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CMS Comments Addressed

Thefollowingis provided in response to th2021CMS approvdetter.

CMS Comment Description/Response/Clarification
{SOGA2Y 5Y ¢KS {0 (SQa |Thestate has a separate, staradone audit

[ a{f NBO2YYSyRa G§KS &ail (| strategy that has nabeen made public with the
strategy be saved anslibmitted as a separate, stand rest of the SMHP. The most recent audit strateg
f2yS R20dzySy o ¢KS &il|wasapproved through FFY 23&me30, 2021
through a separate review and approval process an
should NOT be made public with the rest of the SM|
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NC Medicaid Health Information Technology Plan Overview

Executive Summary

Thisfinal State Medicaid Health Information Technology (HIT) Plan (Skta#iles an overview dflorth
CarolinaHIT initiativesn 2021andasseses the impact éfealth Information Technology for Economic and
Clinical Health (HITEChH North Carolina looks to the future of health IT in our state

Section Ancludes the final environmental scan adeftailsNorth CarolingHIT initiatives acrogbe state.

Section B detailBlIT initiativesncluding programs through thiC AeaHealth EducationCenters (AHEGInd

NCOffice of Rural HealttORH. This section also contains backgroundonghd 4 SQa 32+t a Ay It A
NC Health Informatioikxchange Authority (NC HIEA), which operatesttite-designatedhealth information
exchangeHldlg, NC HealthConnex.

Section C describggogrammatic and technological milestones angtightsfrom NC Department of Health
and Human Servic€\C DHHS), DivisionlofS | £ (i K (NG Mefida}Niedlicaid Electronic Health Record
(EHR) Incentive Prograftihe Programputhorized under Section 4201 of the American Recovery and
Reinvestment Act of 2009 (ARRNYE DHH8ade an early and significaimvestment in this Program,
distributing the first incentive payents to providers in March 201

Finally, Section Bddresses thatateQ HIT RoadmapndincludesHIT milestones and highlights from 262022.

Thisfinal SMHPprovides an overview of thactivities that have led to the progress that North Carolina has made

to provide a more efficient, more effective healthcare system and healthier population in our State SMHP

has been an important component of howNC DHHStrives toachieve itsmission dn collaboration with our

partners, DHHS provides essential services to improve the health, safety asl @élly 3 2 F | £ £ b 2 NI K

Role of Medicaid in State HIT and HIE Coordination

In response to the opportunities and requirements for developing and overséeiaigh IT activities in thetate
including the NC Medicaid EHR Incentive Progddorth Carolina Medicaid has adopted a miétiel planning
strategy that simultaneously addsses: (1) the internal needs BIC Medicaid (2) coordination across North
Carolina government agencies; and (3) cooperation with pyibiiate efforts. This organizational structure is
graphically depicted below iRigure 1
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NCDHHSMedicaid Information Technology Architecture (MITA) and HIT Coordination Activities

Theinitiative to reform thesi I 4 SQ& a S R AsOr theplart ds\vl&@bM@&ntand implementation phases
Medicaid Managed Care transformation efforts and options includes Standard Plans, Tribal Option Planand
Behavioral Health I/DD Tailored PlanEhe MITA team is currently working on requirements aedeaioping

I NOKAGSOGdzZNE F2NJ b/ aSRAOFARQA alylF3aSR /I NB I dzy OK¢d

¢KS 3SyoeqQa 321t A& G2 O2yliAydzS G2 FR2LW IyR dzasS y
to health care information for stakeholders. The agency will continue to prernollaboration and coordination

of health care service delivery amongsidite agenciesstatewide data sharing, anadoption of reusable business
services In five years, the agency wants to be further able to concentrate on its core competencies due t
lessened burden from administrative operations.

Interagency Coordination

Per theSession Law (SL) 2600251 of the NC General AssembNC DHHS, in cooperation with the State Chief
Information Officer (SCIQ¥oordinates HIT policies and programs wittiie state. NC DHHS 32 f A& G2
duplication of efforts and to ensure that each entity undertaking HIT activities leverages its greatest expertise and
technical capabilities in a manner that suppastiste and national goals.

This law also stipulagethat NC DHHS shall establish and direct a HIT management structure that is efficient and
transparent and that is compatible with tt@ffice of the National Coordinatod(NG governance mechanism. NC

DHHS was further diresd to providereports on the sttus of HIT efforts to the Senate Appropriations Committee

on Health and Human Services, the House of Representatives Appropriations Subcommittee on Health and Human
Services, and the Fiscal Research Divisind establish a®ffice of Health Information&chnology(OHIT)From

NC State Medicaid HIT Plan, Versioh 4. 7



North Carolina

& HealthdT

May 2013until April 2014 NCOHITwas 10Qpercentvacant.An NCOHIT directowas hired April 2014nd served
through July 2016NC OHITwas vacantfrom July 2016 througRuly 2017 when a newirector of Health
Information Technologyas hired.

North Carolina convened thel I 1 SQa KSIf G KOFINS fSFRSNAE FyR I L¢ |yR
multiple forums from 2002010. Those efforts resulted in the decision to establish the NC HIE, appildie
partnership to govern statewide HIE services in North Carolina. Since this time, the statewide health information
exchange has gone through two major governance transitions. In December 2012, Northa@2ootimunity
CareNetwork<IN3CN) board decideto acquire the NC HIE as a subsidiary. In October 2015, the NC General
Assembly passedC Session Law 20281 Section 12A,5%s amended bMC Session Law 262564, which

transferred the statewide HIE network from the Community Care of North Carolina (CCNC)/N3CN structure to a
new state agency under the SCIO called theHN@lth Information Exchange thority (HIEA, effective

February 29, 2016. The new legislation provides for signifitate funding to the statewide HIE network, now
called NC HealthConneXC Sessn Law 20157 requireshospitals, physicians, physician assistants, and nurse
practitioners that have an EHR system and rendered services paid for with Medicaid or othefuSdzzte

health care funds be connected to the HIE and begin submitting demographic and clinical data by June 1, 2018.

All other providers of Medicaid and Stafignded health care services must submit demographic and clinical

data by June 1, 2018MEs/MCOs must submit encounter and claims data as appropriate by June 1TR2620.
deadline wadurther amended byNC Session Law 2048 to require dentists and ambulatory surgical centers

to submit demographic and clinical data by June 1, 2021, and pharmacies to submit claims data by June 1, 2021.
All health care providers wheceive state funds (e.g., Medicaid, NC Health Choice, State Health Plan, etc.) for
the provision of health care services must connect to NC HealthConnex to continue to receive payments for
services provided, with the exception of voluntary provider gsoptlined inHouse Bill 70 (N.C. Session Law
201923). In response to the COVID pandemic, th&€OVIBL9 Recovery Act (NCSL 2é@@xtended the

deadlines for certain provider groupglore information on statewide HIE efforts and Medicaid coordination can

be found inSectionA.6 Health Information Exchanged SectiorB.2 Advancing the Objectives of HIE

NC Session Law 2026 extends the NGealthConnexonnection deadline for most providers of Medicaid and
Statefunded health care services, and affiliated entities, until January 1, 2023 (previously October 1, 2021);
extends the connection deadline for physicians who perforotpdures at ambulatory surgical centers, dentists,
psychiatrists, and the State Laboratory of Public Health until January 1, 2023 (previously June 1, 2021); and extends
the connection deadline for pharmacies and State health care facilities operated thwle3ecretary of the
Department of Health and Human Services (State psychiatric hospitals, developmental centers, alcohol and drug
treatment centers, neuranedical treatment centers, and residential programs) until January 1, 2023 (previously
June 1, 2021

NC Medicaid also collaborates withe NCAHECto promote the acceleration of adoption andromoting
Interoperabilityof certified EHR technologZ EHR)Tat the practice level

NC State Medicaid HIT Plan, Versioh 4. 8
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A.1Final Environmental Scan

For the final environmental scan, we used a mpftng, multtagency approach to present a more holistic view
of how the health IT landscape in our state has been affected since HITECH was introduced 11 years ago.

We narrowed in on the current extent oHR adoption with a breakdown by EHR type, provider type, including
percentage of Medicare and Medicaid providem®w EHRs are being used today versus when they were first
introduced; and finally, HIE connectivity and service utilization.

The quantitativedata was pulled from our internal MIPS2 database and the Medicaid Truven data warehouse.
This longitudinal data has been collected from thousands of Medicaid providers, making our findings much more
generalizable than in previous environmental scans.therMU objective data, we focused on early Stage 1
meaningful use (MU) submissions from Program Year 2013 and compared that to the Stage 3 MU data collected
in Program Year 2021. We also used the data collected from previous environmental scans for bisiiios.

In addition to numerical data, we gathered qualitative data by interviewing four former technical assistance
partners from the NC AHE&ho worked with more than 380 practices throughout North Carolina during the
entirety of the NC MedicaidHR Incentive Program. They saw finiahd how health IT has changed in North
Carolina.

A.1.1EHRAdoption
A.1.1.1EHR Type

In the 2012, survey results showed that of the providers who respondepetc®nthad AllScripts, and split at 4
percent providers reported having eClinicalWorks and Epic. Comparatively, out f5042015 edition CEHRT
reported through our North Carolina Medicaid Incentive Payment SysteriMIRS) attestation portal, the
breakdown of reported CEHRT by percentegee:

Epic 70.81%
Allscripts 11.44%
nextgen 4.26%
athena 3.92%
eclinicalworks 2.33%
EMR Direct 1.73%
greenway 1.46%
CureMD 1.20%
Others 2.86%

In more recent program years, we recaivattestations from individual providers and smaller groupst most
attestations were from providers that were affiliated with large healthcare organizations. Of the Program Year
2021 attestations, 2%percent of the paid attestations were submitted by Noveaffiliated providers and 20
percent were submitted by Dukaffiliated providers, which explains the overwhelming percentage of Epic
systems being reported.

NC State Medicaid HIT Plan, Versioh 4. 9
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A.1.1.2Provider Type

Across the uniguéledicaidproviders that reported using a 2015 CEHRTpé&tentof them also saw Medicare
patients. This is consistentith our 2010 and 2012 survey findings which showed of\leglicaidproviders that
responded, 6&ercentsaw Medicare patients.

Of the 6,181 unique eligible professionals (EP) that participated between 2011 and 2021, the percentage of eligible
provider types were:

Physician 62.66%
Nurse PractitionerNP 23.48%
Dentist 10.44%
Certified Nurse Midwife (CNM) 2.49%
PhysiciarAssistantPA 0.94%

Below is a visual of the representation of the provider types from 2011 through 2021.

Participation by Provider Type

2500
2000
1500

1000

500 | ‘
0 - -I - II - Hm - ull - -I — = - - I — I [ |

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

H Certified_Nurse_Midwife m Dentist m Nurse_Practitioner ® Physician ®PA

In Program Year 2012, we saw the highest number of dentists (195) submit successful attestations. In Program
Year 2013 we saw the highest number mhysicians (2,091), CNMs (70) and PAs (26) submit successful
attestations. In Program Year 2016 had the higher number of NPs (606) submit successful attestations.

We saw the biggest decline in participation rates among all providers when MU became rénguiRredram Year
2017 Below are the decline rates by provider type from Program Year 2016 to Program Year 2017.

Dentist 95%

PA 76.4%
NursePractitioner 34.8%
CNV 20.6%
Physician 19.7%

The NC AHEC said one reason for this decline was the inability for providers to meet certain MU objectives. One
such objective was the patient education objective. They explained this objective was particularly challenging
since it required the patientt& y 3 3S gAGK GKS (SOKy2f2383 6KAOK ¢l &

NC State Medicaid HIT Plan, Versioh 4. 10
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The decline in dentist participation was expected. When first released, dentists voiced their concerns that MU
objectives were not crafted toward dental practices, making it diffiéof them to participate after adopt,
implement, upgrade (AlU) attestations were no longer accepted.

A.1.1.3Use of EHRs

Before HITECH programs and initiatives, the NC AHEC coaches explained that EHR adoption was minimal acros
the state. One AHEC coagecified that when MU was first introduced, roughly@&centof the practices she
was working with had an EHR but used their systems primarily for billing and still relied begydlger records.

In our 2010 survey, of the providers that respond2d percentdid not have an EHR and gércentused part
St SOGNRBYAO YR LI NI LI LISN KSIFfGK NBO2NR&a Ay GKSAN L
indicated lack of capital was a major barrier, but another reason was the lack of trust

¢KS b/ 119/ 021 0KkSa SELXFAYSR GKFG b/ LINPGARSNA RAI
GKSANI RIFIGF ¢2dd R 06S | O0dz2N» G6S> yR (KS@ RARYyQO { NXza
continued to use their EHRs glevel of trust increased. Providers began utilizing the tools available through the
EHR, patrticularly around electronic prescribing, improving population health through clinical decision support
tools, and patient communication and education.

EHR adoptio increased steadily throughout the nation,lad / Q & urvey showed According to the survey,

énearly 9 in 10 (86%) of offideased physicians had adoptedany BHR ! YR b2 NI K / | NBRf Ayl |
Hamy s GKS &1 GS adaNBSe@SR b/ 1SFHETGK LYTF2NXIGA2Y 9EOF
responded, 8@ercentof those vendors reported having an NC customer base between 1 and 500, withcedt

of those vendors servicing practices ranging in size betwe@90Iproviders.

Hectronic prescribing

Across the board, the NC AHEC indicated éfettronicprescribing(e-prescribing)was one of the first tools that

showed providers EHRs had the potential to be a resource, not a burden. Incentives to get provigmestribe,

in conjunction with companies like Surescripts providing medicatimtoty to providers, and pharmacies
adopting the technology necessary to accept electronic prescriptions, have rHaiéJd & ONA oAy 3 | y 2 N
practices, whereas faxed prescriptions dominated the landscape in 2010.

Our data shows that the-prescribng objective had consistently high thresholds across providers. In Program
Year 2013, of the 1,749 providers that attested to the eRx objective, the average threshpéinuibsible
prescriptions written by the Efhat were transmitted electronically usinGEHRT was 87pércent In Program
Year 2021, of the 136 providers that attested to that objective, the average threshold wased@ent

Clinical Decision Support

One area where EHRs have made a big impact has been its proven ability to analyze data and facilitate healthcare
decisions within a practice. The MU objective arowtidcical decision supporCO$has remained one of the

most attested to objectiveamongproviderswith the highest average threshold acrgg®gram yearsOur data
aK2¢a /5{ G22t&a KI@S 6SSy> IyR O2yiliAydzS (42 06S> LI} NI
In Program Year 2013, every single provider attested they had implemented at least one Efo8rdm Year

2021 all but one provider had attested that they had implemented five CDS interventions related to four or more
clinical quality measures (CQMs) at a relevant point in patient care for the entire EHR reporting period. Providers
are taking adantage of CDS tools to facilitate healthcare decisions and close gaps in patient care to enhance
individual care and population health

NC State Medicaid HIT Plan, Versioh 4. 11
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Communication with patients

With an average threshold of 82.p@rcent providing clinical summarie® patientshad the lowest threshold for
a Stage 1 MU objective among providers in Program Year 2013. Compare that to a similar Stage 3 objective, patient
electronic access to health information, which saw an average thresholdmérgéntin Program Year 2021.

Patient prtals and direct secure messaging have become an increasingly used feature of EHRs and HIEs over the
years. A 2020 report from NC HIEA showed that monthly direct secure message (DSM) excNéhge
HealthConnexncreased from 47,000 DSMs exchanged in 2018.6,000 DSMs exchanged in 2020. The NC

AHEC said a possible reason for the increased use of communicating through patient portals and DSM was that
providersfound that means of communicaticarguably more accurate than a phone call or handwritten note.

Communicating through EHRs and patient portals does require a level of trust, both by the provider and the
patient. Time and education have proven to break down some of the barriers that were present at the beginning
of the program when EHR messagingviigrs were unfamiliar and largely untested.

A.1.2 HIE Connectivity and Service Utilization

EHRs have been the catalyst for capturing s&mictured and standardized patient data across practices, but
there is still variance among systems. In tt#i21 roadmapthe NC HIEA specified that there are more than 150
disparate systems being used by North Carolina providers. NC HealthGsrmeaking down information silos
and creating the mechanism for NorthrGlna providers to seamlessly exchange health information.

Through extensive outreach efforts and state mandates, there has been a surge in the number of Medicaid
providers that are connected to NC HealthConnex. An estimatget@2ntof Medicaid provides were
connected to NC HealthConnex in August 2020 and as of Septembei72@#tcentof the Medicaid

population is not only connected, but actively exchanging data with NC HealthConnex.

With this increased participation, NC HealthConnex has seen tréous growth in the data received and
exchanged, with total patient records increasingpédcentper year since 2017.

As more providers are onboarded and trained on the service offerings of NC HealthConnex, with the help of
partners like the NC AHEC, tN€ HIEA continues to experience a rise in the use of its services. For example,
between 2018 and 2020, HIE Brokered Data Exchange saw the monthly traffic with eHealth Partners increase from
zero documents sent and 345 documents received in 2018, to 868numus sent and 214,683 documents
received in 2020. NC*Notify NBf I 6 A @St & ySg aSNIBAOS GKFG FfSNIha &
health care activity across the care continuyuistributed 519,000+ alert® subscribers in December 20a6d

as of November 2021, distributed over 4M alerts per thaio subscribers.

TheNC AHEC coaches agreed that there are still hurdles to overcome, but ultimately providers want increased
interoperability and believe health information exchange is the future of health IT in our state.

A.1.3Final Thoughts

It shoud be noted that wnile EHR vendorsaveimplemenied helpful tools, the NC AHEC mentioned that EHR
BSYR2NE | NBy Qi RS@OSt2LIAy3 &aeéaiSya theywreafeSsystmsitd fiNid & Y S
the needs of regulatory reporting, so feaéis havenot been as well developed as thepuld be to meet the
expanding needs of providers.

Overall, while there have been some growing pains as providers learned how best to use EHRs and HIEs, North
Carolina providers and their care teams have pivoted and have learned how to use these technologies to better
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serve their patients. EHRs provide @a providers can more holistically treat their patients, provide alerts for
personalized care and the technology necessary for providers to quickly adapt tohewreging healthcare needs.

There is more work to be done to advance the future of healthnlDur state through systems like NC
HealthConnex, but our data shows that health IT has woven its way into North Carolina practices over the past 11
years and has positively impacted how healthcare is delivered in our state.

A.2 Broadbandsurvey

OnJunel, 2016,theb / 5SLI NI YSy G 27F L \BbabandInirdsufturg@ficeK y 2t 2 38 QA&
(BroadbandO)released theNC State Broadband PlameBroadbandIO surveyed500 local leaders and
gatheredfeedbackirom more than a dozestakeholder listening segns andliscussions with nearly 80 subject

matter experts The wvo common themeshat emerged from their research weeetive and engaged

communities and their partnerships with private sector internet service providers are the biggest factors in

bridgrid SEA&GAY3I RAIAGIE RADARSAD ¢KSNBF2NBI (KS LI I yQ
participants in the development proceskhe plan also looks at ways to enable new health care technologies

and provide the necessary tools to public sgf§ & L2 Y RSNE (2 Sy adz2NB b2NIK /| NBf

The most recentupdate of theNC State Broadband Plarleased in 2017ncludedseven recommendations
specific to broadband and telehealth:
1) Better leverage the Healthcare Connect Fund
2) Createtelehealth best practices for healthcare providers
3) Broadband to all healthcare facilities
4) Healthcare providers marketlo®2 4G 2 LJGA2ya FT2NJ ONBFROFYR Ay LI (A
5) Remote monitoring pilots
6) Medical reimbursements for broadband service
7) Develop publigrivate partnerships to increase infiltration of telehealth services into the healthcare
system

For more information, the full pla(2017 updated version} available at
https://www.ncbroadband.gov/nedia/20/open

Broadband Survey Dashboards

The North Carolina Broadband Survey Dashboards are designed to present information on broadband
availability and adoption that has been gathered from households and businesses across the state through the
North Garolina Broadband Survey.

The dashboards are updated daily with new data and include several resources: a map with-oas¢ion
results, a dashboard for visualizing survey results, information on methodology, field descriptions and other
documentation.Data is organized at the county level and does not contain specific address points.

The dashboards were created collaboratively by the Broadband Infrastructure Office, the N.C. Center for
Geographic Information and Analysis and the Friday Institutedac&tional Innovation at North Carolina State
University.

For more information, vistittps://www.ncbroadband.gov/broadbantc/broadbandsurvey/broadband
surveydashboards
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TheNC Broadband Mais an opersource, interactive GIS (Geographic Information System) map that is
intended to display where broadband is available as well as to identify unserved and underserved areas of the
state, by census block or street segment. The map outlines wipatstgpf broadband technologie€sncluding

DSL, cable, mobile wireless, fixed wireless and §laee available to households statewide and which

companies are offering these services. Users can query information by plugging in a street address ag aelectin
specific technology type.

To use the NC Broadband M@pdated most recentlyvith 2019FC@eported datg, visit
https://www.ncbroadband.gov/map/

In November 2020, the Broadbaidfrastructure Office (BIO) and NC Office of Rural Health (ORH), were
awarded a POWER Implementation grant of $1.1 million to address disparities in 29 Appalachian Regional
Commission (ARC) designated countieg. gdals of this grant project are:

1. Toensu8 | ff @2NJ] SNE A ympacd\chninuritiesNiBve dcgess@ithe Gealthdare they
need to thrive and contribute to their communityorkplace,and local economyand

2. To increase broadband adoption, digital and health literacy, and computeeiship among workers at
pilot sites in three target coaimpacted counties so these workers can continue to advance their technical
skills and training, actively engage in their own wellness and their productivity in the workplace.

These goals are digmed to address the primary needs found in a yleag feasibility study the project partners
completed with support from an ARC POWER Technical Assistance award. The feasibility study goal was to
identify the broadband and healthcare opportunities, chaties, and gaps in the NC ARC region and investigate
where the implementation of telehealth services could bridge healthcare gaps. The study produced seven
findings and recommendations being addressed with the implementation grant. ORH has teamed thype®ith

pilot sites (county jail, substance use disorder patients in a MAT program, and currently employed or job seeking
citizens of Macon County) to roll out telehealth (remote patient monitoring), develop a robust technical
assistance model and suppontgtocol.

The implementation project, currently underway, has produced a telehealth playbook and telehealth technical
assistance training, and will produce a digital and health literacy program and curricula that is available to the
health care sites ofite SafetyNet. This grant will conclude November 2022.

A.3 Federally Qualified Healt@entersand HIT/HIE

The North Carolina Community Health Center Association (NCCi@#jormed in 1978 by the leadership of
community health centers, NCCHCA is comprigedesnbership from 42 health center grantees (including one
migrant voucher program and two Lo@Kike organizations). NCCHCA is singularly focused on the success of
health centersNCCHCA also seeks support from foundations, corporations, and other pngaies to

increase the access of primary healthcare to all North Carolinians. In addition, NCCHCA helps communities to
create new health centers or expand existing ones.

NCCHCA is thdealth Resources and Services AdministrafidiRSA) funded staterimary Care Association
(PCA) The nomrprofit, consumergoverned Federally Qualified Health Centers (FQHCs) we represent provide
integrated medical, dental, pharmacy, behavioral health, and enabling services to neatialdnallion

patients in North Caragla. FQHCs receive federal assistance to provide slieengervices to assure no one is
denied access to care. NCCHCA represents FQHCs to state and federal officials and provides training and
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technical assistance on clinical, operational, financial, athtnative, and governance issues.

NCCHCA also operates tHRSA Health Center Controlled Network (HC@igram. Through the HCCN

program, , we support community health centers across NC working together to use HIT to improve operational
and clinical pactices. The HCCN is comprised of 35 participating health centers and is currently in the third
three-year funding cycle. The HCCN provides its members with training and technical assistance, data analytics
and population management solutions, and Heatftfoimation Exchange connectivity to improve cost, quality,

and outcomes of care. Participants have the opportunity to access a shared data analytics platform, receive
support towards optimizing their health IT solutions and strengthening their data pioteetforts, in addition

to participating in peer learning opportunities.

NCCHCA is the sponsor and managing partn€aadlina Medical Home Network (CMHMNyvhich is a FQHC

owned and led clinically integrated network that is comprised of 25 NC heaitbrsecollaborating to leverage

their size, scope and coordinated performance improvement in tpady payer negotiations. CMHN is a

delegated Advanced Medical Home Tier 3 care management provider utilizing a data and analytics HIT platform
for care maagement and population health.

Additionally, NCCHCA has been an active stakeholder and advocate in the continued development of-the state
designated HIE, NC HealthConnex, with a seat on the legislajwetinted Advisory Board reserved for a
representtive of an FQHC. Currently, we have 22 FQHC organizations equaling a total of 155 facilities live and
participating in the exchange and notification services as well as three additional FQHC organizations equaling a
total of seventytwo facilities in theonboarding queue statewide.

b/ /1 /IMSSI®N
To promote and support patiergoverned community health care organizations and the populations they serve.

b/ /1 /71 Qa L{Lhb

Every North Carolina community will have accesspat&nt-centered, patienrgoverned, culturally competent

health care home that integrates high quality medical, pharmacy, dental, vision, behavioral health, and enabling
ASNIAOSAE gAGK2dzi NBIAFNR G2 | LISNBR2YQa loAtAde G2 LI

/[ al bQa aL{{Lhb
To promote highvalue care and health equity through personalized, coordinated delivery ofdtatan
healthcare services.

/albQa zL{LhbD
To be deading healthcare network creating value to all stakeholders through collaborative, peestered,
community healthcare.

For more information, visittps://www.ncchca.org/

A.4 Veterans Administration and Indian Health Service EHR Program
Veterans Administration

In the early days of the HITECH AONCrequested thatthe North Carolim Healthcare Information &
Communications Alliance, ITNCHICAmMplement the Nationwide Health Information Network (NwHIN) to serve
as a compliant gateway for a mature Health Information Organization (HIO) in North Carolina. The Western North
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Carolina Health Network (WNCHN) served as the HIO and the Asheville ¥eferan (WA) M&adic@l Center
servedas the primary partner in this project. The Asheville VA Medical Center provides capprtaximately
100,000 veterans from Westerrolh Caroling, upstate uth Carolinaand northern Georgia, with many of those
individuals treated at WNCHN facilities.

The project was completed in September 2011, and the Asheville VA Medical Center became an early participant
in the NwHIN now called the nationwide eHealth Exchange

NC HIE had a series of discussions with VAV&stdrepresentatives ir20132014 andconcluded that the best

path for collaborationgoing forwardg 2 dzt R 6 S @Al Sl OK 2NBIyAT I GA2yQa O3
O9EOKIYy3ISd ¢KS b/ 1L9! YFIAyGlFAya GKAA lalidlotyffer puldic ahd OA £ A
private healthcare institutions via the link to eHealth Exchanflee + ! Q& | L ®eht live Iwlth9NKC
HealthConnexo exchange patient records via the eHealth Exchange in April 2048f April 2021, the NC
HealthConnex is live, eltanging data with the joint federal HIE that includes health information from the VA and

the DoD over the eHealth Exchange.

Tablel below lists the hospitals and clinics operated by the VA in North CasediniMay 2021 VA facilitiesuse
various versins of the VAstandard EHR systeMistA.

VA Medical Center

Asheuville: Asheville VA Medical Center

Durham: Durham VA Medical Center

Fayetteville: Fayetteville VA Medical Cemte

Salisbury: Salisbury W.G. (Bill) Hefner VA Medical Center

Outpatient Clinic

Fayetteville: Fayetteville Dialysis Clinic
Fayetteville: Fayetteville Health Care Center
Fayetteville: Fayetteville Rehabilitation Clinic
Greenville: Greenville Health Care Center
Hickory: Hickory CBOC

Raleigh: Blind Rehabilitation Outpatient Clinic
Raleigh: Brier Creek Dialysis Clinic
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Community Based Outpatient Clinic

Charlotte: Charlotte CBOC

Charlotte: Charlotte Health Care Center

Durham: Durham Clinic

Durham: Hillandale Road Outpatient Clinics 1 & Il

Elizabeth City:

Albemarle Primary OPC

Franklin: Franklin CBOC

Goldsboro: Goldsboro Community Based Outpatient Clinic
Hamlet: Hamlet CBOC

Jacksonville: Jacksonvill€BOC

Kernersville: Kernersville Health Care Center

Morehead City:

Morehead City CBOC

Pembroke: RobesorCounty CBOC
Raleigh: Raleigh CBOC

Raleigh: Raleigh I CBOC

Raleigh: Raleigh IIl CBOC
Raleigh: Raleigh Il Clinic
Rutherfordton: Rutherford County CBOC
Sanford: Sanford CBOC

Supply: Brunswick County
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Wilmington: Wilmington HCC

Vet Center
Charlotte: Charlotte Vet Center
Fayetteville: Fayetteville Vet Center
Greensboro: Greensboro Vet Center
Greenville: Greenville, NC Vet Center
Jacksonville: Jacksonville Vet Center
Raleigh: Raleigh Vet Center
Spindale Spindale Outstation

VISN
Durham: VISN 6: VA Midtlantic Health Care Network

Table 1 - Hospitals and Clinics Operated by the Veterans Administration

The Indian Health Service$ribal Health Servicesnd the Cherokee Indian Hospit&luthority

The Cherokee Indian Wpital Authority (CIHN) serves more than 14,000 membeiacluding 4,458 Medicaid/

| KAt RNByQa | St f {CKIpényoliedEmpeBhe Hobjdalpidvides over 18,000 yearly primary
care provider visitand accommodates more than 22,000 ER vigér yearThey implemented an EHR system
the Resource Patient Management System (RPMS) sysierhi986. Thdndian Health Servicg$l1S)graphical
user interface (GUI) was implemented in 2004. The GUI provides the capability to process both admirasiative
clinicaldata andprovides the IHS Office tFf support, thereby lowering costs and enhancing functionality

As part of the 2014 CEHRfandard IHScreated a personal health record (PHR) that will assist patients in
accessing some of their medical information via a web browser at home or on a mobile device. By using the PHR,
patients can view, download, and transmit demographic information, mediegfitab results, problems, vital

signs, immunizations, and other vis@ilated information. For more information on thePHR Vvisit
https://cherokeehospital.org/patients/patierportal/.

|l RRAGAZ2YLFftex GKS /LI Q& ailvakcedTolivOstatuawiitih 1$Ci HealthCgrhdéx daR A v 3
exchange patient records with other participating health care providers statewide in June 2018. CIHA added a
seventh facility in 2019 whichk engaged in onboarding to NC HealthConmdang with patient records exchange,

CIHA receives public health registry reports and-tedl YS LJ GASy d Ff SNIia GKNRdJzZIK ¢
service.
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For more information on CIHA, vikittp://cherokeehospital.org/

A.5 Stakeholder Involvement

The resources available through ARRA represent not only an unprecedented opportunity to helthézge
unique elements into a truly cooperative and aligned systena@ butsupport a substantial bodyf stakeholders
that can drive North Carolina to the needed HIE tipping point. A wide variettakéholders may not be direct
recipients ofARRAunding,yet they contribute a vast amount of effoaind funding so that th gate can achieve
higher levels of HIT use and will improve the exchandealh information.

Table2 belowliststhe major North Carolina activity for which funding was provided throughAR&Aegislaton,
totaling over $200 million.

Grant Funding Opportunity Grant Lead Agency érrr;?:tmt of

State HIE Cooperative Agreement NC HIE $12.9 Million,
$1.7Million,
Supplemental
Challenge
Grant

Medicaid MU Planning NC Medicaid $2.29 Million

Medicaid EHR Incentive Program NC Medicaid $104.2 Million

Administration and incentive

payments

North Carolina Area Health Educatiq NC AHEC Program at the University of $13.6 million
/ Sy (i S NB&E RéglondaldEkténslan | North Carolina at Chapel Hill (UNIE),
Center (REC) with assistance from the Carolinas Center
for Medical Excellence (CCME), the North
Carolina Medical Society (NCMS), and

Community Care of North Gaima (CCNC)

HITWorkforce Canmunity Fitt Canmunity Cdlege $21 million
Cdlege Consatia Program
(non-degree programs)

Health IT Curriculum Development | Duke University Center for Health $1.8 million
Informatics (DCHI)

University-Basel Training Program Duke University Medicd Certer and $2.1 million
(uB) University of North Caolina
Broadbard ¢ BTGP Rourd 1 MCNC and North Carolina Research and| $282 million

Education Network (NCREN)
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Grant Funding Opportunity Grant Lead Agency Amount of
Grant
Broadbard ¢ BT@? Rourd 2 MCNCG Gty of Chalotte, Olive Hill $115 million

Cammunity Econanic Devdopment,
WinstonNet, and Yadkn Vdley
Tdephore Membership Caporation

Comparative Effectiveness Researc| N3CN, UNC Sheps Center, and DHHS $991,332
Mental Health Data Integration
Project

Table2 - ARRA Funding in North Carolina

A.5.1 State HIE Cooperative Agreement

The State HIE Cooperative Agreement, originally awarded to the NC Health and Wellness Trust Fund
Commission, was transferred to a 501(c)(3) organization @ember 1, 2010. The 501(c)(3) was more

commonly referred to as the NC Health Information Exchange (NC HIE). The NC HIE has since gone through two
governance transitions; most recently, on February 29, 2016, the NC HIE was transferred from the Community
Cae of North Carolina (CCNC) / North Carolina Community Care Networks (N3CN) structure to a new state
agency, the North Carolina Health Information Exchange Authority (NC HIEA). More information on the NC

I L9! Q& yS¢ | L9 3TdzhA RSt Aagr&ments éab beltoiind BextbnAlb Kdalth anfoimatiSnk 2 f R S
Exchangand SectionB.2 Advancing the Objectives of HIE

A.5.2 NC Area Health Education Centers (Regi@xaénsion Center): Practice Support

The NC AHEC Program at the University of North Carolina at Chapel HitlyWas awarded a grant on February

8, 2010 to perform the function of the NC Regional Extension Center (REC). Since this time)\ eI\ éice

Support program ha continued to provide providesentric services to enable transformed healthcare service
delivery and patienOSy i SNSR OFNB GKNRdAK |1 L¢ Ay b/ o I f 0 K2dz
transitioned from the ONC HITECH fumgdon February 6, 2015 to the NITIAPD, the scope and intensity of
provider engagement in the EHR Incentive Program and HIE remained constant. The NC AHEC program has
continued to build capacity in coaching practices through transformation to pregarendw payfor-value

payment models and stands ready to quickly disseminate technical assistaitsdaseof 1,094 primary care

and subspecialty practiceSince July 1, 2019, through a contract with HFHEA AHEC has provided trainings to

over 200 orgaizations on the features and benefits of NC HealthConnex to connected providers. Trainings were
conducted live onsite, virtually, and by recorded module. Recorded modules include the following:

Module 1: NC HealthConnex Overview

Module 2 Unpacking the Welcome Packet

Module 3: PAA (Participant Account Administrator) Role and Responsibilities
Module 4: Clinical Portal Overvie

Module 5: Direct Secure Messaging Within the NC HealthConnex Clinical Portal
Module 6: Patient Education

Module 7: NC*Notify

=A =4 = =4 -4 -4 9
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Since July 1, 2020, AHEC has assisted primary care practices accepting Medicaid to prepare for transition to
Medicaid Managed Care. In 2019, AHEC collaborated with the NE @fRaral Health to assist behavioral health
providers in adopting EHRs for which the provider could receive an incentive payment. In response to the
pandemic, AHEC assisted practices across the state with rapid adoption of telehealth.

On the nationalront, NC AHE€ompletedan (AHRQ) R18 grant to support the use of data in enabling practices

to improve cardiovascular healthnd is currently working with AHRQ to assist practices with improving
assessment and follow up for unhealthy drinkimge NC AHB®ogram has worked with Alliant Health, the North
Carolina Medical Society Foundation (NCMSF), the North Carolina Academy of Family Physicians (NCAFP)
Community Care of North Carolina (CCNC), North Carolina Pediatric Society (NCPS), North Carolina Nurses
Association (NCNA), North Carolina Academy of Physician Assistants (NCAPA), North Carolina Community Healtt
Center Association (NCCHCA), and the NC Institute for Public Health (IPH) to strengthen the quality and reach of
services while minimizing duplidan of efforts.

Table3 below displays the number of practices and providers enrolled in each of the nine A§l& racross
the state as of February 2022

NC AHEC Practice Support

Region Practices| Providers
Area L 47 109
Charlotte 172 299
Eastern 122 254
Greensboro 93 181
Mountain 139 270
Northwest 121 278
South East 189 351
Southern Regional 115 211
Wake 96 94
Total 1094 2047
Table3-b/ 19/ Q& 9yNRffSR tNIOGAOS&kt NEJARSNA

A.5.21 NC REC Technidadsistance Team

The NC AHERXxactice Support Coaches (PRBC staffprovide direct, onsite and local support to primary care

and specialty practices in their region. This support includes: assessing the practice; assisting in the selection of
the most appopriate EHR system; guidance on systémplementation; guidance on security and risk
assessments; and guidance on system optimization through meBtioioting Interoperability (PH Y R / a { Q&
Quiality Payment Program MIPS program requirements.

The measument of effectiveness and reach of the NC AHEC HIT aff@tpporting the Medicaid EHR Incentive
Programare included in the following program deliverables:

1. Number of practices who receive technical assistance and successfully attest for an inceymieapa
2. Number of eligible professionals (EPs) who receive technical assistance for an incentive payment.

As of March 2021, the number of providers who have successfully met MU since REC inception is over 3,400 with
about half of these specific to the Medicaid EHR Incentive Program.
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NC AHECompleted a five yeadata analytics pilot to engage practices irtiopzing the data reporting
components of the MU and MIPS prograrfike purpose of this pilotas to analyzecostdata to make it
understandable so the practice can use the information to improve cost and qRadittices from across the
statewere encauraged to use theiQPP MIP&ndother costutilization reports to identify areas for further
improvement. Practices enrolled in this projeatorkedwith coaches on concrete aspects of care that affect
cost and readiness for valdmased payment environnmé. These include increasing Annual Medicare Wellness
Visits, implementation and/or increasing use of chronic care management and transitional care management
workflows, strengthening tracking process for lab and imaging testing and referrals, care atordand
improving access metrics. Others foed®n risk stratification of their patients, empanelment and examining
key performance indicators of financial health to identify gaps and areas for improvement. While family and
internal medicine practicesere the majority, PEP enroliment includseveral pediatric practices, and

specialists including nephrology, ophthalmology, urgent care, health department, obstetrical care and a large
safety net FQHC.

A.5.3 Pitt Community College

In March 2010, Pit€CommunityCollegewas named one of five institutions across the country to lead a regional
consortium of commuity colleges to train thousands newHIT professional®itt Community College morphed

the Workforce Training Program into a Health Informatibechnology training program with curriculum that
provides individualsvith the knowledge and skills to process, analyze, abstract, compile, maintain, manage, and
report health information.Since2017, the HITprogram is offered totally onlinavith the exeption of the
professional practice experiences (RRHso known as clinical practiceyhich are made available in the student's
region through a joint effort facilitatetdy the student and the HIT faculty.

For more information, visittps://pittcc.edu/academics/academiprograms/healthsciencedlivision/health
information-technology!/

A.54 MCNC (formerlyMicroelectronics Center of Nah Caroling

MCNGds a 501(c)(3) noprofit client-focused technology organization. Founded in 1980, MCNC owns and
2LISNF Sa GKS b2NIK /FNRBEfAYlF wS&aSENOK | yRunfingdzOl GA2Y
regional research and education networks. With over 4@rg@f innovation, MCNC provides higérformance

services for education, research, libraries, healthcare, public safety, and other community anchor institutions
throughout North Carolina. NCREN is the fundamental broadband infrastructure for 850 ofrtbtitsgions

including all public« n SRdzOF GA2Y Ay b2NIK /I NPT A ynil@fiber detwarksS 2 F
MCNC leverages NCREN to customize Internet services and related applications for each client while supporting
private service praiders in bringing costfficient connectivity to rural and underserved communities in North
Carolina

MCNC provides netwoykybersecurity, and technologgrvices in all 100 counties, widh400 fiber optic
backbone network infrastructurehat meanderghroughout the state, giving MCNC the ability, flexibility and
the agility to create individualized solutions and services for its community.

Its more than 850 endpoints help to delivemotectedbroadband connectionsybersecurity, and technology
servcesto millions of students and educators, womldnowned research facilities, government and public safety
agencies, noprofit health care sites and other community anchor institutions (CAls) throughout North
Carolina.
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9 The University of North Carolina System Office
o Providing Internet, DDoS ProtectidDybersecurityyideo Conferencing, and Streaming services
to all 17 UNC System Institutions
1 North Carolina Department of Information Technology and Department of Public Instruction
o Providing Internet, DDoS Protectiddybersecurity\Web Content Filtering, and, Network and
Security Consulting servite all 115 Public School Districls;,0 Charter Schools (and growing)
i State of North Carolina Community College System
o Providing Internet, DDoS ProtectiddybersecurityDNS Security Egring, Network and Security
Consulting, Desktop and Muftioint Video Conferencing, and Streaming servtoes| 58
Community Colleges
9 North Carolina Telehealth Network Association
0 Optln Health Care Connect Fund currently sen@ighealth care facilies statewide MCNC
provides the network, Interne€CybersecurityDDdSProtection and other services
1 North Carolina State Highway Pat€&Public Safety
o Providing Network Connectivity, InternétybersecurityDDoS Protection services t0 2
G/ 2YYlFYyRé [/ SYyidSNBR &adliSs6ARS

The advanced networking technologies and systems MCNC employs enable connected CAls to communicate
with their constituents more effectively to meet their specific organization's mission, vision, and goals

ConsequentlyMCN Qa o0 I KORENIgVRIES a strongetwork infrastructurefor improving the delivery of
health care to citizens by supporting the North Carolina Telehealth Network (NCTN)

In collaboration with theNorth Carolina Telehealth Network AssociatiMCTNA), MCNC operates the statewide
North Carolina Telehealth NetworKCTN, whichsupplies the critical broadband infrastructuaed

cybersecurity servicdsealth care providers need to delivkealth careservices. This dedicated network for
public and norprofit health care providers leverages the architectur@af b / Q &optE hedVSrNCREN
andNorth Carolina Department of Information Technolo\C(DT)to utilize leadingedge broadband
technologies and etwork services that scale to connect customer locations to a resilient fiber backbone.

Key applicationsunning over NCThiclude Health Information Exchanges, Electronic Health Records (especially
for remote hosting / SaaS models through an ApplicaBervice Provider), teleducation, and

videoconferencing. Telehealth applications include but are not limited to live medical imaging, echocardiograms,
telepsychiatry, orthopedics, intensive care monitoring, CT scans, and storage and forwarding capfaipili|
radiographs.

¢2 KStLI 6GKS aidl 0SQa Y-Prifiih@dll carbinénhF etledskreytheif canstitughts 1 K Sy 2
through a digital experience with the use of broadband technologies, MCNC provides a fully managed suite of
network andcybersecurityservices including 24x7x36&twork Operations Center (NOC) and clismpport. In
collaboration with the NC DIT and other private telecom carriers, these services meet or exceed the

requirements of the NCTN and help enable MCNC toplayBlley S Ay adzLJLl2 NI Ay 3 b2 NIK
broadband technologies transformation.

MCNC is well positioned to providetworkinfrastructureand cybersecurith S NJDA OS&a G2 b2 NI K /|
al¥Sie O02YYdzyAailed al b/ Qaapptvach énlqiely HithateMGHS to prgvideetivotk y & LI N
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infrastructure and to initiate and participate in diverse conversations and innovations that will be necessary to
successfully implement an efficient, powerful, and secure public safety network acrossithe

With the expanding use of advanced technology for the delivery of health care and public safety, MCNC
recognizes privacy and cyber threats are significant in these areas and must be addressed proactively. To that
end, MCNGQasdeveloped, VitalCyber fncnc.org/vitalcybey, a cybersecurity portfolio that better protects
clientsfrom the damaging effects of cybattacks.

MCNC has purposefully built a number of internal solutions to/sfieli KSy G KS 2NHIFYyAT A2y Q
cybersecurity posture. Through a formalized risk management program, these efforts will strengthen

vulnerability management with stronger authentication, epdint protection, security monitoring, data

encryption, securitpwareness, and education.

In 2012, MCNC achieved SDG/pe | certification. In 2018, MCNC achieved the inddetiging SOC Type Il status

¢ and has kept this level of certification since, including the most recent certification in2&2lySOC 2 Type II

level is much more comprehensive and designed feaaded IT service providers as systems are evaluated for a
minimum of six months to a year. Organizations that undergo this independent review and achieve this level of
certification must meet very stringent requirements that prove its entire systemis @&y SR (2 {1 SSLI A ¢
sensitive data secure.

1 O02dzy i yO&d FANXY ! 34dz2NBE t NPFSaaAz2ylf LISNF2NX¥SR (GKS
and processes. The SOC 2 Type |l standard not only defines what controls should be infddee vierifies

that MCNC is appropriately managing security risks and is a trusted partner seriousgbensecuritydata

protection, and effective operations

As modern health care depends more and more on rolursttected high-speed broadband carectivityand
cybersecurityto providebetter access to diagnose, care, and research the next discovery of cures, MCNC will
continue to offer solutions and enhancements that benefit the needs of the health care community and enrich
all of thecommunity it serves for years to come.

Corporate Background

Created by then Gov. James B. Hunt, Jr. and the N.C. General Assembly in 1980, MCNC is a fmieéte non
that builds, owns, and operates the North Carolina Research and Education NetworlNjNGREustomizes
network, cybersecurity, technologgervicesand consulting servicder its clients.

Forover40 years, a growing number of research, education-paniit health care, and other community
anchorinstitutions have connected ta / b / €wiorkyNCRENO utilize this leadingedge broadband highway.
Todaythe network, NCRENserves the broadband infrastructuesd cybersecuritpeeds of more than 850 of

these institutions including all-RO public education in North Carolina. The expamsitthe networkand its
capabilitiesprovidesMCNGChe abilityto customize networkcybersecurity, and technologgrvices and

applications for each of these connectoramunprecedentedvayas MCNC looks to further enable private

sector providers to bng costeffective broadband infrastructure to rural and underserved areas of North

/' NRPEAYl ® a/b/ Qa o0dzaAySaa FyR LINIYSNAYy3a aA0GNFGS3e 3
development and is driving the new interconnected economy irtiNGarolina.

For more information, vistttps://www.mcnc.org/whatwe-do/connectingnorth-carolinaand
https://www.mcnc.org/whowe-serve/healthcaranstitutions.
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A.55NC Institute of Medicine

TheNorth Carolina Institute of MedicindCIOM) is an ingndent, quasbtate agency that was chartered by
the North Carolina General Assembly in 1983 to provide balanced, nonpartisan information on issues of
NEf S@FyOS G2 GKS KSFIfGK 2F b2NIK /FNRfAYlFQa L} Lz F

The NCIOM convenes task forces, or working ggpaf knowledgeable and interested individuals to study
complex health issues facing the stabedevelop workable solutions to address these issues

TheNCIOM Task Force on Healtéwr€ Analyticavasconvened at the request of the Division of Health Benefits
(DHB) at NOHHSThe Task Force defihand prioritized specific quality improvement measures of health and
health care to be used by DHB to drive improvement in population healtNorth Carolina. The measures

encompass physical and behavioral healD andconsiderpublic health and social determinants.

The measureare organized according to the quadruple aim and utilize standardized measuremenadata,
readily definable and outcomes based, and leverage existing federal and state measures where pidtical.
task force butlon the previous work performed by the N&dicaid NC Division of MH/DD/SAS, and others to
define and prioritize the measures. It is anticipated that the measures will evolve based on experience and
published evidence and will need to be reviewed and updated on a regular basis.

The task forcenet monthly December 2016 through May 2010 view the final report, visit
http://nciom.org/wp-content/uploads/2017/10/HCAT INAEREPORZ.pdf.

A.56 NonARRA FundingTheb 2 NI K / F NPt Ayl [/ KAf RNByQa | S| f
Reauthorization Act Grant

In February 2010CMS awarded 10 grants to states establish and evaluata national quality gstem for

OKAf RNBY Q&hickSSF G 20KLAaNSSSa OF NB LINP PARSR (KNRdzZAK GKS a
Insurance Program (CHIP). This gmeas¥ dzy RSR o6& (GKS / KAfRNByQa | SHfUK Ly
of 2009 (CHIPRAJhe demonstration grant program ran throughl120

North Carolina, villCMedicaidand ORHwas awarded9.2 million to work on three of the five categories of
the CHIPRA Quality Demonstration GraxtC and D. North Carolinerkedwith pediatric and family practices
within CCN@o build on a strongpublic-private partnership that has documented successes in quality
improvement, efficiency and cosfffectiveness of care for more than 14 yedd&H received this funding from
October 1, 2010 through December 21, 2015.

A.5.7 NC Office of Rural Health (ORH)

The NC ORH supports equitable access to health in rural and underserved communities. To achieve its mission,
ORH works collaboratively to provide funding, training, and technical assistance for high quality, innovative,
al0DSaaArof Sz 02ai0 STFSOUAODS aSNBAOSE GKI G &dzZLL2 NI (K
communities.Since its inception in 1973, ORH has opa8@dommunityowned, non-profit Rural Health Centers

(RHG) across the state. As dine2021, ORH supports

1 15 statedesignatedRHCsites
9 32 Critical Access and Small Rural Hospitals
9 13 Farmworker Health Program granteand
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1 More than 173 other nonprofit primary care safetyet organizations with community health grant
and/or medicationassistance funding and CMS rural health clinics with technical assistance and/or
funding

1 In State Fiscal Year 2021 (SFY12Z)20RH als@laced over80 medical, psychiatric, and/or dental
providers in communities throughout the statend

1 Providedoversidnt for 56 StatewideTelepsychiatry Program (N&TeP) sites

North Carolina Office of Rural Health
Service Points and Coverage Map
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Data as of June 30, 2021

State and federal funding, along withe ORH HIT Progratachnical assistance, enable communities to provide
health careservices to uninsurednd underinsuredNorth Carolinians and agri¢ufal workers. Twenty Critical
Access Hospitaleceive funding to encourage the development of innovative approaches to improvevbiee
loweringcoss® ! RRAGAZ2Y I ffex ljdzkt AFe@Ay3a LI GASyGa -oostdrugil 1S
progN Y& KNP dzZ3a K MeditatdaAssstancer@mm. R S

The provision of costfficient health care is increasingly tied to the ability to share timatg complete
information among health care providers. In 2015, the NC General Assembly (N©t&Xp change the
direction of the NGHIEand directed NOITto establish a new HIE networkét would be operated by a neviede

agency called the NC HIEHealticare povidersthat receive state funds for the provision of health canest

sign a participatiomgreement with the NC HIEA submit and access patient data

NC HealthConnex is a major component of data needed for whole person care and populationIhesadtfitical

that safety net providers establighparticipation agreemenwith the NC HIEA and connect to the KiEontinue

their eligibility for state fundingand to follow the state mandate to connecBafety net providers utilization of

the HIE als aids in reducing health care costs by cutting down on duplicate tests and procedures that may have
already been performed by another provider. NC Medieaidthe ORHHIT Teanare working together with the

b/ 1 L9! G2 O02yySO0( b NQHealtiOorhéInceasin@yi thesdN\Bfartd\ dreSidtiised (D2
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health care providers seeking to connect for the first timwed providers that need EHR technology to get
connected

North Carolina has become a national leader in safetyHiEtonnectivity. Snce SFY 2018, t@RHHIT Team
hasled several initiatives related to EHR adoption and HIE conneatikitg initiating several funding
opportunities which supportonnectivity.

The ORH HIT Program has the following Projects for SFY 2021:

ORH Health Information Technology (HIT) Program
HIT Team Projects

Tele-
NCCARE360, Health

ealthConnex

Health Information Community o O
Exchanae Information Management System
g Exchange Case Management

NC HealthConnex Statewide Health Information Telehealth (TH) Initiatives — Providing safety net
Exchange (HIE) - Assisting ORH Grantees and Safety providers with telehealth technical assistance, creating a
Net Providers with connecting to and utilizing the statewide telehealth inventory and working with the DIT
Statewide HIE (NC HealthConnex). Also piloting clinical Broadband Team on a two year ARC Grant Telehealth
quality measurement extraction from connected sites Implementation Grant

EHR data.

i . CVMS Case Management — Providing technical
NCCARE360 Community Information Exchange (CIE] assistance and case management services to NC

—Assisting ORH Grantees, Community Based 4\, Vaccine Providers. This entails regular communication
Organizations and Safety Net Providers with Enrolling 32" with vaccine provider sites regarding vaccine
and utilizing the Statewide Healthy Opportunities administration and data entry and other vaccine needs

Resource Platform

MNCDHHS$, Office of Rural Health 12

1 NCHealthConnex Overall, 99 percent of ORH grantee sites have an Electronic Health Record, 100 percent
of ORH grantee sites have a signed HIEA Participation AgreeamehB8 percent have successfully
connected to NC HealthConnex. Based on the high HIE connectivity metrics, the team is now focused on
HIE value @ed service adoption. In SFY 2021, 84 percent of ORH grantees were utilizing one of the added
value servicesThis number is expected to grow year over year with the continued support of the HIT
team across the SafetyNet.

T NCCARE369The HIT team works with the ORH grantees to ensure they have an understanding of how
NCCARE360 works and why it is important irticommunity. In SFY 2021, ninetye percent of the
ORH grantees the HIT supports were in the process of connecting to NCCARE360. Another NCCARE36(
initiative of the HIT team in SFY 21 was to aid in CQ¥I€fforts.¢ KS | L¢ ¢SFY LI NIYySN
Andytics and InnovationfA&l) Team to support th€€OVIBL9 CHWinitiative. This initiativeincluded
seven vendors, which supported twertyree organizations providing isolation and support servioes
individuals with COVHElated needsacrossH5 counties. CHWs were required to use NCCARE360 to
record and report referralsHowever, many of therganizations and individuals were unfamiliar with this
platform. While NCCARE360 staff providesic registration and onboarding, the HIT teaorked one
on-one with vendors, Community Based Organizations, and individual @H&Xplain how
to enterinformation, navigate the NCCARE360 platform, extract reports, and gauge proghessilT
Team worked with the CHW vendadrgensively fora little overthree monts. As the project progressed,
0KS @OSYyR2NR 0683ty G2 &adiNHzZA3ItS sAGK 2Ly OFasSa |
to process information. The HIT team began meeting weekly with the CHW veodocsis work towards
closing open caseespecially cases over 1 month olthe intensive technical assistance included data
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reports, data analysis, and education on the operation of the platform. Once this intensive technical
assistance was paused as the project transitioned, the open casasndseased again proving the HIT
team methods.

1 Telehealthg The telehealth initiatives at ORH are robust. The team works with the SafetyNet providers
and Community Paramedicine teams statewide. The team uses outreach and surveys to check in on sites
who are using telehealth or have an interest in starting a program. In SFY 2021, 77 percent of ORH grantees
implemented a telehealth program most likely due to the pandemic.

1 CVMS When COVIEL9 vaccines became available in NC, the HIT Jaiaed several ther DHHS team
membersto provide case management support Eederally Qualified Health CentelSMS Certified
Rural Health Clinics, State Designated Rural Health Centers, Primary Care Penidseseral other
vaccine providegroups.In total, the HT Team assistetB3 providers withtheir weekly
vaccineallocations. The team answered questions, addressed concdatdjtated vaccine
transfers,andensuredproviders understoodheir roles and responsibilitiess vaccine providersthis
effort began in February 202 X0RHHITassisted vaccingroviderswith approximately 81,000 first
doseallocationsandidentifying where transfers may beeededto ensure first dose vaccine utilization
within the vaccine weekThe ORH TeafRural Health Operationsd HITteams)makes up about 29
percent(7/24) of the total DHHS vaccine case management team.

1 RHCs and HIT Project®RH assists underserved rural communities to provide accessible primary medical
services for all persons regardless of their abilityp&y. To receive financial support, state designated
Rural Health Centers (RHCs) must participate in a Medical Access Plan to provide health coverage to low
income (less than 200 percent of poverty), uninsured residéeriie ORHHIT Teanprovides technical
assistance to RHCs with Health IT systems and support with connecting to the NC HIE, NC HealthConnex.
As of June 281, 100 percent of the state designated RHCs have an EHR, 100 percent have a signed
participation agreement with the HIEAQ2 percent are connected to NC HealthConnex, sending and
retrieving patient dataThe ORH HIT Team also provides technical assistaticerwolling providers in
the statewide coordinated care platform for social determinants of health called NCCARE360, telehealth,
and most recently Coviil9 vaccine case management.

f CHGsand HIT Projecta wl Q& / 2YYdzyAdGe& | St (KSIDXNIK GGl NSY LANSZNISA
vulnerable (Medicare, Medicaid, underinsured and uninsured) residents through a Request for
Application process, wherein neprofit primary care safetyet organizations such aRural Health
Centers, Community Health Centergcdl nonprofit health centers, free clinics, public health
departments, and schoddased health centers may apply for funding. The ORH HIT Team also provides
Community Health grantees with Health IT tedahi assistance and getting connected to NC
HealthConnex. As of June 2D, 100 percent of Community Health Grant sites have an Electronic Health
Record, 100 percent have signed a participation agreement with the HIEA, and 90percent are connected
to NC HealthConneXhe ORH HIT Team also provides techaigsistance to community health grantees
with enrolling in the statewide coordinated care platform for social determinants of health called
NCCARE360, telehealth, and most recently Cb¥idaccine case management.

A.58 Other Stakeholder Activities

Academic medical centers, such as Duke University Health Systetant Health University of North Carolina

Health System, Wake Forest University Health Sciences, and other major hospital systemsAstigin a¢ealth

(formerly Carolinas Healthcare SystenMission Health Systems, Moses H. Cone Memorial Hospital, and
WakeMed Health have invested in improving ttegabilities of their integrated delivery networks (I)NThey

have created or are eninaing the medical coordination and quality monitoring functibra i @ 2 F G KSA NJ L
environments. This includes more data sharing, integration and communications capabilities of the main hospital
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systems withEHRcapabilities of affiliated and neaffiliated medical practices within their respective medical
trading areas. In many cases this communication uses atpgager communication methodology.

A.58.1 North CarolinaHealthcareAssociation(NCHA)

Public Health Syndromic Surveillance

The North Carolina Hospital Emergency Surveillance SYBIEHESS) is a statendated program begun in 2004

as a publigrivate partnership between NCHA and the NC Division of Public Health. The mandate requires
hospitals with 24/7 emergency departments (ED) to submit 23 data elements at least twice per shaydi@mic
surveillance purposes. The mandatory program is sometimes referred to as NEBESE&Emergency Department
Data Initiative) and there are currently 125 EDs participating in this portion of the program that account for
approximately 4.7 million Efsits per year in North Carolina.

In addition to the mandatory NCHEEBDI program, NCHESS operates a voluntary program called NRIGESS
(Investigative Monitoring capability) that provides NCDPH epidemiologists with the capability fdimmeal
surveilance of ED and inpatients for advanced public health surveillance. In addition to the 23 ED data elements,
NCHESB/C also surveils AdrischargeTransfer (ADT), vitals, labs, and microbiology data for inpatient,
observation, and ED bedsaddition tohealth-system owned Urgent Care Centers

The NCHESS platform waestified to meet Promoting Interoperability Syndromic Surveillameguirements in
2017to enable reatime, wholehospital surveillance for all hospissht no additional cost to the state. The
primary benefits for participating in the NCHESS program for hospd@ISPH, and communities includes:

1 Reduces burden on hospital staff duringofia health investigations by reducing eadicks and the need
for chart abstractions and record review by hospital staff
The only pathway for hospitals to meet tReomoting Interoperabilitysyndromic Surveillance objective
More timely and effective pultihealth intervention througlearly event detection and enhanced
surveillance capabilities

T
1

The NCHESS system dramatically decreases the amount of time spent by hospital staff for each public health
investigation, reducing staff time from 3D minutes perepisode to five minutes or less (and often no time at

all). The NCHESSstem also enables hospitals to voluntarily participate in N§pdfsored initiatives that
promote better and more efficient care.

NCHESS is the designated pathway for eligible itadspgo meet the Promoting InteroperabilitySyndromic
Surveillance objective as part of tMedicare and Medicaid EHR Incentive Progreédausd provides hospitavide

syndromic surveillance usirgp15 Edition Promoting Interoperability technology certified¥@0.315 (f)(2public
KSIfOK adz2NBSAfflyOS o0& GKS 5NHzZYY2YR DNRdzZLJd ¢KS yI Y!
and the CHPL product number is(4.04.1200.HIEB.15.00.1.171127

For more information, vistittp://epi.publichealth.nc.gov/cd/meaningful use/syndromic.html

North Carolina Healthcare FoundatiorAccessHealth N&nd Equity Data Analysis & Quality Improvement

AccessHealth

AccessHealth NC consists of 18 commuipétged networks of care across the state providing access to
coordinated primary and specialty healthcare services for theifmeme, unisured. Networks, funded in part
by The Duke Endowment, are composed of a broad range of healthcare providers and otherdiatdth
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resources working in collaboration to leverage resources and align services. These provider networks provide
medical home and ensure timely, affordable, higjuality healthcare services for underserved North

Carolinians, ensuring that these patients get the right care in the right place and at the right time. Network
partners include hospitals, free clinics, certified rdralth clinics, community health centers, physicians,
medication providers, behavioral health providers, local health departments and many others. AccessHealth
networks have been operating across NC for a number of years and have been branded lobeily by t

community. The NC Healthcare Foundation provides technical assistance and collaborative learning
opportunities to 18 networks across NC. An additional 12 networks are supported by the South Carolina Hospital
Association in S¥ia patient matching domby NCHA staff; data programs maintained by NCHA are used to
identify care trends across care settings.

Equity Data Analysis &uality Improvement

NCHA released a statement in 2020 identifying racism as a public health crisis. Our Board has charged our
membership and staff to initiate efforts to begin to address this important issue. NCHA has organized our efforts
around data, education and innovation. Within the data reaim2021 NCHAcollectedinformation on how
hospitals in North Carolineollect race, ethnicity and language (REAL) data, the processes used to quality check
that data for accuracy and completeness, how the data is stratified, and analysis used in strategic discussions; how
it is used to address gaps in care, developing stpatand clinical care innovations and improvements. NCHA
intends to help standardize and improREAldata collection as well as spread innovative practiceasn effort

to evaluat and clog disparities in care

NCHA has also engaged national and staténers toenhance coordination and help drive forward conversations
around delivering equitable care acrddsrth Carolina.

Hospital Data and Health IT Collaboration

NCHA collaborates on additional hospital datad health Ifrelated projects with a wide range of stakeholders
every year. The point of these collaborations is to enable efficient use of existing technologies and develop new
opportunities to improve the gality of patient care and lower the overall cost of care. By combining consumer
and social determinate data with existing claims and clinical data, we can enhance predictive analytics and risk
adjustment capabilities for work on pressing issues suchrasecaesearch, opioid crisis management, behavioral
health and substance abuse care coordination, enhanced motor vehicle crash reporting improvements, trauma
registry, and controlled substance reporting.

A.58.2 North Carolina Healthcare Information ando@munications Alliance, Inc.

The North Carolina Healthcare Information and Communications Alliance, Inc. (NCHICA) was established by
Executive Order #54 of the Governor of the State of North Carolina in 1994. A 501(c)(3) nonprofit corporation,
NCHICA's msgonuntil its closure in 202@vasto accelerate the transformation of the US healthcare system
through the effective use of information technology, informatics, and analytics.

A.58.3 NC Emergency Medical Services

The North Carolina Office Bimergency Medical ServicddQG OEMS) is théase regulatory agency for Emergency
Medical Services. Emergency Medical Services functions at the local level through 106hesedtyzMS systems
and Cherokee Tribal EM3hese 10 EMS systems coordinate thersice and care provided by thd60 EMS
agencies and0,000EMS professionals functioning in NC. More tBavlillionEMS events occur in NC each year.

NC EMS regulations require an electronic patient care report to be completed on each EMS patient Gtiigact
information is collected within the NC EMS Data System, Continuum, which is operated by ESO S6MS8ons.
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agencies are required by 10A NCAC 13P to complete an electronic patient care report and submit it into the system
within 24 hours of the eventEMS agencies can meet this electronic data submission requirement by using the
free Electronic Health Record (EHRb-based data entry tool or through a commercial EMS data system which
has been certified as a National EMS Information System (NEMSIS)@npliant vendor. Th€ontinuumsystem

is based on the National EMS Data System standard adopted by all 56 US states and territories.

The NC EMS Data Systemas beenexploring how EMS patient care reports could be provided to hospitals
electronically,in an automated fashion, in exchange for more timely hospital outcome informatRartnership

with NC Detect has allowed the NC OEMS to investigate EMS patient outcome data from some limited hospitals,
to which NC OEMS hopes to expand in the futureOBKZSontinues to maintain and enhance all data systems
pertaining to medical record collection amdgulatory data. These data systems are all integrated under one
application, Continuum, which is utilized by all EMS agencies and personnel.

The NC OEMBRas been active in the use of EMS prehospital data to assist with response to the opiate crisis
currently in NC. Various other state agencies utilize EMS data to help track patients and locations where efforts
must be strategically targeted to best comhtihats growing problem. In addition to the opioid items, expansion of
Community Paramedic programs in NC has grown significantly across the state. These programs seek to provide
patients alternative treatment options, linking the right patient, with thght care, at a lower overall cost to the
healthcare system, all while maintaining the highest level of patient satisfa@M®. data is also being utilized to

assist in the response to the COMI® event, working in conjunction with Public Health to latksurveillance

data.

The NC OEMS has served a large role in the DHHS response to thel@Q&iBemic, through the Healthcare
Preparedness Program (HPP). HPP serves as a partner to all of healthcare and works to coordinate Emergency
Medical Servicg Emergency Management, Hospitals, and Public Health in their planning and response efforts.
Medical surge efforts and hospital data collection for CGMDPesponse have been coordinated through HPP as

part of the DHHS Incident Management Team.

NC OEMS®lans to continue to expand the data collection and monitoring aspects of Continuum, focusing on
improving data quality, patient outcomes, and provider performance.

For more information on NC OEMS, Migips://www. ncems.org/

A.5.8.4State-operated Healthcare Facilities

The Division of State Operated Healthcare Facilities (DSOHF) oversees and managesfdratatbhealthcare
facilities that treat adults and children with mental iliness, develeptal disabilities, substance use disorders,
and neuremedical needs.

All of the DSOHF facilities have significant interaction with local medical providers and fadititiégonally, with
the exception of the Neurdledical Treatment Centers, the DSOt4Eilities also have extensive interaction
community providers including MCOs, and IDD or behavioral health servides.ability to share information
within legal bounds, including 42 CFR for the Alcohol and Drug Abuse Treatment Centers, is impootamtudy

of care for the people we serve.

Currently, the only DSOHF facility that has an EHR is Central Regional Hospital, which has installed VistA from the
VA system and made the necessary modifications for it to work within our current sysIenral Regional

Hospital idive and sending CCDsN& HealthConneRdSOHF has started the process of implementing an EHR at

the 3 StateOperated Psychiatric Hospitals as directed in S.L.-28R1Planning for expansion to the other facility

types will als be considered.
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A.58.5 State Chief Information Officer

James A. Weavas state chief information officer (SCIO) and secretary for the NC Department of Information
TechnologyTheSClnas two primary areas of responsibility for information technology withinsthte. The first

area is the establishment of statewide poliagd technical direction. The second is to oversee the delivery of
technology services for state agencies and other subscribers.

As a policy leader, the SCIO has patrticipated in the statewide meetings of the Health Technology Consortium and
its predecessofl KS D2 @SNy 2NRa ¢rFail C2NDS 2y ISIf{TGK FyR LYyF2I
act as subject matter experts for both groupdC DITremairs engaged in the HIT planning and policy
establishmenprocessedor the state of NorthCarolina.

In addition to the policy role, the SCIO also has an operationalM@eDIprovides both mainframe and server
based hosting fostate agencies and local governments; operates two large data centers, one in Raleigh and one
in Forest City, NC; and proeslapplication development services and a statewide voice and data network.

Since2016, OSC amdCDIThave hadlirect oversight over the new NC HIEA, creating opportunities for furthering
synergies between statewide health information exchange and attete data systems

For more information on NC DIT, visitps://it.nc.gov/.

A.6Health Information Exchange

A.6.1 NC HIE/NC HealthConnex
Historical Background:

Coordinated planning for statewide HIE in No@harolina began in early 2009, when the North Carolina HIT
Strategic Planning Task Force (HIT Task Force) was established to forge a new vision of how health and healthcare
can be improved by enhancing the use of health IT.

On behalf of Governor Bev Perdtiee Director of the Office of Economic Recovery and Investment (OERI) charged
the HIT Task Force to engage stakeholders to develop a set of strategic guidelines by which North Carolina could
apply for, and most effectively use, resources made availabteitth ARRA. The HIT Task Force was composed of

17 members; however, more than 65 subject matter experts, staff, and members of the public were invited to
participate in the seven open meetings that were held from April through June 2009.

At that time, NorK / I N2t Ayl Q& &dGl1 4GS 320SNYyYSyid SEIFIYAYSR (KS
assuring that the state retains appropriate oversight authority with respect to the statewide HIE. While essential

to maintain the integrity of the mulistakeholder cdhborative process in setting policy for the statewide HIE, it

is also the case that the state has a rtelegable role as the steward of State assets and the protector of the
public interest that must be preserved. As a result, specific provisions ibthe | L9 Qa 2 NAIJAYI f
LYO2NLR2 NI GA2Y YR oeéflga YIe y20 60S fGSNBRXZ I YSYRS
As noted above, the state of North Carolina has participated in the deaisaiing process around the statewide

HIE netvark since its inception. Originally, with the NC HIE organization as an independeptafibnformer

DHHS Secretary Lanier Cansler acted as Chair of the NC HIE Board. Additionally, the North Carolina State HI’
Coordiy G2 NE {/ LhZ IMetfcait RirddoKactédladNficid ngeimbess of the NC HIE Board. From

early 2013 until early 2016, under CCNC leadership, the NC HIE Board of Directors was dissolved and replaced by
FTAOS YSYOSNR 2F // b/ Qa .2FNR 27T SkogBn@atiéndlpiarmacKahd NS LJ
long-term care-interests, and, by virtue of the CCNC organization, the interests of Medicaid and thénstated
population. Since early 2016, under the NC HIEA, state leaders from both health and human services and
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information technology agencies, as well as representatives of provider organizations, sit on the legislatively
appointed NC HIEA Advisory Board to provide inputintdNBé L 9! Q& RANBOGA2Y | yR 2LISN

The state also plays a significant role in supportimg coordination of HIE efforts. In June 20NC DHHS
Secretary Cansler established the North Carolina Office of Health Information Techri@bigy) OHIT
coordinates HIT efforts across state government and other key stakeholders acrossatheandenaires

consistency with federal policy and initiatives.

Finally, through its provision, payment, and monitoring of heattre and population health, North Carolina state
government collects and distributes a wide range of administrative and clinical hiefdtimation. Accordingly,
state agencies hawsorked withthe statewide HIE, through its different governance structures, to develop cost
effective strategies to share resources and make their systems available through the statewide HIE network.

Current Sate:

The North Caroling&eneral Assembly, the Department of Health and Human Services, and the North Carolina
Health Information Exchange Authority (NC HIEA) are working to enhance medical dewking and
coordination of care, increase health systenfi@éncies and control costs, and improve quality and outcomes
through the provision of secure, standardased, statdevel health information exchange with a statewide HIE
Network, now known as NC HealthConnex.

Use of NC HealthConnekaavs providers todA S¢ G KSANI LI GA Sy aQ néargaHithe] dzR A Y |
consolidates data reporting requirements across the state to ease administrative burden and create efficiencies

by eliminating duplicative data integrationand provides participants withnalytic insights for high risk patient
populations. In addition to providing a bidirectional document exchange, NC HealthConnex offeraddsdde

services that include a clinical notification service based on ADTs and CCDs, specialized registrielationpop
health/public health and Meaningful Use, and a robust data quality program. NC HealthConnex is bidirectionally
integrated with the NC Immunization Registry for improved delivery of immunization reporting through EHRs and
receives automated daily hafeeds from several NC hospital lab systems to satisfy NC DPH and Meaningful Use
requirements. As of May 2021, the NC HIEA is integrated with the NC Controlled Substance Reporting System (the
{GFrGSQa t NBAONALIIA2Y 5 Mazh apicatior piogritdnmyhdinterfack @RY-tovallow g G S Y
single sigron via NC HealthConnex to enable HIE participating providers to meet the statutory requirements of
the STOP Act (NCSL 204j) and combat the opioid epidemic in North Carolihe Division of @blic Health

(DPH) and the NC HIEA are collaborating on a Stroke Registry, funded by the Paul Coverdell National Acute Stroke
Program grant from the Centers for Disease Control and Prevention (QixCproject will utilize hospital stroke

patient demograhic and clinical data received by NC HealthConnex to identify patients at risk of stroke, facilitate
DPHIed improvements in the quality and continuum of stroke care, and facilitate the identification and
elimination of disparities in stroke caras of 221, the NC HIEA and the Stroke Registry Workgroup has completed

a comprehensive review of the 155 hospital data elements and 33 associated code groups. The project is planned
to be completed in June 2022.

In 2022, the HIEA also plans to connect the Nle€&df Emergency Medical Services (OEMS) to NC HealthConnex
to incorporate prehospital data into the Stroke Regist@urrently there are twentgix EMS facilities to NC
HealthConnex with an additional 140us facilities engaged.

NC HealthConnex is suprting the public health response in partnership with DPH as well as working on behalf
of its participant and stakeholder communities to provide access to GO¥tata from NC DHHS. NC DHHS
receives vaccine administration and lab data from hospitals laeath systems, and also dozens of retail
pharmacies then send the data to the NC CGMD/accine Management System (CVMS). NC HealthConnex
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enhances the vaccine data by matching against its master patient index and provides interim reporting of
aggregag¢ vaccine numbers to NC DHHS. In addition, NC €OVé#Ds are sent back to NC EDDS with the near
reaktime NC HIEA resulting Data Lab feed and CQ¥IBbs from DPH are shared in outbound NC HealthConnex
services such as the clinical portal-divectional and NC *Notify to health care providers. Finally, NC
HealthConnex has expanded NC DETECT data sources to ensure more complete coverage of the state to addres:
the need for early event detection and timely statewide, public health disease surveillahge

Milestones Since Inception:

The series of milestones noted in the timeline below show the progress of HIE from 2009%osg@afning
organization of stakeholders and development of the initial strategic and operational plans, to the operational
and growing HIE network of 201

June 24, 2009The HIT Task Force released Improving Health and Healthcare in North Carolina by leveraging
federal health IT stimulus funds that outlined recommendations around the critical components of a successful
health IT infrastructure and operations for a statewide HIE.

July 16, 2009Governor Perdue signed Executive Order 19, charging the North Carolina Health and Wellness Trust
Fund (HWTF) Commission with the responsibility for coordinating North Carolinaaff®#t$ and creating the

North Carolina HIT Collaborative to make recommendations to the Commission regarding the development of the
Gb/ 1 L9 1 QlGAz2zy tfl yoé

September 11, 200HWTF submitted a Letter of Intent to seek Cooperative Agreement funds on bENalftb
Carolina.

October 16,2009 |12 ¢ C adzo YAGGSR / 22LISNI GAGS 1 ANBSYSyd ! LILX A

December 9, 200NC HIT Collaborative Privacy Workgroup released Briefing Paper: Developing a Statewide
Consent Policy for Electronic HiBENorth Carolina which addressed issues and making recommendations for
next steps.

February 12, 20T0HWTF received Notice of Grant Award from ONC to fund HIE planning and implementation
activities through 2014 and notification of approval of North Caeofitate HIE Strategic Plan Version 1.

April 2010 A publieprivate partnership model to govern statewide HIE in North Carolina was recommended and
approved; the NC HIE nédr-profit organization is incorporated.

May 14, 2010The first board meeting of thnew nonprofit, publigrivate partnership governance entity for NC
HIE is held. The NC HIE Board of Directors is comprised of 2éveEe€xecutives plus ex officio members from
the state. The Board is athaired by NC DHHS Secretary Lanier CanslgramdCEO and Chairman of Glaxo,
Inc., former CEO of Massachusetts General Hospital and healthcare advocate, Dr. Charlie Sanders.

Late May 2010 The NC HIE appointed mdtakeholder Workgroups (Finance Workgroup, Legal and Policy
Workgroup, Clinical andethnical Operations Workgroup, and Governance Workgroup) and drafts Workgroup
Charters.

June 2010NC HIE Workgroups began developing consehased recommendations to inform the Statewide HIE
Operational Plan and to update the Statewide HIE Strategic Pla

August 31, 2010The NC HIE and HWTF submitted an updated Statewide HIE Strategic Plan and Operational Plan
to ONC.

November 29,2019 hb/ | LIWIINRBGBSR b2NIK /FNRtAYylFQa {dFG§SeARS |
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December 1, 20200NC transferred the Cooperative Agreement from HWTF to NC HIE.

December 22, 2010Governor Perdue issued an Executive Order appointing the NC HIE as the State Designated
Entity. Management and oversight of the State HIE Cooperative Agreement wastrad$sfom HWTF to NC HIE.
The process began within ONC to transfer the Cooperative Agreement to the NC HIE.

December 2010HWTF in partnership with NC HIE and North Carolina Community Care Network submitted a
completed application for the Challenge Grant.

January 27, 202 ONC awarded HWTF a $1.7 million Challenge Grant to deploy medication management services.

First Quarter 2011 The NC HIE workgroups continued to meet focusing on the following: The Governance
2 2NJ INR dzLIQa T2 Odza &K ik thid thase: () vhoiwi Baltitidate JNReYStatdkide HIE; 2) rules
and policies for participation; and 3) enforcement and oversight. The Finance Workgroup began focusing on
developing the work plan for the ongoing sustainability effort. The CliaiméiTechnical Operations Workgroup
began their efforts by focusing on these tasks: 1) refining the requirements for core andadaled services; 2)
providing input on request for proposals; and 3) helping facilitate deployment and integration of kitesénto

the health system. The Legal and Policy Workgroup focused on drafting consensus legislation that would facilitate
an optout consent model for the exchange of patient information. April 1, 2011: ONC transferred the Cooperative
Agreement to the I€ HIE effective December 1, 2010.

April 25, 2011 The NC HIE released the request for proposal (RFP) for the technology service vendor to partner
with the NC HIE in providing the technical services to execute the plan developed by the consensus of the wide
array of healthcare interests in North Carolina. Over 30 vendors completed Letters of Interest with 17 vendor or
vendor teams submitting formal proposals.

June 27, 2011Senate Bill 37§ Facilitate Statewide Health Information Exchange passed both thesddand

Senate. It was signed into law by the Governor on June 27, 2011. The bill is designed to facilitate and regulate the
disclosure of protected health information through the voluntary, NC Health Information Exchange (NCHIE)
network. http://www.ncga.state.nc.us/Sessions/2011/Bills/Senate/PDF/S375v0.pdf

July 27, 2011The NC HIE filed its application for tax exempt status.

August 2, 2011 After the highly structured ngew of the technology service proposals, the NC HIE and the
Capgemini/Orion Health consortium executed a Master Development Services Agreement and related Statement
of Work. NC HIE and the Capgemini consortium are working together to deploy the HIEuictuas and on

board participants first quarter 2012.

August 9, 20110NC transferred the Challenge Grant to the NC HIE.

September 28, 2011Blue Cross and Blue Shield of North Carolina (BCBSNC), in collaboration with the North
Carolina Health InformatioExchange (NC HIE) and Allscripts, launched the North Carolina Program to Advance
Technology for Health (NC PATH) program created to place North Carolina at the forefront of healthcare
reform. NC PATH will equip physicians with Allscripts EHR softwéseigport andconnect healthcare providers
across the state through NC HIE. Designed to meet the needs of both physicians and patients, NC PATH will move
North Carolina into a new era of quality healthcare. The NC HIE will manage the program adminiatrdtion
facilitation as well as support all members of the healthcare community in North Carolina regardless of their EHR
technology. BCBSNC is donating the cost for the implementation of an Allscripts EHR as followset&arkn
providers, BCBSNC will e85 percent of the software cost, support and maintenance costs and the NC HIE
connectivity and membership fee for a period of five years. The provider is responsible for the remaining 15
percent. For free clinics, BCBSNC will cover 100 percent of ftlieas® cost, support and maintenance costs and

NC HIE connectivity and membership fee costs for a period of five years.
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March 1, 2012NC HIE network goes live and connects a dozen independent primary care providers through the
NC PATH partnership.

March 16, 2012 N3CN becomes the first Qualified Organization (QO) and will serve as an organizing entity to
connect providers and hospitals with NC HIE.

March 31, 2012 North Carolina Community Health Center Association announces plans to connect safety net
providers to NC HIE.

May 1, 2012 Solstas Labs and NC HIE partner to provide labs through NC HIE.

May 3, 2012NC HIE received 501(c)(3) status.

July 30, 2012NC HIE launches Direct Secure Messaging.

August 31, 2012NC HIE completes NwHIN conformance testing

September 7, 2012 abCorp and NC HIE partner to provide labs through NC HIE.

October 8, 2012NC HIE board of directors approved a merger proposal from N3CN.
December 10, 2022N3CN board of directors approved the merger with NC HIE.

December 12, 20X Halifax Regional Medical Center is the first hospital to go live on the NC HIE network.

February 1, 201:3The merger of CCNC and NC HIE is finalized. NC HIE becomes a subsidiary of CCNC and
appoints Michael Jongkind of CCNC as interim CEO. A new balirectdrs composed of existing CCNC board
members is established.2022D14: Few records on milestones while under CCNC governance were transferred

to the NC HIEA. However, during 2€RL4, the NC HIE went from zero to 30+ hospitals contracted to

participate by October 2014, including the UNC Health Care System, which accounted for eight hospitals and
2O0SNI cnn FYodzZ Fi2NE FlLrOAtAGASAD® LYy adzYYSNI unmnI GKS
Messaging service, integrated directly intethEpic and Meditech EHR systems.

April 2015 NC DHHS performed an assessment of the state of the HIE under CCNC, and due to concerns about
sustainability, recommended the HIE be brought under state governance.

September 2015The North Carolina Healthfetmmation Exchange Authority (NC HIEA) was created in Session
Law2018Hnm &a® MH! ®n YR MH! ®p AYy {SLIISYOSNI wunmp (2 2@8
legislation also mandates connection/participation/data contribution by health care pravidddorth Carolina

that receive Medicaid and other state funds for provision of health care services.

February 2016The NC HIE was transferred from the Community Care of North Carolina (CCNC) / North Carolina
Community Care Networks (N3CN) structure to the new state agency, the North Carolina Health Information
Exchange Authority (NC HIEA).

In its first 36 monthsunder State governance (April 20March 2019), the NC HIEA built capacity, a brand, and
infrastructure, while rapidly connecting providéfHRsat care sites statewide to enable exchange. Major
accomplishments include:

9 Built capacity to a team df3;
1 Partnered with SAS Institute to build and support technical connectjons
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1 Upgraded and modernized the HIE platform to the indusgading Intersystems Health&re;
1 Applied for and wasawarded federal financial participatioriunds under theHealth Information
Technology for Economic and Clinical HeAth(HITECH partnership with NC Medicatd support
data connections and operatiorgr the Medicaid providr community,
1 Launched initial education and outreach efforts, including:
0 Spokeat 165+conferences and events 5,000+ health care providers,
o Establishedhree stakeholdemwork groups focused on specific provider segments and use cases
(behavioral hedh, dental, use case work grougnd
o Sent frequentommunicationghrough payerand provider advocagyartners
9 Built significant technical capacity and infrastructure, including:
0 A statewide direct secure messaging (DSM) provider directory,
Clinical ®ent notifications,
Automated reporting of immunizations and laboratory results to State public health systems,
A Diabetes Registry, and
Connection to the nationwide eHealth Exchange, which enables query exchange of patient health
records with border sta andinterstate HIEs, including the joint federal HIE for the Department
of Veterans Affairs/Department of Defense, to support patient care during disaster response and
travel;
1 Connected 5,500+ facilities, including 110 acute care hospdtads;
1 Developel theNC HIEA Roadmap 201detail strategies and key initiatives for the next 36 months.

(0]
(0]
(0]
(0]

Over the past 36 month§April 2019March 2022), theNCHIEAhas continued to build connections to electronic
systems that contain patient data, while expanding its focus on vadlaeed services, data quality, and public
health support. Major accomplishments include

1 Increased staffo 22;

1 Applied for and was awarded federal financial participation funds underti&CH Aat partnership
with NC Medicaid to support data connections and operations for the Medicaid provider community
and enhance notification service and data quality effeotsupport Medicaidlransformation;

1 Enhancedhe clinical notification service, NC*Notjfyto include a sefservice panel loaderauto-
attribution; multiple notification delivery methodsand clinical intelligence alerthat include dental
alerts, COMD-19 test results,chronic care management, piabetes, diabetes, and care team
changes available to i&70+ liveorganizationsAs of November 2021, NC*Notify distributaser4M
alerts per month to subscribers;

1 Connected to the Patier€entered Datadome™r a nationalnetwork of HIEghat proactively alerts
health care providers when their patients have a health eerd., an emergency department visit)
away from home

1 Enabled Fast Health Interoperability Resources (FHIR), an emerging national standard foaitpid
data exchange and accdsg providers, patients and payers
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1 Engaged in sustained, targeted outreach initiatives including presentations to practicegarovid
IANRdzLJAZ VY2yGKfte al2g G2 [/ 2yySO0Gé 6SOoAYFNBRI jc
messages distributed through partner organizations;

1 Deployed 30+ NC Area Health Education Centers (NC AHEC) technical specialists across nine regiona
offices toassist practices with HIE training and workflow integrationsite and created sevean-
demandvideo training modulefor the NC HealthConnex Clinical Portadl @alueadded services;

T WSOSAGSR yIFiA2ylf g6 NRax AyOfdzRAy3a GKS wnanmd {
Community Partnership Achievement Award for Hurricane Florence respihres2019 State Scoop
State Leadership of the Year Awaehd honorable mention as #&inalistfor the 2020 National
Association of State Chief Information Officaveard in the category digital Services: Government
to Business

1 Completed connectiontotaling 7,000plusfacilities, includingl40 hospitals and reprsentingmore
than 58,000contributing providers, 1Ml unique patientsand more than20 border/interstate HIEs
and

1 Deepened the partnership with NC DHHS in support of critical Medicaid Transformation and public
health initiatives as discussed3®ctionA.6.2 Strengthening Partnership with NC DHi¢®w.

In 20222025 the NC HIEA plans to (i) continue building out statewide and supporting connestititgvailable
resources including toEHRsother data and claimsystems maintained by health care entitieslditionalSate
systemsat the direction of N®OHHSand other agencies (e.gcorrectionsfacilities, and other state HIEs; (ii)
prepare for and implement a new enfament structure, if directed by the General Assembly; andd@i)elop
andenhanceservices within the following strategic areas:

9 Build upon a strong HIE foundation to support data quality and emerging data standards championed
by the Office of the Naticad Coordinator for Health IT (ONC) and the Centers for Medicare & Medicaid
Services (CMS);

1 Broaden exchange capabilities to promote dati@mocratizatiod for participating provider
organizationsnd innovation to support patieatentric whole person care;

1 Cultivate economic value and financial stability by providing a health data utility to support value
based cargand

1 Support population and public health priorities through surveillance and analytics as a service

a2NB AYT2NXNIGA2Y 2y ALISOATAO AVAGAIFIGADGSAE 6AfMayaz2y
2022

A.6.2Strengthening Partnership with NC DHHS

As the NC HIEA has matured, it has strengthened its partnership with the North Carolimarigepaf Health
and Human Services, particularly in support of Medicaid Transformation efforts and public health surveillance
during the pandemic. With access to near rgale clinical data from across the North Carolina health care

Accessed: 1/16/2022
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ecosystem, botlthe NC HIEA and NC DHHS recognize the opportunity to positively impact patient outcomes and
to introduceefficiencies into valuéased care and public health monitoring.

For the NC DHHS Division of Public Health (NC DPH), the NC HIEA assists with véooiss refearting and
surveillance initiatives, including:

1 Automated electronic reporting from provider EHRs to the NC Immunization Registry (NCIR);

1 Automated electronic reporting of laboratory results from hospital EHRs to populate tEdelifonic
Disease Surveillance System (NC EDSS);

9 Automated reporting of covid test results from seven reference talive NC EDSS;

1 Receipt of statewide covid testing results from NCCOVID within NC HealthConnex for enhanced
patient care and State reportj services;

f Provision ofadditional clinical data on COVID/Influenza] A 1S LffySaa oL[LO (2
syndromic surveillance systemnd

9 Built and supports a NC Diabetes Registry, with a NC Stroke Registry in development for 2022.

Additiondly, during the pandemic DHHS and the NC HIEA partnered as they developed a COVID vaccine
management system (CVM$YC HealthConnex offers connectivity to the CVAdSwvell agpatient matching

services across sources to enhance vaccine data by utilizilddCéealthConnex master patient indeko reduce
doubleRF G SYydiNBX b/ | St K/ 2yySE KIFa O2yldAydzsSR (2 KS&
pharmacy management systems with the CVMS database. This data exchange tleelunessl formanual entry

of vaccine administration data directly into CVMS.

1 CVMSCOVID Vaccination Counts to date:
0 Total vaccinations through HIE Direct Integration (includes NCIR) 2,147,499
0 Total vaccinations through Pharmacy integration 5,393,797
0 Total vaccinationprocessed 7,541,296 (total vaccinations including all ages Dose 1, Dose 2, Dose 3,
Dose 4, etc.)

For the NC DHHS Division of Health Benefits (NC DHB), the NC HIEA assists with providing specific clinical an
demographic Medicaid beneficiary data for gtaltieporting and programs, including:

1 Built and supports a COVIM dashboard that tracks in near reahe COVIBEL9 testsanddiagnoses,
as well as reported symptoms and indicators that could signify potential CO®/ifases$. The
dashboard allows forigwing and manipulation of these indicators with their demographic attributes
geographically to allow NC DHB to closely track, and better manage, disease progression in the
Medicaid population;

1 Providesan annual extract of clinical data elements neededuto hybrid quality measurg®iabetes,
Hypertension, BMI measures, and Depression Screening supported in, 2d¢tl)discussions to
expand the data set in future years

1 Partnered with Medicaid and Prepaid Health Plans (PHPs) to id&ttifglinical data kements
representinghe highestpriority datasetrequired for monthly performance measurement to support
valuebased care, with plans to deliver those data extracts monthly beginning in March 2022 and
expand the data set in future years;
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1 Provides contaanformation found within HIE data as requested for Medicaid providers to assist with
various outreach and communication efforts;

1 Deliveral geographic visualizations in partnership with the NC Department of Information Technology
(NC DIT) Geographic Information System (GIS) team to help NC DHB better understand network
adequacy to determine (i) where exceptions may need to be granted to fegifised to meet access
standards or (ii) where PHPs may need to expand their networks to include available providers in
areas where the standard should be able to be met;

 Isin process of incrementally implementing the National Committee for QualitzNdsy OS 6 b/ v !
Data Aggregator Validation (DAV) Program, with a pilot planned to kick off in June 2022, which allows
clinical measures produced from HIE data to be NC&#fied; and

1 Isin process of implementing a provider data quafisentive program in partnership with NC AHEC
that pays incentives to providers for meeting data completenasd quality benchmarks to ensure
that the data submitted from EHRs to NC HealthConnex meets standards that enable interpretation
and analysis bytber providers, pyers, and NC Medicaid.

For the NC DHHS Division of Mental Health, Developmental Disabilities, and Substance Abuse (NC DMH), NC
HealthConnex supports integrated access to the NC Controlled Substance Reporting Bgsthie.Strengthen

Opioid Misuse Prevention (STOP) Act of 200lIC$L 20174), health care providers in North Carolina who
prescribe controlled substances must access a pati€BtlLJ2 NIi FNBY GKS / {w{ Gl SNR
history of controlled substances prior to writing prescriptions for targeted controlled substances. The STOP Act
Ffa2 NBIJdANBR Iy AydSaNIGA2Y 0Si6S§am, dikeSthexContrall&Qa L.
Substance Monitoring System (CSRS), and the HIE, NC HealthConnex. The NC HIEA partnered with the N.(
Department of Health and Human Services Division of Mental Health to build a singlendeyeraging an
Application Programing Interface AP N2 Y G KS b/ | SIf 0K/ 2yySE Of Adig OF £ |
monitoring program, Controlled Substances Reporting System. This integration allows the end user already
accessing the longitudinal NC HealthConnex clinical pbtotaiew the CSRS report, along with the risk scores,
without leaving the HIE portaNC HealthConnex participants who haeenpleted the access request procedt
beginonboarding in August 2020.

And for the NC DHHS enterprise, the NC HIEA uses demographic information from NC HealthConnex to match
LI GASydGa rONRr&aa b/ 511 { aeaidSvya (G2 LNRPOGARS Ayairaki

The infrastructure, dnctionality, and data exist today to expangon these capabilities to support additiondC
DHHSprograms and initiativessing dashboardslinical intelligenceand notifications For example, extending
electronicsyndromic surveillance of infectious diseateacute and ambulatory care settings statewida low

cost, high value propositiorExpanding automated electronic reporting of and access to state public health
systems via NC HealthConnex would also presaormous efficiencies to both providers and public health
officials

NC HealthConnex Supports Federal CMS & ONC Requirements 2021:

Conditions of Participation (CoP) for Hospital Electronic Notifications

The Centers for Medicare and Medicaid ServiceISfCequiresthat all hospitals meeits conditions of
participationfor electronic notifications. Hospitals mushsure that they makeeasonable efforts to send
electronic notifications to primary care providers, skilled nursing facities other heah care facilities at the
request of either the provideor patient.
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NC*Notify, the statedesignated health information exchange's subscripti@sed notification service, offers the
ability to meet the requirements of this rule.

9 Seetechnical details on CoP requirements for ADT fields
1 Seechecklist for CoP compliance

Information Blocking

The NC HIEA is committed to interoperability and information sharing, anithbagporatedthe 21st Century
Cures Act information blocking regulatioingo its policies.

NC HealthConnex participants can find the Request for Release of Electronic Protected Health Information form
here. All updated policies, including the NC HIEA Privacy and Sedeolity and User Access Policy, which can be
found here.

From time to time, the NC HIEA may receive requests for Electronic Health Information (as dedibe€dinR. §

MTMOMAHO OSNT IVLERA NI 2NBKO2 NRa FNRY Yy O0A0 AYRAGARAZ €
OAAALD YR AYRAGARIZ & 2N SydAade GKIG Aa y2a 02yyS0Gs
On such occasions the NC HIEA shall cowiiyG.S. § 9@114.6 Yy R y 2 FdzZ FAE{f (GKS AYyRA(

MIPS & BiDirectional Measure

The NC HIEA collaborated with NC AHEC to educatelddlthConnex participants about the nevagded
measure (December 2020) to the Promoting Interoperability program. Training materials, building technical
capability (for those who may not currently have it) and workflows to support participant engagemdt i
directional exchange via NC HealthConnex for all patients seen by the eligible clinician and for any patient record
stored or maintained in their EHR were establishBi€ HealthConnex conducted a TeleTown Hall webinar in May
2021.

I 6/ 2YYSQUBRIBENRAOQI GFrofS yR O2NNBAELRYRNGHEAY ! LIZ |
website
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A.6.3 Other HIE Initiatives in North Carolina
Coastal Connect Health Informatiorkéhange (CCHIE)

CCHiIlbvas established in 2009 by provider stakeholders: Dosher Memorial, New Hanover Regional Medical
Center, Pender Memorial, Southeastern Health, and Wilmington Health. In 2017, Onslow Memorial joined CCHIE
as a stakeholder hospital. TRBE technology (Health Catalyst, formerly Medicity) was deployed in 2011, creating

the secure data sharing network for unaffiliated providers in southeastern North Carolina. The exchange supports
patient-centric care transition between providers, reducedundant testing, realizes efficiencies in workflow and
improves patient outcomes. CCHIE is governed by a multidisciplinary board composed of representatives from
stakeholder hospitals, community practices, the state Medicaid management entity, and a urdiyim
NELINBASY (Gl GABSd [/ /1 L9Qa adadlIAylFoAftAGeE Y2RSt Aa 4&d:
provider participation fees.

v A N A o~

Over2.4million patienst N6 AYyRSESR 2y GKS 1L9Q&a /2YYdzyAde 1St
gueryretrieve access to care documents from ov@dl datacontributing sites,which represent acute,
ambulatory, diagnostiqublic healthand postacute facilities. Dat shared include lab results, pathology results,
radiology results, discharge summarésl other departmental/transcriptiotike reports encounter information,
RSY23ANI LIKAO& YR //5ad [/ /1L9QA AYAUGALFf TaARtaGMNhyd 2
Carolina through HIE to HIE connections and eHealth Exchange connection with Vidant Health, Duke Health, UNC
Health CareNC HealthConnexDaVita Dialysis Centers, SCHIEx (South CarolinaDdf&ytment of Defense,

+ S S NI y aMissidn Aielth andBAGium Health. For patients indexed on CCHIE, care summaries can be
gueriedretrieved from these data connections for the improvement of care transition. Other services provided

by CCHIE are retalne ADT encounter notifications, results deliyeand ordesresultsexchange
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CCHIE participants have confirmed their value to accessing to patient information at the point of care as improving
the experience for both patients aralinicians. Fomore information, please visitww.coastalconnect.org

Mission Health Connect

History

For almost a decade (20@62014), Mission Health System participated in WNC Data Link. WNC Data Link was a
pioneer in the Health Information Network / Exchange arena with a primary focus upon regional connectivity

and population health. In 2014 with theayving regulatory demands related to Meaningful Use WNC Data Link
chose to sunset and Mission Health Connect was established. In February 2019, Mission Health System became
the NC Division (NCDV) of HealthCare Corporation of America (HCA).

Drawing from @er a decade of interoperability experience, Mission Health Connect serves as the Rdtional
for western North Carolina. Regional HIE designation allows external participating entities the option to
automatically be in compliance with state law connentiequirements to NC HealthConnex, unless they prefer
to directly connect to the state. Striving to improve the overall health and wellbeing of the regional and state
wide population, Mission Health Connect allows health care information to be electriyrsbalred bi

directionally between different facility and provider medical record systemisile maintaining privacy, security
and accuracy of shared protected health information (PHI).

Current State

Mission Health Connecbntainsover 1.4 million unique patients from within the expansive network of the HCA
NCDV, formerly known as Mission Health Sysaeich other contributing participantsThe HCA NCDV is
comprised of 6 hospitals ari?0ambulatory practices that service the far western 18 countiesartiN

Carolina. Direct integrated connectiomith NC HealthConnex and several otherth Carolina HIEs now
extendconnectivity across entire statéAtrium Health CareConnect, Adventist Health Systelet¢her, N&
Coastal Connect HEBd UNC Healthcamae key connecting partners within the state.

National key connecting partners include Veterans Administration and DaVita Didyssson Health Connect
continues to expand our interoperability nationally witttegraton with eHealth Exchange, Commoal\and
CareQuality networks.

For more information, please visiittps://MissionHealth.org/HIE
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Atrium HealthCareConnect

Atrium Health CareConnect is a health information exchange (HIE)rinates a secure method to share patient
information between providers at participating facilitie€CareConnect provides two methods of providing
information to outside organizations (those other than Atrium Health):

MO /I NB/ 2y yladmo@a | L9 6So
2) bidirectional exchanges set up between Atrium Health and other interested organizations

CareConnect has been in existence since 20Hday, the portal is used and accessed by @7&non-Atrium
partnerorganizations.CareConnect is also conned to 30 external organizations where those organizations can
FOOSaa AYyTF2NN¥IGA2Y &02NBR Ay 2dz2NJ 1 L9Q& NBLRAaAW2NE A
A&ad 2F LI NIGYySN O2yy S Odnbut wehsitd Yy R dza SNEQ 2NHI yAT A2y 2
https://www.atriumhealthcareconnect.org/media/carolinascare-connect/participatingpartners.pdf

A.7MMIS and Current HIT/HIE Relations with MITA Assasnt

NCTracks and a new reporting and analytics solution include a data warehouse, decision support, business
intelligence and fraud and abuse detection functionality. In 2010, it was stated in the original SMHP that part of
the challenge for the HIT/HIEroject would be the ability to make modifications to NCTracks to support the
HIT/HIE environmenDHHS is also coordinating its efforts with the planned MITA transition which will result from
the implementation oNCTracks

A.7.1 Coordination of HI'Plan with MITA Transition Plans

511 {Q 32t Aa (2 O22NRAYIGS AG& ItheMedichid BfterfiSetSalNiBNE & A
(MES) Procurement Proje& | | { NX O23yAi Sa GKS adySNBEAaAGAO O2yySaoi
0S¢ FraasSaavySyids oKAOK gAatf O2yaARSNI GKS adlasSqQa 3zt
Enterprise Systems.

The current status of MITA is to provide a better understanding of the role it is expected to play in the broader
national dialogue regarding HIT and HTBe comprehensive report of the MITA 3.0 State-@afessment was
submitted to CMS in 2021.

The new system, NC MIMS, will evolve from the traditional MMIS concept to a modern, modular structure for the
MES. This includethe integration of modular COTS solutions and SaaS, senec¢ed environments, and the
leveraging of cloud computing, where possible, to facilitate interoperability and better alignment to the MITA 3.0
Framework.

TheNC MIMSystem willbe characteded by the integration of modularized Saal COTS solutions, which are
highly decoupled, connected through a serviozénted software solution that will be rules based, and will
provide alignment with the MITA 3.0 Framework.

A.8 Medicaid, HIE, REC ahtkalth and Human Services HIT Coordination

Per the SL 2000451 of the NC General Assembly, NC DHHS, in conjunction with the SCIO and the NC Office of
Economic Recovery and Investment, shall coordinate HIT policies and programs within North Carolina. The
DSLJ NI YSyd Qa 3 2date HIX pblici€s2agd\hiodrafis shallyp&to avoid duplication of efforts and to
ensure that each state agency and other public entity, as well as the private entity undertaking HIT activities
associated with ARRA, leveratgegreatest expertise and technical capabilities in a manner that supports state
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and national goals. This law also directs that NC DHHS shall establish and ldifeotanagement structure that
is efficient and transparent and that is compatible with tBBIC governance mechanism.

Prior to this session bill, the Secretary of the NC DHHS formedateeHIT Steering Committee (previously HIT
g2N] ANRdzLI6 NBFSNBYOSR I 02 @ %ark atognd BIFR. NisAngllidéddrdinatios RS LJ
among theseveral key ARRA funding programs, the State Medicaid HIT Plan, Section 3201 Funding, the HIE,
Section 3013 Funding and the REC, Section 3012 Funding.

In response to SL 20@2151, DHHEreatedthe Office of Health Information Technology (OHIT). Positrahsded

the OHIT directora privacy and security officer, a technical direcaministrative assistantand afull-time
program manager. The OHElresponsible for monitoring and coordinating activities of all other state agencies
and nongovernmental organizations engaged with HIT and HIE activities, either of a planning, research or
operational nature. From May 2013 tilnApril 2014, the OHIWas 100 percent vacanf newdirector servedas

the only OHIT employeftom April 2014through July 2016then the OHITwasvacantuntil a new Director of
Health Information Technologyas hired in July 201 TheDeputyChief Technology Officésthe OHITdirector

and also directs theCloud Center of InnovatiorGatalyst GroupkEnterprise Architecturethe Division of State
Operated Healthcare Facilities (DSQHIRd the Division of Mental Health, Developmental Disabilities and
Substance Abuse (DMidhd waks closely with the NC HIEAtate hospitals, and other partnets align IT
activities to deliver even higher efficiencies and standards of service

A.9NC Medicai@ EITrelationship with theNC AHEC

The NC AHEC Program previously served as the NQ\&REipported ovei7,000primary care and subpecialty

LINE GARSNE AY GKSANI LIJzZNBEdzZA G 2F YSEFyAy3aATFdAd dzaS 2F |y
original goal of 3,465 providers set at the start of the program. By deploying hidldd skaff through their nine

regional centers, NC AHEC suppdgtrimary care and specialty care physicians with robust practice assessments,
workflow redesign, selection and implementation and the appropriate use of EHRs to achiexedfidomote
interoperabilityof the technology and improve health outcomes throughout the state.

NC AHEC has expanded its consulting workforce oeEpiienced professionals to serve the nine regions of the
state defined in its original grant applidéan to the Office of the National Coordinator for HIT. The continuation of
these services will better enable NC AHEC to help practices implement technology and/or use their previously
existing technologythereby, meeting the federal standards Bfomotinginteroperability The NC AHEC program

has continued to build capacity in coaching practices through transformation to prepare for neferpalue
payment models and stands ready to quickly disseminate technical assistance to its ha@@4ogprimarycare

and subspecialty practices.

NC AHEC maintains anhiause database to track and monitor the progress of the providers associated with the
services it provides. This database allows for the assignment of caseloads tedite chnical staff, monitoinig
of deliverables for contracts and an overall database of providers.

NC Medicaid and NC AHEC collaborate to share information. Regularly scheduled meetings between NC Medicaid
and NC AHEC are planned to leverage outreach and educational opportun@iédedicaid and NC AHEC share
information on trends, risks and issues, health information exchange, and training and outreach schedules.

A.10Current Innovations; Affecting the Future Direction of EHRs

NCMedicaid isactively participating in the statewide effort to support the utilization &HIRT through its work
with NC AHEGtsrelationship withthe NC HIEA, and by leveraging physiciatigipation in the CCNC medical
home model.
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A.10.1Community Care of North Carolina Program & North Carolina Community Care
Networks, Inc.

Community Care of North Carolina is described inStete Plan of North Caroliress theenhanced Primary Care
CaseManagement progranfor the State to managthe PCCM Medicaid Direct Population.

North Carolina Community Care Networks, IfBISCN)is the private norprofit organization through which the
State contracts to oversee theCCM Prograrfor the Medicaid Direcpopulation which includegnsuringthe
Community Care of North Carolina affiliatbtedicaid Directproviders meet program goals and performance
measures.

N3CNensures there is a sufficient panel of primary care providers to serve enrolled populationsnitititives
agreed upon by BBand N3CNN3CNestablistesuniform processes to carry out these initiatives.

N3CN uses its Data Platform to carry out some of the requirements outlined in State Plan and Con2@2i430
061-DHB, between DHB and N3CN.

The D#a Platform has healthcare claims data provided by Medicaid, as well as health information about program
participants obtained directly from healthcare providers and care managers and/ or the primary care medical
record. Additional data sourcésclude: Surescripts pharmacy data pharmaognagement system vendors such

as PioneerRxXGenoaand QS/1, among othertaboratory results from LabCorp and Solstas, and thirees daily
hospital admission/discharge/transfer data from over 100 NC hospitafsrmation is accessed by the Care
Managers, Practice Support staff, and providers to identify patients in need of care coordination; to facilitate
disease management, population management, and pharmacy management initiatives; to enable communication
of key health information across settings of care; to monitor cost and utilization outcomes; and to monitor quality
of care and provide performance feedback at the patient, practice, and network level.

Informatics Center Functions and Frelind Applications
CCNC VirtualHealth (VHYELIOS Platform:

The CCNC VirtualHealth (VHELIOS Platform enables care management staff and support to document and view
0KS aSRAOIFIAR NBOALASY(d NBO2NR& (GKNRdzZZK2dzi YSY0OSNEQ
sevices. VH provides a standardized framework for the care management workflow and documentation, while
incorporating tools for member assessments, goal setting, and health coadthingnables users to view
YSYOSNEQ LINPINBAa (KNPadaus episdd& of@areNBH plagoymiircldézithfee poytdks

¢ Care Management (CM), Provider and Administrative portals.

¢KS 1 FLWXAOFGARZ2Y A& LRLWzZIIGSR o6& RIFIGF FTSSRa az2dzN
flexibility and the oppdldi dzy A 1 &8 (12 SEOKI y3aS Ay TF2NXYIGAZ2Yy | ONR&& [/ ¢k
while populating key risk stratification and claims information, such as prescription fills. Care management tools
are incorporated into the VH system, such as treaisk screenings, prografevel, comprehensive needs
assessments, medication management, care plans, and secure messaging to allow care managers to communicate
YSYOSNI KSIfGK AYyF2NN¥IGA2Y &aSOdzNBfeée (2 LINREBRkRSWNE Ay
programspecific tasking are leveraged to ensure evidebased standards and key program components are

met. Complex care management services also offer health coaching and integration of patient education tools
(Healthwise). Staff have amobile app (for care management staff to use on home visits or when internet
connectivity is limited)available. As ofJanuary 2022 approximately1,200 care managementand care
coordinationstaff members use this care management platform statewide.

CCNG/H Provider Portal:
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The VH Provider Portal was created to improve the care provided to the members served. It is intended to give

Ot AYAOALYya | Y2NB O2YLINBKSYaAaA@dS @GASg 2F GKSANI YSYOS
care coordinatio® SG6SSYy YSYOSNEQ OFNB (GSFY LINIHAOALIYGAD
Through the Provider Portal, members of the care team may view member information including but not limited

to:

Visit history (including inpatient, emergency department, and office visits),

Medication list incluthg those prescribed by other providers,

hiKSNJ LINEGARSNE 2NJ OFNB YIFylF3SYSyid adlr¥F YSYoSNE
Comprehensive needs assessments, care plans, and medication reviews,

Information on how to make a referral to the CCNC care managereant,tand

= =4 =4 =4 =

9 Secure messaging to CCNC team including care managers and pharmacists.
As ofJanuary 2022approximately650 providers use this provider portal platform statewide.
Analytics and Reporting

[ I NB L Y LJ Onalgtics/andbepditiaglatform utilizes Tableau software to convey data through seeled
dashboards that enable filtering and trending, as well as drilling down to pdtest data. Carelmpact conveys
important information to CCNC staff and primary care medical homes fariegsappropriate identification and
care of the Medicaid population, including

1 Population health data via monthly member demographics, conditions, costs and utilization (Inpatient and
ED usage)

1 Risk Stratification layered with historic performance tsess Impactability, the likelihood of a care
YFEYyF3aSNRa AYOGSNBSYy(GA2y AYLI OGAy3 GKS AYRADARdZ €
actually assess the averagerdnth savings likely to be yielded through care management for each
member. BYJNRA 2 NA GAT Ay 3 2dziNBIFOK 6FaSR 2y I YSYoSNDRa 7
resources to the patients it can impact most.

0 Transitional Care Priority identifies those admissions with the highest likelihood of impact for care
managers to enage, accompanied with Outpatient Follow Up recommendations and an
assessment of how highly to prioritize a home visit

o Priority identifies those patients not yet in the hospital who are struggling with their conditions
and likely to be impacted by a care nagement intervention

1 Operational dashboards that focus on the quality of the care management services delivered to patients
by CCNC care managers in the communities. These dashboards are updated daily using VirtualHealth Helios
data and allow for analysief the entire care management process and identification of areas for
opportunity and efficiency.

1 Performance on cost, utilization and quality measures, as well as pdgiegit care gaps to enable
improvement in measure performance and overall primaryecdelivery. These metrics, which are
available at the practice, county, region and statewide level, are based on Medicaid claims and updated
guarterly. Care gaps are updated weekly when CCNC receives claims.

1 Key behavioral health statistics including ntadiion fills by medication type, last fill dates and utilization
by certain diagnoses.

i This data also feeds into a Member dashboard that network leaders can utilize to dguaygraphic
characteristics, prevalence of chronic medical and mental health tonsj spending by category of
service, and rates of hospital, ED, and other service use trends in their network and counties compared to
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that of others. This aids in program planning and resource allocation; identification of outlier patterns
(such as uasually high rates of personal care services); and tracking of local utilization patterns over time.

9 Through the joint efforts of CCNC, Inc. and NC DHHS, NCCCN receives daily notification of Medicaid
population inpatient and ED visits from 111 NC hospitdlsis threetimes daily notification allows
immediate identification of patients with high Transitional Care Impactability, ensuring care management
support as they transition from hospital to home, including pharmacist review of medications and-follow
upin the primary care medical home.

1 The NC HIEA is now sending ADT event notifications to CCNC on their covered Medicaid pdpGlstion.
has selected Bamboo Health Pings, #&ak, admission, discharge, and transfer (ADMp#fications.

Reporting of Care Quality Indicators

N3CN reports performance on a subset of cost, utilization and quality measures to DHB on an annual basis in the
Annual Quality Measures Report (QAV007). This report displays demographic data on the enrolled Medicaid
Direct population, tracks measure performance over time and speaks to targeted quality improvement

initiatives across the state to impact quality of care. Measures span programs across chronic diseases and
prevention in pediatric population.

Monitoring of Rsk Adjusted Key Performance IndicatoGlinical Risk Group (CR@GK adjusted analytics are
applied to improve the accuracy of monitoring cost and utilization metrics over time, and to improve efficiencies
in identifying patients most appropriate for tamanagement services. 3bkveloped methodologies are used

to identify potentially preventable hospital admissions, readmissions, ED use, and ancillary services, to more
accurately identify patients and areas where costs and utilization are higher ¥petted, accounting for patient
acuity. This allows riskdjusted comparisons of cost and utilization performance across Networks and Practices
to facilitate development of techniques to impact unnecessary costs and measure impact of changes in care
managment approaches. Tracking of key metrics provides stakeholders with assurance that efforts are aligned
toward the overarching goals of cost savings and quality improvement, and that all networks are held accountable
for the overall performance of the pgram.

A.11State Law and Regulatory Changes to Supgdiit Activities in NC

I Of24S NBOASS 2F b2NIK /FNREAYF adrasS adradzisSa GKI
found severalaws that were outdated, ambiguous, and out ¢ifament with the federal HIPAA Privacy Rile.
harmonize NC state laws with HIPAA and to facilitate the use of secure electronic exchange of patient information
in a manner consistent with HIPAA, the 2011 General Assembly enacted two bills, SB 37%and SB375
SaidlofAaKSa (KS talbe NIyKF 2 NIWNRtiRBYIs cadtfiéikn Ayticle29A oOChapéer 90

of the NC General Statutes. The Act regulates the use of the voluntary statewide HIE Network in a manner
consistent with HIPAA Recy and Security Rule. SB 607 made conforming changes to specific sections of existing
North Carolina law that were identified as barrieravidJ of electronicHIE

In 2015, the NC General Assembly pagé€dSession Law 20281 Section 12A,%s amended b)MC Session Law
2015264, directing the formationof a new state agency to assume governance of the statewide HIE, and
stipulating oversight mechanisms and a connectivity and -daaing mandate for all providers that receive
Medicaid and othesstate funds for the provision of health care services. Tdvesl direct the newly formed NC

HIEA to establish, administer and provide ongoing support for the statewide HIE network, now called NC
HealthConnex. The laws also call for the implementation of a health information exchange analytics data
warehousetobe B8R o0& | L9 &GF1SK2f RSNAR F2NJ 6KS LlzN1J32asS 27F
0KS LiJzN1J32aS 2F NBRdzOAy3a KSIfGKOFINB O02ada | yR AYLINZ
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mandate connection to and data sharing with NC Healtm@gnby Medicaidunded facilities statewide by
specified dates ir2018 andprovide state funds to assist these facilities with the costs of onboarding. This new
state governance structure and funding represent enormous opportunity forsthé 4 SQa aSRAOF AR L
meet their Meaningful Use obligations and use shared patient data to inform care decisions for better quality of
care in 2016 and beyond.

Also of nee, two other 2015 laws direct the collaboration of other state payers and systems with the statewide
HIE network NC Session Law 20281 Section 12.F.16)(1) stipulates that thesii 1 SQa / 2y i NRBf f SF
Reporting System be integrated with the statewide HIE network (as well as achieve interstate connectivity and
meet the federal standard of data security protocols) in order to assist with the statats:@to improve
performance, establish user access controls, establish data security protocols, and ensure availability of data for
I ROIFYOSR Fyltedaodaosé

NC Session Law 203285, regarding transformation of Medicaid and Health Choice programs in North Carolina,

1) directs all health plans serving Medicaid patients under the new structure to connect to the statewide HIE
network, and 2) requires utilizath of the statewide HIE network to perform certain functions currently performed

08 bo/bQa LYFT2NXIFGAOa / Sy i SN AyNCORZidR®Y ST dagifigd aadk ( K
amended the connection mandates of NC Session Law-24035 June 2017, and provider connection deadlines

were further amended bNCSession Law 2034l to require dentists and ambulatory surgical centers to submit
demographic and clinical data by June 1, 2021, and pharmacies to submit claims data by JuneNICR2624ion

Law 20193 delays the June 1, 2019, deadline until June 1, 2020. Additionally, licensed physicians whose primary
area of practice is psychiatry now have until June 1, 2021, to connect. FuBhe20123 now exempts the
following provider types from the mandatory requirement tmnnect and send data to NC HealthConnex:

1 Communitybased, longerm services and supports providers, including personal care services, private
duty nursing, home health and hospice care providers

Intellectual and developmental disability services and supports providers, such as day supports and
supported living providers.

Community Alternatives Program waiver services (including CAP/DA, CAP/C and Innovations) providers.
Eye and vision servicesguiders.

Speech, language, and hearing services providers.

Occupational and physical therapy providers.

Durable medical equipment providers.

Nonemergency medical transportation service providers.

Ambulance (emergency medical transportation service) prosgide

Local education agencies and schbated health providers.

==

=A =4 =4 -4 4 -4 -4 -4

In response to the global COVID pandemic, North Carolina policymakers passed a bipartisan relief package in
May 2020 to provide assistance to families, schools, hospitals andmsmalesses. NCSL 262@lso extends the

June 1, 2020, deadline for connecting to NC HealthConnex to October 2021 to allow health care providers hard
hit by COVIEL9 additional time to establish connectivity.

NC Session Law 2026 extends the NGealthConnexonnection deadline for most providers of Medicaid and
Statefunded health care services, and affiliated entities, until January 1, 2023.
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A.12HIT Activities Crossing StaBorders

North Carolina borders four states: Virginia, Tennessee, Georgia, and South Carolina. It shares significant medical
trading areas on the borders of Virginia and South Carolina. As North Carolina develops its health data exchange
policies and techiial serviceshas plannedilignment opportunities with neighboring states driven by:

T
1
T
1

Data exchanges that naturally flow across state borders;
Opportunities for shared HIE infrastructure design and development;
Crosshorder provider Medicaid incentive detminations; and
Approaches to provider adoption of EHRs.

North Carolina partners with other states around HHIE, including:

1

In April 2010, the states of Tennessee and Alabama formed the Southeast Regidrtt idllaboration

6a{ 9w/ | £0 ({amBrdNdsSionlamond borfie?ing states. Along with Alabama and North
Carolina, participating states include Arkansas, Florida, Georgia, Kentucky, Louisiana, Mississippi, South
Carolina, Tennessee, and Virginia. Through SERCH, representatives frora kathSsQa a SRA Ol A R
state HIT offices, and RECs patrticigaite weekly conference calls to discuss topics which the group
determines to be of critical importance for advancing HIE aiid IH September 2012, SERCH issued a
report to ONC to improve the sharing of electronic health records among health information exchanges
during disasters

In June 2010, North Carolina participated imalti-state collaborative (Alabama, California, Colorado,
Georgia, Maine, Missouri, New York, North Carolina, South Carolina, and Tennessee) that developed and
released an RFI from vendors regarding enterpmgelication management services

Through NCHIGAlorth Carolina participated mHealth Information Security and Privacy Collaborative

and NHIMeHealthExchangactivities.

NCMedicaidparticipatesin several ecommunities of practice, including several related to administration

of the EHR Incentive Program

North Carolina has an exchange agreement with all 50 states for exchanging death certificates and
exchange agreemestor cancer incidence dataith 24 states, including our border states of Virginia,
Tennessee and South Carolina

DHHS shares i&MHP angrovider guidanceelated to administratiorof the BEHR Incentive Programvith

other states upn request and vithe NC MedicaidEHR Incentive Prograwebsite

NC Medicaidvorks with bordering states to resolve data issuekted to administrationof the BHR
IncentiveProgramstemming from providers that practice in multiple states

The NC HIEMAs a member ofCivitas Networks for Health, formally known e Strategic Health
Information Exchange Collaborative (SHiE&)el as a member of its Marketg and Communications
Committee in 2017, active in 2018; served asbair of the Payer Committee since 262@21; and is an

active member of the Government Relations and Advocacy Council.

NC HealthConndxuilt emergency connens to neighboring state and regional HIEs to improve access
to patient records during Hurricane Florence. In addition to existing connections with GaHIN (Atlanta) and
VA HIE (Veterans AdministratiodC HealthConnex opened the gateway for bidirectianery and
exchange of patient records via the national eHealth Exchange Network, part of the Sequoia Project, to
Coastal Connect HIE (Wilmington, NEJHIN (East Tennesse&RAChIE (Augusta, GaedVirginia
(Richmond, Va.)and £HIEX (South Carolina)

In late 2019, NC HealthConnex went live with an eHealth Exchange connection to the Department of
Defense. North Carolina is a high priority connection for the DoD given the large number of military and
veteran personnel in the state. Participants of N@IHe& onnex provided over $4M in health care services
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to Military Health Service beneficiaries in FY 2018. The DoD military treatments facility sites most
impacted by onboarding NC HealthConnex with the DMIX are FT BRAGG, CAMP LEJEUNE, NHC CHER
POINT, Alc-4th MEDGRIBJ & PORTSMOUTH. The DoD reports they will be able to increase the amount
of military health service beneficiary health care information that will be available for sharing by more
than 50 percent The DMIX system enables integrated health dsttaring among the Military Health
System (MHS) GENESIS system, legacy DoD systems, VA systems, other federal agencies,-and private
sector health providers.

9 Building on the proactive monitoring of patient activity in the emergency department (ED}patient
settings, NC HealthConnex went live at the end of 2019 with a nationwide network called Patient Centered
Data Home (PCDH). PCDH is a-effsttive, scalable method of exchanging patient data among health
AVF2NXYIEGA2Y SEOKL y Idgeringepisode alértd) which tbéfy pooviderS Rcar gvenfi NJ
KFId 200dzNNBR 2 dzi & A RHE agdnfitmk the alailabilkty3gdihe specifikiaafi@nof
the clinical data, enabling providers to initiate additional data exchanges to aaassre information
across state and regional lines and the care continulimdate there are 45 HIEs across the country
participating in the PCDH network.

A.13 Interoperability Status of the State Immunization Registry & Public Health
Surveillance Reporting Database

The North Carolina Immunization Registry (NCIR) is a securdyasel clinical tool which is the official source

for North Carolina immunization information. Immunization providers may aab&ssorded immunizations in

the NCIRregardless of where the immunizations were giv&ocording to CDC, by twyears of age, over 20
percentof the children in the U.S. typically have seen more than one healthcare provider, resulting in scattered
paper medical records. Immunizati®Registriedhelp providers and families by consolidating immunization
information into one reliable source.

Access to the NCIR via the North Carolina Identity Management (NCID) system is limited to North Carolina
Immunization Program medical providers asttier programaffiliates Access to the immunization information
contained within the NCIR is meant for health care providers in thegmtion and control of vaccine
preventable diseases and is not intended for general publicTise NCIR stores immuation records that are
client-specific and created by the client's health care provider, and NC Vital Records live births data.

The primary purposes of the NCIR are:

1 Provides consolidated immunization records at the point of clinical care for use logiaation
provider in determining appropriate client vaccinations.

f Provides insight on population healtaggregate data on vaccinatioissusedn surveillance and
program operations, and in guiding public health action withdkerallgoals of improvingaccination
rates and reducing vaccif@eventable disease.

1 To give patients, parents, health care providers, schools and childcare facilities timely access to
complete, accurate and relevant immunization data;

1 To assist in the evaluation of a child'siemization status and identify children who need (or are past
due for) immunizations;

1 To assist communities in assessing their immunization coverage and identifying areas ef under
immunization; and
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1 To fulfill federal and state immunizatiarporting needs.

In February 2016, NC DPH began accepting the electronic submission of data for the NCIR. Eligible Hospitals (EHs
and Eligible Professionals (EPs) register their intent individually using the National Provider |dedtfiad EPs

compkte a short survey thatapturesinformation about the technical capability of their electronic health records

to exchangeimmunization informationwith the NCIR. Upon successful completion of registrapooviders

receive an autayeneratedresponse eamai confirming registratiorand subsequently aonboarding invitation

from Immunization Registry.

The NCIR is utilizirjrect connections with provider organizations or tNE HIEAo connect to the NCIR. All of
the data exchangenethods use web services tonnect to the NCIR, and a provider can connect to the NCIR
using anyavailablemethod.

Purpose

Direction of

Transfer

File Formats

Transaction

Types

Transport

Protocol

Currently in

Use?

The NCIR can transfer data to EHRs and EHRs can transfer data

to the NCIR. Transfers can occur in real time

Vaccination update: NCIR to EHR
History/Recommendations: EHR to NCIR

HL7 2.5.1, Release 1.5

Updates: HL7 2.5.1, Release 1.5 VXU/ACK
Queries: HL7 2.5.1, Release 1.5 QBP/RSP

Webservices

Yes

Figure2 - NCIR Transfer of Data

https://hiea.nc.gov/services/publihealth-reporting/connectingncir-nc-healthconnex

For more information, vistittps://www.immunize.nc.gov/providers/ncirpromotinginteroperability.htm

Within DPH, several public heal#arveillance databases are utilized to meet disease management, containment
and reporting requirementsThese systems and their supporting systems are described below.
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Electronic Laboratory Reporting (ELR):

ELRsent to the Division of Public Health is sent to one of two systems: (1) the NC Electronic Disease Surveillance
System (NC EDSS), or (2) the N Sairveillance System (NC LEAD).

NC EDSfrovides communicable disease surveillance, case faljp\and contract tracing, and disease outbreak
management for public health epidemiologists and disease investigation specialists to receive, manage, process
and analyze electronic data from public health entities and laboratories. Services include support for legally
required reporting of communicable diseases to the health department by clinicians and laboratories, including
electronic laboratory reporting; &® investigation and followp; and communicable disease outbreak
management.

NC LEARllows public health officials to receive, manage, process, and analyze data for cases of suspected
childhood lead exposure. ELR results indicating lead exposure amténpdirectly into NC LEAD, enabling
immediate exchange of information between clinics, labs, and local health departments, as well as data analysis
for the identification, tracking, and reporting of childhood lead exposure.

The current interface statuseof NC EDSS and NC LEAD are:

w From State Laboratory for Public Headtfunctioning ELR to NC EDSS and NC LEAD

w NC EDSS and NC LEAD todDitioningg NC EDSS transitioning to HL7 messaging over next
several years

w From hospital laboratoriesNC EDSSrisceiving functioning ELR for mandatory reporting from 47
facilities including four major muacility health systems in the statBPH is partnering with the
North Carolina Health Informatn Exchange Authority to uses ihealth informatiorexchangenow
known as NC HealthConnda provide a message relay service for hospital laboratories to transmit
ELR to DPHNC HealthConnex is now relaying data for several reference labs, Aegis, Curative and
Bako Diagnostics.

1  The NC HIEAGsirrently receiving NC EDSS/NC COVID data with plans to ingest this data back to the
HIE.

w From National Commercial LaboratorieBPH is receiving functioning ELR for by law reporting only,
from LabCorp, for NC EDSS and NC LEAD. DPH is receiving figrietiénfor NC LEAD from Mayo
Medical Laboratories and is in the process of developing ELR for NC EDSS from Mayd®é&dis|I.
also in the testing phase with Quest for implementing an ELR feed to NC EDSS and NC LEAD

w From providers, local health departmis, and NC HealthConneX©PH is analyzing feasibility of
receiving electronic case reports (eCR) of reportable communicable diseases from health
information systems into NC EDSS, which would replace #imgsed reporting

w NC EDSS from VR deaths and OCidiplanned or funded

Meaningful Use Stage & 2015 Edition CEHRThere were no EHs that were eligible to attest in Program Year
2021, butNC DPHuas able taccept Electronic Laboratory Reports fr&ik, according to the HL7 2.5.1 standards
required tomeet the 2015 Edition Certified Electronic Health Record Technology (CEHRT) definition.

Please noteNC DPHvas capable of andvas accepting electronic Syndromic Surveillance data from eligible
hospitals, via the NC Hospital Association, lalitl not reques nor receive electronic syndromic surveillance from
EPs.

NC Disease Event Tracking and Epidemiologic Collection ThelNC Disease Event Tracking and Epidemiologic
Collection Tool (NC DETECT) addresses the need for early event detection and timehepithlisurveillance in
NCusing a varietyf secondary data sources like emergency departments, poison control centefispgpéal
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medical information and NC College of Veterinary Medidi@.DETECT is designed, developed and maintained
by CCHI staffith funding by the NC DPH. New functionality is added regularly based on end user feedback.

For more information, visittps://ncdetect.org/.

StarllMS State Laboratory Information System for State Laboratory tgstior more information, visit
https://www.starlims.com/industries/publichealth/. This is the Primary software application used for Health
Information Exchange by the State Laboratory. There are several other software applications developed in house
for example: Clinical Environmental Laboratory Reporting (CELR), Billing tools, Purchasing of supplies, and more.
We also communicate with business partners along with State and Federal entities using variable formats that
need improvement due to the evahangng information technology environment. The biggest problem for the
State Laboratory is the need for Electronic Ordering solutions. We are ahead for Electronic Reporting due to
StarLIMS and our IT support.

1 Electronic Health Record (EHR)e lab LIM$esources NEED to be integrated with current technology
in Healthcare Informatics. We have isolated ourselves by not separating out the electronic data into
common segments that are fully described by the Federal Government through Medicare:

o Encounter dataProvider data, Patient data; Guarantor (responsible party/kin) data, Insurance
(Payor) data, Services requested data, Results (return responses of services) data, Billing data,
Supplemental data for the EHR.

1 Electronic Order entry/requisitiong Deficierty can be corrected with integration of compatible HIE
application. Combine this application with our current solutions will improve Health Information Exchange
on Electronic Order entry. The quality improvements are significant with a reduction of ktkariges in
ordering, sample integrity for better results, patient care allowing for demographic related references,
timeliness of reporting and provider follow up care. Having accurate data for billing and Public Health
surveillance and care is also a kbéhmatching lab test results to the patient or event which can be Clinical
and Environmental.

1 StarLIMS; Is responsible for Laboratory internal processes, Clinical and Environmental testing electronic
workflow start (order) to finish (report).

1 Surveillage ¢ the NCSLPH works with Newborn babies, Public Health Programs both Clinical and
Environmental, and Federal Partners for Post results analysis and follow up. HIE is vital to perform a more
efficient process of sharing data with each of these partnexd more. There are some tools available
however they will require time to build, test/verify Validation and money necessary to finish.

o This would be a very important tool for Post testing report tracking and follow up surveillance of
outbreaks or by individal patient and/or groups of patients.

o StarLIMS is now capable of Linking Clinical and Environmental samples under an Event manager
for lab testing. Electronic transfer of this data would very useful. Development of this is required.

Health Information Sgtem (HIS) TheHISreplaced the functionality of the Health Services Information System
(HSIS) that was operational from 1983 to 2010. The HIS provides an automated meapisiong, monitoring,
reporting, and billing services provided in, CDSAs North CarolinaState Laboratory for Public Health and
Environmental Lead Investigations Hgpte staff in the Environmental Health Section. The HIS allows for the
submission of claims to Medicaid and the reporting of all services delivera@l health depments now use

their own electronic health records systems to collect clinical services data and bill Medicaid, and selected data
elements are submitted monthly to the Division of Public Health through batch text files.

Vital Records:Examples of VitaldRordsarebirths,deaths fetal deaths, and changes to records such as adoptions
and legitimations. In January 2B1North Carolina implemented a statewide wbhsed, electronic birth
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registrationsystem(EBRS), which was expanded to collect fetal death. dPlans areinder developmentor a
web-based Electronic Death Registrations System (EDRS} KS / 5/ Qa bl GA2y Il #h8y (i SNJ
National Association of Public Health Statistics and Information Systems are developing standaidgatiant

of potential, future meaningful use criteria that would include reporting of the medical portion of the birth
certification throughCEHRTBecause vital records serve both as a legal registration and public health function,
separate interfaces osystems must be maintained for these distinct functions. The State Center for Health
Statistics is a member of NAPHSIS and is providing feedback on standards as they are devetbpdirang of
integration of Vital Records with th&tatewideHIE willbe revisitedafter other critical public health systems are
integrated andbased on readiness of Vital Records electronic systems and national standards develdfonment.

more information, visihttps://schs.dph.ncdhhs.gov/data/vital.cfm#

Central Cancer Registry (CCR)e Central Cancer Registry (CCR) is the statewide, mandated cancer surveillance
system. Statute requires that all health care providers that diagnose or treat cancer (i.e., hospitals, physician
offices, radiation oncology centers and laboratories) repatedo the CCRAbout 80 percent of the cancer

cases reported are from larger facilitji@ghich are approved by the American College of Slgy Qa4 / 2 YYA & &
2y /' yOSNE GKNRdzZAK St SOGNRYAO &dzo0 YA & AaA2delineF NPY (G(KS
standard The remaining 20 percent of the cases are reported from freestanding diagnostic, physicians and
treatment facilitiesNC DPH can accept electronic submission of Cancer Diagnosis and fteatonmation to

the CCHRegistration started o January 1, 2017. For more information, visit

https://schs.dph.ncdhhs.gov/units/ccr/

In 2017, the State Laboratory for Public Health initiated a project to suppdalirditional exchange between
eligible hospitals and providers where these providers will submit their test orders directly from their EHRSs to the
state laboratory and receive their test results back from the state laboratory directly into their EHRSs.

Per guidance in State Medicaid Director Letter-808 pertaining to available HITECH funding for interoperability

and HIE architecture, connecting public health systems to HIEs, and assisting EPs and EHs with meeting specific F
objectives, on May 21, 201 North Carolina received approval for federal financial participation to assist with the
design, development and implementation of the NC HealthCoiN@XSLPH interface and subsequent onboarding

of Medicaid providers to the new service.

Additionally, NOPH has plans to work with the NCHIEA to build out specialized registiiese possible special
registries include asthma and cardiovascular. W@ Diabetes Specialized Haliealth Reqistrydeveloped by
NCHIEA in partnership with NCDPH has been available for population health purposes since June=ull 2018.
participants of NC HealthConnase eligible to participi in the registry by signing the NC HealthConnex Diabetes
Registry FormAs of December 2021, there are 833 participating organizations enr@lgd. submitted to NC
HealthConnex will be included in the Diabetes Registry, as appropgdatadditional déa submission from
participants is required.The NC HealthConnex Diabetes Registry supports attestatiaghddvledicare Quality
Payment Program Advancing Care Information for eligible clinicians.

DPH Hl7related Funding

PPHF: Capacity Building Assistarfor Infrastructure Enhancements to Meet Interoperability Requirements

DPH received $753,484 for this project. The purpose of this award is to assist immunization awardees improve the
efficiency, effectiveness, and/or quality of immunization data prastiby strengthening the immunization
AYF2NXYIFGA2Y GSOKy2ft238 AYTFTNFadNuzOGdz2NB:X FyR G2 SyKl
interoperability between their Immunization Information Systems (IIS) and Electronic Health Record (EHR)
systems.This funding is specifically targeted to improving IS ability to interoperate with Electronic Health Record
(EHR) systems, enabling or improving the ability of immunization providers to submit data to, and to receive
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records and clinical decision suppfmom 1S The performance period w&9/01/2011 to 08/31/2013. This award
allowed a oneyear no cost extension which we usetherefore, the funds extended into 2014.

Electronic Case Reporting (eCR)

The NC DPH Communicable Disease Bramchived a grant from the Council of State and Territorial
Epidemiologists (CSTE), funded by the Centers for Disease Control and Prevention (CDC), to hire a busines:s
analyst/project manager for one year (July 2@1June 2018) to develop relationships wegtakeholders across

the state especially NC HealthConnex and assess the feasibility about what NC DPH will require to accept electronic
case reports into NC EDS&ost recently, in the summer of 2021, NC DPH used eCR for COVID. The initial senders
of information were UNC, Vidant, OCHIN, Orange County HD and Pitt County HD.

Epidemiology and Laboratory Capacity (ELC) grant from CDC

The purpose of this grant is to protect the public health and safety of the American people by enhancing the
capacity of publi health agencies to effectively detect, respond to, prevent and control known and emerging (or
re-emerging) infectious diseases. This is accomplished by providing financial and technical resources to (1)
strengthen epidemiologic capacity; (2) enhance labory capacity; (3) improve information systems; and (4)
enhance collaboration among epidemiology, laboratory, and information systems components of public health
departments. Project C is specifically devoted to supporting Health Information SystentitCapa

ELC Project C funds received by DPH

0 8/1/13-7/31/14: $375,548
8/1/14-7/31/15: $457,667
8/1/15-7/31/16: $500,918
8/1/16-7/31/17: $478,65
8/1/17-7/31/18: $461,398

O O OO
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NC DHHE committed to thameaningful usef CEHR10 improve the quality, safety, efficiency and effectiveness
of healthcare. In this sectioiy K S -. (5 2 fapeyoRHITs addressed with an outline of a-frear visiorfor
major HIT activitieswhich are nestly concentrated on efforts around advancing the NC HIEA initiatives

B.1 Five Year Vision

As seen in the final environmental scén2 NI K/ I N2t Ayl aSRAOFARQa @GAaA2Yy ¥
HIT and HIincludingthe NCHIEA, the statedesignated entityresponsible for coordinating and executing a
strategy for enabling statewidellEin North CarolinaThe NC HIEA is leveraging stieel oversight and mulki

agency and stakeholder leadership to continue to work toward thermlgiision and mission as outlined in the
original NC HIE Operational Plan, whereby the statewide HIE network will provide:

A secure, sustainable technology infrastructure to support thetimal exchange of health information to
improve medical decisiamaking and the coordination of care to improve health outcomes and control
healthcare costs for all residents of North Carolina.

B.2 Advancing the Objectives of HIE

A critical component of lattestage Meaningful Use and improving health outcomes is megdmipatient data
SEOKIFIYy3aSo /2tfSOGAYy3 RFEGF Ay 2ySQa 91w Aa (GKS 3INRddzy
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data across the continuum afare andO2 YY dzy A Ol 6 S SFFTFAOASyGte& SAGK | LI G
optimal careand followup plan. This section discusses leveraging statewide health information exchange
infrastructure and a shared trust framework to support Medicaid providers, and all other providers statewide, in
their pursuit of this goal.

B.2.1 Statewide HIE G@ernance and Organizational Approach

The following information is for historiceéferenceb 2 NI K/ N2t Ayl Qa adtr dSégARS | L
governance transitions, from its origin as a privatelic partnership to part of the 501(c)3 that mamagthe
aidlrasSQa aSRAOFAR LI GASyGa G2 F ySig2N)] y2¢ 3I20SNY.
Information Exchange Authority (NC HIED).note, the NC HIEA is part of the NC Department of Information

¢ SOKy2f23eQa D2 @S NFeit&y(NC BUGDAE and leiérdgas (ah ©xisting publicivate
partnership between the GDAC and SAS Institute for provision of technology and analytic services. This section
LINE JARS& ONAST adzYYINE AYF2NNI {A2Y miedtonds Kl the tugetd S
a0FGS YR Fdzidz2NB LI Iya FT2NJ O2yySOilAy3a G4KS aidlrisSqQa K

20102012: a publieprivate partnership

To ensure health information would be exchanged in an accurate, secure, and timely manner, the initial NC HIE
organizatian led an effort to create a highalue HIE network and set of shared HIE services that built upon,
SYKIFIyOSR IyR ' YLXAFTASR SEAaGAY3T OFLIOGATAGASE YR AY
statewide HIE landscape as of 2010 included:
1 State ofNorth Carolina North Carolina state government, including NC MedicaidpDRBand the OHIT
G2 O22NRAYFGS adrasS 13SyOAaASaQ I L¢e FyR I1'L9 RSaA3y
1 NC HIERepresenting a wide range of stakeholders in a pytrliate partneship, NC HIE supported an
open and transparent, collaborative process to develop the legal, policy and technical infrastructure to
accelerate the use of HIE services.

i Statewide Policy Guidancé’rovision of common and consistent technical, privacy, sgcard legal
frameworks for participants of HIE and to ensure the secure, interoperable exchange of data.

1 Qualified Organizations (optional)The original entities designated by NC HIE to contract with health
OF NB LINR JARSNAE Iy R behalikdatiitEe/partcipatidh in th KE Network. (NOt€ &
this model is no longer applicable as of 2016 under state governance.)

1 End UserA provider or other authorized user that accessed NC HIE services.
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While participation in the statewide HIE was (and is) voluntary, participants had to sign a contract or participation
agreementwiththedo / | L93X O0AYRAYy3I AG (2 O2YLIX ALYyOS 6A0GK GKS &
privacy and security policies. A process and policies were also established to ensure ongoing oversight of
LI NIAOALI GAy3a SyaGAdASa Gs2priveey andzsdBuritBaviddbrk. [f ya @&ticipating K b
provider was identifiedasne®@2 YLI Al yi ¢AGK (GKS adldS6ARS 1L9Qa NBJ
SYyiAGASaQ O00Saa G2 GKS 1L9 bSGe2N] Y rcywele@bd a@SSy
central to ensuring the success of statewide HIE and encouraging provider participation.

200xHnmpY | pnmM6é6O0o &AdzoAARAIFNE 2F aSRAOFARQa O NB Yl

During this time, North Carolina Community Care Networks (N3CN) governed NNBEMNEand NC HIE shared a
mission to impact care at critical moments through intelligent data use within the health care system. Under N3CN
governance, NC HIE operations focused on leveraging the existing HIE infrastructure to first support North Carolina
aSRAOIFIAR YR alf¥Sie ySi LINPJARSNEZI AYLINE INGHE&nKS K¢
N3CN aimed to work with organizations and local communities that had a need for health information exchange
within their communities to collabota rather than compete with existing community or provider HIE efforts.

In September 2015, concerns about sustainability of statewide HIE led the NC General AssemblM®@ pass

Session Law 201541 Section 12A,5s amended bNC Session Law 20264, NC Session Law 2657 andNC

Session Law 20341, which created a new ate agency called The North Carolina Health Information Exchange
ldzGK2NRGE o6b/ 1 L9!' O (2 2 @S NhabSdsetfoghRequirénénts/for MediSal) b 2 NI K
providers to connect to and share patient data with the statewide HIE Network

2016and Beyond: state oversight and administration

On February 29, 2016, the NC HIE transitioned from the North Carolina Community Care Networks (N3CN)
structure to a new state agency, the NC HIEA. The vision for statewide HIE under its new governanoe istruct
not so different from the original vision developed for the NC HIE by a broad group of stakeholders statewide in
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2010. The NC HIEA aims to provide the secure infrastructure to facilitate sharing of patient data to improve care
coordination and qualy of care, resulting in better health outcomes statewide. The strategy under new
governance also has much in common with the strategy under N3GNbcus first on connecting the state
insured, Medicaid, and other vulnerable populations. What distinguishedNC HIEA and its strategy from the

| L9Qa LINBGA2dza AYyOI Nyl GA2ya Aa + tS3AatliSR YIyRI
or other state funds for the prowsmn of health serwces and state fundlng for operational rampalqmg the
O2yySOGA2Y YR AYAUGALf &aSNIBAOS | @FLAflofS i y2 02
operational HIE network to be 1(piézrcentrece|ptsupported, and leverage robust, meaningful analytics to inform
better cae.

¢ KNP dzZAK2dzi YdzOK 2F Hnmc I -piokged: b) ivork td nSaint@idunintérduphel de@iée & |-
and optimize the user experience for current HIE participants, while continuing to build and-pesgirss value

added features (such as pubhealth interfaces); and 2) establish new guidelines, agreements, workgroups, and
an Advisory Board of key stakeholders and provider representatives to inform ittdlongtrategy. The NC HIEA

also rebranded the statewide HIE network from NC HIE to éltH€Connex and developed a comprehensive
communication plan to build provider and stakeholder trust in the new governing organization. To deliver
expediently on these shotterm goals, the NC HIEA leveraged existing relationships and contractual mechanism
within its parent agency, the NC Department of Information Technology (NC DIT), to partner with SAS Institute for
technology services and support, and Eckel and Vaughan for its strategic communications.

The initial NC HIEA and SAS approach to buildiogust HIE to serve NC is as follows:

[aN

1 Emphasize hilirectionalconversationsnd documents that are conformant to IHBEtégrating the
Healthcare Enterprigestandards, and maximize the use of Consolidated Clinicahi@duArchitecture
(CCDA)/Continuity of Care Documents (CCD) wherever possible;

1 Minimize impact on existing provider workflows by encouraging direct integration to participant EHRs as
the primary approactior integrating participants into NC HealthConnex;

1 Focus on value and thoughtful outreach to participants, showing them how NC HealthConnex can
deliver value to their business operations and help them solve health care problems;

1 Increase output and quality of the onboarding process for participants lmsfiog on achieving
economies of scale and meaningful data. Leverage #imrint connections (where one connection
equates to multiple providers, connection to other HIESs, etc.) and target outreach to large health
systems in geographic regions with highwoe of Medicaid patients;

1 Work with the existing HIE technology provider to improve existing workflow, offer new-aadled
features, and tune the existing components of NC HealthConnex to perform at their utmost potential;
and,

9 Build the foundation fofongterm sustainability by designing and prototyping analytics to support
Medicaid reform that can provide direct visibility into population health across various cohorts of the
state-funded patient population.
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The figurebelow is an update tthe figureabove and depicts the relationships between state agencies, IT
vendors and health care providers thatke up the statewide HIE approach under the NC HIEA as of 2019.

State of North

Carolina

NC Health Information
Exchange Authority

Figure4-YS& Sy GAdASa FyR NBflFIGA2YAaKALE AY b2NIK /I NRfAy

While the initial organizational focus under the NC HIEA is on Medicaid provider onboarding, the NC HIEA
coordinates tightly with NC DHHS and NC DIT, and is engaged with various leddgiatives around health
OFNB NBT2NXY Ay b2NIK /FNREAYFX AyOf dzRAYy3d NBLINBaASyYyGl
on Health Care Analyticall-Payers Claims Databasmd most recently, Serious lliness

B.22 Statewide HIE Technical Approach

b2NIK /I NREAYIlIQa adl dS86ARS Inhds@ondistedi Kiged dategoriesiof semdidest ( NHzC
core, valueadded, and support.

Core Services

Core Services support connectivity and data transport betweeitiple entities and systems. The goal is to
provide a lightweight and flexible infrastructure and serve as gateway to accessAdied Features Core
Services create a foundation to exchange health information across organizational boundaries, suelo that
entities can:

1 Identify and locate each o#r in a manner they both trust;

1 Reconcile the identity of the individual patientwdhom the information pertains;

1 Exchange information in a secure manner that supports both authorization decisions and the
appropriate logging of transactions; and

1 Measure and monitor the system for reliability, performance and service levels.
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NCHealthConnexore HIE services consist of the following components.

1. Security ServicesMultiple functional processes thantsure only authorized users access system or
service resources. Processes adhere to state and federal privacy and security standards. Access begins
with a secure Web interface that conforms to security design standards. A consistent audit trail is
establshed across components.

91 Provider Directorylncludes services for locating providers by facility location and unique
identifier.
1 Facilities Indexindex of facilities that are connected and submit data to NC HealthConnex.

2. DIRECT Secure Message Routlbles participating providers to securely exchange key clinical
information between their EHR systems (e.g., accept and route continuity of care documents (CCDs)
between connected providers).

3. Identity Management and AuthenticationAuthentication is frequently handled through digital
certificates that prove to the HIE that the systems are trusted sources.

4. Transaction LoggingMaintains a transaction log that can facilitate audit activities. The transaction log
will track the orignation and destination of an information transaction and verify that the transaction
was completed.

5. Consent Managementracilitates consent policies and patient preferences. NC HealthConnex supports
thesi I G S @t cdndsaliit model. NC HealthConmimesnot accept speciallprotected data
according to state and federal law (e.g. 42 C.F.R Rart 2

6. Transformation ServiceCapability to provide transformation for certain data elements to comply with
the NC HealthConnex data target standard (e.g., race, &ggggender), and parse and validate various
document formats (e.g.,-CDA.

7. Enterprise Master Patient Index/Record Locator Servitke service provides two capabilities:

T 9yl oftSa NBI|jdSadGAy3 + ftAaG 2F | L) can@bié Qa Of A
guery or a direct index lookup.

1 Enables requesting one or more of the documents listed from a query be transferred to the
NBIljdzSaidSNRa aegaidsSvyo

8. eHealth Exchange (formerly known as NwHIN Exchangedvides for aingle, universal
implementationof the eHealth Exchange gateway available as a service for authorized users and
entities.

9. NCHealthConnexClinical Portal:Provides for a consolidated, longitudinal, statewide view of a patient
record, available to authorized users and entities.

Inaddi A2y G2 0GKS&aS Ay TNI &dNHzOG dzNI € O2YLRyYySyGaz b/ Il
normalization of laboratory results; (2) transmission of CCD among participating entities; and (3) deployment of
services in support of secure messaginggishe Direct implementation specification.

Value-‘Added Services/Features

Accessible via core services, NC HealthConnex-adtled features (formerly called services) serve as the tools

and applications that allow end users the functionality to improafety, efficiency, quality, and effectiveness of

care. In developing its initial RFP for HIE services in 2010, the former NC HIE conducted a thorough and rigorous
assessment of candidate vakaelded services across the dimensions of cost, feasibilityevalistakeholder

groups, applicability to Meaningful Use, and appropriateness of delivery at the state level.

Based on the results of this 2010 assessment, NC HIE identified and prioritized the followingddaide
services/features (updated to reflectirent status as 02021in NC HealthConnex):
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1 NC Immunization Registgbidirectional interface live and available as of January 2017 with 129 live
practices as of December 2021.

i State Lab Reportinga connection to the State Lab of Public Health ish@n20192021 roadmap
for NC HealthConnex; daily electronic reporting of reportable labs from hospitals to the NC DPH is
live for sixteen hospitals (all ELR results), three hospitals (CI3ME3ults only), and five reference
labs (COVH29 results onlyas of December 202With five additional hospitals actively onboarding.
Communicable Disease Reporting to the NC Division of Public ideatifect on hold as of May
2017 per NC DPH readiness

T aSRAOIFGAZ2Y al yl3SYSyd Y2Rdz Snodulsghddisg &nhandedat Q& t K
CCNC but not transferred to the NC HIEA in 2016

9 Lab orders and results As ofOctober2020,LabCorgs live and sending data to the HIEA. As of
August 2020, Quest is live and sending data to the HIEA (Thesatmganies share the NC lab
market with the State Lab of Public Health and hospital laboratories)

1 NC*Notify, an event notification service, where full NC HealthConnex participants receive alerts
LINE GARAY 3 aAIYATFTAOI Yy A yvitydBtAbiités ovenfaurmilliod alesPef i & Q
month to 570plus organizational subscribers.

The following additional valuadded features to address market demands and support Meaningful Use are in
production ordevelopment as oMay 15, 2@0:

9 StatelevelDiseaseRegistriesc the NC abetesRegistry, a collaboration between NC DPH and the
NC HIEAs the first in the serigsandwas completed in June 201Blanning for additional registries
in partnership with NCDPH is underway.

91 ClinicalEvent Mtificationsg the NC HIEAaunchedthe NC*Notify clinical event notifications in
September 2018eleased Version 2.0 in April 2QXhabling additional clinical information inputs
and delivery methodsreleased Version 3.0 in May 2020, enabling-tima¢ HL7 notiftations
releasedv3+ in summer 202frovidingadditionaldata sources and a weased application
integrated into the clinical portal for care managemelimt spring of 2021, the NC Hiefeased V4
and V4+providing access to COVID lab result alerts,|llbwing providers to react to positive cases
in a timelier manner. In addition to COVID notifications, additional alerts available include: High
Utilizer Alert, Dental Alert, Care Team Change Alert, Diabetes DiagnosisdeasitChionic Care
Managemet Alert.

9 Integration with the Controlled Substances Reporting Sygte8RS) requirement pemNC Session
Law 2015241 Section 12.F.16.(f){(1nitial phase enable SS@ccess to the CSRS via the NC
HealthConnex Clinical Portdh September 2020the NC HIERegan onboarding participants this
service

Supporting Services
Supporting services include the functions needed to maintain the technieshtipns and include:

1 Systems Environment&bility to maintain appropriate environments for development, testing,
training, and production.

9 Hosting ServiceJechnical infrastructure and services needed to run, maintain, and support service
delivery.

9 Traning: Training of end users and administrators within NC HealthConnex.

1 Help DeskOperations support and maintenance.
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The technical framework of NC HealthConnex has changed little since the inception of the statewide HIE network
in 2012.The figurebelow depicts the NC HealthConnex architecture and data flow with participating entities as
of May 15, 2019

Future state update: NC HealthConnex claims and eligibility workstreams are now underway
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Figure5 - lllustration of NC HealthConnex data architecture and relationships with other entities

B.22 Strategy for Statewide HIE under the NC Health Information Exchange Authority

Since its inception, the statewide HIE network encountered many barri@srioecting the key players in the
healthcare community, including high integration costs, coordinating with the upgrade or adoption of each
2NBFYATFGA2yQa 26y 91w aeaidsSyz IyR GKS O02yaidNIAyida
health systems in North Carolina have continued to increase in number, size and scope so that an increasing
percentage of care delivery is now being delivered through these systems. These challenges have required the

I L9Qa RATFTFSNBYy (I TengdemilteinsticeRippiodchedznd rezidess strat@gies for accelerating
statewide adoption of HIE. The map below illustrates key health sysiathiealth information exchange
organizationsat play in North Carolina as 2020
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