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MHV/DoD-Transition of the New Veteran
Good afternoon.  My name is Theresa Hancock, and I'm the acting director for the My HealtheVet Program, and I have the privilege and honor of co-chairing this session with Major Michael Whitaker, who has chosen to sit in the front seat until it's his time.  So he's our DoD guest, so thank you for coming and representing our partners.

I'd like to give you a background of what JIF is, to talk about briefly what My HealtheVet is as an e-portal, to go over the key goals, the methodology, the common portal audience, review our plan and strategy, look at the results from our education sub group of which we have many sub groups.  We were going to do a demonstration, but I think as you know if you went to some of the other sessions, Internet is not available, so I'm going to give you a brief overview of the demonstration, however, when you go back and you download the presentation we'll have the link in there so that you can go in the link and actually see the demonstration itself.  And then we'd like to talk about lessons learned and close with next steps.  We would like to hold any questions till the end for time purposes.  Kelly will be handing you cards that you can fill out at any time with questions, and we'll have a Q&A session.  And then I'd just like to remind everyone that at the end of the session if you can complete an evaluation sheet, it's divided by myself and Major Whitaker, and if you rate each of us individually.  Kelly will collect those and put them in a box, so we appreciate it.

How many of you know what the DoD is doing?  One.  Okay, that's good.  How many of you know what My HealtheVet is doing?  Okay.  Is there anyone else here from the DoD besides Major Whitaker?  No.  Okay, so you have a lot to learn from him because we're going to not really highlight My HealtheVet here, we're going to highlight what the DoD is doing because I'm sure you've all gone to the My HealtheVet tracks, the other tracks, and hopefully you're learned about My HealtheVet and that's why I'll briefly touch on it.  How many of you know about the Joint Incentive Fund?  One.  Okay.  The Joint Incentive Fund is a means that provides us with money to have joint collaborations with the VA and the DoD.  Now there is a rule here.  You cannot, or at the time we applied for it, you cannot do direct IT or development work with the funds.  However, we were permitted to do standards, we were permitted to do requirements, we can do policy, we can do frameworks, and we can even do up unto prototypes.  It's just you can't do kicking it over the wall into coding, and that's where it stops.  The efforts must be sustainable, so you can't say I'm going to do XYZ and then you finish the project and find out oh, I needed to do YZJ.  You need to be able, those things that you select when you become a JIF winner, you must be able to sustain it after the project is done.  And also it makes you really sit down and think because there's lots of things that go into that formula, future budget is always unknown, future needs and wants are unknown, so you need to be pretty sure at least for the next two years, it's a two year award, where you think you might be headed and what you would like to target and focus on.  Any department can apply.  There is certain criteria or topics that they have that you can apply for specifically, and I would really recommend starting a year in advance.  And the reason it takes a year in advance, it's a huge application process which includes all the way down to level of effort, resources, financial information, what benefits you'll reap, what's the return on investment.  But what really took the most time was approval process on both sides because it just can't be me thinking up an idea and I sign off on it because I'm the Director, and it can't be Major Whitaker or his equivalent doing the same thing.  It actually needs to go up the chain in both of our organizations, and it's the timing of that that takes so long.  Now normally the timeline to apply for this is April of each year.  They have a certain amount of money that's afforded for this project, and they go to April and everybody submits, and the year that we applied for it they didn't have enough applicants and so they had a second round which was in October.  So when October came then they have an overwhelming amount of participants.  Or they may have money left over.  So you have a chance initially in April, but if they really like the proposals, there's a board that judges, and if they really like it and the money is there you'll get it, and if they have extra money left over sometimes there's additional monies given to them, then October is the next timeline.  So if you're interested in applying for the JIF award, I don't know if they had enough applications this year for the April, but October is the next award period.

How we got started with this collaboration, it started with Colonel Dave Williams from the DoD.  He's worked with the VA and a lot of us here, but he actually initiated this and had the idea, and he came to the VA to Ginger Price, who is who I'm acting for, and he said I really have a great idea and I'd like to partner with you, and here's what it is, we have TriCare Online, you have My HealtheVet, let's collaborate, let's be partners, and let's figure out a way that we can go after this money.  And so together we sat down and we wrote up a proposal and we submitted it, and of course we were winners of the submission.  So that's basically the overview of the Joint Incentive Fund, or what we call JIF.

The background together, the VA portal, TriCare Online, and My HealtheVet, were initiated around the year 2000.  My HealtheVet was initially created as a concept of operations, and it's known as our pilot, which are at nine sites.  We needed to show that veterans were ready and able to receive health information online.  So far in our pilots the results have been that they can, that's it's successful, especially in David Douglas, has anybody gone to Dr. Douglas'?  Terrific, terrific doctor.  He is out in front with innovation and getting patients to participate and has real statistics and numbers of outcomes.  And so he, along with other pilots, were able to prove that patients are ready.  And also we wanted to show that delegates could be involved, that patients could actually say I want my provider involved, I want my family members involved.  And those were the things that we wanted to prove concept on.  The DoD wanted to show that they could offer electronic services to their beneficiaries and providers, and in doing so Major Whitaker will talk about that, is appointing.  So they actually can do online scheduling, where we can't.  So they're ahead of the curve from where we are.  The DoD in our inceptions both took different directions, but with this JIF project we were able to come together, and we both have the same wants and the same needs and very similar populations.  Our pilot site actually does offer self-entered information, medical information, I won't go into this in detail since a lot of you raised your hand and you already know about our pilot site, but for those of you who don't we have self-entered information, medical information, HealtheLogs, online prescription refill, and this was the number one request that patients asked for.  We have the military health history, which about a month ago Dr. Kussman specifically called My HealtheVet his office and says I really want to promote this, we're doing a huge campaign on military health history, and Dr. Mark Brown was involved with the marketing and communications campaign.  They're able to have emergency contact wallet cards.  By using My HealtheVet, one of our pilot patients was out of the country and they went to a hospital, they were a MS patient and was on 20 some medications, and they were admitted to the hospital and they couldn't speak the language, and they actually were in a wheelchair, handicapped, and they had a difficult time with that communication.  The patient had the great idea to point to the computer and logged in as himself on the computer and was able to pull up his medical records, was able to pull up all his information, and it closed immediately that emergency gap.  They did not order all the test results that specifically on this patient, his complaint was because of his unique conditions, illnesses, everywhere he goes they order the same tests and they don't need to.  And this eliminated that.  They were able to pull up his prescriptions and there was no drug interaction.  So it's a good story, this veteran was using it.  In the future we will be releasing secure messaging, we will be releasing our self-entered information by the patients in CPRS.  There will be some type of tab or flag that indicates specifically that it's patient information, so the provider doesn't have to go out and go back in again.  And then we are working with the DoD on scheduling, looking at their system, because we are very much interested in using that.  Six years later here we are, and we're faced with the Joint Incentive Fund, striving for key goals.

And our goals are specifically to make sure that the collaboration that we set up on the Joint Incentive Fund is sustainable.  We need to also make sure that we leave titles out when we set up these workgroups, because as you know, the DoD has a huge turnover.  As you know, the VA recently has that name of having a huge turnover since they offered early retirement, and people have left within two weeks, four weeks, six weeks and longer.  But we know that turnover happens no matter what organization you're in, so you need to make sure that when you pull this together that we're using titles, so the person who replaces them can be asked to participate and continue the work that was originally initiated.  And also our common goal has to address most importantly what does the patient want, what does the patient need?  It's not what we want and it's not what we need, and if we don't do that, I can assure you we won't have usage on our portals.  What do our populations want?  Well we find out similarly in this collaboration that our population are very similar.  We know that they want secure, timely access to the information, we know that they want to take an active role in managing their healthcare, we know that they want to make informed, educated healthcare decisions.  We know, at least through My HealtheVet, that they do want to do prescription refill and we know that the DoD is preparing to do that as well.  They want access to their online records.  We know that both populations want one-stop shopping, they don't want to go different places for their information.  The order that our specific veterans asked for was prescriptions online, the second was access to their health information through VistA, their third was online appointing, and their fourth was secure messaging.  Has anyone attended Dr. Nichol and Rosendale's secure messaging?  Okay.  So you have a full breadth of what we're preparing to do.

The first thing we had to do was identify who our patients were, and in doing so if you look at the chart, there's a fair amount of overlap between the user's areas of interest.  In these areas of interest there was a lot that we learned about our patients, and we needed to find out what was the commonality.  Well, what we found out was that we started to see them come into our office about ten years ago, and that's when some patients began talking about this thing that we're calling the Internet, and they were using it to teach themselves about medical issues and sometimes they were accurate, and sometimes they weren't.  But the point is that once they started using the Internet, the numbers increased, and it snowballed.   And soon they were hopping on the world wide web, and they were learning more about let's say impetigo in about an hour, a shorter time than physicians in medical school residencies went through, our patients are surfing the web and finding out all they can about health information.  And then our patients began asking about tests, and they started asking about alternative medications, and just a few years ago they became knowledgeable about say the art of pygmy pottery.  They were thirsty.  They wanted this information.  And then the lines of questioning that began, what they used to say is doctor, what should I do?  And now it starts off with well, do you think I should…?  And our patients may have heart failure, and they say doc, shouldn't I be on an ace inhibitor?  They're now knowing these things that are applicable to them.  And the questions that they asked were sometimes treatment options, and it was as intelligent as it was insightful.  And occasionally even the treatment options that they recommended were actually pretty good ideas, and that's what started the collaboration with the providers themselves.  The question is how do we get there, what is it they're asking us for?  And these are the things that we needed to figure out.  Well what they're asking for is that we listen to them.  That when they fill out these self-entered journals that we just don't put them aside and say thanks.  That they really made the effort in their daily life to fill these out for them, but also for you as clinicians and health educators and nurse practitioners.  How do we get there?  By engaging them.  For the My HealtheVet site, if I had to pick one thing I could tell an employee, a provider, nurse practitioner, I would say to them the first thing I would ask the patient is do you have a My HealtheVet health summary?  Now if you've been to the My HealtheVet seminars, you know that our system, the self-entered piece of it, once they enter all their information or parts of their information they can print out what's called a health summary, it has their family health history, it has their military health history, it has all their individual health history information.  And if they say no, that's an opportunity that you can go up to them and say well, would you like to know more about My HealtheVet, go see Jane, or yourself if you have brochures or pamphlets.  But it gets the dialog talking.  And so if they say yes, then you can say well the next time you have a visit, why don't you bring it in and we'll go over it.  And you may find that it saves time in that little 15 minute visit.  And so the other thing that we learned is that with both populations, the veterans that are women will be doubling.  So we need to start addressing those issues, and that was the statistic that Dr. Agarwal presented at the general overview session.  That's going to affect both groups.  So to answer that as an example the Veterans Administration started the Center for Women Veterans, and now we need to figure out how My HealtheVet can actually plug into that.  The bottom line is smart patients are ahead of the curve.  They come in with specific checklists, a task for us to do, no longer us giving them the task to do.  They know to bring every pill, they know to bring their medicines, they talk and they ask questions.  Bottom line is that when the patients went on the Internet, the fact is Marcus Welby was gone forever.

Now how did we get there?  We had to come up with the methodology.  Well, before we came up with this methodology we had to say ourselves well what is driving us to do this?  Well the first thing that drove us was the President's mandate.  One of the mandates was that all employees should have a personal health record.  That is something that affects both DoD and VA.  So now we need to make sure we address it.  My HealtheVet is available for all employees.  We have the JIF initiative, we were a winner, so now because we were a winner we need to act upon that and determining what are methodology for two huge agencies to come together.  We also had the President's new Freedom Commission on Mental Health Report, that says that we need to start taking care of our mental health patients and together try to figure out what their needs are.  And then we also have this thing called AHIC, the American Health Information Community, and the two things that we're working together on is data standardization and interoperability, and specifically the Department of Defense is focusing on allergies, medications, and there's one more that I can't think of off the top of my head.  We have chosen, because we have a specific release order and that's not in our release order, we have chosen to focus on a performance framework, and that's one of our joint projects in the JIF.  How do you measure the outcomes, and if you went to see Kim Nazi's presentation, she went over in detail specifically what the performance evaluation and how you measure these portals.  Did anyone attend Kim Nazi's presentation?  Okay, so you got a real good understanding of how detailed we need to be, and how great the results can be in helping us plan and move forward.  And for the veteran's side of how specifically Dr. Roswell and Dr. Perlin specifically have strategic 1.2, which states that the VA will have a personal health record, and that health record ended up being My HealtheVet.  

So looking at the plan and the strategy and the goals, we needed to make sure that we could leverage the economies of scale, we need to make sure that cost is either cost savings or cost avoidance, and in doing so we need to adapt to change, we need to adapt to our population in a different situation, and that's part of the bigger strategy of the JIF project.  We need to respond to these changes, and we must continually always commit to fulfilling the highest standards of tools that we offer, health information, and services to those that we always serve.  And then anticipating these, there's a diversity poster that the office of diversity has.  Has anyone seen that poster?  It's excellent.  If you ever need a poster that shows the VA stakeholder community, which fits exactly into the DoD community because it has the DoD on this poster, I highly recommend that you get a copy of it.  I tried to bring it today, to show you but it's copyrighted.  I tried to buy it, they wouldn't let me do it.  I tried to just change the title, they wouldn't let me do it.  I tried to pay, pay, pay, but they wouldn't let me do it.  But if you ever want to see it, the Office of Diversity has a copy of it.  And specifically what it shows on this poster is all the populations inside and outside the VA, inside and outside the DoD, because it shows all the DoD types of patients, but also on this chart it shows the different points of view, it shows cultures, it shows new ideas from the various generations, it shows the interests, it shows passions, it shows the different levels of leadership, it shows the different experiences, their influences, their philosophies, and their lifestyle.  Sounds like a lot, doesn't it?  All in one poster.  And it also includes continuous learning and integrated relationships, ongoing relationships.  So imagine someone coming up with this saying these are all the things you must have in your portal to be successful.  And the bottom line, that is our community, and we had to look at all those things to be able to come up with the joint collaboration plan and strategy.  And that's what we're working towards, is to take all these different interest groups and subgroups into planning how we're going to go forward, and what's realistic with the budget that we have, because I don't know if all of you were affected but I know we were affected with budget cuts, and so that plays into our planning process.  The bottom line, suffice to say, is that tools our portals are providing has never been about whether it has been the best technology, or even the best return on investment.  It's really been about touching the care of medicine, and needing to integrate this into our practice of our respective physicians, and also the impact to our physician's practices.  And in doing so we need to look at the  business process, and this is why we need to do the gap analysis and we need to determine what the recommendations are, and then jointly agree on those in moving forward.  Again, the hardest task is the approval process because as we go through each of the subgroups, and as we come up with the strategies and the collaborations, there's so many levels of hierarchy that need to be in on the process, it can't be isolated.  We need to make sure that we're unified and sustainable, and that we keep open communication.  And in doing this we need to make sure that we touch not only the business aspect but also the technical aspect of both of the portals.  

In our respective roles we need to make sure that, for example, when we looked to set up the JIF project we had management teams on both sides, we had contract teams on both sides, and we had subgroup committees on both sides.  And the responsibility of the management team was to ensure that we served as executive sponsors, that we were able to make decisions where appropriate, kick up to the highest level where appropriate, to make sure that our approach and scope of the deliverables were applicable, and we needed to make sure that we had the right people at the tables for the subgroup.  Our contracting team was responsible for preparing statements of understanding, and you have a statement of understanding, you give it to the workgroups to say this is what we agree to because we are two different agencies, it's not a MOU, it's not an interagency agreement, they were just statements of understanding for every workgroup that was established.  And then we needed a commitment that these teams would participate in the subgroup, and if you couldn't come you needed to send a representative because we all have busy schedules.  And then we needed to make sure that we empowered the staff to do the work, we needed to make sure they had the autonomy to be creative and also to think out of the box.  And as facilitators, our contracting team was responsible for doing the analysis, and doing the actual legwork, and engaging the subject matter experts, so that when we met as a management team on a monthly basis they were then presenting to us the results of that past month.  And then the subgroups were responsible for identifying resources for the subject matter experts, and they were sort of like the steering committee, there was a subgroup that steered the subgroups so that one of the lessons learned is when the subgroups started, everybody was on every subgroup, and so it just wasn't working because you're not getting the right information from the right people.  You really do need to go to the subject matter experts.  The other thing was that you really shouldn't be creating subgroups and doing the work if there's already a group doing it in your organization.  For example, on My HealtheVet one of the things we have is a steering committee called Clinical Advisory Board.  When someone asks us to start looking how My HealtheVet can help returning vets, the first thing we said is we don't want to create another group, let's ask if we can join the returning vet existing group under the under secretary and be a part of what they're doing, and give them ideas about My HealtheVet.  Well it's the same thing for JIF.  The DoD did not want to do the same thing.

Our training subcommittee was responsible for the objects, educational objects, which is one I'll talk about in a few minutes, training, communication, and change management.  We needed to make sure that they understood that of the 24 deliverables that we outlined, and let me stress, do not do that.  When you do your statement of work it sounds like a great idea at the time that you want all of these things.  I highly recommend that you limit the number of deliverables, and then fit in what you need.  Now we are committed to producing 24 deliverables.  What we will do we talked about from the strategy and plan, is we plan to do one we'll call it a executive summary, and then have appendices the 24 deliverables, which will be accessible to anybody that wants them.  So that was a huge lesson learned.

On the PHR committee, they're responsible for policy, for adoption, for implementation, for privacy.  All those things that make up the personal health record as a whole.

Our business needs and requirements, obviously they're responsible for functional requirements.  In the VA we now have something called Enterprise Strategy Management, and they do our functional requirements, so we need to pull them in the loop.  We have business requirements, which is my group actually, and we work through the Clinical Advisory Board (CAB) for approval, and then we have performance measures, which we agreed to jointly do, and that's one of the subgroups of our committees and they will be doing the gap and analysis of is it feasible.  Now when all of these groups, subgroups are put together, there are three main ways that we approached it.  We said okay, are we so alike in this need that we want that we will do it exactly the same and mimic it in each portal?  Or number two, are we alike but different and want the same need, but need to tweak it because of our population, because realistically there are some differences in our beneficiary versus veteran.  And then the third silo was are we so far different that it was a great idea but it's not going to work, and then just leave it on the table.  

Our next subgroup was usability and accessibility.  We did meet with each of these groups that's responsible, so we went down VACO and we met with the 508 usability lab and we're working with them to see if we can jointly work with the DoD to do usability together.  Two years ago, before the JIF was actually awarded, Nina who's also from the DoD, a guest of ours, she along with our group went to Johnstown, Pennsylvania and had veterans and we together did a usability testing on the website.  So we got a flavor of both groups at that time.  And so we want to continue that collaboration with the JIF project.  And again, making sure that accessibility and testing are all part of this joint effort.

Right now we are beginning to look at how we can align the architecture, and in doing so we're working with Aiden Barr, who is the IT side of the house for My HealtheVet, and OI&T to see does it make sense, how do we do that?  And also making sure that security in our portal site maps are in the future plans of what we're doing, and I'll talk about My eBenefits in a minute, of how that plays into this.

Specifically our training and communication subgroup, they defined the collaborative process to share the joint educational objects, and we specifically just finished three educational objects that we both agreed we wanted to do, and we developed joint user focus groups to do a reality check, is this really going to work.  We're going to do testing on those three objects.  It didn't fall in the category of coding because it didn't really require the IT development group to do.  We worked with EES and we worked with Learning Management System on the DoD side to create this, and so we will be deploying that shortly.

The three that we actually will link to, specifically the need was PTSD or mental health, and we worked with the mental health group, specifically Joe Ruzek, and we worked with Dr. Ken Weingardt, and we worked with Colonel Gahm from the DoD, and this incorporated we talked about My Recovery Plan, which is the mental health, and we talked about the post deployment org, which is Colonel Gahm website, and then out of that discussion came we need the three things, managing your stress, managing your triggers, and managing at work.  These are specifically for PTSD, but really they built it in a way that they can also be used for others like family or caregiver, so it's not specific to the patients.

Now this is where we wanted to do the demonstration but we can't, and because of time we won't be able to go through the whole thing, but I do encourage you to look at the actual demonstration after you leave here.  It will be in the presentation.  We did realize that our current opportunities for sharing the education programs, and this is an example and not an example.  For real on the My HealtheVet side we actually did implement these things.  We now have from diabetes all the way down to stroke, those six centers, and on the DoD/TOL side, self paced training from the asthma action plan, hypertension, and virtual coach understanding A1C.  These are things that we don't currently have, but they're offering to us that we can have.  So it's looking at these education, and this came out of the gap analysis, looking at what does DoD offer on the education side, what does My HealtheVet offer, and then coming up with what's appropriate to move forward.

Inaudible question
And then our future educational centers, let's talk about 2 and 3.  Hepatitis C and HIV/AIDS.  We already have those out.  They will be coming out on Saturday as part of the new release for My HealtheVet.  The other one is spirituality, now spirituality, this is not true.  At the time we put this up here it went to general counsel and general counsel wasn't comfortable, so general counsel kicked it to the lawyers and it's now in the lawyer's office.  There's some issues with spirituality with wording, because specifically we do have in there the word God, and so the lawyers are reviewing it and making the determination on whether we can actually push the spirituality.  And here's where we can really learn from the DoD and the DoD can learn from us.  For example, when the DoD put out their terms and conditions, they paid lots of money for lawyers to review that, and it was very rigorous and when all was said and done they published it.  So the VA came along and said heck, why should we pay for that?  We trust their lawyers.  They spent all the money, so let's use their terms and conditions with just a little tweaking.  And so we did.  And we got it blessed.  And it went through our general counsel very quickly.  The same thing like this with spirituality.  As soon as the DoD saw that we were doing spirituality, they said we want some.  And so it was within two hours of meeting with them I started getting calls from the DoD, and so now what they're doing is watching our lawyers and if our lawyers say it's okay, then maybe the DoD will say it's okay and they will save money, time.  So that's what we call true collaboration.  What's up here that you don't see is one of the requests that we had is Multiple Sclerosis, so that will be one of the sharing benefits of the JIF project that we can do.  

The benefits of the shared project obviously is decreasing duplication, time and human resources.  Reducing the cost or avoiding costs.  Increasing efficiency, and we hope through requirements and we hope through architecture alignment that this will play a huge part.  Increasing the number of programs in the portfolio, again, making sure that we both have the same needs and wants.  And improving our content as it's applicable.

Our schedule in August 2007 we develop single scripts for both the active and veteran soldiers.  And then in September 2007 we identified our SMEs across the DoD and across our VISNs that we could work with.  And then in 2007, October, that's when we're going to hold our focus groups and get the feedback.

In November we revise the content per the feedback, and then in December the stress, triggers and work PTSD programs online will be used for our soldiers.

Highlights from our other subcommittees.  The performance evaluation team agreed that we would share the same framework.  A huge effort was with acquisition of Healthwise, which is medical content.  My HealtheVet already uses Healthwise, which is part of WebMD.  The DoD just last month agreed and purchased, and is already offering the same information.  The idea is that when you're in active duty and you transition, it's a seamless transition into the VA side, that they get the same look and feel, that they hear the same terms, and this was very important to us.  We're exploring Joint E-Forum.  That's so we can upload our information, similar to SharePoint.  It's a repository that we can put our information, they can put their information, and when this project goes away we can still continue to share.  And that's the whole idea behind this.  And the next major thing as I said will be scheduling and secure messaging.  They've already had secure messaging built.  It's not implemented, I believe that they ran out of funding, but they do have secure messaging.  They have their requirements, they actually had a pilot site that I was privy of seeing.  

Again, capitalizing on the statements of understanding, making sure that the subgroups work together, and making sure that we stay on target with the project plans and don't encounter at the end of it saying whoops, I didn't account for this, we need more money.  

The huge lesson we learned as a project is it took one year for the VA, I'll take the blame, to decide whether we could even accept this money, and then it took like six months for the DoD, now I'll blame you, for the DoD to mepr  the money over to us.  Things we didn't even think about, we just thought it would be a piece of cake, we won, we're winners, yay, and we'd get the benefits.  But it wasn't as easy, and therefore the result is now we're down to eight months to do what we were supposed to do in two years.  And that's a challenge, but work for that challenge.  And so that's the things that you need as lessons learned to make sure that you capitalize and listen to.

Again, documenting sustainable and repeatable communication processes.  That's the biggest part of this project as I said, it's not the technology, it's the communication piece.  Making sure that we start our focus groups so we truly know what the beneficiary wants and we know what the veteran wants.  We all know if you want to Honor Flight, you saw the veteran population, you know in time the veteran population is going to dramatically change because they're not going to be here, so we need to start thinking out, you know I thought the VA was crazy when they said to me a couple of weeks ago, can you give me a schedule for 2019, your budget, what you want in it, the resources you'll need, etc., etc., etc.  And I thought you've got to be kidding me!  But they're not kidding.  We really need to start thinking strategically that far ahead.  We already know, a simple statement, veterans are going to start to age, our younger, active war members are going to start to populate and come over to our sites, we already know that, so we need to start planning now and this is part of what the JIF project is, to build the foundation so that we can do that.  And then getting feedback and revisions.  To end this, the Dolan Shalala report, anybody know about Dolan Shalala report?  Okay.  The Dolan Shalala report, brand new idea that came out and here's specifically what it says.  The VA/DoD will develop a plan to execute a single web portal.  Where'd that wrench come from?  So what we need to do is we have until December is when this JIF project ends, we said that we will be sustainable, that we won't be asking for any more money.  Oh by the way, here's this new report, and now we'll become one.  And so we need to make sure that this foundation is built so that maybe really they don't mean one single portal, maybe they mean one seamless look and feel that the veteran sees, and underneath maybe we're doing our own thing and again, I don't want to give solutions, maybe there's a middle where maybe there's on demand that you get to pull the information, see it, but it's not stored.  So every time the patient wants it on either side they always get it, it's just that it's not stored.  So these are the things now we need to start thinking about that is about two weeks old.  And in closing, Paul Revere heard the scuffling in the town about the British being seen, scurrying around all the boat docks, he got on his horse and within two hours he covered 13 miles.  He knocked on all the doors of the leaders and he warned them that the British were coming.  The towns were prepared for that.  It was one man, and it was one horse, and it was through the word of mouth.  Extraordinary news traveled a long distance in a very short time.  He mobilized and entire region to arms, and imagine what has been our theme, which is "what if we can?"  And so we need to remember, that only took one person to do.  What if we can do the same thing with the two portals for our veterans today and our veterans for tomorrow?  

And so now I'd like to introduce Major Michael Whitaker.

Good afternoon.  I hope I put anybody to sleep because I'm the last speaker for today before everybody heads to get their free drink down there.  I'm Mike Whitaker, I'm the IM manager at TMA.  I work a certain area, access to care.  Behind every good IM manager are the analysts in TMA, so I want to introduce Nina Mahan she's up front here, she's an IM analyst.  She is the most I guess knowledgeable person of TriCare Online, she's been with the project since the inception, which has been over six years now.  So she's the brains behind me.

This is what I'm going to cover today.  I'm going to do an eHealth overview, or a TriCare Online overview.  I'm going to talk about some implementation challenges and lessons learned.  What's new, what's coming up next for TriCare Online, and then I'm going to do a short summary.

TriCare Online provides a comprehensive suite of capabilities to support consumer empowerment.  It empower beneficiaries to become more involved in their healthcare, and this also supports the VA's strategic plan for consumer empowerment.  You've probably heard the same terminology in some of their briefings.  TOL provides secure role-based access to customized services as I'll describe later in some of the future slides.  The MHS, and I'll define some of these as I go along because you may not know some of these terms, is Military Health System.  I'll probably be using that several times.  Corporate approach allows for economy of effort and reduces development cost.  That, not just in the DoD now, even working with our partners in VA, that's really important because I saw one of their briefs where their budget is reducing for My HealtheVet, and the same thing's happening with TriCare Online, so that is important to get economy of scale and work together.  Most importantly TOL meets and continues to meet the identified needs of the Military Health System strategic plans and optimization.  Some of the examples I want to give you, I don't think they're on the slide.  Increased patient-centered focus, and an example would be 80% of TOL is centered around the beneficiary.  Such things as online appointing, entitlement information, and beneficiary web enrollment which I'll describe later as I get into some of the new features.  We have Rx refill and PHR, that will be coming up later this year too.  Another example is improvement of health outcomes.  Improve interoperability with our partners, and it's not just the VA which is our biggest partner, but also even civilian sector, we need to be looking at what's going on there with eHealth and things that are being done online that we could maybe get some ideas from.  And enhanced system productivity, TOL automates different manual processes, example would be online appointing.

The next four slides I'm going to step through how TOL works or how it's structured.  Access is important, enormous, and complex, but the portal is very simple to use.

We have basically four categories of role-based access.  We have beneficiaries, providers, support staff, and contractors.

This is where we are right now on the slide.  And as was mentioned earlier, I put this in my slide not knowing it was in the VA portion of the brief.  We adopted Healthwise now, we recently got that up and running, so now we're using the same health content.  Under the beneficiary section, under the tools area we have prescription checker, anatomy explorer, condition explorer.  Under the MTF pages we have MTF announcement, MTF is Military Treatment Facility, and we have announcements, we have MTF news, we have clinic phone numbers and driving directions.  Under the provider/staff section we have NAS, which is non-availability statements.  Right now this is used in Europe and recently we turned it on for Latin America.  Medical resources, we have CME courses, this is for providers.  Professional databases, and current research.  SPAC, stands for Secure Provider Access to CHCS, and CHCS is our Composite Healthcare System, equivalent to your VistA.  And what that is is it provides HIPAA compliant access for providers when they're away from their MTF they can log on from any PC and access our CHCS system and it will do things such as labs, view their appointments, anything you can do in CHCS you'll be able to do away from the MTF.  DRMROL, this is Deployment-Related Medical Records Online, and this is where the post and pre-deployment questionnaires are completed.

This is what's coming later, actually it's going to happen this year.  Some of this is in testing right now.  We're adding prescription refill, we're finally catching up with the VA and we're going to add that this year.  It's gone through its design review and it's going through some testing right now.  The PHR portion includes three pieces, it's going to have our demographics that beneficiaries will be able to see, it's going to have pharmacy profile and allergy profile.  And later on in the brief I'm going to actually have some preliminary design screen shots that I'll show you.  And lastly, the BWE, the Beneficiary Web Enrollment, if you're familiar with how we enroll, we have a health plan just like in the civilian sector, and as either dependents, retirees, or active duty move around they have to change their enrollment depending on where they live, get assigned to their current MTF.  Well this is going to be able to be done online instead of having to go to the managed care support contractor and filling out paperwork, so this is pretty exciting.  

I want to cover in the next few slides some of our implementation challenges.  There's multiple challenges that affect beneficiaries to accept new electronic ways of conducting healthcare activities.  Many of these challenges exist today, and the biggest one is the cultural change.  For many of us it's hard to change the way we do business, especially if we've done it a certain way for years, like we've done in the Military Health System.  On an institutional level TOL is a major factor driving cultural change in which patient empowerment shifts from the balance of power in the patient-provider relationship.  The tools and services accessible via TOL, and that's TriCare Online, empowers the patient to become more proactive in their healthcare and engage the patients that goes in to see their provider.  And we've heard this in many briefings already with My HealtheVet, is they're smarter when they go in to see the doctor, they're actually telling the doctor this is what I think is going on.  Home-grown programs, this has been a traditional problem with Military Health System.  We have three services that we deal with at this level when we're trying to implement anything, and so it's hard to convince the services if they built their own home-grown systems that we're building a central system now and you've got to stop using that one.  So this is always a challenge, and more and more we're building central systems and we have to keep fighting that issue with the services.

Even though Internet usage is on the rise, there's still many beneficiaries that are not proficient or not even comfortable with using a PC.  There also is inherent distrust in conducting business over the Internet, whether it's healthcare or financial reasons.  There's a concern about putting personal information, sensitive information, into an electronic medium.  Many of those concerns are rooted from privacy and security, that's why we have the HIPAA and privacy security rules now.  The kind of things that beneficiaries think of is is my healthcare information safe, will someone get a hold of it, will it get into the wrong hands?  Medical information over the Internet is not widely accepted as the banking side is today.  It took a while for the users to trust the security and privacy of online banking.  I'm a prime example.  I've been using computers for 20 years, have an IT/IM background, and it even took me a while to start using the banking online.  But today it's all I ever do, I don't want to go back.  So it's just a matter of evolution for that to switch over.  The acceptance will take a little longer with the medical side.  Patients are used to the patient-provider interaction.  When you do things over the Internet you don't have the human connection going on, and so it's going to be a little longer for the patient side.  We have started to overcome many of these challenges through education and overall experience with the system.  We hope to increase beneficiary comfort and acceptance with conducting healthcare transactions online.  Eventually medical will be where the banking industry is right now, where it's just common practice to do business that way.  Just a footnote is TriCare Online is a DoD HIPAA privacy and security requirements have been used in the development of that, so it is secure online.  

With respect to beneficiary and provider concerns, it is about communication and system stability.  Stability is a real big part of bringing users back.  You only have one or two chances to obtain a new user when you deploy a system, or even have a system out for a while.  If the system is difficult to use or is not stable the likelihood of a user quitting or coming back at a later time is high.  Systems need to be designed so that they effectively show the user how and they can find the information that they're looking for.  We were observers during a usability, and that's the kind of test that would have to take place, a usability test before you deploy a system or any kind of upgrades.  In 2006 TriCare Online went through a redesign itself and we did a usability study prior to that, and it got a lot of user feedback.  We did our redesign in the late summer, fall of 2006, and if you've ever seen TriCare Online, some of the screen shots you see some of the new scheme that it looks like.  User stability and availability is so critical.  A web-based system needs to be as stable as possible, thus accessible to the user.  TriCare Online is very stable and a lot of effort and money has been put into the back end hardware upgrades that occurred to ensure that the continued stability took place.  It was roughly about six years ago, maybe a little longer, when TOL was first deployed, and at that time it wasn't very stable.  There were a lot of issues that had to be worked through.  As a result many users still today still remember that if you bring up TriCare Online, they remember what it was six years ago and not what it is today, and so it's important the education process of that.  Again, you only have a few chances to obtain new users.

Culture change is difficult, especially in the healthcare system as large and unique as the Military Healthcare System.  People don't like change, people like conducting business as they've done for years.  TOL provides beneficiary access to applications and services that empower them to be more proactive in their healthcare.  Providers in turn are seeing more informed beneficiaries in their offices, they are truly becoming consumers.

TOL provides a mechanism of centralized access and management to information provided by applications and services.  MHS is moving away from where individual systems exist and the enterprise that offers the same capability, and it's actually broader than that now.  We're looking in government in general obviously working with the JIF project and VA, it's not just within MHS anymore.  Almost like a stovepipe system the problems which systems such as these is there's oftentimes no interoperability between them, i.e. DoD, VA, doing the JIF project together.  We're trying to bridge that gap.  TOL allows for the standardization of many capabilities so that users can access these capabilities from a single location anywhere in the world.  This forces stakeholders to abide to DoD mandates and regulations, when in the past they may not have been subject to these standards.  And that's what is hard for the services to change, if they have their own system and we come out with a standardized system.  Also TOL is seen as encroaching on people's territory.  People resisted to let go of their individual systems after investing time and resources into building them in the first place.  A good example is secure messaging.  One of the services has already been testing the secure messaging, and we're also looking at coming up with a DoD secure messaging, so what's going to happen is they're going to start using this and then they're going to be told that this is the official DoD, and this is what's hard for the services, to let go of this system that they've already invested money into.  This is always challenging when dealing with three services and their different business processes, as you can imagine.  

Marketing is the most important to the successful adoption of a system.  Consumer oriented marketing strategies, multi-channel marketing, makes a system successful.  Leadership support from the top is critical, and it's not just leadership from the MHS or the TMA level, it's all the way down to the MTFs, the Military Treatment Facilities, the hospital commanders, they have to be on board with the use of these systems and make sure that the marketing is done locally, because that's where the rubber meets the road, that's where the patient is going to that MTF.  We can't necessarily market it from a national level because it may not really reach that beneficiary.  Having a spokesman or advocate on site, and this would be at the MTF, adds credibility to the benefit of TriCare Online.  For example, providers are more likely to listen to other providers, you've probably heard this before, and users TriCare Online if the provider advocates for this system.  Again, change does not come easy and does not come overnight.  Slow and steady progress is to be expected when implementing a brand new system.  We're still striving for higher usage and more users six years into it, and you see the same things with My HealtheVet.  We started about the same time, and it's just a continuous process.  It's important to counter negative word of mouth discussion about a system.  Initial instability of the beginning of TOL resulting in misconception about the stability are being countered through consistently demonstrated stability as well as direct discussion with the field, and really a good way to counteract a lot of this, at least for the staff personnel, is being at places like this, at conferences, having a booth set up at conferences, demos.  One thing I didn't mention is Nina Mahan is our demo expert for TriCare Online, and demos go a long ways at least for hitting the staff personnel, to show how it works versus just hearing it from beneficiaries.  And that's a good way to spread the word of mouth.

There's several definitions out there for EHR and PHR.  DoD hasn't even nailed down what they consider EHR and PHR.  I just threw out a couple that I came across, and EHR really is just a repository of information retained on behalf of the beneficiary, where PHR enables beneficiaries to access and manage their own healthcare, or co-manage their medical conditions along with the healthcare team.  On the left hand side, this is one of the new products that's going to be coming out.  This is a summary that will be part of our PHR, which includes the demographics, allergy, and pharmacy profile.

What's a briefing without an IT view?  The four lavender Phase I, the medication profile, the VA medication profile, the allergy and demographic profile, this is the part that's being deployed in Phase I and this kind of gives you an idea how the information moves from our CDR, which is our central repository, and I believe VA has a central repository also.

Here's some more screen shots, again this is the same deployment Phase I.  On the left hand side you have a demographics view on TriCare Online.  Please don't go and print these and publish them, these are from the preliminary design review, these aren't the final set version of it, so I don't want to get arrested for giving these out.  I didn't really ask for permission, I just kind of took them off the document.  On the right hand side we have a medication profile, and it kind of gives you an idea, it lists the medications that that person has.

On the left hand side is an allergy profile, and they also have printable reports, and that one's even more blurry.  I'm trying to get that one on a screen, it's pretty tough.  This is something that the beneficiary could print out and theoretically take to a network provider off base or have a consult off base, you could take this with you and show your provider, these are all my medications, these are all my allergies, and you don't have to have any additional stuff sent to that provider.  Future possibilities might include read-only access to the EHR data, laboratory, and radiology results.

And again these are some upcoming screen shots.  The two screen shots on the bottom are the beneficiary web enrollment, this isn't necessarily a TriCare Online product, this is where a beneficiary, and I explained how military people move around, well VA folks do too, but as we move we have to enroll into new regions or new MTFs, this will be able to be done online.  This is actually screen shots, I actually logged in to my name and hit a few things like the year I was born.  This is actually live information I took off.  It's been piloted at three sites, an Army, Navy, and Air Force site, and it's gone through all it's testing and should be deployed later this year.  When it is I'll have these little icons that are alongside on the left hand bottom side, those little icons, right now they're shaded because I can't access it, and you'll be able to do all these different activities within web enrollment.  Such things as changing address, phone numbers, and then changing location provider.  And on the top right hand side, this one is the refill, you guys are really familiar with this already because you have this on My HealtheVet.  We're going to have prescription refill, and this is pretty much what the screen is going to look like.

These are some areas that are under consideration for our PHR.  Hospitalization, immunizations, conditions, surgeries, self, family, health and military history, preventive health based upon some of the VA data, we're pulling EHR data that matches our self, eventually what's going to be some self-entered data.  And we're working with VA to develop common requirements for some of these activities.  And then the last bullet, the third-party access, this is where I was talking about network providers, civilian providers, and these are civilian providers that are beneficiary received that's outside the MTF, Military Treatment Facility, and it may be their PCM that's off base, or it may be just a referral or consult that they go off base for, and that's what a network provider is.  We want to be able to eventually have them have limited access to certain information for our beneficiaries that have referrals, so we don't have to make copies of stuff and have the beneficiaries hand carry it down to their appointment.  

In summary, TriCare Online provides a comprehensive suite of capabilities to support consumer empowerment for our beneficiaries.  Bottom line is MHS eHealth empowers all stakeholders with real-time, single source, secure access to their appropriate services and applications.  MHS collaboration with government and industry is vital.  We need to share our ideas with everyone.  If there's one thing you want to remember after leaving this presentation it's the simple fact that there's no other system like this anywhere of this scale, and I want to caveat this because I had this in the briefing before I went through a lot of eHealth tracks so far, it appears to me that My HealtheVet is right up there with us, almost like in a dog race.  I think both these products, and they have a few different things that we don't have a vice versa, but we're both going down the same track wanting the same things.  So I think there's two products out there that's at this scale.  You have more beneficiaries than we have potentially out there.  But in the civilian sector there's nothing this large a scale, so that's one feat we should be proud of.  The healthcare industry is a ways away from implementing many of these features and capabilities that we've already deployed.  It's easy to take for granted, but our today is everyone else's tomorrow.

There's two things I'm going to address.  One I'm going to address because I have the mic and you don't have a choice and it has nothing to do with JIF.  The second thing is one that I think is important, it's a lessons learned with the JIF project, and it's something I'll be honest, I never thought about and the DoD never thought about it.  And when we think in our terms of workgroup normally we think of the United States, and we forget about the global, that we really are everywhere.  So in my presentations, which I will now change, I usually say oh when we talk about best practices and different things that happen I said Kaiser, I say Markle Foundation, I say Harvard.  Well I got a call last week from the international side, people on the other side of the globe, and they said we're implementing a personal health record.  We have a policy and we want to know what you do about this.  And I said oh my gosh, I've never even thought about that.  Here's what they're dealing, and they put a policy out and wanted our reaction to it.  What do you do about a patient who's sitting down at their personal health record and they live in a culture where the head of the household or people in the household have control of them, and they make the person type in their log-in and their password and they want to see what's on there, so they want to see maybe abortions or sexually transmitted diseases, or anything that they have on their personal health record.  Well how do we stop that?  I was like, well if they're logging in as theirselves, it's pretty hard to do.  There's no way a system could identify that it's not them.  The other one was well spouse abuse, in some countries that's worse than others, and so they're dealing with those types of things.  And again, I never thought, and what they call it is coercion policy.  And I said well, since you have a policy, tell me what you do.  I'll be honest, we really haven't thought about that, but there's things that maybe we should.  So they said they have a process in place where the patient will say to the provider, because sometimes the spouse or the head of the household or whatever goes with them to doctor visits, so they say to the provider. Doc, I want to get access to my personal health record, all the information that's in it, wink wink, but don't really include this, this and this.  And so what they have is called a provider envelope where they pull what they don't want, this is if the spouse or the person is not with them, they pull that information out of the personal health record and it's in a locked or sealed envelope so that if they were home and they pulled up the record that the people that they really don't want to see the information wouldn't be visibly shown.  Now one of the things that VA leadership was very clear about, our Dr. Perlin, Dr. Roswell, for patient safety at the time, is we want to make sure that when the patient prints out the record, that we always think that they might take it to an outside provider, and you don't want to start piecemealing it by pulling things out of the record that they print and they take to their provider, because now if they walked in physically and got that same information at the desk, a manual copy, it's going to be different than your PHR record.  So now you have two different, same information, but displayed differently with missing information.  So again, we don't have a solution to that, but that was their solution, the wink wink they call it.  So I just thought I'd share that, it's something I hadn't heard of or thought about, coercion policy.  So those are things that now through the JIF, when we talk about our DoD collaboration, they may have said that to us, oh we encountered this because obviously they're global, and so we need to start to think from that perspective.  The last thing I want to say that has nothing to do with this, but it does have to do with Honor Flight, is I was one of the people that was so graciously asked to accompany the World War II veterans on their last trip to Baltimore.  It was interesting because I just want to tell you the scenario, when they walked off the plane, we had 300 of them, when they walked off the plane I was the lead, most of them were in wheelchairs, and the airport stood up clapping until all 300 got off the plane and we left the airport to put them on buses.  But that's not the story.  I happen to have the ABC News and the reporters around my guy because I just happened to be in the front in the lead, and the story I want to tell, just because it just gives me chills is the reporter said so, tell me an interesting story about World War II or your life, and he said well, let's see, when I came home from the war I wanted to get married, and my bride wouldn't marry me.  He said well why is that?  He said well, because she didn't have a wedding gown.  And so his troops found out about it, and the troops went and got his parachute and they took it to her next door neighbor who was a good sewer, and she sewed her a wedding gown out of his parachute, and so he surprised her because the neighbor knew what size she took, and when he actually for the second time proposed to her and to give her the ring, he presented her with this wedding gown that was his parachute.  And so I thought that was such a good story that I wanted to share it, because it is related to the Honor Flight, and so the second person that my husband was wheeling, they asked him the same question, and he did have the response that Mr. Morse said, his response was I'm 96 years old and I may not have tomorrow, and that's why I'm here.  So if you can, go buy a shirt or volunteer in your neighborhood where they're coming in, it would be a great thing to do.  And that's collaboration, it's not JIF collaboration, but it is collaboration.  Thank you for coming, we really appreciate it.
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