HIIAC July 23, 2008
Notes from Group Discussions

CLINICAL DECISION MAKING AND EVIDENCE BASED MEDICINE

Recommendation 1:_The Oregon Quality Institute is created to convene and
collaborate with plans and providers to align around a common set of health quality
measures.

A. Primary goal is to develop a common sets of health care measures (based

on evidence nationally recognized organizations). The process to evaluate
measures should involve private and public partnerships within Quality
Institute to provide more standardization of measures used by differing
monitoring organizations (health insurance companies, hospitals, individual
medical practices). Goals of this recommendation is to increase the positive
influence of quality measures on direct medical practice by providing a more
consistent subset of existing measures applied by organizations on
providers, increasing their common influence.

Evaluate and endorse clinical guidelines to provide Oregon based resource
for providers and patients. Priority will be given to guidelines that are
endorsed by nationally recognized professional organizations that write and
evaluate guidelines based on evidence based medicine and transparency
exists regarding authors of such guidelines. Preference would be given to
guidelines that support health care measures chosen by Quality Institute.
Goal of this recommendation is to provide an additional “seal of approval” for
Oregon medical providers and assist in aligning along common set of
guidelines for more consistent medical care between disparate medical
offices and specialties.

State requires PEBB, Medicaid, and other public purchasers of health care to
choose from a common set of clinical quality measures in evaluating medical
provider performance and health outcomes. One potential role of the state is
through purchasing of health care and the use of consistent quality measures
would greatly speed up their adoption and influence. This would be greatly
amplified if voluntary “buy in” from private insurers was added.

Recommendation 2: If the state develops a program to support implementation of
EHRs in medical practice, programs should be chosen that include clinical decision
support tools. Preference would be given for effective support tools that align with
guality measures chosen by Quality Institute.

For Example:

Point of care reminders that support implementation of clinical guidelines
(prevention and chronic care)

Supporting population health through interface with disease registries
(patients with chronic diseases)

Supporting the ongoing monitoring of health status of patients (internal clinic
measures)

PHR: Allows patients to track/monitor own health measures/services
Covers e-prescribing and associated decision support

Transparent source of data (where did guidelines come from?)



Health Information Exchange

[Strong Consensus]

Recommendation #1: The Oregon Health Record Bank (HRB) is a critical, innovative
project that should be the building block for health information exchange in Oregon. To
further that mission, the HIIAC recommends Medicaid convene formal input about the
design and implementation of the HRB from, at a minimum, the commercial health plans
servicing the Public Employees Benefit Board, the Oregon Education Benefit Board and
Corrections. Through this collaboration, the HRB can be developed with enhanced ability
to be used as a building block for health information exchange across all payers in Oregon.

[Agreement about concept but more discussion is necessary for consensus]
Recommendation #2: In order to maximize the opportunity for large-scale adoption of the
Health Record Bank across public and private payers through Oregon, Medicaid should
collaborate with interested stakeholders to conduct a large-scale public education
program. Critical elements of the education program should focus on patients and
providers in order to create demand for participation in the Health Record Bank.

[Some discussion but no agreement or consensus achieved]

Recommendation #3: The Oregon Health Fund Board should study whether the Health
Record Bank could be used to measure efficiency in the health care system as well as the
potential for using the Health Record Bank as a tool for payment reform.

What is the Oregon Health Record Bank?

A Health Record Bank (HRB) would operate in a broad sense like a financial bank. As an
electronic repository developed to collect, store, and distribute a patient’s health records,
an HRB would offer comprehensive information to providers about an individual, controlled
by that individual, and stored in one secure location. Patients or payers could pay a fee to
establish an account with HRBs of their choosing. Advertising, payment by researchers for
gueried data, value-added services or public subsidies may reduce or eliminate
subscription fees.

Patients would have full access to their records through an online user interface designed
by their HRB. Patients would determine who has consent to retrieve their health records.
Providers could access a patient’s health record bank to retrieve data, but only if approved
by the patient. Each time a patient visits a healthcare provider or facility, records from that
encounter would be transferred from the provider’s electronic health record into the
patient's HRB. Patients could also submit their own health data into the bank. Because
the patient directly controls access to his or her information, complex discussions about
each state’s rules for exchange are unnecessary. The burden for consent would be on the
patient.

An HRB could be a public utility, operated by the state, or a privately operated and funded
enterprise governed by preset standards and regulations, and potentially certified or
accredited by an independent organization.

(Definition adapted from an article in the Journal of the American Health Information
Management Association)



What are the positives of using the Health Record Bank as a building block for health
information exchange in Oregon?
e The HRB allows the state to provide seed money for development of a complete,
functioning health record bank. Might have the leverage and independence to make
a HIE functional where other regional collaboratives have failed.
e Centralization of records increases the accuracy and efficiency of querying records
from a variety of locations

What are the concerns and issues to be further discussed if the Health Record Bank is the
building block for health information exchange in Oregon?
e Since it is voluntary enrollment, how does DMAP maximize potential enroliment to
create the “critical mass” necessary to make a larger impact to all Oregonians?

o0 What is the value proposition for patients? Providers? What are the essential
components for patients and provides to hear during the public education
piece?

e Interoperability with existing electronic medical records and other electronic medical
system.
e Carrot v Stick for participation:

o0 How do you appropriately incent use of the HRB? Is there an extra payment
for participation (carrot)?

o Paymentis reduced or no payment made (by a certain date) if the HRB is not
utilized?

e What is the business plan?
o0 Sustainability for further expansion to the commercial market?
o How does the HRB live beyond the initial seed money?

o How does the HRB succeed where other RHIOs with similar models have
not?



PRIVACY AND SECURITY

Recommendation #1: Statutory Content - Privacy and Individual Rights - these are
general concepts that need to be elaborated upon and discussed at length. These
concepts may be mutually incompatible or technically difficult or impossible. They are
included for completeness of discussion.

There shall be notice to and authorization from the patient or patient’'s personal
representative prior to sharing a patient’s data through a health information
exchange (HIE).

There shall be an opportunity for the patient to not agree to sharing data through a
HIE without penalty.

The patient can request that part of that patients’ record NOT be shared and that
request must be honored.

Providers shall not be penalized by a patient's unwillingness to allow their data to be
shared through a HIE.

Patients shall be timely notified of a breach and provided a meaningful remedy [it's
more than just “notification” existing].

There will be a private right of action for the consumer and patient after breach has
occurred.

The State Attorney General has the right to bring an action on behalf of individuals
to seek remedy.

Patient shall have access to their record in a timely manner and an opportunity to
correct errors.

Recommendation #2: Certification Board

A Certification Board will be created by statute, providing some detailed
requirements in statute as well as providing the authority to create administrative
rules.

In the statute there will be an explanation of why the Board exists: to create the gold
standard for regulating exchange of healthcare information within Oregon and
requirement that entities are certified.

The statute will require that each certified entity has administrative, physical, and
technical safeguards in place consistent with HIPAA and Oregon state law. The
Board will create additional standards for certified entities to ensure the privacy and
security of information transmitted through an electronic exchange is based on
current and emerging national standards where available. These standards will be
regularly updated to account for new national standards and the improvement of
technology.

Requirements for Certification will include:

o Submission of documents, including but not limited to policies and
procedures, disaster readiness plan, recovery plan, and so forth.

o The entity will sign an attestation (subject to some form of penalty for false
attestation) that it is following the above privacy and security statutes subject
to random audit by the Certification Board.

o If applicable, the entity will use only EMR/EHRSs that have been certified by
the Certification Commission for Health Information Technology (CCHIT) or
other equivalent nationally recognized health care technology certification
board. (If this goes into statute, need to be flexible regarding technical
certification.)



= The Certification Commission for Healthcare Information Technology
or CCHIT is a non profit organization recognized certification body
(RCB) for electronic health records and their networks, and an
independent, voluntary, private-sector initiative. It is our mission to
accelerate the adoption of health information technology by creating
an efficient, credible and sustainable certification program.
Statutory law will probably have to provide some measure of due process if
certification is withheld or revoked from an entity.
Each "end" of an exchange will be certified. For example, if a physician clinic
participates in an exchange with the Oregon Health Records Bank, the physician
clinic will be certified to exchange data, and the Oregon Health Records Bank will
also be certified separately to exchange data.
o Option 1: Require all entities exchanging electronic information to be certified
immediately
o Option 2 (more realistic): Allow initially for voluntary certification (associated
with fee), with required certification by X date
Each entity will only be certified once even if it participates in multiple exchanges.
Certification will require renewal on a periodic basis.
Periodic certification shall require that the entity upgrade its technology, policies,
procedures, or practices to meet current national standards, as determined by the
Certification Board.
Certified entities will be allowed to exchange electronic health information only with
other certified entities.
Statute shall set forth the number and types of representation on the certification
board, length of service, who has the authority to appoint (it can be from multiple
sources), authorization around fees, authority to have staff, reimbursement for the
board members, etc.



ADOPTION of EHR/EMR

Aim: achieve widespread effective use of health information technology (HIT) in
Oregon.

Three main issues we discussed: Standards, Support, and Benchmarks.

Standards: “buy whatever you want, but it must meet standards.” Lack of
standards is a barrier to adoption, by creating uncertainty about risk and value,
return on investment, and possible obsolesce. State should enforce [encourage?]
adoption of standards through multiple approaches at state’s disposal:

Regulation/requirement — systems interacting with state (for whatever reason —
health information exchange with Health Data Bank, payment, etc) must adhere
to specified standards for interoperability, privacy, etc.

Support and subsidies — state mechanisms for subsidizing or supporting
adoption (loans, grants, group purchase, etc) limited to systems adhere to
standards;

Purchasing — state owned and operated systems can enforce standards;
Development — state ensure adherence in its own projects, such as Health Data
Bank. This project could be a major leverage point that could accelerate
adoption of standards and thereby accelerate adoption of HIT.

Personal health records - critical mass of PHR adoption (state Health Data Bank
and others) will create leverage for all other HIT users to employ same
standards in order to share patient information.

Support: “We can support you if it meets these standards...” EHR purchase and
initial implementation are costly, and only the tip of the iceberg. Uncertainties about
costs, impacts, obsolescence are a major barrier for physician adoption of EHR
(NEJM article). State can increase adoption by increasing the availability of
financial and logistical support, especially for small practices with no access to an IT
department. Support will be an ongoing need as practices and systems evolve to
realize greater value.

Grants and loans for adoption, implementation, maintenance;

Support of ASP and other models that remove burden from individual small
practices;

Two vendor model: state selects two vendors or systems, creates or facilitates
creation of support mechanism for these systems.

UK NHS model was discussed: each local trust chooses from a set of vendors.
This enforces constraints that ensure interoperability, but allows for choice and
local control

Public utility model was discussed: local or regional private vendors provide
service (HIT maintenance and support through ASP or whatever model) with
public regulation to enforce standards, help control costs, etc.

Benchmarks: Need to set goals with benchmarks for adoption of EHR, CDS, eRXx.

Need to measure to improve.



1:00 - 5:00 pm

Health Information Infrastructure Advisory Committee
Wednesday, July 23, 2008

Portland State Office Building

800 NE Oregon Street

Portland, OR

AGENDA

Desired Outcomes:

Further clarify key strategies

Time (est) Item Leed AI\tCtion
ems
_ : Ree Sailors
1:00 pm | Call to Order and Approval of 7/09 Minutes Dick Gibson X
1:10pm | Review Agenda, Desired Outcomes Ree Sailors
Sub-Groups’ Recommendations:
Initial Feedback
1:15 pm e Clarifying questions Dick Gibson
e Strengths
e Concerns
2:15pm | Clarify Strategies Sub-groups *
(include break)
3:45pm | Report Back on Strategies Dick Gibson
_ Ree Sailors
4:30 pm | Next Steps Dick Gibson
4:40 pm | Debrief Meeting Ree Sailors
4:45pm | Public Testimony
_ . Ree Sailors
5:00 pm | Adjourn Dick Gibson

o HIIAC members who did not attend the last meeting will join the current
sub-groups.

10-15-07




Health Information Infrastructure Advisory Committee (HIIAC) Meeting
Wednesday, July 9, 2008
1:00 - 5:00 pm
PSOB

Committee Members Present:

Dick Gibson, Ree Sailors, Chris Apgar, Ken Carlson, Jim Edge, Grant Higginson, Paul Gorman, Denise
Honzel, Bart McMullan, Barbara Prowe, Laureen O’Brien, Nan Robertson, Abby Sears, Sally Sparling,
Dave Widen

Committee Members Absent:

Nancy Clarke, Andy Davidson, Joyce DeMonnin, Laura Etherton, Homer Chin, Andi Miller, Gina Nikkel ,
Andrew Perry

Staff:
Dawn Bonder, llana Weinbaum, Judy Morrow

Call to Order and Approval of June 19, 2008 Minutes

HIIAC co-chairs Ree Sailors, Governor Kulongoski’s Health Care Policy Advisor, and Dick Gibson, Chief
Information Officer, Legacy Health Systems, called the meeting to order and welcomed HIIAC members
and guests.

It was moved and seconded to approve the June 19, 2008 HIIAC Meeting Minutes as proposed.

Review of Agenda and Desired Outcomes

Gibson and Sailors reviewed the agenda and introduced Carol Turner. Carol will again be facilitating the
meeting.

Medicaid Transformation Grant

Salilors introduced Jim Edge of DMAP and informed the group that he would now be sitting on the
committee in place of Jeany Phillips.

Edge updated the HIIAC on the $5.5 million grant Oregon has received to design a Health Record Bank
for the Medicaid population in Oregon. Edge said the project has a new director, Barry Kast. Edge
reviewed a summary of the project and the plans to move forward. He shared that much of the grant
money will be used to purchase hardware and software for the Health Record Bank.

Chris Apgar expressed a concern about the legal ramifications of a Health Record Bank given the current
landscape of Oregon law. Edge noted that the Justice Department would be contacted if necessary.

HIIAC July 9, 2008 Meeting Minutes




Confirm Vision and Guiding Principles

Carol Turner reviewed the decision making process and the group confirmed using the 5 point scale to
assess consensus.

Carol walked the members through a review of last meeting’s work on and further modifications were
made.

Nan Robertson and Paul Gorman agreed to work on the wording of bullet #4 in the vision statement.
Paul Gorman and Chris Apgar agreed to work on the wording of #2 of the Guiding Principles.

#3 of the Guiding Principles will be amended to reflect the change in wording from bullet #4 of the
Vision Statement.

Apgar’s concern about having a specific reference to administrative costs in the Vision Statement
preamble was added to open issues.

Committee work on Strategy Recommendations

Gibson reviewed the committee’s work from the May 29, 2008 meeting where the original 140 strategy
recommendations were pared down to 80 and then further pared down to 27.
Staff has organized the 27 recommendations into four main categories:

e Adoption of Electronic Health Records and Health Information Technology
e C(linical Decision Making and Evidence Based Medicine

e Health Information Exchange and Data Sharing

e Privacy and Security Standards

Next Meeting

The next HIIAC meeting is scheduled for Wednesday, July 23, 2008, 1 — 5 pm at the PSOB.

Public Testimony

Andrea Meyer of the American Civil Liberties Union thanked Gibson for inviting her participation in the
privacy standards group. She reiterated that the ACLU would like to see statutory protections for
privacy. She also suggested the word “enable” be used in the Vision Statement in place of “engage.”

Meeting Debrief

It was agreed that the work product from the sub-groups would be sent to all HHAC members for review
before the next meeting.

Meeting was adjourned.

HIIAC July 9, 2008 Meeting Minutes




Incentives to Promote the Adoption of HIT
Prepared by HIIAC Staff
DRAFT - FOR BACKGROUND ONLY

A 2006 report on Health Information Technology in the United States, prepared by the
Institute for Health Policy at Massachusetts General Hospital and the School of Public
Health and Health Services at George Washington University with support from the
Robert Wood Johnson Foundation, summarized the barriers to health information
technology adoption and potential policies to overcome these barriers as follows. The
entire report can be found at http://hitadoption.org/downloads/annual_report_2006.pdf

Domain

Financial incentives Lack of a business case for

perfommance

Lack of a business case for HIT

| gamer | Py

Pay for performance: practices and hospitak that adopt EHRs
o Improve quality would receive a higher reimburserment rate
from third-party payers

Public reporting of performance: infemmation on the level of
EHR adoption among providers and hospitals would be made
publicly svailable

Pay for use of HIT: practices and hospital that adopt EHRs
wiould receive a higher reimbursement rate from third-party
ayers

Grants to providers, including AHRC implementation grants

Loans to providers to cover the costs of acquisition, training
ancdfor maintenance

In kind assistance

Performance standards/cerification (reduces the risk of wasting
funds on substandard equipment/softwars)

Interoperability standards (reduces risk of lost investment dus
to poor choice of IT solution)

Legal/ Regulatory Fraud and abuse related to HIT » Modifications and exemptions
adoption, including “Stark Law™
Frivacy and security obligations m Clarification
urder HIFFA electronic health
information standards
Liability escposure fram maore m Greater llability protection
and more accessible, health
information
State of Technology Lack of interopsrability m Standards for interopsrability
Lack of interconnectednass m Support for regional health information organizations (RHIOs)
Organizational Lack of accountability for quality = Internal reporting requirements

Lack of worldorce skills
Leadership
Systam attributes

Size

Crganizational Sumplus/Capital
Avallability

‘Worlkforce training/certification
Training of health care leaders

Providing incentives for practices to form networks and
neqotiate contracts

Agsistance to small providers

Assistance to safsty net providers


http://hitadoption.org/downloads/annual_report_2006.pdf

Select Examples of Efforts to Promote the Adoption of HIT

Many of the examples below were found in a 2004 paper prepared as background for a
meeting of the National Health Information Infrastructure Home program. The complete
paper can be found at: http://aspe.hhs.gov/sp/NHII/Conference04/incentives_paper.pdf

e Pay-for-performance programs

(0]

(0]

e Grants
o

The Bridges to Excellence (BTE) Physician Link program
(http://bridgestoexcellence.org/Content/ContentDisplay.aspx?ContentlD=19)
offers physicians up to $50 per patient covered by participating employer for
utilizing health information technology and information systems that improve
the quality of care. There are three levels of practice assessment: Level I
elements assess the use of registries to identify and follow-up with high risk
patients; Level Il elements assess practice use of electronic systems to
maintain records, provide decision support, and order prescriptions and labs;
and Level 111 assesses whether systems meet national standards and
interoperate with other systems. The BTE medical home assessment program
also rewards providers for their use of health information technology to
provide high-quality, coordinated care.

The Integrated Healthcare Association (IHA) (www.iha.org), a California
health care leadership group comprised of major health plans, physician
groups, and hospital systems, plus academic, consumer, purchaser,
pharmaceutical and technology representatives, has implemented a statewide
pay for performance program. Along with other measures of quality, the
program assesses and rewards providers for investing in and utilizing health
information technology to improve patient care.

Empire BCBS rewards hospitals, on behalf of five large self-insured
purchasers, for adopting computer physician order entry systems

A number of demonstration programs and other provisions focused on

supporting the adoption of HIT were initiated by the 2003 Medicare

Improvement and Modernization Act:

= Electronic prescribing: The MMA stipulates that the new drug benefit
should be applied in a delivery system that has broadly adopted e-
prescribing. The Department of Health and Human Services (HHS) is
authorized to give up to 50% matching grants for physicians that adopt
certain tools for e-prescribing.

= Section 649 — Care Management Program: This demonstration program
will pay a financial reward to physicians that have adopted certain health
information technologies, including electronic registries, e-prescribing,
and EHRs, and can show that they used these tools in delivering better
outcomes for patients with chronic conditions.

= Section 721 — Chronic Care Improvement: This demonstration program
encourages the better management of patients in Medicare FFS that have a
chronic condition. The program encourages the use of health information
technology in better tracking patient care.



0 The Agency for Healthcare Research and Quality’s (AHRQ) health
information technology initiative has provided over $260 million in grants in
41 states to promote HIT adoption and utilization. Grants have been used to:
help clinicians develop higher-quality, safer health care; put the patient more
squarely at the center of health care; stimulate planning and implementation of
health IT, especially in rural and underserved areas; identify the most
successful approaches, as well as barriers, to implementation; and make the
business case for health IT by evaluating costs and benefits. AHRQ is also
currently funding six states to develop regional health exchanges and
collaborations, by establishing systems to allow for communication and
information-sharing among providers, laboratories, purchasers, payers,
hospitals, ambulatory care centers, home health and long-term care providers.

e Regulation

o0 In 2008, the Minnesota Legislature passed health reform bill S.F. No. 3780.
The legislation requires all providers, group purchasers, prescribers, and
dispensers to establish and maintain electronic prescribing programs that
comply with standards defined by the bill.



HIIAC VISION, MISSION, GUIDING PRINCIPLES

Health Information Infrastructure Advisory Committee Meeting
Thursday, July 9, 2008
Portland State Office Building, Portland, OR

l. ELEMENTS OF A PRODUCTIVE PROCESS
If this a productive process, we as HIIAC members will:

Be willing to compromise on our own agendas for the betterment of the whole
Learn and draw from the work of others

Commit to action, continuity of service and advocacy for the recommendations
Increase trust among members through direct communication and comfort in
expressing diverse views

Have resources necessary for timely and comprehensive decision-making
Make good use of everyone’s time

. Share all relevant information

Take time to test assumptions

Discuss the un-discussables

All share in responsibility for process

oo wp
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[l. ELEMENTS OF PRODUCTIVE RECOMMENDATIONS/FINDINGS
Productive HIIAC recommendations for this fall will:

Make a difference in Oregon

Develop a long-term vision that Eengages and inspires people with their vision
Represent various perspectives and be responsive to concerns of constituents
and stakeholders

Have actionable, specific, affordable and realistic outcomesrecommendations
Have short-term deliverables that include incremental and sequential steps
Outline the structure for responsibility and accountability

Be bold and willing to try new things

Include evaluation/assessment of HIIAC’s work and recommendations

IOomMmo Owx

[1. HIIAC DECISION MAKING

The committee agreed to use a 5 point consensus scale in making decisions (5 being
strong support and 1 being not agreeing), with 3-5 indicating consensus. When coming
to conclusions, if there is no consensus, the report will note the areas of concern and
differences, as well as areas of agreements.

V. HIIAC VISION

Revised draft:

In order to improve health and reduce costs, an Oregonian’s health
information:\[DHsl]



Is available when and where it is needed to support clinical-decision

making and high quality care

e |Is private and secure and only exchanged with the authorization of the
individual in ways that comply with federal and state law

e Improves public health and population-based care decision-making

« Allows individuals to assume an active role in their health through

access and control of their health information ‘[DHBZ]

V. HIIAC MISSION

From the Executive Order No. 08-09, Office of the Governor:

To fulfill the MISSION of developing a strategy for the implementation of
an Oregon health information infrastructure, the HIIAC shall:

a. Review and identify obstacles to the implementation of an effective health
information exchange infrastructure in Oregon and provide policy
recommendations to remove or minimize those obstacles;

b. Outline the role of the State in developing, financing, promoting
and implementing a health information infrastructure;

c. Recommend how to facilitate the statewide adoption of health
Information system standards and interoperability requirements to enable
secure exchange of health information exchange;

d. Monitor the development of federal and applicable international
standards, coordinate input to the Nationwide Health Information
Network, and ensure that Oregon’s recommendations are consistent with
emerging federal and applicable international
Standards;

e. Identify partnership models and collaboration potential for
Implementing electronic health records and exchange systems, including
review of current records and exchange systems, including review of
current efforts in the state and opportunities
to build upon those efforts;

f. Recommend a plan for the creation of a health information
Infrastructure that preserves the privacy and security of Oregonian’s
health information, as required by state and federal law; and

g. Develop evaluation metrics to measure the implementation of
health information technology and the efficacy of health information
exchange in Oregon.



V. ROLE OF HIIAC THIS SUMMER
Committee agreed that HIIAC would provide to the Health Fund Board:

1. Context: barriers, problems, stakeholder concerns

2. Guiding principles, goals

3. Strategies and discreet tactics: meaty, specific next steps with links to other HFB
committees’ recommendations, costs (cost savings?) if possible

4. Recommendation of commitment to move this forward.

VI. GUIDING PRINCIPLES

1. We will strive to operate from a model of collaboration and partnership between the
private and public sectors and will leverage that collaboration whenever possible to
seek solutions for all residents of our StateOregonians.

2. We will adopt recommend solutions that comply with or exceed agreed upon national
and industry standards\[DHB3].

3. We will support solutions that allow enable consumers to take an active role in their
health through access and control of their health information\[DHBzu

4. We will only adopt private and securerecommend plans/strategies for health
information exchange that protect the integrity, availability and confidentiality of the
consumer’s information.

5. We will identify and align incentives for all stakeholders to support HIT adoption and
interoperability.

6. To Review: We will only support solutions that empower each facility to maintain its
own data.

Notes edited by:
Dawn Bonder



Notes from the 7-23-08 HIIAC meeting

Health Information Exchange (Group #3)

HIIAC members
Nancy Clarke
Jim Edge

Andi Miller

Dave Widen

Other participants
D Vaughn Holbrook, Regence Assistant Director of Health |
Barry Kast, Health Record Bank Project Director
Sean Kolmer, Oregon Health Policy & Research

[Strong Consensus]
Recommendation #1: The Oregon Health Re

convene formal input about the design and im ation of the HRB from, at a
minimum, the commercial health plans servicing ublic Employees Benefit

building block for health information C payers in Oregon.

[Agreement about cong
consensus]
Recommendation
adoption of the Healt 3€ public and private payers through

) interested stakeholders to conduct a

0 agreement or consensus achieved]

he Oregon Health Fund Board should study whether the
ould be used to measure efficiency in the health care

e potential for using the Health Record Bank as a tool for

Health Record
system as well a
payment reform.

What is the Oregon Health Record Bank?
[Barry to insert “elevator speech” describing the HRB/Transformation Grant]

What are the positives of using the Health Record Bank as a building block for
health information exchange in Oregon?
e The HRB allows the state to provide seed money for development of a
complete, functioning health record bank. Might have the leverage and



Notes from the 7-23-08 HIIAC meeting

independence to make a HIE functional where other regional
collaboratives have failed.

e Centralization of records increases the accuracy and efficiency of querying
records from a variety of locations

What are the concerns and issues to be further discussed if the Health Record
Bank is the building block for health information exchange in Oregon?

e Since it is voluntary enrollment, how does DMAP maximize potential
enrollment to create the “critical mass” necessary to make a larger impact
to all Oregonians?

0 What is the value proposition for patients? Pr
essential components for patients and provj
public education piece?

e Interoperability with existing electronic medic
electronic medical system.

e Carrot v Stick for participation:

0 How to you appropriately inc
payment for participation (carr

o Paymentis reduced or no payme e (by a certain date) if the
HRB is not utilized?

e What is the business plan?

o0 Sustainability for furth | mercial market?

0 How does the HRB livelb initi

o How does the HRB succeeg




HIIAC July 9, 2088 Subgroup Reports
Strategy One:
ADOPTION OF ELECTRONIC HEALTH RECORDS AND HEALTH INFORMATION TECHNOLOGY

PROBLEM #1: LACK OF MONEY AND FUNDING
e Capital funding needed (66%)

e Return on Investment (50%)

e Loss of productivity

SOLUTION: Provide financial support and funding options that are flexible and independent from health
systems and hospitals.

HOW? :
1. Create new models for reimbursement; collaborate with creative financial people to design cost-
neutral, quality improvement funding schemes for the State to provide.
2. Use the State’s purchasing power for hardware, software and expertise
3. Have the State select a limited number of solutions and ties incentives and reimbursement to
those solutions only.

PROBLEM #2: LACK OF EXPERTISE
e Technical

e Operational

e System selection/Expertise

SOLUTION: Provide technical and implementation support; provide operational support for
implementation and on an ongoing basis

HOW? :
1. Design a model for the State to provide/fund local expertise to support implementation and
ongoing EMR use and optimization.
2. Support/fund remove technical support and technology infrastructure
State vets and contracts with consultants to support adoption and optimization.
4. Incentives for existing health systems to support adoption and optimization for small, rural
practices, others.

w

PROBLEM #3: RESISTANCE BY CLINICIANS AND STAFF

e Cannot find system to meet needs

e Resistance to change

e Hospital-practice/practitioner “trust” or lack of trust

SOLUTION: 1+2+4 >3



PROBLEM #4: NEED FOR INTEROPERABILITY

SOLUTION: State assurance/require interoperable standards for funding/expertise (Note: this could be
via the licensing Board that is being proposed)

HOW? :
1.

Only offer vendor and incent reimbursement for software solutions that can provide defined
standards for interoperability (HIIAC or licensing board to determine standards?)

Vendors would have to supply system(s) that comply with agreed upon standards or they could
not market their product in Oregon. Incentives?? Restrictions??

PROBLEM #5: LACK OF PATIENT ACCESS TO THEIR HEALTHCARE INFORMATION

SOLUTION: If patient adoption is stimulated it will drive demand for clinician adoption of EMRs.

HOW? :
1.
2.
3.

Education to drive demand

Immunization information served up by the State via the Web

Support Medicaid Transformation Grant/ Health Record Bank through funding and resources to
provide patient access model for testing and evaluation.

Strategy Two:

CLINICAL DECISION MAKING AND EVIDENCE BASED MEDICINE

Problem:

1. Clinicians are not following evidence based guidelines
2. Asaresult, there are variations in costs, treatments and outcomes

Underlying Causes:

1. Only a small amount of care, about 20%, have defined evidence based guidelines to treat
patients

2. There is no defined process to reach agreement about which guidelines should be
standardized. There are many organizations providing recommendations, but how and who
determines the ones to be used?

3. Of those using Electronic Health Records the system does not have the capacity to embed
guidelines; or the clinicians have turned off the functionality because they are “clunky” and
inefficient and don’t add value.

4. There are no financial incentives to follow guidelines and change behavior.

5. Cultural norms may not support new practices. Physicians “have only done it this way, why
should | change?”

6. There must be a clinical safety zone for following guidelines, and safe harbor to establish.



Potential Solutions:

1. State can provide financial and technical assistance to MD’s who adopt electronic health
records that have the functionality to provide decision support tools and the use of
evidence-based guidelines.

2. State could establish a centralized source (expanded HRC?) for development of evidence-
based guidelines for existing and emerging guidelines for new technologies for all to follow.
These would be considered the “standard of care” in Oregon.

3. Medical malpractice protection could be given for compliance with these guidelines and the
standard of care.

4. Start with 5 major chronic diseases and preventive care

5. State could provide a safe harbor for plans and providers to develop standardized pay for
performance models

6. An all payer/all claims database would need to be built to monitor progress, compliance and
provide feedback to providers, consumers, and payers.

7. Ensure that consumers have access to these guidelines so that they can discuss them with
their clinician and are incented to comply with them.

8. Plans would pay benefits in accordance with standards of care.

9. Align State purchasing agencies to contract with plans/clinicians who follow guidelines

10. At some point, do not contract with clinicians who do not follow these guidelines. For
example, if MD is not following by 20XX, they are dropped from the network. Purchasers
fully support this decision

11. Rural areas would need to be addressed specifically.

Bottom Line Approach:

Adopt electronic health records with the capacity to provide efficient and effective decision
support processes and tools so that clinicians can easily follow evidence-based guidelines.
Develop benefits plans/incentives for clinicians and patients to follow and have health benefit
purchasers require compliance with evidence-based guidelines as a term of contracting.

Strategy Three:
HEALTH INFORMATION EXCHANGE

1) Info not being shared
e Poor health outcomes
e Excessive costs
e No useful info for public/providers
2) Need better standards
e What data to share
e How to share
e Some data systems not interoperable
e Providers/plans need incentives to share
0 No funding for change
0 Loss of competitive edge



O More services = more money
0 Must see value in sharing

e Value needs to be consumer-driven
0 Patient fears of sharing data

Recommendations:
e Support Health Records Bank
0 Consistent vision with HIIAC
0 No § for other pilots now
e State to use purchasing/payment powers
e Both of above must support the use of national standards

Other Issues
e Some recommendations about “exchange” but about other data sharing and Quality Institute,
need to support, but another group should review
e Data analysis/research needs to be “called out” in recommendations
e One privacy recommendation

Also, the second to the last recommendation, beginning with "The state should coordinate with and
support the HISPC..." seemed like a privacy work group issue to us.

Strategy Four:

PRIVACY AND SECURITY

Initial Proposal for Health Information Exchange Licensing Board
Concept:

It is felt that one of the risks to privacy and confidentiality of electronic health information data is a
security breach or misuse of a person's medical information. It is also believed that there is a great deal
of value from the thorough exchange of such data to support the healthcare needs of the patient. Itis
important that efforts with an Oregon strike the right balance between adequately exchanging health
information data and the maintenance of privacy, security, confidentiality of such data. To that end, we
propose a law Licensing Board that would have statutory authority in this area.

Details:

The Licensing Board would be authorized by statutory law. The statutes would declare that the Board
shall develop and promulgate administrative rules about the storage and exchange of health
information data. Parties to such an exchange would be required to obtain a license for the transfer
electronic health data. In the same way that a researcher might describe their plans for conducting
research in a healthcare setting, applicants for the Health Information Transfer License would describe
their plans for transferring health information while maintaining security, privacy, and confidentiality.



Statutory law would guarantee that patients and consumers provide adequate informed consent before
their health information is included in transfer services. Patients and consumers would be given the
right to not participate in an electronic records exchange system (opt-out) without penalty. Further,
consumers and patients would be guaranteed notice when their information was exchanged and if there
was any breach of privacy and confidentiality of their records during transfer. Statutory law would state
what due process would be followed after discovery of a breach. Consumers and patients would be
guaranteed specific remedies. Attorneys general would also be guaranteed remedies in the case of
improper health information transfer practices where the individual is unable to pursue a private right
of action.

The Board would have the authority to create administrative rules according to approved and
established national standards in health information transfer. The Board would be authorized to
perform periodic and random audits and inspections of licensees' health information transfer practices.
Licensees would be subject to periodic relicensing. Simply holding a health information transfer license
would not indemnify a licensee, who could still be litigated against for unprofessional or improper
practices.
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Strategy Group One:

ADOPTION OF ELECTRONIC HEALTH RECORDS AND HEALTH INFORMATION TECHNOLOGY

PROBLEM #1: LACK OF MONEY AND FUNDING
e Capital funding needed (66%)

e Return on Investment (50%)

e Loss of productivity

SOLUTION: Provide financial support and funding options that are flexible and independent from health
systems and hospitals.

HOW? :
1. Create new models for reimbursement; collaborate with creative financial people to design cost-
neutral, quality improvement funding schemes for the State to provide.
2. Use the State’s purchasing power for hardware, software and expertise
3. Have the State select a limited number of solutions and ties incentives and reimbursement to those
solutions only.

PROBLEM #2: LACK OF EXPERTISE
e Technical

e QOperational

e System selection/Expertise

SOLUTION: Provide technical and implementation support; provide operational support for
implementation and on an ongoing basis

HOW? :
1. Design a model for the State to provide/fund local expertise to support implementation and
ongoing EMR use and optimization.
2. Support/fund remove technical support and technology infrastructure
State vets and contracts with consultants to support adoption and optimization.
4. Incentives for existing health systems to support adoption and optimization for small, rural
practices, others.

w

PROBLEM #3: RESISTANCE BY CLINICIANS AND STAFF

e Cannot find system to meet needs

e Resistance to change

e Hospital-practice/practitioner “trust” or lack of trust

SOLUTION: 1+2+4 >3

PROBLEM #4: NEED FOR INTEROPERABILITY

SOLUTION: State assurance/require interoperable standards for funding/expertise (Note: this could be via
the licensing Board that is being proposed)

HOW? :



1. Only offer vendor and incent reimbursement for software solutions that can provide defined
standards for interoperability (HIIAC or licensing board to determine standards?)

2. Vendors would have to supply system(s) that comply with agreed upon standards or they could not
market their product in Oregon. Incentives?? Restrictions??

PROBLEM #5: LACK OF PATIENT ACCESS TO THEIR HEALTHCARE INFORMATION

SOLUTION: If patient adoption is stimulated it will drive demand for clinician adoption of EMRs.
HOW? :

1. Education to drive demand

2. Immunization information served up by the State via the Web

3. Support Medicaid Transformation Grant/ Health Record Bank through funding and resources to
provide patient access model for testing and evaluation.

Strategy Group Two:

CLINICAL DECISION MAKING AND EVIDENCE BASED MEDICINE

Problem:

1. Clinicians are not following evidence based guidelines
2. As aresult, there are variations in costs, treatments and outcomes

Underlying Causes:

1. Only a small amount of care, about 20%, have defined evidence based guidelines to treat
patients

2. There is no defined process to reach agreement about which guidelines should be
standardized. There are many organizations providing recommendations, but how and who
determines the ones to be used?

3. Of those using Electronic Health Records the system does not have the capacity to embed
guidelines; or the clinicians have turned off the functionality because they are “clunky” and
inefficient and don’t add value.

4. There are no financial incentives to follow guidelines and change behavior.

5. Cultural norms may not support new practices. Physicians “have only done it this way, why
should | change?”

6. There must be a clinical safety zone for following guidelines, and safe harbor to establish.

Potential Solutions:

1. State can provide financial and technical assistance to MD’s who adopt electronic health
records that have the functionality to provide decision support tools and the use of evidence-
based guidelines.

2. State could establish a centralized source (expanded HRC?) for development of evidence-based
guidelines for existing and emerging guidelines for new technologies for all to follow. These
would be considered the “standard of care” in Oregon.

3. Medical malpractice protection could be given for compliance with these guidelines and the
standard of care.

4. Start with 5 major chronic diseases and preventive care

5. State could provide a safe harbor for plans and providers to develop standardized pay for
performance models



6. An all payer/all claims database would need to be built to monitor progress, compliance and
provide feedback to providers, consumers, and payers.

7. Ensure that consumers have access to these guidelines so that they can discuss them with their
clinician and are incented to comply with them.

8. Plans would pay benefits in accordance with standards of care.

9. Align State purchasing agencies to contract with plans/clinicians who follow guidelines

10. At some point, do not contract with clinicians who do not follow these guidelines. For example,
if MD is not following by 20XX, they are dropped from the network. Purchasers fully support
this decision

11. Rural areas would need to be addressed specifically.

Bottom Line Approach:

Adopt electronic health records with the capacity to provide efficient and effective decision support
processes and tools so that clinicians can easily follow evidence-based guidelines. Develop benefits
plans/incentives for clinicians and patients to follow and have health benefit purchasers require
compliance with evidence-based guidelines as a term of contracting.

Strategy Group Three:

HEALTH INFORMATION EXCHANGE

1) Info not being shared
e Poor health outcomes
e Excessive costs
e No useful info for public/providers
2) Need better standards
e What data to share
e How to share
e Some data systems not interoperable
e Providers/plans need incentives to share
0 No funding for change
0 Loss of competitive edge
O More services = more money
O Must see value in sharing
e Value needs to be consumer-driven
0 Patient fears of sharing data

Recommendations:
e Support Health Records Bank
0 Consistent vision with HIIAC
0 No S for other pilots now
e State to use purchasing/payment powers
e Both of above must support the use of national standards

Other Issues
e Some recommendations about “exchange” but about other data sharing and Quality Institute, need
to support, but another group should review
e Data analysis/research needs to be “called out” in recommendations
e One privacy recommendation






Oftice of the Governor

State of Oregon

EXECUTIVE ORDER NO. 08-09
PAGE TWO

a. Review and identify obstacles to the implementation of an
effective health information exchange infrastructure in
Oregon and provide policy recommendations to remove or
minimize those obstacles;

b. Outline the role of the State in developing, financing,
promoting and implementing a health information
infrastructure;

C. Recommend how to facilitate the statewide adoption of
health information system standards and interoperability
requirements to enable secure exchange of health
information exchange;

d. Monitor the development of federal and applicable
international standards, coordinate input to the Nationwide
Health Information Network, and ensure that Oregon’s
recommendations are consistent with emerging federal and
applicable international standards;

e Identify partnership models and collaboration potential for
implementing electronic health records and exchange
systems, including review of current efforts in the state and
opportunities to build upon those efforts;

f. Recommend a plan for the creation of a health information
infrastructure that preserves the privacy and security of
Oregonian’s health information, as required by state and
federal law: and

g. Develop evaluation metrics to measure the implementation
of health information technology and the efficacy of health
information exchange in Oregon.

4. The Governor will appoint a chair of the HIIAC. The chair shall
establish an agenda for the HIIAC and provide leadership and direction.

A, A quorum for HITAC meetings shall consist of a majority of the
appointed members. The HIIAC shall strive to operate by consensus; however, the
HITAC may approve measures and make recommendations based on an affirmative
vote of a majority of members.

6. No member may grant a proxy for his or her vote to any other
member or member designee. The Governor will fill any vacancy on the HIIAC by
appointment.



Oftice of the Governor

State of Oregon

EXECUTIVE ORDER NO. 08-09
PAGE THREE

T The HITAC shall provide an initial written report of findings and
recommendations to the Oregon Health Fund Board on or before July 31, 2008.
The HIIAC shall provide an initial written report of findings and recommendations
to Governor on or before December 31, 2008, and annually thereafter.

8. The Governor’s Office and the Office of Health Policy and Research
shall provide staff support to the HIIAC. All other state agencies shall provide
necessary assistance to the HIIAC upon request.

9. The members of the HITAC shall receive no compensation for their
activities as members of the HITAC, but may be reimbursed for travel expenses
incurred in attending HITAC business pursuant to ORS 292.495(2) and subject to
availability of funds.

10.  This Order expires on December 31, 2014.

Done at Salem, Oregon, this 27th day of March, 2008.

/@ﬂluqa_

Theodore R. Kulongoski
GOVERNOR

ATTEST:

JEY o

Bill Bradbury
SECRETARY OF STATE




HEALTH INFORMATION INFRASTRUCTURE ADVISORY HIIAC
By-Laws
ARTICLE |

The Board and its Members

e The Health Information Infrastructure Advisory HIIAC (hereinafter “HIIAC” or “HIIAC”) is
created pursuant to Executive Order 08-09, signed by Governor Kulongoski on March 27,
2008. The HIIAC’s function is to “develop a strategy for an Oregon health information
system”.

e The Office for Oregon Health Policy and Research (OHPR) will support the work of the
HIIAC in a manner mutually agreed upon by the HIIAC Chairs and members.

e The Members of the HIIAC shall be appointed by the Governor in accordance with Executive
Order 08-09. HIIAC Members shall serve staggered terms of up to three-years. A Member
whose term has expired, but whose successor has not been appointed and confirmed, may
continue to serve until replaced.

e Members of the HIIAC are not entitled to compensation for services as a Member, but are
entitled to expenses as provided in ORS 292.495(2).

ARTICLE 11

Board Officers and Duties

e The Governor shall select a Chair or Co-Chairs from among the Members. The terms of
office shall be 12 months.

¢ Duties of the Chair(s) are:

o0 Preside at all meetings of the HI1AC.

o Coordinate meeting agendas after consultation with staff.

o Review all draft HIIAC meeting minutes prior to the meeting at which they are to be
approved.

0 Be advised of all presentations or appearances of staff before Legislative or Executive
HI1ACs or agencies that relate to the work of the HIIAC.

0 The Chair may designate, in the absence of the Co-Chair or when expedient to HIIAC
business, other HIIAC Members to perform duties related to HIIAC business such as, but
not limited to, attending other agency or public meetings, meetings of HIIACs of the
HIIAC, training programs, and approval and review of documents that require action of
the Chair. In such cases, the HIIAC Member assigned the responsibility will be entitled to
expenses as provided in ORS 292.495(2).

DRAFT HIIAC BY-LAWS APRIL 25, 2008



ARTICLE Il

HIIAC Work Groups

e The HIIAC may establish work groups to undertake work chartered by the HIIAC. The work
groups may include HITAC Members and other persons with particular expertise and interest
in the work of the group. A work group shall cease to exist upon a majority vote of the
HIIAC to disband the work group

e The Chairs of work groups created by the HIIAC shall be Members of the HIIAC.

ARTICLE IV

Board Meetings

e The HIIAC shall meet at the call of the Chair in consultation with the HIIAC Members and
staff or at the call of the majority of the Members. The HIIAC shall meet at least quarterly.

e The HIIAC and work groups established by the HITAC shall conduct all business meetings in
public and in conformity with Oregon Public Meetings Laws.

e The preliminary agenda will be available from the HIIAC staff and posted on the HIIAC
website [TBD] at least two working days prior to the meeting. The final agenda will be
established at the beginning of each HIIAC meeting.

e Twelve (12) HIIAC Members shall constitute a quorum for the transaction of business.

e All actions of the HIIAC shall be expressed by motion or resolution. Official action by the
HITAC requires the approval of a majority of a quorum of the Members of the HITAC.

e On motions, resolutions, or other matters a voice vote may be used. At the discretion of the
Chair, or upon the request of a HIIAC Member, a roll call vote may be conducted. Proxy
votes are not permitted.

o |fa HIIAC Member is unable to attend a meeting in person, the Member may participate by
conference telephone or internet conferencing provided that the absent HIIAC Member can
be identified when speaking, all participants can hear each other and members of the public
attending the meeting can hear any Member of the HIIAC who speaks during the meeting. A
HIIAC Member participating by such electronic means shall be considered in constituting a
quorum.

o HIIAC Members shall inform the Chair with as much notice as possible if unable to attend a
scheduled HITAC meeting. HIIAC staff preparing the minutes shall record the attendance of
HIIAC Members at the meeting for the minutes.

e The HIIAC will conduct its business through discussion, consensus building and informal

meeting procedures. The Chair may, from time to time, establish procedural processes to
assure the orderly, timely and fair conduct of business.
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ARTICLE YV

Amendments to the By-Law and Rules of Construction

e These By-laws may be amended upon the affirmative vote of fifteen (15) Members of the
HITAC. All rules and procedures in these By-laws shall be liberally construed so that the
public’s health, safety and welfare shall be secured in accordance with the intents and
purposes of applicable State laws and regulations.

DRAFT HIIAC BY-LAWS APRIL 25, 2008



Delivery Systems Committee Report
Revised Executive Summary

DRAFT for Discussion 5/21

NOTE: The underlined language reflects Committee discussion on 5/14 but the
exact language has not yet been approved by Committee members

Background

In June 2007, the Oregon Legislature passed the Healthy Oregon Act (Senate Bill
329, Chapter 697 Oregon Laws 2007). The Act called for the appointment of the
seven-member Oregon Health Fund Board to develop a comprehensive plan to
ensure access to health care for all Oregonians, contain health care costs, and
address issues of quality in health care. The Healthy Oregon Act also
established a set of committees to develop recommendations on specific aspects
of the reform plan. One of these committees, the Delivery Systems Committee,
was assigned the difficult task of providing the Board with policy
recommendations to create high-performing health delivery systems in Oregon
that produce optimal value through the provision of high quality, timely,
efficient, effective, and safe health care.

While the Oregon Health Fund Board did not aim to limit the scope of the
investigation and recommendations from the Delivery Systems Committee, the
Committee’s charter from the Board listed a number of priority areas of interest.
These included: revitalizing primary care; managing chronic disease; developing
new reimbursement models; increasing information transparency by collecting,
measuring and reporting quality data; encouraging the diffusion of health
information technology; ensuring the appropriate diffusion and utilization of
clinical technology; strengthening public health and prevention; and improving
end-of-life-care (See Appendix A for Delivery Systems Committee Charter).

Vision Statement

The Delivery Systems Committee has a bold vision for health care in Oregon:
World Class Health Care for Each Oregonian. This includes world class
physical, mental and oral health. Achieving world class care requires a radical
transformation of Oregon’s health care delivery system, as part of larger
comprehensive reform. This must include a revitalization of primary care and
focus on preventing and managing chronic diseases, while improving the
quality of care across the health care system. The people and the economy of
the state cannot wait any longer - transformation is needed now.




Delivery System Change as Part of Comprehensive Reform

The Committee developed a series of recommendations which the members
believe will help to contain costs over the long-term, while improving population
health and improving patient experience with care. Many of these
recommendations are aligned with the Board'’s priority areas, with some
additional ideas drawn from health service research and experience in other
states. The main recommendations are captured in the Committee’s “Framework
for Delivery System Reform” presented in the next section. The Delivery System
Committee recognizes that most of the recommendations put forth in this report
represent long-term goals that cannot be accomplished in isolation and must be
viewed as one piece of larger reform. In the short-tem, many of the
recommendations that follow will require an investment in sustainable change
and the Health Fund Board must look for opportunities to reduce short-term
spending in other parts of the system that can be reinvested in delivery system
reform.

The recommendations presented below call for transformational change in the
fundamental way things are done. The recommendations represent a significant
cultural change in the organization and delivery of care and require strong
public/ private partnerships in the design, delivery, and monitoring of health
care services. The Committee recognizes that there will be strong opposition to
many of its proposals and challenges the Health Fund Board, the Oregon
Legislature and the entire state to have the political will to push for the changes
needed to move Oregon towards a world class health system.

Committee Recommendations
Primary Care and Chronic Disease Management/ Integrated Health Homes

Primary Care/Integrated Health Homes Recommendation 1: Oregon’s primary
health care delivery system must be radically transformed in an effort to
improve individual and population health and wellness. This transformation
should be guided by the concept of the integrated health home and must
involve a revitalization of primary care, as well as other health and social
services that are vital components of a system equipped to meet the health
needs of the population. The state should take bold steps to partner with
consumers, providers, purchasers and payers around the common goal and
vision of providing every Oregonian with an integrated health home.

Primary Care/Integrated Health Homes Recommendation 2: Promote and
support patient-centered integrated health homes to be available for all
participants in the Oregon Health Fund Board Program, with eventual



statewide adoption to ensure integrated health homes are available to all
Oregonians.

Primary Care/Integrated Health Homes Recommendation 3: Create and
support interactive systems of care (real and virtual) which connect integrated
health homes with community-based services, public health, behavioral health
(including Employee Assistance Programs), oral health, and social services to
improve population health.

Primary Care/Integrated Health Homes Recommendation 4: Provide Oregon's
health care workforce with technical assistance, resources, training and
support needed to transform practices into integrated health homes.

Primary Care/Integrated Health Homes Recommendation 5: Develop a plan to
ensure that Oregon has a workforce able to meet population need, especially
those serving vulnerable populations.

Primary Care/Integrated Health Homes Recommendation 6: Develop and
evaluate strategies to empower consumers to become more involved in their
own health and health care by partnering and engaging with integrated health
homes.

Primary Care/Integrated Health Homes Recommendation 7: Develop funding,
payment and incentivizing strategies that promote and sustain integrated
health homes and other system of care partners.

Primary Care/Integrated Health Homes Recommendation 8: Recognize and
strengthen the role of the safety net in delivering services to Oregon’s
vulnerable populations.

Improving Quality and Increasing Transparency

An Oregon Quality Institute

While there are numerous public and private efforts underway across the state to
improve health care quality, SB 329 points to the need for a Quality Institute to
serve as a leader and to unify existing efforts in the state around quality and
transparency. The Committee recommends the state establish and provide
substantial, long-term funding for a publicly chartered Oregon Quality Institute
(See Appendix C for full Quality Institute Work Group Recommendations).

Quality Institute (QI) Recommendation 1: An Oregon Quality Institute should
be established as a publicly chartered public-private organization. The state
should provide stable long-term funding to support the Institute.



QI Recommendation 2: The Quality Institute’s overarching role will be to lead
Oregon toward a higher performing health care delivery system by initiating,
championing and aligning efforts to improve the quality and transparency of
health care delivered to Oregonians. To achieve its goals, the Quality Institute
will first pursue the following priorities:

1.

Set and prioritize ambitious goals for Oregon in the areas of quality
improvement and transparency.

Convene public and private stakeholders to align all groups around
common quality metrics for a range of health care services

Ensure providers have the ability to produce and access comparable and
actionable information about quality, utilization of health care resources
and patient outcomes that allows for comparison of performance and
creation of data-driven provider and delivery system quality
improvement initiatives.

Ensure the collection and timely dissemination of meaningful and
accurate data about providers, health plans and patient experience. Set
standards for what metrics are collected and reported and how data is
collected and reported. Set performance benchmarks that can be adapted
over time.

Advise the Governor and the Legislature on policy changes/regulations to
improve quality and transparency.

QI Recommendation 3: As the budget of the Quality Institute allows, the
Board of the Quality Institute should use data and evidence to identify
opportunities to improve quality and transparency through the following
activities:

Participate in the development and assessment of new quality
improvement strategies by championing, coordinating, funding and/or
evaluating quality improvement demonstration and pilot projects.

Convene public and private stakeholders to identify opportunities to
develop a collaborative process for endorsing and disseminating
guidelines of care and assessing the comparative effectiveness of
technologies and procedures.



e Lessen the burden of reporting that currently complicates the provision of
health care.

e Support learning collaboratives and other technical assistance for
providers to develop and share best practices for using data to drive
quality improvement. Disseminate proven strategies of quality
improvement.

e Align with recommendations of the Governor’s Health Information
Infrastructure Advisory Committee (HIIAC) about a strategy for
implementing a secure, interoperable computerized health network to
connect patients and health care providers across Oregon. Support efforts
to develop and facilitate the adoption of health information technology
that builds on provider capacity to collect and report data and ensure that
the right information is available at the right time to patients, providers,
and payers.

e Support efforts, in partnership with providers, to engage consumers in the
use of quality and utilization data and evidence-based guidelines to make
health decisions.

Financial Transparency

There needs to be greater transparency about health care costs and provider
operating and financial data. While there are a number of state-sponsored
projects working to increase financial transparency in Oregon, access to this type
of information remains limited.

Financial Transparency Recommendation 1: Require health care providers,
including but not limited to hospitals, ambulatory surgery and imaging
centers to be more transparent and public about fiscal information.

Accountable Care Districts

Accountable care districts will act as a vehicle to foster shared accountability for
quality and cost among all of the providers (including physicians, other health
care professionals, hospitals, and other centers where health care is delivered)
serving a defined population across the continuum of care.

Accountable Care District (ACD) Recommendation 1: Define accountable care
districts within Oregon’s delivery system. All health care quality and
utilization data reported by the Oregon Quality Institute will be aggregated to



allow for meaningful comparisons of quality and utilization across the state
and across ACDs.

ACD Recommendation 2: Engage and incentivize communities at the onset, to
use ACD data to inform health planning and resource utilization discussions.

Payment Reform Models

The current healthcare delivery system relies heavily on a fee-for-service (FFS)
payment method in which a provider is paid a fee for rendering a specific
service. This system rewards providers based on the volume of care delivered,
without including incentives that encourage high-quality care and efficient
resource utilization. New reimbursement models are needed that incentivize
health care providers to be accountable for quality, efficiency and care
coordination.

Payment Reform Recommendation 1: Health care providers (physicians, other
health care professionals, hospitals, and other centers delivering care) should
be accountable for quality, efficiency, health outcomes and care coordination.
Payment reform should be designed to incentivize these desired outcomes,
while holding global Oregon health care costs to Consumer Price Index as
measured over a five year period.

Payment Reform Recommendation 2: New payment models should be tested
within the infrastructure established by delivery system reform.

Comparative Effectiveness and Medical Technology Assessment

Comparative effectiveness research provides valuable information about the
relative effectiveness and cost-effectiveness of alternative treatment options.
This information can be used to develop standard clinical guidelines and inform
benefit design to ensure that health resources are utilized in a manner that
maximizes health gains. There are currently a number of comparative
effectiveness and medical technology assessment initiatives in place in Oregon
and across the nation, but no mechanism to facilitate collaboration across efforts
or to ensure that coverage decisions across the state are informed by the best
available research and data.

Comparative Effectiveness Recommendation 1: Streamline and strengthen
efforts to support comparative effectiveness research and ensure policy
decisions are informed by the best available evidence.

Comparative Effectiveness Recommendation 2: Endorse patient decision aids
shown to increase the use of cost-effective care.



Comparative Effectiveness Recommendation 3: Develop standard sets of
evidence-based guidelines for Oregon based on comparative effectiveness
research.

Comparative Effectiveness Recommendation 4: Develop common policies
across public and private health plans regarding the coverage of new and
existing treatments, procedures and services based on comparative
effectiveness research.

Comparative Effectiveness Recommendation 5: Develop higher standards of
immunity from litigation for providers who utilize evidence-based medicine,
including evidence-based decision aids and standardized clinical guidelines.

Shared Decision Making

In a world class health system that delivers patient-centered care, providers work
with patients and their families to make health care decisions aligned with their
values and goals. Decision support processes can help patients understand the
likely outcome of various care options, think about what is personally important
about the risks and benefits of each option and make decisions with the support
of their care team.

Shared Decision Making Recommendation 1: The Oregon Health Fund
Program (via the Quality Institute, HRC, HSC or other health commission)
should develop or endorse evidence-based standardized decision support
processes for integrated health homes and other care settings, which account
for patients’ cultural, ethnic, racial and language needs.

Shared Decision Making Recommendation 2: New payment methods should
be used to encourage providers in state funded and private health programs to
use decision making support processes and reimburse them for time spent
engaged in tasks associated with these processes.

Shared Decision Making Recommendation 3: The state should partner with
public and private stakeholders to develop and offer training courses to
providers in facilitating shared decision making processes.

Shared Decision Making Recommendation 4: A statewide electronic Physician
Orders for Life Sustaining Treatment (POLST) Registry should be created to
ensure the availability of the POLST form at the time of need.



Public Health, Prevention and Wellness

Three in five deaths in Oregon are from heart disease, stroke, cancer, diabetes
and chronic lower respiratory diseases and these diseases cost the state more
than $1.4 billion every year. With better funded, evidence-based community
efforts to detect and treat risk factors, a significant amount of chronic disease
could be prevented, thus improving population health and reducing utilization
of expensive and invasive acute treatments.

Public Health Recommendation 1: The state should partner with public and
private stakeholders, employers, schools and community organizations to
establish priorities and develop aggressive goals for the prevention of chronic
disease and other physical, oral and behavioral health conditions and
reduction of unhealthy behaviors that contribute most to the mortality of
Oregonians.

Public Health Recommendation 2: The state should partner with local boards
of health (including public and mental health), providers, employers, schools,
community organizations and other stakeholders to develop a statewide
strategic plan for achieving these goals and a process for evaluating progress
toward these goals.

Public Health Recommendation 3: The state should establish and fund a
Community-Centered Health Initiatives Fund (CCHI) to fund primary and
secondary prevention activities.

Public Health Recommendation 4: All state agencies, in partnership with
PEBB, should develop a strategic plan for creating a culture of health for state
employees.

Administrative Simplification and Standardization

Administrative expenses account for a large percent of total health care spending
and there are significant opportunities to contain costs by increasing
administrative efficiency.

Administrative Simplification Recommendation 1: Increase transparency
surrounding health plan and provider administrative spending.

Administrative Simplification Recommendation 2: Develop standard formats
and processes for eligibility, claims and payment and remittance transactions.

Administrative Simplification Recommendation 3: Simplify and streamline
prescribing processes to reduce the administrative burden to providers of
being required to prescribe from multiple formularies.



Reduced Pharmaceutical Spending

Pharmaceuticals account for eleven percent of total health care spending in
Oregon.! Bulk purchasing arrangements established by purchasers and insurers
can help reduce the cost of drugs and reduce overall health care spending.

Reduced Pharmaceutical Spending Recommendation 1: Utilize bulk
purchasing arrangements to maximize savings in pharmaceutical spending.

! Office for Oregon Health Policy and Research. 2007. Trends in Oregon’s Healthcare Market and the
Oregon Health Plan: Report to the 74™ Legislative Assembly. Available:
http://www.oregon.gov/OHPPR/RSCH/docs/LegRpt2007_Final.pdf.
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Background

In June 2007, the Oregon Legislature passed the Healthy Oregon Act (Senate Bill
329, Chapter 697 Oregon Laws 2007). The Act called for the appointment of the
seven-member Oregon Health Fund Board to develop a comprehensive plan to
ensure access to health care for all Oregonians, contain health care costs, and
address issues of quality in health care. The Healthy Oregon Act also
established a set of committees to develop recommendations on specific aspects
of the reform plan. One of these committees, the Delivery Systems Committee,
was assigned the difficult task of providing the Board with policy
recommendations to create high-performing health delivery systems in Oregon
that produce optimal value through the provision of high quality, timely,
efficient, effective, and safe health care.

While the Oregon Health Fund Board did not aim to limit the scope of the
investigation and recommendations from the Delivery Systems Committee, the
Committee’s charter from the Board listed a number of priority areas of interest.
These included: revitalizing primary care; managing chronic disease; developing
new reimbursement models; increasing information transparency by collecting,
measuring and reporting quality data; encouraging the diffusion of health
information technology; ensuring the appropriate diffusion and utilization of
clinical technology; strengthening public health and prevention; and improving
end-of-life-care (See Appendix A for Delivery Systems Committee Charter).

Vision Statement

The Delivery Systems Committee has a bold vision for health care in Oregon:
World Class Health Care for Each Oregonian. This includes world class
physical, mental and oral health. Achieving world class care requires a radical
transformation of Oregon’s health care delivery system, as part of larger
comprehensive reform. This must include a revitalization of primary care and
focus on preventing and managing chronic diseases, while improving the
quality of care across the health care system. The people and the economy of
the state cannot wait any longer - transformation is needed now.




Delivery System Change as Part of Comprehensive Reform

The Committee developed a series of recommendations which the members
believe will help to contain costs over the long-term, while improving population
health and improving patient experience with care. Many of these
recommendations are aligned with the Board'’s priority areas, with some
additional ideas drawn from health service research and experience in other
states. The main recommendations are captured in the Committee’s “Framework
for Delivery System Reform” presented in the next section. The Delivery System
Committee recognizes that most of the recommendations put forth in this report
represent long-term goals that cannot be accomplished in isolation and must be
viewed as one piece of larger reform. In the short-tem, many of the
recommendations that follow will require an investment in sustainable change
and the Health Fund Board must look for opportunities to reduce short-term
spending in other parts of the system that can be reinvested in delivery system
reform.

The recommendations presented below call for transformational change in the
fundamental way things are done. The recommendations represent a significant
cultural change in the organization and delivery of care and require strong
public/ private partnerships in the design, delivery, and monitoring of health
care services. The Committee recognizes that there will be strong opposition to
many of its proposals and challenges the Health Fund Board, the Oregon
Legislature and the entire state to have the political will to push for the changes
needed to move Oregon towards a world class health system.

Committee Recommendations
Primary Care and Chronic Disease Management/ Integrated Health Homes

Primary Care/Integrated Health Homes Recommendation 1: Oregon’s primary
health care delivery system must be radically transformed in an effort to
improve individual and population health and wellness. This transformation
should be guided by the concept of the integrated health home and must
involve a revitalization of primary care, as well as other health and social
services that are vital components of a system equipped to meet the health
needs of the population. The state should take bold steps to partner with
consumers, providers, purchasers and payers around the common goal and
vision of providing every Oregonian with an integrated health home.

Primary Care/Integrated Health Homes Recommendation 2: Promote and
support patient-centered integrated health homes to be available for all
participants in the Oregon Health Fund Board Program, with eventual



statewide adoption to ensure integrated health homes are available to all
Oregonians.

Primary Care/Integrated Health Homes Recommendation 3: Create and
support interactive systems of care (real and virtual) which connect integrated
health homes with community-based services, public health, behavioral health
(including Employee Assistance Programs), oral health, and social services to
improve population health.

Primary Care/Integrated Health Homes Recommendation 4: Provide Oregon's
health care workforce with technical assistance, resources, training and
support needed to transform practices into integrated health homes.

Primary Care/Integrated Health Homes Recommendation 5: Develop a plan to
ensure that Oregon has a workforce able to meet population need, especially
those serving vulnerable populations.

Primary Care/Integrated Health Homes Recommendation 6: Develop and
evaluate strategies to empower consumers to become more involved in their
own health and health care by partnering and engaging with integrated health
homes.

Primary Care/Integrated Health Homes Recommendation 7: Develop funding,
payment and incentivizing strategies that promote and sustain integrated
health homes and other system of care partners.

Primary Care/Integrated Health Homes Recommendation 8: Recognize and
strengthen the role of the safety net in delivering services to Oregon’s
vulnerable populations.

Improving Quality and Increasing Transparency

An Oregon Quality Institute

While there are numerous public and private efforts underway across the state to
improve health care quality, SB 329 points to the need for a Quality Institute to
serve as a leader and to unify existing efforts in the state around quality and
transparency. The Committee recommends the state establish and provide
substantial, long-term funding for a publicly chartered Oregon Quality Institute
(See Appendix C for full Quality Institute Work Group Recommendations).

Quality Institute (QI) Recommendation 1: An Oregon Quality Institute should
be established as a publicly chartered public-private organization. The state
should provide stable long-term funding to support the Institute.



QI Recommendation 2: The Quality Institute’s overarching role will be to lead
Oregon toward a higher performing health care delivery system by initiating,
championing and aligning efforts to improve the quality and transparency of
health care delivered to Oregonians. To achieve its goals, the Quality Institute
will first pursue the following priorities:

1.

Set and prioritize ambitious goals for Oregon in the areas of quality
improvement and transparency.

Convene public and private stakeholders to align all groups around
common quality metrics for a range of health care services

Ensure providers have the ability to produce and access comparable and
actionable information about quality, utilization of health care resources
and patient outcomes that allows for comparison of performance and
creation of data-driven provider and delivery system quality
improvement initiatives.

Ensure the collection and timely dissemination of meaningful and
accurate data about providers, health plans and patient experience. Set
standards for what metrics are collected and reported and how data is
collected and reported. Set performance benchmarks that can be adapted
over time.

Advise the Governor and the Legislature on policy changes/regulations to
improve quality and transparency.

QI Recommendation 3: As the budget of the Quality Institute allows, the
Board of the Quality Institute should use data and evidence to identify
opportunities to improve quality and transparency through the following
activities:

Participate in the development and assessment of new quality
improvement strategies by championing, coordinating, funding and/or
evaluating quality improvement demonstration and pilot projects.

Convene public and private stakeholders to identify opportunities to
develop a collaborative process for endorsing and disseminating
guidelines of care and assessing the comparative effectiveness of
technologies and procedures.



e Lessen the burden of reporting that currently complicates the provision of
health care.

e Support learning collaboratives and other technical assistance for
providers to develop and share best practices for using data to drive
quality improvement. Disseminate proven strategies of quality
improvement.

e Align with recommendations of the Governor’s Health Information
Infrastructure Advisory Committee (HIIAC) about a strategy for
implementing a secure, interoperable computerized health network to
connect patients and health care providers across Oregon. Support efforts
to develop and facilitate the adoption of health information technology
that builds on provider capacity to collect and report data and ensure that
the right information is available at the right time to patients, providers,
and payers.

e Support efforts, in partnership with providers, to engage consumers in the
use of quality and utilization data and evidence-based guidelines to make
health decisions.

Financial Transparency

There needs to be greater transparency about health care costs and provider
operating and financial data. While there are a number of state-sponsored
projects working to increase financial transparency in Oregon, access to this type
of information remains limited.

Financial Transparency Recommendation 1: Require health care providers,
including but not limited to hospitals, ambulatory surgery and imaging
centers to be more transparent and public about fiscal information.

Accountable Care Districts

Accountable care districts will act as a vehicle to foster shared accountability for
quality and cost among all of the providers (including physicians, other health
care professionals, hospitals, and other centers where health care is delivered)
serving a defined population across the continuum of care.

Accountable Care District (ACD) Recommendation 1: Define accountable care
districts within Oregon’s delivery system. All health care quality and
utilization data reported by the Oregon Quality Institute will be aggregated to



allow for meaningful comparisons of quality and utilization across the state
and across ACDs.

ACD Recommendation 2: Engage and incentivize communities at the onset, to
use ACD data to inform health planning and resource utilization discussions.

Payment Reform Models

The current healthcare delivery system relies heavily on a fee-for-service (FFS)
payment method in which a provider is paid a fee for rendering a specific
service. This system rewards providers based on the volume of care delivered,
without including incentives that encourage high-quality care and efficient
resource utilization. New reimbursement models are needed that incentivize
health care providers to be accountable for quality, efficiency and care
coordination.

Payment Reform Recommendation 1: Health care providers (physicians, other
health care professionals, hospitals, and other centers delivering care) should
be accountable for quality, efficiency, health outcomes and care coordination.
Payment reform should be designed to incentivize these desired outcomes,
while holding global Oregon health care costs to Consumer Price Index as
measured over a five year period.

Payment Reform Recommendation 2: New payment models should be tested
within the infrastructure established by delivery system reform.

Comparative Effectiveness and Medical Technology Assessment

Comparative effectiveness research provides valuable information about the
relative effectiveness and cost-effectiveness of alternative treatment options.
This information can be used to develop standard clinical guidelines and inform
benefit design to ensure that health resources are utilized in a manner that
maximizes health gains. There are currently a number of comparative
effectiveness and medical technology assessment initiatives in place in Oregon
and across the nation, but no mechanism to facilitate collaboration across efforts
or to ensure that coverage decisions across the state are informed by the best
available research and data.

Comparative Effectiveness Recommendation 1: Streamline and strengthen
efforts to support comparative effectiveness research and ensure policy
decisions are informed by the best available evidence.

Comparative Effectiveness Recommendation 2: Endorse patient decision aids
shown to increase the use of cost-effective care.



Comparative Effectiveness Recommendation 3: Develop standard sets of
evidence-based guidelines for Oregon based on comparative effectiveness
research.

Comparative Effectiveness Recommendation 4: Develop common policies
across public and private health plans regarding the coverage of new and
existing treatments, procedures and services based on comparative
effectiveness research.

Comparative Effectiveness Recommendation 5: Develop higher standards of
immunity from litigation for providers who utilize evidence-based medicine,
including evidence-based decision aids and standardized clinical guidelines.

Shared Decision Making

In a world class health system that delivers patient-centered care, providers work
with patients and their families to make health care decisions aligned with their
values and goals. Decision support processes can help patients understand the
likely outcome of various care options, think about what is personally important
about the risks and benefits of each option and make decisions with the support
of their care team.

Shared Decision Making Recommendation 1: The Oregon Health Fund
Program (via the Quality Institute, HRC, HSC or other health commission)
should develop or endorse evidence-based standardized decision support
processes for integrated health homes and other care settings, which account
for patients’ cultural, ethnic, racial and language needs.

Shared Decision Making Recommendation 2: New payment methods should
be used to encourage providers in state funded and private health programs to
use decision making support processes and reimburse them for time spent
engaged in tasks associated with these processes.

Shared Decision Making Recommendation 3: The state should partner with
public and private stakeholders to develop and offer training courses to
providers in facilitating shared decision making processes.

Shared Decision Making Recommendation 4: A statewide electronic Physician
Orders for Life Sustaining Treatment (POLST) Registry should be created to
ensure the availability of the POLST form at the time of need.



Public Health, Prevention and Wellness

Three in five deaths in Oregon are from heart disease, stroke, cancer, diabetes
and chronic lower respiratory diseases and these diseases cost the state more
than $1.4 billion every year. With better funded, evidence-based community
efforts to detect and treat risk factors, a significant amount of chronic disease
could be prevented, thus improving population health and reducing utilization
of expensive and invasive acute treatments.

Public Health Recommendation 1: The state should partner with public and
private stakeholders, employers, schools and community organizations to
establish priorities and develop aggressive goals for the prevention of chronic
disease and other physical, oral and behavioral health conditions and
reduction of unhealthy behaviors that contribute most to the mortality of
Oregonians.

Public Health Recommendation 2: The state should partner with local boards
of health (including public and mental health), providers, employers, schools,
community organizations and other stakeholders to develop a statewide
strategic plan for achieving these goals and a process for evaluating progress
toward these goals.

Public Health Recommendation 3: The state should establish and fund a
Community-Centered Health Initiatives Fund (CCHI) to fund primary and
secondary prevention activities.

Public Health Recommendation 4: All state agencies, in partnership with
PEBB, should develop a strategic plan for creating a culture of health for state
employees.

Administrative Simplification and Standardization

Administrative expenses account for a large percent of total health care spending
and there are significant opportunities to contain costs by increasing
administrative efficiency.

Administrative Simplification Recommendation 1: Increase transparency
surrounding health plan and provider administrative spending.

Administrative Simplification Recommendation 2: Develop standard formats
and processes for eligibility, claims and payment and remittance transactions.

Administrative Simplification Recommendation 3: Simplify and streamline
prescribing processes to reduce the administrative burden to providers of
being required to prescribe from multiple formularies.



Reduced Pharmaceutical Spending

Pharmaceuticals account for eleven percent of total health care spending in
Oregon.! Bulk purchasing arrangements established by purchasers and insurers
can help reduce the cost of drugs and reduce overall health care spending.

Reduced Pharmaceutical Spending Recommendation 1: Utilize bulk
purchasing arrangements to maximize savings in pharmaceutical spending.

! Office for Oregon Health Policy and Research. 2007. Trends in Oregon’s Healthcare Market and the
Oregon Health Plan: Report to the 74™ Legislative Assembly. Available:
http://www.oregon.gov/OHPPR/RSCH/docs/LegRpt2007_Final.pdf.
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HISTORY

The 2003 Oregon Legislative Assembly passed House Bill 3653, creating the Oregon Health Policy
Commission (OHPC) to develop and oversee health policy and planning for the state. The OHPC
identifies and analyzes significant health care issues affecting the state and makes policy
recommendations to the Governor, the Oregon State Legislature and the state Office for Oregon
Health Policy and Research. Additionally, the OHPC partners with health care experts and
stakeholders around the state to develop projects focused on improving Oregonians’ health status
and access to effective and efficient health care services.

The OHPC Subcommittee on Electronic Health Records (EHR) and Data Connectivity was formed
to develop recommendations for 1) fostering the adoption of EHR and 2) developing the
infrastructure for the secure exchange of electronic health data in Oregon. The following report
outlines the Subcommittee’s recommendations on the appropriate role for government, in
conjunction with the private sector, to further these efforts. It is the intent of the OHPC and the
Subcommittee that these recommendations be used to further discussion with state legislatures,
providers, and other stakeholders to move the state’s health information technology forward.
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EXECUTIVE SUMMARY

Although the United States has one of the most technologically advanced health care systems in the
world, it relies predominantly on a 19" century record keeping system.' This antiquated paper-
based record keeping system and the barriers it imposes on appropriate data sharing is a source of
harm and excess costs to Oregonians. The State of Oregon can assist substantially in transformation
of the system by adopting electronic health records (EHRs) and health information exchange.

Electronic health records and health information exchange are part of the solution to improve
quality and safety, and reduce the cost of care.'' Fully functioning electronic health records make
health data manageable, offer support for provider decisions at the point of care, such as reminders
or drug-drug alerts, allow for input of orders by providers, and facilitate population-wide reporting
and assessments. '* The electronic health record can reduce redundant, unnecessary medical tests as
much as 15-20% within a hospital or outpatient setting. In all, electronic health records with the
necessary functionality are estimated to save up to $44 billion for the United States as a whole, a
number confirmed in some early studies.'”"’

Adoption of electronic health records is not enough. Even when computer systems are used, most
of the information is stored in silos and is not easily available to other providers. Creating a system
with widespread health information exchange and interoperability is necessary to transfer
information in urgent situations quickly and easily and to further improve efficiency and reduce
waste in health care. This does not mean a centralized database containing all data, but the ability
to confidentially, privately, and securely share data between healthcare entities when appropriate.

Most of the investment in EHR/Connectivity infrastructure will come from redirecting dollars
already in the system but wasted on inefficient processes. Even the smallest of investment now by
the State of Oregon to support collaboration and coordination will assure maximum benefit from the
private sector investments currently underway.

Goals
e Oregonians’ health record information is available to them and their healthcare provider
anytime and anywhere that it is needed.
e Oregonians’ health records are confidential and secure at all times.

These goals are best achieved through widespread adoption of robust, secure, interoperable
electronic health records that support the delivery of high-quality efficient health care.

Recommendations
Standards: Endorse and encourage the use of national and federal standards for EHRs and adopt
specific standards as they emerge.

Coordinated Regions: Embrace a partnership model with communities to foster a coordinated
regional framework for sharing electronic health information.
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Financing: Embrace a partnership model with business leaders in the health and information
industries to better understand the costs and benefits of adopting EHRs that efficiently exchange
information.

Regulations & Laws: With the assistance of pertinent stakeholders and professional liability experts,
determine whether any Oregon laws or regulations create barriers to implementation of
interoperable EHRs or are inadequate to protect privacy and remedy them.

Healthcare Purchaser: Coordinate with private sector healthcare purchasers to leverage resources
that encourage investment in information technology, with particular attention to the Public
Employees Benefit Board (PEBB) and the State of Oregon’s Office of Medical Assistance
Programs (OMAP)

Monitoring & Assurance: Commission a study, alone or with partners such as the Oregon Medical
Peer Review Organization (OMPRO) and business leaders, that assesses the current state of
adoption of interoperable EHR functionality in medical practices throughout Oregon. The State
should be particularly attentive to rural communities and the safety net providers.

Engaging the Public and Public Expectations: Coordinate with the private sector to conduct
communication campaigns that increase the public’s understanding of the value of electronic health
data that can be shared.

Public Health, Research, and Outcomes Reporting: Collaborate with the private sector to assure that
interoperable EHRs are used to support good policy development, decision-making and planning
through its public health infrastructure. Participate in research that evaluates successes and failures
of interoperable EHRs.

Education and Training: Coordinate with health professions training institutions and health
professions leadership groups to increase the workforce’s understanding and skills in managing
electronic health information and systems.

Pilot Projects: Participate in collaborative demonstration and pilot projects that accelerate the
adoption of interoperable EHRs in Oregon and assure broad application to leverage public and
private resources.

Leadership & Governance: The State of Oregon needs a high-level, visible, respected Health
Information Technology Coordinator, a Health Information Technology Advisory Board of experts
and appropriate staff dedicated to carrying out these recommendations, who are accountable to the
Director of the Oregon of Health Policy & Research (OHPR) and the Oregon Health Policy
Commission.

Although the State does NOT have a role in the governance of and actual operations of the regional
networks that exchange information, the State should have a catalyst role in creating an
environment in which such organizations can thrive.
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REPORT ON ELECTRONIC HEALTH RECORDS AND DATA CONNECTIVITY

Introduction

Although the United States has one of the most technologically advanced health care systems in the
world, it relies predominantly on a 19" century record keeping system.' This antiquated paper-
based record keeping system and the barriers it imposes on appropriate data sharing is a source of
harm and excess costs to Oregonians. The State of Oregon can assist substantially in transformation
of the system by adopting electronic health records and health information exchange. This report
explores the benefits and barriers to adoption of these information technologies.

Background

While the knowledge and technology in the United States health care system is unparalleled, there
are serious questions about the quality and equity of care delivered. For instance, a patient with an
illness where there is known treatment, such as life-saving medications after heart attack, only
receives appropriate care 54.9% of the time.” Medical errors occur in at least 7% of hospital
admissions, and lead to serious injury in about 3.7% of total hospitalizations.™ * These quality and
safety problems result in about 57,000 deaths, 41 million sick days, and $11 billion in lost
productivity annually.’ Rising costs have pushed the expenditures for health in the US to $1.7
trillion, or 15% of GDP, in 2003; Oregonians spend approximately 1% ($17 billion) of this amount.
Inefficiencies in the system itself may lead to over $100 billion worth of redundant, unnecessary, or
inappropriate care, or $1 billion in Oregon. ** A large portion of this — estimated at $77.8 billion
nationwide and approximately $800 million in Oregon - comes from the fragmentation and gaps in
the system.®

Although there are many factors underlying these problems, many (though not all) of them center
around inadequate access to information, which in turn results in waste, fragmentation of care, poor
quality, and errors. A recent study, for example, showed that missing information compromises as
many as 13% of all clinical encounters, and while half of the time the needed information is
available somewhere, the 5-10 minute penalty to obtain it is too burdensome for the busy
physician.'® Thus, while computers and the Internet are virtually ubiquitous in our society, and most
modern industries have used them to improve their processes and the quality of their products, the
health care system remains mired in a world of paper-based transactions. There is considerable
evidence this reliance on paper leads to waste and compromised quality of care.

Consider the typical Oregonian almost anywhere in the world. He or she may easily access bank
records, obtain appropriate credit, and receive necessary documents electronically. That same
person back home, who is acutely ill and sent to a emergency room in a different part of Portland,
does not have a similar mechanism to get her medical records, leading to delays, confusion, and
potentially deadly outcomes if given a normally appropriate drug cross-reactive to one of her listed
allergies.

For these reasons, the Institute of Medicine, the Department of Health and Human Services and
multiple others have called for a more connected, structured system of care to address these
problems. Electronic health records and health information exchange are part of the solution to
improve quality and safety, and reduce the cost of care.'' However, the barriers to their adoption are
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significant. Furthermore, public perception that electronic health records pose a threat to privacy
remains strong, while financial models show misaligned incentives. Careful action by state
government and other interested parties is required to catalyze these changes and lower the barriers.

What is an electronic health record and why promote it?

An electronic health record is not a computer or separate database about patients; rather, an
electronic health record is a longitudinal collection of electronic health information for and about
persons and the way to create, use, store and retrieve that information.'> * A fully functioning
electronic health record provides the ability to make health data manageable, offer support for
provider decisions at the point of care, such as reminders or drug-drug alerts, allow for input of
orders by providers, and facilitate population-wide reporting and assessments, amongst other
things."* It must also provide security to ensure privacy and confidentiality of patients while
enabling easy communication between the health care team.

These important functions have been shown to improve safety and reduce cost and the waste of
health care dollars. Electronic health records make patient information immediately available to all
who have access, reducing costs of transcription and time searching for charts. This is a major issue
in the United States, which ranks the worst of several countries in redundant testing and availability
of the medical record in a recent comparison.' The electronic health record can reduce redundant,
unnecessary medical tests as much as 15-20% within a hospital or outpatient setting. Financially,
systems can help reduce billing errors and prevent fraud through improved documentation and
administrative checklists.

Most significant, however, is the effect of decision support and computerized provider order entry
(CPOE) on patient safety. Decision support through alerts about patient allergies and drug
interactions has been shown to reduce adverse events, or preventable injuries to patients.

Reminders about best practice, such as electronic guidelines or protocols, can help improve the
delivery of appropriate care and reduce inappropriate care.'> CPOE — having physicians and other
providers enter patient orders in a structured, electronic format — has been shown to have many
benefits over written orders.'® Improved legibility and accountability due to CPOE can reduce some
significant errors such as misreading the placement of a decimal point or confusing names of drugs
(Lamisil® for fungal infections and Lamictal® for brain disorders, for instance). Improved
adherence to guidelines for critical issues such as screening, corollary orders to ensure safety, and
appropriate selection of antibiotics has clearly been proven to improve the quality and safety of care
delivered. Safety also can be increased by preventing potentially injurious medication orders
through drug-drug interaction and allergy checking at the time of ordering, benefits beyond those
engendered by decision support alone. Such efforts reduce costs for the health system as a whole.
In all, electronic health records with the necessary functionality are estimated to save up to $44
billion for the United States as a whole, a number confirmed in some early studies.'”"’

Barriers to electronic health records

Despite these potential benefits, no more than 15% of physicians nationwide use fully functional
electronic health records.”” In a recent poll, 47% percent of the public was concerned that privacy
and confidentiality risks outweighed benefits in electronic health records.”’ Although many
assessments indicate electronic data — with appropriate security — can protect privacy well,”” the
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perception of risk remains a significant barrier to adoption. Increased availability of data does
carry with it increased responsibility for each participant in the health system. Audit trails and
penalties for misuse can be used to enforce responsible data access and use; in fact, electronic
record-keeping will allow patients to continually monitor who is accessing their health records, a
thing which is impossible with a paper system.

In addition to the privacy and confidentiality concerns, other barriers exist to easy adoption. First
and foremost is the financial barrier. Per provider, the initial costs are between $10,000 and
$20,000 in the first year with substantial maintenance costs in the subsequent years; a medium-sized
hospital's initial costs have been estimated at $2.7 million. The cost problem is further exacerbated
by misaligned financial incentives— research shows only 11% of the benefits go back to the
provider, yet the vast majority of costs for effective systems are borne by providers or health
systems.” Implementation of electronic health records in clinical settings can also be challenging,
requiring practices to assess readiness and be prepared for temporary changes in productivity;**
failure to consider these issues have led to significant system disappointments.”>*> The complex
legal and regulatory environment also poses a significant barrier, and these will need clarification
prior to more widespread adoption.

Appropriate availability of health information: Health information exchange

Adoption of electronic health records is not enough. Even when computer systems are used, most
of the information is stored in silos and is not easily available to other providers, leading to the
problems outlined above. Creating a system with widespread health information exchange and
interoperability is necessary to transfer information in urgent situations quickly and easily and to
further improve efficiency and reduce waste in health care. Unlike many other industries, however,
most communities and organizations do not possess the ability to transmit the important data easily
even when needed urgently. Current systems rely on patient data faxed by humans, an unacceptably
slow and error prone method. Digital information exchange, besides requiring electronic health
records, requires interoperability, or the ability of disparate information systems to operate in
conjunction with each other through shared or translated protocols and standards. Like other
industries, however, this does not mean a centralized database containing all data, but the ability to
confidentially, privately, and securely share data between healthcare entities when appropriate.

Those with experience in health information exchange have shown substantial benefits from its use.
Consumers who switch physicians, insurers or simply seek emergent care will no longer suffer from
delayed or lost medical records. Another benefit is the reduction of redundant laboratory tests for
patients who seek care in different settings; between 8.6% and 20% of tests could be avoided if the
information were available, saving up to $31.8 billion per year in medical costs nationally.” °
Reduction in redundant radiology studies through digital transmission of reports and, eventually, the
films themselves may save up to $3.2 billion per year. Connections to pharmacies could help
generate better medication lists, reduce adverse effects from drug interactions, and speed
prescription filling. Referral processes could be improved, communication between providers
would be more robust, and transitions of care (such as between clinic and hospital) would be safer
for patients, saving up to $31.2 billion. Connection to the public health system could provide more
timely information about disease and bioterrorism outbreaks, allowing for more rapid response and
the potential to save many lives. The focus on bioterrorism makes the ability to react quickly and
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appropriately — using good information — to threats to safety and security is very important. Health
information exchange can assist in that process, save lives, and reduce costs. In all, $77.8 billion
might be saved if the highest level of information exchange is adopted in the United States.®

Barriers to health information exchange

Barriers to health information exchange exist. Costs are substantial and especially in smaller
communities, may outweigh the benefits accruing directly to them in the short term, despite the
significant societal benefits. Creation of connections to share data requires expensive, specialized
technical interfaces. The variability of the system plays a role here — few common standards or
frameworks are in place to allow the sharing of data.® This has two implications beyond cost — one,
gaining interoperability of systems will require time and effort in the development of standards or
frameworks, and two, standards cannot be created externally (for example, by states) without
seriously impairing the efforts of purchasers of electronic health records and those striving for
health information exchange. Rather, frameworks that allow interoperability must be created
through the collaboration of stakeholders. Concerns for privacy, security, confidentiality, and
appropriate use are paramount in health information exchange as a whole, since the information will
be more easily accessed; these risks currently require careful legal assessment and the formation of
robust agreements between sharing entities. Infrastructure issues such as the accessibility of
reliable, fast electronic connections plague many rural areas. Like electronic health records, the
long-term benefits of health information exchange extend primarily to the payers (such as private
insurers) and purchasers as a whole. Thus, those asked to make a substantial initial investment in
the system — the providers — would not be the primary recipients of the benefits in the long run. In
the short term, the system must be created — at significant cost — prior to any benefits being realized;
the barrier of obtaining start-up funding must be addressed at every level of the health care system.

Current efforts

In light of the proven benefits of electronic health records and health information exchange, a
myriad of federal, state and private efforts have been launched. These efforts take many forms, but
generally attempt to reduce barriers through financial or regulatory means. External to Oregon,
purchasing collaboratives such as the Leapfrog Group® and Bridges to Excellence”’ have launched
campaigns to increase adoption of electronic health record and health information exchange through
the creation of specifications for high quality care (e.g. presence of CPOE) and future financial
incentives for doing so. Payers such as Massachusetts Blue Cross / Blue Shield have contributed
$50 million to enable sharing between providers in the hopes of recouping their expenditures
through reduced future costs. In addition, the multiple organizations concerned with the quality and
safety of health care such as the National Quality Form, the Agency for Healthcare Quality, and
others recognize the benefits of electronic health records and health information exchange in
achieving higher quality care and have funded a variety of projects related to barrier reductions.

The 'pay for performance' initiatives — altering payment strategies based on adherence to quality
measures - began by the Centers for Medicare and Medicaid Services (CMS) and other payers all
have need of standardized, appropriately shared electronic information. Similarly, the Doctor's
Office Quality — Information Technology (DOQ-IT) initiative from CMS recognized the need for
electronic health records to ensure high quality care in the outpatient settings, changing its initial
aims from performance reporting to electronic health record deployment. California and other
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states have analyzed local and state laws to determine what liability exists and to limit liability
wherever possible.

A key federal action was the appointment of a Health Information Technology Coordinator, Dr.
David Brailer, and the creation of a special office within the federal government to facilitate the
adoption of electronic health record and health information exchange. Dr. Brailer has had private
and public experience, providing quality information through technology to hospitals through a
private venture and spearheading the public health information exchange efforts in Santa Barbara.
Federal regulations such as those outlined in the Health Information Portability and Accountability
Act of 1996 (HIPAA) have helped move standards for exchange forward by formally adopting
appropriate standards for payer-provider electronic claims. The infrastructure created as a result of
HIPAA to protect privacy, confidentiality, and security of data will be useful to form health
information exchange agreements and keep the public informed. In addition, a number of states
have adopted or are considering adoption of legislation that would attempt to further the integration
of information technology into the practice of medicine. These activities range from formation of
centers to study health information exchange to financial incentives for exchange (such as tax
credits) to creations of actual networks for health information sharing.

Opportunities for Oregon in electronic health records and health information exchange
Oregon possesses many potential advantages, but does not escape from the barriers. Advantages
include a number of innovative groups who seek quality and a rational health system. The state
itself, through the Public Employees’ Benefit Board (PEBB) and the Oregon Medical Assistance
Program, has long explored new avenues to improve access, cost, and quality. Recently, the work
that PEBB is doing in exploring new incentives for quality and cost-effective care was commended
on a national level.

The efficiencies in the health care system gained by adoption of electronic health records and health
information exchange would improve the competitiveness of Oregon's economy. Rapidly
increasing health care costs create burdens on business, increasing their costs and narrowing their
margins. By aggressively pursuing health information technology and achieving the gains denoted
above, the State of Oregon can reduce this burden on business, making Oregon more attractive for
future investors. Since multiple other states are already engaged in this process, Oregon stands to
benefit from their example by carefully examining their work and avoiding their costly mistakes.
The time to act is now.

Health care purchasers are organized and eager to see a transition take place. Many of the large
health systems in Oregon, such as Kaiser Permanente Northwest, Providence, PeaceHealth, and
OHSU, are recognized for their significant contributions to changing health care delivery for the
better, including innovations in medical informatics and electronic health record use. Provider
groups from the Mid-Valley IPA and around Roseburg are actively seeking to adopt electronic
health records and trying to reduce the barriers to connectivity agreements.

The infrastructure and capacity to deploy in Oregon should be put to use. An innovative group of
independent telephone companies, cooperatives, cable companies, wireless companies and
competitive access service providers offering an extensive mix of voice, video and data services
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serves Oregon communities. Catalyzed by SB 622, multiple optical fiber networks were created
and deliver reliable but underutilized high capacity digital services throughout the state. These are
valuable assets for healthcare delivery (especially in rural Oregon), but infrastructure only adds
value when it is put to use.

The State of Oregon can play an extremely important role as a catalyst in this process. Many
barriers remain. Cost is a pre-eminent concern in Oregon, and collaboration between all manner of
stakeholders will be needed to address the significant cost of starting and maintaining electronic
health records and health information exchange. Legal and privacy uncertainties in the state still
hinder efforts. Lack of public awareness of the benefits of information technology in health care
slows progress. This report contains specific recommendations for how the State of Oregon can act
to speed this process and benefit all its constituents.
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RECOMMENDATIONS

States including Maryland, Florida, Wisconsin, and Tennessee are investing funds to build
infrastructure for interoperable electronic health records. Oregon should too, although the
Subcommittee recognizes the serious state budget constraints during this biennium. The
Subcommittee also recognizes that the most fruitful recommendations at this time are those that set
a long-term direction and seek to do the most with current available funding. Most of the
investment in EHR/Connectivity infrastructure will come from redirecting the dollars already in the
system and wasted on inefficient processes. Even the smallest of investment now by the State of
Oregon to support collaboration and coordination will assure maximum benefit from the private
sector investments currently underway. Following are the subcommittee’s recommendations for the
State to provide leadership in the development of Oregon’s health information infrastructure.

Goals
Adopt the following goals to support high quality health care:

Oregonians’ health record information is available to them and their healthcare provider
anytime and anywhere that it is needed.

Oregonians’ health records are confidential and secure at all times.

These goals are best achieved through widespread adoption of robust, secure, interoperable
electronic health records that support the delivery of high-quality efficient health care.

Principles for Recommending the State Role

Standards

Endorse and encourage the use of national and federal standards for EHRs and adopt specific
standards as they emerge. In this rapidly evolving field, it is vital that state government NOT
independently pursue standard setting. The State has an essential role in helping Oregon’s
innovators contribute to the creation of, and be knowledgeable about, emerging federal standards,
industry standards and leading-edge efforts by innovators outside of Oregon. In the absence of
standards, the State’s primary role is to embrace a partnership model with the private sector to
facilitate cooperation and common approaches to interoperability.

Coordinated Regions

Embrace a partnership model with communities to foster a coordinated regional framework for
sharing electronic health information. Developing too many regions will waste resources in
duplicative efforts; developing too few regions will inhibit creation of trusted partnerships of
stakeholders across the care spectrum. Community-based initiatives are rapidly emerging. The
State must make a substantial investment in bringing these community-based projects together for
coordination, efficiency and consolidation. Without State involvement, too many local information
exchanges will be created, they will not be interoperable across the state, and they will waste
resources in duplicative efforts.
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Financing

Embrace a partnership model with business leaders in the health and information industries to better
understand the costs and benefits of adopting EHRs that efficiently exchange information. The State
should track emerging national cost-benefit data, apply the models using Oregon data, and identify
principles and strategies that redirect existing funds to invest in EHR infrastructure. As the financial
picture emerges, the State should coordinate development of, and possibly administer, financial
incentives and sustainable financing for interoperable EHR implementation.

Regulations & Laws

With the assistance of pertinent stakeholders and professional liability experts, determine whether
any Oregon laws or regulations create barriers to implementation of interoperable EHRs or are
inadequate to protect privacy. If identified, recommendations for remedies should be addressed.
Issues that may need action include (a) regulations of electronic prescribing, (b) assurances of
patient record confidentiality and strengthening of penalties for misuse, and (c) protection for
providers in the event of an unintentional good-faith disclosure of patient information.

Healthcare Purchaser

Coordinate with private sector healthcare purchasers to leverage resources that encourage
investment in information technology. Possible strategies include direct subsidies for
implementation of EHRs, pay-for-performance incentives to providers for adoption and use,
transaction fees for information exchanged electronically, pilot projects to develop health
information exchanges, and designated insurance premiums for information technology investment.
The Public Employees Benefit Board (PEBB) should continue its excellent ground-breaking work
and should seek partners to use its purchasing power to foster investments in interoperable EHRs
and to require demonstrable progress in using, sharing and reporting health information.

The State of Oregon’s Office of Medical Assistance Programs (OMAP) should coordinate with the
pilot projects of the federal Centers for Medicare & Medicaid Services (CMS) that encourage
implementation of EHRs and emerging community health information exchanges so that Oregon
can improve service and decrease costs to the program. OMAP should continue its investment in
modernizing its information systems, and with private sector partners aggressively provide technical
assistance to health care providers in order to achieve the long-range financial benefits of electronic
data exchange.

Monitoring & Assurance

Commission a study, alone or with partners such as OMPRO and business leaders, that assesses the
current state of adoption of interoperable EHR functionality in medical practices throughout
Oregon. The study is essential if Oregon is to focus activities with high potential return on
investment and to participate in emerging financial incentive programs.

Identify markets in which adoption of EHRs and development of regional information infrastructure
lag. State leadership as a catalyst may be particularly important for small provider practices, in
some rural communities and in communities with highly competitive markets. The State should be
particularly attentive to the role of the Oregon Community Health Information Network (OCHIN)
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and technical support for safety net providers to assure their participation in health information
exchange.

Engaging the Public and Public Expectations

Coordinate with the private sector to conduct communication campaigns that increase the public’s
understanding of the value of electronic health data that can be shared and that increases public
demand for access to their personal health records. The campaign should center on helping the
public use personal and population information to improve their own health. The State should
specifically address the privacy and security concerns of the public and engage them in developing
guidelines for practice.

Public Health, Research, and Outcomes Reporting

Collaborate with the private sector to identify opportunities to assure that interoperable EHRs are
used to support good policy development, decision-making and planning through its public health
infrastructure. Systems should be developed in a way that supports compatibility with the emerging
Public Health Information Network built to monitor, promote and protect population health.

Where possible, the state should support electronic systems that help providers report legally-
mandated public health conditions. Collaborative programs to determine best practice for standards
and ease of use will have the greatest improvement in reporting frequency.

Identify opportunities to participate in research that evaluates successes and failures of interoperable
EHRs and to disseminate results to broad audiences.

Education and Training

Coordinate with health professions training institutions and health professions leadership groups to
increase the workforce’s understanding and skills in managing electronic health information and
systems. Low interest loans for informatics education may be useful for increasing the availability
of health professionals with the needed technical skills for implementation.

Pilot Projects

Participate in collaborative demonstration and pilot projects that accelerate the adoption of
interoperable EHRs in Oregon and assure broad application to leverage public and private
resources.

Leadership & Governance

The State of Oregon needs a high-level, visible, respected, Health Information Technology
Coordinator, comparable to the federal-level position held by David Brailer at the Department of
Health and Human Services. This person and appropriate staff should be dedicated to carrying out
these recommendations, and should be accountable to the Administrator of the Office for Oregon
Health Policy & Research (OHPR) and the Oregon Health Policy Commission.

Convene a high-level Health Information Technology Advisory Board of experts broadly
representing constituencies to guide its work. Although the State does NOT have a role in the
governance of and actual operations of the regional networks that exchange information, the State
should have a catalyst role in creating an environment in which such organizations can thrive.
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The State of Oregon Action Plan
In order to promote electronic health records (EHR) and health information exchange (HIE) that
leads to improved quality of care and reduced costs, this committee recommends the following

actions:

1. The Governor should direct the Administrator of the Office for Oregon Health Policy and
Research (OHPR) to:

Appoint a state Health Information Technology leader and provide staffing within
OHPR to encourage coordination and cooperation in public and private sector
activities for electronic health record implementation and health information
exchange

Appoint a high level advisory committee to provide state leadership and coordination
for electronic health record implementation and development of health information
exchange

OHPR would be responsible for seeking state and federal resources to fund the costs
associated with the new position and the advisory committee.

2. Provide seed funding, to be matched by private sector funds, for a pilot project to
demonstrate how Oregon’s health care providers can cooperatively build a secure system to
find and access patients’ records across boundaries

3. Use Oregon’s purchasing power through PEBB and OMAP to encourage adoption of
electronic health record and health information exchange

4. The Committee recommends the following activities be conducted by the Health
Information Technology leader and staff:

Convene a quarterly working session for the community-based projects for
coordination and cooperation

Prepare and disseminate information to help the public understand the electronic
health record and health information exchange issues

Prepare a report that applies known techniques to clearly identify how benefits and
costs may accrue to various stakeholders for implementing electronic health records
and health information exchange, and foster a public discussion of results

Conduct a systematic assessment of Oregon’s current status in electronic health
record adoption and creation of health information exchange systems. Publish
results, monitor change and identify gaps in progress

Help sponsor statewide meetings to promote EHR/Connectivity and encourage
cooperation on important topics such as architecture, governance and sustainability
Coordinate with existing and emerging public health information reporting systems
to assure compatibility

Conduct a systematic assessment of Oregon laws to identify and then remedy
barriers to electronic health record and health information exchange
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Recommendations

Evaluation Criteria

Adoption- CDS

Collaborate with private industry to provide low cost
alternatives to control chronic disease utilizing existing
assistive technology and a web-based database of resources
(prescription medicaton, etc.)

Adoption- CDS

Require Medicaid contractors (such as MCOSs) provide web
based wellness tools to assist with chronic disease
management

Adoption- CDS

State could encourage use of clinical decision support (CDS)
tools with evidence based medicine (EBM) in contracting
decisions

Adoption- CDS

Work with private industry to expand the use of assistive
technology that allows the use of a less skilled workforce to
provide appropriate care, especially in the rural areas of
Oregon.

Adoption- EBM

Change reimbursement systems to reward providers that use
EBM

Adoption- EBM

State as a purchaser require contractors (MCOs and
providers) adhere to appropriate evidence based medicine
practices

Adoption- EBM

Work with public health and safety net clinics to implement
appropriate evidence based practices and provide appropriate
clinical support through web based educaton and related
resources

Adoption- EMR

a legislative fund for clinics that have recently purchased a
great EMR system but now through potential statewide system
design changes they acquire mental health as a book of
business and thier EMR system they just purchased isn't
integration friendly.




Adoption- EMR

Collaborate with the private sector in seeking funding for
deployment of EMRs and other technology

10

Adoption- EMR

No -interest, low-interest rate loans, grants, tax credits for
clinics to adopt interoperable EMR (esp. small providers)

11

Adoption- EMR

PEBB will only contract with Health Plans and providers who
have EHRs in place.

12

Adoption- EMR

state should require certified EHR adoption by a date certain in
all ambulatory clinical settings;

13

Adoption- EMR

state stronger re: regulation and purchasing - legislate a date
for compliance

14

Adoption- EMR

Tangible support = adoption was our experience with DOQ-IT.
In our experience, what gets providers' attention is clearing the
path for overcoming the cost of implementation and those are
equipment, software and change management costs

15

Adoption- eRx

State could provide financial assistance, but could also require
that all publicly contracted providers use e-prescribing by x
date. Or that all claims submission requirements are uniform
by x date.

16

Adoption- eRx

State should require e-prescribing between prescriber and
dispenser no later than 2010

17

Adoption- eRx

Work with the State eHealth Initiative to expand the use of e-
prescribing

18

Adoption- HIE

assist with care coordination

19

Adoption- HIE

Ensure that the data is in one easily accessible source for all
consumers, and ensure that the data is meaningful.

20

Adoption- HIE

state needs to take on a stronger role as a regulator and
purchaser--forcing the advancement of HIE. Legislate a date
for compliance in the future and get it done.

21

Adoption- HIE

state grants for communities, fund pilots of HIE

22

Adoption- HIE

Support community collaboratives that are addressing access
and all of these issues locally! Funding is needed

23

Adoption- HIE

The state needs to look beyond EMR/EHR adoption and
address interoperable communication directly or through a
translator. Implementaton of an EMR/EHR does not lead to
HIE. Need to take into account current environment and
developp incremental steps to move the agenda forward.

24

Adoption- HIT

Encourage using endorsed clearinghouse by offering small
bonus on medicaid payments (goal to encourage centralization
to single clearinghouse); P4P medicaid programs that support
preventive care (providers will need technical support to
measure and report);

25

Adoption- HIT

P4P medicaid programs that support preventive care
(providers will need technical support to measure and report)

26

Adoption- HIT

state should seek ways to leverage federal match to support
HIT

27

Adoption- HIT

support primary care medical home

28

Adoption- HRB

DMAP can create health record bank accounts for
beneficiaries that could help them better understand their
conditions.




29

Adoption- HRB

make HRB account a 'covered benefit'

30

Adoption- PHR

PEBB can purchase personal electronic health support tools,
e.g. smart personal training devices to track exercise and
provide coaching and encouragement and sense of
community.

31

Adoption- PHR

Align the use of PHRs with wellness/prevention programs with
incentives (see Regence "MyRegence.com").

32

Adoption- PHR

Collaborate with private industry to expand the use of on-line
wellness tools, PHRs, personal alerts via SMS (cell phones),
etc. (employers, health plans, providers).

33

Adoption- PHR

Collaborate with the private sector to implement PHRs that can
be used to assist with patient care with the patient's
authorization

34

Adoption- PHR

DMAP/SPD development of web based wellness tools

35

Adoption- PHR

Promote personal health records for all oregonians that
interoperate with EHRs of healthsystems

36

Adoption- Pop

Create chronic disease registry and make available to
clinicians (taking into account federal and state privacy
regulations)

37

Adoption- Pop

Population based management of disease, appropriate recall
systems

38

Adoption- Pop

Public Health - support and use of electronic immunization
registry, provider and consumer portals, dashboards (2)

39

Connectivity

Partner with the private sector to expand the use of
telemedicine, especially in rural areas of Oregon

40

Coordinate

Fund and/or partner with private sector to seek funding
(private, grants, etc.) for pilots of HIE/HRB

41

Data Sharing

Collaborate with private industry to establish mechanisms
where consumers can allow providers to access their PHRs as
needed to tailor health care/wellness tools to individual
consumer's needs.

42

Data Sharing

coordinated data base of information from all providers of
diagnosis, drugs, labs, procedures, hospitalizations //separate
suggestion// Put in a name and all the results, lab,
diagnosis,hospitalization, RX are available for view or
download//separate suggestion// like Google

43

Data Sharing

create interstate sharing initiatives

44

Data Sharing

Enact regulations that require appropriate open sharing of
deidentified patient data and effectiveness of treatment
methods

45

Data Sharing

Introduce bill that health information stored for 107 years rather
than 7 years // separate suggestion// associated funding to
address the storage costs associated with the extended
retention period

46

Data Sharing

Introduce bill that requires health information is shared with
person in electronic format (standards-based) // separate
suggestion // with associated funding to implement requirement

47

Data Sharing

state to require that systems provide the consumer with
access to medical records




48 Develop develop technology
49 Education and rank it against the evidence much like the Internet ranks
50 Education |fund state-wide clinician access to UpToDate
51 Education outreach, education of consumers and clinicians
52 Education |Pay for education in reimbursement

State should fund consumer education at the 35,000 foot level

at this point, encouraging them to have conversations with

their provider about the potential to have their information
53 Education |available and what is their doctor's plan for that.

] Support expansion of media campaign distributing DVD

54 Education |already produced

Work with private sector and associations to educate clinicians
55 Education regarding the use of evidence based medicine

consider formation of public services corporation e.g. 501C3
56 Governance |[for HIE

: the state should set policies for privacy and security of health

57 Privacy records
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Road Map for Health Care Reform
Recommendations

printing of this report, this idea is under discussion by the Oregon Health Services
Commission, the group that oversees the Prioritized List.

e Expand disease management programs under the Oregon Health Plan. Currently the
OHP disease management program targets five key chronic conditions: asthma; chronic
obstructive pulmonary disease; coronary artery disease; diabetes; and heart failure. This
program helps individuals with chronic conditions manage their care by providing patients
with the most cost effective services and health practices for their conditions.

e Continue to maximize efforts to increase access to prescription drugs by the uninsured.
The state is currently seeking to access the power of bulk purchasing through the Oregon
Prescription Drug Program (OPDP). The OPDP increases the uninsured’s access to
prescription drugs, and lowers state and city government costs while helping them stay
within budgeted goals. The program can leverage the best prices on the most effective
medicines by pooling prescription drug purchasing power, using evidence-based research to
develop a preferred list of lowest cost drugs, and negotiating competitive discounts with
pharmacies. In 2006, the OPDP and Washington's Prescription Drug Program formed the
Northwest Prescription Drug Consortium. The Consortium has a potential enrollment pool
of over five million members. That negotiating strength helped negotiate a new
administrative contract with The ODS Companies that brings greater economic value,
auditable transparency and financially guaranteed service levels for both group and uninsured
members. This contract makes the OPDP and WPDP competitive in their markets for group
participation and brings unprecedented value for their uninsured populations.

2 Develop widespread and shared electronic health records (EHR)

e Increase coordination. The state should fund a state coordinator of Health Information on a
continuing basis with sufficient staff and funding support to carry out the assigned functions.
The coordinator provides a strong state leadership role for health information exchange and
EHR adoption, assures coordination of community efforts throughout Oregon, and assures
that Oregon health records are compatible with emerging national standards and
infrastructure. Among other things, the coordinator should conduct an ongoing assessment
of the costs and benefits of implementing electronic health records and health information
exchange for Oregon as a whole.

e Create pilot programs for health information exchange. The state should solicit CMS
and other funding to support pilot projects that encourage health information exchange and
reduce silos of personal health information. Examples of such projects are: (a) an Oregon
Business Council funded Oregon Health Care Quality Corporation effort to develop a
Portland metropolitan area pilot project for viewing and retrieval of lab results, image reports
and hospital and emergency department summaries; and (b) a statewide master patient index
to enhance the potential for information sharing.
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Recommendations

e Support efforts to improve privacy and security of electronic health records. The state
should support implementation and dissemination of the Health Information Security and
Privacy Collaborative recommendations released in Spring 2007.** These recommendations
outline several steps that foster the protection of patients’ health information especially in an
electronic exchange. The plan looks at the public and private sector roles with regard to
identification, authentication and authorization of users, addressing medical identity theft,
reviewing specially protected information laws, educating consumers, protecting health
information held by non-covered entities, ensuring appropriate access for secondary use, and
enforcing current law. The report suggests the need for funded coordination at the state level
through a Health Information Privacy Coordinator, as well as technical assistance to
organizations for comprehensive adoption of appropriate privacy and security practices. In
phase two of the project, the Collaborative intends to develop a “communication toolkit” to
improve consumer education on health information exchange.

e Monitor and promote widespread adoption of electronic health records. The state
should perform an annual assessment of EHR adoption to guide policy and identify areas
where targeted assistance is needed. To the extent that small practices and safety net clinics
are unable to finance timely EHR implementation, the state should help them secure other
funding to do so, including federal sources such as CMS. Coordinated value-based
purchasing activities should promote the creation of incentives for EHR adoption, including
payment scenarios that allow some financial benefit to accrue to a provider investing in EHR.

e Promote claims processing efficiencies. The state should continue its efforts to create a
simplified and standardized claims processing system throughout Oregon, using its influence
as a purchaser and as the regulator of many of the key players. This would reduce the impact
of inefficient claims processing and high transaction costs on the costs of health care,
allowing funds to be better spent elsewhere. It is likely that this claims processing system
can be integrated over time with EHRs and HIEs, such that health information is fully
integrated.

©3 Assure a workforce that can capitalize on health information technology

Sufficient provider capacity is necessary for successful system reform. Creative efforts will have
to be undertaken to expand capacity and increase provider education in order to meet a range of
patient needs and to successfully use information technology in health care settings.

It is important to train current and new providers in electronic record keeping. The OHPC
recommends the Workforce Institute train practitioners who can capitalize on new information
technology. Increased use of technology will result in improved, better coordinated care that will
minimize duplication and errors. For advances in health information technology to be
meaningfully translated into improved patient care, providers must both understand the value of

32 The implementation plan of the Health Information Security and Privacy Collaborative Privacy and Security
Solutions for Interoperable Health Information Exchange can be found at: http://www.q-corp.org/q-
corp/images/public/pdfs/final_implementation_plan_report.pdf
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The state can and should take a strong lead in pushing health care purchasers to develop value-
based purchasing strategies statewide. The Public Employees Benefit Board (PEBB) is a leader
in value-based purchasing in Oregon. PEBB designs, contracts and administers a range of
insurance products and flexible spending accounts for state employees and their dependents. It
also offers health insurance options to retirees not yet eligible for Medicare and individuals in
other participating groups. PEBB's total membership is approximately 120,000 individuals.

There is great potential for value-based purchasing strategies within Oregon’s Medicaid
program, which has over 270,000 enrollees in managed care and approximately 70,000 others in
fee-for-service or primary care case management. This enrollment gives Medicaid both leverage
and opportunity to influence the quality of care for its enrollees and the broader community. It
also represents a large portion of the state’s budget, giving efforts to improve service efficiency
and quality broad implications.

Widespread, Shared Electronic Health Records Will Improve Care Quality and Efficiency
Good health information is key to the development of a high-value health care system. Reliable
health information exchange (HIE) makes patient information available when and where it is
needed to all who are authorized to access it. A recent study by the Commonwealth Fund ranked
the United States last compared to four other developed countries with regard to the availability
of health records when needed and regarding redundant medical testing. A robust system of
interoperable electronic health records (EHR) can reduce duplicative medical tests by 15-20%.
Evidence shows that EHRs that include tools such as clinical decision support, reminders and
registries helps better manage patient care and improves quality.

Investments in EHR and HIE have substantial economic benefits to society as a whole, measured
by improved outcomes, fewer mistakes, more effective, efficient and timely treatment, and
reduced transaction costs. Among other things, EHRs can reduce billing errors and prevent
fraud through improved documentation and administrative checklists, benefiting both providers
and society.

The costs are sometimes cited as a reason providers are hesitant to invest in EHR, but recent
research suggests that the costs of implementation are quickly recovered. Researchers at the
University of California, San Francisco conducted case studies of solo and small primary care
practices using EHR.” They found average start up costs of $44,000 per provider, with practices
recouping the investment costs in two and a half years. The average annual efficiency savings
and benefits of increased provider productivity was $15,800 per provider per year.

In a March 2005 Report to the 73 Oregon Legislative Assembly, a subcommittee of the Oregon
Health Policy Commission recommended that the state take reasonable steps to promote the
rapid and widespread adoption of health information technology including electronic health
records and health information exchanges. It is now 2007, and the reasons for bringing modern
information technology to Oregon health care are still compelling. While some progress has
been made since the 2005 report, there is much yet to be done.

33 “The Value of Electronic Health records in Solo or Small Group Practices” Robert. H. Miller, et al., Health
Affairs, September/October 2005, 24 (5): 1127-3.
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Widespread adoption of compatible and shareable information technology is essential for

improving the quality and safety of care and reducing waste and costs. A functioning EHR

system:

e Provides improved manageability of health data;

e Offers support for provider decisions at the point of care, such as reminders and alerts about
drug interactions;

e Allows for electronic prescribing and order entry by providers, thus reducing mistakes

secondary to legibility, improving communication, providing interaction checking and

increasing efficiency of the refill process and formulary adherence

Facilitates patient population reporting and management;

Can improve the productivity of health care staff over time;

Facilitates the delivery of evidence-based health care; and

Improves the coordination of care for the chronically ill (the highest users of health care.)

Oregon Needs a Well-Trained Health Care Workforce

The OHPC sees the newly formed Oregon Health Care Workforce Institute as an integral
component of health care system reform. The Institute is a private-public partnership charged
with developing a coordinated statewide response to critical needs in the health care workforce.
The Institute will provide consistent and reliable research about health care workforce shortages
and develop policies and resources to resolve the shortage. To minimize duplication and errors,
it is critical that workforce training focus on building the understanding and skills to capitalize
on new information technology that will result in improved, better coordinated care.

Improving Health Care Safety Will Decrease Costs and Improve Health Outcomes

Health care leaders agree that medical errors represent an epidemic that is beatable. The Institute
of Medicine found that 44,000 to 98,000 people die in hospitals each year as the result of such
events. The federal Veterans Administration system reports that about 180,000 deaths occur each
year in the United States from “errors in medical care” across all health care settings. Other
studies place the number of deaths even higher. In addition to deaths, many adverse events lead
to serious, but non-fatal injuries. A recent survey of physicians and of the public offers a
different perspective but with similar intent—335 percent of practicing physicians and 42 percent
of the public have experienced a preventable medical error either personally or within their
families. In Oregon, even with a health care system continually working to improve quality,
more people probably die as the result of adverse events than from diabetes, Alzheimer’s, or
pneumonia. Research findings consistently indicate that 50 to 70 percent of errors are
preventable—if systems issues are identified and corrected.

The Oregon Patient Safety Commission was created during the 2003 legislative session to reduce
the risk of adverse events and to encourage a culture of safety in Oregon’s health care system.
The Commission brings a much needed independent view to quality issues and patient safety
remedies. And while this Commission has made great strides in 2006 — 52 hospitals in Oregon
are voluntarily reporting adverse events — currently the Commission is funded solely through
fees from the hospitals. State financial support is needed in order to expand the Commission’s
role and impact.
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Health Information Infrastructure Advisory Committee (HIIAC) Meeting
Friday, April 25, 2008
1:00 - 5:00 pm
Portland State Office Building, Portland, OR

Committee Members Present:

Dick Gibson, Ree Sailors, Chris Apgar, Ken Carlson, Homer Chin, Andy Davidson, Joyce DeMonnin, Laura
Etherton, Grant Higginson, Denise Honzel, Bart McMullan, Andi Miller, Andrew Perry, Barbara Prowe,
Nan Robertson, Abby Sears, Sally Sparling, Greg Wenneson, Dave Widen,

Committee Members Absent:

Nancy Clarke, Paul Gorman, Gina Nikkel, Laureen O’Brien

Staff:
Jody Pettit, Dawn Bonder

Welcome and Introductions HIIAC co-chairs Ree Sailors, Governor Kulongoski’s
Health Care Policy Advisor, and Dick Gibson, Chief
Information Officer, Legacy Health Systems, called
the meeting to order and welcomed HIIAC
members and guests.

HIIAC members and staff introduced themselves.

Logistics Ree Sailors covered logistical details and asked all
committee members to please sign and have their
oaths notarized and returned to the Governor’s
Office.

Oregon Health Fund Board Overview Ree Sailors gave a brief overview of the Oregon
Health Fund Board, created by SB 329 during the
2007 Legislative Session. Ree also covered the
expectation that the HIIAC will provide key facts
on HIT and recommendations to the Oregon
Health Fund Board, by August, 2008, for inclusion
in the HFB’s reform plan.

Discussion of DRAFT Vision Statement: Jody Pettit, Oregon’s Health Information
Technology Coordinator, asked the HIIAC members
to consider a DRAFT Vision Statement:

Oregonians health information is:

Available when and where it is needed for our
care

Is Private and Secure and under the control of the




Individual
Is used for public health, research and
population-based care

HIIAC members had an open discussion about the
points contained in the DRAFT Vision Statement
with the following comments:

Ill

Concern with the terms “under the control” and

“research”.

Include more of the theory embodied in the
California Healthcare Foundation Issue Brief,
Who’s Data is it Anyway, dated February, 2008
and included in the pre-meeting reading packet.
Emphasis was placed on defining what is meant by
“ownership.”

Should “high-quality” modify “care”?

Add: “Improve, or move to, safe, high-quality
care” as a fourth bullet, or as an addition to the
first bullet.

Add: Measurable difference in health outcomes
and administrative costs

Concern regarding the legality of the use of
research; add appropriate and legal or permissible

Concern regarding the assumption that “people
have access to their entire medical record” gave
rise to a question about whether this needs to be
specified: Are we talking about people having
access to their entire medical record or just certain
parts of that record? How would physicians be
affected if patients have access to everything? It
was pointed out that patients can have that info if
they want to get it today.

In response to a question about whether the HIIAC
will look only at Personal Health Record models
(PHRs) or if other models will be up for
consideration, Sailors responded that all options
are open to the HIIAC for consideration.

HIIAC Members were invited to send comments
and suggestions to the Vision Statement for




inclusion before the next meeting.

Reports on Previous and Current Work:

The HIIAC received reports on previous and
current work on Health Information Technology:

Pettit reviewed the Electronic Health Record (EHR)
and Healthcare Connectivity Report from 2005.

Jeanene Smith, Director of the Office of Oregon’s
Health Policy and Research spoke about the work
of the Oregon Health Policy Commission with
respect to health information technology. Smith
also noted that the Health Fund Board Committee
on Delivery Systems keeps bumping into HIT as a
tool for improvement and that the committee is
looking forward to receiving recommendations
from the HIIAC. Smith also discussed the Quality
Institute report that was prepared for the Health
Fund Board.

Dave Witter of Witter & Associates presented,
Potential Impact of Widespread Adoption of
Advanced Health Information Technologies (HIT)
on Oregon Health Expenditures. The slides from
this presentation are attached to, and made part
of these meeting minutes.

Denise Honzel, Healthcare Consultant to the
Oregon Busness Plan, reviewed the Metro Area
HIT project.

Pettit reviewed Oregon’s Health Information
Security and Privacy Collaborative (HISPC) work.

Privacy Discussion:

Chris Apgar, President of Apgar & Associates,
reviewed the privacy rule arising from HIPAA and
US 402(c) and how this legislation may affect
electronic transfer. He pointed out that we will
need to look at information exchange over state
lines where the laws may differ.

There was a question about who HIPAA covers:
Health Plans (including Medicaid and Medicare)
?

Providers

Vendors of PHRs are currently not covered by
HIPAA.




Pettit then reviewed a Notice of Privacy Practices.

Covered entities can deny a request for
information if disclosing the information will cause
harm to themselves or another. A denial can be
appealed to another healthcare provider. There
can be no appeal if someone else is mentioned in
the record or if the information was given in
“confidence”.

There was discussion about what is “useful data”
to be included in the record.

The group discussed OHSU’s open record where a
provider can “attest” or “assert” that he or she has
a right to view the record for treatment.

There was some concern from a member that
medical records are being at looked at every single
minute of every single day, thereby creating no
adequate way to audit the view of the record.

A suggestion was made that as a starting point, we
could separate out the non-sensitive information
and begin exchange with this non-sensitive
information. Clarification was made that it should
be important and valuable, non-sensitive
information.

Showing of the HISPC Privacy Documentary

Pettit screened the documentary film, Sharing
Health Information Nationwide . . .and Doing it
Right, produced during the second phase of
Oregon’s HISPC project. The HISPC project team
will be using this documentary film in town hall
meetings throughout Oregon as a consumer
education and engagement tool. More
information will be presented to the HIIAC at
subsequent meetings.

Committee Exercise

Notes were captured and incorporated into work
product: please see notes below — but they will
also be in the work product

Public Testimony:

Andrea Meyer of ACLU —

Who runs the systems? Public (government) vs.
private sector.

Informed consent — patients and consumers need
to know risks and consumers. Optin and Opt out.




Prefers opt in. Process concerns — what happens
with errors and mistakes? Remedy?

Unique identifiers — how do you know you’ve got
the right person?

Request to go beyond current state and federal
laws.

Brad Hall from Acumentra Health -

Every Oregonians means we need to incent small
and medium practices. We need to talk about the
vehicle and what is going to be shared. Look to
other countries like Taiwan in recent TV
documentary.

Tom Ricciardi — Excited about meeting and made a
request about administrative help. Help with set-
up etc.

Look at state AND private and combo

Co-chair Dick Gibson asked about feedback on the
meeting today:

e Put documents on web site

e Background and context helpful

e Reports were succinct

e Utilize experts on budget — cost/benefit

e Audio options/webcasting

Juan Alaniz - Washington State Visitor told us
about their work over the past two years.

Starting with the patients to build trust — patient is
the paramount concern.

What will be your legacy? — made it personal for
folks involved.

Doing consumer controlled health record banking.

Next Meeting:

Review adds to spreadsheets.
Put out and get priority.
Principles at next meeting?
Sorting process.

Maybe utilize Survey Monkey.




Proposed Vision for discussion:

. Oregonians’ health information is available anytime,
anywhere it is needed.

. Oregonians’ health information is private, secure and
under the control of the individual.

. Oregonians’ health information may be used to assure
safe, high quality, cost effective personal and population-
based health care.



Senate Bill 329: “‘The Healthy Oregon Act’ re: health information
technology:

“Using information technology that is cost-
neutral or has a positive return on investment
to deliver efficient, safe and quality health
care and a voluntary program to provide
every Oregonian with a personal electronic
health record that is within the individual’s
control, use and access and that is
portable.”



Oregon Health Fund Board Synopsis:

(placeholder document, more to come at meeting)

* Governor Kulongoski appointed Executive Director Barney
Speight

» Develop a plan to provide affordable access to health care for
all Oregonians.

» Staff of eight
* Budget of $1.8 million

* Present a plan to reform Oregon health care system to the 2009
legislature



To provide guidance regarding laws, principles and best practices
that assure the protection of the privacy and security of Oregonians’
health information as it is shared electronically across organizations
and with individuals in healthcare settings.

Values & Principles

The goal of this effort is to keep Oregonians health information
private and secure. The following values frame Oregon’s policy for
assuring the privacy and security of electronic health information.

- Trust
- Privacy

- Autonomy

- Feasibility
- Balance

- Portability

- Equality
- Transparency

- Public Accountability



The Oregon HISPC project team carefully studied the research on
privacy and security of health information exchange in search of a
framework apropriate to guide solution recommendations for
Oregon. The Markle Foundation’s Connecting for Health principles
regarding the individual and their health information provide such a
framework that will allow Oregon to achieve all the solution
recommendations detailed in this report. The Steering Committee
recognized the importance of the principles in building trust among
all parties in Oregon and embraced the principles as the foundation
for health information exchange in Oregon.

1. Individuals should be guaranteed access to their own health
information.
2. Individuals should be able to access their personally identifiable

health information conveniently and affordably.

3. Individuals should have control over whether and how their
personally identifiable health information is shared.

4. Individuals should know how their personally identifiable health
information may be used and who has access to it.

5. Systems for health information exchange must protect the
integrity, security, and confidentiality of an individual’s information.

6. The governance and administration of health information
exchange networks should be transparent and publicly
accountable.

Definitions



To facilitate the policy discussion, definitions of some key terms,
taken from the recent Institute of Medicine report, “Disposition of the
Air Force Health Study” (2006), are provided below. These definitions
were recently referenced in the report submitted to Secretary
Michael Leavitt of the US Department of Health and Human Services
by the National Committee on Vital and Health Statistics
recommending actions regarding "Privacy and Confidentiality in the
Nationwide Health Information Network."

Privacy: the right to control the acquisition, uses, or disclosures of his
or her identifiable health data.

Confidentiality: the obligations of those who receive information to
respect the privacy interests of those to whom the data relate.

Security: the physical, technological, or administrative safeguards or
tools used to protect identifiable health data from unwarranted
access or disclosure.

Il. Summary of Analysis of Solutions Report

In order to ensure that evolving systems for community-wide
exchange of electronic health information adequately protect the
privacy and security of individuals, Oregon's public and private
partners must work towards the following objectives.

1. Consumer Protection



Adopt the Markle Foundation’s Connecting for Health principles
regarding the individual and their health information as guiding
principles for consumer protection.

- Individuals should be guaranteed access to their own health
information.
- Individuals should be able to access their personally identifiable

health information conveniently and affordably.

- Individuals should have control over whether and how their
personally identifiable health information is shared.

- Individuals should know how their personally identifiable health
information may be used and who has access to it.

- Systems for health information exchange must protect the
integrity, security, and confidentiality of an individual’s information.

- The governance and administration of health information
exchange networks should be transparent and publicly
accountable.

2. Provider Identification

A coordinated approach to identifying, authenticating and
authorizing providers

3. Patient Identification

A coordinated approach to identifying, authenticating and
authorizing patients



4. Public Engagement

An educated and engaged Oregon population regarding health
information privacy rights and expectations

5. Specially Protected Information

An examination of state laws that define specially protected health
information to determine the appropriateness of the protections and
the feasibility of implementing these protections in an electronic
environment

6. Medical Identity Theft

An examination of state laws regarding identity theft to determine if
medical identity theft is appropriately and adequately addressed

7. Technical Assistance

Support to organizations for comprehensive adoption of appropriate
privacy and security practices for HIPAA and other federal and state
law compliance

8. Non-Covered Entities

Legal privacy and security requirements for entities handling
personal health information that are not covered by HIPAA



9. Secondary Use

An examination of current practices for secondary use of data to
determine an acceptable balance between ensuring that personal
health information is protected and making de-identified data
available for appropriate use

10. Enforcement

Legislative or regulatory measures to address inappropriate
disclosures and mitigate potential harmful effects of personal health
information disclosure





