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Health Information Technology Oversight Council 
December 9, 2009 


1:00-5:00 
Portland State Office Building 


800 NE Oregon Street  Portland  OR 
       


Meeting Agenda 
 


1:00- 1:05 Review Agenda and Proposed Outcomes  
 
1:05-1:30 Update and Progress to Date  


– November meeting minutes 
– Currently available funding from ONC  


 
1:30-1:45  Reviewing HITOC’s Charge 


 
1:45-3:10  HIE Governance  


– Proposed Public/Private Model Presentation 
– Interview Feedback  and Discussion 


 
3:10-3:20  Break 


 
3:20- 4:00 Engagement Process  


– HIE Planning Workgroup 
• Nominating process and timeline 


– Survey results 
– Stakeholder Webinars 
– Ad Hoc Stakeholder meetings 


 
4:00- 4:15 Public Comment Opportunity 


 
4:15- 4:45 Oregon Health Authority Presentation (Dr. Bruce Goldberg) 


• Using HIT/HIE to support the infrastructure for Oregon’s health 
reform goals 


• The ongoing role of HITOC within OHA  
 


4:45-5:00 Board Comments 
 
 
 
 








Health Information Technology Oversight Council 
November 05, 2009 


1:00 – 5:00 pm 
NW Vitaculture Center, Salem 


 
 


Council Members Present: 
Steve Gordon, MD, Rick Howard, Bridget Haggerty, Marie Laper, Greg Fraser, MD, Robert Rizk, Dave Widen, 
Bob Brown.  Bill Hockett; Brian Devore  
 
Committee Members Absent: 
Sharon Stanphill 
 
Staff: 
Carol Robinson, Dawn Bonder, Sean Kolmer 
 
Welcome and Introductions 
 
Steve Gordon welcomed HITOC members and staff. 
 
HITOC members and staff introduced themselves. 
 
Review of Agenda 
 
Members discussed update and progress to date. October minutes corrected- Typo HER survey should be EHR 
survey and approved. 
 
Application Update 
 
Carol introduced ONC State HIE cooperative agreement application process, difficulties of drafting 4 year 
budget prior to planning process.  Oregon will receive $8.58 million from ONC. 


 
Shaun Alfreds introduced ONC application review and support process: ONC developing technical assistance 
program for all states.  ONC developing process for cooperative agreements, more information may come 
forward from ONC in January that may impact our use of ONC funds. 


 
Carol is reviewing assumptions we made for our application budget 


o Spend significant resources for financial modeling, technical architecture support and other supports 
for the different domains required for Oregon’s strategic and operational plan. 


o Will need to see what ONC process is in terms of developing our RFP process. 
o Fortunate to have Oregon’s consulting team funded by legislature and in partnership with Northwest 


Health Foundation’s HITOC fund. 
o Budget is rough estimate, even initial planning period, since there will be ONC tech assistance that 


we would take advantage of first. 
o Question:  How was the budget determined?  Answer: $8.58m will not be nearly enough to develop 


and implement statewide HIE – the $8.58m is federal seed money.  Each state was given an 
allocation based on a formula – demographics, providers, other assumptions.  REC (Regional 
Extension Centers) application is a separate pot of money, CMS incentive dollars is a separate pot of 
money.  There are additional potential pots of money being developed. 


o Question:  What if application doesn’t pass muster?  Answer: process not defined.  Conversations 
between ONC and HITOC staff to agree upon dollars for planning process.  Once plans submitted, 
ONC will approve plans then implementation dollars will flow. 







o Question:  What are the expected dates for negotiation? Answer: expectation that December will be 
negotiation, planning dollars to flow Jan. 15. 


o Question: What happens if plan not completed on time?  Will we lose implementation dollars?  
Answer: We haven’t heard what implications would be. 


 
Communications Planning Update 
 
Refer to handout.  Chris Coughlin has been retained as a short term communications consultant. [Reviewing 
stakeholder outreach communication tools from handout:]  


o She is drafting list of FAQs.  Carol asks HITOC members to let us know FAQs you’re getting 
o Put out monthly newsletter 
o Updating website 
o Will ask HITOC members to write an article for website 
o Bi-weekly teleconferences, invite HITOC members to participate 
o Multi-media/traveling roadshows 
o Using associations to develop key communicator groups who will communicate with their own 


constituents (e.g., provider champions) 
o Trying to create communications processes that are 2-way   
o Comment:  Feet in the audience will be measure of success.  Helpful to define nomenclature, pick a 


bellwether like Indiana to compare.  Defining what we want to accomplish in layman’s terms will be 
very helpful. 


o Comment: It’s important to recognize consumers have big role and pull.  We can do what makes 
providers happy, but if we can get consumers to understand what we are doing and how it benefits 
them.  Need to give equal weight to provider community and consumers. 


o Budget includes money for communication process.  Final 6 months of first year targeting provider 
adoption, and consumer education for year 2 – that is adjustable.  As we see what provider issues 
are, we’ll have a better sense of how to target money effectively. 


 
Key Operating Considerations 
 
Members reviewed, discussed and voted to modify suggestion #4, adopting principles as amended, and working 
principles. 
• Working principles 


o Staff will send materials electronically 7 days prior to meeting.  We will bring printed/hole-punched 
packet for you at meeting. 


o Staff will provide meeting materials 7 days in advance of meeting, to the greatest extent possible.  
Council members should check for typos omissions, etc, and should request other supporting 
documentation, if needed.  Meeting materials will be posted at least 24 hours prior to meeting date on 
HITOC website.   


o Motion to approve – Rob Rizk, seconded Brian DeVore, all approved 
• Decision making agreement 


o Relationship to Health Policy Board (Board) –  
o In preparing strategic and operational plan, should be seen as a recommendation to the Board.  We 


will be communicating with the Board on a regular basis.  There won’t be anything surprising to the 
Board in May.  Ultimately the Board will need to approve the work that HITOC does.  Work plan 
reflects this – includes time for Board to review and comment, while at the same time allowing for 
public process. 


o Comment: Don’t want to be doing work different from Board’s vision.   
o See Board really looking to HITOC for recommendations and direction on HIT.   
o With DHS and state environmental scan, we know what our assets are as we proceed with state 


Medicaid chapter of our book [will be in line with this planning process].  As we are completing our 
advance planning for Medicaid, divergence is not likely.   







o Question: Is communication with Board two-way?  Answer:  Board updates will be delivered to 
HITOC and visa versa. 


o Comment:  HITOC dove immediately into work of the cooperative agreement; our work/role is 
slightly different now. 


o Consensus decision-making: 
o May be more beneficial to call out differences of opinion and allow minority reports than to spend a 


lot of time trying to come to consensus. 
o Question: what is the outcome of this group – recommendations to Board?  Answer: currently, but 


your role will depend on the outcomes of your planning process.  As you consider governance 
models, HITOC’s role for future is a decision that will have to be made in recommendations to 
Board. 


o Comment: concern that recommendations could be ignored.  AHIC – we sent recommendations up 
the line to HHS with no result.  Struggling with how to give this group meat on the bone. 


o Comment:  Oregon won’t receive implementation money if we don’t have a plan approved by ONC.  
We’re on a deadline.  This makes it highly unlikely that another body in the state would slow this 
down. 


o Comment: the HIIAC and Health Fund Board had similar process.  The HIIAC recommendations 
were accepted by the Board unchanged.  Part of our role is to make sure that Policy Board 
understands the importance of HIT and HIE and the HITECH Act money getting us where we want 
to go.  All our incentives are aligned. 


o Comment: if HITOC brings forth recommendations with a 7-4 vote or 9-2 vote, the Board will really 
want to know what the opposition felt.  We are trying to anticipate something that might not occur, 
but we want to be transparent in our process and ensure that all voices are heard.  Prepared to make 
complex decisions.  


o Comment: Great care taken to select the HITOC membership to ensure representation of all views 
and perceptions about these issues.  The fact that there are issues that the Council might not agree on 
needs to be recognized so we can deal with that. 


o Comment:  The public meeting law dictates that votes must be recorded documenting names opposed 
and documenting minority viewpoint.   


o Comment: Whether minority report is issued or not, depends on those minority stakeholders.   
o Comment: Burden is on minority voice to speak up, burden on the majority to listen and document. 


 
Governance Engagement/ Workgroup/Stakeholder engagement 


 
o Julie Harrelson – point out high level work plan w/meeting dates.  Strategy for stakeholder 


engagement (review slide 8): 
 2 –prong effort – conducting conversations with stakeholders around governance models, 


input on stakeholder process.  Will develop survey broadly that asks the same type of 
questions – to go out early next week.  Survey to cover demographic info, governance 
models, input on HIE and stakeholder feedback.  Will give summary in December materials 
of the survey and conversations.  Discussion in December HITOC meeting about governance 
model and stakeholder input. 


 Slide 9 – draft product in May. 
o Question:  “stakeholder” is vague word.  How will we determine outreach to?  Answer: key groups of 


people that represent different areas: consumer groups, former HIIAC members, payers, hospitals, 
associations, trade groups.  Looking for representative diversity and geographic diversity.  A bit of a 
conundrum because of compressed timeframe.  Hope to talk about this more at end of meeting – 
where you think we can best target our efforts 


o Comment: would suggest Northwest Health Foundation’s group: the collaborative and OHAC’s 
allied group.  Would hope we outreach to those groups. 


o Comment: 2 examples: California “if you build it they will come” model.  Missing the 
objective/problem to solve.  HIE could mean a thousand things to different people – in California it 







was too broad – connected all the big guys but couldn’t get further along.  Other example: Tennessee 
– goal to reduce emergency room visits by getting HIE among the players; will be a community 
benefit, drove stakeholder engagement.  May not need ambulatory providers at the table if it’s a 
hospital problem – they got the costs down.  Cart before horse problem – define the problem and the 
mechanics follow.  Note that California won’t be successful but they spent a lot of money.  In 
Tennessee – hospitals chipped in because they understood investment. 


o Comment: HIE not a thing, it’s something we do.  Worried about building this thing as opposed to 
actively exchanging information for a purpose. 


o Comment: have to have end state for a strategy to work.  We are leveraging work of HIIAC – may 
want to spend some time in January on this and how to reflect in stakeholder engagement. 


o Comment: HIIAC was 12 month process, narrowed hundreds of recommendations to 4.  HIIAC was 
limited by no money, no prospect of money – work came out of where can we go with very little 
money.  Think HIIAC recommendations need to be reevaluated given we have money on the table 
and specific federal regulations now, which weren’t in place during HIIAC process.   


o Comment: Workgroups we might consider would be similar to HIIAC structure.   
o Comment: Could save time to pick pieces of HIIAC work like consumer engagement. 
o Comment:  Want to really support suggestion about knowing the problem we’re trying to solve.  


Would make life easier, makes this crisper. 
o Comment: Spent last week reading 34 state grant applications.  One state going for e-prescribing first, 


many states are pretty nebulous.  Oregon’s plan was one of most detailed. 
 
Governance Models 
• Shaun – presentation: slide show.   


o Purpose today – to set stage for HITOC conversation on governance model, vision, goal, Oregon’s 
hopes to accomplish through HIE.   


o 5 domains for state plan include governance as one domain.  Some questions you will need to 
answer: 


 How will state be involved in oversight and operations of HIE? 
 What entities oversee HIE activities and what services do they provide? 
 What rules govern entities participating in HIE and what entities enforce those rules? 
 Who is responsible for sustainability and allocating costs and collection of revenue? 


o [Review agenda slide] 
o Slide 3 – Many goals of HIE.  Need data to: measure quality of care, outcomes, tie health care 


delivery to cost of care, etc. 
o Slide 4 – of 42 HIEs in country in 2008, all were different and none had a sustainable business model.
o Slide 5 – 7 operating HIEs in country right now.  They all look different and share different data – 


each has identified data that is valued to their state and focused around that.  Today, we have 
nationally defined data set in the meaningful use data set – to be defined in December.   


 Question: – what would it look like if person was at center and not the system?  People move 
between states.  Answer: HITOC will need to address role of consumer in design of HIE.  All 
7 on slide were designed to be of value to provider – needed info at point of care.  Having 
consumer involved is a different question – one has planned personal health record (PHR).  At 
federal level and in our work (with NGA, State Alliance for eHealth and ONC) – making 
legal medical record that provider owns electronic and standardizing so that information is 
available at the point of care and one record follows the consumer throughout their 
engagement with health care system.  A different perspective is that consumers need to be 
involved in their medical record – personal health records. 


 Question: Are there other countries with good HIE systems?  Answer: Yes, but their health 
systems look very different 


o Slide 6 – EMRs need to be in place, Oregon is ahead of the curve here.  But not all Oregon EMRs are 
standardized – how do we ensure that those vendors are playing fair?  That’s an oversight role we’ll 
need to address.  How are vendors going to be held accountable to meeting standards?  ONC has 







certification body but have said there may be other bodies. 
o Slide 7 – Question on #3, didn’t NGA change exchange of real-time info between providers etc – to 


add the consumer?  Answer: No.   
o Question:  Is there one standard?  Answer:  There are lots of standards, that’s part of the problem.  


The ONC has standards committee.  Will have standards for EMR, exchange, etc.  Can expect a core 
set of standards that EMRs and HIEs will need to abide by to be standards.   


o Question:  Do you expect one standard for each of those items?  Answer: Yes, expect one set of 
standards.   


o Comment: That’s what AHIC was supposed to do, didn’t get very far.  There will have to be 
translator – for example look at HIMSS – it’s technologically complex but it can be done.  CCHIT 
certifies on functionality. 


o Audience member requests we clarify acronyms for audience. 
o Slide 8 – federal $8.58 million ARRA dollars has significant requirements to account for these funds, 


which will be resource intensive.  Regional Extension Center (REC) grants – will primarily support 
safety net providers. 


o Slide 9 – challenge is identifying who do the public benefits of HIE accrue to, and how does that 
inform sustainability plan.   


o Slide 11 – Discussion:  current federal funding of federal programs really constrain states in how they 
purchase information systems, must be tied to programs which lead to siloed information systems that 
cannot exchange data, states must write expensive translators to give illusion of interoperability.  
Attempting to reform at federal level the funding of services that allows for purchasing of shared 
services that all programs can use to meet their objectives.  Would require change in funding 
allocations methods for federal programs.  Right now, Medicaid program funding systems that have 
same or similar functionality as children and family programs.  Need to change this at federal level so 
programs can exchange data within and even across states.  Working with NGA, other federal and 
industry partners to support interoperability between these systems and move into a shared services 
architecture. 


o Slide 12 – discussion: broadband isn’t in a lot of state plans, health care delivery is focus of Oregon 
Health Network (OHN), state pulling together broadband committee with representatives from each 
sector that relies on broadband including health care.  Won’t necessarily be written in this state plan.  
May want broadband presentation for HITOC.  Plans need to be aligned.  It should not be ignored in 
strategic plan – federal government concerned about capacity for sharing very large files.  Don’t want 
to disadvantage rural providers from access to meaningful use incentives. 


o Slide 13 – collaboration will be critical, mistakes will be made – plan needs to address mistakes and 
move forward. 


o Slide 14 – Convening, coordination, operations. 
o Slide 15 – strategic plan is not static, it is a living document that will change over time.  Average 


implementation of EMR is 12-16 months.   
o Slide 18 –Question: how well is Delaware doing?  Answer: doing well, created firewalls to alleviate 


disadvantages, financing based on subscription fees.  However, discussions about changing into a 
public-private 501c3 non-profit due to slowness of political and contracting process. 


o Slide 19 – state government coordinates and/or partners with private on coordination and convening, 
with private led operations.  RHIOs (Regional Health Information Organizations – local HIEs) state 
coordinates RHIOs and ensures they all abide by standards and report on public health measures, 
addressing needs of public.  A lot of states trying to figure out public utility aspects – look different 
in different states.  Will discuss NY as example. 


o Slide 21 – this was preferred model by HIEs, providers, etc., but question of how to get there.   
o Slide 22 – requires private and public sectors to agree on sustainable business models – this is 


difficult. 
o Discussion –What are current HIEs in Oregon?  Answer: private-led, basically been built by delivery 


systems: OCHIN, Samaritan Health – evolved from interests of local business systems.  These 
models were developed before ARRA requirements for state role. 







o ONC categorizing states by progress toward state HIE – 5 states (ME, VT, DE, NY, UT) are 
operational HIE, 21 states in middle-planning process (includes Oregon), 20 states are early on in 
planning. 


o Slide 23 – Maine developed model 3 style private led operations – sharing data with more than 50% 
of providers.  Board is public/private 501c3 non profit.  This year, $1.7m state funds allocated.  
Question:  how many hospital systems?  Answer: 3 major hospital systems cover 80% of lives. 


o Slide 25 – Maine technical and operational model: Original project was HealthInfoNet linking to 
medium/large hospitals, labs, imaging, small hospitals.   


 Question: what was problem they set out to solve?  Answer: wanted to improve quality, 
exchange between 2 of large hospital systems, multiple EMR vendors – saw value in 
developing exchange to develop the interfaces between the hospital system’s constituents.   


 Aggregating data across multiple providers for single patient – goal is one patient one record 
no matter where they were seen or who they were covered by.  Central record repository – 
retains copy of entire record.  Using Google health to model personal health record interface.  
Maine has all-payer claims data base.  Administrative data is not in the HIE, going through a 
process to aggregate data and planning to add this data. 


 Pharmacies – claim information was being exchanged – state wanted to ensure that 
individual’s paying cash would have data captured.  Maine has state law to report all class 2-5 
drugs are reported to state – legislature is changing this to report on all drugs.  Right now have 
to contract out aggregating – changing this requirement will help.   


 Comment: Patient not represented here.  Answer: there is no direct patient access, they are 
working on this through Google health. 


o Slide 26 – Maine oversight model: includes executive steering committee – HealthInfoNet, state 
Departments, associations, etc.;  and 5 standing committees including HIT/HIE 
adoption/implementation committee with Medicaid representation.  Broad representative consumer 
committee – was long-standing committee just directly adopted into this.   


 This implies there was value in this consumer committee.  Addressed consent, etc.  Question: 
is there an assessment of consumer input for various HIE activities?  Comment: consumers 
probably believe exchange is already happening. 


 Sharing info: Board membership/participation by coordinator 
o Slide 27 – HealthInfoNet is applying to be REC.   
o Discussion: how are Maine and New Hampshire collaborating? NH has no HIE on the ground. 
o Slide 29 – NY is public utility model.  NY had $250 million to spend through bonds and taxes. 
o Slide 35 – Delaware 
o Slide 41 – Conclusions – 3 models aren’t only way to go, there are various hybrids.  Consent process 


is difficult – need consumer engagement. 
o Discussion:  ONC requires a public/private governance model.  Do all 3 models meet that ONC 


requirement?  Yes.  Good info, a lot to think about as we move forward, too much to discuss in 10-15 
minutes.  We need to get well-versed in health reform goals of state so we can incorporate that when 
we report back to the Board.  Triple aim is underpinning – [improve population health, control costs, 
increase access] – end game goal are these 3 aims.  Need to prioritize goals for HIE – how do we get 
there.  This group can be helpful to prioritize where does HIE lend most value to making pieces of 
health care reform 


o Matrix will be created to cross walk HB 2009 and initiatives within that to tool of HIE – what HIE 
can do for each of HB 2009 initiatives. 


o Policy Board will be looking at draft workplan for next 12-18 months when they meet on Tuesday.  
Looking at what decisions need to be informed by this group can help define that process. 


o Need to include in matrix what motivates the users of data 
o Need to reflect input – data being collected by OHPR and others.   
o We saw many models here.  At end – we have patient with chronic condition that ends up in ER, they 


need to have the information and not put them through the battery of test and can treat them 
according to cause.  That’s the end result.  That’s what Tennessee did – keep costs down.  That is all 







by-products, what we have to deliver is that information when it’s needed. 
 
Workgroups and stakeholder engagement 


o  Time in December and January to come to conclusions.  There is a charter for HITOC, now we’re 
talking about how to get there. 


o Difficult to have many workgroups over our compressed time.  We can decide this model in 
December after survey.   


 Expert workgroup would have 10 members – a public and a private member with expertise on 
each of the 5 domains.  Meet regularly over 4 months.  They provide input on topics. 


 Team would collect thoughts/input. 
 Goes to HITOC for further input. 
 Team further refines. 
 Goes to stakeholder groups. 
 Cycle 3-4 times, roughly once a month, leads to draft plan by Spring or end of April. 
 These domain discussions should be happening at one time, need input from critical 


stakeholder groups.  Who does the work?  The team serves as the engine to convert the 
thinking into something that’s actionable. 


o Question: output is what?  Answer:  the strategic and operational plan.  
o Some states are hiring large firms that would develop the plan for the state.  Another option is having 


multiple workgroups, this is difficult for time considerations. Tried to create a hybrid of these two 
options – to have experts feed content expertise to you.  Want to create a variety of mechanisms to 
communicate with stakeholders – webinar, etc. 


 
Next Steps, questions 


o  Any additional input staff need?  If you have strong concerns about this approach that we hear about 
it quickly. 


o Standing meetings in 2010, first Thursday of each month from 1-5pm, with some potentially longer; 
continue to engage HIIAC members. 


Public Comment 
Andrea Meyer, Legislative Director for ACLU – not an expert in this area, involved in privacy issues.  ACLU 
has broad involvement in civil liberties and civil rights, and gets involved in privacy issues. Disappointing that 
ACLU member not appointed to HIIAC, but I participated in meetings and small workgroup on privacy.  Privacy 
is not the same as technology and security.  Consumers have concerns in all sorts of areas.  Privacy is different 
then confidentiality.  Disappointed that principles don’t invoke “privacy” but language in HB 2009, section 1179 
mentions privacy.  Technology and security is not privacy.  A lot of discussion about public and private 
stakeholders – think public stakeholders are government and private is business, so not sure if consumers fall 
into these. Importance that consumers buy in at front end. 
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AGENDA
1:00- 1:05 Review Agenda and Proposed Outcomes 
1:05- 1:30 Update and Progress to Date 


November meeting minutes
Currently Available Funding From ONC


1:30-1:45  Reviewing HITOC’s Charge
1:45-3:10  HIE Governance 


Proposed Public/Private Model Presentation
Interview Feedback and Discussion


3:10-3:20  Break
3:20- 4:00 Engagement Process 


HIE Planning Workgroup
Nominating process / timeline
Survey results
Stakeholder Webinars
Ad Hoc Stakeholder meetings


4:00- 4:15 Public Comment Opportunity
4:15- 4:45 Oregon Health Authority Presentation (Dr. Bruce Goldberg)


Using HIT/HIE to support the infrastructure for Oregon’s health reform goals
The ongoing role of HITOC within OHA 


4:45-5:00 Board Comments







Outcomes for Today’s Meeting


Updates provided on currently available ONC funding opportunities 


Clarify goals and end state of HIE


General agreement regarding governance direction


Confirm workgroup and stakeholder input process


Review Oregon Health Authority health reform goals and 
relationship to HITOC







Currently Available Funding 
Opportunities from the ONC


Regional Extension Center (cycle 2)


Beacon Communities


Curriculum Development


Community College Consortia







Health Information Technology 
Extension Program (cycle 2)


Establish Health Information Technology 
Regional Extension Centers 
Provide technical assistance to accelerate health 
care providers’ efforts to become meaningful 
users of Electronic Health Records (EHRs) 
Preliminary Application due December 22, 2009
Full Applications due January 29, 2010
OCHIN applied in Cycle 1 







Beacon Community Program
Approximately 15 cooperative agreements with 
communities. 
$220 million to build and strengthen health IT 
infrastructure and health information exchange 
capabilities in community, including strong 
privacy and security measures to achieve 
measurable improvements in health care quality, 
safety, efficiency, and population health.
Qualified non-profit organizations or government 
entities  to be lead organization.







Beacon Community Program
Communities selected to represent a variety of health 
settings and populations, including rural and 
underserved communities and other vulnerable 
populations. 
Additional $15 million will be provided for technical 
assistance to the communities and to evaluate the 
success of the program.
Applications due February 1, 2010.
Award decisions anticipated in March 2010.







Curriculum Development Centers


One component of the HIT workforce program
$10 million in grants to institutions of higher 
education (or consortia thereof) to support health 
information technology (health IT) curriculum 
development
Up to 5 grants to be awarded
Key Dates


Letter of Intent - January 4, 2010
Application Due Date - January 14, 2010
Anticipated Award Date – March 15, 2010







Community College Consortia
Community College Consortia to Educate Health 
Information Technology Professionals in Health Care
Establish intensive, non-degree training programs that 
can be completed in six months or less
$70 million available across 5 regions over 2 years
Key Dates:


Letter of Intent – January 6, 2010
Application Due Date – January 22, 2010
Anticipated Award Date – March 15, 2010







Community College Consortia


National goal to train 10,500 students annually in 6 months 
or less to be part of the HIT workforce 


Use curriculum developed through the Curriculum 
Development Center Program


Six HIT Workforce Roles: 
Practice workflow and information management redesign specialists;
Clinician/practitioner consultants; 
Implementation support specialists; 
Implementation managers; 
Technical/software support staff; and, 
Trainers.







Community College Consortia 
Regional Information


Oregon grouped with 8 other Western states
5 – 8 community colleges from the region are 
expected to participate
Approximately $6.2 million available for the 
region
Minimum of 750 students trained annually







Setting Priorities and Vision for 
HITOC
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In order to improve health and reduce costs, an Oregonian’s 
health information: 


• Is available when and where it is needed to support 
clinical-decision making and high quality care 


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


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


• Enables individuals to take an active role in their health 
through access and control of their health information and 
tools to help them make informed choices. 


Background: HIIAC Health Information 
 Infrastructure Development Goals
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HIIAC Logic Model For an Oregon Health 
 Information Infrastructure
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• HITOC duties defined in HB2009
• HITOC purpose: to develop a health information 


infrastructure that will enable the health reform goals of 
Oregon


• Federal financial opportunities present requirements and a 
framework from which to develop strategies and 
operations


• HIIAC/HISPC/Oregon Health Fund Board all provided 
critical background and stakeholder feedback to the 
process that will be built upon to meet both the goals of the 
Oregon Health Authority and the Federal Government


HITOC’s
 


Role: Oregon’s HIT/HIE Infrastructure
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Strategic planning begins now, 
will be ongoing, 
and will encompass many elements.


State
Health IT


Plan


Legislative
Strategies


OHA /
DHS


EHR Adoption
Strategies 


Broadband
Telehealth


Workforce 
Development


HIE


Regional 
Extension


Center


Other State
Agencies


Consumer
Focus


•MMIS


•Public Health


•AMH/Behavioral Health


•Seniors and People with Disabilities


•Health Record Bank of Oregon


•Children, Adults and Families


•Department of  
Corrections


•School Based Health 
Centers


•County Services


•Other







Determining an Appropriate 
Oversight and Operating 


Governance Model for HIE in 
Oregon







Oregon strategic plan HIE governance requirements
ONC goals for state-level governance of HIE
Oregon federal reporting requirements for governance
State-level HIE governance roles and functions
Proposed model for collaborative HIE governance in Oregon 
(The Oregon Health Information Exchange (OR-HIE))*
Considerations for the OR-HIE


*Working title


Contents
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Oregon HIE Strategic Plan Governance 
Requirements


Collaborative Governance Model - The Strategic Plan must 
describe the multi-disciplinary, multi-stakeholder governance entity 
including a description of the membership, decision-making authority, 
and how the governance model will align with emerging nationwide
HIE governance.
State Government HIT Coordinator - The Strategic Plan shall 
identify the state Government HIT Coordinator. The plan shall 
describe how the state coordinator will interact with the federally 
funded state health programs and also the HIE activities within the 
state.
Accountability and Transparency - To ensure that HIE is pursued 
in the public's interest, the Strategic Plan shall address how the state 
is going to address HIE accountability and transparency.
Operational Development - The Operational Plan must describe the 
ongoing development of the governance and policy structures.
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Office of the National Coordinator Goals for 
Oregon HIE Governance by 2012


Establish a governance structure that achieves broad-based 
stakeholder collaboration with transparency, buy-in, and trust.
Set goals, objectives and performance measures for the exchange of 
health information that reflect consensus among the health care 
stakeholder groups and that accomplish statewide coverage of all
providers for HIE requirements related to meaningful use criteria to be 
established by the Secretary through the rule-making process.
Ensure the coordination, integration, and alignment of efforts with 
Medicaid and public health programs through efforts of State Health 
IT Coordinators.
Establish mechanisms to provide oversight and accountability of HIE 
to protect the public interest. 
Account for the flexibility needed to align with emerging nationwide 
HIE governance that will be specified in the future
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Oregon’s Reporting Requirements for HIE 
Governance


What proportion of the governing organization is represented by public 
stakeholders?
What proportion of the governing organization is represented by private 
stakeholders?
Does the governing organization represent government, public health, 
hospitals, employers, providers, payers, and consumers?
Does the state Medicaid agency have a designated governance role in the 
organization?
Has the governing organization adopted a strategic plan for statewide HIE?
Has the governing organization approved and started the implementation of 
an operational plan for statewide HIE?
Are governing organization meetings posted and open to the public?
Do regional HIE initiatives have a designated governance role in the 
organization?
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What is Governance? 
Governance = Two Roles / Three Functions


Coordination
Function


Convening
Function


Operational
Functions


State of Oregon
(OHA/OHPR/


HITOC)


State of Oregon
(OHA/OHPR/


HITOC)


Governance / Oversight Role


Technical Operation Role
(Multiple Organizations Possible)


Operational
FunctionsOperational


Functions
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Governance Functions


Oversight Technical Operations
Function Convening Coordination Operating


Tasks Establish trusted platform 
for education, negotiation 
and decision-making


Support local, regional and 
state stakeholders to advance 
statewide HIE


Inform policy 
development to advance 
statewide HIE


Harmonize state and 
federal law


Facilitate consumer input


Track, assess & distribute 
information on HIE efforts


Establish and maintain HIE 
Strategic and Operational Plan 
and technical roadmap


Facilitate alignment with 
local, interstate, regional, & 
national strategies


Promote consistent 
application of effective 
statewide HIE policies & 
practices


Facilitate collaborative 
development of public policy 
options & ongoing health care 
reform efforts


Own or manage contracts for 
hardware, software, & technical 
capacity to facilitate statewide 
HIE:


Infrastructural components (e.g., 
Master Patient Index, Record 
Locator Service, Interfaces, Data 
Repositories etc.), 
Applications (e.g., Meaningful Use 
Reporting, Business and Clinical 
Decision Support, Clinical 
Systems, etc.), 
Services (e.g., implementation 
guides / supports, standards, 
workflow optimization, 
coordination with REC)


Governance Functions


23







Dept of
CommerceCMS


Medicare
CMS


MedicaidONC


Dept of 
Agriculture


Physicians           Community Clinics HospitalsPhysicians           Community Clinics Hospitals


Regional 
Extension Centers


Telehealth
Consortia


Local 
HIEs


AHRQ HRSA


3rd Parties Promoting 
EHR Adoption Academia


State Health IT
Coordinator


Stimulus
Coordination


Team
State GovernmentState Government


Medicaid
Agency


Public
Health CorrectionsCHIP


State Designated EntityState Designated Entity


Public
Sector


Private
Sector


EHR 
Loan 


Program


HITECH Case for State-level HIE Governance


Nat Science 
Foundation
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State HIE Roadmaps and Plans: 
Common Threshold Issues to Address


Identifying Objectives/Social Capital. Defining and ranking the goals and then 
build the necessary consensus to support implementation. This requires 
governance structures, stakeholder participation, and dedicated resources.


Defining Shared Services. Identification of core services and functions that 
are valued across a wide range of stakeholders, navigate disruptive or 
competitive challenges to existing and planned systems.  


Prioritizing Services to Implement. Involves difficult choices between 
supporting near‐term HIE solutions and investing in services that would 
advance the longer term goals of full interoperability and meaningful use.  


Vendors, Technical Requirements, Purchasing Services. Brokering solutions 
at the state‐level requires strategy, technical knowledge, business savvy 
(vendor’s bundled technical and pricing package, applications vary 
dramatically in their capabilities, performance, reliability, and costs)  


Economy of Scale, Approach to Getting Participation:  State‐level policy 
challenges: mandate entities adopt, use statewide HIE services or allow for 
the option of using alternatives to statewide HIE?
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Considerations for Oregon’s HIE Governance


Oregon state government will have a significant role in HIE no matter what 
governance model chosen
A successful governance models needs to build upon the significant work 
done to date


Heath reform structures, goals, and initiatives
HITOC is serving in the HIE coordination and convening role today
There are at least 6 deployed or planning HIEs (Umpqua, Providence, Mid-Rogue, 
Samaritan Health, Portland Metro, OCHIN)
The Medicaid Health Record Bank of Oregon is beginning
A concept for an enterprise structure for the IT services of state government agencies 
has been developed
The Oregon Health Network (OHN) is currently implementing a health care fiber-optic 
network throughout the state


Oregon needs to give consideration to consumer perspectives
Successful governance may require some trial and error to explore the 
implications of any given model


26







One Possible Model: The Oregon Health 
Information Exchange (ORHIE)


The OR-HIE: Created as a true “Public / Private” Partnership
Non-Profit 501(c)3 Organization
Public and private board representation
Serve in a convening and coordinating role
Set the “rules of the road” for community/regional HIE operations


Builds off of community collaboration and partnerships


Allows communities to design structures appropriate for their trading area


Sets policy for standards and requirements for statewide exchange


Meaningful use


Public health reporting / population health monitoring


Quality improvement


Collaborates with HITOC and the HIE Coordinator to address policy, 
regulatory, legal and accountability issues for the State


HITOC makes direct recommendations to the Oregon Health Policy Board
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A Proposed Oregon HIE Public/Private Governance 
Model







Issues for Discussion and Deliberation


Stakeholder feedback on the model
Handout provided


Does the OR-HIE model support your interests in and collaboration with 
statewide HIE? 


What comments or concerns do you have about such a model?
What suggestions do you have for other models?


How does the State support or drive HIE operations in areas of the state not 
currently covered by regional HIE efforts?


Should the OR-HIE provide operational HIE service functions? 
Should the OR-HIE, the State, or others support the development of HIE operations in 
currently unserved regions? If so, how?


Seed capital grants for the creation of new organizations?


Incent existing HIE organizations (HIOs) to broaden their service area?


What HIE patient identification functions should OR-HIE provide if any?
Centralized patient identification services (Master Patient Index / Repository)?


Federated patient identification (algorithmic identification services)? 
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Stakeholder Conversations


Carol Robinson and multiple 
stakeholders in November and 
December


Representing Hospitals, Clinics, 
HIE’s, Payers, Purchasers and other 
key stakeholders


Areas of conversation: Governance, 
Funding, General Input and 
Implementation/Priorities







Stakeholder-Governance
Multiple points of view


• Federated
• Public Utility
• Leverage existing efforts
• Public Private







Stakeholder-Funding
Model largely dependent on funding and 
business case
Concerns regarding ongoing funding viability
Multiple points of view regarding ongoing 
funding model







Stakeholder-Concerns
Coverage in rural Oregon
Privacy and Security
User adoption
Exchange of larger amounts of data will lead to more 
complex issues
“Ownership and Control” of data







Implementation/Priorities


Take an incremental approach-don’t try to do 
everything at once
Meaningful use
User adoption challenges
Privacy and Security
Quality measures
Public health







HIE Strategic Planning Workgroup


Purpose: To provide counsel and content to create the best strategic 
and operational plan in service to the HITOC’s mission within the 
guidelines established by the Office of the National Coordinator


Plan: 
This group will meet 2 times per month with State team members


Composition:  Public and private representation within the ONC 
domains of Technical Architecture, Legal and Policy, Financial 
Sustainability, Governance, Business Operations, with provider and 
consumer perspectives included


Nominating process outlined on handout







HITOC Ongoing 
Workgroup/Stakeholder 
Engagement


12/09/0936 HITOC Meeting #3







Engagement Process







Stakeholder Engagement 
Ask, Listen, Respond


Purpose: To review and provide input to create the best 
strategic and operational plan in service to the HITOC’s 
mission within the guidelines established by the Office of 
the National Coordinator


Plan: 
Stakeholder survey results show preference for web-
based engagement opportunities, so stakeholder 
meetings will be held each month via webinar
Additional subject-area expertise will be included in 
workgroup process as specific recommendations are 
developed
Stakeholder meetings with the Director, HITOC 
members and key staff are ongoing







Oregon Health Authority


Dr. Bruce Goldberg, Director


Using HIT/HIE to support the infrastructure for 
Oregon’s health reform goals


The ongoing role of HITOC within Oregon Health 
Authority 







Next Steps
Meeting Dates:


Thursday, January 7, 2010 
10:00 am – 5:00pm 
Clackamas Community College 
Wilsonville Training Center Rooms 111-112 
29353 SW Town Center Loop E. 
Wilsonville, Oregon 97070 


Information Needs:
carol.robinson@state.or.us
503-373-1817



mailto:carol.robinson@state.or.us
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Additional Information


For More Information:


Shaun T. Alfreds
HIT Program Director, National Academy for State Health Policy (NASHP)
Phone: 207-822-3927
E-mail: salfreds@nashp.org
National Academy for State Health Policy: www.nashp.org
UMass Medical School Center for Health Policy and Research
http://www.umassmed.edu/chpr/HIT.aspx


Useful Links:
HITOC Website: http://www.oregon.gov/OHPPR/HITOC/index.shtml
House Bill 2009: http://www.leg.state.or.us/09reg/measpdf/hb2000.dir/hb2009.intro.pdf
Office of the National Coordinator for HIT: http://www.hhs.gov/healthit/
State Level Health Information Exchange Project: http://www.slhie.org
NGA State Alliance: http://www.nga.org
AHRQ National Resource Center for HIT: http://www.healthit.ahrq.gov
HRSA HIT: http://www.hrsa.gov/healthit/



mailto:salfreds@nashp.org

http://www.nashp.org/

http://www.umassmed.edu/chpr/HIT.aspx

http://www.oregon.gov/OHPPR/HITOC/index.shtml

http://www.leg.state.or.us/09reg/measpdf/hb2000.dir/hb2009.intro.pdf

http://www.hhs.gov/healthit/

http://www.slhie.org/

http://www.nga.org/

http://www.healthit.ahrq.gov/

http://www.hrsa.gov/healthit/
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OREGON HEALTH INFORMATION TECHNOLOGY 
OVERSIGHT COUNCIL 


 
Health Information Exchange (HIE) Strategic Planning Workgroup 


 
The Workgroup and its Members  


 
• The HIE Strategic Planning Workgroup (“Workgroup”) is created by 


the Oregon Health Information Technology Oversight Council 
(“Council”).  


o The Workgroup’s function is to provide content expertise and 
study, review, deliberate on, and make strategic 
recommendations to the HITOC on the five domains of 
governance, finance, technical infrastructure, business and 
technical operations, and legal/policy for inclusion in the 
Oregon statewide HIE Strategic and Operational plans. These 
plans are required by the Office of the National Coordinator for 
Health Information Technology (ONC) through the State HIE 
Cooperative Agreement and are due to be submitted by July 15, 
2010. 


 
• The staff employed or arranged for by the Director of the HITOC shall 


serve as staff to the Workgroup.  The Office for Oregon Health Policy 
and Research (OHPR) and other state agencies will support the work 
of the Workgroup in a manner mutually agreed upon by the Director 
and the respective entity(ies).   


 
• The Members of the Workgroup will be appointed by, and serve at the 


request of the Council.  The Workgroup shall cease to exist upon a 
majority vote of the Council to disband the Workgroup. 


 
• Members of the Workgroup receive no compensation for their services, 


but shall be reimbursed for per diem and travel expenses for their 
attendance at Board meetings and Committee meetings as provided in 
ORS 292.495.  


 
 


Workgroup Officers and Duties  
 


• The Chair of the Council shall select a Workgroup Chair and up to one 
Vice Chair from among Workgroup Members.  The Officers will serve 







 


for 6-months from the date of their appointment or until the Council 
disbands the Workgroup, whichever occurs first.  


 
• Duties of the Chair are: 


o Preside at all meetings of the Workgroup. 
o Coordinate meeting agendas after consultation with Council 


staff. 
o Review all draft Workgroup meeting minutes prior to the 


meeting at which they are to be approved. 
o Be advised of all presentations or appearances of the HITOC or 


staff before Legislative or Executive committees or agencies that 
relate to the work of the Workgroup. 


o The Chair may designate, in the absence of the Vice-Chair or 
when expedient to Workgroup business, other Workgroup 
Members to perform duties related to Workgroup business such 
as, but not limited to, attending other agency or public 
meetings, meetings of the Council, and approval and review of 
documents that require action of the Chair.   


 
• Duties of the Vice Chair are: 


o Perform all of the Chair’s duties in his/her absence or inability 
to perform;  


o Accompany the Chair to meetings of the Workgroup at which 
final recommendations of the Workgroup are presented; and 


o Perform any other duties assigned by the Chair. 
 
 


Workgroup Meetings  
 


• The Workgroup shall meet twice per month or more frequently at the call 
of the Director in consultation with the Workgroup Members and staff. 


 
• The Workgroup shall conduct all business meetings in public and in 


conformity with Oregon Public Meetings Laws. 
 


• The preliminary agenda will be available from the Workgroup staff and 
posted on the Council’s website at least two working days prior to the 
meeting.  The final agenda will be established by Workgroup members at 
the beginning of each Workgroup meeting. 


 
• A majority of Workgroup Members shall constitute a quorum for the 


transaction of business.  
 







 


• If a Workgroup Member is unable to attend a meeting in person, the 
Member may participate by conference telephone or internet conferencing 
provided that the absent Workgroup 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 Workgroup who 
speaks during the meeting. A Workgroup Member participating by such 
electronic means shall be considered in constituting a quorum. 


 
• Workgroup Members shall inform the Director or Workgroup staff with 


as much notice as possible if unable to attend a scheduled Workgroup 
meeting. Workgroup staff preparing the minutes shall record the 
attendance of Workgroup Members at the meeting for the minutes. 


 
• The Workgroup will conduct its business through discussion, consensus 


building and informal meeting procedures. The Director may, from time 
to time, establish procedural processes to assure the orderly, timely and 
fair conduct of business.  


 
 


Amendments to the By-Laws and Rules of Construction 
 


• These By-laws may be amended upon the affirmative vote of six (6) 
Members of the Council. 


 
 








D R A F T 
 
 


HIE Strategic Planning Workgroup 
 


Nominating Process 
 


 
To assist the HITOC with the critical decision making involved in developing a strategic 
and operational plan for Health Information Exchange within Oregon, as required by the 
Office of the National Coordinator for Health Information Technology Cooperative 
Agreement (due 7/15/2010), the following workgroup structure is proposed: 
 


• A workgroup of content experts within the five domains required by the 
Cooperative Agreement will be formed. 


• The expertise included within the workgroup will represent both the public and 
the private sectors 


• The expertise included within the workgroup will span the content areas of: health 
information technology; business finance; business law; nonprofit governance; 
health information privacy and security; consumer interests; and governmental 
regulation.   


• Other content expertise will be requested as needed. 
• Members will be asked to have familiarity with the subject of health information 


exchange and the federal requirements of ONC. 
• Members will have demonstrated track records of collaboration in group 


processes.  
• The workgroup will meet approximately twice per month between January 11th 


and May 15th. 
 
Nominations for the HIE Strategic Planning Workgroup will be sought through the 
HITOC website, between December 14-23.  The HITOC Chair and Vice Chair will bring 
a recommended roster for full HITOC approval at the January 7th, 2010 HITOC meeting. 








HITOC Stakeholder survey: Overview of results (Nov. 2009) 


HITOC Stakeholder Internet Survey: Overview of Results 
 


Survey process: 
• This web-based survey was open to the public, posted on HITOC website and announced 


via email to more than 900 Oregon HIT stakeholders.  Stakeholders were also 
encouraged to share the survey link with their colleagues and within their professional 
networks to create the broadest reach.  The survey closed Nov. 20th and received 160 
responses.   


• The purpose of the survey was to: 
o identify key stakeholders with interest and expertise in topics relevant to the 


statewide HIE planning process;  
o solicit priorities for phasing of statewide HIE services;  
o solicit preferences for stakeholder participation opportunities and communication 


methods; and  
o identify questions for a Frequently Asked Questions list on HITOC’s website. 


• Results reflect the perspectives of the mix of stakeholders responding to the survey and 
are not necessarily representative of all Oregon HIT stakeholders. 


• This document provides an overview of the survey results.  For more information, please 
see the full results included with the meeting materials for the December 2009 HITOC 
meeting. 


 
Survey results: 
 
Respondents: 


• 85 from the health care provider community, including  
o 29 health systems representatives,  
o 26 individual providers (24 mental/behavioral health providers, 1 


neuropsychologist, 1 physician),  
o 21 representatives of provider organizations/clinics/associations, 
o 9 from hospitals 


• 14 from state or local government 
• 9 private citizens and 9 consumer advocates 
• 9 from HIT/HIE technology solutions companies 
• 7 from health plans 
• 4 purchasers 
• 23 other, including educators/students, health plan agents, IT consultants and HIT 


service-related companies, Quality Improvement Organizations, Regional Tribal Health 
Organizations, and others. 


 
Involvement in Oregon HIE or Integrated Health Systems: 


• 39 respondents are current or past participants in one of Oregon’s HIE efforts 
• 76 respondents are current or past participants in one of Oregon’s integrated health 


systems 
 
Priorities for Phasing of HIE Information Sharing 
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HITOC Stakeholder survey: Overview of results (Nov. 2009) 


• Respondents were asked to write in the types of information that should be shared in each 
phase of Oregon’s HIE development.  These open-ended responses have been 
summarized and grouped into categories for this analysis. 


• 47 respondents selected “no opinion” and 97 provided some response 
• Phase 1:  Top five included: 


o Medications (38 respondents) 
o Problem list (32) 
o Demographics (28) 
o Allergy List (25) 
o Labs and Claims data (both had 20 respondents) 
o Other commonly reported items: Provider list (11), Patient ID (9), Non-lab 


diagnostic results (e.g., radiology, imaging) (8), Advance Directives/POLST (6) 
• Phase 2:  Top five included: 


o Medical history/notes/charts (22) 
o Labs (20) 
o Problem list (18) 
o Non-lab diagnostic results (13) 
o Medications (10) 
o Other common responses: Patient messaging (6), Advance Directives/POLST (5), 


Immunizations (4) 
• Phase 3 or later:  Common responses included: 


o Medical history/notes/charts (19) – many wrote in “full medical chart” or 
“complete medical record” under Phase 3, 


o Medications (6),  
o Public health reporting (4) 
o Problem list (4) 


• Other comments:  Many respondents shared comments, suggestions and concerns about 
the design of the HIE, priorities for the decision-making process, security and privacy 
issues, and interoperability and standardization of systems.  See the summary of full 
results for the verbatim text of these comments. 


 
Stakeholder Participation in HITOC Strategic and Operational State HIE Planning Process 


• Stakeholders anticipate participating in the planning process by: 
o Staying informed (117) 
o Responding to direct solicitations for input (112) 
o Webinars (80) 
o Sending comments/questions to HITOC (67) 
o Attending HITOC meetings (59) and presenting public testimony at HITOC 


meetings (29) 
o Other (17): several respondents wrote in participation on workgroups 
o Location and time: respondents were asked their preferences for locations and 


availability for meetings.  Several indicated a concern that efforts should be made 
to include rural stakeholders. 


• High interest in responding to draft strategies and decisions  
o 129 respondents would be interested in responding (10 were not interested) 
o Stakeholders prefer to respond via: 
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HITOC Stakeholder survey: Overview of results (Nov. 2009) 


3 


 Interactive webinars (96 first or second preference) 
 Surveys (72 first or second preference) 
 In-person stakeholder meeting (50 first or second preference) 
 Conference calls (34 first or second preference) 
 Other (13): several respondents would prefer to receive an email with draft 


documents attached, one warned of slow Internet connections in rural 
areas might disadvantage rural participants for webinars 


• High interest in participating in a panel of stakeholders to provide input and expertise on 
specific strategic decisions 


o 92 respondents indicated an interest (48 were not interested) 
o These respondents were asked to provide information about their particular areas 


of interest and expertise.  See the summary of full results for the aggregated 
results by topical area.  HITOC staff will retain this information and the contact 
information provided by these respondents. 


 
Stakeholder Communication about HITOC’s Work 


• Preferences for communication about HITOC’s progress: 
o Regular email updates (99) 
o HITOC website, regularly updated (85) 
o Monthly e-newsletter (75) 
o Frequently Asked Questions on HITOC website (55) 
o Initiative update teleconferences or webinars (53) 
o Interactive website for posting and public comment (40) 
o Articles for reprint in organizational newsletters (31) 


• Frequently Asked Questions: respondents expressed interest in more information about 
the following topics: 


o Oregon’s HIE efforts (106) 
o How Oregon’s HIE will affect the cost, quality, and delivery of health care in 


Oregon (99) 
o What kinds of changes consumers could expect to see with HIE (84) 
o New state and federal HIE-related programs (73) 
o Medicaid and Medicare provider incentives (62) 
o Grant and technical assistance opportunities (62) 
o Specific questions for the FAQs (27) 


 
Additional Comments: 


• Many respondents provided positive comments and thanks for the survey and the work of 
the HITOC so far. 


• Some expressed particular concern around privacy of mental health records 
 








HITOC Stakeholder Engagement 
Webinar Brief 


 
Who:    All interested stakeholders 
 
What:  Monthly Webinars with a different focus each month following the calendar of 


the HIE Strategic Planning Workgroup. Topics to include: 
 Technical Infrastructure 
 Business and Technical Operations 
 Legal and Policy 
 Finance 
 Governance 


 
Where:  


• Simultaneous website‐based "live" presentation slides and dial‐in conference 
telephone line 


• In‐person venue available as required by public meetings laws, with 
conference phone and screen or printouts of webinar slides (Portland or 
Salem location TBD) 


 
When: Tentatively set for the last Friday of each month: 
    January 29 
    February 26 
    March 26  
    April 30 
    May 28 
 
Purpose: These webinars will be a key component of the two‐way communication 
with stakeholders that is critical during the Oregon HIE planning process.  Each 
month the focus will be on one of the 5 domains with an opportunity to review 
the progress to date. Information will be shared with stakeholders on the work of 
the HIE Strategic Planning Workgroup. Some agendas may also include additional 
informational presentations.  Stakeholders will provide input to create the best 
strategic and operational plans in service to the HITOC’s mission within the 
guidelines established by the Office of the National Coordinator (ONC.) 
 
The information provided in these meetings will be recorded, summarized and 
provided to both the HIE Strategic Planning Workgroup and to the HITOC, as the 
strategic and operational plans required by the Office of the National Coordinator 
are being developed.  








HITOC Stakeholder survey: Summary of results (Nov. 2009) 


1 


HITOC Stakeholder Internet Survey, November 2009 
Summary of Results 


 
On Nov. 12, 2009, the Health Information Technology Oversight Council (HITOC) invited 
Oregon HIT stakeholders to participate in a web-based survey.  The survey was featured on the 
HITOC website and was open for anyone to participate.  An email announcing the survey was 
sent to more than 900 stakeholders, including e-subscribers to the HITOC website, former 
HIIAC and HISPC members, participants in Oregon’s various health information exchange 
efforts, participants in the July 2009 HIT Stakeholder Summit, former Health Fund Board 
committee members, and representatives from the 40+ organizations and individuals who wrote 
letters of support for the HITOC’s application for federal health information exchange (HIE) 
funding.  Stakeholders were also encouraged to share the survey link with their colleagues and 
within their professional networks to create the broadest reach. 
  
The brief survey was intended to identify key stakeholders with interest and expertise in topics 
relevant to the statewide HIE planning process.  The survey also asked stakeholders to indicate 
their priorities for phasing of statewide HIE services; how they would like to participate in, and 
be kept informed of, the statewide HIE planning process; and any questions for staff to consider 
when developing a list of Frequently Asked Questions for the HITOC website. 
  
The survey closed Nov. 20th and received 160 responses.  Because the survey was open to the 
public, and respondents were not selected through statistical sampling methods, results are not 
necessarily representative of all Oregon HIT stakeholders.   
 


 
1. Contact Information   


 Response 
Percent 


Response 
Count   


Name: 99.3% 145   
Title: 96.6% 141   
Organization: 91.8% 134   
ZIP: 100.0% 146   
Email Address: 100.0% 146   


answered question 146   
skipped question 14   


      


2. How would you describe yourself?  Please check one.  If more than one 
category applies, please indicate where you are most likely to participate or 
lead decision making relating to health information technology or health 
information exchange.   


 Response 
Percent 


Response 
Count   


Representative of a health system that includes hospitals 
and clinics 


18.1% 29 
  


Individual health care provider 16.3% 26   
Representative of a provider organization, clinic, or 
association 13.1% 21   
Representative of a state or local government agency 8.8% 14   
Private citizen (patient, consumer of health care services) 5.6% 9   
Consumer advocate or advocacy organization 5.6% 9   
Representative of a hospital 5.6% 9   
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Representative of a company that provides HIT/HIE 
technology solutions 


5.6% 9 
  


Representative of a health plan 4.4% 7   
Representative of a purchaser of health care (not a health 
care provider) 


2.5% 4 
  


Representative of a Tribe 0.0% 0   
Other (please specify)* 14.4% 23   


answered question 160   
skipped question 0   


*See open-ended responses beginning on page 9 
 
2a. You answered, "Individual health care provider."  Which of the following 
most closely describes your occupation?   


 Response 
Percent 


Response 
Count   


Mental and/or behavioral health provider 92.3% 24   
Physician 3.8% 1   
Nurse Practitioner, Nurse, LPN, LNA, or other licensed nurse 0.0% 0   
Physician’s Assistant 0.0% 0   
Mid-wife 0.0% 0   
Oral health provider 0.0% 0   
Technician 0.0% 0   
Complementary and Alternative Medicine Provider 0.0% 0   
Other (please describe): Neuropsychologist 3.8% 1   


answered question 26   
skipped question 134   


      
2b. You answered, "Representative of a hospital." What best describes the 
type of hospital you represent?   


 Response 
Percent 


Response 
Count   


DRG hospital 37.5% 3   
Type A hospital 12.5% 1   
Type B hospital 0.0% 0   
Type C hospital 0.0% 0   
More than one type of hospital 12.5% 1   
Not sure 37.5% 3   


answered question 8   
skipped question 152   


      
2c. You answered, "Representative of a provider organization, clinic, or 
association." Can you please elaborate on your organization type?   


 Response 
Percent 


Response 
Count   


Physician organization or clinic 52.4% 11   
Other type of provider organization 4.8% 1   
Provider association 9.5% 2   
Other (please describe):* 33.3% 7   


answered question 21   
skipped question 139   


      
*See open-ended responses beginning on page 9 
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2d. You answered, "Representative of a purchaser of health care (not a health 
care provider)." What best describes your organization?   


 Response 
Percent 


Response 
Count   


Public program purchaser (state or local government) 50.0% 2   
Not-for-profit business 25.0% 1   
For-profit business 0.0% 0   
Union 0.0% 0   
Other (please specify): Coalition of public & private 
purchasers 25.0% 1   


answered question 4   
skipped question 156   


Involvement in an HIE   
Various groups in Oregon have collaborated on planning health information exchange at the local or 
regional level or for specific groups of providers. These planning efforts include:   
• Portland Metro HIE     
• Gorge Health Connect     
• Salem Area Community HIE (SACHIE)     
• Central Oregon HIE     
• Epic CareEverywhere (for providers using CareEpic electronic health records)    
• Oregon Health Information Exchange Options Report (Oregon Business Council)   
• Metro Portland Health Information Exchange (MPHIE) Mobilization Planning (Oregon Business Council)  
• South Coast Health Alliance     
      


In addition to planning efforts, there are six health information exchanges that are operational or 
soon to be operational in Oregon:   
• OCHIN      
• Providence Health & Services – Oregon Health Information Exchange    
• Bay Area Community Informatics Agency (BACIA)     
• Samaritan Health Services HIE (SHS-HIE)     
• Mid-Rogue HIE     
• Umpqua OneChart HIE     
3. Have you ever been an active participant in one of the above Health 
Information Exchange (HIE) efforts within Oregon?      


 Response 
Percent 


Response 
Count   


No 73.0% 116   
Yes – currently participating 19.5% 31   
Yes – participated in the past, but not in the last 6 months 5.0% 8   
Not sure 2.5% 4   


answered question 159   
skipped question 1   


      
Involvement in an Integrated Health System   
Some Oregon providers exchange information within an “integrated health system,” where hospitals 
and affiliated clinics exchange information. Some of these include:   
• Asante Health System (Jackson, Josephine counties)     
• Cascade Healthcare Community (central Oregon)     
• Kaiser Permanente (Portland metro and Salem areas)     
• Legacy Health System (Portland metro, Woodburn)     
• PeaceHealth (Lane County)     
• Providence Health and Services (across the state)     
• Salem Health (Marion and Polk counties)     
• Samaritan Health Services (Linn, Benton, Lincoln counties)     
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4. Have you ever actively participated in an integrated health system?       


 Response 
Percent 


Response 
Count   


No 48.8% 78   
Yes – currently participating 35.0% 56   
Yes – participated in the past, but not in the last 6 months 12.5% 20   
Not sure 3.8% 6   


answered question 160   
skipped question 0   


      
Oregon will likely take a sequenced approach to statewide HIE, where phase one will include the 
exchange of an initial set of information, phase two adds additional types of information to the 
exchange, etc. Considering this approach, the HITOC is interested in hearing what opinions and 
thoughts stakeholders have about what types of information should be shared in each phase of 
Oregon’s HIE development. 
5. In your opinion, what types of information should be shared in each phase of 
Oregon’s HIE development? 


  Response 
Count   


a. No opinion  47   
b. First phase of Oregon’s HIE:   86   
c. Second phase of Oregon’s HIE:   78   
d. Third or later phase of Oregon’s HIE:   59   
e. Other comments:**   42   


 
 First Phase Second Phase Third or later phase 
 Percent Count Percent Count Percent Count 
Medications 44.2% 38 12.8% 10 10.2% 6
Problem list 37.2% 32 23.1% 18 6.8% 4
Demographics 32.6% 28 2.6% 2 1.7% 1
Allergy List 29.1% 25 3.8% 3 3.4% 2
Labs 23.3% 20 25.6% 20 5.1% 3
Claims data 23.3% 20 7.7% 6 1.7% 1
Provider list 12.8% 11 2.6% 2 0.0% 0
Patient ID 10.5% 9 0.0% 0 0.0% 0
Non-lab diagnostic results 
(e.g., radiology, imaging) 9.3% 8 16.7% 13 5.1% 3
Advance Directives/POLST 7.0% 6 6.4% 5 1.7% 1
Public health 4.7% 4 0.0% 0 6.8% 4
Medical history/notes/charts 3.5% 3 28.2% 22 32.2% 19
Continuity of care 3.5% 3 7.7% 6 1.7% 1
Immunizations  3.5% 3 5.1% 4 3.4% 2
Quality metrics 3.5% 3 3.8% 3 3.4% 2
Vitals 3.5% 3 2.6% 2 0.0% 0
Patient access 2.3% 2 0.0% 0 5.1% 3
Patient messaging 0.0% 0 7.7% 6 1.7% 1
Other comments** 25.6% 22 21.8% 17 40.7% 24


Total respondents  86  78  59
 
*Highlights identify all categories with more than 5 responses. 
**See responses starting on page 9.  
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6. How do you anticipate participating in the HITOC’s process to develop a 
strategic and operational plan for statewide health information exchange? 
(Select all that apply.)   


 Response 
Percent 


Response 
Count   


Staying informed of the decision-making process 85.4% 117   
Responding to direct solicitations for input (e.g. surveys 
such as this one, responding to other direct requests) 


81.8% 112 
  


Participating in webinars that allow questions and feedback 58.4% 80   
Submitting comments and/or questions directly to HITOC 
via email or mail 


48.9% 67 
  


Attending HITOC meetings 43.1% 59   
Presenting public testimony at a HITOC meeting 21.2% 29   
Do not plan to participate 4.4% 6   
Other (please describe):* 17   


answered question 137   
skipped question 23   


*See responses, page 15 
      


7. In particular, the HITOC anticipates soliciting stakeholder feedback as it 
formulates specific strategies and makes key decisions for the statewide HIE 
plan.  Would you be interested in responding to draft strategies and decisions?   


 Response 
Percent 


Response 
Count   


Yes 92.8% 129   
No 7.2% 10   


answered question 139   
skipped question 21   


      
7a. The following is a list of possible approaches to gathering stakeholder 
feedback on draft strategies and decisions.  Please indicate your preferences by 
selecting one from each drop-down list. 


 


  First 
preference 


Second 
preference 


Third 
preference 


Fourth 
preference 


>Interactive webinars that allow for 
stakeholders to type in or call in with 
comments and questions 


50 46 22 5 


>Surveys such as this one 44 28 25 26 
>In-person stakeholder meetings 30 20 21 47 
>Conference calls with stakeholders 5 29 49 27 
Response Count 129 123 117 105 


  
Question 


Totals    
Other (please describe)* 13    


answered question 129  
skipped question 31  


      
*See responses, page 15
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7b. If meetings, webinars, or conference calls are held, which times would be 
most convenient for you? (Select all that apply.)   


 Response 
Percent 


Response 
Count   


Varies, hard to say 40.6% 52   
Weekday mornings 28.1% 36   
Weekday afternoons 28.1% 36   
Anytime 12.5% 16   
Weekday evenings 10.2% 13   
Would not participate in a meeting, webinar, or conference 
call 2.3% 3   
Other* 4   


answered question 128   
skipped question 32   


*See responses, page 16 
      
7c. If in-person meetings are held, which location(s) would be most convenient 
for you? (Select all that apply.)   


 Response 
Percent 


Response 
Count   


Portland 66.9% 83   
Salem 40.3% 50   
Eugene 18.5% 23   
Hillsboro 18.5% 23   
Bend 11.3% 14   
Medford 6.5% 8   
Lincoln City 3.2% 4   
Would not attend an in-person meeting 8.9% 11   
Other (please describe):* 10   


answered question 124   
skipped question 36   


      
*See responses, page 16
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8. Would you be interested in participating on a panel of stakeholders? The HITOC expects to solicit interested stakeholders when 
needed for further input and expertise on specific strategic decisions. Your response to this question will give the HITOC resources 
for identifying interested stakeholders for these purposes. 


 Response 
Percent 


Response 
Count        


Yes 65.7% 92        
No 34.3% 48        


answered question 140        
skipped question 20        


           
8a. You indicated an interest in participating on a stakeholder panel.  What are your areas of interest and/or expertise? (Select all 
that apply.) 
    Interest Expertise 


  yes no Response 
Count 5, Expert 4 3 2 1, Limited 


knowledge
Response 


Count 
Technical architecture and systems design 
of the HIE 40 19 59 6 15 16 3 8 48 


Technical interoperability with current 
electronic health record systems and HIEs 47 19 66 7 18 14 4 8 51 


Consumer perspectives 42 20 62 10 13 13 8 2 46 
Privacy and security of health information 49 17 66 11 19 12 8 2 52 
Other legal and policy issues 28 26 54 3 6 12 7 5 36 
Financing of an HIE system 23 33 56 4 6 6 6 10 32 
Provider perspectives 44 22 66 16 13 11 2 6 48 
Provider adoption of electronic health 
records and connecting to statewide HIE 52 13 65 9 20 18 5 2 54 


Data exchange in support of health 
system improvement and health reform 
goals 


60 12 72 14 10 26 5 3 58 


Overall planning for Oregon's statewide 
health information exchange 64 6 70 6 18 25 6 5 60 


Other (please describe):*                 11 
  answered question      90
  skipped question              70


*See responses, page 16
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9. How would you like to be informed about HITOC progress? (Select all that apply.)  
 


 Response 
Percent 


Response 
Count   


Regular email updates to stakeholders 72.8% 99   
HITOC website, with updates including regular articles on 
relevant issues (see e-subscribe option on HITOC website) 


62.5% 85 
  


Monthly E-newsletter (see e-subscribe option on HITOC 
website) 


55.1% 75 
  


FAQs on HITOC website 40.4% 55   
Initiative update teleconferences or webinars 39.0% 53   
Expanded web capability to provide the opportunity for 
interactive posting of information and public comment 


29.4% 40 
  


Articles for reprint in your organization’s newsletter 22.8% 31   
Other (please specify): open house and brainstorming 1   


answered question 136   
skipped question 24   


      
10. We are developing a list of FAQs to help inform people about Oregon’s HIE 
efforts.  What would you like more information about? (Select all that apply.)    


 Response 
Percent 


Response 
Count   


Oregon’s HIE efforts 80.3% 106   
How Oregon’s HIE will affect the cost, quality, and delivery 
of health care in Oregon 


75.0% 99 
  


What kinds of changes consumers could expect to see with 
HIE 63.6% 84   
New state and federal HIE-related programs 55.3% 73   
Medicaid and Medicare provider incentives 47.0% 62   
Grant and technical assistance opportunities 47.0% 62   
No additional information needed at this time 4.5% 6   
Other (please describe):* 6   


answered question 132   
skipped question 28   


*See responses, page 17 
 
11. Do you have any specific questions you would like us to address in the FAQs?    


 Response 
Percent 


Response 
Count   


No 78.7% 100   
Yes, please type your questions below* 21.3% 27   


answered question 127   
skipped question 33   


*See responses, page 17 
 
12. Please provide any additional comments or suggestions you 
may have to better our process:*    


 Response 
Count    


*See responses, page 18 23    
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“OTHER” and OPEN-ENDED RESPONSES: 
 
2. How would you describe yourself?  [ANSWERED “OTHER”] 


• Quality Improvement Organization/ External Quality Review Organization 
• application / implementation specialist and workflow consultant 
• Health Plan Producer/Agent 
• informatics representative of an integrated delivery system 
• Health Producer 
• Company that provides privacy, security, regulatory compliance and HIE implementation services 
• representative of a QIO and a patient advocate 
• Representing insurance agent association 
• Parish Nurse 
• Medical informatics consultants specializing in EHR operations solutions including e-prescribing, 


EHR selection, implementation and optimization 
• Representative of an organization that assesses HIT/HIE systems 
• Educator, OHSU 
• Healthcare Educator 
• Health Services Education aligned with clinical agencies 
• MPH graduate Student for Health Management & Policy 
• Regional Tribal Health Organization 
• Master's of Science in Nursing Informatics from the University of Maryland 2005 and interested 


party 
• Healthcare I.T. Consultant 
• Non profit 
• Public/Private partnership 
• Rep of organization that provides BB required for HIT 
• HIE Services Provider 
• Psychologist, practice presently suspended 


 
2c. You answered, "Representative of a provider organization, clinic, or association." Can 
you please elaborate on your organization type?  [ANSWERED “OTHER”] 


• Non Profit Independent Rural Health Clinic 
• Pharmacy Chain 
• Federally qualified community health center 
• Home & Community Services (Home Health/Hospice/Specialty Pharmacy/HME) 
• represent providers of all types in rural Oregon 
• Multi-specialty practice group 
• HIT support organization serving providers and staff across Oregon 


 
5. In your opinion, what types of information should be shared in each phase of Oregon’s 
HIE development?  
b. Phase 1 - Other Comments: 
 
Design  


• Let us know what the business models and governance models that you are most seriously 
considering emulating.  Let us know about how stakeholder work groups will fit. You have done a 
nice job at this. 


• Include DOC [Dept of Corrections] in the conversations as we have 13,700 patients, most of 
whom will return to their community of commitment 


• HIPAA Administrative Transaction Sets - we are now 8 years after the implementation date, and 
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what is the rate of adoption compared to where we could be? ... standards are already published 
and it is scandalous how far behind our industry is lagging regarding adoption and use of these 
transaction standards. 


• Focus on delivering value and use by the physicians 
• accurate foundational statistics (such as EHR/EMR usage in Oregon versus applications 


purchased, the fact that the ARRA EHR/EMR incentive dollars will not be fully available and taken 
advantage of rather than publish a chart that includes only the best case scenario where all 
entities take advantage of all dollars which is not realistic, 


• transparency into the process and sufficient time and avenues to provide input (feedback and 
recommendations) 


• Phase-I HIE development should focus on confirming 1) Technical requirements are met - with 
specific measures tracked to ensure key milestones are met. 


• Demonstrate importance of consumer in the process (not demonstrated to this point). 
• Electronic record should be stored at multiple locations to insure safe and secure for retrieval in 


case of an emergency. 
• Create a framework for existing system and exchanges; how they will work together. This is not 


one giant computer in the middle. It's a bunch of systems that jointly get information where it 
needs to be...and will improve with coordination 


 
Security & Privacy  


• Keep most sensitive personal information to a minimum as kinks are worked out.  This is the 
most critical phase as concern will be on information leakage, hacking into systems, etc.  Keep 
Phase 1 information to a minimum until fears are quelled and the information network has 
proven to be secure from theft, hacking, etc.    Marketing information in this phase will have to 
be tailored to security, efficiency, ease of access for providers but LACK of access for 
government, health insurers, etc. 


• I think it's a terrible idea that erodes patients' privacy, autonomy, and choice. 
• Security and privacy assurances for citizens.  Patient access to who has been accessing their 


record and what part of their record. 
• Security and privacy is important in an information system. The level of security should at lease 


be comparable to Banking and Financial institutions 
• What are the security considerations? Does the exchange conform to security and privacy 


considerations outlined by the Markle Foundation and endorsed by AARP.    Will the state of 
Oregon be able to build on known best practices?    How will information be shared in a cost-
effective manner between health plans. 


• steps to planned to protect privacy and security,  
 
Interoperability/Standardization  


• Information system should be on a common platform so communication among locals, states and 
national systems are possible. 


• Whatever the facility needs to accomplish the complete exchange of information with other 
providers. Information needs to include what the facility needs to do to meet the HIE's criteria 
for continued funding and participation. 


• Focus on the ONC HHS Statewide HIE grant requirements, Statewide HIE Strategic Plan,  
Interoperable Health IT Statewide Architecture, Integrate key regional HIE's into State HIE,  
State HIE should enable regional and other HIE's,  . 


• Use common elemental definitions, value coding, etc and maybe use a core data-set with a min 
all comply to will additional elements available (a good model is www.nemsis.org) ...  Make the 
health exchange system a client based system with outcomes and health priority over just 
another billing system.   


 
Other 


• All information normally contained in an EMR within a region. 
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• Focus on delivering value and use by the physicians 
• Make the first phase useful beyond test of security and appropriate accessibility 


 
 
c, Phase 2 - Other Comments  
 
Design  


• Determine goals and benefits of a collective effort  Set and adopt standard for health information 
and exchange  Establish privacy and security standards and agreements 


• Get it up and running as soon as is safely possible. 
• How will consumers be educated about the exchange?  Will they have a meaningful way to opt 


out?  What insurance will there be that consumer's voices are considered at every phase of the 
build out of the exchange?  How will consumers be assured that their privacy will be protected? 


• Include detailed plan information related to rollout, incentives, etc. before plan implementation.  
Allow sufficient time to provide feedback and recommendations.  Provide documentation 
regarding compliance with regulatory requirements, privacy and security.  Demonstrate 
consumer involvement (consumer centric health care versus provider/health plan centric health 
care).  Demonstrate how any private/public partnership will incentivize HIT adoption, especially 
with small providers lacking the capital to invest.  Identify and publicize the need and structure of 
a public/private partnership.  Demonstrate any model adopted is sustainable and will not 
continue to need to receive government subsidies to continue operation.  Demonstrate any 
model adopted will work in Oregon (versus Maine or Delaware) and will work across the 
geographic regions of Oregon with sometimes vastly varying needs and cultures.  Demonstrate 
cost savings, consumer advantages and increases in quality through measurable results. 


• Let us know whether HIE needs to be truly statewide out of the gate, or whether that is a long-
term goal. 


• Which of the FUNCTIONING community models for real-time delivery of patient information has 
promise for communities without an exchange? Why did they emerge? How are they paid-for? 
How can they be spread to other communities? What will be the financial driver to sustain this 
spread? 


• Once it is proven that this system allows health providers to seamlessly transfer information back 
and forth between each other, then move on to the next phase 


 
Interoperability/Standardization  


• Agree on standardization of coding system usage  Associate each individual to Allergies, 
Diagnosis, Medications, Clinic visits  Associate each individual to Allergies, Diagnosis, Medications, 
Hospital visits  Associate the clinic with hospital visit for each individual 


• Leverage Health IT Standards,  Integrate additional key state health applications & data 
• Preventive medical and behavioral health services, integrate other community services/needs 


such as child welfare, TANF, employment, housing, criminal justice information, needs analysis 
(epidemiological measures) in comparison to services delivered/provided. 


• Identify barriers that preclude efficient sharing of information 
 
Security & Privacy 


• In terms of mental health treatment records, I have a concern about standard progress notes 
being included in an integrated medical chart.  I work in the area of ethics and record keeping, 
and those currently in solo practice generally keep more sensitive information in their records 
than psychologists working within a medical setting that already has integrated records, such as 
the VA.  It will take considerable training to re-educate practitioners regarding the appropriate 
level of detail for integrated records. 


• Voluntary participation by asking patients if they want to be involved. 
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d. Phase 3 or later: Other Comments 
 
Interoperability/Standardization 


• Full sharing 
• Complete CDA specification with fully encoded discreet data 
• Clinical standards as adopted by HHS Secretary 
• Community collaboration, HL7 integration of records across platforms and vendors. 
• HIE to HIE information exchange 
• Ability to search and import ADT and other data directly into local systems for local use.    (e.g.: 


Find a patient and import their demographics/insurance/etc. instead of having check-in personnel 
manually enter) 


• Identify need/resources for electronic health records that communicate with one another. 
• interoperable information transactional data 


 
Design 


• Continue to demonstrate sustainability.  Demonstrate the desire and the related actions that 
encourage creativity of approach, adoption of the most appropriate technology, encouraging 
flexibility and incorporating transparency.  Demonstrate a need and desire to collaborate with 
other states and with the federal government to continuously improve the quality of health care 
and the efficiency of providing quality health care 


• How will the HIE work to keep costs down and not line the pockets of consultants and health 
systems? 


• Let us know what kinds of public funds or revenue models are available to fund HIE on a long-
term basis. 


• We will need to consider issues related to HIPAA and Psychotherapy Notes.   Another complex 
area has to do with psychological assessment, test data and copyrighted test materials. 


• Plan lifecycle for testing -   - Identify scope (resources, components, data, etc)  - Build prototype 
(software, hardware, etc)  - Test, Implement, Review, Corrections  Plan lifecycle for production - 


 
Security & Privacy 


• I'd be concerned about personal details of life history being too readily available in a central 
system. 


• Test run and final proof test of the system's integrity and security from invasion of virus and 
from piracy of hackers. 


 
Other  


• Meaningful use will include the ability of the patient to get their medical record electronically 
(limited).  


• Plan for Health 
• outcome measures including selected test results and functionality similar to the SF12 


 
 
e. Other comments  
Security & Privacy 


• I think consumers should retain choices and have informed consent regarding the level of 
integration they desire for their mental health records.  While being able to integrate care with 
other providers can be beneficial, mental health records are also subject to misuse in other 
contexts. 


• A true single payer system would all but eliminate the need for security.  I sincerely hope that 
the abortion that passes for "reform" continues and makes Medicare available to everyone as 
soon as possible.  The primary reason for medical record security, IMO, is the need to attempt to 
thwart insurance company prejudice.  Early in the aids "epidemic" I felt, and still do, that it 
should have been treated as a public health issue and that the extraordinary efforts to keep 
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infection secret was a mistake, protecting no one, and slowing the research efforts that struggled 
for funding.    Open this puppy up as soon as you can.  I've benefited greatly from the integrated 
system Kaiser has installed since I joined 20 years ago.  I receive better care more quickly as a 
result; more specialists are able to consult at a far lower cost as a result; errors are caught and 
corrected even before they occur because the system is in place. 


• As a psychologist, I have serious reservations about statewide exchanges of information. 
Professional issues related to privilege and confidentiality must be considered. In addition, HIPAA 
security rules involving who can access what information should have special provisions for 
mental health information to ensure security to more rigorous standards 


• I am totally against what the guidelines say is the purpose of this exercise.  I like the system 
used in Taiwan, where every individual has their own health information card, thus having total 
control of who gets their health information.  The information itself must be stored somewhere, 
but it can only be accessed by the card.  I don't know how they handle emergencies when the 
card is not available, but that can be investigated. 


• I don't want the State of Oregon to see my private health records, if you put that on this system, 
Internet, some one will hack in to it and have all our personal information.  I suppose you will 
share this info at the Federal Level. This info needs to stay with my Doctor. 


• I would like to protect client confidentiality as a psychologist and not share patient records or 
information. 


• I'm not really sure what should be done, but I do think it needs to be gradual and the 
information cannot simply move from one to another over night. I still think a patient's right to 
privacy is very important, but will still be respected if hospitals and clinics act together in their 
information exchange, rather than independently. This will not only allow care to be more 
efficient, but it will also decrease the number of repeated or unnecessary treatment due to holes 
in patients' records. 


• Mental health information requires separation from the general record.  There should be limits on 
who can access this, and it should not include general practitioners without consent from the 
patient. 


• Mental health information should be subject to special safeguards for privacy and confidentiality. 
• Mental health records should be treated differently from other medical records due to the 


confidential and privileged nature of the communications in therapy. 
• No other information would be appropriate without client consent. 
• Patient should have access to their data and control of data sharing from phase one onwards. 
• Restriction / regulation on exchange of mental health and HIV patient information between 


entities, organizations, other HIE systems, and NHIN. 
 
Design 


• Phase approach is THE way to go.  First phases will probably be based on what organizations 
have available in HL7 format so try to be flexible and accept all of those instead of just taking 
Lab, notes, Rad, etc. 


• Adopt a common format (CCD, CCR, etc.)    Permit scanned pdf files for on screen review 
• gradually introduce data as recognized per HITSP 
• I would like to see a process by which a state entity oversee and manages a HIE, regarding what 


types of information is most useful by phase, I think a group consisting of practicing physicians 
from various specialties would be best to determine priority. 


• In the mid-2000's dozens of HIE and HIT plans were written by people who know how things 
ought to be. Few were implemented because of no sufficiently compelling business model. 
Despite the hoopla, it is not at all clear ARRA has solved this problem. Be very very practical.    
Self-interest: use funding for shovel ready projects that will meet b above. 


• Launch the HIE for portal viewing for users once a threshold of 35-40% of the population 
Electronic Health Records are created through the information available in the repository 


• Links to immunizations database 
• Oregon HIE should declare the standards to be used for any exchange as the nationally 
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recognized HITSP recommendations; with no deviation from these standards. 
• Starting simply with perceived wins will be critical to building support among providers and 


getting the laggards to implement electronic records.  the second phase will bring huge benefits 
in incorporating outside records and reducing the human element in scanning or attaching faxes 
to patient records - by the end of phase two there should be few left outside the HIE.  In the 
later phases of HIE the realization of community wide disease management and reporting will 
come to fruition.  The successes of the early phases an lay the groundwork for the cooperative 
working environment required here. 


• Take it slow to ensure the system works and is secure. 
• Use of HL7 standards, use of open/non proprietary standards for information exchange and 


storage (examples such as www.openhre.org , www.hl7.org), engage software vendors from day 
one of the HIE proposal with the understanding of open and non-proprietary standards to be 
used, standards for ease of use including the incorporation of human interface standards and 
research 


 
Other 


• Desperately need full integration between physical and mental health - all one body and 
shouldn't be looked at separately.    Also need a holistic approach - medicine, treatment, 
therapy, lifestyle, etc 


• Don't know enough to have an opinion about it 
• I am not sure how to deal with the issue of insurance coverage.  This frequently changes, and it 


would be difficult to keep up date.  Incorrect information could prevent appropriate care for 
some individuals. 


• I find it troubling that we are planning to undertake HIE for clinical data when 8 years post-
HIPAA administrative transactions, we have a relatively small rate of adoption. 


• I have no idea whether I have been responsive to this "phase" question.  Maybe you were 
thinking that certain geographical areas would be early phases. 


• Many patients are now filling at multiple pharmacies creating a great deal of risk for medication 
conflict. Further, emergency room staff are at a great disadvantage not knowing what 
medications are in their patient, or about allergies. 


• My comments and expertise don't apply yet to what type of information. Purely, how the State 
plans to leverage the OHN 20.2 million dollar infrastructure...and it's own huge investment 
(match and ops funding) in the infrastructure. It should be leveraged and integrated into the 
final solution. 


• Recommend continued special focus and support for underserved rural communities.     Really 
appreciate the work of the Oregon Health Network on infrastructure 


• My only reason for not submitting an opinion is that I am not familiar with various stages of HIE 
development and their pros and cons. 


• The Electronic medical record should be designed to empower patients to make informed 
decisions regarding their health, and for the effective dissemination of public health efforts.  An 
explicit goal should be for the HIE to be used by individual citizens, at home on their own 
computer, as a means to monitor and improve health, with access to reliable information on 
exercise, nutrition, mental health, neo-natal, preventive screening, diagnosis, etc; disseminated 
in a targeted manner based on user medical profiles. 


• The primary objective for the exchange of clinical data must be to provide better patient care. 
Lowering costs is also a secondary consideration. 


• There are many HIE efforts across the country, as you know. It would seem that it would be of 
benefit to HITOC to query those existing HIE efforts about what providers have indicated have 
been the critical data sets they have found most useful.  In addition, I would hope that parallel to 
the effort to understand what providers wish to see for data, we would be querying consumers 
about what they want to see in a PHR (literature indicates Meds, Labs, Allergies, Health 
Maintenance Reminders). 


• This is fairly complicated question. I feel we need to understand the type of information required 
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to support the HIE which brings the most value to the users.   Structured has provided examples 
of the HIE's in other states to Carol for review.     I think the phased approach is on the right 
track and if services can be rolled out over time that would be good, but we need to get 
something to the market quickly is key.     I would also suggest that a tentative application (like 
Epic for example) is selected to begin to understand the cost of supporting the application and all 
the users. 


• Tiering above is based on my thoughts about both priority and perceived difficulty of information 
exchange for each dimension listed. 


• Transparency has been an issue as well as the lack of a seeming desire to allow public input 
(such as no time allocated on the agenda for public testimony; added after the fact).  Also, 
discussions (at least at the second HITOC meeting) were, for the most part, industry versus 
consumer/patient centric.  There appeared to be a lack of involvement of payers in crafting a 
sustainable solution.  While discussions have been primarily clinically centric, the payers play a 
key role especially when it comes to assisting with the funding necessary to adopt a sustainable 
model. 


• We need to examine the burden of data collection on providers and define a maximum amount 
of time per setting where data collection is required - if we do not force a limit, the amount of 
clinician time spent in documentation will continue to exponentially increase, reducing the 
amount of time for professional care-giving. 


• Widespread adoption and use of interoperative EHR would be required as soon as possible. 
• Working in the Emergency Services arena it is always challenging to get up to date information 


for incapacitated patients. 
 
6. How do you anticipate participating in the HITOC’s process?  [ANSWERED “OTHER”] 


• Others in are organizations are actively in HITOC 
• As a board member of OCHIN 
• Implementation of HRBO over next 12-15 months with reports to HITOC 
• Will be limited in ability to participate in all these ways due to other obligations, however will try 


to as much as possible 
• Could beta at our facilities 
• Serving on workgroups or task forces relevant to Health IT 
• participating in work groups 
• Participating in workgroups (this was announced up front but I do not see it listed here as an 


option for participation) 
• Participate in HITOC WGs and planning processes as appropriate 
• Volunteering for HITOC committee(s). 
• Either myself or designee will participate, if invited 
• Any way a non-medically trained but primary stakeholder is permitted to do. 
• A state wiki for the HIE might be a great tool for brings many collaborators together 
• through my professional organization 
• I would like to see better representation of psychologists and mental health providers. 
• Working with my healthcare system. 
• FYI: Meetings conflict with our board meetings. 


 
7a. The following is a list of possible approaches to gathering stakeholder feedback on draft 
strategies and decisions.  Please indicate your preferences by selecting one from each drop-
down list.   [ANSWERED “OTHER”] 


• webinar approach with Q&A interaction via text and audio 
• email (particularly when reviewing drafts/documents) 
• email communication 
• Video conferencing 
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• What happened to the workgroups that the Governor's Office, the legislature and the HITOC 
executive director indicated would be formed? 


• Web-enabled/teleconference participation in in-person meetings via the ITV at local DHS offices 
• Integrative approach (using all four) is the best 
• Much of Oregon is rural: beware of slow net connections.  Meetings will be dominated by 


specialists.  The patient, the consumer, is, after all, the primary stakeholder. 
• Use of a registered user wiki to write and contribute documents, polls, information that is less 


dependent on time or location 
• Forum for written testimony, proposals, comments, etc. 
• Tailored. Some can help with initial thinking. Others are reactors. 
• We would like a HITOC rep to address our HIT Technical Advisory Committee in one of our 


future Webcast meetings. 
• Reviewing draft documents sent by email. 


 
7b.which times would be most convenient?  [ANSWERED “OTHER”] 


• the more advance notice possible the more likely it is to work it in to my schedule 
• Weekend sessions in metropolitan areas 
• but am part of Oregon Psych Assoc who might from the relevant committee 
• If meetings, in the evening (since I'll likely have to travel to Portland or Salem). 


 
 
7c. which location(s) would be most convenient for you?  [ANSWERED “OTHER”] 


• would travel if able - but the more travel time, the less likely could attend 
• Use interactive video via Oregon Health Net. 
• Web/video/teleconference easiest from Eastern Oregon - Bend is Central, not Eastern.   Easier to 


go to Portland, especially with winter road conditions. 
• If in-person meetings are held, it would be important to hold them at a variety of locations, with 


the capability to join via conf call or video conference 
• central state location 
• Rural areas MUST be included.  In some respects, their residents stand to benefit most. 
• Would not likely be able to attend in person meetings, due to other duties. 
• Meetings need to be held around the state, not just in the Valley 
• Duties would not allow in-person meetings 
• Pendleton 


 
8a. You indicated an interest in participating on a stakeholder panel.  What are your areas of 
interest and/or expertise?  [ANSWERED “OTHER”] 


• I am an expert in implementing outpatient EHR, redesigning workflows and change 
management. 


• Setup of a State Health Care Record Ombudsman Position with legal backing via new State Law 
protecting Oregon PHR and EHR data 


• I have an MBA in Technology Management 
• I have a wealth of information at my fingertips - AHIMA and CMS 
• I am the Program Director for the OCHIN participation in the HRBO and would like to see the 


HRBO be included in planning for HIE options 
• Provider Practice Conversion/Implementation of Electronic Health Records 
• At this stage, I'd limit access by insurance companies that do not provide care directly. 
• Health Information Management Perspective 
• Interface and usability designs for the system 
• We are experts in data networking, security and storage 
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• In some areas, I would bring additional resources to add technical expertise. 
 
10. We are developing a list of FAQs to help inform people about Oregon’s HIE efforts.  What 
would you like more information about? [ANSWERED “OTHER”] 


• Spend about 20 hrs/week keeping up with State/National postings about the HIE. 
• What changes consumers in Oregon can expect to see (not general information but what Oregon 


plans to offer) 
• How protected health information will be handled such as mental health therapy notes. 
• Interested in many of the above as a consumer, but professionally interested in the items 


checked 
• The broadband infrastructure assumed to support HIE, but that doesn't fully exist 
• how individual practitioners can participate in the system 


 
11. Do you have any specific questions you would like us to address in the FAQs?  
[ANSWERED: Yes, please type your questions below] 


• When will subcommittees to HITOC be determined and staffed? 
• Provider offices frequently ask me how they can access financial assistance - they need a simple 


to follow, step by step process (financial assistance for initial EMR implementation but also for 
additional product/functionality implementation).  They are also very interested in making sure 
they get all the incentive payments they qualify for. 


• What changes consumers in Oregon can expect to see (not general information but what Oregon 
plans to offer) 


• How protected health information will be handled such as mental health therapy notes. 
• The broadband infrastructure assumed to support HIE, but that doesn't fully exist 
• 1-Does HIE continue receiving support from the Federal Government?  2-What happen to Oregon 


State HIE effort if The United State Congress does not pass the current National Health Care and 
Health Insurance reform? 


• What transport mechanisms are envisioned for the exchange of information?  When the source of 
the information to be exchanged is not already digital, how will the interchange take place?  Will 
implementation of EHR be required for participation in HIE? 


• Perhaps provide the final 'phasing' plan to be used, along with the rationale for choosing the 
steps in the order that will be implemented. 


• Why a patient/ consumer should participate in an HIE.  What are the benefits to patients 
participating in an HIE.  Is Patient information safe in an HIE.  Who can see my information? 


• What is the cost for the consumer, and our state of Oregon the tax payer.     Who is pushing this 
agenda, Federal ,State.     Why the rush, seems like everyone wants to hurry everything along? 


• How would patients have access to correct errors.  How would they know of errors? 
• More detailed information on the grant process and transparency in how funds are used. 
• You need to clearly address consumer privacy protections and the benefits to the consumer to 


establish an infrastructure that allows broad access to their health information to improve their 
care.  You need to address how consumers can become more involved in their health and quality 
of life such as through using on-line health tools and personal health records.  You need to 
address compliance with Oregon and other federal privacy laws (such as special protections for 
mental health information, HIV/AIDS information, genetic information, certain minor information, 
etc.). 


• Assistance and opportunities for rural health care HIE 
• The area of HIE and Health IT is important, challenging, dynamic and evolving very rapidly.  I am 


active in several national HIT initiatives. I would like to help more in our statewide HIE planning.  
Please contact me or let me know how I can help in achieving state HIT goals.    Thanks, 


• How are the funds going to be spent? 
• I am a physician practice exploring the adoption of an Electronic Health Record program, what 


should I look for to ensure our EHR investment remains long-term and conforms to state/federal 
interoperability standards?    What is meaningful use? (when meaningful use is defined)      What 
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are some communication strategies for my patient base to ensure HIE is not compromising 
privacy. 


• Since quality of care, the cost of care, both are favorably affected by this technology, why on 
earth are incentives required.  Make it mandatory, share technical solutions, but don't be so quick 
to spread money around.  It should be a cost of doing business. 


• The integration of an HIE with other services that just medical, such as behavioral health and 
community support/services. 


• A key metric to evaluate the HIE is its net effect on consumer/provider relations.  Does the HIE 
empower, disempower, or remain neutral toward the accessibility of information by the consumer 
regarding their own health and health care options?    Is optimizing public health and promoting 
individual health choices part of the HIE structure and planning? 


• Are mental health records being considered?  How are the barriers for individual practitioners 
being addressed? 


• How will issues unique to the utilization and provision of Mental Health care be represented in the 
design and implementation of HIE and other HIT systems? 


• How will sensitive treatment information related to mental health receive higher levels of 
protection within integrated data systems. 


• How will we be sure that protected health information only gets into the hands of those who 
need it? 


• How will privacy and confidentiality in mental health records be safeguarded? 
• What is the State's "master" broadband and HIT plan, which is guiding this process?    How will 


the State leverage its existing HIT and core broadband infrastructure to reduce 
redundancy/overbuilds (reduce waste) and maximize quality and reach?    Is the State prepared 
to financially support, in some capacity, for the expansion of the high-quality broadband 
infrastructure necessary to support the effective deployment of a state-wide HIE solution? 


• If small-scale or independent providers are expected to shoulder the burden of whatever system 
the state chooses. 


• how individual practitioners can participate in the system 
• Will independent practitioners be excluded from participating if they do not have computer 


access 
• What specific plans does HITOC have to ensure this is an Oregon HIE and not a Portland-Salem 


HIE?  Soliciting feedback from all stakeholders statewide is very important, but so is utilizing that 
information from the feedback and actually ensuring the rest of the state is included in the plans 
and process, and is actually connected to the Oregon HIE. 


 
12. Please provide any additional comments or suggestions you may have to better our 
process: 


• DOC has a population with significant medical and mental health needs who will be returning to 
their communities upon release. 


• Follow through when questions or requests are submitted would be greatly appreciated.  As an 
example, I submitted a question a month ago and have yet to hear a response back.  
Communication is inadequate and raises concerns regarding transparency. 


• Good luck.  And, please, keep in mind who your ultimate obligators are: the consuming public. 
• Have a way to pass on this information quickly and easily to others that might be interested. 
• Host an initial state-wide Oregon HIE kick off meeting that invites all existing HIE organizations 


to participate. 
• I am excited at the opportunity we have to change the quality and accessibility of medical care 


our patients will receive. 
• I am very excited about these times and opportunities! 
• I really like what I see so far from HITOC and our state...  Initially there was a lot of speculation 


and anxiety on what Oregon's plans and activities were going to be with HITECH funds, and what 
they would mean to various stakeholders; however I think how HITOC has been handling this 
process and their plans going forward will continue to resolve those concerns and ensure Oregon 
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makes the most of the federal funds while delivering value to all stakeholders (and hopefully not 
just stakeholders in the Portland-Salem region). 


• Is there going to be some sort of stakeholder board that will oversee the state's HIT/HIE efforts? 
Getting initial and ongoing stakeholder input/involvement and support will be critical to the 
success of this program and vision. 


• Let's roll! :-) 
• Multiple sources of clinical data for individual patients will be challenging.  Trust, integrity of input 


and ownership of data will need to be addressed.  We need to all wear hospital gowns at some 
point during our conversations. :) 


• Oregon has been talking about HIE and HIT since 2005. Avoid the hype and find some small 
doable bites. 


• Please pay scrupulous attention to privacy and the security of electronic documents. Please pay 
scrupulous attention to sequestering patient data that requires separate and specific releases. 
Please be extremely attentive to providing informed consent so that patients are aware of how 
widely their personal health information is distributed. Please emphasize the "privacy" part of 
HIPAA over the "portability" aspect. 


• Really appreciate this easy stakeholder survey.   Thanks for using technology well.   Really 
inclusive of those of us in rural areas far from Portland/Salem. 


• Thank you for the time and energy you are all bringing to the process. 
• Thanks for asking. 
• Thanks so much for inviting this feedback.  I have attended one of the meetings and really 


appreciated the graphs of previous data.  I hope you will make this information accessible in 
briefer summary forms that can be distributed to providers via their professional associations - 
ours is the Oregon Psychological Association.  Thanks again. 


• Thank-you for the invite and your time in reviewing feedback. 
• Want to emphasize that I think mental health records need to be treated with even greater 


sensitivity and protection than many other kinds of medical records 
• Well done survey....bravo! 
• Would like to see a consumer education and awareness communications plan. 
• Would like to see support for HRBO upon expiration of the CMS Transformation grant.  HRBO is a 


subset of HIE, but will not compete with or satisfy more comprehensive HIE efforts. 
• You may want to survey the public, like me, separately from other stakeholders. 


 








Why Health IT? 
 
Health information technology (health IT) allows comprehensive management of medical 
information and its secure exchange between health care consumers and providers. Broad 
use of HIT has the potential to improve health care quality, prevent medical errors, 
increase the efficiency of care provision and reduce unnecessary health care costs, 
increase administrative efficiencies, decrease paperwork, expand access to affordable 
care, and improve population health. (from ONC website) 
 


Health Reform Goals within 
HB 2009 


HIT and HIE as Tools to Enable 
Reform 


            Outcomes 


Direct steps to lower the cost of 
medical inflation as well as actions to 
establish foundational delivery 
system infrastructure to support 
coordinated cost containment 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Develop standard formats and 
processes for eligibility verification, 
claims, payment and remittance 
advice transactions and electronic 
administrative transactions 
 
 
 


Effective use of the growing array of information 
technologies in health care enables clinicians to: 


 Ensure a newly prescribed medication 
does not conflict with existing 
medications. 


 Avoid duplicate tests because the 
previous results can be transmitted 
electronically. 


 Readily access clinical guidelines and 
other evidence-based information most 
relevant to the patient’s current condition.  


 Avoid medication and other errors due to 
illegible or misinterpreted handwriting. 


 Improve continuity of care by being able 
to exchange information with patients’ 
other providers. 


 Receive reminders about preventive 
services that patients are due to receive. 


 Receive alerts when a prescribed action 
may be contraindicated. 


 Improve clinical workflow processes to 
achieve greater efficiencies while also 
improving outcomes. 


 Access a patient’s record from home 
when receiving a call at night. 


 
In addition, HIT has the potential to reduce health 
care spending by increasing efficiency. A few 
examples of opportunities to use HIT to reduce 
administrative and clinical costs for hospitals or 
practices include1: 


 Directly dictating to an electronic health 
record versus paying for transcription 
services. 


 No longer having to pull, manage, and 


In 2007, the Office for Oregon Health 
Policy and Research and the Oregon 
Health Quality Corporation sponsored a 
study of the potential impact of 
widespread HIT on health care 
spending in Oregon.  The researchers 
found that the widespread adoption of 
advanced health information 
technology, including electronic health 
records (EHR) systems with 
capabilities for the authorized and 
secure electronic exchange of 
information between hospitals, 
physicians and other service providers, 
could result in a net savings of $1.0 to 
$1.3 billion per year within 12 years.  
This level of savings would yield a net 
reduction of 4.3% to 5.9% on Oregon’s 
health expenditures 2 
 
Standardizing forms and processes for 
administrative transactions.  Potential 
cost avoidance: up to $42M in 3 years, 
up to $350M in 10 years3 


                                                 
1 Adapted from: Minnesota e-Health.  2008.  Vision to Action: The Minnesota e-Health Initiative, Report to 
the Minnesota Legislature.  Minnesota Department of Health.  . 
2 D. Witter and T. Ricciardi.  2007. Potential Impact of Widespread Adoption of Advanced Health 
Information Technologies on Oregon Health Expenditures.  Oregon Health Care Quality Corporation and 
Office for Oregon Health Policy and Research.  Available at: http://www.q-corp.org/q-
corp/images/public/pdfs/OR-HIT%20Impact%20Final.pdf 
3 Calculations based on findings from: Minnesota Department of Health Staff.  (2007, November 13).  
Administrative Efficiency Background Information Prepared for the Health Care Transformation Task 
Force. 







store paper records. 
 Reducing duplication of services and 


repeated tests. 
 Experiencing enhanced revenue capture 


and fewer claims denials. 
 Having fewer pharmacy call-backs. 
 Increasing productivity by decreasing 


time spent tracking down health 
information. 


 Alerting physicians if a generic version of 
a prescribed drug is available. 


 Contributing to lower malpractice 
premiums. 


Create a Clinical Improvement 
Assessment Project to develop and 
adopt standard sets of evidence-based 
guidelines  
 
 
 


Effective use of the growing array of information 
technologies in health care enables clinicians to: 


 Readily access clinical guidelines and 
other evidence-based information most 
relevant to the patient’s current condition.  


 


    * Among the four clinical conditions 
studied—myocardial infarction, 
congestive heart failure, coronary artery 
bypass grafting, and pneumonia, higher 
technology scores were generally 
associated with decreased adjusted 
odds ratios for fatal hospitalizations. 
    * Among all hospitalizations, a 10-
point increase in automation of notes 
and records was associated with a 15 
percent decrease in the adjusted odds of 
hospital death. 
    * Hospitals with more advanced 
order entry capability experienced 
decreases of 9 percent and 55 percent, 
respectively, in the adjusted odds of 
death for myocardial infarction and 
coronary artery bypass graft 
procedures. 
    * Facilities with higher scores in 
decision support were associated with a 
16 percent decrease in the adjusted 
odds of complications for all causes of 
hospitalizations. 
    * For nearly all clinical conditions, 
higher scores on automated test results, 
order entry, and decision support were 
overwhelmingly associated with lower 
hospital costs.4 
 
Clinical Improvement Assessment: to 
promote use of evidence- based health 
care.   
 Potential cost avoidance: up to $650M 
in 3 years, up to $4.2B in 10 years.5 
(Electronic clinical prompts of 
evidence-based guidelines have the 


                                                 
4 R. Amarasingham, et al.  2009.  Clinical Information Technologies and Inpatient Outcomes: A Multiple 
Hospital Study.  Archives of Internal Medicine 169(2):108-14. 
5 Schoen, C., Guterman, S., Shih, A., Lau, J., Kasimow, S., Gauthier, A., & Davis, K. (2007, December).  
Bending the Curve: Options for Achieving Savings and Improving Value in U.S. Health Spending.  The 
Commonwealth Fund. 







greatest opportunity for maximizing 
cost savings and quality 
improvements). 


Establish a Payment Reform Council 
and work with provide sector to 
develop strategies for reforming 
health care payment systems 
 
 
 
 
Develop uniform contracting 
standards for the purchase of health 
care, including quality standards and 
performance measures, evidence-
based guidelines and a statewide 
drug formulary that may be used by 
publicly funded health benefit plans.   
 


Modifying that payment system to reward cost-
effective providers who are able to deliver high-
quality, high-value care can encourage the types of 
cost-effective practices that will improve 
population health and reduce spending over time.  
Using data derived from HIE, payment reform 
strategies can be effectively developed and fairly 
applied. 
 
Uniform contracting can ensure that health 
information is being exchanged in compliance 
with meaningful use standards, and will enable 
purchasers of health care to make purchasing 
decisions based on performance and value. 
 


 


Restructure systems to provide 
comprehensive services for patients 
with multiple conditions in one 
clinical location.  Develop policies 
and incentives to integrate behavioral 
health care 
 
 
 
 
 
 
 
 
 
Support Community Health Worker 
programs that recruit and train 
members of underserved 
communities to provide culturally 
and linguistically competent health 
services within that community. 
Promote population-based 
approaches and ensure language 
access by creating statewide pool of 
certified interpreters and utilizing 
technology for telemedicine 


HIT can also have tremendous value in increased 
patient satisfaction and patient engagement by: 


 Enabling the patient to access their health 
information online, including links to 
tailored prevention, disease management, 
and other information resources. 


 Allowing patients to contact their 
providers through email. 


 Synchronizing information as a patient 
moves between a clinic, hospital, and 
long-term care facility and making the 
patient’s records available at whichever 
site the patient visits. 


 Easily graphing and displaying a person’s 
key biometric data over time. 


 
Effective use of the growing array of information 
technologies in health care enables clinicians to: 


 Support delivery of telehealth and 
telemedicine services, enabling patient 
access to care otherwise unavailable in 
their community. 


 


 


Establish and continuously refine 
uniform, statewide health care 
quality standards for use by all 
purchasers of health care, third party 
payers and health care providers as 
quality performance benchmarks. 


In the future, stakeholders, including 
consumers, purchasers, providers, 
policymakers, researchers, accrediting and 
oversight bodies, will rely on transparent 
reporting of quality performance and quality 
improvement to inform their decision making 
about care. Information technology and the 
sharing of health information across a network 
of regional health information entities using 


 







data from electronic health records (EHRs), 
personal health records (PHRs), and strong 
clinical decision support (CDS) systems will 
assist providers in ensuring that the right care 
is delivered to the right patient - every time. 
Consumers and policymakers will use these 
same systems to understand how well the 
nation as a whole and individual providers are 
doing in improving care and health status in 
accordance with national, regional, and local 
priorities6. 


Develop an All-Payer Claims 
Database 
 


An All-Payer Claims Database can be 
developed as a integrated function within an 
HIE structure. 
Benefits of an All-Payer Claims Data 
Collection Program:   
 Helps businesses to know where they 


stand with respect to their coverage’s 
costs and included services. 


 Allows businesses to choose insurance 
products for employees based on price 
and quality. 


 Provides consumers with access to 
information to help them make informed 
decisions with their health care providers 
about which providers and treatments are 
most effective and efficient. 


 Supports provider efforts to design 
targeted quality improvement initiatives. 


 Enables providers to compare their own 
performance with those of their peers. 


 Eables the OHA to identify communities 
that provide cost-effective care and learn 
from their successes 


 Allows for targeted population health 
initiatives.  


Allows reform efforts to be evaluated so that 
successful initiatives can be identified and 
replicated. 


 


 
 


                                                 
6 American Health Information Community (AHIC) Quality Workgroup Vision Summary Document 
(January, 2007). 








HITOC Stakeholder Conversations 
December 9, 2009 


 
 
Stakeholder Conversation Brief Summary 


 
Multiple conversations were held during October November and December regarding 
key questions related to the HITOC Strategic and Operational planning effort and the 
development of a statewide solution. Stakeholders included representatives from 
Legacy Health System, Oregon Association of Hospitals and Health Systems, Samaritan 
Health System, Providence Health System and Providence Health Plans, Umpqua One 
Chart, OHSU, CareOregon, Kaiser Permanente, Northwest Health Foundation, Oregon 
Business Council, Quality Corporation, Oregon Coalition of Health Care Purchasers, 
Mid-Columbia Medical Center and Greenfield Health.  Informal feedback has been 
received from many other stakeholders as well. 
 
The conversations included considerations of proposed governance models, potential 
incentives, overarching concerns, quality, prioritization and implementation. 
 
Governance Models:  
Multiple points of view, but most expressed support for a public/private entity with a non-
profit governance structure. 


• Federated 
• Public Utility 
• Leverage existing efforts 
• Public/Private solution 


 
Funding 


• Model largely dependent on funding and sustainable business case 
• Concerns regarding ongoing funding viability 
• Multiple points of view regarding ongoing funding mechanisms 


 
Concerns 


• Coverage in rural Oregon 
• Privacy and Security 
• User adoption 
• Exchange of larger amounts of data will lead to more complex issues 
• Ownership and control of data 
• Data flow across state borders 


 
Implementation/Priorities 


• Recommendation to take an incremental approach-don’t try to do everything at 
once 


• Meaningful use is a key driver 
• User adoption challenges 
• Privacy and Security 
• Quality measures 
• Increase public health 


 







 
 








HIE Stakeholder Interview Summary – OHPR DRAFT 1


Health Information Technology  
Oversight Council 


December 9, 2009 
 
 
Stakeholder Conversation Brief 


 
Multiple conversations were held during November and December regarding key questions 
related to the HITOC Strategic and Operational planning effort and the development of a 
statewide solution. Stakeholders included representatives from Legacy Health System, Oregon 
Association of Hospitals and Health Systems, Samaritan Health System, Providence Health 
System and Providence Health Plans, Umpqua One Chart, OHSU, CareOregon, Kaiser 
Permanente, Northwest Health Foundation, Oregon Business Council, Quality Corporation, 
Oregon Coalition of Health Care Purchasers, Mid-Columbia Medical Center and Greenfield 
Health. 
 
The summary responses and themes fall under key themes including proposed governance 
models, potential incentives, overarching concerns, quality, prioritization and implementation. 
 
The following ideas are taken from the conversations, some editing was done for readability 
only; every effort was made to maintain intended meaning. 
 
General Comments: 


 
Governance 
The Network of Networks is a good model, but the federated model is also a good option. In 
the federated model, a statewide IT unit is primarily responsible for architecture, common 
infrastructure and services, and standards decisions, while each agency IT department has 
primary responsibility for application resource decisions. Agency IT managers report into the 
agency director as well as the central IT organization 
 
Prefers the public utility model as it draws on the resources from a variety of entities. Sees too 
many limits in the private model as it does not vest enough shared-responsibility/trust into the 
public sector. 
 
Governance is likely to be dictated by funding—it is almost impossible to separate the two.  
 
The hierarchical picture suggests that a lot of state monies will be filtering down. None of local 
HIEs are non-profits. They have been created because a local business entity found them 
necessary. Is there a business model, something funded by local entities where you buy a seat 
at the table and use the government to buy a seat at the table for consumers, etc.? With 
financial buy-in people will have a real stake in the success of HIE endeavors. 
 
Current proposed structure looks like a giant layer of bureaucracy. 
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Local HIEs: Portland HIE, Providence (statewide single HIE) wants to contribute and consume 
from other HIEs. 
 
A central repository brings about many more issues rather than serving as a record locator or 
federation assistance. 
 
Anyone from Portland should have access to the RIOS in Portland. 
 
If re-drew, half was the regional HIE, other half was the aggregate of the public side. Most of 
the money will need to come from the local HIEs. Health plan will not fund all of the HIEs, but 
maybe do something in the middle. 
 
The HIE needs to be statewide and have a greater value than local or regional market share. 
 
A federated model may have advantages working across state boundaries, which will be 
important in the Metro region and Eastern Oregon. 
 
Incentives 
The Medicaid/Medicare payments are incentives that will encourage utilization efforts.  
 
Potential incentives for provider adoption and utilization of these tools included paying 
physicians a transaction fee, involving physicians more in discussions and garnering 
information around what it would take for physicians to use HIT/EHR on a daily basis. 
 
Ultimately the system needs to develop the capacity to not only give physicians a reason to 
use HIT, but also a reason to depend on it. Linking the capacities such as the medical home, 
laboratory, radiology, etc. and establishing links between the various capacities. 
 
From a patient’s perspective, if they develop the expectation that when using their record their 
physician will have input information/data from their last and/or all previous visits, this will 
incentivize providers to use EHR. 
 
Recommendations for significantly engaging the business community included emphasizing 
the fact that health care is one of the principal uncontrollable costs to businesses right now 
(e.g. the cost of health coverage for employees, loss of productivity when employees are sick, 
etc.) Further, the Exchange and the public option were also identified as significant issues that 
will capture the attention of the business community. Finally, additional work to determine the 
value propositions for business community needs to take place. 
 
The Umpqua OneChart system is IPA funded and providers have an incentive to participate, 
which has been a major factor in their success and the degree to which HIE has penetrated 
within their system. 
 
Concerns/Input 
Concerned about the business model/financial stability of a proposed plan.  
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A statewide solution for a state like ours is a no brainer. 
 
Even when people have access to those databases and use them in their daily operations, 
their use is poor. A physician for example is not likely to look back at the complete record of 
their patient to ensure that there is nothing they aren’t aware of. Usability may be good, but the 
actual usership is poor. 
 
Compared to the RIOS experience of 2004/2005: This time there’s money from the feds, 
technology has developed, privacy and security concerns still remain. 
 
Don’t forget rural Oregon. 
 
Unless we really start to train providers to perform lookups as they walk into a room, the 
system will perpetually be underused. 
 
To get adoption we must envision a world where providers are attracted to use telemedicine. 
 
Does not believe that clinical prompts would actually change behavior. 
 
HIPAA Issues: If the system doesn’t know that a physician is a doctor for that patient, the 
system should indicate that a user is engaging in unauthorized use. 
 
How will utilization of HIT will impact malpractice issues? 
 
Non-health care workers have minimal faith as to the capabilities of the technology and its 
appropriateness in application. 
 
Other areas similar to ours also have their doubts regarding the potential success of this entire 
HIE endeavor. 
 
The business case for this is critical. 
 
Concerned that the constant exchange of the vast amounts of data could give rise to additional 
problems. Other entities with a lot of community data would feel the same way.  A solution to 
this concern would be a central data repository such as the NY model, to access data one 
time, or access and save the data. Building a standard interface to support information that is 
relevant to providers that can be easily identified, flagged and/or downloaded at the time of 
need. The more streamlined accessing the types of information providers want to use will 
promote the use of data acquired via HIE, as opposed to inhibiting the utilization of such data. 
 
Providers will not be inclined to click onto a separate link to access data for each of the 
respective entities/health systems participating in the HIE. 
 
Keep the existing support systems in place. 
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Reluctant to have state or any other entity act as a single repository holding all of the patients’ 
data, maybe the repository would contain patient information that the entities actually share. 
Happier with a model to share information as opposed to storing all data within a single 
repository. Noted that some entities have lost patient data before. 
 
How do you develop a financing model that meets these types of responsibilities? 
 
Suggestions regarding other models and approaches? 
The issue of regional exchange vs. state exchange—what will be enough? Is regional 
exchange or entity to entity exchange sufficient? It does not seem so in the grant. 
 
 
Leverage the benefit of identity management through claims, etc. Most entities utilizing HIT 
have their own sort of identity management system and there should be a way to connect to a 
master identity system. 
 
Need to ask ourselves: 


• What do we want to build? 
• What are our technology options? 
• How are we going to pay for it? 
• How do we want to govern it? 
• What are the legal and privacy issues, etc.  


 
From a funding perspective it makes sense to pay a licensure fee and an HIE fee. One fee for 
doctors ($100), PA/NP ($50) and one for nurses ($25). Maybe the health systems pick up the 
cost for an HIE licensure fee. 
 
Does not support transaction fees, but rather a uniform fee. 
 
HIE patient identification functions: MPI  vs. an algorithmic federated patient identification 
model. In terms of a patient identifier, the federated model seems to have more appeal to 
providers and patients. Most importantly, whatever we do it must be coordinated and in sync. 
There may be a phase-in period, but we don’t want to add additional administrative expenses  
 
Link into one single-repository that would serve as a greater common good to the state. 
 
Due to the immense level of interfacing capability development amongst IT products (in the 
past two years), it may be possible for a product’s portal that is open for business exchange to 
automatically begin exchanging with other products in the hub. Envision a giant central hub to 
aggregate these. 
 
An algorithmic approach will be the best way to succeed. 
 
eMPI: biggest problem was not establishing the number but losing the number. ID numbers 
were either split or two people shared the same number. 
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Humans will have to identify if the records are duplicates and merge or unmerge records. 
 
Consider those without government issued IDs such as undocumented people living in this 
country, those coming out of incarceration have no government issued ID for a period of time, 
which interferes with getting access to care during that period. 
 
How much information do you need to make available to identify each patient? 
 
Have different number at each facility but one overarching number across all. 
 
Can you build the “number” from unique identifiers composed of 5 main demographic 
categories or assign a random number? Assigning a random number would be easiest. 
 
The idea of exchanging the information without anyone owning the information will be the most 
challenging. 
 
 
How can the State support or drive HIE operations in areas of the state not currently covered
regional HIE efforts? 
Help reach out to rural Oregon, create nodes where there are no existing HIE’s, connect 
nodes, set standards that create benefit for all of Oregon. Consider legislative language that 
requires entities to engage. 
 
Seed capital grants for the creation of new organizations. 
 
AHRQ put a lot of money towards this and very few attempts were successful. 
 
Seed funding for low or no interest loans could help with adoption and help expand existing 
HIEs to rural regions. 
 
IPAs seem to be the best bet. 
 
Maybe once something is established the incentives could be effective, but otherwise just 
place monies towards the expansion. Need to grow where there is already capacity and 
interest. 
 
Incent existing HIE organizations to broaden their service area. 
 
Who is responsible? How do we reach out? What is the value proposition to connect them? 
For example if people in those communities never leave those communities. 
 
Sharing patients at various borders: in Portland we share patients with Southern Washington, 
in Ontario they share Idaho patients and in Medford they share patients with California. 
 
The value is where the patients are and where the patterns are. So, it doesn’t make sense to 
get the patient data from someone in a rural area to someone in Portland that is unlikely they 
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will need to access that patient’s data. Rather that person in the rural community may see a 
separate provider or health org. in an adjacent community and that is where the data 
connection and data share needs to be made. Maybe then it makes sense to have the 
patients’ data feed up into a state repository. 
 
OReHC  should provide operational HIE service functions because people in rural 
communities all over the state are using services statewide and this is happening everywhere, 
within health systems, even here. 
 
Majority of the use will be local with the exception of OHSU; all other systems are fairly 
statewide. Everyone reaches out to the Coast and the Gorge, and various others connect to 
certain areas throughout the state. 


 
Priorities for HITOC implementation 
Focus on the minimum and most significant amount of things in the short time frame that we 
have. Launch from there then introduce additional capabilities incrementally. 
 
Use the incremental approach as far as introducing and incorporating various capabilities such 
as POLST or immunization databases for example. 
 
They would further like to see an improvement in public health overall. Leverage the benefits of 
the data to drive change mechanisms to produce a much more noticeable change in public 
health, in order to evaluate the process for the prevention of disease, etc. Instead of thinking of 
individual patient populations, we need to begin to think about the greater purview of our 
population (states, communities, etc.). 
 
Medications and problems lists are a very strong tool for their practice. 
 
Data from the EPM system is likely to be much more up to date due to emergent services 
gathering lists. 
 
“Meaningful Use” States will have the ultimate responsibility to report on Medicaid 
reimbursements, but not Medicare. 
 
If the impetus is to help providers receive the reimbursements to Medicaid and Medicare they 
we need to also focus our attention around this area. 
 
More interested in a provider-to-provider exchange at the time of need. For example: one 
provider requests certain criteria per the other physicians chart that information is sent to the 
requesting physician and feeds into their patient’s chart. This is one of the most frustrating and 
relatively simple functions that remain missing within the existing designs/operations. 
 
What will be the cheapest to build and have the highest potential for functionality? 
 
Quality 
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Quality reporting is big picture for the logical integration of the data—clinical and 
administrative/claims data. 
 
Envisions that the quality metrics piece will take up to 2-3 years. Other states such as 
Wisconsin and Cincinnati, Ohio, have been unable to do the quality metrics. They end up just 
shipping their data file for others to compute. Then value was added to the data with an 
associated fee as part of the transaction. 
 
Once they trust “the middle” they want “it” to do the work. Possibly an incremental model to 
accrue trust of the system. 
 
A lot of medical groups are using online tools to access claims data—biggest in Oregon is 
Adventist. 
 
Could the central repository serve as an effective quality-reporting tool?  
 
Blumenthal recently came to speak with them and stated that he had three areas of focus: 
interoperability, quality and e-prescribe. 
 
The State Medicaid conference paid great attention to quality reporting and measurements, 
CHIPRA for example: 


i. Ultimate goal: Deliver the best care to our patients, meet the regulatory 
requirements, and ease the use for our clinicians.  


ii. **HIE makes it feasible for doing measurement off of real (clinical) data as 
opposed to claims data. 


iii. Better data, larger numbers… 
iv. Measures unequally burden primary care because that is where they land. 


Measures are fine as long as we are paying primary care appropriately 
with respect to these requirements.  


v. Real way to determine quality is to perform a chart review. Because in the 
chart is embedded how they really practice. 


vi. There’s chart review and there’s patient mix and everything else that 
needs to be considered. 


vii. Macro Markers: generic utilization, ER admission, hospital admissions, 
total costs, etc. (relatively simple stuff). 


 
 








Stakeholder Conversations


Carol Robinson and multiple 
stakeholders in November and 
December


Representing Hospitals, Clinics, 
HIE’s, Payers, Purchasers and other 
key stakeholders


Areas of conversation: Governance, 
Funding, General Input and 
Implementation/Priorities







Stakeholder-Governance
Multiple points of view


• Federated
• Public Utility
• Leverage existing efforts
• Public Private







Stakeholder-Funding
Model largely dependent on funding and 
business case
Concerns regarding ongoing funding viability
Multiple points of view regarding ongoing 
funding model







Stakeholder-Concerns
Coverage in rural Oregon
Privacy and Security
User adoption
Exchange of larger amounts of data will lead to more 
complex issues
“Ownership and Control” of data







Implementation/Priorities


Take an incremental approach-don’t try to do 
everything at once
Meaningful use
User adoption challenges
Privacy and Security
Quality measures
Public health
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