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Letter of Intent 
 

 

Marilyn Moon, Ph.D.      Rex W. Cowdry, M.D. 

        CHAIR            EXECUTIVE DIRECTOR 

 

 

MARYLAND HEALTH CARE COMMISSION 
 

4160 PATTERSON AVENUE – BALTIMORE, MARYLAND 21215 
TELEPHONE:  410-764-3460     FAX:  410-358-1236 

 

Funding Opportunity Title:      American Recovery and Reinvestment Act of 2009,  
   State Grants to Promote Health Information Technology Planning  
   and Implementation Projects 
 

Funding Opportunity Number:  EP-HIT-09-001 

 
September 5, 2009 

 
David Blumenthal MD, MPP 
National Coordinator for Health Information Technology 
Department of Health and Human Services 
200 Independence Avenue, S.W. 
Washington, DC 20201 

RE: Letter of Intent to Apply for Funding - Maryland Health Information Exchange 
Cooperative 

Dear Dr. Blumenthal, 
 
The Maryland Health Care Commission (MHCC) is pleased to submit a letter of intent to seek 
funding on behalf of the State of Maryland for the Maryland Health Information Exchange 
Cooperative.  MHCC is an independent regulatory agency with a broad mission addressing health 
care quality, cost, and access.  We have placed a high priority on advancing health information 
technology, including the implementation of a statewide health information exchange and the 
adoption of electronic health records, and are well positioned to use the funding from the American 
Recovery and Reinvestment Act of 2009 to accelerate and enhance our plans to implement a private 
and secure statewide exchange.  The Governor of the State of Maryland, the Honorable Martin 
O’Malley, has designated the MHCC as the state agency responsible for the state’s application to the 
State Health Information Exchange Cooperative Agreement Program. 
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Strategic approach.  Three years ago we began the process of planning a health information 
exchange by engaging numerous stakeholders to address fundamental policy issues and to plan a 
course of action.   

 
• Building trust and consensus.  Maryland believes that broad agreement on key policy 

issues - particularly privacy, security, and data uses - should precede the development of a 
health information exchange.  MHCC has brought together a series of multi-stakeholder 
groups to discuss a range of policy issues and has published a number of major policy 
reports based on these consensus-building deliberations, listed in Attachment I.  These 
deliberations formed the foundation for subsequent actions directed towards planning and 
implementing a statewide health information exchange.  

• Planning the statewide exchange.  MHCC funded two independent multi-stakeholder 
groups in 2008 to develop two competing approaches for the governance, architecture, 
privacy and security, access and authentication, financing, and establishment of a 
sustainable business model.  These reports were evaluated, and the best ideas from those 
reports and from a study of health information exchanges were consolidated into a Request 
for Applications (RFA) released on April 15th of this year.   

• Designating and funding Maryland’s statewide health information exchange.  The 
MHCC received four responses to the RFA.  A technical panel consisting of internal and 
external reviewers recommended that the Chesapeake Regional Information System for our 
Patients (CRISP) receive $10 million in startup funding from Maryland’s all-payor system to 
implement a statewide health information exchange.  The Maryland Health Services Cost 
Review Commission approved the funding on August 5th.  CRISP is a particularly strong not-
for-profit collaborative effort among the Johns Hopkins Health System, MedStar Health, 
University of Maryland Medical System, Erickson Retirement Communities, and Erickson 
Foundation, with additional strong support from two dozen major stakeholders across the 
state, including minority and safety net provider interests.  A complete list of stakeholders who 
have contributed to planning the exchange is provided in Attachment II. 

• Establishing a Policy Board with Strong Representation of the General Public.  While a 
collaborative with strong provider representation will develop and operate the health 
information exchange, the policies governing the exchange will be established by the Policy 
Board associated with the MHCC.  This separation of responsibilities assures a strong role 
for the public in both policy development and operational oversight.  Members of the Policy 
Board have been selected to assure expertise, breadth of stakeholder representation, and a 
strong consumer voice in establishing the policies essential to building trust.   

Maryland’s Comprehensive State Plan:  Broad goals, specific purposes, operational plans.   A 
statewide health information exchange serves the public interest by transforming a largely paper-
based system into a private and secure electronic interconnected system that is transparent, that 
earns public trust, and that helps address health challenges facing Maryland, including preventable 
medical errors, disparities in the quality of care, high costs, administrative inefficiencies, and the lack 
of care coordination among providers.  Maryland’s ambitious plan for advancing health information 
technology balances the need for information sharing with the need for strong privacy and security 
policies, and maintains a judicious approach to funding the health information exchange.  A health 
information exchange capable of computable semantic interoperability will ensure that all health 
information is securely delivered electronically in real time to individuals and their providers when 
needed, and that this information is available for analysis for continuous improvement in care 
delivery and research. 
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The health information exchange is designed to deliver essential patient information to authorized 
providers at the time and place of care to help assure appropriate, safe, and cost-effective care; 
store and transmit sensitive health information privately and securely; provide patient access to 
important elements of an individual’s clinical record to help engage patients in their own care; 
provide a means for the patient to exercise appropriate control over the flow of private health 
information, both as a matter of right and as a means of assuring trust; provide a secure method of 
transmitting administrative health care transactions; and gather information from the health care 
system to research effectiveness and cost-effectiveness of care, to measure quality and outcomes of 
care, and to conduct biosurveillance and post-marketing surveillance of drugs and devices. 
 
MHCC’s strategy to implement a statewide health information exchange is currently incorporated in a 
comprehensive State Plan.  However, the current State Plan is not divided into separate strategic and 
operational plans as required by the planning guidance.  MHCC is revising the State Plan to provide 
both strategic and operational plans to implement a statewide health information exchange and to 
advance electronic health record adoption.  We anticipate submitting a State Plan with our 
application that is consistent with the guidance, that reflects the vision, goals, and objectives for health 
information exchange in the state, and that details the existing approach that Maryland will take to 
advance health information technology.     

 
Active Involvement of Stakeholders in Implementing the Exchange.  The CRISP organization is 
currently accepting nominations for Advisory Board members who will provide guidance to the 
operations of the exchange.  The Advisory Board consists of three committees:  Exchange 
Technology Committee, Clinical Excellence and Exchange Services Committee, and Finance and 
Community Outreach Committee.  Each committee includes between 7 to11 members that will 
guide the procurement process, identify participant requirements, and provide input into the 
functional development of the health information exchange.  The Advisory Board will facilitate an 
incremental process for the five domains supporting the grant program with key deliverables for 
each of the domains.  Among other things, these deliverables are consistent with the statutory 
requirements for meaningful use.  The infrastructure of the statewide health information exchange 
allows for ongoing planning for future growth and evaluation across the five domains.  The existing 
plan already includes key activities and a four year budget for each domain.  

• Business and Technical Operations capacity:  CRISP anticipates maintaining a small staff 
initially and will expand staff based on work volumes.  Key technology components such as 
the Master Patient Index, data registry, and data translation and interoperability services 
will be outsourced on the onset.  Help desk services will be contracted to an organization 
that is experienced in helpdesk operations.  Other solutions will be licensed and installed 
locally at the CRISP datacenter.  Expenditure over the past 5 years: $50,000.   Anticipated 
expenditure over the course of the cooperative agreement:  $25,000,000. 

• Finance capacity:  The business model for the health information exchange includes startup 
funding through the state all-payor rate setting system.  These funds will be used to support 
technology deployment, internal operations of the exchange, and the implementation of a 
defined set of Use Cases.  The exchange is expected to begin generating revenue around year 
three and become sustainable within approximately five years.  Expenditure over the past 5 
years: $80,000.   Anticipated expenditure over the course of the cooperative agreement:  
$1,250,000. 

• Governance capacity:  The health information exchange operates under the oversight of an 
Advisory Board.  Representation on the Advisory Board will be broad-based, ensuring that 
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the many various perspectives from interested organizations and their constituencies are 
heard with respect to the exchange services.  The Advisory Board will help the Board of 
Directors provide oversight and accountability of the organization.  Expenditure over the 
past 5 years: $350,000.   Anticipated expenditure over the course of the cooperative 
agreement:   $1,250,000. 

• Legal and policy HIE capacity:  Legal counsel has been retained by CRISP to provide support 
to the policy development framework, privacy and security requirements for system 
development and use, data sharing agreements, evaluation of existing laws and regulations, 
and assistance in multi-state policy harmonization activities.  Expenditure over the past 5 
years: $450,000.   Anticipated expenditure over the course of the cooperative agreement:  
$2,500,000. 

• Technical infrastructure capacity:  The technology vendor selection will consist of a formal 
competitive and transparent procurement process to ensure that Maryland and its citizens 
are best served.  The exchange is expected to empanel an expert technology evaluation 
committee leveraging subject matter experts to procure the appropriate technology.  The 
competitive acquisition process will be for the identification of a hybrid infrastructure 
supportive of decentralized data and services leveraging a Master Patient Index and a data 
registry to locate health information in edge servers.  Expenditure over the past 5 years: 
$250,000.   Anticipated expenditure over the course of the cooperative agreement:  $7,500,000. 

Coordination and Collaboration.  Although the responsibility for strategic planning, broad policy 
development, and financial oversight of both the $10 million in state funds and any funds made 
available through this grant rest with the Commission and the Policy Board, while the responsibility 
for developing and operating the exchange rest with CRISP and its participating partners, we have 
taken active steps to assure effective coordination and meaningful collaboration.  MHCC and the 
Policy Board are represented on CRISP committees, and CRISP has ex officio representation on the 
Policy Board, to assure good communication, close coordination, and rapid resolution of 
differences.  We anticipate a similar productive collaboration with the National Coordinator for 
Health Information Technology in planning and advancing our statewide exchange, assuring that 
the exchange is consistent with the State Plan, and coordinating our efforts with others throughout 
the nation. 
 
EHR Adoption as a Vital Prerequisite to Effective Health Information Exchange.   MHCC 
believes that adoption and meaningful use of certified electronic health records with clinical 
decision support features, electronic prescribing, and order entry are crucial components of both an 
effective statewide exchange and a transformed health care system.  As part of the 2005 legislative 
session, Maryland enacted a bill which created the Governor’s Task Force to Study Electronic Health 
Records.  The task force consisted of 26 individuals with a broad range of experience in health care 
and health information technology.  Over a period of 18 months, the task force explored a number 
of issues related to electronic health records and developed a policy report for the legislature.  
These recommendations have been used to help shape many of the initiatives aimed toward 
advancing electronic health record adoption across the state.   

• Maryland is one of four states participating in the CMS Electronic Health Record 
Demonstration Project.  The CMS project is studying electronic health record adoption in 
small to medium size primary care physician practices.  Maryland was selected based in 
part on our success in outreach and recruitment of physician practices. 

• Following the passage of the American Recovery and Reinvestment Act of 2009, Maryland 
became the first state to build on the Medicare and Medicaid adoption incentives by passing 
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legislation requiring state-regulated payers to provide incentives for the adoption of 
electronic health records that parallels the requirements of federal incentives. 

• MHCC has developed an electronic health record product portfolio that includes 
information of certified vendors for evaluative and comparative purposes.  MHCC has 
negotiated discounts with these vendors for Maryland physicians and plans to assess user 
satisfaction.   

• Legislation that emerged from the 2009 session requires MHCC to identify one or more 
management service organizations that offer hosted electronic health records.  Hosted 
electronic health records have successfully been piloted in community health clinics, and 
are particularly appealing to providers in very small practices.  

• MHCC and CareFirst, one of the largest payers in the state, has facilitated the development of a 
collaborative among safety-net providers to host electronic health record systems for its 
members.  Over a two year period CareFirst has contributed nearly $1 million dollars to the 
initiative. 

Coordination with the Regional Centers Program.  Today, Maryland is home to approximately 
5,035 primary care providers that provide care in about 2,325 practices.  Many of the required 
activities aimed at assisting providers in becoming meaningful users of certified electronic health 
record technology, as stated in the Health Information Technology Extension Program:  Regional 
Centers Cooperative Agreement Program, are consistent with MHCC’s existing outreach and 
education strategy.  The state’s designated health information exchange organization, CRISP, will seek 
a grant award during the first round of applications and will submit a preliminary application by the 
required due date.  If awarded a Regional Center grant, CRISP will function as the primary contact and 
engage a number of non-profit organizations in the state to participate as sub-contractors to complete 
the work.  The coverage area under the CRISP application includes all of Maryland.  MHCC will 
support CRISP in the outreach, education, and technical assistance programs necessary to meet the 
objective of assisting providers in improving the quality and value of care they furnish by attaining 
or exceeding the meaningful use criteria. 
 
Leveraging Existing Health Information Exchange Efforts.  Statewide, approximately 17 percent 
of acute care hospitals have implemented electronic data sharing initiatives with providers in their 
service area.  These hospitals typically host the technology that enables a one-way transfer of a 
limited amount of data with a high speed Internet connection.  Last year, MHCC convened a meeting 
of hospital chief information officers and various other stakeholders to reach consensus on a range 
of standards and policies to ensure that hospitals embark on data sharing initiatives that implement 
similar policies.  Acute care hospitals in Maryland are also well positioned to operate as 
management services organization to host one or more electronic health record solutions.  They are 
appropriately situated to provide a consistent way of managing privacy and security and ensuring 
the existence of robust physical and technical safeguards of electronic health information.  In 
Maryland, hospitals are not alone in this capacity:  a major association of community health centers 
has developed an MSO model providing a robust EMR and practice management to its members and 
is developing exchange capabilities with other providers.  Commercial MSOs are also emerging.  
Maryland’s statewide health information exchange expects to facilitate the connection of these service 
system exchanges and emerging management services organizations with the exchange.   
 
Contacts.  The primary point of contact from the MHCC for the Maryland Health Information 
Exchange Cooperative is David Sharp, Director of the Commission’s Center for Health Information 
Technology.  Please feel free to contact him via e-mail at dsharp@mhcc.state.md.us or directly at 

mailto:dsharp@mhcc.state.md.us�
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(410) 764-3578.  I can be reached at rcowdry@mhcc.state.md.us or at (410) 764-3565.  Key 
personnel from the CRISP organization include the president, David Horrocks, 
david.horrocks@crisphealth.org, and Scott Afzal, scott@audaciousinquiry.com.  Please feel free to 
contact either one of these individuals for more information about CRISP.  Additional information 
regarding this organization is available at the CRISP website:  http://www.crisphealth.org/. 
 
Summary.  After several years of planning and building stakeholder trust, Maryland has moved 
into the implementation phase of a statewide health information exchange.  Funding available 
under the collaborative agreement will have two fundamental effects.  First, it will enable the health 
information exchange to deploy an initial set of Use Cases across the state more rapidly and to add 
additional Use Cases rapidly based on the value to consumers and other stakeholders.  Second, the 
collaboration with your office will broaden the available expertise, assure better coordination with 
efforts across the nation, and allow us to explore opportunities for Maryland to serve as a 
convenient test bed for initiatives of interest to the ONC.   
 

 
 
This grant opportunity is valuable to Maryland as it strives to implement a statewide health 
information exchange that reaches all health care providers in an effort to improve the quality and 
efficiency of health care.  The MHCC is enthusiastic about submitting an application and its State 
Plan to the Office of the National Coordinator for Health Information Technology by the October 
16th due date.  If you have any questions regarding our letter of intent or other issues, please feel 
free to contact either me or David Sharp directly.  We look forward to developing an effective and 
innovative collaboration. 

 
       Sincerely, 

        
       Rex W. Cowdry, MD 
       Executive Director 

 
  

mailto:rcowdry@mhcc.state.md.us�
mailto:david.horrocks@crisphealth.org�
mailto:scott@audaciousinquiry.com�
http://www.crisphealth.org/�
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Attachment I 

 
 
  

MHCC Health IT Policy Reports 
Report Title Web Link (URL) 

Task Force to Study Electronic Health 
Records: Final Report 

http://mhcc.maryland.gov/electronichealth/presentations/ehr_finalrpt0308.pdf 

Review of the Task Force to Study 
Electronic Health Records 2007 Final 
Report Recommendations 

http://mhcc.maryland.gov/electronichealth/EHRTaskForceSummaryFinal061909.pdf 

Assessment of Privacy and Security 
Policies and Business Practices 

http://mhcc.maryland.gov/electronichealth/assess_privacy_security.pdf 

Privacy and Security Solutions and 
Implementation Report 

http://mhcc.maryland.gov/electronichealth/solutions_implement_rpt0908.pdf 

Service Area Health Information 
Exchange:  A Hospital Data Sharing 
Community Resource Guide 

http://mhcc.maryland.gov/electronichealth/SAHIE_03-06-09-WEBFinal.pdf 

Health Information Technology:  An 
Assessment of Maryland Hospitals 

http://mhcc.maryland.gov/electronichealth/HospitalHITSurveyReportFINAL.pdf 

Management Services Organizations:  
A Vision of State Designated 
Organizations for Physician Practices 

http://mhcc.maryland.gov/electronichealth/MSOPRINT.pdf 

CRISP Planning Report http://mhcc.maryland.gov/electronichealth/CRISP_FinalReport.pdf 

MCHIE Planning Report http://mhcc.maryland.gov/electronichealth/MCHIE_Final_Report.pdf 

CRISP Response to the Request for 
Application for a Consumer-Centric 
Health Information Exchange for 
Maryland 

http://mhcc.maryland.gov/electronichealth/CRISP.pdf 

http://mhcc.maryland.gov/electronichealth/presentations/ehr_finalrpt0308.pdf�
http://mhcc.maryland.gov/electronichealth/EHRTaskForceSummaryFinal061909.pdf�
http://mhcc.maryland.gov/electronichealth/assess_privacy_security.pdf�
http://mhcc.maryland.gov/electronichealth/solutions_implement_rpt0908.pdf�
http://mhcc.maryland.gov/electronichealth/SAHIE_03-06-09-WEBFinal.pdf�
http://mhcc.maryland.gov/electronichealth/HospitalHITSurveyReportFINAL.pdf�
http://mhcc.maryland.gov/electronichealth/MSOPRINT.pdf�
http://mhcc.maryland.gov/electronichealth/CRISP_FinalReport.pdf�
http://mhcc.maryland.gov/electronichealth/MCHIE_Final_Report.pdf�
http://mhcc.maryland.gov/electronichealth/CRISP.pdf�
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Project Detail Overview 

Project Title:   State Health Information Exchange Cooperative Agreement Program 

States/territories:  State of Maryland 

Applicant Name:  Maryland Health Care Commission 

Address:   4160 Patterson Avenue, Baltimore, Maryland 21215 

Contact Name:  David Sharp, Ph.D. 

Contact Numbers:  Phone:  410-764-3578; Fax:  410-358-1236 

E-Mail Address:  dsharp@mhcc.state.md.us 

Web Site Address:  www.mhcc.maryland.gov 

Congressional Districts: Maryland Congressional Districts 1-8 

Brief: The Maryland Health Care Commission has placed a high priority on 

advancing health information technology, including the 

implementation of a statewide health information exchange and the 

adoption of electronic health records.  In August 2009, Maryland 

designated a multi-stakeholder group to implement the statewide 

health information exchange, and allocated $10 million through the 

all-payor rate setting system to fund the initiative.  Maryland is the 

only state to pass legislation requiring state-regulated payers to 

provide incentives for the adoption of electronic health records and 

has developed a web-based product portfolio.  One of the largest 

payers in the state has facilitated the development of a collaborative 

among safety-net providers to host electronic health records.  

  

mailto:dsharp@mhcc.state.md.us�
http://www.mhcc.maryland.gov/�
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Abstract 

The Maryland Health Care Commission (MHCC) is the state agency designated by the 

Honorable Governor Martin O’Malley to advance health information technology (HIT) in the state.  

Three years ago the MHCC began the process of planning a health information exchange (HIE) by 

engaging numerous stakeholders to address fundamental policy issues and to plan a course of 

action.  Legislation was passed in 2009 that required the MHCC to designate a multi-stakeholder 

group to implement a statewide HIE.  Through a competitive process, MHCC selected a non-profit 

organization, Chesapeake Regional Information System for our Patients (CRISP), which includes 

Johns Hopkins Medicine, MedStar Health, University of Maryland Medical System, Erickson 

Retirement Communities, and more than two dozen other stakeholder groups.  In August 2009, 

Maryland awarded $10 million through its unique all-payor rate setting system to fund HIE over 

three years.  The HIE makes possible the appropriate and secure exchange of data, facilitates and 

integrates care, creates efficiencies, and improves outcomes. 

A statewide HIE will support high quality, safe, and effective health care; make certain that 

data is exchanged privately and securely; ensure transparency and stakeholder inclusion; support 

connectivity regionally and nationally; be financially sustainable; and serve as the foundation for 

transforming health care in Maryland.  The HIE will enable: critical information to be shared 

between providers of different organizations and different regions in real-time; the use of evidence-

based medicine; public health initiatives in biosurveillance and disease tracking; and emergency 

preparedness efforts that will positively impact health outcomes by providing greater access to 

secure and accurate health information.  The HIE hybrid architecture will be capable of connecting 

approximately 47 acute care hospitals and 7,907 physician practices throughout Maryland.  

Connection to the HIE will be implemented on a Use Case basis, which will be determined by CRISP 

with input from the Policy Board.  The infrastructure will support the meaningful use requirements 

and eventually connect with other HIEs regionally and nationally.  The CRISP Advisory Board will 
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guide development of the five domains supporting the grant program.  The policies governing the 

exchange will be established by the Policy Board established by the MHCC.  The HIE will provide a 

mechanism for authorized individuals to perform sophisticated analytics and reporting for public 

health, biosurveillance, and other appropriate secondary uses of data. 
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Current State 

The Maryland Health Care Commission (MHCC) has recently moved into the 

implementation phase of a statewide health information exchange (HIE) after an extensive planning 

period.  Maryland’s pursuit of a statewide HIE has been marked by both challenges and successes.  

The challenges include those faced by virtually all health care stakeholders in the U.S.—poorly 

aligned incentives for many consumers and providers, concerns about privacy and security, lack of 

interoperability, and the high costs of implementing and supporting data sharing utilities.  These 

challenges are not insurmountable, and the potential benefits warrant a collaborative, focused, and 

transparent approach to identifying solutions.  MHCC’s approach to a statewide HIE is based on 

strong privacy and security policies, and relies on services deployed incrementally through specific 

Use Cases.  This approach, coupled with the adoption and meaningful use of health information 

technology (HIT), offers the prospect of transforming Maryland’s health care system. 

Maryland has many factors working in its favor for implementing a successful and 

sustainable statewide HIE.  Stakeholder collaboration and broad consensus on key privacy and 

security issues has been paramount to the success in planning and implementing a statewide HIE.  

Maryland’s relatively compact geography has mitigated some of the distance and communication 

challenges that some other state HIE efforts have encountered.  Maryland’s unique all-payor rate 

setting system provides a mechanism for funding this initiative where all private payers participate 

equally in the cost of implementing the statewide HIE. 

Three years ago, the MHCC began the statewide HIE planning process by engaging 

numerous stakeholders to address fundamental policy issues and develop a course of action for 

implementing a statewide HIE.  These efforts led up to the designation of a multi-stakeholder group 

in August 2009 to implement a statewide HIE with nearly $10 million funded through Maryland’s 

all-payor rate setting system.  This multi-stakeholder group, the Chesapeake Regional Information 

System for our Patients (CRISP), consists of Johns Hopkins Health, MedStar Health, University of 
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Maryland Medical System, Erickson Retirement Communities, and Erickson Health Information 

Exchange, along with the support of more than 25 other organizations. 

Over the last 60 days, the statewide HIE has established a central office, identified support 

staff and consultants, accepted nominations for the Advisory Board, issued a Request for 

Information from core technology vendors, and is drafting the Request for Proposal for technology 

partners.  The MHCC has assembled a Policy Board with oversight authority to establish the policies 

governing the statewide HIE.  The members were selected based upon their expertise, 

consideration regarding the breadth of stakeholder representation, and a strong consumer voice in 

establishing the policies essential to building trust. 

The statewide HIE expects to implement Use Cases based on an incremental approach basis.  

A partial list of Use Cases earmarked for implementation include: 1) Electronic Eligibility and 

Claims Transactions; 2) Electronic Prescribing and Refill Requests; 3) Electronic Clinical Laboratory 

Ordering and Results Delivery; 4) Electronic Public Health Reporting; 5) Quality Reporting 

Capabilities; 6) Prescription Fill Status and Medication Fill History; and 7) Clinical Summary 

Exchange.  The Advisory Board will assist in prioritizing the Use Case deployment. 

Policy Development 

The basic framework for building consumer trust, collaboration with stakeholders, and 

transparency necessary to achieve HIE sustainability has been the diversity in the policy 

discussions that have occurred over the past few years.  A successful statewide HIE poses 

technological and financial challenges, but the most vital challenges are privacy and security.  The 

MHCC believes that broad agreement on key policy issues is needed to precede the development of 

a statewide HIE.  Over the last several years, MHCC has brought together a series of multi-

stakeholder groups to discuss a range of policy issues and has published a number of major policy 

reports.  These deliberations were essential to moving forward with implementing the statewide 

HIE.  A brief description of the reports produced from these efforts is provided below. 
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An Assessment of Privacy and Security Policies and Business Practices:  Their 
Impact on Electronic Health Information Exchange 

MHCC convened a workgroup that consisted of eight health care sector groups to assess 

business policies and practices in general, and security policies and practices in particular that 

could impede the development of an effective statewide HIE.  This assessment included an 

examination of each sector group’s perception of HIE; concerns regarding the benefits, risks, and 

challenges impacting each group; and various alternatives to address these issues. 

Privacy and Security Solutions and Implementation Activities for a Statewide 
Health Information Exchange 

The MHCC assembled a multi-stakeholder workgroup to develop solutions and recommend 

activities that establish guiding principles and evaluate the privacy and security barriers for HIE 

implementation.  The workgroup proposed a number of solutions that would guide the efforts to 

establish a statewide HIE, and they assembled a list of implementation activities that they believed 

would guide the statewide HIE to a desired future state in Maryland. 

Service Area Health Information Exchange 

Providers throughout the state are exchanging limited amounts of electronic patient 

information.  Service area health information exchanges (SAHIEs) are emerging and are typically 

made up of providers in geographic areas that share the same patients across practices and 

settings.  These providers must address challenges related to privacy and security, business 

practices, and technology.  The MHCC convened a workgroup of chief information officers, privacy 

officers, and various other health care stakeholders to develop a resource guide that includes the 

policies regarding the patient’s rights to access and control their health information; the range of 

business practices for access, authentication, authorization, and audit; the technical requirements 

for standards and process workflows; the communication mechanisms and outreach initiatives; the 

key community-level financial, organizational, and policy challenges; and the alternate data uses. 
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Planning for a Statewide Health Information Exchange 

Building a successful HIE requires considerable planning in order to implement a business 

model that creates incentives for use, and recognizes the need for funding from those stakeholders 

who derive value and benefits from integration and utilization of technology that shares health 

information.  The MHCC brought together two distinct multi-stakeholder groups (planning groups) 

to address the complex policy and technology issues from somewhat different perspectives.  The 

two multi-stakeholder groups selected to participate in the planning phase were CRISP and the 

Montgomery County Health Information Exchange Collaborative (MCHIE).  These teams focused 

specifically on addressing issues related to governance; privacy and security; role-based access; 

user authentication and trust hierarchies; architecture of the exchange; hardware and software 

solutions; costs of implementation; alternative sustainable business models; and strategies to 

assure appropriate consumer engagement, access, and control over the information exchange. 

The Pathway to HIE 

Implementing a statewide HIE is part of a long-term strategic plan to improve the quality, 

safety, and efficiency of care that will create cost savings for the Maryland health care system.  The 

MHCC merged the best ideas from the planning reports into a single Request for Application (RFA).  

The proposed RFA was vetted with 10 existing HIE initiatives around the nation.  The RFA was 

released on April 15, 2009, and four competing applications were received.  After careful 

evaluation, the MHCC recommended to the Health Services Cost Review Commission (HSCRC) that 

the $10 million in funding through Maryland’s all-payor rate setting system be approved for the 

CRISP response.  Utilizing the all-payor rate setting system to assist with the HIE funding assures 

that private payers contribute to the building of the statewide HIE. 

When fully implemented, the statewide HIE architecture will enable connections between 

Maryland’s approximately 47 acute care hospitals and 7,907 physician practices.  The statewide HIE 

will provide a mechanism that enables appropriately authorized individuals to perform select 
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analytical reporting.  The statewide HIE will also allow secondary uses of data for public health, 

biosurveillance, and other appropriate secondary uses of data.  Below is a brief discussion 

regarding the statewide HIE’s implementation schedule for the required Use Cases. 

Electronic Eligibility and Claims Transactions 

Administrative health networks (networks) are required to be accredited to operate in 

Maryland.  Select networks are expected to collaborate with the statewide HIE to implement this 

Use Case.  Preliminary discussions are underway between the statewide HIE and a network that is 

used by one of the state’s largest payers, CareFirst.  The statewide HIE intends to engage in further 

discussions with a number of networks and to involve CareFirst in developing this Use Case.  

Though electronic eligibility and claims transactions was not an initial Use Case, the statewide HIE 

will use any potential funds from the grant opportunity to fully develop this Use Case.  Initial 

implementation of this Use Case is projected to begin in the second year of operation. 

Electronic Prescribing and Refill Requests 

In Maryland, provider usage of e-prescribing is slightly more than five percent and around 

75 percent of the 1,628 pharmacies are capable of accepting some form of electronic prescription.  

This Use Case will improve the adoption of e-prescribing among the more than 3,102 priority 

primary care practices in Maryland.  This Use Case will be aligned with the incentives available 

under the American Recovery and Reinvestment Act of 2009 (ARRA) and will be implemented 

accordingly. 

Electronic Clinical Laboratory Ordering and Results Delivery 

Maryland exceeds the national rate of computerized physician order entry (CPOE) adoption 

by roughly seven percent.  The implementation of this Use Case is expected to take more than a 

year to implement as negotiating connectivity with national, local, and hospital laboratories is 

expected to be somewhat of a lengthy process.  The target date for full deployment of this Use Case 

is the end of 2011. 
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Electronic Public Health Reporting 

Maryland has specific regulations governing public health reporting for a number of 

infectious or communicable diseases, such as meningitis, measles, mumps, and smallpox, to name a 

few.  Currently, providers are required to submit information to public health officials for 

monitoring and reporting purposes with variable requirements on the reporting timeframe.  Initial 

discussions regarding the implementation process for this Use Case has occurred.  The statewide 

HIE will implement portions of this Use Case with public health agencies in 2011. 

Quality Reporting Capabilities 

Quality reporting is essential to inform and educate stakeholders, and it is an important 

component for achieving meaningful use.  Interest in quality reporting continues to grow; however, 

a consistent mechanism for reporting does not exist.  The statewide HIE is expected to make 

available quality reporting, as deemed appropriate, for use by authorized stakeholders.  Although 

quality reporting is not an initial Use Case, components of this Use Case will be implemented in 

early 2011. 

Prescription Fill Status and/or Medication Fill History 

The Medication History Use Case was piloted during the HIE planning project and continues 

to function within three hospital emergency departments.  Today, this Use Case is returning results 

for approximately 70 percent of patients who consent to participate in the pilot program.  

Medication History is an early Use Case with full implementation targeted by July of 2010. 

Clinical Summary Exchange 

The Clinical Summary Exchange Use Case allows for the sharing of summary clinical data, 

such as a discharge summary, Continuity of Care Document (CCD), or Continuity of Care Record 

(CCR), to assure that health information is shared among authorized providers.  The information 

contained in this Use Case is constrained by EHR system capabilities.  This Use Case will ensure that 

data or an appropriate image is available to participating providers.  Portions of this Use Case will 

be operational in 2011. 
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Self-Assessment of Maryland’s Current State 

The MHCC convened an internal panel to conduct a self assessment of its State Plan.  The 

State Plan was evaluated for completeness using the AHIMA Foundation’s State-level HIE Consensus 

Project, Self Assessment and Technical Assistance Checklist (Appendix A).  The self assessment 

provided assurance that the comprehensive State Plan includes both strategic and operational 

plans to implement a statewide HIE that are consistent with the funding opportunity guidance; that 

reflects the vision, goals, and objectives of the state; and provides details regarding the approach 

that Maryland will take to advance HIE across the state. 

Proposed Project Summary 

The MHCC expects to build a statewide HIE that is financially sustainable and 

organizationally sound.  The statewide HIE will enable clinical information systems across the 

entire care continuum to share patient information; whereby providers will have access to patient 

data from multiple settings.  Patients will be better informed about their health and the medical 

services available to them, giving them more ownership of their well being.  In addition to serving 

as the mechanism for transforming health care, the statewide HIE will also provide reliable and 

timely information for research and population management.  The rollout of the statewide HIE is 

consistent with meaningful use requirements and compliant with existing requirements of the 

Health Insurance Portability and Accountability Act of 1996 (HIPAA), Administrative Simplification 

provisions and state privacy laws. 

The MHCC plans to use funding from the ARRA to accelerate the implementation of the 

statewide HIE.  The approach to implementing the statewide HIE is based on the best of ideas from 

two distinct multi-stakeholder planning group projects.  The planning groups included individuals 

with experience in policy, technology, finance, and organizational aspects of health care within 

Maryland.  The work of the planning groups has led to the implementation efforts for a statewide 
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HIE with a technical approach that is flexible, policy that is protective yet not prohibitively 

restrictive, and a financial approach that is sustainable. 

Hybrid Technology 

The statewide HIE will be a secure and trusted conduit rather than a centralized repository.  

A federated, or distributed, model that employs a personal health record (PHR) under the control of 

the patient was put forth by the two planning groups.  The statewide HIE will maintain a central 

Master Patient Index (MPI) and a separate Registry of the location of the record within the system.  

The hybrid model also allows the centralization of records when directed by consumers.  These 

functions do not constitute a centralized record, but rather establish a directory of information that 

allows records to be identified and located throughout the distributed system.  The planning groups 

considered this approach less challenging to participants and individual patients because it is less 

disruptive to existing, trusted patient – provider relationships, and raises less regulatory issues in 

today’s privacy and security conscientious environment. 

Consumer Participation in the Statewide HIE 

The statewide HIE will allow consumers the right to opt-out of the HIE and to be informed 

of a provider’s access to and use of their health information.  If a consumer elects to opt-out of the 

HIE, providers will not have the ability to access that consumer’s information.  Individuals will be 

informed of their participation rights through an intensive public awareness campaign.  The 

statewide HIE will implement a simple and transparent opt-out process at each point of care within 

the HIE.  Both planning groups recommended that the statewide HIE allow consumers the flexibility 

to opt-out at their discretion. 

Consumer Control of Health Information 

The statewide HIE will integrate with health record bank (HRB) and PHR applications that 

meet appropriate technology standards allowing consumers to have access to and control over 

their health information, and to generate a more comprehensive longitudinal record of their health 
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care in a single location under their control.  Data in these applications may be generated directly 

from electronic health records (EHRs) or may be entered by the patient, and allow consumers to 

grant access to specific individuals or providers based on controls established by the consumer.  

PHRs will enable consumers to have some control over how they want to share their information 

beyond the protections of the statewide HIE. 

Standards Based 

The technological design of the statewide HIE is based on federally endorsed standards and 

integration protocols that bridge proprietary boundaries.  Building the statewide HIE consistent 

with national standards mitigates a wide range of technology challenges for providers in Maryland 

and establishes the framework for eventual connectivity to the Nationwide Health Information 

Network (NHIN).  The planning groups agreed that a statewide HIE must build upon approved 

standards to not only avoid vulnerability to vendor selection issues and risks, but to ensure 

compatibility with other HIEs and federal initiatives. 

Incremental Design 

The statewide HIE will pursue an incremental growth strategy, building from individual Use 

Cases that have a demonstrated need and provide clinical value, which are consistent with the 

services outlined in the State Health Information Exchange Cooperative Agreement Program.  

Maryland has moved into the implementation phase for the statewide HIE and will execute an 

approach that balances the type of services provided against the risk of deploying them too quickly.  

The planning groups cautioned against setting high initial technological and user acceptance 

thresholds in order to avoid missing the current window of opportunity. 

HIT Adoption 

The current low adoption rate of EHRs in Maryland cannot be ignored.  Without more 

ubiquitous adoption, the sustainability of the statewide HIE may be questionable.  Several specific 

strategies will help address this challenge.  First, incentives from Medicare and Medicaid under the 
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ARRA and from state-regulated commercial payers under Maryland legislation will boost EHR 

adoption.  Second, funding under the Health Information Technology Extension Program: Regional 

Centers Cooperative Agreement Program, which the statewide HIE is applying, will provide 

education and technical assistance funding to priority primary care providers in Maryland.  Finally, 

the statewide HIE is implementing a provider portal for web-based access into the statewide HIE 

based upon recommendations from the planning groups.  Initially, this will provide a low cost, low 

tech solution while encouraging migration to a more comprehensive solution.  Recently enacted 

state law requires that the MHCC identify one or more Management Services Organizations that 

offer centrally-hosted EHR solutions at costs below those associated with stand-alone client-server 

EHRs installed in each provider office. 

Financial Sustainability 

The statewide HIE expects to achieve financial sustainability through monthly subscription 

fees based on the HIE services selected by the participating provider.  Initial funding from the state 

is intended to improve and expand HIE services to reach all providers in an effort to improve 

quality and efficiency of health care.  The statewide HIE expects to become sustainable within five 

years, and additional funding would help to facilitate this timeline.  The planning teams agreed that 

sustainability of the statewide HIE is more likely to be achieved by incrementally deploying a 

specific set of Use Cases on a subscription basis. 

Medically Underserved 

The statewide HIE will implement Use Cases in areas around the state to ensure the 

broadest participation of the underserved populations.  Particular emphasis during the planning 

phase was placed on identifying target areas and Use Cases that would bring the greatest value to 

the underserved population in Maryland.  The planning groups spent a considerable amount of time 

formulating recommendations that would be inclusive of this particular population as it represents 
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an important part of the solution and a key part of the quality, access, and cost challenges in health 

care.  This issue is addressed more extensively in a later section. 

Project Plan – Key Components and Timeline 
The governance of the statewide HIE has three primary components each with different 

governance and advisory responsibilities.  The Policy Board is an extension of the MHCC that 

oversees policy development and the flow of state generated and federal funds to the statewide 

HIE.  The statewide HIE Board of Directors consists of members appointed by the founding 

organizations and have overall management and governance responsibilities.  The Advisory Board 

is comprised of industry leaders from around the state who are well-suited to address obstacles 

that arise.  The Advisory Board is made up of three committees tasked with specific areas of 

responsibility and specific deliverables related to Use Cases.  The Committees are:  Exchange 

Technology, Clinical Excellence and Exchange Services, and Finance.  The State Plan serves as 

guidance for the deliberations of the Advisory Board committees.  The recommendations from the 

Advisory Board are then presented to the Board of Directors for determination of a final action. 

The timeline for implementation of the Use cases represents a realistic, incremental 

approach for deploying key deliverables of the statewide HIE.  The project plan template is 

developed to prepare the statewide HIE for implementation of each Use Case.  The timeline and 

project plan both represent a reasonable approach to the implementation of the statewide HIE.  

Prior to deployment, Use Cases will undergo testing at a beta site in an environment that includes 

all of the conditions, circumstances, and influences surrounding and affecting implementation to 

ensure compatibility with the meaningful use requirements. 
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Project Plan – Use Case Implementation Template 
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Key Deliverables – Timeline 

 

Privacy and Security Compliance 
HIPAA set the standard for privacy in the electronic age, and provides a set of fundamental 

consumer protections governing health information exchange.  The statewide HIE will function as a 

Business Associate and meet the requirements consistent with federal and state privacy laws.  

Protections will be implemented to secure all electronic patient information shared through the 

HIE.  Participants are required to acknowledge compliance with the HIPAA regulations in their 

participation agreement.  Legal counsel has been retained by the statewide HIE to ensure that 

policies adopted are consistent with HIPAA and the Maryland Confidentiality of Medical Records Act 

(MCMRA), (codified at Health-General § 4-301 et seq.). 

The Policy Board established by the MHCC will develop policies governing the statewide 

HIE.  This separation of responsibilities assures a strong role for the public in the statewide HIE 

policy development.  The statewide HIE has given considerable thought to managing the 

administrative, technical, and physical security procedures for assuring the integrity and 

confidentiality of electronic patient information.  In particular, the planning process examined how 

respect for privacy in an exchange environment – especially in light of the capabilities of an MPI and 

record locator services – may require protections beyond those of HIPAA, including special opt-out 

and opt-in procedures.  As part of its annual audit, the statewide HIE will be assessed for 
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compliance with the HIPAA privacy and security rule.  The statewide HIE plans to collaborate with 

bordering states on data sharing initiatives, which include harmonizing privacy and security 

policies in 2010. 

Privacy 

In some areas, Maryland privacy laws are more stringent than the HIPAA requirements.  

Maryland law covers health care providers and facilities on original disclosures of information, and 

includes everyone on re-disclosure.  Providers holding protected information have to compare both 

federal and state law to determine which legal rule or principle governs the disclosure of the 

information.  Stringent requirements around access, authentication, audit, and authorization will be 

put in place.  This will ensure appropriate user activity of the system; how the usage of the system 

is governed; how users are accurately and appropriately identified; and how records of that usage 

are captured, stored, and used for various audit purposes.  Access to the statewide HIE is based on 

defined roles for each participating entity.  Users are assigned access constraints and allowances 

based upon their designated roles.  The statewide HIE will implement procedures to regularly 

review records of system activity, and will use audit logs, access reports, and security incident 

tracking reports to monitor user activity.  Audit logs will be stored centrally at the HIE level and will 

include detailed information about the type of data that was accessed, who accessed the data, and 

when this information was accessed.  The audit log will not store actual health information. 

The HIE will have established levels of granularity deemed appropriate for users that 

achieves a balance between complexity, usability, and administrative overhead.  Authorized 

individuals will have the ability to view and save select data for the purposes of treatment, while 

others may only have the ability to view data in the HIE.  The management of authentication 

services through the statewide HIE is similar to access.  The statewide HIE will implement a robust 

authentication policy using two factor authentication as a framework.  Consumers requesting 

access to their medical record will continue to request this information from the treating provider.  



26 
 

These providers will maintain the notice of privacy practices and provide for an accounting of 

disclosures.  Consumer access through either an HRB or the statewide HIE is a priority but critical 

questions about consumer authentication must first be resolved by the Policy Board. 

Security 

The statewide HIE will ensure the confidentiality, integrity, and availability of electronic 

patient information.  Complying with the HIPAA Security Rule is expected to require significant 

time and effort on the part of the statewide HIE.  Adherence to the 18 broad standards is viewed as 

a critical step to ensuring the protection of electronic patient information.  The statewide HIE 

received full support from its Board of Directors for the organization’s compliance with the security 

rule.  The statewide HIE’s Board of Directors consists mainly of provider organizations that view 

the security of the data as paramount.  These individuals will help guide the statewide HIE as it 

develops a compliance process.  The Advisory Board is tasked with defining what security rules 

need to be implemented.  Vendor technology partners are required to demonstrate that their 

solutions meet or exceed the security requirements.  Participation agreements stipulate that users 

comply with the HIPAA requirements.  The statewide HIE will maintain an inventory of electronic 

patient information.  The flow of electronic patient information will be easily tracked throughout 

the statewide HIE. 

The statewide HIE will mitigate risk through a systematic and analytical approach that 

identifies and assesses these problems.  The risk analysis will be used to develop appropriate and 

reasonable protections, and to anticipate risks and implement security measures.  Security policies, 

procedures, and decisions will be documented by the statewide HIE and reviewed by the Board of 

Directors.  The statewide HIE is well positioned to verify the accuracy of information through audit 

logs and conduct annual penetration testing to validate exploit the vulnerabilities and determine 

the adequacy of the security protections.  The statewide HIE will comply with all aspects of the 

Security Rule on an ongoing basis. 
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Federal Information Security Management Act of 2002 

The Policy Board plans to evaluate the impact of the Federal Information Security 

Management Act of 2002 (FISMA) as it relates to the activities of the statewide HIE.  The FISMA does 

not have any implication on the initial Use Cases or provider connections planned over the next 

year.  A gap assessment will be completed around the end of 2010 to identify any operational 

changes that are required.  The statewide HIE will engage the FISMA Center that provides training 

and resources to assist, as deemed necessary, with compliance.  Ensuring compliance with FISMA is 

essential as the statewide HIE begins collaborating with the Veterans Affairs Maryland Health Care 

System. 

Confidentiality of Alcohol and Drug Abuse Patient Records 

Many of these confidentiality provisions have been anticipated by Maryland state law.  The 

Policy Board will develop policies that include protections for any person who has applied for or 

been diagnosed or treated for alcohol or drug abuse at a federally assisted program.  For the most 

part, the policies developed by the Policy Board will be stringent enough to ensure that the same 

high level of protections will be afforded to all the data that passes through the statewide HIE. 

Communications Strategy 

Consumers  

The statewide HIE plans to implement an ambitious strategy to educate consumers 

throughout the region on HIE and the benefits of participating in the statewide HIE.  A robust 

education program will reduce consumer hesitancy and will encourage consumers to allow their 

information to flow through the statewide HIE.  The comprehensive approach will also include 

information about how consumers can exert control and manage their personal health data.  The 

plan includes a combination of efforts tailored to a diverse audience to ensure both the simplicity 

and completeness of the message.  The approach will include mechanisms to account for those in 

our communities that have lower literacy rates.  Key elements of the strategy include: 
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 Publishing all materials in various languages that are spoken in the region; 

 Publishing materials that are appropriate for a variety of educational levels; 

 Using community gathering locations for outreach and educational sessions (including 

faith-based organizations, community-based organizations, schools, health clinics, etc.); 

 Placing informational brochures in non-traditional target locations within communities; 

and 

 Offering educational opportunities during conferences that are geared towards those 

that work and support underserved communities. 

Providers 

The statewide HIE plans to engage physicians in the HIE through education, involve them in 

decisions concerning the implementation, and provide a feedback mechanism that will facilitate 

changes in a timely manner.  These components are vital to increase physician EHR adoption and 

HIE participation.  Education will center on the explanation, description, and benefits of a statewide 

HIE in improving health care quality and efficiency, preventing medical errors, and reducing health 

care costs by delivering essential information to the point of care.  Education will also highlight the 

usefulness of the statewide HIE for addressing issues including quality and efficiency 

measurements, pay-for-performance, pay-for-participation, e-prescribing, and emerging care 

delivery models such as the Patient Centered Medical Home.  The existing strategy is to divide the 

state into geographical territories and assign a Provider Outreach Coordinator (POC) to each area.  

The POC’s role includes coordinating and understanding practice readiness to participate in the 

statewide HIE and leveraging multiple avenues to educate physicians regarding how they can 

participate.  Key elements of the strategy include: 

 Presenting at regional town hall meetings; 

 Routine literature distributed through MedChi, The State Medical Society’s listserv; 
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 Educating practice managers and administrators at monthly trade association meetings; 

and 

 Distribution of education material through the specialty medical societies. 

Community-Based Organization Involvement 
Maryland community-based organizations have a reputation for working tirelessly to 

protect and promote health care in communities where many consumers lack access to affordable, 

quality care.  These organizations are a vital part of transforming Maryland’s health care system 

through implementing a statewide HIE.  Community-based organizations were eager to take part in 

the planning phase; their participation provided the two planning groups with an appreciation for 

the challenges that needed to be addressed in the recommendations for a private and secure 

statewide HIE.  This same level of enthusiasm has carried over into the implementation phase.  

Community-based organizations will continue to provide essential insight to the ongoing efforts of 

the implementation of the statewide HIE with representation on the Advisory Board and the Policy 

Board.  Leading community-based organizations involved in the statewide HIE initiative include: 

 Baltimore Medical System, a network of seven clinics serving many of the neediest 

communities within Baltimore City and Baltimore County.  These communities have 

high rates of unemployment and poverty, low levels of education and job skills, and few 

or no health services. 

 Higher Ground Community Development, a faith-based organization that engages in 

service delivery in low-income urban communities.  This organization is able to educate 

the religious sector and provide important influence to urban communities. 

 The Shepherd’s Clinic, a non-profit health clinic in Baltimore City providing primary and 

specialty health care to Baltimore residents without medical insurance.  This population 

is unable to afford the high cost of private insurance yet do not qualify for government 

health care programs. 
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 The Summit Health Institute for Research and Education, a nonprofit organization 

promoting health and wellness for all people.  This organization works to eradicate 

health disparities and aid vulnerable populations in attaining optimal health. 

Community-based organizations play a critical role in assuring access to health care for 

Marylanders who are uninsured or who experience other barriers to care.  The statewide HIE 

criteria to select the initial Use Cases includes an assessment of services that would produce the 

greatest benefit to providers and consumers represented by community-based organizations. 

Underserved Populations 

Implementing a statewide HIE in Maryland is considered an integral part of broader 

solutions to address disparities in health care and the well being of the underserved populations.  

These individuals share more than one characteristic; they may be poor, uninsured, have limited 

English language proficiency, and/or lack familiarity with the health care delivery system.  While 

ethnic and racial minority groups are not by definition underserved, they are disproportionately 

represented among the underserved.  Disparities are a cause for particular concern in Maryland, as 

the State’s minority population is proportionately larger than in the average state.  The statewide 

HIE will provide special benefits to the medically underserved and other special populations, e.g., 

newborns, children, the elderly, and persons with disabilities.  When coupled with EHRs and clinical 

decision support, the HIE can help reduce unjustified treatment variations across populations, 

including underserved, minority, and ethnic groups. 

A large portion of the consumer outreach component includes educating the underserved 

population through materials that are comprehensive and accurate and describe key concepts in 

terms that are understandable to the intended audience.  The planning groups struggled to find the 

right strategy to empower and effectively reach consumers in all settings.  Given the importance of 

the statewide HIE to impact the underserved, emphasis has been placed on implementing the HIE in 

a way that best supports clinical workflow and provides the greatest opportunity of empowering 
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consumers to take an active role in the management of their own care, or the care of another 

individual for whom they are the primary caregiver.  The statewide HIE will eventually offer case 

management tools and implement technology to support EHRs for specific prompting strategies 

that remind the priority primary care providers that patients are due for clinical examinations, 

vaccinations, or diagnostic tests, for example.  The potential secondary uses of the data will be 

explored more in-depth during the implementation phase. 

The planning groups noted that the underserved populations differ from other 

communities, with notable differences existing between the underserved populations.  They 

proposed that Use Case deployment be handled in such a way as to respond quickly to variation in 

underserved communities.  The Advisory Board is tasked with examining the impact of the Use 

Cases as they are implemented across different segments of the underserved to identify potential 

disconnects between the design and applications within these communities.  Community-based 

organizations throughout the state agree that moving toward a more digital environment where 

health information and knowledge is generated, captured, and shared securely, efficiently, and in a 

targeted manner is an important structural step in improving health care delivery in Maryland.  The 

statewide HIE will serve as a vital component to address the state’s needs for the underserved 

population. 

Stakeholder Involvement 
Stakeholder interest with participation in the planning and implementation of the statewide 

HIE has grown over the last several years.  A broad range of stakeholders have participated in a 

number of workgroups that tackled challenges related to policy development and implementation 

of a private and secure HIE.  A diverse group of stakeholders from across the state participated in 

the planning projects that developed two competing approaches for the governance, architecture, 

privacy and security, access and authentication, financing, and establishment of a sustainable 

business model.  Stakeholders from the two planning groups, including stakeholders who were not 
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a part of the planning project, are working together to build a statewide HIE that reaches all 

providers in an effort to improve the quality and efficiency of health care. 

Stakeholders will participate in one of the three Advisory Board Committees.  Each 

committee includes about 10 members that will guide the procurement process, identify 

participant requirements, and provide input into the functional development of the statewide HIE.  

The Advisory Board will facilitate an incremental process for the five domains supporting the grant 

program with key deliverables for each of the domains consistent with the meaningful use 

requirements.  Approximately 25 stakeholders were also invited to participate on the MHCC Policy 

Board.  The Policy Board has broad oversight responsibilities and is specifically tasked with 

developing policies for privacy and security. 

Health Care Providers  

Representatives from MedChi, The Maryland State Medical Society, participate on the 

Advisory Board and the Policy Board.  Several specialty societies have expressed a willingness to 

provide support for provider outreach and education activities.  The Maryland Hospital Association 

also has representation on the Advisory Board and Policy Board.  These two associations represent 

more than 10,000 practicing physicians and 47 acute care hospitals in Maryland. 

Health Plans 

The Advisory Board and Policy Board include representation from the state’s largest payer, 

CareFirst.  Almost 90 percent of the insured population is covered by two health plans in the state.  

The other health plan, which is a national payer, has expressed an interest in participating on the 

Advisory Board.  For the most part, nearly all 42 payers doing business in the state have expressed 

support at some level for a statewide HIE. 

Patient or Consumer Organizations 

The majority of individuals that participate on the Policy Board represent consumers.  The 

diversity among the consumer members is notable and these individuals are well-suited to ensure 
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the interest of the underserved and special populations are appropriately included in the policies 

developed by the Policy Board.  The Advisory Board also includes consumer representation. 

Health Information Technology Vendors 

The Advisory Board includes a vendor representative from an HIT organization.  The 

statewide HIE has established a process to gather input from the vendor community.  Feedback 

from vendors will be evaluated by the Advisory Board.  Vendor representation is not included on 

the Policy Board. 

Health Care Purchasers and Employers 

The Policy Board and Advisory Board both include individuals representing large and small 

employers.  Purchasers are among the principal beneficiaries of HIE.  Their unique perspective will 

enable the statewide HIE to address key issues related to privacy and security, and will help build 

trust in the electronic exchange of health information. 

Maryland State Medicaid Agency 

The Maryland state Medicaid agency has representation on the Policy Board.  The inclusion 

is particularly important due to Medicaid’s role as a purchaser of health care and the intimate 

relationship between Medicaid health information technology projects and the statewide HIE. 

Public Health Agencies 

The Advisory Board and the Policy Board include public health representation.  These 

individuals will provide oversight and insight into policy development and Use Case design.  This 

will ensure appropriate coordination for public health and biosurveillance, and the consideration of 

secondary data use in a manner that is consistent with the meaningful use requirements. 

Health Professions Schools, Universities, and Colleges 

The Advisory Board will collaborate with select local universities and community colleges 

on workforce development programs and in establishing an internship program.  The statewide 

HIE views academia as an essential component in expanding the HIE workforce.  The Advisory 
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Board may also seek input on select Use Case design, and guidance on security testing from some of 

the larger universities on the technical infrastructure. 

Clinical Researchers  

The Policy Board includes a retired physician with a strong medical informatics background 

who has been involved in the design of clinical research systems at the National Institutes of Health, 

and subsequently in the design of primary care information systems.  This individual is expected to 

assure that the statewide HIE meets the needs of the clinical research community.  During the 

planning projects this individual made significant contributions to the design of the infrastructure 

and key policy required to support the exchange of electronic patient information. 

Other Users of HIT 

The Advisory Board and Policy Board include nurses, practice administrators, and hospital 

chief information officers.  These representatives bring a unique perspective as individuals that 

either support providers in care delivery or maintain the technology. 

Required Performance Measures and Reporting 

Reporting requirements and performance measures have been established to guide the 

progress and development of the statewide HIE.  These requirements are consistent with the State 

Health Information Exchange Cooperative Agreement Program criteria.  The statewide HIE will 

monitor and track performance related to privacy and confidentiality, technical performance, 

business practice, resources, and security.  A combination of system reports, user satisfaction 

surveys, town hall meetings, and independent audits will be used to collect data used in assessing 

performance of the statewide HIE.  Reporting will be used to strengthen accountability about what 

the statewide HIE plans to achieve and what it is accomplishing. 

Operational reporting will measure performance and help encourage innovation as the 

statewide HIE is being implemented.  Financial reporting will be used to develop budgets that are 

based on realistic costs and benefits, not just historical patterns.  Select operational reports will 
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measure performance consistent with the requirements included in the Government Performance 

Reporting Act of 1993 and ARRA.  These reports will also include the number of jobs that have been 

preserved and created.  The statewide HIE is required to submit monthly, quarterly, and annual 

reports to the state that address performance within the five domains.  The following responses are 

based on the implementation of the State Plan. 

Reporting Requirements 

Governance 

What proportion of the governing organization is represented by public stakeholders? 

The MHCC interprets “public stakeholder” to include all individuals primarily representing the 

broad public interest, such as government agency employees, consumers, and purchasers. 

 The MHCC Policy Board, the primary part of the governance representing the public 

interest, has approximately 14 public stakeholders (approximately 56 percent of the 

total membership), of whom 3 are from government, 9 are consumers, and 2 are 

purchasers; 

 The statewide HIE Board of Directors has no public stakeholder members, since the 

exchange is being implemented by a broad coalition of provider organizations; and 

 The statewide HIE Advisory Board anticipates having approximately 15 public 

stakeholders (approximately 50 percent of the total membership), of whom 3 are from 

government, 9 are consumers, and 3 are purchasers. 

What proportion of the governing organization is represented by private sector stakeholders? 

The MHCC interprets “private sector stakeholders” to include individuals primarily involved in 

health care delivery or health information technology, such as provider, payer, or vendors.  

Using this definition: 
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 The MHCC Policy Board has 11 “private sector stakeholders” (approximately 44 percent 

of the total membership) of whom 9 are providers, 2 are from payers, and none are 

vendors; 

 The statewide HIE Board of Directors consists entirely of private sector stakeholders, 

since the statewide HIE is being implemented by a broad coalition of provider 

organizations; and 

 The statewide HIE Advisory Board is expected to have approximately 15 private sector 

stakeholders (approximately 50 percent of the total membership), of whom 9 are 

providers, 5 are from payers, and 1 is a vendor. 

Does the governing organization represent government, public health, hospitals, employers, providers, 
payers, and consumers? 

The governing organization consists of the MHCC Policy Board, three academic institutions and 

a national long term care provider based in Maryland.  The Advisory Board is represented by 

government, public health, hospitals, employers, providers, payers, and consumers.  The 

statewide HIE is intended to be consumer-centric with representation predominantly by 

individuals that represent the consumer interest. 

Does the state Medicaid agency have a designated governance role in the organization? 

The Medicaid agency is a member of the Policy Board and serves as an ex-officio member on the 

Advisory Board.  As a member of the Policy Board, the Medicaid agency will help craft the 

policies and procedures needed to ensure privacy and security, and integration with the 

Medicaid Information Technology Architecture. 

Has the governing organization adopted a strategic plan for statewide HIT?  Has the governing 
organization approved and started implementation of an operational plan for statewide HIT? 

The statewide HIE will use the State Plan to implement HIT approved by the governing 

organization.  The State Plan contains the activities necessary to implement the statewide HIE.  
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The statewide HIE began implementing the operational plan two months ago.  Representatives 

from the governance participated in developing the operational plan. 

Are governing organization meetings posted and open to the public? 

As a part of the MHCC, the Policy Board meetings follow the State’s Open Meetings Act (Act).  

This Act outlines the process and procedures in holding open meetings, which must be open to 

the public unless the meeting concerns administrative, judicial, or quasi-judicial functions.  

These meetings are posted in the Maryland Register, the MHCC website, and the statewide HIE’s 

website.  The statewide HIE will also conduct Advisory Board meetings in a manner consistent 

with the Act.  Public notice will be posted on the statewide HIE and MHCC website. 

Do regional HIE initiatives have a designated governance role in the organization? 

Regional community data sharing initiatives within Maryland, while few in numbers, are 

represented either on the Board of Directors, the Advisory Board, or the Policy Board.  

Representatives from these initiatives have participated in the policy workgroups and in the 

planning phase. 

Finance 

Has the organization developed and implemented financial policies and procedures consistent with 
state and federal requirements? 

Both the MHCC and the statewide HIE have implemented financial policies and procedures that 

are consistent with all of the state and federal requirements, and the statewide HIE has applied 

for 501(c)(3) status.  The statewide HIE has retained Ober|Kaler as legal counsel to ensure 

compliance with all state and federal requirements. 

Does the organization receive revenue from both public and private organizations? 

The statewide HIE has received $10 million in funding through Maryland’s all-payor rate setting 

system.  This funding is best characterized as private funding since it comes from payers that 

pay hospital rates.  The statewide HIE has also received funding from the Erickson Foundation 

and in-kind contribution from providers, payers, and government stakeholders.  The State Plan 
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calls for the organization to receive subscription funding on an on-going basis following 

implementation of an initial set of Use Cases. 

What proportion of the sources of funding to advance statewide HIE are obtained from federal 
assistance, state assistance, other charitable contributions, and revenue from HIE services? 

The bulk of funding for the statewide HIE is based upon the all-payor hospital rate funds 

previously discussed.  These funds will serve as the matching funds for the federal cooperative 

agreement state funds.  The founding organizations have made sizable monetary contributions 

to the effort, and more than 25 participating organization have contributed significant in-kind 

investments to the planning and implementing of the statewide HIE.  Altogether, roughly 10 

percent is attributed to monetary and in-kind contributions other than the all-payor funding. 

Of other charitable contributions listed above, what proportion of funding comes from health care 
providers, employers, health plans, and others (please specify)? 

The majority of the charitable contributions are through not for profit providers and the 

Erickson Foundation.  Modest contributions are received from health plans and employer 

groups other than a grant for $250,000 from the Erickson Foundation.  All of the charitable 

contributions received to date have been in-kind.  It is estimated that 7 percent is from not for 

profit providers and the Erickson Foundation, with the remaining 3 percent from employers, 

consumer groups, businesses, and health plans. 

Has the organization developed a business plan that includes a financial sustainability plan? 

A financial sustainability plan based on Use Case adoption is included in the State Plan.  The 

statewide HIE’s financial statements project financial sustainability by the fifth year of 

operation. 

Does the governance organization review the budget with the oversight board on a quarterly basis? 

The statewide HIE submits monthly financials to the Board of Directors and MHCC.  Financial 

statements will be provided quarterly.  The Board of Directors reviews this information at its 
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monthly meetings.  MHCC meets with the President of the statewide HIE to discuss the 

financials each month. 

Does the recipient comply with the Single Audit requirements of OMB? 

The MHCC is expected to comply with The Single Audit Act of 1984, Single Audit Act 

Amendments of 1996, Circular No. A-133, Audits of States, Local Governments, and Non-Profit 

Organizations, and the OMB Circular Supplement and Government Auditing Standards. 

Is there a secure revenue stream to support sustainable business operations throughout and beyond 
the performance period? 

The existing State Plan outlines the approach to achieving sustainability based on a specific set 

of Use Cases within five years.  Among other things, the incremental approach to implementing 

Use Cases is based on funding and intended to ensure financial sustainability.  The existing 

model for sustainability will remain valid beyond the performance period. 

Technical Infrastructure 

Is the statewide technical architecture for HIE developed and ready for implementation according to 
HIE model(s) chosen by the governance organization? 

The statewide HIE has moved into the implementation phase and will secure core technology 

based upon a competitive RFP process in the fall.  The Advisory Board will make 

recommendations to the Board of Directors prior to executing technology agreements. 

Does statewide technical infrastructure integrate state-specific Medicaid management information 
systems? 

The statewide HIE is collaborating with the Medicaid program to implement technology that 

will support the Medicaid Information Technology Architecture transformation.  This 

coordination will ensure integration between the statewide HIE and the existing Medicaid 

Management Information System. 

Does statewide technical infrastructure integrate regional HIE? 

The statewide HIE will implement a technology infrastructure based on widely recognized 

standards that will allow connectivity with community data sharing initiatives across the state 
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and eventually across state borders.  Over the last year, the MHCC has been consulting with 

groups that have implemented a SAHIE to provide guidance in identifying the range of 

standards that can be deployed in order to remain compatible with the State Plan.  

What proportion of healthcare providers in the state are able to send electronic health information 
using components of the statewide HIE Technical infrastructure? 

The statewide HIE began implementing the operational plan approximately two months ago.  It 

currently has a pilot program in place for the Medication History Use Case.  One of the first 

priorities of the statewide HIE is to procure technology solutions for sending electronic patient 

information.  An RFP is scheduled for release in the fall. 

What proportion of healthcare providers in the state are able to receive electronic health information 
using components of the statewide HIE Technical infrastructure? 

While today only a modest few Use Cases supporting electronic HIE are underway, roughly 20 

percent of providers and almost 77 percent of hospitals have an EHR.  The statewide HIE 

expects to implement the initial Use Cases with about 85 percent of Maryland providers. 

Business and Technical Operations 

Is technical assistance available to those developing HIE services? 

MHCC currently provides some technical support to those implementing data sharing 

initiatives.  The statewide HIE will also provide technical assistance to providers that connect to 

the exchange as part of its core services. 

Is the statewide governance organization monitoring and planning for remediation of HIE as 
necessary throughout the state? 

In an effort to mitigate variations in community HIE initiatives the MHCC, working with a wide 

range of stakeholders, developed the SAHIE resource guide for privacy and security and 

technology for use in developing data sharing initiatives.  This resource guide provides a range 

of policy and technology guidelines that are consistent with the State Plan. 
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What percent of health care providers have access to broadband? 

Provider access to broadband is widely distributed across the state.  Presently, almost 85 

percent of health care providers have access to broadband.  The State Plan contains maps that 

illustrate the coverage area and availability of broadband as compared to physicians within the 

state. 

What statewide shared services or other statewide technical resources are developed and 
implemented to address business and technical operations? 

The statewide HIE will share the services related to the MPI, Record Locator Registry, and 

Provider Web Portal.  The statewide HIE will provide technology that can be easily adapted to 

existing provider technology and access to a help desk service. 

Legal/Policy 

Has the governance organization developed and implemented privacy policies and procedures 
consistent with state and federal requirements? 

The MHCC convened a Policy Board that provides oversight to the governance of the statewide 

HIE.  This Policy Board is responsible for developing policies related to privacy and security, 

among other things.  Legal counsel will review recommendations from the Policy Board to 

ensure that proposed policies are consistent with HIPAA and the MCMRA. 

How many trust agreements have been signed? 

In accordance with the Operational Plan, legal counsel has developed trust agreements for use 

with the statewide HIE that began implementation approximately two months ago.  These trust 

agreements will be signed and used in the deployment of all Use Cases and reviewed 

periodically for any changes required to support the activities of the statewide HIE.  Currently, 

only those providers participating in the Medication History Use Case pilot have signed trust 

agreements. 
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Do privacy policies, procedures and trust agreements incorporate provisions allowing for public health 
data use? 

The MCMRA enables the statewide HIE to use data for public health reporting.  The Policy Board 

will develop privacy and security policies in a manner consistent with state and federal law.  

Public health data use is incorporated into the trust agreements. 

Performance Measures 

Percent of providers participating in HIE services enabled by statewide directories or shared services. 

MHCC has supplied the statewide HIE with a directory of providers in the state.  Only a small 

number of providers from the directory participate in the Medication Use Case.  The statewide 

HIE will use the directory in its outreach efforts.  The statewide HIE will also monitor services 

subscribed by providers for specific Use Cases. 

Percent of pharmacies serving people within the state that are actively supporting electronic 
prescribing and refill requests. 

The statewide HIE will use information obtained from Surescripts to determine the number of 

pharmacies that support e-prescribing.  In Maryland, the Pharmacy Board requires pharmacies 

to implement systems that support e-prescribing and electronic health networks are required 

to submit transaction data as part of their certification criteria.  These sources of data will 

enable the statewide HIE to begin tracking the percentage of pharmacies that are actively 

supporting e-prescribing and refill requests. 

Percent of clinical laboratories serving people within the state that are actively supporting electronic 
ordering and results reporting. 

In Maryland, two national clinical laboratories represent the majority of the market.  Both 

laboratories are able to support select features of electronic order entry and results reporting.  

Almost all hospitals have a reference laboratory that can support limited electronic ordering 

and results delivery.  MHCC plans to work with these laboratories in the future to assess their 

ability to support a wide range of electronic ordering and results reporting capabilities. 
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Project Management 

The MHCC provides guidance in managing the implementation of the State Plan and has 

responsibility for ensuring successful performance of the statewide HIE.  The results of this project 

will be a functional data sharing utility that will streamline Maryland’s health care industry by 

delivering information at the most critical time—the point of care.  The statewide HIE will support 

value-driven health care and transform the health care system with realistic solutions to help 

improve quality and lower costs.  Implementation of the operational plan is currently underway by 

CRISP, the state designated multi-stakeholder group selected to build the statewide HIE.  Key 

positions responsible for implementation include the following roles with a brief description of the 

responsibilities. 

President 

The President oversees all of the daily operations of the organization and is ultimately 

responsible for implementing the private and secure HIE.  The President is also responsible for 

implementing the State Plan in consultation with the Board of Directors.  The President manages a 

team of employees and consultants throughout the implementation of the HIE.  The President has 

leadership responsibility for the project and is accountable to the Board of Directors. 

Program Management Office Director 

The Program Management Office (PMO) Director reports to the President and is responsible 

for implementing the HIE technology and leading various project teams to ensure effective and 

efficient roll out of Use Cases.  The PMO Director is a contractual position, and is responsible for 

monitoring the projects and preparing reports that track the performance of the statewide HIE.  

The PMO Director manages the communications with ONC.  This role will eventually transition to 

the Vice President of Technology. 



44 
 

Director of Outreach 

The Director of Outreach reports to the President and manages relationships with key 

stakeholders that are participating in the HIE implementation.  This person is responsible for 

outreach to providers and consumers throughout the state and ensures that a variety of community 

outreach initiatives are effectively deployed to a diverse group of stakeholders.  The Director of 

Outreach is also responsible for routine communications relating to the performance of the 

established objectives and required activities with stakeholders. 

Clinical Assessment Manager 

The Clinical Assessment Manager is responsible for providing clinical leadership related to 

deployment of the HIE.  The Clinical Assessment Manager focuses on monitoring and reporting the 

impact that the statewide HIE has on current clinical workflows.  This role provides direct support 

to providers for connecting to the HIE and reports to the President.  This position has not been 

filled at this time. 

Technical Support Lead 

The Technical Support Lead (TSL) will report to the PMO Director and is responsible for 

addressing technical operations issues, including connectivity and performance related issues.  The 

TSL will manage help desk operations and the employees who serve as the first point of contact for 

all technical issues within the network.  They will track and escalate issues to the PMO as necessary 

to assist with monitoring HIE performance. 

Monitoring and Tracking 

The PMO manages multiple interrelated tasks related to implementing the statewide HIE 

that include:  resources; time; money; and most important, scope.  The PMO uses customary 

software applications, such as Microsoft Project, to track specific project related tasks.  Key issues 

identified through the implementation efforts are tracked and reviewed routinely by the PMO.  A 

response team is in place in the event that the scope of a Use Case requires change or an issue 
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requires immediate resolution.  The PMO conducts weekly status meetings to review the progress 

against the operational plan.  The PMO has biweekly status calls and submits monthly status 

reports to the MHCC.  Key Use Case information is posted to the statewide HIE’s website to ensure 

transparency. 

Evaluation 

The Approach 

Implementing a statewide HIE is a complex project consisting of multiple systems that need 

to work together to ensure the success of the HIE.  Many different types of evaluation tools exist 

and were considered for tracking the performance of the statewide HIE implementation activities.  

The majority of methods, techniques, and tools place particular emphasis on quantification.  In an 

effort to accurately assess the impact of systems on systems, the statewide HIE will evaluate 

performance through a technique known as systems thinking.  Ample evidence exists that suggests 

complex initiatives are better managed by the application of systems thinking.  This will enable the 

statewide HIE to seek out new and diverse perspectives when solving problems in a manner that 

considers complexity, environmental influences, policy, change, and uncertainty. 

Systems thinking will be used to self-evaluate the statewide HIE to determine an 

appropriate measurement of success with regard to implementation.  As a strategic simulation tool, 

systems thinking evolved from a variety of tools aimed at mapping and modeling the global 

interaction of processes, information feedback, and policies across sectors.  Viewing the statewide 

HIE from a very broad perspective that includes structures, patterns, and events, rather than 

limiting the assessment to just the events, allows for rapid detection and identification on the true 

cause of any issue and helps in determining specific areas that need attention to address these 

issues.  The evaluation process will focus on input, processes, outputs, and outcomes pertaining to 

the implementation of the statewide HIE, and analyze select activities relating to the five domains.  

In general, the five domains will be evaluated on their interconnections within the statewide HIE.  
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The assessment will delineate how events unique to one domain affect the others and eventually 

the entire statewide HIE.  The data will be used to balance the processes that control change and 

help maintain stability. 

Tools 

The statewide HIE will use a number of systems thinking design tools in conducting ongoing 

evaluations of the HIE.  These tools will increase the understanding and analyses of the statewide 

HIE and the conditions that create or affect the interdependencies.  Key assessment tools include: 

 Causal loop diagrams; 

 Behavior-over-time graphs; 

 Systems archetypes; and  

 Flow diagrams.  

A combination of these tools will accurately depict a particular system or core system to the 

infrastructure of the statewide HIE.  Systems thinking will encourage the statewide HIE to look at 

issues through a broad range of evaluation tools that provide a realistic measurement of 

performance, and to identify changes necessary to deliver sustainable and comprehensive process 

improvements. 

Techniques 

The statewide HIE will evaluate each Use Case prior to deployment and then monitor and 

assess the progress of implementation from a technical and operational perspective.  Systems 

thinking will be applied to each Use Case during the implementation phase and as appropriate on 

an ongoing basis.  The five domains enable the statewide HIE to conduct a more expansive 

evaluation specific to the work related to each domain.  The Advisory Board is tasked with 

evaluating the scope of work for each domain and the evaluation results in an effort to identify 

process performance and policy improvements.  The Advisory Board also develops any process 

modifications that are identified from the analysis.  Policy is developed by the Policy Board, and 
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recommendations for modification on established policy are forwarded to the Policy Board for 

consideration.  The statewide HIE will maintain all systems thinking evaluations as a permanent 

record, and is subject to annual audits by an independent reviewer.  The statewide HIE is required 

to report on its self-evaluation activity on a monthly basis to the MHCC.  Self-evaluation findings 

will be made available to inform a national program-level evaluation. 

Evaluating ARRA Coordination  

Systems thinking will serve as the framework for a consistent and comprehensive 

evaluation of the potential synergies in coordinating activities with other ARRA funded programs in 

Maryland.  These potential funding programs will include the Regional Center (RC), workforce 

development initiatives, and broadband mapping and access.  Funding received under the RC 

opportunity will go to the statewide HIE and evaluation will become part of its standard operating 

procedures.  Broadband evaluation will be in coordination with the Maryland Department of 

Natural Resources’ Office for a Sustainable Future.  Coordination efforts for workforce development 

will occur with the Maryland Board of Regents and the Maryland Association of Community 

Colleges. 

Organizational Capability Statement 

The MHCC is an independent state regulatory agency whose mission is to plan for health 

system needs, promote informed decision-making, increase accountability, and improve access in a 

rapidly changing health care environment by providing timely and accurate information on 

availability, cost, and quality of services to policy makers, purchasers, providers, and the public.  

The MHCC's vision for Maryland is to ensure that informed consumers hold the health care system 

accountable and have access to affordable and appropriate health care services through programs 

that serve as models for the nation.  The MHCC is organized around the health care systems it 

evaluates, regulates, or influences, bringing a wide range of tools to bear to improve quality, 

address costs, and increase access.  The Center for Health Information Technology, one of 5 centers 
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at MHCC, has responsibilities to facilitate the adoption of HIT and HIE, which impacts all sectors.  

The Center Director has also been designated as the state’s HIT Coordinator. 

Since 1974 Maryland has set hospital rates for all payers.  The state legislature believed that 

hospitals should operate under consistent payment incentives.  The statewide HIE is funded 

through Maryland’s unique all-payor rate setting system.  This mechanism provides a practical 

approach for distributing the cost of implementing a statewide HIE equally across all payers.  After 

several years of planning, Maryland designated a multi-stakeholder group in August to implement 

the statewide HIE.  This designation is for a three year period and designation beyond this 

timeframe is at the discretion of the MHCC.  The State Plan requires revenue generation through a 

subscription model that will lead to sustainability of the HIE within five years.  Implementation of a 

specific set of Use Cases, which offer services that demonstrate stakeholder value, ensures that 

sustainability will continue beyond the grant funding period.  Additional funding through the all-

payor rate setting system is an option for the development of future Use Cases. 

The MHCC designated CRISP as the statewide HIE in part because of the diverse 

stakeholders who participate in the not-for-profit membership corporation:  Johns Hopkins 

Medicine, MedStar Health, University of Maryland Medical System, Erickson Retirement 

Communities, Erickson Health Information Exchange, and the more than 25 organizations that are 

participating in the statewide HIE efforts (Appendix B contains the resumes for the CRISP Project 

Management team and Board of Directors).  The CRISP participants and representatives of the 

multi-stakeholder group share a commitment to address HIE and HIT in the state to improve the 

quality of care by facilitating the delivery of the right data to the right place at the right time within 

the confines of appropriate privacy and security policies.  Over the last several years, these 

individuals actively participated in planning for a statewide HIE and in policy development 

workgroups related to privacy and security.  The planning effort resulted in the development of two 

comprehensive reports that addressed governance, architecture, privacy and security, access and 



49 
 

authentication, financing, and the establishment of a sustainable business model.  Participants of 

the statewide HIE and other stakeholders also assisted the MHCC in developing a number of major 

policy reports. 

Governance and Funding Relationships 

 

 

Budget Narrative 

Personnel 

The Personnel budget is based on three full-time employees (FTEs) at the onset of the 

implementation:  President, Director of Outreach, and Administrative Assistant.  These positions 

will collectively total $1,433,081 over the first four years of the project.  The salary totals begin at 

$340,000 in the first year with an annual 3.5 percent inflation increase calculated in subsequent 



50 
 

years.  The inflation factor takes into account a standard cost of living increase for the project staff.  

The salary totals are $351,900 for year two, $364,217 for year three, and $376,964 for year four.  

The budget for all salaries is equally shared between the Federal Funds and Non-Federal Cash 

categories to implement the statewide HIE in Maryland. 

The President is required to hold a Masters degree in business administration, health care, 

health administration, or equivalent, with at least five years previous executive-level technology 

experience in a health care organization.  This position has accountability for the budget, strategic 

plan, and operational activities of the statewide HIE.  The Director of Outreach must have a 

Bachelors degree (Masters preferred) with at least five years in health care management and 

project management experience is required.  This position will execute the outreach strategy and 

manage stakeholder relationships.  The Administrative Assistant is required to have administrative 

and office experience, with the ability to provide multi-faceted support in a fast-paced environment.  

Over the four-year cooperative agreement, Maryland will supply a conservative $560,000 with in-

kind personnel contributions. 

Fringe Benefits 

Fringe Benefits are estimated at 25 percent of the total base salary.  Over the four year 

cooperative agreement fringe benefits total $358,270.  The figure takes into account payroll taxes 

and insurance.  Payroll taxes account for approximately 9.55 percent and includes FICA, principal 

unemployment (FUTA and MUTA), and workman’s compensation, which totals $136,859.  Health, 

dental, and life insurance are around 15.45 percent of the budget and totals $221,411.  Collectively, 

the fringe benefits are $85,000 for year one and increase proportionately at 3.5 percent with the 

increase in staff salaries.  The budget for the project staff’s fringe benefits is divided equally 

between the Federal Funds and Non-Federal Cash categories.  The Non Federal In-Kind 

contributions for the Fringe Benefits from state employees are estimated at $140,000 for the first 

four years, or $35,000 per year. 
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Travel 

The Travel expenses for the two Annual Grantee Meetings are projected at $10,800.  This 

figure accounts for the airfare, lodging, and meal expenses for two people attending the Chicago 

meeting, and only meal expenses are budgeted for the Washington D.C. event since overnight 

accommodations are not necessary.  Roundtrip airfare is estimated at $750 per person for the four 

meetings, which totals $6,000.  Lodging was projected at $250 per night for each trip.  This totals to 

$4,000 for two people for two nights.  Per diem meal expenses are budgeted at $50 per person per 

day, which totals $800 for the annual meetings.  The travel costs for two representatives from the 

statewide HIE to attend the annual meetings are divided equally among the Federal Funds and Non-

Federal Cash categories. 

Equipment 

The budget for Equipment accounts for hardware necessary for the implementation of the 

statewide HIE.  Equipment is estimated at a total of $1,017,704 over four years.  This reflects 

$500,000 designated for hardware in 2010.  Maintenance and part replacement is estimated at 

33.33 percent of the initial hardware costs, and amounts to $166,667 per year for years two, three, 

and four.  The total cost factors in 3.5 percent for inflation in years three and four.  This amount is 

divided equally between the Federal Funds and Non-Federal Cash categories. 

Supplies 

The figure used to determine Supplies is a subset of overhead.  Overhead is estimated at 10 

percent, or $410,957, of the budget for both personnel and the contract resources to implement the 

HIE.  Supplies include all non-rent office expenses; miscellaneous items; and other selling, general, 

and administrative expenses.  Supply costs is the amount remaining after rent, utilities, 

communication, legal services, and liability insurance, which are accounted for in the Other section 

of the budget detail, are subtracted from total overhead.  In 2010 and 2011, supplies are projected 

to amount to $193,957 and $192,940, respectively.  Supply expenses decrease to $137,388 and 
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$135,757 in years three and four due to the decrease in contracted implementation resources.  This 

amount is divided equally between the Federal Funds and Non-Federal Cash categories. 

Contractual 

The Contractual portion of the budget includes the core software, EMPI license, 

implementation contractors, and Use Case implementation costs.  The core software is estimated at 

$1,500,000 million in 2010, $1,000,000 million in 2011, $600,000 in 2012, and $620,000 in 2013.  

The total figure of $3,720,000 is divided out as 50 percent of Federal Funds and 50 percent from 

Non-Federal Funds in years one and two, and covered 100 percent by Non-Federal Cash in years 

three and four.  The EMPI license is projected to cost $350,000 in 2010 and $140,000 each year 

thereafter, which total $770,000.  This infrastructure component is equally funded by Federal and 

Non-Federal Cash in 2010 and 2011, and 100 percent by Non-Federal funds in years three and four.  

The cost for the implementation of the Use Cases is budgeted at $12,956,782 over four years.  This 

cost is broken down to $1,344,000 for 2010, $2,418,000 in 2011, $5,584,050 in 2012, and 

$3,610,732 in 2013.  These costs are divided equally between the Federal Funds and Non-Federal 

Cash categories in 2010 and 2011.  Federal funds needed for Use Case Implementation increases to 

56 percent in 2012 and decreases to nine percent in 2013.  Non-Federal Cash covers 44 percent in 

2012 and 91 percent in 2013.  The specific details for the contractors, including the name, scope of 

work, and estimated costs is not available and will be provided to ONC at a later date.  Initial 

estimates figure that approximately 16 contact implementation resources at an average bill rate of 

$115 per hour will be required in 2010 and 2011, which equals $3,680,000 for each of these years.  

The number of contract implementation resources will decrease to eight in years three and four, 

which totals $1,840,000 for each of these years.  The costs for the implementation resources will be 

budgeted with Federal funds at 53 percent in 2010 and 28 percent in 2011.  Non-Federal Cash will 

cover 47 percent in 2010, 72 percent in 2011, and 100 percent in 2012 and 2013. 
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Other 

The Other expenses for the budget include rent, communications, liability insurance, and 

legal services.  In total, this portion of the budget accounts for $624,819 of the total four year 

budget and the costs are divided equally among Federal and Non-Federal Cash.  Rent is projected at 

$151,738 over the four years and is based on market rates.  It begins at $36,000 the first year and 

has a 3.5 percent increase in subsequent years.  Communication includes printed materials and 

website maintenance to name a few examples, and is budgeted at $60,000 for years one and two 

based on activities in the State Plan.  In year three the expense decreases to $7,500 and has a 3.5 

percent increase in year four, which brings the budget estimate for this year to $7,563.  

Cumulatively, communication costs are approximately $135,063 over four years.  Liability 

insurance is projected to cost $12,000 in the first year with a 3.5 percent inflation rate factored in 

over the four years, which brings the total of this expense to $50,579.  Utilities are projected at 

$24,000 in year one with a 3.5 percent increase in subsequent years, over four years the total 

amounts to $101,159.  Legal fees are higher for the first two years at $85,000, which are related to 

the extensive legal support required by the statewide HIE.  The budget for these services will 

decrease to $8,000 in year three and will include a 3.5 increase in following years. 

Indirect Charges 

The MHCC did not include any Indirect Charges in the budget.  It is not anticipated that an 

indirect cost rate agreement will be sought by the statewide HIE or any of its contactors during the 

four year cooperative agreement period. 
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Budget Detail – Total Project 
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Budget Detail – Year 1 
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Budget Detail – Year 2 
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Budget Detail – Year 3 
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Budget Detail – Year 4 
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Appendix A:  Self-Assessment 

Strategic Plan Guidance State Self-Assessment 
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Operational Plan Guidance State Self-Assessment 
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Appendix B:  Resumes 

Program Management Team 

David Horrocks, CRISP President 

Prior to joining CRISP, David Horrocks was Senior Vice President for EMR Initiatives in the 

Developing Enterprises division of Erickson Retirement Communities. David was responsible for 

the organization’s several startup ventures seeking to promote electronic medical records and 

health information exchange.  David also served at Retirement Living TV, a startup television 

network for seniors currently in 30 million homes, where he was responsible for IT, HR, business 

process improvement, and the network’s web presence. 

David previously served four years as Chief Information Officer for Erickson Retirement 

Communities, during which time he led the effort to deploy Centricity EMR to all of Erickson’s 

primary care providers.  He subsequently extended electronic medical records to Erickson’s eight 

Skilled Nursing facilities and Rehab departments.  David spent much of 2006 in a management 

rotation as the Associate Executive Director of Charlestown Community in Baltimore, which is 

home to 2,500 seniors.  Prior to joining Erickson, David was with Visalign, an IT consulting firm, 

where he focused on infrastructure technology and economic analysis of IT projects. He also spent 

five years as a technologist and department manager for AbiliTech, a nonprofit company providing 

technology services to people with disabilities. 

David holds a B.S. in Engineering from the University of Pennsylvania and an M.B.A. from 

the Wharton School of Business.  The CRISP President also serves on the Board of Directors. 

Scott Afzal, Project Manager 

Scott serves as the Director of Health Information Systems for Audacious Inquiry and the 

Project Director for CRISP. He brings project management and systems integration expertise to 

CRISP, and has been deeply involved in the HIE planning activities that have taken place in 

Maryland over the last two years. Scott has also led the development of networked consumer health 
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applications designed to give consumers access to and control over their own clinical health 

information. Scott’s responsibilities also include establishing strategies for AI’s growth in the health 

information technology industry. 

Prior to joining Audacious Inquiry, Scott served as a Business and Systems Integration 

Consultant with Accenture, Inc out of their New York City office. Scott’s clients while at Accenture 

include large education and healthcare clients in the New York City and State of Texas governments.  

Scott holds a BSBA in business management from Bucknell University. 

Mike Fierro, Technical Support Lead (Alternate Project Manager) 

Mike Fierro is a principal of Dynamed Solutions, a technical service, staffing, and consulting 

firm serving the healthcare industry. Dynamed’s primary focus is the integration of disparate 

systems within healthcare to enable RHIO/HIE efforts and identify new possibilities in information 

application. Mike has helped design and lead several RHIO efforts, and has experience in the full life 

cycle of these efforts, including stakeholder involvement, legislative processes, technical 

infrastructure and business case development. 

Mike served on the leadership committee of the board of directors of the MD/DC 

Collaborative for Healthcare Information Technology for two years, and is currently serving on the 

leadership committee of an HIE effort for Johns Hopkins Medicine. 

Prior to joining Dynamed, Mike was the Associate Vice President for Healthcare Informatics 

at CareFirst BlueCross BlueShield. In this position, Mike oversaw CareFirst’s efforts in clinical 

decision support, predictive modeling, statistical analysis, provider profiling, care trend analysis, 

account reporting, and medical data systems. His role was to leverage CareFirst’s large data stores 

into a competitive advantage through a better understanding of what’s driving the utilization 

patterns and cost trends for members, providers, and employer groups. Mike spent 11 years at 

CareFirst. 
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Prior to working at CareFirst, Mike held various healthcare analytic and data warehousing 

positions at Johns Hopkins Health Plan, Prudential Health Care Plan, and Chesapeake Health Plan. 

Mike received a BS degree in Finance from Villanova University. 

Cheryl Jones, Director of Outreach 

Cheryl Jones joins CRISP with more than eight years experience in the clinical and 

operational aspects of the healthcare industry.  Prior to joining CRISP, Cheryl was employed by 

Erickson Retirement Communities.  Her roles included serving as a Six Sigma internal consultant 

and a Senior Business Analyst, reporting to the executive team. Cheryl was also responsible for the 

administrative management of the 170-bed skilled nursing and assisted living facility at one of 

Erickson’s largest campuses. 

Earlier in her career, Cheryl spent nearly two years as a healthcare consultant with 

BearingPoint (now Deloitte). She completed projects at several hospitals across the United States, 

focusing on revenue cycle optimization and other financial issues. Serving as a BearingPoint 

consultant, Cheryl was instrumental in assisting the CDC with the Hurricane Katrina After Action 

Report. 

Cheryl holds a B.A. in Psychology from Spelman College and an M.B.A. and M.H.A. from the 

University of Florida.  She has a background in human resources and has received her P.H.R. 

certification. 

Board of Directors 

Catherine Szenczy – MedStar 

As MedStar Health’s Senior Vice President and Chief Information Officer (CIO), Catherine 

Szenczy oversees information technology, information systems and clinical informatics across the 

system. Szenczy has more than 30 years of experience in healthcare information systems, and has 

served as a CIO for the past 16 years in both academic settings and integrated delivery systems.  

Szenczy held CIO positions at St. Francis Care in Hartford, Conn., SUNY Health Science Center in 
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Syracuse, New York, and University Hospital at Stony Brook., Stony Brook, New York.  She also held 

positions within IS at Long Island Jewish Medical Center, Crouse Irving Memorial Hospital and St. 

Joseph’s Hospital.  She has published articles in the Journal of Health Information Management, 

lectured on health information technology, and served on the boards of several non-profit 

organizations. Szenczy received her B.A. in business management at State University of New York 

Empire State College, and earned her master’s degree in human resources administration and labor 

relations at State University of New York at Stony Brook. 

Dr. John Parrish – The Erickson Foundation 

John M. Parrish, Ph.D., M.B.A., C.N.P.S., is the Executive Director of The Erickson Foundation, 

a private operating foundation that engages in research as well as philanthropy.  The Erickson 

Foundation was established in 1998 by John C. Erickson and his family.  John C. Erickson is the 

Founder and Chairman of Erickson Retirement Communities, LLC.  Under Dr. Parrish’s leadership, 

The Erickson Foundation invests in innovative research and development projects, shares research 

findings and their implications for evidenced-based practice, and actively enables local adoption, or 

adaptation, of demonstrated results.  In alignment with current best practices in vital aging, The 

Erickson Foundation pursues the following strategic priorities: 1) understanding the strengths, 

capacities, and preferences, as well as needs of older adults who seek an active lifestyle in senior 

living communities; and 2) encouraging healthy choice-making by these adults and their families, 

thereby striving to preserve, possibly enhance, the wellness of mature adults while extending their 

health span.  Original studies have been completed, or are underway, in programmatic lines of 

inquiry including but not limited to:  longitudinal changes in health and social status, utilization of 

health services, and choice-making; longitudinal changes in wellness and correlation of successful 

aging among adults systematically screened for wellness; falls and fractures risk reduction via 

screening, education, and referral; benefits of walking; bone health screening; ergonomics in long-

term care settings; and neurobics for brain health.  The Erickson Foundation is demonstrating the 
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value of a core research laboratory and resource center positioned in a senior living community.  

Recently, The Erickson Foundation has funded the development of the Erickson School of Aging 

Studies at the University of Maryland, Baltimore County.  Prior to serving as Executive Director of 

The Erickson Foundation, John M. Parrish held faculty appointments at the Johns Hopkins 

University School of Medicine, the University of Pennsylvania School of Medicine, and the 

University of Maryland School of Medicine. 

Dr. Mark Kelemen - UMMS 

Mark Kelemen MD, MBA, MSc. joined the University of Maryland Medical System as its first 

CMIO in 2007 to facilitate the successful adoption of leading edge clinical information technology.  

He most recently served as the director of Clinical Cardiology at the University of Maryland Medical 

Center and remains active on the medical staff.  He is an Associate Professor of Medicine at the 

University of Maryland School of Medicine.  Dr. Kelemen grew up in Columbia, Md., and attended 

Brown University and the Johns Hopkins School of Medicine.  He trained in internal medicine at 

Duke University and in cardiology at the Johns Hopkins Hospital.  He received a Master of Science 

degree from the Johns Hopkins School of Public Health in Clinical Investigation and an MBA in 

Medical Services Management, also from Johns Hopkins.  He served on the faculty of the Johns 

Hopkins School of Medicine for seven years before joining the University of Maryland in 2002.  He 

has written more than 30 scientific articles, has served on state commissions on cardiovascular care 

and has helped develop national guidelines for in-hospital management of hyperglycemia.  He is a 

fellow of the American College of Cardiology. 

Dr. Matt Narrett – Erickson Retirement Communities, LLC 

Dr. Narrett is the Executive Vice President and Chief Medical Officer for Erickson 

Retirement Communities.  He is responsible for directing the provision of medical care at all 

Erickson communities.  The Medical Centers that Dr. Narrett directs at Erickson communities are 

recognized as America’s leading geriatric health care facilities.  Prior to his current position, he 
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served as Erickson’s Vice President and Regional Medical Director, as well as Medical Director for 

Charlestown.  Before joining Erickson, he was in private practice in Derry, New Hampshire, where 

he served as director of medical quality assurance.  Dr. Narrett holds a B.S. in molecular 

biochemistry and biophysics; he graduated summa cum laude from Yale University.  He received his 

medical degree from Harvard Medical School, Harvard-M.I.T. Division of Health Sciences and 

Technology.  He completed his internship and residency at Beth Israel Hospital in Boston.  He is 

board certified in internal medicine and holds a certificate of added qualifications in geriatric 

medicine.  Dr. Narrett is a member of the American College of Physicians and the American 

Geriatrics Society. 

Dr. Peter Basch – MedStar 

Dr. Basch practices internal medicine in Washington, DC, and is the Medical Director for 

eHealth at MedStar Health.  He is a frequent speaker, author, and expert panelist on such topics as 

EHRs, interconnectivity, the transformation of health care through HIT, and the necessity of 

creating a sustainable business case for information management and quality.  Dr. Basch is 

currently chairman of the Maryland Task Force on EHRs and co-chair of the Physicians’ EHR 

Coalition.  Dr. Basch is a board member of the eHealth Initiative, the Delmarva Foundation, and the 

Maryland-DC Collaborative for HIT.  He is a member of the American College of Physician’s Medical 

Informatics and Performance Measures Subcommittees, and their Medical Services Committee.  Dr. 

Basch also serves on the Advisory Committees to the Doctor’s Office Quality Information 

Technology (DOQ-IT) Projects for both DC and Maryland, and on the Health Information 

Technology Advisory Panel to the Joint Commission. 

Jon Burns – UMMS 

Jon Burns is Senior Vice President and Chief Information Officer for the University of 

Maryland Medical System.  He is responsible for all information technology services and strategies 

across the eight hospital system.  Mr. Burns has over 25 years experience in the health care 
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industry in the not-for-profit provider sector.  Prior to joining UMMS in May of 2006, Mr. Burns was 

Senior Executive of Information Technology for the Cleveland Clinic Health System.  Mr. Burns was 

also responsible for technology support to the Cleveland Clinic Lerner College of Medicine and a 

number of emerging technologies initiatives across the Cleveland Clinic Health System.  He served 

as the Chief Technology Officer of eCleveland Clinic, an INTERNET based care delivery model.  Prior 

to joining Cleveland Clinic in 1998, he was Vice President and CIO for Forum Health, a four-hospital 

teaching organization based in Northeast Ohio.  Mr. Burns also has served in a number of senior 

level financial and operational positions at UNC Hospitals, Chapel Hill, NC, and the Geisinger Health 

System in Danville, Pennsylvania.  While at UNC, he was appointed as Faculty Associate at UNC’s 

School of Public Health’s-Department of Health Policy and Administration. 

Mark Erickson – The Erickson Foundation 

Mark Erickson is the Chief Operating Officer/President of Health and Operations for 

Erickson Retirement Communities with responsibility for the operations and development of the 

core senior housing business.  He oversees the operations of a billion-dollar business that serves 

over 22,000 seniors and 11,000 employees at 18 continuing care retirement communities across 

the country.  Previously Mark served as the Chief Strategy Officer with responsibility for Strategy 

and Business Process Improvement, as well as several administrative functions including 

Government and Community Relations, Human Resources, Information Technology, Procurement, 

and Compliance. From 2002 through 2005 Mark served as Executive Director and Associate 

Executive Director at Oak Crest, a 1,500-unit continuing care retirement community that serves 

2,000 seniors in Parkville, Maryland.  Before re-joining Erickson in 2000, Mark spent five years with 

American Express Consulting Services based in Europe and Asia.  He completed a Bachelor of Arts 

in English literature at Vanderbilt University and earned an M.B.A. from the Wharton School at 

University of Pennsylvania.  Currently Mark serves as a board member or trustee for the following 
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organizations: the Institute of Notre Dame, Leadership Baltimore County, the executive committee 

of the American Senior Housing Association, and Catholic Charities. 

Patricia Brown – Johns Hopkins 

Patricia (Patty) Brown is President of Johns Hopkins Healthcare, LLC, President of Johns 

Hopkins Employer Health Program, Inc and Senior Counsel for Johns Hopkins Health System.  She is 

responsible for managing 500+ employee managed care organization (MCO) and third party 

administrator (TPA), including 115,000 members of a Medicaid MCO, 45,000 members of a self 

funded Employee Retirement Income Security Act (ERISA) plans, 25,000 commercial and other 

plans, and over $700 million in annual revenue.  She provides oversight and direction to all MCO 

functions, including claims payment, customer service, client service, care management, disease 

management, and finance.  Ms. Brown is responsible for developing, integrating and coordinating 

managed care contracting and payor strategy for all Johns Hopkins Medicine entities, including The 

Johns Hopkins Hospital, The Johns Hopkins Bayview Medical Center, Howard County General 

Hospital, The Johns Hopkins University School of Medicine, the Johns Hopkins Community 

Physicians and the Johns Hopkins specialty and primary care networks.  She is also responsible for 

providing legal advice regarding managed care contracting, reimbursement issues, Medicare and 

Medicaid participation, certificate of need, and other regulatory matters.  Prior to Ms. Brown’s 

current position, she held many posts within Johns Hopkins beginning in 1994.  Ms. Brown received 

her Bachelor of Arts from University of Richmond in Political Science and Sociology/Anthropology 

with Magna Cum Laude honors, and she received her Juris Doctorate from the University of 

Baltimore. 

Stephanie Reel – Johns Hopkins 

Stephanie L. Reel has been vice provost for information technology and Chief information 

Officer for The Johns Hopkins University since January 1999.  She is also vice president for 

information services for Johns Hopkins Medicine, a post she has held since 1994.  As CIO for all 
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divisions of the Johns Hopkins University and Health System, Ms. Reel leads the implementation of 

the strategic plan and operational redesign for information services, networking, 

telecommunications, as well as clinical, research and instructional technologies.  She is now 

working with other leaders toward a regional electronic patient record.  Ms. Reel is involved in 

several other Web-based development initiatives across the university, such as:  a university-wide 

internet student information system (ISIS) to provide easy access for students about admissions 

status, financial aid, registration, grades, student accounts, procurement support systems, and an 

Enterprise Resource Planning System, a combined JHHS/JHU financial systems solution.  Ms. Reel is 

the 2002 recipient of the National CIO 20/20 Vision Leader Award and was named CIO of the Year 

2000 by the College of Healthcare Information Management Executives.  Ms. Reel is a member of 

Educause, the Healthcare Information Systems Executive Association, the College of Healthcare 

Information Systems Executives, the Healthcare Information Management and Systems Society, and 

the Inaugural Board of Directors Member of the National Alliance for Health Information 

Technology.  She currently serves on the client advisory boards of IBM, GE Medical Systems, 

Eclipsys, Verizon, Compuware, and the Information Systems Advisory Council for the U.S. 

Department of Homeland Security.  Ms. Reel joined Johns Hopkins in 1990 with more than fifteen 

years of experience in information systems.  She graduated from the University of Maryland with a 

degree in information systems management and holds an MBA from Loyola College in Maryland. 
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