMACIES 

The following table shows e-prescribing utilization and the Medi-Cal patient to provider 
ratios in the state by region: 
 

TABLE 8: E-PRESCRIBING UTILIZATION AND PATIENT/PROVIDER RATIOS 

 

Region Population 
% of e-Prescribing 

Providers 
Medi-Cal 

Population 

% of e-Prescribing 
Medi-Cal 

Providers 
Medi-Cal Patient: 

Provider Ratio 

Northern Sierra
1
 485,836 24.5% 44,883 23% 50 

Sacramento 1,422,789 43.2% 64,355 17% 18 

San Francisco 810,078 8.1% 45,859 18% 63 

Silicon Valley
2
 2,541,407 16.1% 59,616 13% 22 

Central Valley
3
 1,281,545 13.3% 57,089 7% 56 

Los Angeles 10,385,372 8.3% 502,716 7% 50 

Inland Empire
4
 4,215,536 10.2% 142,568 6% 106 

Orange 3,152,642 18.3% 52,340 10% 17 

San Diego 3,138,382 21.8% 89,932 17% 24 
1
Northern Sierra: Siskiyou, Modoc, Shasta, Trinity, Lassen, Tehama, Plumas, Sierra, Nevada Counties  

2
Silicon Valley: San Mateo and Santa Clara Counties  

3
Central Valley: Kern and Tulare Counties  

4
Inland Empire: Riverside and San Bernardino Counties 
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Currently, the Medi-Cal patient-to-provider ratio is very high in certain regions of 
California, mainly the Inland Empire, San Francisco County, the Central Valley, Los 
Angeles County, and the Northern Sierra. These counties make up 62% of the Medi-Cal 
population. With the exception of the Northern Sierra region, these areas also have the 
lowest percentage of e-prescribing providers in all of California. In 2006, the L.A. Care 
Health Plan implemented a pilot project among Medi-Cal providers in Los Angeles 
County. By implementing the project, over 60,000 prescriptions were sent electronically 
during the one year trial period. Safety net providers had higher adoption and 
implementation rates than small or solo practice providers. The current data would 
indicate that activities to promote the adoption of e-prescribing in Los Angeles County 
should continue through the Medi-Cal EHR Incentive Program efforts.   
 

PARTICIPATING MEDI-CAL PHARMACIES AND E-PRESCRIBING CONNECTIVITY 

Medi-Cal pharmacies, particularly independent pharmacies, have a low rate of 
connectivity (see Figure 7). The Silicon Valley has the fewest number of connected 
pharmacies overall; including the largest number of independent pharmacies that are 
not connected to receive e-prescriptions. Orange County and Los Angeles ranked right 
behind the Silicon Valley in terms of having the fewest number of connected 
pharmacies as well as having the highest number of independent pharmacies not 
connected to receive e-prescriptions. A focus on getting these independent pharmacies 
connected will be vital for the successful transmission of e-prescriptions.  

 
FIGURE 7: E-PRESCRIBING CONNECTIVITY OF MEDI-CAL PHARMACIES 

 

 
*Above data represents the 25 highest Medi-Cal volume pharmacies in each of the nine regions 

 
Roughly 50% of Medi-Calôs participating pharmacies are independents as opposed to 
chain pharmacies. While 97% of retail pharmacies affiliated with large chains are 
connected to Surescripts, only 62% of independent pharmacies are connected. The 
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relatively low rate of connection of independent pharmacies to e-prescribing is an area 
of particular concern for DHCS because of the relatively high number of Medi-Cal 
beneficiaries served by these pharmacies. Understanding their needs will be a priority 
for DHCS. 

1.12.3 CALIFORNIAôS e-PRESCRIBING PILOTS 

There have been a number of innovative e-prescribing projects in California in the last 
five years stimulated by the Governorôs 2006 executive order for universal e-prescribing. 
Efforts include the following projects: 

Cal eRx REGIONAL DEMONSTRATION PROJECTS 

In October of 2009, Cal eRx started e-prescribing pilot projects in Sacramento, San 
Diego, and Tulare counties. The Regional Demonstration Projects were selected based 
on different levels of adoption of e-prescribing in the specific regions. The regions were 
to be representative of different practice settings with common challenges in adopting e-
prescribing.  Participation was based on willingness to share best practices with like 
practices throughout the state. There were no incentives offered for participation.  
Sacramento is currently the leading county in California in terms of the number of e-
prescribing providers, with 43.2% of providers registered for e-prescribing through 
Surescripts. Tulare County, in contrast, has only 11.2% licensed providers registered for 
e-prescribing. San Diego County has 21.8% registered for e-prescribing. The results of 
these demonstration projects may provide a better understanding of how e-prescribing 
can be facilitated in regions of varying levels of adoption.  
 

TABLE 9: CAL ERX REGIONAL DEMONSTRATION PROJECTS 

 

Pilot Region Description Goals 

San Diego 
Two large medical groups 
implementing Allscripts 
EMR. 

Evaluate a common vendor/system 
approach to addressing adoption issues 
across medical group settings. 

Sacramento 

Mature e-prescribing region 
with very little electronic 
renewal processing. No 
collaboration between 
groups and pharmacies. 

Identify technical issues preventing the 
efficiency of processing renewals and 
handling of controlled substances. 
 
Regional strategy for data matching in the 
routing of renewals and handling of 
controlled substances. 

Tulare 
Rural, solo practices; limited 
support. No adoption of e-
prescribing. 

Ground up approach involving local 
pharmacies from the outset. 

 

Demonstration project results will be reported later this year. 
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CALIFORNIA PUBLIC EMPLOYEESô RETIREMENT SYSTEM E-PRESCRIBING INITIATIVE
 

In June of 2009, the California Public Employeeôs Retirement System teamed up with 
Anthem Blue Cross, Medco Health Solutions, and Blue Shield of California to launch an 
e-prescribing initiative to demonstrate that e-prescribing can improve patient safety and 
health outcomes. The project facilitated the use of e-prescribing vendor programs by 
providers to better serve CalPERS members. Participating providers were from Hills 
Physicians Medical Group, John Muir Physician Network, PrimeCare Medical Network, 
Inc./North American Medical Management of California, San Jose Medical Group, and 
Santé Community Physicians.  
 
Findings from this initiative included:  
 

¶ Two-thirds of participating physicians reported improved efficiency during 
patient visits 

¶ Physicians reported saving time on pharmacy follow-up calls 

¶ Participating physicians increased their e-prescribing use by 68%. Two 
participating physician groups reported an e-prescribing increase of more 
than 100% 

¶ Participating physicians prescribed 4.1 million new medications 
electronically during the second quarter of 2010, compared with 1.7 million 
in the first quarter of 2009 

¶ The number of doctors using e-prescribing in the pilot increased 79% 

¶ Electronic prescription renewals were up 104% 

¶ The participating physicians reported being somewhat to extremely 
satisfied with the use of the technology 

The use of generic drugs increased 7%, reaching 77.4% among those 
who used e-prescribing versus those who did not during the second 
quarter of 2010. This represented a significant opportunity for CalPERS 
and its members to save on medication spending 

MEDI-CAL PROOF-OF-CONCEPT PROJECTS 

In partnership with the Northern Sierra Rural Health Network (NSRHN) and the 
California Healthcare Foundation, DHCS participated in a proof-of-concept project to 
support the state of California with its statewide e-prescribing initiative to evaluate the 
use of e-prescribing programs amongst providers and pharmacies in the northern Sierra 
region. The projects have identified several barriers for providers and pharmacies which 
are outlined in Table 10 and Table 11. 
  



California Medi-Cal Health Information Technology Plan  
 

 

 
 
SMHP v2.4 

 
 

41 

TABLE 10: MEDI-CAL SPECIFIC BARRIERS TO E-PRESCRIBING EXPERIENCED ON BEHALF OF 

PROVIDERS 

 

Barrier Description 

Opt-In Consent at the point of 
care (POC) 

The Opt-In consent process required by Medi-Cal at the point 
of care proved to be too cumbersome for the workflow of the 
clinic staff. Unlike other payers serving medication histories to 
the POC, Medi-Cal required an additional explanation and 
signature of consent from the patient before accessing the 
medication history data. 

Inability to access patientsô 
medication history list or 
incomplete lists being 
delivered 

Providers cannot access Medi-Cal patientsô medication history 
list either because these patients were not matched by 
eligibility and do not have documentation of their prescriptions 
or the system timed out before a match could be determined. 
It was also reported that incomplete medication lists were 
being delivered when matched to the active medication list in 
the patientôs profile maintained by the provider. 

Problems with e-prescribing 
connectivity 

Many providers that serve Medi-Cal patients come from solo 
or small practice settings. Therefore, the technological support 
they receive is very minimal. Medi-Cal providers reported 
problems with sending e-prescriptions due to the internet 
connection, problems printing their prescriptions, and 
problems using their PDAs to submit electronic prescriptions. 

Inefficient Workflow and 
Commitment 

Medi-Cal providers often have to see many patients as there 
are so few providers and a huge volume of patients. At times, 
providers reported being too busy to e-prescribe as the 
process could become time-consuming when connectivity is 
not on par. 

Difficulty interpreting Medi-Cal 
formulary 

Providers had difficulty interpreting formulary information of 
Medi-Cal patients especially because providers were unaware 
that they had to fill out a treatment authorization request 
(TAR) for certain prescriptions or if a patient needed more 
than six prescriptions per month. This kind of information was 
not provided by the e-prescribing programs. Formularies were 
also either not updated or not available. 

Other general barriers to e-prescribing experienced on behalf of Providers 

Difficulty using the interface of e-prescribing programs 

Constant drug alert pop-ups 

Inefficient refill communication between providers and pharmacies 

Inability to electronically prescribe controlled substances 

Budget limitations that prevent smaller practice providers from getting technological support 
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TABLE 11: MEDI-CAL SPECIFIC BARRIERS TO E-PRESCRIBING EXPERIENCED ON BEHALF OF 

PHARMACISTS 

 

Barrier  Description 

Lack of interoperability of 
prescribing programs and 
Medi-Cal database 

Many pharmacies have difficulty accessing data of Medi-Cal 
patients simply because the prescribing programs, such as 
eRxNow and RxHub, and the Medi-Cal database have data 
fields that do not match.  

Independent pharmacies 
cannot process e-prescriptions 

Many independent pharmacies who serve Medi-Cal patients 
donôt have the financial or technical support to install an e-
prescribing vendor program. As a result, even if a provider 
were to send a prescription electronically, pharmacies may not 
receive the prescription electronically: computer-to-computer. 

Other general barriers to e-prescribing experienced on behalf of Pharmacists 

Difficulty interpreting e-prescriptions that have been converted to fax 

Inability to send refill requests to providers because providers did not designate themselves as 
Surescripts enabled 

Electronic queues that have not been responded to because providers work in  
various offices 

Unable to link e-prescriptions to patient profiles 

Independent pharmacies that lack the financial and technological support to receive e-
prescriptions 

 

THE SAFETY NET INSTITUTE
 

In October of 2008, the Safety Net Institute partnered with Contra Costa Regional 
Medical Center, Kern Medical Center, and San Mateo Medical Center to implement an 
e-prescribing pilot project aimed at ensuring safe and efficient e-prescribing practices 
for the underserved and uninsured in Californiaôs public hospital clinics. Medi-Cal made 
its eligibility, formulary and medication history information available to EHR vendors at 
these pilot locations through Surescripts. As in the NSRHN pilot, providers were 
required to obtain patient consent at the point-of-care. Although this consent process 
required a different workflow than patients from other payers, San Mateo Medical 
Center and Kern Medical Center were ultimately able to implement a separate workflow 
for Medi-Cal beneficiaries. Contra Costa Regional Medical Center never implemented 
their pilot. The results of the two Safety Net pilots (available in 2011) will be important 
as a majority of patients seen within these hospitals are Medi-Cal fee-for-service 
patients or Medi-Cal managed care patients.  
 
Throughout the projects Medi-Cal usage reports from Surescripts showed a substantial 
drop-off in provider usage of e-prescribing and medication history requests after kick-off 
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and implementation at a specific site. Of the nearly 1,000 providers participating in the 
combined proof-of-concept sites, there were a mere 180 medication history requests 
reported for the month of June 2010. On September 30, 2010, DHCS made the decision 
to discontinue its delivery of eligibility, formulary and medication history files to its pilot 
sites through Surescripts. This decision was made for two reasons: 1) privacy and 
security concerns regarding medication history delivery to providers outside of the Medi-
Cal pilot programs and 2) low utilization rates as documented on Surescripts monthly 
reports.  
 
The findings from the Medi-Cal pilot projects and continued participation in Cal eRx will 
further inform the development of Medi-Calôs own policies to support the adoption of 
certified EHR technology. Understanding the reason(s) for not allowing electronic data 
interchange after the cost of connecting has been incurred will be a vital component to 
overcoming the barriers for ñmeaningful useò of e-prescribing in California. There is still 
much work to be done to realize the potential benefits of e-prescribing in improving 
quality and reducing the costs of health care in the Medi-Cal population. The Medi-Cal 
EHR Incentive Program provides an unprecedented opportunity to continue efforts to 
overcome barriers and improve the adoption and efficiencies of e-prescribing while 
leveraging the collaborations with its external partners.  

1.12.4 E-PRESCRIBING OF CONTROLLED SUBSTANCES 

The finalization of the Electronic Prescribing of Controlled Substances (EPCS) Rule by 
the DEA in June 2010 will not immediately change e-prescribing practices in Medi-Cal 
providers. Specifically, the rule requires technology changes to both the provider and 
pharmacy systems that will not be available for at least another 12 to 18 months. DHCS 
has worked with the RECs to ensure that their selected vendor contracts allow for the 
modification of certified EHRs to meet the new controlled substances rules at no 
additional charge. 
 
DHCS also provided formal feedback in conjunction with the Cal eRx during the 
comment period for the EPCS rulemaking. DHCS also provided training on controlled 
substances best practices at the Annual Meeting in November 2010. 

1.12.5 ELECTRONIC LABORATORY REPORTING 

Under the Final Rule for the EHR Incentive Program, EHs and EPs will be required to 
incorporate more than 40% of lab test results into their EHRs as structured data. In 
addition, hospitals will be required to provide electronic submission of reportable lab 
results to public health agencies. These requirements represent some of the biggest 
challenges for ambulatory providers and hospitals to attaining meaningful use. In 
California there are 20,000 Clinical Laboratory Improvement Amendment (CLIA) 
certified labs. However, 50%-60% of outpatient laboratory tests in California are 
performed by one of two large laboratories: LabCorp or Quest Diagnostics. The 
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remaining tests are performed by over 17,000 hospital, regional, public health and 
provider office laboratories. Unlike laboratories with national scope, many of these 
smaller laboratories are not prepared to send structured electronic laboratory data to 
outpatient physicians. Many hospitals depend on income from hospital-based 
laboratories for support. Early studies by the California State Rural Health Association 
(CSRHA) indicate that this income may be particularly important for sustaining rural 
hospitals. Hospitals, particularly in rural areas, may be in need of assistance in 
establishing electronic connectivity for their laboratories to enable their community 
providers to attain meaningful use of EHRs. DHCS has identified the need to support 
hospital laboratories in quickly preparing for HL7-compliant transmission of results to be 
a priority for future funding requests. 
 
California commissioned Sujansky and Associates to conduct an assessment of the 
issues related to ambulatory and public health lab reporting in 2010. The results of this 
study found that labs currently have limited capacity to electronically report lab results to 
ordering providers and public health agencies. It was recommended that the state 
establish:  
 

1) A clear and comprehensive strategy for increasing access to structured lab 
results 

2) Statewide standards that align ambulatory and public health reporting 
requirements 

3) A process that will minimize the administrative burden of managing labs and that 
will encourage the use of structured and standardized electronic lab reporting 
tools 

4) Policies, regulations, and operational processes that support electronic lab 
reporting 

 
As a result of the work conducted by Sujansky and Associates on the public health 
related lab issues, DHCS has utilized funding from the P-APD to partner with Cal 
eConnect to perform a similar study of the issues faced by Medi-Cal providers in 
sending and receiving structured lab results. Cal eConnect will perform a laboratory 
landscape assessment that will help define the barriers that EPs and EHs will 
experience when incorporating lab test results into their EHRs. Having a clear 
understanding of current electronic lab reporting capabilities, identifying labs that 
provide critical services to Medi-Cal providers, developing a technical and policy 
roadmap to increase lab results reporting through the use of a uniform standard, such 
as the EHR-Lab Interoperability and Connectivity Specifications (ELINCS), and aligning 
with public health lab reporting requirements are critical to the success of the EHR 
Incentive Program and will require close collaboration with DHCS operational efforts. 
The lab assessment will result in the development of a statewide roadmap for lab 
interoperability, as well as an implementation guide that will be used to ensure providers 
have the data and information required to adopt lab standards that will enable them to 
interface with public health and others who request or require electronic lab orders and 
results. Cal eConnect is contributing resources from the state HIE Cooperative 
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Agreement to support this collaborative effort between DHCS and Cal eConnect during 
the planning process and anticipates providing additional support to the implementation 
of the statewide roadmap to ensure access to the tools developed during the planning 
period by non-Medi-Cal providers. 
 
Additionally, in collaboration with Medi-Cal, public health, labs and local HIEs, Cal 
eConnect convened a Laboratory Services Task Group to develop a strategy for 
adoption of standards and development of services to support electronic lab data 
exchange. Specific attention was given to: 
 

¶ Working with the state to develop a roadmap for enabling lab exchange 
with Medi-Cal, public health and other state funded providers and entities 

¶ Conducting a survey of messaging and transport standards (ELINCS and 
LOINC) currently utilized among providers and labs 

¶ Supporting labs and local HIEs in filling identified gaps 

¶ Ensuring Cal eConnect grant program priorities include efforts that foster 
utilization and innovation in lab services 

 
Following its work, the Laboratory Services Task Group reported its recommendations 
which included promoting consistent messaging standards and specifications and 
determining a strategy to provide lab result routing services (push) among other 
potential services. 
 
These strategies, together with the functionality created through the development of Cal 
eConnectôs core services, intend to enable entities (e.g. state and county labs) to 
exchange data such as lab results through directed exchange or query/look-up. Medi-
Cal plans to leverage these Cal eConnect core services to enable the electronic 
exchange of laboratory, eRx, and other data among stakeholders across the state 
enterprise. 
 
The state will leverage the state HIE grant funds, in-kind support from Public Health, the 
I-APD and other resources to implement a lab solution that benefits Medi-Cal providers 
and other stakeholders. Additional core activities include working with the RECs to 
establish lab reporting requirements that can be incorporated into the contracts between 
the EHR vendors and the providers adopting their technology; investigation of policy 
options that may include standard requirements that labs and providers must adhere to 
for electronically reporting lab results; and exploring contractual provisions with the 
Medi-Cal managed care entities that address the use of electronic lab reporting tools. 
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1.13  PUBLIC HEALTH REPORT ING AND SURVEILLANCE  

1.13.1 LABORATORY AND DISEASE REPORTING 

DHCS received P-APD administrative funding to support the work of the California 
Department of Public Health (CDPH) in partnership with Cal eConnect and other 
stakeholders in completing the development of an implementation guide that will 
support meaningful use submission of laboratory results from EHRs to public health. 
Because of budgetary issues, work on this will begin in March 2011. This will build on 
assessments that began with other funding sources and will help align reporting 
standards and implementation specifications to minimize the work required of hospitals 
and public health departments across California and support Medi-Cal eligible providers 
(EPs) and eligible hospitals (EHs) in their achievement of meaningful use.  
 
DHCS is partnering with CDPH to leverage existing state and local infrastructure that 
currently supports laboratory reporting in developing capacity that will support 
meaningful use requirements. Current systems and infrastructure, while having 
significant capacity to receive electronic data, were established prior to requirements to 
send and receive using HL7 standards as specified by ONC. Public health systems are 
conducting planning and system modification activities to adapt to these new federal 
standards for data transmission however there are significant resource gaps that limit 
the speed at which these activities can occur. A brief description of public health 
systems and their interfaces with meaningful use requirements are described below.  
 

¶ The Division of Communicable Disease Control through its California 
Reportable Disease Information Exchange (CalREDIE) will support the 
electronic submission of lab results for reportable diseases via the 
Electronic Lab Reporting (ELR) system, as well as web-based Confidential 
Morbidity Reporting. CalREDIE will specifically target the eighty reportable 
diseases and conditions cited under Title 17 of the California Code of 
Regulations. When fully implemented, the ELR project will provide for 
electronic data submissions, using HL7 standards, from approximately 
2,200 commercial labs (hospitals, reference, public health, etc.) and 
15,000 licensed physician-operated labs. State legislation (AB 2658) 
requires labs to electronically transmit lab reports to the state of California. 
CalREDIE is designed to improve the efficiency of surveillance activities 
and the early detection of public health events through the collection of 
more accurate and timely surveillance information. Although the state 
focus on the ELR component has been on laboratory reporting to public 
health, this component will also be able to receive HL7 messages from 
EHRs in support of meaningful use. Development and piloting of the ELR 
component is planned for 2011 and it is currently anticipated that this 
functionality will be fully functional in 2012.  
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The Childhood Lead Poisoning Prevention Branch, through its web-based 
surveillance system (RASSCLE II), currently receives over 800,000 blood 
lead tests per year from over 250 laboratories via HL7 messaging. This 
program is participating in ongoing discussions with departmental 
programs and committees to allow continued receipt of laboratory samples 
and results from eligible providers and laboratories.  

¶ The Cancer Surveillance and Research Branch manages the California 
Cancer Registry, which collects information about all cancers diagnosed in 
California (except basal and squamous cell carcinoma of the skin and 
carcinoma in situ of the cervix). This program plans to expand electronic 
reporting of cancer pathology and to adapt ELINCS laboratory 
specification guidelines into their existing system. 

 

In addition to receiving laboratory results, public health also receives specimens and 
generates results. Public health programs that provide results are described below. 
These programs will partner with DHCS and other eHealth stakeholders to leverage the 
CPOE meaningful use requirement. 

 

¶ The California Laboratory Information Management System (CalLIMS) 
implements a common data structure and user interface across the 
Medical Diagnostics Labs (MDL), Venereal Disease Research 
Laboratories, and other CDPH laboratories in order to centralize tracking 
of patient records and laboratory specimens. This system has the capacity 
to send HL7 messages although there have not been resources to 
implement this functionality to date. 

¶ The Genetic Disease Screening Program (GDSP) which includes the 
Prenatal Screening Program and Newborn Screening Program screens 
newborns and pregnant women for genetic and congenital disorders in a 
cost-effective and clinically effective manner. The screening programs 
provide testing, follow-up and early diagnosis of disorders to prevent 
adverse outcomes or minimize the clinical effects. The GDSP is working 
towards the electronic submission of screening results to hospitals and 
clinicians as well as the receipt of clinical provider order entries for 
newborn and prenatal screenings. 

¶ The Lab Field Services (LFS) provides oversight for clinical and public 
health laboratory operations and for the licensed and certified scientists 
and other testing personnel who perform testing in clinical laboratories. To 
assist department-wide and statewide efforts to meet meaningful use 
requirements, LFS is working to disseminate information regarding these 
federal regulations to California laboratories and to collaborate with 
interagency efforts to administer lab assessments. 

 

http://www.cdph.ca.gov/programs/GDSP/Pages/GDSPGlossary.aspx#genetic
http://www.cdph.ca.gov/programs/GDSP/Pages/GDSPGlossary.aspx#congenital
http://www.cdph.ca.gov/programs/GDSP/Pages/GDSPGlossary.aspx#screening
http://www.cdph.ca.gov/programs/GDSP/Pages/GDSPGlossary.aspx#diag
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In addition to the above described activities at the state level, CDPH and DHCS are 
partnering with local public health labs to assess infrastructure needs to support 
meaningful use. Over the past several years there have been independent efforts led by 
the California Association of Public Health Laboratory Directors to assess and begin to 
address infrastructure needs necessary to exchange data with providers. This project, 
Cal-X, has been funded by Homeland Security, Cal EMA and other sources. Based on 
their assessments, most county labs do not have robust laboratory information 
management systems and many still use paper-based processes. Currently 
approximately a dozen local public health laboratories do have capacity to exchange 
laboratory results through Cal-X to providers in a collaborative, shared, secure, and 
cost-effective manner. Initial transaction sets supported by Cal-X include laboratory 
results (Title17), medical surge, mass evacuation/shelter, and catastrophic disaster 
situational awareness.  

1.13.2  IMMUNIZATION 
REGISTRIES 

Over the last 15 years, 
California has incrementally 
developed a collaborative, 
decentralized system of eight 
regional and two county web-
based immunization registries 
collectively known as the 
California Immunization Registry 
(CAIR). See Figure 8. 
 
CAIR provides secure, 
electronic exchange of 
immunization records to support 
the elimination of vaccine-
preventable diseases. Within 
each region, CAIR allows users 
to see patient demographic 
data, immunization history, 
immunization forecasting, 
contraindications, overdue 
immunizations and other 
functions. CAIR provides users 
with copies of standard 
immunization record cards, 
usage reports, appointment 
reminders and inventory 
management. However, there is 
no capacity for the registries to 

FIGURE 8: IMMUNIZATION REGISTRIES 












































































































































































































































































