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Welcome and Introductions

The meeting began at 8:10AM at the Wyndham Hotel in Phoenix, Arizona.  A quorum was present.  Reece Sherrill, ISAC Co-Chair, began the meeting with introductions around the room and welcomed everyone.  Reece identified potential meeting outcomes/actions that the Co-Chairs wanted to accomplish during the meeting and reviewed the agenda with the group.
Agenda Items 

Agenda items approved for action/discussion and presenters are listed below:

(all presentations and handouts can be found at:  http://www.ihs.gov/misc/links_gateway/sub_categories.cfm?Sub_Cat_ID=0602010201 
1. Electronic Health Record Status and Requirements, Dr. Howard Hays, EHR Program Director, OIT, IHS 
2. Capital Planning and Investment Control and Office of Management and Budget Requirements (Exhibit 300s, IT Investment Portfolio), Gene Robinson, CPIC Coordinator, IHS 
3. IHS IT Investment Review Board Policies, Gene Robinson, CPIC Coordinator, IHS
4. Chief Information Officer Reports and Discussion
· Office of Information Technology (OIT) and IHS Headquarters Reorganization Status

· Information Technology Budget, Projects, Contracts

· National Information Technology Support Contract

· E-Government Initiatives

Keith Longie, Chief Information Officer (CIO), OIT, IHS

5. Enterprise Architecture (EA)
· General EA Basics and Principles

· IHS EA Activities

· Department of Health and Human Services EA

· Federal Health Architecture (FHA)

· Proposal to Incorporate EA Management Activities in ISAC Charter

John Anderson and George Huggins, OIT, IHS
6. Security Issues, Robert McKinney, Chief Information Security Officer, OIT, IHS 

7. Patient Accounts Management System (PAMS) and Patient Registration Progress Report, Sandra Lahi, Business Process Development Leader, OIT, IHS

8. National Telehealth Initiatives, Dr. Mark Carroll, Navajo Area IHS

9. Master Person Index and Inter-Facility Encounter Data Sharing, Dr. Mark Carroll, Wes Old Coyote, Navajo Area IHS, and Richard Hall, Alaska Area 

10. Telecommunications Initiatives - Activities and Status (Network Management and Support, VBNS, HHSNET, e-Mail, Active Directory, Video-Conferencing, etc), Tom Fisher, OIT, IHS

11. Veterans Health Administration Re-engineering and Sharing Activities, George Huggins, OIT, IHS
12. Electronic Dental Record, Dr. George Chiarchiaro, Director, Dental, Oklahoma Area IHS 
13. Section 508 Requirements, Joye Howe, IHS Section 508 Coordinator, OIT, IHS 

14. IT Resource Requirement Methodology (RRM) and Health Services Planning, Pam Connelly, Phoenix Area, IHS

15. Assigning Annual ISAC Priorities, Reece Sherrill and Mike Danielson, ISAC Co-Chairs 
16. Present and Finalize ISAC Tech Conference and January 2005 Meeting Recommendations, Reece Sherrill and Mike Danielson, ISAC Co-Chairs

17. ISAC Meeting Schedule and any Unfinished Business, Reece Sherrill and Mike Danielson, ISAC Co-Chairs 

Electronic Health Record Status and Requirements
Howard Hays, EHR Program Director, OIT, IHS 
See presentation slides  

Discussion:  Mark Carroll asked if there is a regulation that every provider must have training on coding.  Howard said there is a philosophical debate on whether providers be trained in coding.  The providers remain responsible even though they may have persons that do the coding for them, or they code themselves.  The IHS is ultimately moving in the direction of having providers do their own coding.  The EHR will have “pick lists” to pick codes from.  Reece Sherrill said you don’t want to be in a situation where your coders are making the diagnosis.  Carolyn Johnson said Warm Springs contracted training for their providers in addition to developing pick lists.  Floyd asked if there was a feed back loop built in to the EHR for providers to verify codes.  Howard replied coders can write an electronic note, with a notification sent to the provider.  He considers this a form of documentation.  

The discussion turned to regional and Area training issues.  Reece said Tribes can provide training and asked if IHS had considered them.  Howard said not yet.  Keith added we need to foster the development of the buddy system of one site assisting another to get EHR up and going.  
Andrea Scott Sam, IHS, Phoenix Area Clinical Application Coordinator (CAC), introduced herself.  She is a Medical Technologist and Lab Application Coordinator with a Masters in Health Management.  The Phoenix Area recently hired her as the Area CAC to support their service units.

Reece asked if the EHR has a scroll wheel.  Howard said yes.  Chuck Walt asked if there are any plans to integrate public health nursing (PHN) into the EHR.  Howard said some places are using it now.  Cimarron has developed the PHN portion of the EHR.  Wes Old Coyote said it was designed by the Nursing Professional Specialty Group, but has not officially been released.

Pat Cox said the EHR does work at small sites.  Carnegie Indian Health Center in Oklahoma is a good example of a very small site running the EHR successfully.  Their server is remotely run at the Lawton IHS Hospital.  

Rich Hall asked about the original plan for 2 sites per Area, and said he sees preponderance on the new list for sites that go out and ask for the EHR.  Howard replied that since the first 2 sites were selected, we have not seen anything that mandates Areas to select the next sites.  The IHS really wants to be responsive to the Areas, but the Areas have not been pushing the EHR. Individual sites that want it and are ready are the ones that you see requesting it.  
Keith said the IHS Director wants to see detailed reports on how funds are spent that he has provided for the EHR.  We have had to prepare these reports and submit them to the Diabetes Program and Dr. Grim.  Howard said the majority of funds were used by sites for hardware for site preparation.  A small portion was used for training.

Keith asked what the ISAC thought on the next year’s distribution of funds. Clark Marquart said he would like to see the Areas have the flexibility on how the funds are budgeted.  Howard asked if any of the ISAC had a recommendation on a funds distribution formula.  Ron Wood said all Areas have had to come up with prior year spending plans for Medicare/Medicaid and P.L. 86-121 monies.  Areas may want to consider an assessment of Third Party collections.  
Actions:  None

Capital Planning and Investment Control (CPIC) and Office of Management and Budget (OMB) Requirements (Exhibit 300s, IT Investment Portfolio)
Gene Robinson, CPIC Coordinator, IHS 
See Presentation Slides
Discussion:  Keith introduced Gene Robinson, CPIC Coordinator, OIT, IHS, to the ISAC.  Gene is responsible for managing the CPIC function and activities on behalf of the entire agency.  Gene discussed the HHS software application of choice for managing the CPIC select phase, ProSight.  The HHS can go into the application and look at our Exhibit 300s anytime versus once a year as was previously done before the process was automated.  We will have the capability and be undergoing monthly reviews and updates now with ProSight.

Gene said the IHS funds are somewhat different than the other HHS Operating Division (OPDIV) funding.  The IHS comes through a different funding source, the Department of Interior.  The HHS Secretary cannot reprogram the funds to other OPDIVs like CMS for example.  

Gene also discussed the UFMS budget increases and the effect if has on our Exhibit 300s.  They will have to absorb the cuts to support UFMS.  

Gene discussed cuts made by OMB in the past.  The OMB has said we would take the funding cut, but in actuality they never made it down to our level (IT efficiencies).  This year however, the IHS Hospitals and Clinics (H&C) money is actually taking a $1.7 million dollar cut.  Additionally, the OMB says if you don’t score at the level they require on your 300s, it will affect your budget.

Reece Sherrill asked how this affects tribal IT shares.  Jim stated we (IHS) have a separate fund at HHS, the Service and Supply Fund, that comes off the top of our IT budget for some of the 24 e-Gov common solutions.  However, the bottom line is our budget will be decreased to support IT efficiencies as will tribes’ budgets.  Mike Danielson said the tribes don’t use the Federal systems like the 24 e-Gov common solutions and asked if we can separate these funds.  Keith said we have consolidated acquisitions and consolidated IT activities in addition to enterprise software.  It will create a need for political intervention.  Gene said it does not affect the Annual Funding Agreements.  Jim said it does in a roundabout way, funds are taken off the top and we get what is left to use on our budget.  Mike added it might take HHS or OMB intervention before we go to Congress.  Gene said when we lost $9 million tribes got it back through Congress for us.  Christy added that Don Kashevaroff did this in his role as an ISAC member when he testified before Congress.
Gene turned the discussion toward the Earned Value Management System (EVMS).  This began because of the IRS who had a project that was 50% over their projected cost and they still didn’t have a system.  The OMB put the EVMS into place to assist and prevent these types of things from happening.  

Gene then discussed the OMB requirement that all agencies have an Infrastructure/Office Automation/Telecommunications (I/OA/T) Exhibit 300.  This was not realistic for HHS so OMB agreed to let each HHS OPDIV have its own I/OA/T Exhibit 300.

Gene gave the history on IHS Exhibit 300 scoring.  In November 2003, the IHS got 2s which are considered poor scores.  We have improved our scores since then.  Rich Hall asked if we have gotten better at 300s or if we have just gotten better at writing the documents.  Gene said it was both, we are writing them better, but we are also taking steps to ensure items are being performed in accordance with the OMB requirements.  An example is security.  We have gone from having no certifications and accreditations to having them all complete now.  

Keith said he sees the Portfolio Management as a role of the ISAC.  Mike said within our bureaucracy we need an organized approach to managing our IT portfolio.  He sees some inherent Area reporting requirements associated with this.  

Actions:  None

IHS IT Investment Review Board Policies

Gene Robinson, CPIC Coordinator, IHS
Discussion:  Gene provided the IHS history of its Information Technology Investment Review Board (ITIRB).  It used to consist of the 10 ISAC permanent members and 10 more IHS officials.  We will be revising our policy based on new HHS guidance soon to be issued.  There are new criteria for ITIRB reviews, including dollar values.  If you are doing something that will affect another OPDIV, then you will need an HHS ITIRB review.  Clark asked if the IHS ITIRB had been meeting.  Gene said it has not met in the past 2 years.  We haven’t had any new systems.  However, since we are beginning the “Evaluate” function, there will be a need to convene an ITIRB in the future.  
Rich Hall asked about the applicability to Tribes.  He said he would like to see it explicitly stated in laws and through contract mechanisms (i.e., compact/contract) as well as in policy.

Actions:  None

Chief Information Officer Reports and Discussion 

· Office of Information Technology (OIT) and IHS Headquarters Reorganization Status

Keith Longie and Jim Garvie, OIT
See Presentation Slides
Actions:  None

· Information Technology Budget, Projects, Contracts
Keith Longie and Jim Garvie, OIT, IHS
See Presentation Slides and Attachments:
Director, IHS Performance Contract

“One HHS” 10 Department-wide Management Objectives


OIT Project Plan
Discussion:  On the IHS Director’s Performance Contract outcome related to the concept of operations for “major” systems, John Anderson, Enterprise Architecture (EA) Consultant, said it should be a part of the EA.  He said this is not necessarily the view of others.  He has had to fight to get this in the EA.  Keith supports this approach.  CONOPS is a Project Management requirement, but needs to be incorporated into the EA.  
Actions:  None

· E-Government Initiatives

Christy Tayrien, OIT, IHS
See Presentation Slides
Actions:  None

· National Information Technology Support Contract

Keith Longie and George Huggins, OIT, IHS

Discussion:  George said the national IT contract covers things we traditionally do including development support and Help Desk activities, and many other things.  We will take more steps toward fully using performance based contracting in the future.  The Data Warehouse is being looked at separately from the other activities we contract for.  Keith asked George to discuss performance based contracting.  George said the difference is you can no longer go down the hall and ask an employee to drop what they are doing and redirect their activities, i.e., take on the task you need done.  It has to be written into the performance-based tasks that are put in place.  The contract needs some insight into what the needs are and incorporation of these needs into the tasks to cover things that you haven’t really planned for.  It’s a different method of contracting.  We will still have an aging cadre of Federal employees that we can depend on to perform some of these tasks.  Keith said the timeline for the new contract is September.  This contract alone meets the requirement for Dr. Grim’s percentage of contracts being performance based, it is a huge contract.  Bruce added that the 4 acting Division Directors have all had project management training.  Chickasaw Nation Industries Technology Division holds our current contract.  Reece asked how o we measure success of the contract.  George said we have deliverables,  but the question is do they deliver what we asked?  There are disincentives for when they don’t.  The IHS will be exercising this more in the future.  Keith pointed out the Feds have a responsibility to accomplish the tasks as well as the contractor. Gene added at some point a Fed will have to sign something that says the job was done.  Reece asked if there is a conflict of interest in hiring old employees.  This is a determination made by the IHS Program Integrity and Ethics Staff.  
Actions:  None

Enterprise Architecture (EA)
· General EA Basics and Principles

· IHS EA Activities

· Department of Health and Human Services EA

· Federal Health Architecture (FHA)

· Proposal to Incorporate EA Management Activities in ISAC Charter

John Anderson, EA Consultant, Mitre and George Huggins, OIT, IHS
See Presentation Slides
Discussion:  John said he is proposing the ISAC be the established mechanism for business organization representation for the IHS.  George and John are asking the ISAC to consider adding the EA in its charter.  
Reece asked how IHS is getting Tribes involved in EA.  John said the key link is ISCs at the Areas.  

Actions:  Reece asked for an ISAC Motion to add EA to the ISAC Charter as presented by John Anderson.  Motion carried.

Security Issues
Robert McKinney, Chief Information Security Officer, OIT, IHS 

See Presentation Slides

Discussion:  Rob talked about ways to minimize costs of Certification and Accreditation (C&A) by using a centralized capability, common information security controls, and standard configurations, i.e., personnel, national buys

Rob pointed out new training requirements from the Office of Personnel Management (OPM) to HHS on down.  Rich Hall asked the standard tribal question, does the count include Tribal locations?  Rob said no, his input is to have security in the basic IT package.  The share can be left or bought back.

Reece asked how they will be able to get the training if they have taken their shares.  He is looking for a means to get the training, and a price schedule that they can use to buyback the training from IHS.  Rob said he has discussed this with the HHS Attorney and they are working on some language that will go into the contract/compact for security, including training.
Keith asked if we need to establish software and hardware standards.  There was some discussion on this by the ISAC.  John Anderson said he would like to see this in our EA, it needs to be in there.
Actions:  Per Reece Sherrill’s recommendation, Mike Danielson’s motion, and ISAC approval, the ISAC formed a workgroup to look at standard configurations for software and hardware.  The workgroup consists of Wes Old Coyote, Reece Sherrill, Rob McKinney, Mr. Cisco, Tom Fisher, and other resources as the ISAC identifies the need.
National Telehealth Initiatives

Dr. Mark Carroll, Navajo Area IHS

See Presentation Slides

Discussion:  Dr. Carroll said the VA has never released Vista Imaging outside the VA and seems to be reluctant to release it.  They have collaborated with the FDA on their development of it and no other agency has ever been given the product.  We do however, have an older version that was running in Alaska Area at their ANMC (no longer in use) and the Billings Area has an older version they have used as well.  Jim said Vista Imaging does not run on MUMPS, it runs on an NT server.  It will take some additional hardware to be able to use at facilities.  Jim also said it does not replace diagnostic services, it supplements them.  Mark said the Vista Imaging has integrated imaging display throughout the facility.

Reece asked if the EHR is a prerequisite to telehealth initiatives.  Dr. Carroll said no, but it is nice to have and easier to work with if you have the EHR.

Dr. Carroll discussed Virtual Centers of Excellence including a Virtual ED (emergency department).  This gives EDs access to a Board-certified ED physician.

Dr. Carroll provided the new Telehealth Directory for everyone to review and asked the ISAC to provide any feedback they might have.
Actions:  None

Master Person Index and Inter-Facility Encounter Data Sharing
Dr. Mark Carroll, Wes Old Coyote, Navajo Area IHS, and Richard Hall, Alaska Area 

See Presentation Slides

Discussion:  Wes said the IHS is unable to use COTS products due to not having an MPI in place.  It is also an issue in being able to utilize VA products as current and future development is dependent on the use of the MPI within their software applications.  Our lack of an MPI is an issue that needs to be addressed, not only from the context of IT development, but also from the EA perspective.  It is key to having a direction set for how we want to go.  George asked that F.J. Evans be added and copied on Wes and Mark’s work being done as he is already working on the MPI.  
Keith discussed Java 2 and the question of whether we will be able to move over to it.  It’s a budget issue; it will cost quite a bit to convert to Java 2.  We may have to go in the other direction.  Wes stated the VA’s Health Data Repository model would not work for us.  We need regional systems versus one.  This brought up the question of whether we going with an MPI like the VA.  We need to look at our alternatives, do we plan to go with VA on Java 2 or do we want a COTS based application and if so, do we want ours to be developed in-house.  Dr. Carroll gave the example of the Flagstaff Hospital spending $2.5 million on their medical records clean up with their MPI at 3 hospitals networked together.  On the VA’s MPI, we need to look at other areas with our own software that we would need to modify/make decisions on if we go this direction.  As to the MFI used in Alaska, this will take major revisions because it isn’t HL7 compliant.  Dr. Carroll stated whatever solution we decide to use, we will have to do a medical record cleanup as part of implementing the solution.  He is looking for a constituency to move this issue forward.  He will include F.J. or others on there that will assist getting this nearer to a solution/identified path.  Dr. Carroll recommended a federated model.

Actions:  None

Telecommunications Initiatives - Activities and Status (Network Management and Support, VBNS, HHSNET, e-Mail, Active Directory, Video-Conferencing, etc)

Tom Fisher, OIT, IHS

See Presentation Slides

Discussion:  Tom reported on the use of Direct TV within IHS.  He said it would be good to use for remote education for RPMS or EHR now and in the future.  It presently goes to 57 sites through the CMS project.  Wes and Kevin said it is a relatively inexpensive system to put in place and is well worth the cost.

On Automated Patching, Tom said tools are available through IHS (HCNETCHKPRO); however, only a couple of Areas are using it.  This is a very useful preventive tool for viruses etc.

Wes asked if the HHS Network Operations Support Center (NOSC) was up and running.  Tom said partially.  Wes talked about a pilot project for a managed service type NOSC at the National Programs in Albuquerque he’s been working on with Rob McKinney.  Tom pointed out he had already identified one provider that he’d gotten a price quote from for $13,500 for the remainder of the year.  Wes said there was a company in Albuquerque that will monitor the network remotely, identify problems as they occur, and respond with a fix/repair on site if needed in a 4 to 8 hour window.  Carolyn Johnson said from her facility’s perspective, this would be great.  She gets calls every weekend for network support.  Wes pointed out the NOSC would support the ITSC only in the beginning.  The pilot project would be the means to identify how we can implement something similar within each Area.

Tom discussed the Active Directory and said it needs to be moved to Public IP addresses, not private addresses as we have currently moved to.

On the VBNS network, Wes said we need to have some policies set so individual sites (such as Tribal sites) don’t have access to the entire network.  Lee asked what safeguards we have in place at the ITSC.  Rob said the safeguards are at the end points.  
Jim asked about our sites that are not on the VBNS.  Wes and Mike talked about their Areas not going with MCI/VBNS.  They said going with the USAC and getting reimbursed through them required them to go with the vendors that had the lowest cost, and it wasn’t the lowest cost through MCI.  So the Area Offices have the VBNS, but local sites may not.  Jim said the CIO office was under the impression all of IHS sites were converted over and asked for the real picture of what we have out there that was not covered.  Keith said we will have to re-evaluate and see where we really are, we have been reporting that we are completed and now it looks like we really are not.

Actions:  None

Veterans Health Administration Re-engineering and Sharing Activities

George Huggins, OIT, IHS
Discussion:  George went over the EA scorecard to show the group how we are fairing with the rest of the OPDIVs.  We are making substantial progress since John Anderson has begun working with us.
The IHS-VA agreement expires in July.  George said they would be starting discussions with the VA next month at a meeting in Salt Lake to find out if everyone is in agreement for renewal of the agreement.  
Agency level meetings occur between HHS and VA, next level down would be our CIO staff (Jim’s) meetings with Clayton Curtis and others, and the technical level would be George and Terry Cullen’s monthly meetings and interaction with VA IT staff.

There was discussion on the VA Pharmacy application and implications for IHS.  Jim brought up the National Formulary the VA is going to be using.  Our formulary differs and the VA’s software does not provide the capability to modify the formulary.  Although we have agreed to share technology with each other, there is a definite difference.  When we participate in their software development planning, we are designated as “observers.” 
On the VistA Office-the CMS has a project with Dau to develop/tailor VistA EHR for smaller, family practice offices.  Their plan is to release it in the summer of 2005.  It is designed for a single practitioner type community health center type provider that doesn’t usually have ancillary services like lab, radiology, or pharmacy.  They run IHS applications for Pediatrics and OB software that the VA doesn’t have in VistA.  The IHS has given these applications to CMS and VA to use on this project.  The CMS has given the VA $4 million to develop the VistA Office. This is just for the creation of the product.  It will be picked up by private vendors and supported by them.  The VA will not be providing support
On the gap analysis between the IHS and VA EHRs, the IHS must still support unique reporting.  This includes capturing Tribal information on the patient record.  We can change our numbering system, but we still have to capture these unique pieces of data that non-Indian health providers don’t have to gather. Mike said he would go further and add that we have our own version of what a patient visit is compared to the VA.  Our requirements are different.

Actions:  None

Electronic Dental Record (EHR)
Dr. George Chiarchiaro, Director, Dental, Oklahoma Area IHS 
See Presentation Slides

Discussion:  Dr. Chiarchiaro reviewed the IHS Dental Professional Specialty Group’s (PSG) major events to develop the IHS EDR over the past 5 years.  This included:

· In 2000 got 5 of 6 vendors to attend a vendor fair and present their options.
· In 2001 the Dental PSG issued an RFC and got 6 responses.  All vendors said they could develop the software.  Only 2 submitted costs, they were $12,000,000 on one and $100,000 on the other.

· In 2002, the Dental PSG presented their business case with alternatives to the IHS ITIRB. 
· The Dental PSG received approval to conduct COTS pilots in Feb 2003 from the ITIRB.  They required the pilot software vendors be HL7-compatible so it could be integrated into RPMS.  This reduced the number of vendors.
· Phase 2, in 2004 they did all the security documents they were required to do (PIAs, etc)

Dr. Chiarchiaro discussed RPMS Integration/Interface Development of the EDR.  Jim asked if users would be able to change demographic data.  Dr. Chiarchiaro said no, the software is one directional, you won’t be able to change the PCC information.  Also, the software as designed will come with a billing package.  It will be up to the user if they want to use it.

The COTS pilots were evaluated based on a 5 year period of costs for 310 sites.  The amounts were $16 million, $12 million, and $9 million.  The least cost vendor lowered the cost of the software licensing to get this lower price.

Dr. Chiarchiaro stated that IHS Dental has the money to put the pilot software in place with servers at 10 pilot sites.  Local sites will have to fund the management of the project at their sites, ongoing support for interfaces, technical support for Mitretech, hardware requirements other than the servers the dental program is buying, etc.
Dr. Clark Marquart asked how this project came to be, and why it wasn’t ever brought to the ISAC’s attention.  Dr. Marquart had some questions on items the package may not have the capability to interface with including drugs being taken, lab results, and others.  Dr. Chiarchiaro said they did go through the IHS ITIRB which had many members from the ISAC at that time.  The IHS could not give them a cost figure for how much this would cost if we developed it in house, all they could determine was that it would be too costly for IHS to develop.  He said that they are having it written where you can enter your drug being prescribed in the dental package and ordered through the IHS EHR, same with the lab and radiology orders.  Dr. Marquart had concerns that the EDR proposal was not broadly distributed, his Area Director and other Chief Medical Officers he has talked to were not aware this project was underway.  Dr. Chiarchiaro said he presented it to the IHS Executive Leadership Group last year and Dr. Marquart’s Area Director was present.  

Dr. Chiarchiaro said costs will actually be about $11 million versus the $9 million figure we were quoted.  Terminals in the clinics’ observatory sections will be a local cost.  He estimated $1,500 to $2,000 per site to start this up from a hardware perspective.  Christy Tayrien asked if they intended to have the OIT pay for the software since he said they had asked Dr. Grim to pay for it similarly to how EHR is being funded.  Dr. Chiarchiaro said this is what they had asked, but it may not be how it turns out.  Chuck Walt gave an example of the costs of the Dentrix software his Tribe purchased.  They have 2 full-time dentists and 1 part-time dentist.  They have spent $35,000 on the Dentrix product.

Dr. Chiarchiaro said there have been unanticipated problems at the first 6 pilot sites due to local sites not being prepared (not sufficient IT expertise/staff available, etc).  

Reece and Rich asked how the 10 sites will be selected and how will they have an opportunity to be one of those sites as Tribes. Dr. Chiarchiaro said Area Dental Officers polled their respective sites on whether they have servers in their operatories.  Reece contended that his tribe was not surveyed.  
Dr. C said all they are asking is that the dental program be allowed to beta test this COTS package at 10 sites as their next step this year.  He said that Tribes are more than welcome to participate and he encourages them to contact him directly.
Actions:  Dr. Chiarchiaro, IHS Dental Officer asked for the ISAC support of the dental program’s request to move forward with their beta phase of pilot program at 10 sites this year.  The ISAC voted to support the dental software application and recommended it go back to the IHS ITIRB for their approval.

Dr. Marquart made a point that he cannot support this recommendation until it has been presented to the Chief Medical Officers and supported by that group since he serves as their representative on the ISAC.

Section 508 Requirements

Joye Howe, IHS Section 508 Coordinator, OIT, IHS 

See Presentation Slides
Actions:  None

IT Resource Requirement Methodology (RRM) and Health Services Planning
Pam Connelly, Phoenix Area, IHS
See Presentation Slides

Pam Connelly gave the ISAC an update on the activities of the IHS workgroup assigned to revise the Agency’s Resource Requirement Methodology (RRM) as it relates to IT.  She said this year the Clinical Application Coordinator and IT Super-User are not in their proposal.  We may be able to add them next year along with telehealth and security positions as these functions are fleshed out.  
Pam requested the support and concurrence from the ISAC on the proposed IT formula staffing ratio of 1.0 IT FTE/45 staff  + .5 FTE for Telemedicine as recommended by the RRM Workgroup.  Keith said he is recommending that an Area RRM be put in place for Area Offices as well.  Floyd voiced concern that the RRM does not account for sites increasing use of automation as an answer to reduced staff citing that there are not enough IT staff to support the increasing IT needs out there.   Rich asked how the .5 Telemedicine position per 45 staff was arrived at.  There was discussion on developing this need more in depth for future requests.

Actions:  The ISAC made the following motion: The ISAC supports the IT RRM ratio as proposed (IT formula staffing ratio of 1.0 IT FTE/45 staff  + .5 FTE for Telemedicine) and recommends the RRM TAC reevaluate the telemedicine staffing as a ratio in a similar manner as the IT staffing is determined, i.e., based on overall staffing numbers per facility.  Motion carried.

Assigning Annual ISAC Priorities

Reece Sherrill and Mike Danielson, ISAC Co-Chairs 
See Handout
Keith stated that the ISAC priorities have evolved from items set over the past 5 years to include “One HHS” IT initiatives and metrics such as UFMS, VBNS and other mandates that IHS has no control over.  The annual ISAC priorities should recognize these mandates and address items other than them, including Dr. Grim’s performance contract IT items.  

Actions:  The ISAC agreed to poll constituents on priorities they recommend and bring the feedback back to the group.  

Present and Finalize ISAC Tech Conference and January 2005 Meeting Recommendations
Reece Sherrill and Mike Danielson, ISAC Co-Chairs
The ISAC agreed to change the recommendations they made at their August 2004 meeting for the annual IT Conference to suggestions for OIT to use in planning the next conference.  They recommended the conference location be in Phoenix next year.
ISAC Meeting Schedule and any Unfinished Business
Reece Sherrill and Mike Danielson, ISAC Co-Chairs 
Actions:

1. ISAC Membership – Co-Chairs and Keith will work on soliciting nominations for positions that will be coming up for reappointment/replacement.
2. ISAC Charter-
a. Christy will replace IHS Internet ISAC webpage with current version.  
b. Reece will draft a revision to the ISAC Charter and will distribute it to ISAC members for review.  This includes making the change to the charter for EA (Notes from EA presentation:  Reece asked for an ISAC Motion to add EA to the ISAC Charter as presented by John Anderson.  Motion carried.)
3. Hardware/Software Standard Configurations - Per Reece Sherrill’s recommendation, Mike Danielson’s motion, and ISAC approval, the ISAC formed a workgroup to look at standard configurations for software and hardware.  The workgroup consists of Wes Old Coyote, Reece Sherrill, Rob McKinney, Mr. Cisco, Tom Fisher, and other resources as the ISAC identifies the need.

4. EDR presentation:  Dr. Chiarchiaro, IHS Dental Officer, asked for the ISAC support of the IHS Dental Program’s request to move forward with their beta phase of pilot program at 10 sites this year.  The ISAC voted to support the dental software application and recommended it go back to the IHS ITIRB for their approval.
Clark made a point that he cannot support this recommendation until it has been presented to the Chief Medical Officers and supported by that group since he serves as their representative on the ISAC.

5. RRM IT formula staffing ratio – Pam Conley requested the support and concurrence from the ISAC on the proposed IT formula staffing ratio of 1.0 IT FTE/45 staff  + .5 FTE for Telemedicine.  Motion: ISAC supports the IT RRM ratio as proposed and recommends the RRM TAC reevaluate the telemedicine staffing as a ratio in a similar manner as the IT staffing is determined, i.e., based on overall staffing numbers per facility.  Motion carried.
6. ITIRB-The CIO staff (Gene and Christy) will revise the ITIRB policies contained in the Indian Health Manual, Part 8, Chapter 4, “CPIC,” based on a review of membership as stated in current policy, new guidance from the HHS, and provide a draft to the ISAC for their review and comments as soon as possible.
7. Annual ISAC IT Priorities:  The ISAC agreed to poll constituents on priorities they recommend and bring the feedback back to the group.  

8. Meeting Schedule:  Reece will put a date together and send it out to the ISAC
Meeting adjourned at 5.30p.m.
