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Overview

The American Recovery and Reinvestment Act (ARRA), popularly
known as the oeconomic stimulus
and policy opportunities that could help to advance the role of Regional
Health Improvement Collaboratives. The most important opportunities
are in the sections of the legislation relating to:

« Comparative Effectiveness Research
« Health Information Technology
« Health Prevention

The legislation does not anywhere refer explicitly to Regional Health
Improvement Collaboratives, Chartered Value Exchanges, etc. Conse-
quently, it will be important to ensure that federal policy-makers are aware
of the ways in which Regional Health Improvement Collaboratives can ad-
vance the goals of the legislation, and to encourage policy-makers to struc-
ture regulations, funding announcements, etc. in ways that enable Collabo-
ratives to participate.

At the same time, in order for Regional Health Improvement Collabo-
ratives to access the funding in the legislation, they may need to modify
their current plans and develop programs that can successfully qualify for
funding under the terms of the legislation and the implementing regulations
and guidelines. Moreover, because an overarching goal of the stimulus leg-
islation is to distribute and spend funds quickly, Collaboratives will need to
prepare proposals for funding quickly.

This Issue Brief summarizes the key provisions of these three aspects of
the legislation, describes their current status, and suggests specific opportu-
nities for Regional Health Improvement Collaboratives to participate.
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COMPARATIVE EFFECTIVENESS RESEARCH

Funding Levels and Purpose

The American Recovery and Reinvestment Act (ARRA) appropriates $1.1 billion for Comparative Effectiveness Research (CER).
o $300 million is allocated to the Agency for Healthcare Research and Quality (AHRQ);

o $400 million is allocated to the National Institutes of Health (NIH); and

e $400 million is allocated to be used at the discretion of the Secretary of Health and Human Services (HHS).

The $400 million in discretionary funding is to be ulsed
sessing the comparative effectiveness of health care treatments and strategies, through efforts that: (1) conduct, support, or syn-
thesize research that compares the clinical outcomes, effectiveness, and appropriateness of items, services, and procedures that
are used to prevent, diagnose, or treat diseases, disorders, and other health conditions; and (2) encourage the development and
use of clinical registries, clinical data networks, and other forms of electronic health data that can be used to generate or obtain
outcomes data. 6 The funding can be used for grants anjd co

Decision-Making Process

The Institute of Medicine (IOM) is charged with producing recommendations on the priorities for use of the discretionary
funds by June 30, 2009. The IOM is required to consider input from stakeholders; the IOM held a hearing on March 20, and
public input was solicited through March 27. The testimony at the March 20 hearing is available on the IOM website at

http://www.iom.edu/CMS/3809/63608/63674.aspx . NRHI 8s testimony to the Institpte
http://www.nrhi.org/downloads/NRHITestimonyonComparativeEffectivenessResearchPriorities.pdf.

A new |5-member Federal Coordinating Council for Comparative Effectiveness Research was established by ARRA to
of oster optimum coordination of comparative effectivenfess

relevant Federal departments and agencies. o The Counclil|l w
By June 30, 2009, the Council is required to submit a report to the President and Congress that (1) describes current Federal
activities on comparative effectiveness research, and (2) recommends the uses of the discretionary funds appropriated to the
Secretary of HHS. It is then re-
FEDERAL STIMULUS FUNDING FOR COMPARATIVE EFFECTIVENES  quired to submit an annual report
including recommendations con-
cerning othe infrgastr
[ President J[ Congress ] organizational expenditures, and
opportunities for better coordina-
""""""" g tion of comparative effectiveness
COnerat P ; research by relevant Federal agen-
$1.1 Billion $400 Million , Operating Plag Funding cies 6 A bublicliist
Stimulus NIH 3 Recipient: be held by the Council on April 14.
el ati ! ! Comments can be submitted to
CLc?r?wlp?:;ggCe $300 Million 3 @ CoordinatingCouncil@hhs.gov.
Effectiveness AHRQ Recipient Bero;e o?IiYgatinggg; func<ljs inIFed-
e | : - eral Fiscal Year , and no later
Resegrch $400 Million @ than July 30, 2009, the Secretary of
Funding Secy of HHS Recipient HHS, the Director of AHRQ, and
Inpﬁton the Director of NIH are required to
Priorities submit an Operating Plan to Con-
N gress that details the type of Com-
Institute nglrf::;ﬁ?rg parative Effectiveness Research be-
of Comparativ ing conducted or supported and the
Medicine Effectivenes allocation of resources to those
Research activities. An Operating Plan for

FFY 2010 is to be submitted no later
than November |, 2009. Before

FEBRUARY 2069-> JUNE 30, 2009—> JULY 30, 2009——» allocating the discretionary funds,

(Continued on pagg
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COMPARATIVE EFFECTIVENESS RESEARCH
(Continued)

the Secretary of HHS is required to consider the recommendations of the Federal Coordinating Council for Comparative Effec-
tiveness Research and the recommendations of the Institute of Medicine.

The National Institutes of Health has indicated that some of its ARRA funds for Comparative Effectiveness Research may be
used to provide additional support for its Challenge Grants in Health and Science Research program. Information on this pro-
gram is available at: http://grants.nih.gov/grants/funding/challenge_award.

AHRQ has invited public comments on the priorities for its use of Comparative Effectiveness Research funds. Comments
are to be submitted to EffectiveHealthCare@ahrq.hhs.gov.

Potential Opportunities for Regional Health Improvement Collaboratives

ARRA makes it clear that the funding for comparative effectiveness research is to be used not just for developmerf re-
search, but the disseminatiasf research. Just as the real effectiveness of a treatment or service depends on whether it is actually
used, so the value of comparative effectiveness research will depend on whether it used successfully to influence treatment deci-
sions.

Although national dissemination efforts will have some value, it is likely that the most effective approaches will be locally
organized and implemented, particularly when done in conjunction with quality reporting and quality improvement initiatives.
Regional Health Improvement Collaboratives could play a significant role in the dissemination role, since most are already en-
gaged in consumer education about choosing providers and treatments. Good comparative effectiveness research that is used by
consumers, physicians, hospitals, employers, healthth-p
care quality and reducing costs in their communities. Whether funding is allocated for local dissemination programs, however,
will depend on the priorities set by HHS, AHRQ, and NIH.

a disease, the definition in the law and in the Congressional Conference Committee report is much broader than that; it defines
CER as oOresearch to evaluate and compare the clinica-l

are implementing programs designed to improve the effectiveness of healthcare services, evaluations of these programs could
potentially be funded by ARRA.

NRHI recommended to the Institute of Medicine that the following types of research be included as priorities for spending
the Comparative Effectiveness Research funds:

o |dentification of treatments and strategies that successfully prevent avoidable hospitalizations and readmissions, particularly for
people with chronic disease.

o |dentification of barriers to utilization of cost-effective treatments and services, and strategies for overcoming those barriers.
This could include activities such as (1) identifying the most effective strategies and consumer-friendly tools that healthcare
providers and Regional Health Improvement Collaboratives can use to assist and encourage consumers to improve their
health status and adhere to treatment plans, (2) identifying the most effective strategies that Regional Health Improvement
Collaboratives can use to assist and encourage physicians to recommend cost-effective treatments and to implement them
effectively, and (3) identifying benefit designs and provider payment methodologies that enable patients and physicians to util-
ize more cost-effective treatments.

o Support for regional approaches to education and engagement of consumers and physicians in making value-based choices.

ARRA calls for funding to be used to Oencourage t
and other forms of electronic health data that can be
Collaboratives could use these funds to build on the extensive quality measurement and reporting infrastructure which they have
already developed. NRHI has recommended that Comparative Effectiveness Research funding be used to support development
and maintenance of a strong, regionally-based data collection and reporting infrastructure.
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HEALTH INFORMATION TECHNOLOGY

Funding Levels and Purpose

Over $20 billion in funding is appropriated in the American Recovery and Reinvestment Act (ARRA) for Health Information
Technology. The largest components of this are:

o $2 billion for the Office of the National Coordinator for Health Information Technology to implement a series of programs
described below; and

o $17.2 billion for Medicare and Medicaid payment incentives to healthcare providers that adopt and use Electronic Health Re-
cord Systems

The specific programs and incentives to be created include:
o Strengthening federal HIT infrastructure consistent with the Strategic Plan developed by the National Coordinator.

o Establishing a Health Information Technology Extension Program to assist healthcare providers to implement and use Elec-
tronic Health Record systems. This will include:

¢ Creating a Health Information Technology Research Center to assemble information on best practices and to provide tech-
nical assistance;

¢ Creating and supporting Regional Health Information Technology Extension Centers to provide technical assistance and
disseminate best practices from the Health Information Technology Research Center, consistent with the Strategic Plan
developed by the National Coordinator. Regional Centers are to be affiliated with nonprofit organizations, and are to be
selected based on merit. In providing technical assistance, Regional Centers are to give priority to non-profit hospitals, Fed-
erally Qualified Health Centers, safety net providers, and individual and small group practices focused primarily on primary
care.

o Grants to states or state-designated entities to facilitate and expand the use of health information technology. First, Planning
Grants can be awarded to states or state-designated entities, and then Implementation Grants can be awarded to implement
the plans. Grants require a non-federal match which increases in amount from 201 | to 201 3.

o Grants to states to establish EHR Technology Loan Funds to make loans to healthcare providers to purchase and improve
Electronic Health Record systems and to train personnel in using EHRs.

¢ Incentive payments through Medicare to physicians and hospitals for the use of EHRs. Physicians can receive up to $44,000
over 5 years ($48,400 in Health Professional Shortage Areas).

¢ Incentive payments through Medicaid to physicians and hospitals for the use of EHRs.

Decision-Making Process

The National Coordinator for Health Informa- 7
tion Technology is responsible for developing the - O — e 1
plans for implementing the programs and funding $17.2 Billion HIT Strategic Plar}

established in ARRA. David Blumenthal, who had — Provider : State
been the Director of the Institute for Health Poli $20+Billion - —|  EHR Technology
een the Director of the Institute for Hea olicy Stimulus Incentives Loan Funds

at Massachusetts General Hospital, was named the

Legislation :
National Coordinator on March 20. The National S Ith [ $2 Billion | : FederaHIT
Coordinator is responsible for updating the Federal eatt : ‘ Infrastructure
P pdating Information National
Health IT Strategic Plan; the current version of the Technology Coordinator ||

plan is available at: Funding for HIT State
http://www.hhs.gov/healthit/resources/ ‘ HIT Programs
HITStrategicPlan.pdf.

e

! HIT
Two Committees are established by ARRA to {  Inputon | Rce:gg;;h
advise and assist the National Coordinator 0 the | Priorities
Health Information Technology Policy Committee, HIT : v
. : HIT : Regional HIT|
and the Health Information Technology Standards Policy Standards | Extension
Committee Committee Centers

(Continued on pagg
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HEALTH INFORMATION TECHNOLOGY
(Continued)

Committee.

The HIT Policy Committeebds role is to make policy re
tion of a nationwide health information technology infrastructure, including implementation of the Strategic Plan. The legislation
indicates that the Policy Committee is to O0serve as a
bers of the HIT Policy Committee; 3 appointed by the Secretary of HHS, 4 appointed by the 4 caucuses in Congress, and |3
appointed by the Comptroller General. The Comptroll er
in the Appendix.

Potential Opportunities for Regional Health Improvement Collaboratives

Regional Health Improvement Collaboratives with existing or planned programs to assist healthcare providers in adopting
and using EHRs and other health information technology could potentially be candidates to serve as Regional Health Information
Technology Extension Centers. ARRA states that Regional Centers must be affiliated with non-profit institutions, their activities
are to be consistent with the Strategic Plan developed
promote the adoption of health information technology through:

 assistance with the implementation, effective use, upgrading, and ongoing maintenance of health information technology, in-
cluding electronic health records, to healthcare providers nationwide;

e broad participation of individuals from industry, universities, and State governments;

» active dissemination of best practices and research on the implementation, effective use, upgrading, and ongoing maintenance
of health information technology, including electronic health records, to health care providers in order to improve the quality
of healthcare and protect the privacy and security of health information;

e participation, to the extent practicable, in health information exchanges;
« utilization, when appropriate, of the expertise and capability that exists in Federal agencies other than [HHS]; and

 integration of health information technology, including electronic health records, into the initial and ongoing training of health
professionals and others in the healthcare industry that would be instrumental to improving the quality of healthcare through
the smooth and accurate electronic use and exchange o

ARRA does not define the term o0regional . ¢ Al t hough

tion to preclude regional centers being established in single states or in metropolitan areas coterminous with Regional Health
| mprovement Coll aborativesd service areas. There may,
cover sub-state regions if there is not a convenient mechanism for covering the rest of the state.

The exact eligibility criteria and application procedures will be defined by HHS in a program description that is to be pub-
l'ished in draft by May 18. The | egislation statesintha
cludes consideration of:

« the ability of the applicant to provide assistance consistent with the legislation and utilization of health information technology
appropriate to the needs of particular categories of health care providers;

« the types of services to be provided to health care providers;
o geographical diversity and extent of the service area; and
o the percentage of funding and amount of in-kind commitment from other sources.

Clearly, an important rationale for having Regional Health Improvement Collaboratives serve as Regional HIT Extension
Centers would be the ability to connect the HIT efforts to other quality reporting and quality improvement initiatives.

Funding for Regional Centers is not to exceed 50% of
create and maintain such a center, except in an instance of national economic conditions which would render this cost-share

(Continued on page
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HEALTH INFORMATION TECHNOLOGY
(Continued)

requirement detrimental to the program.o Funding is [I}Ji mit

2. Obtaining Funds from State Grants to Promote Health Information Technology

ARRA provides for both state planning and implementation grants to promote health information technology. The grants
are to be used to o0conduct activities to facilitate anld ex
ganizations according to nationally recognized standards through activities that include

» enhancing broad and varied participation in the authorized and secure nationwide electronic use and exchange of health infor-
mation;

« identifying State or local resources available towards a nationwide effort to promote health information technology;

o complementing other Federal grants, programs, and efforts towards the promotion of health information technology;

o providing technical assistance for the development and dissemination of solutions to barriers to the exchange of electronic
health information;

o promoting effective strategies to adopt and utilize health information technology in medically underserved communities;

 assisting patients in utilizing health information technology;

o encouraging clinicians to work with Health Information Technology Regional Extension Centers to the extent they are avail-
able and valuable;

o supporting public health agencies' authorized use of and access to electronic health information;

o promoting the use of electronic health records for quality improvement including through quality measures reporting; and

esuch other activities as the Secretary may specify. o

A Regional Health Improvement Collaborative could make arrangements with the state (or with state-designated entities, as
discussed in more detail below) to administer a portion of the funds on a subgrant or contract basis. This might be the best way
for Regional Health Improvement Collaboratives which do not wish to take on extensive roles in HIT planning and implementa-
tion to obtain a portion of the ARRA funds for the specific programs they operate which could help advance the goals of the
legislation.

For example, consistent with the |l egislative objectijve o
provement including through quality measures reporting], 6 R
for activities such as:

e helping healthcare providers use Electronic Health Rdgcord
or

e helping healthcare providers use EHRs as part of one Jof t

3. Serving as a StateDesignated Entity

The grants described in the previodssisgrdt @d e-Rdsigndgibe H .
Entityisanon-pr of it entity with obroad stakeholder represent a
principal goals is to use information technology to improve health care quality and efficiency through the authorized and secure
el ectronic exchange and use of health information. Gon Tlhi s
Organizations/Health Information Exchanges to serve as State-Designated Entities.

—
- O
o
= 0

The language in ARRA does not appear to preclude the possibility of there being multiple State-Designated Entities within a
state. If a state were to designate multiple entities, it might do so based on geography (i.e., designating one entity to carry out
the functions in one part of the state, and one or more other entities to do so in the remainder of the state), or it might do so
based on functions (i.e., designating one entity to carry out some of the functions enumerated in the law, and one or more other
entities to carry out the remaining functions).

There is no explicit deadline in ARRA for states to designate entities, although it will obviously be desirable for entities
to be designated prior to the availability of planning and implementation grants. Some states have already designated entities to
receive the funds.
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PREVENTION AND WELLNESS

Funding Levels and Purpose

ARRA appropriates $1 billion for a Prevention and Wellness Fund:

e $300 million of these funds are to be used by the Centers for Disease Control and Prevention (CDC) for immunization pro-
grams;

¢« $650 million i s to b eéaseddiscdand commanityrbised prevention abdewellhess ecmtegies au-
thorized by the Public Health Service Act é that del
rates; 6 and

o $50 million is to be provided to states to implement strategies to reduce healthcare-associated infections.

Decision-Making Process

No later than 90 days after enactment (i.e., by May 18, 2009), and prior to making any obligations of the $700 million in
funding appropriated for non-immunization programs, the Secretary of HHS is required to submit to the Appropriations Com-
mittees of Congress an Operating Plan that indicates the prevention priorities to be addressed, the measurable goals for each
priority, the allocation of resources within HHS, and the programs or activities to be supported. (The $300 million appropria-
tion to the CDC for immunization programs is excluded from this requirement). There is no explicit requirement for obtaining
public input in setting the priorities.

Potential Opportunities for Regional Health Improvement Collaboratives

The following are examples of the kinds of activities by Regional Health Improvement Collaboratives that could potentially
qualify for funding consistent with the definition of prevention and wellness in ARRA:

o educating, assisting, and encouraging consumers to improve their health status;

¢ educating, assisting, and encouraging consumers to adhere to treatment plans;

o educating healthcare providers about evidence-based programs and encouraging/assisting them to implement these programs
(which could include public reporting).

Whether funding is allocated for these kinds of programs, however, will depend on the priorities set by HHS.
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APPENDIX

Federal Coordinating Council for
Comparative Effectiveness Research

The following are the members of the Federal Coordinating Council for Comparative Effectiveness Research.
(Biographical sketches are available at: http://www.hhs.gov/recovery/programs/os/cerbios.html).

Carolyn M. Clancy, Director
Agency for Healthcare Research and Quality (AHRQ)

Peter Delany, Director, Office of Applied Studies
Substance Abuse and Mental Health Services Administration (SAMHSA)

Ezekiel J. Emanuel, Special Advisor for Health Policy
Office of Management and Budget (OMB)

Jesse L. Goodman, Acting Chief Medical Officer and Director
Center for Biologics Evaluation and Research
Food and Drug Administration (FDA)

Garth N. Graham, Deputy Assistant Secretary, Office of Minority Health
U.S. Department of Health and Human Services (HHS)

Anne C. Haddix, Chief Policy Officer
Office of Strategy and Innovation
Centers for Disease Control and Prevention (CDC)

Deborah Parham Hopson, Associate Administrator, HIV/AIDS Bureau
Health Resources and Services Administration (HRSA)

David Hunt, Chief Medical Officer
Office of the National Coordinator of Health Information Technology
U.S. Department of Health and Human Services (HHS)

Michael Kilpatrick, Director of Strategic Communications for the Military Health System
Department of Defense (DoD)

Joel Kupersmith, Chief Research and Development Officer
Veterans Administration (VA)

Michael Marge, Acting Director, Office on Disability
U.S. Department of Health and Human Services (HHS)

Elizabeth Nabel, Director, National Heart, Lung, and Blood Institute
National Institutes of Health (NIH)

James Scanlon, Acting Assistant Secretary for Planning and Evaluation
U.S. Department of Health and Human Services (HHS)

Neera Tanden, Counselor, Office of the Secretary
U.S. Department of Health and Human Services (HHS)

Thomas B. Valuck, Medical Officer and Senior Advisor
Center for Medicare Management
Centers for Medicare & Medicaid Services (CMS)
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APPENDIX

Federal Health Information Technology Policy Committee

The following are the |13 appointments made by the Comptroller General. An additional 3 appointments will be made by
the Secretary of HHS and an additional 4 appointments will be made by Congress.

David Bates, Medical Director for Clinical and Quality Analysis, Chief of General Internal Medicine,
Partners HealthCare/ Brigham & Womends Hospital

Christine Bechtel, Vice President, National Partnership for Women & Families
Neil Calman, President and CEO, The Institute for Family Health, Inc.
Adam Clark, Director of Research and Policy, Lance Armstrong Foundation

Arthur Davidson, Denver Public Health Department; Director, Public Health Informatics; Director,
Denver Center for Public Health Preparedness; Medical epidemiologist; Director, HIV/AIDS Surveillance,
City and County of Denver

Connie Delaney, Dean, School of Nursing, University of Minnesota

Judith Faulkner, Founder, CEO, President, Chairman of the Board,
Epic Systems Corporation

Charles Kennedy, Vice President, Health Information Technology,
Wellpoint, Inc.

David Lansky, President and CEO, Pacific Business Group on Health
Marc Probst, Chief Information Officer, Intermountain Healthcare

LaTanya Sweeney, Director, Data Privacy Lab, Associate Professor of Computer Science, Technology and Policy,
Carnegie Mellon University

Paul Tang, Vice President and Chief Medical Information Officer,
Palo Alto Medical Foundation

Scott White, Assistant Director, Technology Project Director,
1199 SEIU Training and Employment Fund
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MEMBERS

CALIFORNIA
COOPERATIVE
HEALTHCARE
REPORTING
INITIATIVE

QcaQc

California Quality Collaborative
Breakthroughs for Better Healthcare

Greater Detroit Area

Health Council, INC.

ICS1

InsTITuTe ForR CLINICAL
SYSTEMS IMPROVEMENT

i Towa Healthcare Collaborative

A Partnership for Quality, Patient Safety & Value

#Louisiana

Health Care

MASSACHUSETTS LP

HEALTH QUALITY PARTNERS
trusted information. quality insights.

MEASUREMENT.

OREGON HEALTH CARE

QUALITY

CORPORATION
A nonprofit partnership for quality improvement

PITTSBURGH REGIONAL HEALTH INITIATIVE

Puget Sound

Health All}gnce

UPV

facilitating healthcare decision-making

WCHQ

Wisconsin Collaborative
for Healthcare Quality

ABOUT NRHI

The Network for Regional Healthcare Improvement (NRHI) is a national coalition
of Regional Health Improvement Collaboratives -- regionally-based, multi-stakeholder
organizations that are working to improve the quality and value of healthcare delivery.
NRHI provides technical assistance to Regional Health Improvement Collaboratives,
facilitates information sharing among them, and encourages national policies that sup-
port efforts by Regional Health Improvement Collaboratives to improve healthcare
quality and value.

There are over 50 Regional Health Improvement Collaboratives in the U.S,, all
working to address one of the key challenges facing healthcare today -- how to im-
prove the quality of services
while controlling skyrocketing
costs. Regional Health Improve-
ment Collaboratives design and
implement programs ranging
from public reports on the quallty
and cost of physicians, hospitals,
health plans, and other healthcare
providers, to projects that reduce
hospital-acquired infections and
improve the health of people
with chronic diseases. The num-
ber of Regional Health Improve-
ment Collaboratives has in-
creased dramatically in the past 3
years, partly due to the rapidly
growing concern about healthcare costs and quality across the country, and partly due
to proactive efforts to foster the creation of Regional Health Improvement
Collaboratives through the Robert Wood Johnson Foundation's Aligning Forces for
Quality Program and the U.S. Department of Health and Human Services' Chartered
Value Exchange program.

Regional Health Improvement Collaboratives in the U.S.

NRHI works to support the work of Regional Health Improvement Collaboratives

and to help improve health and healthcare at the regional level by:

I. Increasing the awareness of policymakers and healthcare professionals about
the key role that Regional Health Improvement Collaboratives play;

2. Providing technical assistance to Regional Health Improvement Collaboratives
in addressing specific challenges they face;

3. Facilitating the ability of Regional Health Improvement Collaboratives to share
the practical knowledge they develop in order to help all Collaboratives im-
prove;

4. Assisting additional communities to establish Regional Health Improvement
Collaboratives;

5. Encouraging the development and implementation of healthcare payment sys-
tems, benefit designs, and regulatory structures at the federal, state, and local
levels which support improved population health and higher-value healthcare
delivery systems; and

6. Advocating for national policies and programs that support the work of
Regional Health Improvement Collaboratives.




