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Oregon State HIE Plan, Feb 3, 2010 


Unless otherwise noted, each underlined item is explicitly required in Appendix B of the State Health Information 
Exchange Cooperative Agreement Program Funding Opportunity Announcement (FOA).  Items marked 
“encouraged, not required,” have been included in ONC-sponsored guidance: the State HIE Toolkit 
(www.statehieresources.org). Items marked “Oregon-specific, not required,” have been added for state purposes. 


Oregon’s HIE Strategic and Operational Plan: Table of Contents 
The ONC requires a strategic plan and an operational plan.  We have combined these requirements into a 
topically-organized outline that maintains the distinction between strategic and operational components.  
All operational plan components are specifically noted, all other components relate to the strategic plan. 


 
Background: 


• State Context (Oregon-specific, not required):  Background on historical HIT and health reform 
efforts: HIIAC, HISPC, HITOC, OHN, HB2009 and the health reform activities 


• Environmental Scan: Thorough assessment of current status of statewide HIE services including 
the 7 key functions required in FOA: 


o Electronic eligibility and claims transactions 
o Electronic prescribing and refill requests 
o Electronic clinical laboratory ordering and results delivery 
o Electronic public health reporting (i.e., immunizations, notifiable laboratory results) 
o Quality reporting 
o Prescription fill status and/or medication fill history 
o Clinical summary exchange for care coordination and patient engagement 


• HIE Development and Adoption:  Vision, Goals, Objectives, Strategies for achieving HIE 
capacity and use 


o Specifically address the 7 key functions (see above) 
• HIT Adoption (Encouraged, not required): demonstrate how HIT adoption will be advanced as 


part of statewide plan 
 


Coordination: (Describe how State HIE will coordinate with the following programs) 
• Medicaid HIT Planning  
• State programs and Medicare 


o Medicare  
o Public health (CDC-funded) 
o Addictions and mental health (SAMHSA-funded) 
o Indian Health (IHS-funded) 
o State Medicaid/CHIP (consider MMIS, MITA) 
o Safety-net and other HRSA-funded state programs 
o CMS/ASPE Grant-funding for HIT implementation 
o Other state programs 


• Federal Care Delivery Systems (Encouraged, not required) 
o For example: Veteran’s Administration, Dept of Defense, Indian Health 


• ARRA Programs (Both Strategic and Operational components) 
o Regional Extension Center, Broadband access, Workforce, any other ARRA programs 


• Community HIOs, IDNs, HIE/HIT efforts (Encouraged, not required) 
• Other states (Operational) 
 


Domains (Each includes Strategic and Operational components) 
• Governance 


o Strategic:   
 Describe multi-disciplinary, multi-stakeholder entity 
 Accountability 
 Participation in NHIN 
 Role of HIT Coordinator 


o Operational: any ongoing development of governance: timelines, actions, milestones 
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Unless otherwise noted, each underlined item is explicitly required in Appendix B of the State Health Information 
Exchange Cooperative Agreement Program Funding Opportunity Announcement (FOA).  Items marked 
“encouraged, not required,” have been included in ONC-sponsored guidance: the State HIE Toolkit 
(www.statehieresources.org). Items marked “Oregon-specific, not required,” have been added for state purposes. 


 
• Finance 


o Strategic: 
 Short term and long term financing 
 Business plan enabling financial sustainability by end of project period 


o Operational:  
 Detailed cost estimates, timelines, operational plans for obtaining financing: 


including high-level budget, staffing plan, etc. 
• Technical Infrastructure 


o Strategic: 
 Prioritized HIE services (including 7 key functions listed at top) 
 Standards and certification 
 Architecture 
 Integrating Medicaid MMIS 
 Aligning with NHIN 
 State-provided services to streamline interoperability (e.g. public directories) 


o Operational:  
 Implementation timelines, milestones, interdependencies related to technical 


infrastructure 
• Business and Technical Operations 


o Strategic: 
 Operational responsibilities and roles 
 Meeting Meaningful Use 
 Leveraging existing HIE capacity 
 Using NHIN 
 Program and vendor management 
 Managing risk 


o Operational:  
 Implementation timelines, milestones, interdependencies related to staffing, 


procurement, policies and standard operating procedures 
• Legal/Policy 


o Strategic: 
 Privacy and security framework, including state and federal requirements 
 Modifications needed to state law 
 Policies and procedures needed 
 Negotiating with other states to enable exchange 
 Trust agreements between parties 
 Stakeholder endorsement of framework 


o Operational:  
 Implementation steps, timeline, interdependencies for legal entity, policies and 


protocols, etc. 
 


Project Schedule (Operational) 
• Timeline, activities, milestones, tasks,  
• Implementation budget, links to budget targets and milestones for funding 
• Identify interdependencies 
• Identify possible issues and risks 
• Address contingency plans and avoidance strategies 
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INTRODUCTION 
 


This document is intended to provide a high-level overview of Oregon’s health 
information technology environment for the purpose of informing stakeholders and 
policy-makers as they contemplate development of an Oregon HIT plan to facilitate 
electronic health record (EHR) adoption, health information exchange and 
interoperability.  This assessment is a compilation of information from multiple sources, 
surveys and interviews.  Supporting documents and reports will be made available as they 
are completed to provide additional detailed information.  This document and the 
environmental scan is a work in process that will evolve over time as additional 
information is developed.  Corrections and suggestions are encouraged.   
 
Oregon HIT Environmental Scan 
The Office for Oregon Health Policy and Research on behalf of the Health Information 
Technology Oversight Council is undertaking the environmental scan.  The scan involves 
a number of components including: 


• Oregon 2009 Ambulatory EHR Survey  
• Oregon HIT Assessment, 2009: Hospital and Health System Survey 
• Oregon HIT Assessment, 2009: IPA Survey 
• Oregon HIT Assessment, 2009: Health Plan Survey 
• Department of Human Services HIT Environmental Scan 
• Potential ARRA incentive payments to Oregon providers demonstrating 


meaningful use 
• Tracking of e-prescribing adoption and use in Oregon 
• Assess the role of two major Federal grants on Oregon HIT planning: Health 


Record Bank of Oregon (Medicaid Transformation Grant) and Oregon Health 
Network (FCC communication infrastructure). 


 
Health Information Exchange (HIE) Activities Inventory  
The second section of this document identifies HIE activities in Oregon that may be 
useful for HIT planning including strategies for health information exchange in Oregon 
that leverages existing resources and accelerates achievement of Oregon HIT goals.   
 
Additional information will be added to both the HIT Environmental Scan and the HIE 
Activities Report as information is received from key HIT stakeholders located 
throughout Oregon.  
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ENVIRONMENTAL SCAN HIGHLIGHTS 


Ambulatory EHR Adoption 
The 2009 Oregon Ambulatory EHR Inventory updates the earlier 2006 survey and collects additional information of the functionality 
of EHRs in ambulatory care setting.  The full report will be posted at http://www.oregon.gov/OHPPR/docs/OR2009EHRSurvey.pdf.   
 
The 2006 Oregon Ambulatory EHR Inventory provides a baseline for tracking EHR adoption in Oregon ambulatory care settings.  The 
2006 survey report is available at http://www.oregon.gov/OHPPR/docs/OR2006EHRSurvey.pdf.   
 
 
Domain Scope HIT Adoption or Role in HIT Adoption Adoption Gap or Comments 
Overall 
Adoption 


1,168 
responding 
practices & 
clinics, 
7,845 
clinicians  


2009 Survey: 65% of Oregon clinicians (physicians, nurse 
practitioners work in practices or clinics where EHRs are present 
compared to 44% nationally (CDC-2009)1.  38% of surveyed 
practices and clinics have EHRs.   
 
By 2011 respondents forecast that 54% of practice organizations 
will utilize an EHR covering 80% of clinicians 
 
Higher EHR adoption rates occur in health systems and affiliated 
practices, large practices, practices with multiple locations and 
multi-specialty or mixed primary care practices.   


2009: Oregon remains well 
ahead of national adoption of 
EHRs.  Barriers to adoption 
remain: cost, ROI & perceived 
value especially in solo and 
small practices.   
 


                                                 
1 Hsaio CJ, Beatty PC, Hing ES, Woodwell DA, Rechtsteiner EA, Sisk JE. Electronic medical record/electronic health records use by office-based physicians: 
United States, 2008 and preliminary 2009. Health E-Stat. National Center for Health Statistics, December 2009.  
http://www.cdc.gov/nchs/data/hestat/emr_ehr/emr_ehr.pdf.  
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Overall Level of 
Functionality 
- Basic 
- Full 


2009 Survey: 49%% of Oregon clinicians are in practices using an 
EHR with all “Basic” functions compared to 21% nationally 
(CDC-2009) using definitions reported in 2008 (NEJM-2008) 2.  
32% of Oregon clinicians are in practices with all “Full” functions 
compared to 6% nationally (CDC-2009).   


Fully functional systems are 
concentrated in larger practices 
and health systems.  


Overall Level of 
Functionality 
- Near Basic 
- Near Full 


2009 Survey: 55% of Oregon clinicians are in practices using an 
EHR with nearly all “basic” functions or better; 46% of Oregon 
clinicians are in practices with nearly all the “full” functions or 
better. 


Meeting the Basic or Full 
function criteria is attainable 
by many practices. 


Clinician 
Organizations  
- MD/DOs, 
PA/NP/CNMs 


1,008 
practices 
with 4,177 
clinicians 


2009 Survey: 38% of physician-owned/operated practices (54% of 
clinicians) are using an EHR, ranging from 26% for solo practices 
to 68% of practices with 10 or more clinicians.   
 
By 2011, respondents forecast that 53% of the clinician practices 
would utilize an EHR serving 72% of clinicians in clinician 
organizations. 
 


Issues include 
EHR Adoption: 
- practices without an EPM 
- practices with EPM, no 


EHR 
- self-developed EHR apps 
EHRs not certified 
- non certified products 
- current EHR version not 


certified 


                                                 
2 DesRoches CM, Campbel EG, Rao SR, Donelan K, Ferris TG, Jha A, Kaushal R, Levy DE, Rosenbaum S, Shields AE, Blumentahl D. Electronic health 
records survey in ambulatory care -a national survey of physicians. NEJM, 359:1, July 3, 2008. 
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FQHCs - 
Safety Net 
Clinics  


25 FQHCs 
& other 
safety net 
clinics, 328 
clinicians  


2009 Survey: EHRs were in use by 60% of 25 responding 
organizations involving 65% of clinicians covered by the 
responses.   
 
By 2011, respondents forecast that 88% of the clinics would utilize 
an EHR serving 94% of the clinicians in FQHCs. 
 


FQHC adoption enhanced by 
funding mechanisms for 
FQHCs and HRSA grant 
support.  
 
Most FQHCs without an EHR 
have implemented and EPM 
and are well positioned for 
EHR adoption. 


Public and 
other clinics 
(public health, 
schools, mental 
health, tribal, 
college and 
other clinics) 


44 clinics, 
189 
clinicians 


2009 Survey:  EHRs are in use by 23% of the 44 responding 
organizations involving 38% of clinicians covered by the 
responses. 
 
By 2011, respondents forecast that 46% of the clinics would utilize 
an EHR serving 62% of the clinicians in public and other clinics. 


Major funding issues impact 
adoption of EPM and EHR 
systems in public and other 
clinics. 


Hospital and 
health systems 
practices and 
clinics 
 
 


50 practices, 
2,616 
clinicians 


2009 Survey:  64% of practices and clinics (98% of clinicians) 
owned or operated by health systems are using EHRs.  The larger 
health systems with practices and clinics (Kaiser, OHSU, 
PeaceHealth, Providence, Samaritan Health have comprehensive 
ambulatory and hospital EHR systems.  Legacy will complete a 
comprehensive implementation in 2010 and 2011. 


Large health systems with 
owned or affiliated practices 
have made substantial EHR 
commitments. 


EHR Products 
and Vendors 


 2009 Survey.  Approximately 81 vendors provide the EHR systems 
in use Oregon and 106 companies provide EPM systems.  Nearly 
all practices use the same vendor and product for both their EPM 
and EHR systems.  16 vendors provide EHRs for 90% of clinicians 
(68% of organizations).  80% of organizations (90% of clinicians) 
are using EHR products from a vendor that has CCHIT certified 
products.  There are a number of specialized EPM & EHR systems 
in specialty/sub-specialty practices that are not certified products.  
Not all products in use are certified (old versions) and not all 
product lines from a vendor with a certified product are 
certified. 


A number of products are not 
certified and may or may not 
be certified in the future.  
Many practices may need to 
upgrade or change EHR 
products to qualify for 
meaningful use. 
 


EPM Products    
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Hospital & Health System EHR Adoption 
An Oregon Hospitals and Health Systems HIT Inventory is currently underway to provide information for Oregon’s HIT planning 
process regarding EHR adoption and the functionalities of operational EHR systems. 
 
Domain Scope HIT Adoption or Role in HIT Adoption Adoption Gap or Comments 
Acute Care 
Hospitals 


58 acute 
care 
hospitals 


2009 survey: Preliminary survey results indicate that the 47 of 
Oregon’s 58 acute care hospitals have or are implementing EHRs by 
mid 2010.  These 47 hospitals represented 95% of 2008 Oregon 
hospital discharges (348,883). The EHRs are provided by nine 
vendors that all have products certified by CCHIT.  Not all currently 
installed products are certified products or versions.  All eleven 
hospitals without EHRs are planning implementations: six hospitals 
within 1-2 years and five hospitals in 2-5 years.   


Several health systems and 
hospitals upgrading systems. 
 
Delayed EHR implementation 
limits the potential for ARRA 
incentive payments. 


Critical Access 
Hospitals 
(CAH) 


25 CAH 
hospitals 
(subset of 
58 acute 
hospitals) 


2009 survey:  Preliminary survey results indicate that 17 of 
Oregon’s 25 CAHs currently have an EHR system.  These 17 
hospitals represent 76% of 2008 Oregon CAH discharges (29,277).  
EHRs at Oregon CAHs are provided by seven vendors.  All the 
vendors offer CCHIT certified product although not all currently 
installed products/versions are certified.  All eight CAH hospitals 
without EHRs are planning implementations: five hospitals within 
1-2 years and three hospitals in 2-5 years. 


Gap: eight of 25 CAHs are at 
least 1 to 2 years away from 
implementing hospital EHRs. 


Multi-hospital 
Health Systems 
 


35 
hospitals in 
9 systems 
(subset of 
58 
hospitals) 


2009 survey:  Preliminary results indicate that 30 of the 35 hospitals 
in the nine hospitals systems have implemented EHR systems.  Five 
hospitals in two multi-hospital systems are planning EHR 
implementations: three hospitals in 1 to 2 years and two hospitals in 
2 to 5 years.  By early 2010 seven health systems will have robust 
deployments of certified EHRs covering all the hospitals in their 
systems (27 hospitals).   
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Domain Scope HIT Adoption or Role in HIT Adoption Adoption Gap or Comments 
Health  
Systems with 
Hospitals and 
Practice 
Groups 


Kaiser, 
Legacy, 
OHSU, 
Providence, 
Peace 
Health, 
Samaritan 
Health 


Seven health systems in Oregon include hospital operations and an 
owned or operated medical group practice or employed physicians 
and other clinicians.  All seven systems have or will shortly have 
(early/mid 2010) robust and certified EHR systems covering both 
hospital and other practice operations.   
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Health Information Exchange Activities 
lanned health information exchange functions is a major goal of the 2009 HIT 


ystem HIT 


omain Scope HIT Adoption or Role in HIT Adoption Comments 


Identification of the scope of existing and p
environmental scan and necessary to developing a statewide HIE strategy.  Responses from the 2009 Hospitals & Health S
Survey and IPA HIT survey provided information on Oregon HIE activities. Please see second section of this document to review the 
Oregon HIE Activities Report (see page 25).  
 
D
HIE planning n occurred in 2007. 


 
ers. 


on HIE Activities  Planning efforts Portland and central Orego
Current planning efforts include Central Oregon, Mid Columbia
Gorge, Portland area, Salem area and discussions among Epic us


See the Oreg
Report for additional 
information. 


Health Systems  


cade 


five 


health 
e 


ach 
 


ee the Oregon HIE Activities 


Health systems with multiple hospitals or hospitals and affiliated 
medical groups are functionally operating health information 
exchanges within their health systems.  Examples include Cas
Health (four hospitals), Kaiser Permanente (hospital and multiple 
clinic locations), Providence Health and Service (seven hospitals, 
Providence medical groups), PeaceHealth (four hospitals, 
PeaceHealth medical groups), Samaritan Health Services (
hospitals, Samaritan medical groups). 


The scope of 
information exchang
functionalities within e
health systems varies and is
evolving. 
 
S
Report for additional 
information. 
 


Developing  Providence Health and Services will be implementing an HIE 
s and 


ee the Oregon HIE Activities 
HIEs infrastructure in 2010 to integrate inpatient and outpatient EHR


connect EHRs of affiliated medical groups.   


S
Report for additional 
information. 


Active HIEs   HIE, Samaritan HIE, 
 


n HIE Activities OCHIN, Umpqua OneChart HIE, Mid-Rogue
Bay Area Community Information Agency provide and are evolving
information exchange services. 


See the Orego
Report for additional 
information. 


Imaging 
tions  


 ACS systems and imaging exchange n HIE Activities 
Collabora


Imaging collaborations, shared P
mechanisms have and are evolving in Oregon communities.   


See the Orego
Report for additional 
information. 
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IPAs and Health Plans 
Surveys are currently underway of Oregon IPAs and health plans to identify their involvement in facilitating the adoption of EHR and 
HIT systems and provide information for Oregon’s HIT planning process. 
 
Domain Scope HIT Adoption or Role in HIT Adoption Adoption Gap or Comments 
Independent 
Practice 
Associations 
(IPAs) 


 Several IPAs and affiliated organizations are involved in facilitating 
the adoption of EHRs.  
- Central Oregon EMR, an affiliate of Central Oregon IPA, offers 


EHR services to COIPA members (eClinicalWorks) and non-
members (eClinicalWorks and Allscripts-MyWay).  


- Douglas County IPA and affiliated ITechSS provides EHR 
services Centricity in the greater Roseburg community. 


- Mid-Rogue e-Health Services, a subsidiary of Mid-Rogue IPA 
offers EHR services (Greenway) to MRIPA members and non-
members. 


- Mid Valley IPA offers EHR services (NextGen) to its members. 
- Portland IPA provides it members with implementation, training 


and ongoing support eClinicalWorks PM and EMR installations. 
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Personal Health Record Adoption 
opted by the Oregon Health Fund Board into its health reform plan for the state, establishes a 


HIT Adoption or Role in HIT Adoption Adoption Gap or Comments 


The November 2008 HIIAC report ad
goal that “All Oregonians have access to a personal health record by 2013.”  A number of efforts are underway related to the 
deployment of personal health record systems and patient portals.  Information about PHRs is derived from the HRBO project and 
survey responses from hospitals and health plans. 
 
Domain Scope 
Health Record 5.5 million was awarded 


007. 


An F


g 
n 


valuation of the 
and 


Bank of 
Oregon 


 CMS Medicaid Transformation Grant for $
in October 2007 to the Oregon Department of Human Services 
(DHS) to implement a health record bank (HRB) project for 
Medicaid clients and evaluate the project. The HRBO is unique 
among the 49 grants totaling $150 million made to 34 states in 2
Of the 26 grants awarded for health information technology (HIT) 
projects, the Oregon project is the only project building a personal 
health record (PHR) using a health record banking approach.  


• Initial grant term: 18 months - October 2007 to March 2009.  
• CMS approved a grant extension to March 31, 2010.  


cted.  • An extension request through March 31, 2011 is expe
R P was issued in March 2009 to select an HRBO vendor.  The 


contract with the selected vendor should be in place in late August 
2009.  The HRBO is scheduled to go-live in early 2010. 


The November 2008 HIIAC 
report to the Oregon Health 
Fund Board considered the 
HRBO as a fundamental 
building block in developin
health information exchange i
Oregon. 
 


urther eF
HRBO in light of ARRA 
other HIE efforts in Oregon 
will be required. 


Provider-based  Incomplete list 
PHRs 


Tethered PHRs identified to date are provided by provider 
organizations include Kaiser and OHSU (Epic’s MyChart), 
UmpquaOneChart and PeaceHealth. 


Health plan-
based PHRs 


 ns 
DS 


Incomplete list Tethered PHRs identified to date are provided by health pla
include Providence Health Plan (WebMD), Regence BS/BC, O
(WorldDoc with synchronization through HealthVault) 


Other PHRs Unknown Information not available There are number of commercial PHR vendors offering services to 
individuals and employer groups.  
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Electronic Eligibility and Claims Transactions 
The environmental scan surveys emphasized the electronic exchange of clinical information.  Oregon administrative simplification 
efforts are focused maximizing the use of electronic transactions and standardizing the implementation of best practices across health 
plans and provider organizations. 
 
Domain Scope HIT Adoption or Role in HIT Adoption Comments 
Electronic 
eligibility 
transactions  


Provider – 
Health Plan 
Interactions 


Oregon has not surveyed the extent of provider utilization of standard 
HIPAA electronic eligibility transactions, health plan eligibility 
websites or telephone verification inquiries.  The of eligibility 
confirmation mechanisms in Oregon are believed to be comparable to 
Washington State where a 2007 survey found that 63% of practices 
sometimes checked eligibility by web browser while only 36% 
sometimes did so via an electronic inquiry3.  Oregon health plans 
indicate a large volume of telephone eligibility inquiries consistent 
with August 2007 data from a Washington health plan showing that 
55% of all provider calls were to determine patient eligibility or 
benefits.4   


Providers have a high level of 
inefficiencies and frustrations 
from current eligibility 
verification processes.   
 
Administrative simplification 
efforts, best practice 
standardization and sign-on 
website access would improve 
efficiencies for providers and 
health plans. 


Electronic 
claims 
transactions  


Provider – 
Health 
Plan 
Interaction
s 
Hospitals 


Oregon has not specifically surveyed the extent of electronic claims 
generation by physician practices, hospitals or other providers.  The 
2009 Ambulatory EHR Survey found that 80% of clinicians covered 
by the survey were in practices with an electronic practice 
management (EPM) system.  Nearly all EPM systems have electronic 
claims submission capabilities.  Some unknown portion of practices 
with and without an EPM contract with a commercial billing service 
or clearinghouse that generates electronic claims including 
customizations for specific health plans.  Health plans report 
receiving most of their claims volume is submitted electronically.  
 
It is assumed that all Oregon hospitals have the patient accounting 
and billing systems to generate electronic claims from their internal 
systems or contract with a billing services provider or clearinghouse. 


Both health plans and 
providers express concerns 
about the efficiency of existing 
claims transaction processes. 
 
Administrative simplification 
efforts, best practice 
standardization and sign-on 
website access would improve 
efficiencies for providers and 
health plans. 
 


                                                 
3 Washington State Office of the Insurance Commissioner Health Care Administrative Expense Analysis Blue Ribbon Commission Recommendation #6 Final 
Report, pages 57-60  (11/26/07) 
4 Washington State Office of the Insurance Commissioner. Health Care Administrative Expense Analysis Blue Ribbon Commission Recommendation #6 Final 
Report, page 25 (11/26/07)  
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Domain Scope HIT Adoption or Role in HIT Adoption Comments 
Administrative 
Simplification 
Initiative 


Health 
Care 
Leadershi
p Task 
Force 
(HCLTF)  


In mid 2008 a number of hospitals, practice groups, health plans and 
associations established an Administrative Simplification Initiative 
under the auspices of the HCLTF 
(http://www.healthleadershiptaskforce.com) to simplify 
administrative challenges for physicians, hospitals and health plans. 
Over 100 individuals from physician groups, hospitals and health 
plans are involved in three work groups: claims, eligibility and 
credentialing.  Specific efforts are underway on developing standards 
and best practices for payer websites to reduce provider-plan phone 
calls, developing a single authentication sign on system, 
standardization of insurance cards, electronic credential processing 
and repository. 


The HCTLF administrative 
simplification initiative efforts 
have implications for HIE 
planning and interoperability 
as well as provider and health 
plan workflows and 
efficiencies.  The roles of the 
administrative simplification 
initiatives in statewide HIT 
and HIE planning and need 
further analysis and discussion.


Administrative 
Simplification 
Initiative 


2009 
Legislativ
e Session 


The 2009 Oregon legislature concluded that costs could be reduced 
by standardizing administrative processes. As part of the health 
reform legislation, HB 2009 authorized the insurance regulator, the 
Department of Consumer and Business Services (DCBS), to establish 
uniform standards for insurers including standards for eligibility 
verification, health care claims processing, and payment and 
remittance advice transactions.  A work plan 
(http://www.oregon.gov/OHA/OHPB/meetings/2010/agenda-
1001.pdf, pages 27-28) for the Administrative Simplification 
Initiative was presented to the Oregon Health Policy Board on 
January 12, 2010 indicating the recommendations to DCBS in June 
2010.  


The HB2009 administrative 
simplification initiative efforts 
have implications for HIE 
planning and interoperability 
as well as provider and health 
plan work flows and 
efficiencies.  The roles of the 
administrative simplification 
initiatives in statewide HIT 
and HIE planning and need 
further analysis and discussion. 
The work plan identifies these 
issues and coordination of 
activities with HITOC. 


 
 



http://www.healthleadershiptaskforce.com/

http://www.oregon.gov/OHA/OHPB/meetings/2010/agenda-1001.pdf

http://www.oregon.gov/OHA/OHPB/meetings/2010/agenda-1001.pdf
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Electronic Clinical Laboratory Ordering and Results Distribution 
Assessing the state of laboratory health information exchange services relies on several sources: ambulatory and hospital/health 
system EHR surveys included questions about laboratory ordering and reporting, the Department of Human Services (DHS) HIT 
inventory regarding the relationship between commercial and hospital laboratories to public health communicable disease reporting as 
well as website information and interviews with hospital and commercial laboratories. 
 
Domain Scope HIT Adoption or Role in HIT Adoption Comments 
Commercial 
laboratories 


 Based on interviews with commercial laboratories, the commercial 
laboratories providing services to ambulatory practices are all able 
to received electronic laboratory orders and provide electronic 
reports based on industry standards.  Labs have implemented 
standard interfaces to/from most EHR vendor systems used by 
practices referring specimens.  Commercial labs provide secure 
website access for submission of orders and retrieval of lab results 
that can be used by practices with and without EHRs.    


Laboratories express high 
interest in information 
exchange to/from physician 
EHRs.  The major issue is 
protracted EHR adoption in 
physician practices.   


Hospital 
laboratories 


 Medical practices owned or operated by the multi-hospital health 
systems in Oregon have electronic ordering and results report 
through the health system EHRs.  Many affiliated practices have 
comparable access.  The major health system laboratories provide 
secure website access for submission of orders and retrieval of lab 
results comparable to commercial laboratories.  Several hospital 
labs have implemented standard interfaces to/from a number of 
EHR systems. 


 


Ambulatory 
EHR systems:  


Enter & 
Review Labs 


2009 Survey: 75% of surveyed organizations with EHRs (87% of 
clinicians) are able to enter and review lab orders,  


 


Ambulatory 
EHR systems  


Electronically 
place orders 


2009 Survey: 48% of organizations with EHRs (69% of clinicians) 
are able to electronically place lab orders.  


Less than half of organizations 
with EHRs have CPOE 
functionality  


Ambulatory 
EHR systems 


Electronic 
Lab Interface 


2009 Survey: 72% of organizations with EHRs (91% of clinicians) 
have an electronic EHR – laboratory interface. 
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Domain Scope HIT Adoption or Role in HIT Adoption Comments 
Hospital EHR 
systems 


 2009 Preliminary Results: 44 of 47 hospitals (98% of discharges) 
with EHRs have or by early 2010 will have electronic laboratory 
results included in their EHR system.  11 of 47 hospitals support 
laboratory CPOE. 43 of 47 hospitals (98% of discharges) with 
EHRs have fully or partially implemented or planning CPOE for 
laboratory services. 


 


Public health 
reporting from 
laboratories 


 80% of communicable disease reporting occurs electronically to 
local health departments from 12 clinical laboratories and the 
Oregon State Public Health Laboratory.  These reports flow into 
the recently upgraded Oregon Public Health Epi-User System 
(Orpheus) and are the basis of reporting to the Centers for Disease 
Control (CDC).  
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Electronic Prescribing 
SureScripts prepares a State Progress Report on Electronic Prescribing. The last report as of December 31, 2008 shows that Oregon 
ranks favorably against national statistics.  The SureScripts reports are available at http://www.surescripts.net/e-prescribing-
statistics.html.  Anecdotal information from providers and pharmacies notes that substantial numbers of physicians and providers have 
initiated electronic prescribing in 2009.    
 
Domain Scope HIT Adoption or Role in HIT Adoption Adoption Gap or Comments 
Prescriptions 
routed 
electronically 


SureScripts 
report 
12/31/2008 


For 2008 Oregon ranked 15th nationally with 4.39% of prescription 
routed electronically.  Growth in 2008 over 2007 was 180%. 


 


Visits with a 
prescription 
benefit request 


SureScripts 
report 
12/31/2008 


For 2008 Oregon ranked 19th nationally with 7.86% of patient 
visits with a prescription benefits request and 4.37% with a 
prescription benefit response.  Growth in 2008 over 2007 was 
300%. 


 


Physicians 
routing e-
prescriptions  


SureScripts 
report 
12/31/2008 


As of 12/31/2008 Oregon ranked 11th nationally with 15.43% of 
physicians routing e-prescriptions (1,030 physicians). Growth in 
2008 over 2007 was 170%. 


 


Payer coverage SureScripts 
report 
12/31/2008 


For 2008 Oregon ranked 36th nationally with 55.83% of patients 
with available prescription benefit information. 


 


Pharmacy 
participation 


SureScripts 
report 
12/31/2008 


As of 12/31/2008 Oregon ranked 27th nationally with 76.86% of 
community pharmacies (475) activated for e-prescribing. Growth 
in 2008 over 2007 was 12%.  


 


Clinicians 
registered with 
SureScripts 


Salem area, 
Marion and 
Polk 
Counties 


A review of SureScripts registration in Marion and Polk counties 
on May 27, 2008 identified 227 registered clinicians.  Registration 
increased 29% to 292 clinicians as of October 12, 2009.  


 


Ambulatory 
EHR systems  


EHR system 
prints 
prescriptions 


2009 Survey: 76% of surveyed organizations with EHRs (87% of 
clinicians) are able to generated printed prescriptions from their 
EHR systems.   


 


Ambulatory 
EHR systems 


Electronically 
transmits 
prescriptions 


2009 Preliminary Results: 57% of surveyed organizations with 
EHRs (74% of clinicians) are able to electronically transmit an 
electronic prescription to a pharmacy.   
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Other Health Care Delivery Settings 
A number of other heath care settings may need to be considered as Oregon HIT planning efforts move forward.   
 
Domain Scope HIT Adoption or Role in HIT Adoption Adoption Gap or Comments 
Nursing 
Homes 


Unknown Not yet addressed   


Home Care & 
Home Health 
Agencies 


Unknown Not yet addressed   
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Oregon State Government 
 programs involving health and social services programs have implications for HIT planning.  The 


HS 


S 


HIT Adoption or Role in HIT Adoption Comments 


A number of State of Oregon
Oregon Department of Human Services (DHS) is developing an inventory of programs with significant HIT components.  The D
HIT scan reviewed 64 separate program areas and identified 32 programs that have one or more technology applications for further 
consideration.  A structured assessment is under development for eleven program areas.  Addition programs may be added as the DH
HIT scan proceeds.  Selected DHS HIT programs are included below.  The Department of Corrections and Oregon Youth Authority 
provide health services in the adult and youth correctional facilities.  Efforts are contemplated to include these agencies in the EHR 
and HIT environmental assessments.  
 
Domain Scope 
DHS - Medical HP) including the 


ystem 
onversion 


f 
tation 


Assistance 
Programs 
(DMAP) 


 DMAP operates the Oregon Health Plan (O
Medicaid program.  The Medicaid Management Information S
(MMIS) is an essential infrastructure component for administering 
the OHP and processing eligibility and provider claims data.  The 
new MMIS system was activated in December 2008 to replace the 
30 year old legacy system and consolidate a number of separate 
applications and data bases.   


The MMIS c
encountered a number o
conversion and implemen
issues that are being resolved.  
The roles of MMIS in statewide 
HIT and HIE planning need 
further analysis and discussion. 


DHS- 
ion & 


h 


 
IP) 


t and 


uly er 


Addict
Mental Healt
Division 
(AMH) 


AMH has completed a several year process for planning a 
comprehensive Behavioral Health Information Project (BH
designed to provide an EHR, other clinical and administrative 
systems to support the state hospitals (OSH replacement projec
Blue Mountain Recovery Center) 500 mental health and addiction 
services community-based programs and 13 acute care hospital 
programs.  Responses for the BHIP system RFP were due in late J
2009. 


BHIP has implications for HIE 
 planning and interoperability of


BHIP with EHRs of various 
provider organizations and 
heath systems.  The roles of 
BHIP in statewide HIT and 
HIE planning and need furth
analysis and discussion. 
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Domain Scope HIT Adoption or Role in HIT Adoption Comments 
DHS - Public 
Health 


 A number of public health programs have direct involvement and 
linkages to providers that are being more fully described in the DHS-
HIT scan including 
- Immunization Information System (ALERT) 
- Orpheus – communicable disease reporting  
- Emergency medical services  
- OR-Kids 
- FamilyNet Child Health Record 
- Vitals Statistics OVERS 
- Oregon Electronic Laboratory Reporting (ELR) project 
- DHS-LIMS – laboratory information management system 
- Prescription Drug Monitoring 


The roles of the various public 
health programs in statewide 
HIT and HIE planning and 
need further analysis and 
discussion.  Integration of 
distinct applications into an 
overall DHS & HIE framework 
will require careful planning 
and phasing. 


Prescription 
Drug 
Monitoring 
Program 


2009 
Legislative 
Session 


Senate Bill 355 enacted by the 2009 Legislature establishes a 
Prescription Drug Monitoring Program (PDMP) to address 
prevention of prescription drug diversion by providing a tracking 
system that tracks dispensing of Schedule II-IV prescription drugs. 


PDMP implementation 
planning has important 
implications for HIE planning 
related to medication history 
data. 


All Payer 
Claims 
Database 


2009 
Legislative 
Session 


House Bill 2009 enacted by the 2009 Legislature requires the Office 
for Oregon Health Policy and Research to establish a health care data 
reporting system (i.e., all payer claims database) for purposes of 
improving transparency regarding health care services and costs, 
supporting health reform efforts and improving quality and 
effectiveness.   


An all payer claims database 
has important implications for 
HIE planning related to the 
development of HIE functions 
for a record locator service 
(RLS), master patient index 
(MPI) and master provider 
index.  


Dept of 
Corrections 


 The Department of Corrections (DOC) operates 15 clinics in its adult 
correctional facilities.  DOC is exploring EHR systems for its 
corrections population. 


 


Oregon Youth 
Authority 


 The Oregon Youth Authority (OYA) operates correctional facilities 
for minors: seven closed facilities and four transitional facilities. 
OYA operates six clinics in support of the closed facilities.  OYA is 
exploring EHR systems for its corrections population 
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Telehealth and Telemedicine 
During September and October 2009, the Oregon Health Network Applications Committee plans to compile an inventory of telehealth 
and telehealth applications in Oregon.  
 
Domain Scope HIT Adoption or Role in HIT Adoption Comments 
Telehealth 
applications 


 A number of telehealth – telemedicine applications are operating in 
Oregon.  Example projects include pediatric intensive care video 
consultations and monitoring (OHSU and Sacred Heart), tele-
genetics counseling (OHSU, Medford, Bend, Boise) – currently 
suspended until payer reimbursement is activated, psychiatric video 
consultations (OHSU, a prison, a tribal clinic), specialty telemedicine 
consults (eastern Oregon and Idaho hospitals), cardiology Stemi 
consults and data transfers (southern Oregon hospital, EMS 
ambulance and emergency department), trauma consults to triage 
patient appropriately, pediatric and adult image interpretation and 
overreads (store and forward)..   


OHN and the Telehealth 
Alliance of Oregon (TAO) will 
be undertaking an inventory of 
telehealth applications in fall 
2009.  


Oregon Health 
Network 
(OHN) 


 Oregon Health Network (OHN) has been approved by the Federal 
Communications Commission (FCC) to receive up to $20.2 million 
in funding reimbursement under the Universal Service Fund to build 
a comprehensive and robust broadband infrastructure and telehealth 
network that will connect hospitals, clinics and community colleges 
throughout Oregon. The project will connect eligible health care 
facilities under the FCC’s Rural Health Care Pilot Program 
(RHCPP).  Four RFPs are in various stages of solicitation and 
contracting for implementing the FCC grant.  Additional information 
is available at www.oregonhealthnet.org.  


Slow process to work through 
RFPs and contract for projects. 
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Other Oregon Assets to Advance HIT Adoption  (partial list) 
Oregon benefits from the presence of a number of organization that play unique roles supporting EHR and HIT adoption and in 
meeting the ARRA meaningful use requirements.  An incomplete list of such organizations includes the following:  
 
Domain Scope HIT Adoption or Role in HIT Adoption Comments 
Acumentra 
Health 


 Acumentra Health is Oregon’s federally-designated Medicare 
Quality Improvement Organization (QIO) as well as the External 
Quality Review Organization for Medicaid in Oregon and 
Washington.  Acumentra Health has been involved in a number of 
HIT-related projects including Oregon Diabetes Collaborative (2001-
2, 2003-4), Oregon Rural Collaborative (2005-7), DOQ-IT (2005-8), 
and EHR Preventive Care Initiative (2008-11).  Acumentra Health 
also coordinates HIT activities of the Oregon IPA Collaborative 
(representing over 4,300 providers) and pharmacy project activities 
of the Medicare Advantage Health Plan QI Collaborative.  
Additional information is available at http://www.acumentra.org/  


Interests include facilitating 
EHR adoption and 
optimization, HIE 
development, regional 
extension centers, quality 
metrics and practice-based 
quality improvement. 


OCHIN  OCHIN is a health center controlled network (HCCN) of community 
health clinics and small practices serving the medically underserved 
with 18 members in Oregon, 9 members in California and one in 
Washington that operate clinics in over 200 locations.  OCHIN 
provides a comprehensive suite of products including practice 
management and EHR (Epic) services, panel and population 
management tools to member organizations.  As an Organized 
Health Care Arrangement (OHCA) under HIPAA with a single 
record per patient OCHIN also functions as an HIE among the 
member organizations.  The OCHIN master patient index contains 
information on over 400,000 Oregonians and 600,000 lives across 
California, Oregon and Washington.  OCHIN also operates 
SafetyNetWest, a practice-based research network that solicits 
proposals and coordinates research projects involving safety-net 
populations.  Additional information is available at 
http://www.ochin.org/  


Interests include regional 
extension centers, EHR 
adoption, HIE development, 
HIT-based quality 
improvement and collaborative 
research among safety net 
organizations, workforce 
development. 
 
OCHIN is the lead organization 
in Oregon’s Regional 
Extension Center proposal. 
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Domain Scope HIT Adoption or Role in HIT Adoption Comments 
OHSU-DMICE  Department of Medical Informatics & Clinical Epidemiology 


(DMICE) is an academic and research department in the Oregon 
Health & Science University (OHSU) School of Medicine. DMICE 
blends teaching, research, and service activities in medical 
informatics and clinical epidemiology.  The medical informatics 
program features a diversity of research activities on the application 
of information technologies in health care as well as graduate 
education programs available on-campus or via distance learning.  
The clinical epidemiology program includes the AHRQ-funded 
Oregon Evidence-Based Practice Center that conducts systematic 
reviews of medical tests and interventions, and clinical effectiveness 
studies.  Additional information is available at 
http://www.ohsu.edu/ohsuedu/academic/som/dmice/  


Interests include workforce 
development, regional 
extension centers and applied 
informatics. 
 
OHSU-DMICE is a partner 
organization in Oregon’s 
Regional Extension proposal. 


Oregon Health 
Care Quality 
Corp 


 The Oregon Health Care Quality Corp’s Partner for Quality Care 
initiative is using pooled encounter and medications (claims) data 
(96 million claims, 1.6 million unique individuals) to measure and 
report quality metrics for 2,212 adult primary care physicians (120 
medical groups with 308 clinic sites).  19 practices representing 
about 729 physicians are using a secure interactive web portal to 
access data about their patients.  Metrics based on clinical EMR data 
are planned. This effort is part of the Robert Wood Johnson 
Foundation Aligning Forces for Quality program.  Quality Corp is 
also a Federally-designated Chartered Value Exchange (CVE).  
Additional information is available at  http://www.q-corp.org/  


Interests include quality metrics 
from claims data and EHRs, 
HIE development, practice-
based quality improvement, 
quality reporting metrics and 
consumer engagement.  



http://www.ohsu.edu/ohsuedu/academic/som/dmice/
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HEALTH INFORMATION EXCHANGE (HIE) ACTIVITIES REPORT 
 
This section identifies HIE activities in Oregon that may be useful for HIT planning 
including strategies for health information exchange in Oregon that leverages existing 
resources and accelerates achievement of Oregon HIT goals.  The framework below 
focuses on current planning efforts and implementation initiatives in Oregon around HIE, 
as well as existing or future planned use of HIE within in integrated health systems.  
 
Information in this section was collected from multiple sources including the 2009 
eHealth Initiative HIE Survey report, the 2009 Oregon Hospital & Health System HIT 
Survey, and 2009 Oregon IPA Survey.  Additionally interviews were conducted with 
individuals involved with most of the identified HIEs activities. 


HIE Terminology  
Terminology was developed in 2008 through a collaborative process by the National 
Alliance for Health Information Technology and authorized by the Office of the National 
Coordinator for Health IT. 
www.nahit.org/images/pdfs/HITTermsFinalReport_051508.pdf.  


• Health Information Exchange (HIE) – the electronic movement of health-
related information among organizations according to nationally recognized 
standards. 


• Health Information Organization (HIO) – an organization that oversees and 
governs the exchange of health-related information among organizations 
according nationally recognized standards. 


 


HIE Planning Efforts 
 
Central Oregon Health Information Exchange:  In 2007, a number of central Oregon 
stakeholders explored development of an HIE to serve central and eastern Oregon.   


• HIE Planning: Cascade Healthcare, Bend Memorial Clinic, and Central Oregon 
Electronic Medical Records, among others.   


• Recommendations expected late 2009. 
 
Epic CareEverywhere - CareEpic:  Epic Systems has developed a process for 
information exchange between providers using Epic EHR systems known as CareEpic.  
Epic EHRs are in use at Kaiser, OCHIN, OHSU, Salem Health, Salem Hospital, and 
West Valley Hospital.  


• HIE Planning: As of January 2010 OCHIN signed Epic’s participation agreement 
with plans to go live in February or March of 2010. OHSU went live with 
CareEverywhere in January 2010. Legacy Health System is in the process of 
implementing Epic.   


 
Gorge Health Connect:  A community-based health information exchange serving The 
Dalles and surrounding areas. In 2009, the following stakeholders sponsored discussions 
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for HIE planning: Mid Columbia Medical Center, La Clinica del Carino Family Health 
Care Center, and Wasco County Public Health.   


• HIE Planning: A consortium of organizations have submitted funding proposals 
that include Columbia River Women’s Clinic, Mid Columbia Surgical Specialists, 
Arlington Clinic, Moro Clinic and Deschutes Rim Clinic.  


 
Oregon Health Information Exchange Options Report:  In December 2005, the 
Oregon Business Council’s Data Exchange Group commissioned an analysis of options 
for initiating a pilot project for health information exchange.   


• The May 15, 2006 report can be found at http://www.q-corp.org/q-
corp/images/public/pdfs/OR%20HIE%20Options.pdf.  


 
Metro Portland Health Information Exchange (MPHIE) Mobilization Planning 
(2006-7):  In September 2006, the Oregon Business Council’s Data Exchange Group 
commissioned a mobilization plan to implement health information exchange in the 
Portland area based on retrieval of results and reports.   


• The May 14, 2007 MPHIE Mobilization Plan can be found at http://www.q-
corp.org/q-corp/images/public/pdfs/MPHIE%20Final%20Report%20053007.pdf.   


• Supporting planning documents can be found at http://q-
corp.org/default.asp?id=61.   


 
Portland Metropolitan Area Health Information Exchange Coalition: The eight 
health systems (Providence, Kaiser Permanente, Southwest Washington Medical Center, 
OHSU, OCHIN, Legacy, Adventist, and Tuality) in the Portland-Vancouver metropolitan 
area are partnering to create a federated Health Information Exchange.  


• HIE Planning: Exchange data with Providence’s HIE (and potentially others) by 
the end of 2010. 


• HIE Development: Five of the partners using the Epic EHR plan to exchange data 
using Epic’s Care Everywhere product. The remaining EHRs will be interfaced to 
each other and to Epic through automated services being built by the coalition.  


 
Salem Area Community Health Information Exchange (SACHIE):  A group of 
Marion-Polk County community stakeholders began discussing formation of an HIE in 
September 2007.  In 2009 grant funding was obtained to develop a technology strategy 
and business plan.  


• HIE Planning: A SACHIE Development Committee is actively engaged in the 
planning process under the auspices of the Physician’s Choice Foundation.   


• The technology roadmap and business plan framework are due in early 2010. 
 
South Coast Health Alliance:  Five hospitals on the southern Oregon coast are 
discussing health information technology strategies for the area. The five hospitals are 
Bay Area, Coquille Valley, Curry General, Lower Umpqua and Southern Coos. 


• HIE Planning: Two local efforts currently exploring how to leverage health 
information exchange among the five hospitals and local physician practices. 
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Integrated Health Systems  
 
There are a number of health systems in Oregon that have multiple operating components 
that may include one or more hospitals, system-owned medical groups, affiliated medical 
groups, home health agency, skilled nursing facilities and/or others units.  These health 
systems strive to use a core set of HIT applications across the various settings in which 
they operate and work to improve the interoperability and exchange of information 
between their HIT applications, care settings and medical groups interacting with the 
health systems.   
 
Asante Health System operates two hospitals in Jackson and Josephine Counties. 


• Includes Jefferson County HIE (formerly Mid-Rogue HIE) and Asante Health 
PACs Collaboration 


 
Cascade Healthcare Community operates four hospitals in central Oregon.  


• Includes Jefferson County HIE (formerly Mid-Rogue HIE), Central Oregon HIE, 
and Cascade Medical Imaging 


 
Kaiser Permanente operates one hospital in Portland and clinics the Portland metro 
area, Salem and southwest Washington. 


• Includes Providence-Oregon HIE, Epic CareEverywhere, and Portland Metro 
HIE 


 
Legacy Health System operates four hospitals in the Portland metro area, one hospital in 
Clark County Washington and clinics in the Portland metro area, Woodburn and 
southwest Washington. 


• Includes Providence-Oregon HIE, Epic CareEverywhere, and Portland Metro 
HIE 


 
PeaceHealth operates four hospitals and medical group practices in Lane County.   


• Includes PeaceHealth Community Health Record 
 
Providence Health and Services operates eight hospitals across the state of Oregon and 
medical groups in the Portland area, north coast and southern Oregon. 


• Includes Providence-Oregon HIE, Jefferson County HIE (formerly Mid-Rogue 
HIE), and Portland Metro HIE 


 
Salem Health operates two hospitals in Marion and Polk Counties.  


• Includes Epic CareEverywhere, SACHIE, and Oregon Community Imaging 
(Salem Hospital) 


 
Samaritan Health Services operates five hospitals and medical group practices in Linn, 
Benton and Lincoln Counties.   


• Includes Jefferson County HIE (formerly Mid-Rogue HIE) and Samaritan Health 
PACS. 
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HIE Implementation Efforts*  
*(Operational or soon-to-be operational) 
 
Bay Area Community Informatics Agency (BACIA):  BACIA represents a consortium 
of rural Oregon Coast healthcare organizations focused on health information technology.   


• HIE Planning: BACIA supported by a $174,190 AHRQ grant in 2004 to 
implement a local HIE between community providers.  HIE connectivity plans 
include expanding the Medicity ProAccess application to the South Coast Health 
Alliance hospitals, tribal clinics, Waterfall Clinic, Bay Eye Clinic and other 
clinics. 


• HIE Development: The Medicity ProAccess information exchange application 
will initial support connectivity between partner organizations: Bay Area 
Hospital, North Bend Medical Center, Bay Clinic and Southwest Oregon IPA.   


 
Jefferson County Health Information Exchange (formerly Mid-Rogue HIE): Mid 
Rogue eHealth Services partnered with Asante Health System and is collaborating with 
Providence Medford Medical Center and other entities in Jackson and Josephine Counties 
to exchange patient data.  


• HIE Development: Initial information exchange interfaces started in winter 2008. 
In late 2009, Medicity Systems was selected to expand HIE functionality with a 
master patient index, record locator service and connectivity.   


• Active HIE: Mid Rogue eHealth Services implemented Greenway PrimeSuite, an 
interoperable 2009 CCHIT certified EHR, and has active interfaces with four 
Laboratory Information Systems (LIS), one HIS and the Oregon ALERT 
Immunization Registry.   


 
OCHIN:  OCHIN is a health center controlled network (HCCN) of community health 
clinics and small practices serving the medically underserved with seventeen members in 
Oregon, eight members in California and one in Washington.  As an Organized Health 
Care Arrangement (OHCA) under HIPAA with a single record per patient OCHIN also 
functions as an HIE among the member organizations.  The OCHIN master patient index 
contains information on 400,000 Oregonians and 600,000 lives across California, Oregon 
and Washington. 


• HIE Development: Achieve connectivity among Providence-Oregon HIE, Epic 
CareEverywhere, and Portland Metro HIE 


• Active HIE: community health centers (FQHCs), two OHSU clinics, and multiple 
country health departments.  


 
Lane/PeaceHealth Community Health Record:  The PeaceHealth system (7 hospitals 
and 5 medical groups in Oregon, Washington and Alaska) utilizes a system-wide, 
integrated (inpatient/outpatient/practice groups) electronic health record system (GE 
Centricity Enterprise) implemented in a manner to support the broader goal of a 
Community Health Record (CHR).  The goal of CHR is to provide all community 
clinicians secure access to a patient’s inpatient and outpatient comprehensive medical 
history at any time from any place.   


• HIE Planning: In January 2010, a broad-based group of PeaceHealth and 
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community stakeholders formed a Steering Committee to explore the further 
development of HIE connectivity and functions in Lane County including 
governance and technology development.  


• Active HIE: The CHR includes the PeaceHeatlh EHR, clinical data repository and 
data warehouse, with over 23,000 PeaceHealth and community clinicians 
registered to access information including over 3,000 physicians. 


 
Providence Health & Services – Oregon Health Information Exchange:  Providence 
is implementing a standard-based HIE to connect the inpatient EMR (McKesson) systems 
with outpatient EMR systems (Centricity) serving Providence employed physicians and 
affiliated partners.   


• HIE Development: Connectivity with Portland Metro HIE and various community 
partners such as OCHIN, OHSU, Kaiser, Legacy and Southwest Washington 
Medical Centers 


• Active HIE: Data exchange among Providence owned or affiliated facilitated 
scheduled to begin in October 2009 with a master patient index supporting the 
HIE that contains information on 2.x million lives.   


 
Samaritan Health Services - Health Information Exchange (SHS-HIE):  In August 
2009 Samaritan Health Services partnered with Medicity Systems to establish an HIE.  
The system allows Samaritan’s 5 hospitals and affiliated practices in Linn, Benton and 
Lincoln counties to deliver patient data securely and efficiently. Clinics’ within 
Samaritan’s service area will be able to join the exchange and data will flow to their 
disparate EMR systems.  


• HIE Development: SHS-HIE initially will feed information to the Benton County 
Health (Epic EMR) and The Corvallis Clinic (Allscripts EMR). Subsequent 
phases involve reciprocal information exchange and adding other clinical 
practices in the area. 


 
Umpqua OneChart Health Information Exchange (Roseburg, Douglas County and 
surrounding area): Umpqua OneChart provides a personal health record (PHR) system 
compatible with both Microsoft HealthVault and Google Health.   


• Active HIE: Developed in 2005, the community-based HIE now supports a 
community enterprise master patient index supporting about 150 different practice 
management systems and provides the foundation for a common EHR system 
(Centricity) throughout the community, leveraging single chart patient technology 
in a centralized data repository, including comprehensive interfaces to the Mercy 
Medical Center Meditech HIS, local ambulatory and cancer treatment facilities 
and related systems.   


• Active HIE: Umpqua OneChart now contains information on about 220,000 lives. 
Provides read-only access (with appropriate privacy and security controls) to 
authorized Roseburg VA representatives, as well as first responder summary 
information (face sheet form) to local EMS (ambulance, fire, police) personnel.   
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Figure 1: Regional Coverage of Oregon HIE Efforts 
(highlighted in the following map) 
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PACS – Imaging Collaboration and Exchange   
 
Picture archiving and communication systems (PACS) are computers, commonly servers, 
dedicated to the storage, retrieval, distribution and presentation of images. A number of 
hospital and imaging centers are collaborating to facilitate the availability and electronic 
exchange of medical images.   
 
Asante Health System PACS Collaboration:  Asante provides PACS services (Fuji 
PACS) for its hospitals in Grants Pass and Medford, and Oregon Advanced Imaging 
(Medford).  Other Fuji PACS system users include Grants Pass Imaging and Medford 
Medical Clinic, which have their own PACS systems but can access the Asante PACS 
system with appropriate security.  
 
Cascade Medical Imaging (CMI):  A joint venture, between Central Oregon Radiology 
and Cascade Healthcare Community that provides imaging and PACS services for central 
and eastern Oregon, covering 33,000 square miles and serving just over 300,000 people.   


• Active HIE: The CMI PACS network currently serves 16 physical locations 
(hospitals and clinics) in Deschutes, Jefferson, Crook, Harney, Grant, Lake, 
Wallowa and Wheeler counties.  As of 2009, the network served 3,208 referring 
physicians with 2,304 users actively using the system. CMI and the Bend 
Memorial Clinic are able to access and exchange images.   


 
Oregon Community Imaging (Salem):  A cooperative arrangement among community 
healthcare organization to facilitate the access and exchange of medical images with an 
imaging repository for participating practices.   


• HIE Development:  Imaging access and exchange for Salem area NextGen EMR 
users. 


• Active HIE: Participants include Salem Hospital, Salem Radiology Consultants, 
West Valley Hospital (Dallas) and Mission Medical Imaging. A virtual private 
network (VPN) connects with OHSU, Legacy Health Systems, Silverton Hospital 
and Salem Clinic to support the transfer of images between facilities. 


 
Samaritan Health PACS: A system used as a common imaging repository by the five 
Samaritan Health hospitals and their affiliate practices and clinics located in Linn, 
Benton, and Lincoln counties.   


• Active HIE: The Corvallis Clinic utilizes the Samaritan Health PACS system 
under an ASP arrangement with its own dedicated imaging database.  Images can 
be exchanged as appropriate.   


 
South Coast:  A community PACS is based at Lower Umpqua Hospital (Reedsport) also 
serves Coquille Valley Hospital (Coquille) and Southern Coos Hospital (Bandon). 
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Appendix A: Abbreviations 
AMH: Addiction and Mental Health 
Division 
CAH: critical access hospital 
COEMR: Central Oregon EMR 
COIPA: Central Oregon IPA 
CVE: chartered value exchange 
DCBS: Department of Consumer and 
Business Services 
DHS: Department of Human Services 
DMAP: Division of Medical Assistance 
Programs 
DMICE: OHSU Department of Medical 
Informatics & Clinical Epidemiology 
EHR: electronic health record  
EMR: electronic medical record 
EPM: electronic practice management 
system 
FCHP: fully capitated health plan 
FQHC: federally qualified health center 
HIIAC: Health Information 
Infrastructure Advisory Committee 
HIE: health information exchange 


HIO: health information organization 
HIT: health information technologies 
HITOC: Health Information Technology 
Oversight Council 
HRB: health record bank 
HRBO: Health Record Bank of Oregon  
IPA: independent practice association 
MPI: master patient index 
OAHHS: Oregon Association of 
Hospitals and Health Systems 
OHA: Oregon Health Authority 
OHP: Oregon Health Plan 
OHPB: Oregon Health Policy Board 
OHPR: Office for Oregon Health Policy 
and Research 
PHR: personal health record 
QIO: quality improvement organization 
RHC: rural health center 
RHIO: regional health information 
organization 
RLS: record locator service 
SBHC: school-based health center
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Oregon Electronic Health Record Survey  
Ambulatory Practices and Clinics 


Spring 2009 


SURVEY HIGHLIGHTS 
 
 
Oregon Continues to be Ahead of National EHR Adoption Rates 
 
The Oregon Electronic Health Records (EHR) survey asked ambulatory practices and clinics 
about their use of EHRs and electronic practice management (EPM) systems serving their 
clinicians in the spring of 2009.  The survey responses indicate that Oregon is ahead of the 
national trends in EHR adoption with an estimated 65.5% of clinicians (physicians, nurse 
practitioners and physician assistants) working in practices or clinics where EHRs are present.   
 


 2006 
 


Any  
EHR System 


2009 
 


Any  
EHR System 


2009 
 


“Basic”* 
 EHR System 


2009 
“Fully – 


Functional”* 
EHR System 


Oregon Clinicians in 
Ambulatory Practices 52.8% 65.5% 48.3% 32.2% 


National Physicians 
Survey: Office-Based 
Practices # 


29.2% 43.9% 20.5% 6.3% 


Ratio: Oregon to 
National 1.81 1.34 2.36 5.11 


 
Clinicians include physicians, physician assistants and nurse practitioners. 
 
EHR System capabilities include electronic charts, test ordering and reports management, e-
prescriptions, consultation referrals and reports, clinical decision support, disease management 
support and quality reports. 
 
EPM System capabilities include patient scheduling, registration, eligibility, coverage contracts, 
billing, electronic claims submission, claims tracking, accounts receivable, workflow 
management tools and reports. 
 
Highlights of the Oregon survey results include: 
- Excellent survey response from Oregon practices/clinics: 57.7% overall. 
- 89% of practice/clinic entities have less than 10 clinicians although 64.3% of clinicians are 


in practices/clinics with 10 or more clinicians,  
- EHRs are present in 37.9% of the practices/clinics serving 64.8% of clinicians excluding 


responses from freestanding ambulatory surgery centers (ASCs). 
- EPMs are present in 75.5% of the practices/clinics serving 81.3% of clinicians. 
- 97% of practices/clinic with EHRs have an EPM. 
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EHR System Functionalities  
 
Alternative levels of EHR system functionality were defined in a New England Journal of 
Medicine article from July 3, 2008 in: DesRoches CM, Campbell EG, Rao SR, Donelan K, Ferris 
TG, Jha A, Kaushal R, Levy DE, Rosenbaum S, Shields AE, Blumenthal D. Electronic health 
records survey in ambulatory care - a national survey of physicians. NEJM, 359:1, July 3, 2008, 
50-60. 
 
Levels of EHR functionality are one means of assessing the likelihood that eligible professionals 
using certified EHRs will be able to demonstrate meaningful use to qualify for Medicare or 
Medicaid incentive payments under ARRA.  The DesRoches paper generally defines Basic and 
Fully Functional EHRs as: 


• A Basic EHR System is defined as including all of the following functional components: 
patient demographics, patient problem lists, electronic medication lists, clinical notes, 
order entry management of prescriptions, and viewing capability of laboratory and 
imaging results (reports). 


• A Fully Functional EHR System is defined as including all the basic system 
functionalities and all of the added functions of clinical notes of medical history and 
follow-up, ordering of laboratory and radiology tests, electronic transmission of 
prescriptions and orders, and electronic return of images.  Fully functional also includes 
clinical decision support with warnings of drug interactions or contra-indications, 
highlighting of out-of-range test levels and reminders regarding guideline-based 
interventions or screening. 


 
Figure 27-1 shows the number of organization and clinicians from the surveyed organizations 
using EHRs that report using specific functions within the defined Basic and Full functions.  
More than 89% of organizations covering over 95% of clinicians report that their EHRs Basic 
capabilities to support basic functions of reviewing chart information, notes and lists; update and 
review medication lists; and update and review problem lists.  Basic functions related to entering 
and printing prescriptions, entering and reviewing laboratory and radiology orders ranged from 
66% to 76% of organizations covering 82% to 87% of clinicians.  Full EHR functionalities 
related to decision support functions (warnings of drug interactions and contraindications, out-of-
range lab values, and reminders for guideline-based interventions and screenings) are supported 
by 62% to 73% of organizations covering 71% to 91% of clinicians.  Full EHR functionalities 
related to enhanced electronic information exchange and connectivity between provider 
organizations (electronic transmission of prescriptions, electronic placement of lab and radiology 
orders) are supported by 36% to 57% of organizations covering 61% to 74% of clinicians.   
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Figure 27-1 - EHR System Functionalities - Basic & Full 
All Practice Types (445 orgs, 5137 clinicians)
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Organizations Supporting Clinicians Supported
 


Source: Appendix C, Tables 20-1a, 20-1b, 20-2a, 20-2b. 
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Figure 27-2 shows the number of organization and clinicians within organizations using EHRs 
that report using Other specific functions and Information Exchange functions not specifically 
included within the Basic and Full defined functions.  These Other functions are highly related 
to the how information gets integrated into EHRs (scan and store), advanced levels of decision 
support (reminders and prompts), sharing information with patients/consumers (reminders) and 
quality metrics (disease registries).  The Information Exchange functions are related to the 
interoperability and exchange of information as well as increased expectations about patient 
electronic access to their medical information (web portals and personal health records/PHRs).  
Each of these functions is involved in the expected evolution of meaningful use criteria over the 
next several years. 
 


Figure 27-2 - EHR System Functionalities - Other & Exchange 
All Practice Types (445 orgs, 5137 clinicians)
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Source: Appendix C, Tables 20-1a, 20-1b, 20-2a, 20-2b. 
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Figure 28-1 reports results comparable to Figure 27-1 for just the clinician organizations. 
 


Figure 28-1 - EHR System Functionalities - Basic & Full 
Clinician Organizations (377 orgs, 2263 clinicians)
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Source: Appendix C, Tables 20-3a, 20-3b, 20-4a, 20-4b. 
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Figure 28-1 shows usage rates for clinician organizations use of Basic functions that seem 
comparable to all organization for chart review, access to notes and lists.  Clinician organizations 
show slightly lower rates for printing prescriptions and the entering/review of lab and radiology 
orders.  The Full functions for clinician organizations are lower than all organizations but not 
radically lower.   
 
Figure 28-2 reports results comparable to Figure 27-2 for other and information exchange 
functions.  
 
 


Figure 28-2 - EHR System Functionalities - Other & Exchange 
Clinician Organizations (377 orgs, 2263 clinicians)
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Source: Appendix C, Tables 20-3a, 20-3b, 20-4a, 20-4b. 
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As noted above the results reported by DesRoches et al were based on meeting all of the Basic 
and Full list of criteria.   
 
Figures 27-1 through 28-2 (derived from Appendix C: Tables 20-1 through 24-2) provide data on 
the use rates of each separate function calculated on the basis of use at practices with EHR 
systems.  According to DesRoches,1 the recommendations from the expert panel used in 
developing the criteria were focused on the levels of functionality required to provide high 
quality clinical care.  While these levels are highly useful in considering the levels of 
functionality required of EHRs to achieve long-term objectives, the results reported by 
DesRoches2 and more recently by Hsaio3 are insufficient for assessing the number of 
practices/clinics and their clinicians that may reasonably be expected to demonstrate meaningful 
use within a reasonable period.  As a practical manner, practices/clinics might have robust EHR 
systems but not satisfy all six Basic or twelve Full functionalities due to the inabilities of other 
organizations to participate or the phasing for implementing system components. 
 
To assess the achieve of all or nearly all criteria, the Oregon survey data was analyzed on the 
basis of meeting all criteria be met to qualify as Basic or Fully Functional (six criteria for Basic 
and 12 for Fully Functional) as well as for Nearly Basic and Nearly Fully Functional defined as 
meeting 5 of 6 and 10 of 12 of the criteria respectively.  Appendix C. Tables 25-1 through 28-2 
present adoption and functionality data as a proportion of EHR and non-EHR practices/clinics 
and clinicians.  The overall adoption rates among all survey respondents by level of functionality 
are shown in the following table: 
 
  


Clinicians 
Have any 
EHR 


Have Near 
Basic or 
better EHR 


Have Basic 
or better 
EHR 


Have Near 
Full of 
better EHR 


Have Full 
Function 
EHR 


Clinician 
organizations 4,177 54.2% 40.9% 30.9% 24.9% 8.8% 


All 
organizations 7,845 65.5% 55.4% 49.4% 45.6% 32.5% 


       
National 
2009 rates15  43.9%  20.5%  6.3% 


 
 


                                                 
1 Telephone conversation with Catherine DesRoches, December 8, 2009. 
2 DesRoches CM, Campbell EG, Rao SR, Donelan K, Ferris TG, Jha A, Kaushal R, Levy DE, Rosenbaum S, 
Shields AE, Blumenthal D. Electronic health records survey in ambulatory care -a national survey of physicians. 
NEJM, 359:1, July 3, 2008, 50-60. 
3 Hsaio CJ, Beatty PC, Hing ES, Woodwell DA, Rechtsteiner EA, Sisk JE.  Electronic medical record/electronic 
health record use by office-based physicians: United States, 2008 and preliminary 2009. Health E-Stat. National 
Center for Health Statistics, December 2009.  Accessed December 23, 2009 at 
http://www.cdc.gov/nchs/data/hestat/emr_ehr/emr_ehr.pdf 
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Figure 29 shows the extent of adoption and levels of functionality at practice/clinic organizations 
as a percentage distribution against all responding organizations.  Adoption rates for each 
practice type are identical to results presented the overall adoption figures earlier in the report.  
However, there are marked differences in the levels of functionality across practice types.   
 
 


Figure 29 - Level of EHR Functionality: Organizations
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Source: Appendix C, Tables 25-1, 25-2. 
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Figure 30 show the extent of adoption and functionality based on the number of clinicians within 
the various practice types.  Again the total rates of EHR adoption are identical to the clinician 
organization rates earlier in the report. 
 
 


Figure 30 - Level of EHR Functionality: Clinicians 
(7845 clinicians)
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Source: Appendix C, Tables 26-1, 26-2. 
 







DRAFT Feb 3, 2010 – NOT FOR PUBLIC DISTRIBUTION 
 


Office for Oregon Health Policy and Research, Witter & Associates 10 


 
Figure 31 presents adoption and levels of functionality results for just the clinician organizations 
by practice size.  Both the level of adoption (any type of EHR) and the level of functionality 
seems to increase with the size of practice. 
 


Figure 31 - Level of EHR Functionality: Clinician Organizations 
by Practice Size (1008 orgs)
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Source: Appendix C, Tables 27-1, 27-2. 
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Figure 32 presents adoption and levels of functionality results for based on the number of 
clinicians in the clinician organizations by practice size.  Both the level of adoption (any type of 
EHR) and the level of functionality seems to increase with the size of practice. 
 
 


Figure 32 - Level of EHR Functionality: Clinicians at Clinician 
Organizations by Practice Size
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Source: Appendix C, Tables 28-1, 28-2. 
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Office for Oregon Health Policy and Research 
Health Information Technology Oversight Council 


 
    Oregon Health Information Technology 
          Environment Assessment, 2009: 
Health Information Exchange Activities 
 


The Health Information Technology Oversight Council (HITOC) requests your assistance in 
assessing the scope and plans for local health information exchange (HIE) activities and health 
information organizations (HIOs) in Oregon.  Information about HITOC is available at 
http://www.oregon.gov/OHPPR/HITOC/.  Information of Oregon HIE activities is at  
http://www.oregon.gov/OHPPR/HITOC/docs/OregonHIE_Activities_103009P.pdf. The 
information from this survey will be used to help HITOC in HIE planning efforts that will be 
occurring in the first half of 2010.  The information will also help in developing strategies to 
maximize Oregon’s access to Federal stimulus money for HIT under the American Recovery 
and Reinvestment Act (ARRA). Your input will contribute to Oregon’s planning activities to help 
facilitate EHR and HIT adoption and to facilitate health information exchange.  Please save this 
document with a file name that identifies your HIE before entering information and then insert 
your responses in the gray-shaded areas. 
 
Name of HIE Activity or HIO:       


Other organization name (if appropriate):       


Person Completing Survey        Title        Phone        Email        
Person (CEO or Administrator) Responsible for HIE        Title        


Phone         Email       
Other key persons:   


       Title        Phone        Email        
       Title        Phone        Email        


 
Please complete this survey as soon as possible.   


Completion will facilitate Oregon’s HIE planning efforts. 
 


Please return your completed survey electronically to: 
Carol Robinson, State Coordinator, Health Information Exchange and 


Director, Oregon Health Information Technology Oversight Council 
carol.robinson@state.or.us 


 
Questions about the survey can be directed to David Witter at (503) 222-6469 or witterdave@aol.com 
or Carol Robinson at (503) 373-1817 or carol.robinson@state.or.us.   
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PART I – HIE/HIO MISSION AND SCOPE 
1. What is the vision and mission for the HIE/HIO?        
 
 
2. Please provide a short description about the HIE/HIO:         
 
 
3. What is the geographic area covered by HIE/HIO?  (i.e. counties or regions)       
 
 
4. Who are the key sponsoring organizations of the HIE/HIO?        
 
 
5. Who are the targeted or expected participants in the HIE/HIO? (check all that apply) 
 
Types of Organizations Currently 


Participating 
Expected 
Participants


Not targeted 
participant 


a. Hospitals  1  2  3  
b. Physician practices 1  2  3  
c. Community or safety net clinics 1  2  3  
d. Independent laboratories 1  2  3  
e. Imaging centers/practices 1  2  3  
f. Ambulatory surgery centers  1  2  3  
g. Public health department 1  2  3  
h. Mental health clinics 1  2  3  
i. Local IPA 1  2  3  
j. Local Medicaid/OHP health plan 1  2  3  
k. Commercial health plans 1  2  3  
l. Pharmacy benefit managers 1  2  3  
m. Pharmacies 1  2  3  
n. Consumers/patients 1  2  3  
o. Employers 1  2  3  
Others (please specify)    
p.       1  2  3  
q.       1  2  3  
r.       1  2  3  
Comments on targeted of  
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6. What is the current status of the HIE/HIO activities? (check all that applicable) 
1  Fully operational since (season/year)        
2  Partially operational since (season/year)        
3  Implementation underway, should be operational in (season/year)        
4  Implementation planning (e.g., vendor selection in process, staff recruitment) 


underway, operational target (season/year)       
5  Decision to implement and commitment from key stakeholders 
6  Business and/or technology planning underway  
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7  Exploratory discussions among stakeholders  
8  Other:        
9  Other:        


 
 
PART II – HIE SYSTEM CHARACTERISTICS 
7. Interfaced Systems: Which EHR products and other major data sources are currently 
operational or planned for interfaces or connections into the HIE? 
 


EHR or Other Source 
Systems Interacting 


with the HIE 


Currently 
Operational


Planned Organizations or Types of 
Organizations  


      1  2        
      1  2        
      1  2        
      1  2        
      1  2        
      1  2        
      1  2        
      1  2        
      1  2        
      1  2        


Comments on EHR and other systems interacting with the HIE:        
 
 
8. System Components: Please identify the system key functional components in the HIE and 
the vendor and products use to fulfill those functions: 
 


HIE System Components 
(as applicable) Vendor/Product 


a. Clinical data repository       


b. Record locator service       


c. Master patient index       


d. Patient matching mechanism       


e. Interface engine       


f. Gateway       


g. Other:              
h. Other:              


i. Other:              


j. Other:             
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Comments on vendor systems and products, planned upgrades or other issues:        
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9. Master Patient Index (MPI):  If the HIE uses a master patient index: 


a. How many persons are included (a round approximate number)?        
b. Is the MPI distinct from the MPIs of other participating organizations?       
c. If the MPI is primarily based on the MPI of participating organization(s), which 
organization(s)?       
d. Other comments on the MPI:         


 
 
10. eHIE Functions:  Please indicate the electronic health information exchange functions 
currently provided or planned by the HIE or HIO.  
 


Electronic Health Information Exchange Functions 
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 Currently 
Providing 


Expect to 
provide within 


next year  


Expect to 
provide 


beyond next 
year 


Do not expect 
to provide 


 


Provider clinical - related functions 


CCR/CCD summary record 
exchange 


1  2  3  4  


Clinical decision support 1  2  3  4  


Clinical messaging between 
providers 


1  2  3  4  


Connectivity to EHR systems 1  2  3  4  


Connectivity between 
inpatient and outpatient 
EHRs 


1  2  3  4  


Disease registries 1  2  3  4  


EHR system offered through 
the HIE 


1  2  3  4  


Electronic consultation 
referrals and reports 


1  2  3  4  


Electronic ordering (e.g., 
labs, diagnostic studies) 


1  2  3  4  


Electronic reports & results 
delivery(e.g., labs, 
diagnostic studies) 


1  2  3  4  


Electronic access to images 1  2  3  4  


Electronic prescribing 1  2  3  4  


Immunization system 
reporting (ALERT) 


1  2  3  4  
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 Currently 
Providing 


Expect to 
provide within 


next year  


Expect to 
provide 


beyond next 
year 


Do not expect 
to provide 


 


Public health communicable 
disease  reporting 


1  2  3  4  


Quality metrics reporting 1  2  3  4  


Other:       1  2  3  4  


Other:       1  2  3  4  


Provider administrative functions 


Electronic eligibility 
verification 


1  2  3  4  


Electronic claims submission 1  2  3  4  


Electronic claims tracking  1  2  3  4  


Other:       1  2  3  4  


Patient-related functions 
Patient access to information 


through the exchange 
1  2  3  4  


Patient-provider email 1  2  3  4  


Patient-provider clinical data 
exchange 


1  2  3  4  


A personal health record 
system offering 


1  2  3  4  


Provide data electronically to 
PHRs 


1  2  3  4  


Retrieve data electronically 
from PHRs 


1  2  3  4  


Other:       1  2  3  4  


 
Additional HIE functions:        
 
 
Comments on the HIE functions:        


 
 


     
    Thank you for your time! 








Deloitte Consulting LLP
January 9, 2010


Centers for Medicare & Medicaid Services (CMS) & 
Department of Health & Human Services (HHS)


EHR Incentive Program 
Proposed Rule


DRAFT
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Ten Things to Know…
1. The CMS Rules still need to go through public comment – there could be significant changes to the 


proposed rules. Many times throughout document, CMS is asking the public for ideas on better ways 
to classify or administer components of the program


2. Only Stage 1 of Meaningful Use is defined in detail in the proposed rule. Stage 2 will be defined by 
end of 2011 and stage 3 by end of 2013 (nothing prevents CMS from making further changes to MU 
beyond stage #3)


3. Each Meaningful Use Objective (23 for hospitals and 25 for Eligible Professionals) includes a measure 
that needs to be submitted to CMS. There are also a significant number of Clinical Quality Measures 
that must be submitted to CMS and the EP’s / hospitals needs to attest that their EHR technology was 
used to capture data elements and calculate the results for applicable clinical quality measures . Note 
for hospitals: All measures are based on Inpatient Facilities and Departments (POS = 21). For 
example, the ED and OP departments are excluded from Meaningful Use requirements (ex CPOE)


4. For the 1st payment year of each Eligible Professional or Hospital (2011, 2012, 2013, etc) – there is 
90 day continuous “reporting period” anywhere within that payment year that the hospital or EP needs
to demonstrate Meaningful Use


− So what is the latest date to commence MU compliance to achieve the following:
• Medicare Incentives for 2011


– October  1, 2011 for EP’s for 2011 incentive (October 1st – December 31st)
– July 1, 2011 for Hospital for 2011 incentive (July 1st – September 30th)


• Medicare Maximum Incentives
– October 1, 2012 for EP’s
– July 1, 2013 for hospitals
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Ten Things to Know…
5. The below graph outlines the timing of different Stages of Meaningful Use by Payment 


Year – much is based on the first payment year for an individual Eligible Professional or 
Hospital


6. Medicaid Eligible Professionals (EP) and Hospitals do not need to achieve Meaningful 
Use in the first payment year – they only need to demonstrate that they are adopting, 
implementing, or upgrading “certified” EHR technology.  In fact, if the State is ready the 
EP’s or Hospitals can receive their 1st payment of Medicaid incentives in 2010.  Further 
exception includes proposed rule that they can use the 90 day reporting period for the 
demonstration in 2010 and for meaningful use in 2011
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Ten Things to Know…
7. There are eligibility differences between Medicare and Medicare EHR Incentive Program (example: a 


Cancer hospitals does not quality under Medicare Incentives – but does qualify for Medicaid 
incentives). Also, Eligible Professionals can only be eligible for either Medicare or Medicaid in any 
given year while Eligible Hospitals can receive both Medicare and Medicaid incentives simultaneously


8. Hospital Based Professional that furnish “substantially all” of their professional services in a hospital 
setting are not eligible for incentives.  CMS is proposing “substantially all” to defined as 90%. 
Therefore, Professionals who have less than 90% would be eligible for Medicare or Medicaid 
incentives.  CMS is proposing to use place of service code (POS) on physician claims to determine 
whether an EP furnishes “substantially all” of professional services in hospital setting. The POS codes 
considered Hospital setting include:   21—Inpatient Hospital, 22 – Outpatient Hospital, and 23 –
Emergency Room, Hospital


9. Hospitals eligible for Medicaid Incentive Program can begin incentive payments as late as FY2016. 
There are no decreases in payments for delaying the start date (there is no transition factors like the 
Medicare Incentive Program)


10. Eligible Professional Incentives – EP that are dual eligible must choose between Medicare and 
Medicaid incentive program (they are allowed to switch one time prior to 2015 only).  The Rules allows 
for reassignment to an employer or entity with which the physician had a valid contractual 
arrangement allowing the entity to bill for the physician’s services 


– If EP practices in multiple states, they must choose one state for Medicaid Incentives. (however this is an annual 
selection)


– EP’s are precluded from assigning incentive payment to more than one employer (too administratively complex to 
manage)
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Background
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Background


Programs include Medicare (Medicare FFS and Medicare MA) and Medicaid Incentives. They are 
distinct programs – however CMS tries to align definitions and timelines across both programs for 
administrative simplicity


Certified EHR Technology – ONC is charged with development of criteria and mechanism. Rules related 
to the mechanism for certification will be released in early 2010


CMS aligned “Payment Year”:


– For Eligible Professionals (EP): Calendar year (CY) for both Medicare and Medicaid Incentive Program


– For Hospitals: Federal Fiscal year (FY) for both Medicare and Medicaid Incentive Program


Reporting Period – For both programs, the 1st reporting period for demonstrating meaningful use is only 
90 continuous days for the 1st payment year


– For Medicare Incentives: The EP or Hospital must demonstrate Meaningful Use of Certified EHR technology


– For Medicaid Incentives: For year 1 of payment you must demonstrate adoption, implementation, or upgrade or 
EHR technology (can actually start in 2010 if on the state is ready with required infrastructure to administer and  
pay incentives). For year 2 and thereafter of payment you must demonstrate Meaningful Use


– NOTE: If a Medicaid Eligible Professional or Hospital receives “early” payments in 2010 – their reporting period for 
both 2010 and 2011 is ONLY 90 days
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Eligibility for Medicare and Medicaid Incentives
Eligible Professional Eligible Hospital


Medicare Incentives


• Doctor of Medicine or Osteopathy,
• Doctor of Dental Surgery or Dental 
Medicine,
• Doctor of Podiatric Medicine
• Doctor of Optometry 
• Doctor of Chiropractor 


- Excludes hospital based professional


Subsection (d) hospitals  - which excludes  hospitals and 
hospital units excluded from IPPS such as psychiatric, 
rehabilitation, long term care, children’s and cancer


Incentives will be provided to hospitals as they distinguished by 
Provider Number in Hospital Cost Reports (which is the CCN of 
main provider)


Medicaid Incentives


• Physicians
•Dentists
•Certified Nurse Midwives
•Nurse Practitioners
•Physician Assistants in a FQHC or RHC that 
is led by a PA


- Excludes hospital based professionals


** Medicaid has one exception to hospital 
based  exclusion for Medicaid Eligible EP’s 
that > 50% of patient encounters over 6 
month period occurs at FQHC or RHC


ONLY Acute Care Hospitals and Children’s Hospitals are 
eligible for Medicaid Incentives 


Acute Care Hospital Definition: 
Hospital must have CCN – with last 4 digits of 0001 – 0879 
(which is short  term general hospitals and the11 cancer 
hospitals in the US)


Acute Care for Medicaid Eligibility  - Must have 10% Medicaid 
Volume – hospitals total number of Medicaid patient encounters 
in any representative continuous 90 day period in preceding 
calendar year


Also - Average length of stay 25 days or less


Children’s Hospital Definition 
(current – but seeking additional advice through comments): 
Medicare Issued CCN’s determine eligibility – those  with last 4 
numbers of  3300 – 3399 are assigned defined to be Children’s 
Hosp


Currently there are 78 in the US both free standing and hospital
within facilities
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Definition of Hospital-Based Professional


Hospital Based Professional – those that provide “substantially all” of Medicare or Medicaid covered 
professional services in a hospital setting whether inpatient or outpatient - are EXCLUDED from 
incentive payments. There is one exception for those practicing predominantly in FQHC’s or RHC’s


Proposed Rules related to Hospital Based Professionals:


– Hospital setting to include the outpatient settings where hospital care is furnished to registered hospital outpatients


– CMS policy to include outpatient setting that are owned by and integrated operationally and financially into the 
entity or main provider that own and operate the inpatient setting


– CMS considers outpatient care setting of all types to be Provider Based Departments (PBD’s). PBD must operate 
under the ownership and financial and administrative control of the main provider


– CMS PROPOSES to use place of service code (POS) on physician claims to determine whether an EP furnishes 
“substantially all” of professional services in hospital setting. There are three POS codes which would be 
considered a Hospital setting:


21 – Inpatient Hospital
22 – Outpatient Hospital 
23 – Emergency Room, Hospital 


*  Place of service codes 22 (Outpatient Hospital) and 23 (Emergency Room, Hospital) are commonly 
recognized to be outpatient departments of the hospital
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Definition of Hospital-Based Professional (Continued)
CMS is proposing “substantially all” to mean 90% - so Professionals who have less than 90% would be 
eligible for Medicare or Medicaid incentives


CMS estimates 27% of Medicare Physicians would be consider Hospital Based


2011 eligibility based on 2010 Medicare Claim Data – The Hospital Based Status of a Professional 
would get reassessed each year based on the claims data from the year immediately preceding the 
payment year


States can use Medicaid claim data or equivalent data source at the state’s option to determine whether 
the Professional is hospital based


IMPLICATIONS - Hospitals Incentives are based on Inpatient Services – so those with large OP 
department will not receive additional incentives.  This may result in under investment in outpatient 
Hospital Based Primary Care Sites (CMS plans to have MU be a broader definition of hospital care to 
include outpatient services)
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Meaningful Use Framework


Meaningful Use


Electronic Exchange of 
Heath Information


Content 
Standards


Submits Quality and 
HIT Measures


Certified EHR 
Technology


Each objective must be satisfied by an individual EP as identified by National Provider Identifier (NPI) 
and hospital as determined by unique CMS Certification number (CCN)


Health Outcomes Policy Priorities:
Improving quality, safety, efficiency, & reducing health disparities
Engage patients and families in their health care
Improve care coordination
Improve population and public health
Ensure adequate privacy and security protections for personal health information
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Stages of Meaningful Use / Timeline
Stage 1: Focuses on electronically capturing health information in a coded format; using that information to 
track key clinical conditions and communicating that information for care coordination purposes, implementing 
clinical decision support tools to facilitate disease and medication management; and reporting clinical quality 
measures and public health information


Stage 2: (Criteria to be proposed by end of 2011): Expand upon the Stage 1 - encourage the use of health 
IT for continuous quality improvement at the point of care and the exchange of information in the most 
structured format possible, such as the electronic transmission of orders entered using computerized provider 
order entry (CPOE) and the electronic transmission of diagnostic test results.  Additionally we may consider 
applying the criteria more broadly to both the inpatient and outpatient hospital settings


Stage 3: (Criteria to be proposed by end of 2013): Expand on stage 2 - focus on promoting improvements in 
quality, safety and efficiency, focusing on decision support for national high priority  conditions, patient access to 
self management tools, access to comprehensive patient data and improving population health


The stages represent a graduated 
approach to arriving at the ultimate goal. 
Thus, our goals for “Stage 3” meaningful 
use criteria represent overarching goals 
which, we believe, are attainable by the 
end of the EHR incentive programs


Nothing limits further changes to MU 
beyond stage #3
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When do I have to meet Meaningful Use?


For  the 1st incentive payment year of each Eligible Professional or Hospital (2011, 2012, 2013, etc) –
there is 90 day continuous reporting period anyway within that payment year


Earliest state date to begin to demonstrate MU is the 1st day of the payment year


– Remember: Hospitals are on Federal Fiscal Year (FY)


– Remember: Eligible Professionals (EP’s) are on a Calendar Year (CY)


So what is the latest date to commence MU compliance to achieve the following:


– Medicare Incentives for 2011


October  1, 2011 for EP’s for 2011 incentive (October 1 – December 31st)


July 1, 2011 for Hospital for 2011 incentive (July 1 – September 30)


– Medicare Maximum Incentives


October 1, 2012 for EP’s


July 1, 2013 for hospitals


– Avoid Medicare Penalties


Details for the “reporting period” for Medicare penalties which commence in 2015 will be defined in future 
CMS rules, However the below dates would seem to be targets:


October 1, 2015 for EP’s (would be last day for CY2015 Compliance)


July 1, 2015 for hospitals (would be last day for FY2015 Compliance)
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When do I have to meet Meaningful Use? (Continued)
For subsequent payment years – Meaningful Use has to be demonstrated for the entire payment year.  
EXCEPTION for Medicaid Eligible Professionals and Hospitals, if the states are ready they can receive 
their 1st payment of Medicaid incentives in 2010 payment year for adopting, implementing, and upgrade 
certified EHR technology. They can use the 90 day reporting period for the demonstration in 2010 and 
for meaningful use in 2011


For Medicaid Incentive Program – the 1st payment year is from demonstrating the EP or hospital is 
adopting, implementing, or upgrading certified EHR technology (they do not need to demonstrate 
meaningful use)
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Demonstration of Meaningful Use
Proposed uniform system between Medicare and Medicaid  Incentive Programs – Meaningful Use 
demonstration methods for Medicare Incentives would be available to states for Medicaid incentives


For payment years 2011, EP’s and Hospitals demonstrate that they meet MU  and satisfy each of the 
MU objectives via attestation through secure mechanism, options include: claims based reporting or 
online portal


For Payment year 2012, EP’s and hospital demonstrate that meet MU via attestation AND electronic 
reporting of clinical quality measures to CMS or states


Future MU Demonstration could move away from attestation (future CMS rule making)


Once a EP or Hospital is deemed to be a meaningful user – there will be online posting of EP and 
Hospitals , including names, business address, etc on internet site


Data to be collected for Meaningful Use Registration / Demonstration: (CMS will maintain a single 
repository which CMS, States and Contractors will have access) 


– For each EP or Hospital: Name, NPI, Business Address, and Business Phone


– Tax Identification Number (TIN) for which the incentive payment will be made


– EP must identify whether they want to be in the Medicare or Medicaid program


– Hospitals their CCN 


– The repository will have whether the EP or hospital is a Meaningful Use


– Remittance data and amount of Incentive payments
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Stage 1: Meaningful Use
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Meaningful Use


Introductory Notes:


Criteria for Meaningful Use includes each of the following objective and their associated measures. 
There are 23 objectives/measures for hospitals and 25 objectives/measures for Professionals


Each of the measures and objective for Hospitals are for Inpatient facilities and departments (POS = 
21). Therefore, the ED and OP hospital departments are not included within the objectives/measures of 
meaningful use in stage 1


Also, keep in mind there are significant clinical quality reporting measures that will need to be obtained 
via output of the certified EHR in order for the EP or hospital to be determined to be a meaningful user


Note: Stage 1 for CPOE does not include electronic transmittal (interface)
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Stage 1 Criteria for Meaningful Use- Health Outcomes Policy Priority #1


Health Outcome # 1


Improving quality, safety, efficiency, and reducing health disparities
Care goals: 


1. Provide access to  comprehensive patient health data for patient’s health care team
2. Use evidence-based order sets and CPOE
3. Apply clinical decision support at the point of care
4. Generate lists of patients who need care and use them to reach out to patients
5. Report information for quality and public reporting
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Stage 1 Criteria for Meaningful Use- Health Outcomes Policy Priority #1 
(Continued)







- 19 - DRAFT


Stage 1 Criteria for Meaningful Use- Health Outcomes Policy Priority # 2


Health Outcome # 2


Engage patients and families in their health care
Care goals: 


1. Provide patients and families with timely access to data, knowledge, and tools to make informed 
decisions and to manage their health
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Stage 1 Criteria for Meaningful Use- Health Outcomes Policy Priority #3


Health Outcome # 3
Improve care coordination
Care goals: 


1. Exchange meaningful clinical information among professional health care team
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Stage 1 Criteria for Meaningful Use- Health Outcomes Policy Priority #4


Health Outcome # 4
Improve population and public health
Care goals: 


1. Communicate with public  health agencies
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Stage 1 Criteria for Meaningful Use- Health Outcomes Policy Priority #5


Health Outcome # 5


Ensure adequate privacy & security protections for personal health information
Care goals: 


1. Ensure privacy & security protections for confidential information through operating policies, 
procedures, & technologies & compliance w/ applicable law


2. Provide transparency of data sharing to patient
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Summary of Measures for Meaningful Use


There are two types of Measures:


1. Health IT Functionality Measures 


– Measure for each Meaningful Use Objective (otherwise the objectives are too ambiguous)


– For each measure utilizing a percentage calculation – both the numerator and denominator must be sent to CMS


– Hospitals have 23 Health IT measures


14 percentage calculations 


9 attest


– For EP have 25 Health IT measures


17 percentage calculations


8 Attest


2. Clinical Quality Measures defined as measures of process, experience, and/or outcomes of patient 
care, observations or treatment that related to quality aims for STEEP principles


– For Meaningful Use, the hospital or EP needs to demonstrate their use of EHR technology to capture data 
elements and calculate the results for applicable clinical measures by reporting results for ALL applicable patients 
(not just Medicare and Medicaid)
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Health IT Functionality Measures 
Specific Points to Keep in Mind for Health IT Functionality Measures


Concern for EP’s in multiple locations - ALL MEASURES BE LIMITED TO ACTIONS TAKEN AT 
PRACITCES/LOCATIONS EQUIPPED WITH CERTIFIED EHR TECHNOLOGY


TO BE MEANINGFUL EHR USER – AN EP MUST have 50% or more of their patient encounters 
during the EHR reporting period at practices/locations equipped with EHR TECHNOLOGY


Recognize that the infrastructure related to healthcare information exchange is not currently 
available in all parts of the country so they are lenient with respect to data exchange – this will be 
area of focus in later definitions
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Health IT Functionality Measures (Continued) 


MEASURES INCLUDE:


CPOE – Usage Calculation Sent to CMS


– Percentage / Usage Measurement 


– Providers use of computer assistance to directly enter medical orders”


– Percentage Calculation (EP = 80%, Hospitals = 10%) – includes all patients (not just Medicare / Medicaid 
population)


– “Providers use of computer assistance to directly enter medical orders”


– Does not require interface / electronic transmission 


Drug – Drug Interaction, Drug-Allergy, Drug-Formulary Checking


– Measurement is based on Attestation


– Functionality must be enabled


Maintain Problem List of Current/Active Diagnosis based on ICD-9 or SNOMED


– Percentage / Usage Measure


– For both hospitals and EP’s, the threshold is 80% (have one entry or entry of none)


– The 80% is based on unique patient encounters or admissions
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Health IT Functionality Measures (Continued) 


EP ONLY: Generate and Transmit Permissible Prescriptions Electronically (e-Prescribing)


– Percentage / Usage Measure


– 75% of all permissible prescriptions written by EP transmitted electronically


Maintain Active Medication List


– Percentage / Usage Measure


– For both EP’s and Hospitals, at least 80% of all unique patients seen or admitted have at least one medication 
entry or None recorded in STRUCTURED data


Maintain Active Medication Allergy List


– Percentage / Usage Measure


– For both EP’s and Hospitals, at least 80% of all unique patients seen or admitted have at least one medication 
Allergy entry or None recorded in STRUCTURED data


Record Demographics


– Percentage / Usage Measure


– For both EP’s and Hospitals, at least 80% of all unique patients seen or admitted have demographics recorded as  
STRUCTURED data


– Includes: Preferred Language, Insurance Type, Gender, Race, Ethnicity, DOB, and for hospitals date and cause of 
death in case of mortality)
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Health IT Functionality Measures (Continued) 


Record and Chart Changes in Vital Signs


– Percentage / Usage Measure


– For at least 80% of all unique patients age 2 and over seen by EP pr admitted to hospital – recorded Blood 
Pressure and BMI (and plot growth chart for ages 2 to 20)


Record Smoking State for patients 13 and older


– Percentage / Usage Measure


– At least 80% of all unique patients for both EP and Hospitals


– The patients are limited to those 13 and older


Incorporate Clinical Lab Test Results into EHR as STRUCTURED data


– Percentage / Usage Measure


– At least 50% of all clinical lab tests results for both EP’s and Hospitals  are incorporated as structured data


Generate List of Patient by Specific Conditions


– Attest Measure – that EP or Hospital have that they have generated at least one report listing patients of the EP or 
Hospital with a specific condition


– No requirements or direction related to specific report to generate
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Health IT Functionality Measures (Continued) 


Report quality measures to CMS


– For 2011, provide aggregate  the numerators and denominators through Attestation of required measures


– For 2012 would need to electronically submit the measure (See clinical quality measure slides)


EP ONLY – Send electronic reminders


– Percentage / Usage


– Measure requires that a reminder was sent to at least 50% of patients that are age 50 and over


– Reminder of preventative or follow-up care (no further details)


Implement 5 Clinical Decision Support Rules


– Attest to the implementation of 5 CDS that are high priority and linked to quality measures


– Implement 5 CDS rules that are relevant to the Clinical Quality Measures required for Meaningful Use 


Insurance Eligibility Electronically


– Percentage / Usage Measure 


– For both EP’s and Hospitals – Insurance Eligibility is checked electronically 80% of time for unique patients


Submit Claims Electronically


– Percentage / Usage Measure


– For both EP’s and Hospitals - 80% of claims are filed electronically (does not mentioned unique patients)
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Health IT Functionality Measures (Continued) 


Provide Patients w/ electronic copy of Health Information


– Percentage / Usage Measure


– For both EP and hospital, at least 80% of patients who request an electronic copy have it provided within 48 hours


– Can be achieved through PHR, patient portal, USB drive, CD, etc.


HOSPITAL ONLY: Provide Patients w/ electronic copy of Discharge Instructions


– Percentage / Usage Measure


– At least 80% of patients who are discharged and request an electronic copy of discharge instructions and 
procedures have it provided


– Can be achieved through patient portal, USB drive, CD, etc.


EP ONLY: Provide patients with timely electronic access to their health information


– Percentage / Usage Measure


– At least 10% of unique patients seen during reporting period have timely access to their health information (within 
96 hours of information be available to EP


– Example would be  PHR’s, patient portal, CD, USB, etc.


- 30 - DRAFT


Health IT Functionality Measures (Continued) 


EP ONLY: Provide clinical summaries to patients after each office visit


– Percentage / Usage Measure


– Clinical Summaries are provided to 80% of all unique patients (this does not mean electronically)


– Can be achieved PHR, secure email, CD, USB, or Printed Copy


Capability to Exchange Key Clinical Health Information Among Providers


– Attest that have performed that least one test of certified EHR’s technology to electronically exchange


– Test at least (Testing can occur prior to the reporting period)


– If multiple EP are using the same certified EHR in a shared physician location, then test only needs to occur once 
for the “practice”


– The requirement is that the exchange must be sent to different clinical entities and distinct certified EHR technology 
(NOT between organizations that share an EHR)


Perform Medication Reconciliation at Relevant Encounters and Transition of Care


– Percentage / Usage Measure


– For both EP and Hospital – Perform Med Rec for 80% of encounters or transition in care


– Transition of care from one clinical setting to another or from one EP or hospital to another
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Health IT Functionality Measures (Continued) 
Provide Summary of care record for each transition of care and referral


– Percentage / Usage Measure


– 80% of the time - provide summary of care record via electronic exchange, secure portal, secure email, CD, USB, 
or PRINTED COPY


Capability to Submit Electronic Data to Immunization Registries


– Attest that EP or Hospital has performed at least one test of certified EHR technology capability to send electronic 
data


– Testing can occur prior or during the reporting period


– EP’s in Practice setting sharing same certified EHR and same physician location only need to complete 1 test


– More Stringent rules may required for Medicaid incentives in states where capability exists


HOSPITAL ONLY Capability to Submit Electronic Submission of Reporting Labs to Public Health 
Agencies


– Attest Hospital has performed at least one test of certified EHR technology capability to provide electronic lab 
results to public health agency (unless capability does not exists at any Public Health agency)


– Testing can occur prior or during the reporting period


– More Stringent rules may required for Medicaid incentives in states where capability exists
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Health IT Functionality Measures (Continued) 
Capability to Provide Electronic Syndromic Surveillance data to Public Health


– Attest Hospital has performed at least one test of certified EHR technology (unless capability does not exists at any 
Public Health agency)


– Testing can occur prior or during the reporting period


– EP’s in Practice setting sharing same certified EHR and same physician location only need to complete 1 test


– More Stringent rules may required for Medicaid incentives in states where capability exists


Protect Electronic Health Information


– Attest that EP or Eligible Hospital has conducted or reviewed a security risk analysis in accordance with 
requirements and implemented security updates as needed


– Testing could occur prior to beginning of reporting period  to ensure the EHR is serving its roles in the overall 
protection of Health Information
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Clinical Quality Measures


Clinical Quality Measures defined as measures of process, experience, and/or outcomes of patient care, 
observations or treatment that related to quality aims for STEEP principles


Does not anticipate that HHS will be able to receive data from EHR’s for Clinical Measures 2011


EP and Hospitals will use an Attestation methodology to submit summary information to CMS on clinical 
quality measure as condition of demonstrating meaningful use


2012 is target year for capacity of HHS to receive electronic information on quality measures from EHR’s


Starting in FY2012 (hospitals) and CY2012 (EP) – need to submit measures (both quality and Health IT 
functionality) electronically regardless of whether 2012 is 1st or 2nd payment year


These measures would apply to both Medicare and Medicaid incentive program


EP and Hospitals will need to attest to the accuracy and completeness of the numerators and 
denominators for each of the measures


Demonstrate their use of EHR technology to capture data elements and calculate the results for 
applicable clinical measures by reporting results for ALL applicable patients (not just Medicare and 
Medicaid)


Final specification for 2011 clinical quality measures to be published on or before April 1, 2010 and the 
2012 clinical quality measures to April 1, 2011 
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Clinical Quality Measures Hospitals  (Continued)


Alignment with or allow determination of satisfactory reporting in other Medicare (PQRI or RHQDAPU), 
Medicaid and CHIP programs


Expect the number of quality measures to submit to rapidly expand staring in 2013


Attest in 2011 (which will use the same attest system as other attest required of meaningful use) 
requires Medicare Hospitals to attest


– to use of certified EHR system to capture the data elements and calculate the results for the 
applicable clinical measure (generated as output from EHR)


– Attest to the EP and Hospitals will need to attest to the accuracy and completeness of the 
numerators and denominators for each of the measures.


– If hospital does not report one or more measure, it is because the measures did not apply to any 
treated patients by hospital during reporting period


For 2012 – one of three methods is being proposed:


– Upload process via portal


– Via a Healthcare Information Exchange (HIE) 


– Via Registries
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Hospital Clinical Quality Measures – EXAMPLES


Emergency Department Throughput  
#1 (arrival to departure for admitted 
patients


Emergency Department Throughput  
#2 (admit decision to departure for 
admitted patients


Emergency Department Throughput  
#3 (time for ED arrival to ED discharge 
non-admitted patients)


Ischemic Stroke – discharge on anti-
thrombotics


Ischemic stroke – anticoag for A-
Fib/flutter


Ischemic stroke – Thrombolytic therapy 
for patients within 2 hours


Ischemic or Hemmorrhagic Stroke –
Antithrombiotic therapy by day 2


Ischemic stroke – discharge on statins Ischemic stroke – Stroke educations


Overall Inpatient 30 day hospital 
readmission rate


Central Line Bundle Compliance Hospital Specific 30 day rate following 
Health Failure
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MEDICAID INCENTIVES
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Medicaid Incentive Program
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Medicaid Incentive Program
Medicaid Eligible Hospitals: ONLY Acute Care Hospitals and Children’s Hospitals are eligible for 
Medicaid Incentives (Definitions are different that Medicare incentives hospitals)


– Acute Care for Medicaid Eligibility 


Must have 10% Medicaid Volume – hospitals total number of Medicaid patient encounters 
in any representative continuous 90 day period in preceding calendar year  over all 
encounters for the same hospital over the same 90 day period.


Average length of stay 25 days or less


Hospital must have CCN – with last 4 digits of 0001 – 0879 (which is short term general 
hospitals and the11 cancer hospitals in the US)


Example a cancer hospital is eligible here but not in Medicare definition (Subsection D –
IPPS)


– Children’s Hospitals (current – but seeking additional advice through comments)


No Medicaid volume threshold to be considered eligible


Medicare Issued CCN’s determine eligibility – those with 3300 – 3399 are assigned to 
Children’s Hosp.


Currently there are 78 in the US both free standing and hospital within facilities
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Medicaid Incentive Program
Overall – Federal Financial Participation (FFP) is 100% for incentive payments and 90% for state’s 


administrative expenses related to requirements associated with Medicaid Incentive Program


Medicaid incentives to adopt, implement, upgrade, and meaningfully use EHT technology  


For both EP and hospitals – year 1 payment only requires that they demonstrate that they are engaged 
in efforts to adopt, implement or upgrade certified EHR.  CMS is proposing that STATES can  initiate 
payment in 2010 for year 1 if the states are ready with the requisite infrastructure to make timely and 
accurate payments. (ex. States must have electronic system for EP and hospital registration to program) 
– Those that receive early payments the 90 day reporting period would apply to BOTH 2010 and 2011


CMS does not propose to make early payments (2010) for “meaningful use” – only as opportunity to 
offer providers early opportunity for capital so that are likely to reach MU the following year….Specific 
goal would be to provide Medicaid incentives to hospitals in 2010 (pre-MU), so they can meet MU for 
Medicare in 2011


For Medicaid volumes those patients enrolled in Medicaid Managed Care Organizations (MCO), Prepaid 
Inpatient Health Plans (PIHP), or Prepaid Ambulatory Health Plans (PAHP) are included


Both EP and hospitals need to re-qualify each year for Medicaid Volume thresholds


Payment to EP can be reassigned to entities promoting adoption (ex. REC) – however states need 
detailed tracking and compliance processed defined
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Medicaid Incentives – EP’s
EP PAYMENTS: Overall, highest Medicaid Amount is $63,759 over 6 years. EP must begin no later than 
CY 2016


State will align payments to the calendar year for EP (align with Medicare)


Pediatricians between 20-30% Medicaid volume get 2/3 the below amount – if peds are at the minimum 
30% threshold – they get full amount


THE 1st PAYMENT YEAR (MEDICAID) is for adopting, Implementing, and upgrading (NOT 
MEANINGFUL USE) of a certified EHR


Not required to participant on a consecutive annual basis


For EP’s - CMS set avg allowable cost @ 
$54,000 and avg operating cost @ $20,610. 
As a result, EP could receive $29,000 in 
funding from other source (other than state 
and local government) and still receive 
incentive payment..  ($54K - $29K = $25K 
(max incentive prior to 85%)….Similarly they 
could receive $10,610 in contributing funds 
from other sources and the maximum 
incentive would not be impacted.
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Medicaid Incentives - Hospitals
HOSPITALS PAYMENTS:


States pay the Eligible Acute Care and Children’s hospitals the Aggregate EHR incentive total over a 3 –
6 year period. (however in any year not more than 50% of total incentive, and not more than 90% of 
incentive in any two years)


YEAR 1 payment – eligible providers must demonstrate they are engaged in efforts to adopt, implement, 
or upgrade EHR technology. – they do not need to meet meaningful use until year 2


Overall incentive is based on:


– 4 years of base amount ($2million)


– $200 / discharge for discharges between 1150 – 23,000. (for subsequent years the state must  assume discharge 
grow/shrink at the average 3 year annual growth for most recent 3 years where data is available.


– Transition factor of 1, ¾, ½, and ¼ over the 4 year respectfully


Payment year is based on federal fiscal year. Get data from cost report where the hospital FY ends 
during federal fiscal year prior to payment year


Hospitals can begin incentive payments as late as 2016. There are no decreases – no sliding scale wrt 
Medicaid Hospital incentive payments


Hospitals can receive both Medicare and Medicaid


- 42 - DRAFT


Other Medicaid Details


DEFINITION OF “ADOPTING, IMPLEMENTING, or UPGRADING”:


– ADOPT = Provider demonstrate actual install of EHR, rather than efforts to install


– IMPLEMENT = Training, entering in historical data or configuration


– UPGRADE = expansion of functionality


**Maybe the existence of vendor contract prior to above.


Estimated: 20% of non-hospital based EP are Medicaid 


For hospitals, state must stay within limits defined by CMS for “Aggregate” EHR Incentives – however, the incentives can 
be paid over 3 – 6 years (no more than 90% in 1st two years)


State can begin to pay 1st payment for Hospitals to “Adopting, Implementing, or Upgrading Certified EHR’s”….in 2010 
(once promulgation of final rule)..- If states are ready administratively…This is early opportunity for CAPITAL 
ONLY


States need to have an electronic system for Provider Registration


Hospitals can begin as late as FY2016 without any decrease in aggregate EHR Medicaid incentive amount


States should use auditable data to calculate Medicaid Amounts


If EP practices in multiple states, they must choose one state for Medicaid Incentives. (however this is an annual 
selection)
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MEDICARE INCENTIVES
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Medicare Incentives - EP’s 
Eligible Professional (EP)for Medicare, includes Doctor of Medicine or Osteopathy, Doctor of Dental 
Surgery or Dental Medicine, Doctor of Podiatric Medicine, Doctor of Optometry or Doctor of Chiropractor 
(EXCLUDES HOSPITAL BASED EP’s as previously discussed)


Medicare Incentives:


– Amount is 75% of Medicare Allowed Charges (lesser of actual charge or Medicare Physician Fee 
Schedule) – with the below limits in the table


– Includes claims submitted no later than 2 months after the following of the payment year (claims 
must be submitted by end of February)


– EP that predominantly practice in a Health Professional Shortage Area  (defined as greater than 
50% of Medicare Professional Services are furnished in the HPSA) get an additional 10% 
incentive – HPSA are located in every state and include urban and rural areas. Estimated that 17% 
of EP would quality for the bonus incentive


Two examples: An EP achieves MU 
in 2011 and has
• Over $24,000 in Medicare Charges –
they would receive $18,000 incentive
• Has $20,000 in Medicare Charges, -
they would receive $15,000 incentive
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Medicare Incentives - EP’s 
Incentive Payments


– Single, Consolidated Payment – made on rolling basis once EP has demonstrated MU (90 days 
reporting period for year 1) and reached threshold for maximum payment


– Paid to Eligible Professional or to an employer of facility…..Allows for reassignment to an employer 
or entity with which the physician had a valid contractual arrangement allowing the entity to bill for 
the physician’s services


– EP’s are precluded from assigning incentive payment to more than one employer (too 
administratively complex to manage)


– Nothing stops EP for assigning fees for professional services while keeping the incentive payment 
(or vice versa)


– When an EP is part of more than 1 practice – the EP needs to select one Tax Identification 
Number to receive any applicable Incentive payment


Medicare Penalties commence in 2015


– The reporting period (exact date when penalties start) will be defined in future CMS rules. 


– EP’s who fail to adopt EHRs will see their Medicare reimbursement reduced to 99% in 2015, 98% 
in 2016, & 97% in 2017


– If in 2018 and subsequent years, if the proportion of EP’s that are meaningful users is less than 
75% than HHS can further decrease the penalty another 1% - but it can not go below 95%
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Medicare Incentives - Hospitals
Eligibility, include:


– Subsection (d) hospitals  - which excludes to hospitals and hospital units excluded from IPPS such as psychiatric, 
rehabilitation, long term care, children’s and cancer


– Hospitals in the 50 states and District of Columbia (excludes Puerto Rico)


– Incentives will be provided to hospitals as they distinguished by Provider Number in Hospital Cost Reports (which 
is the CCN of main provider)


Incentive Payments:


– For simplicity – Data will be taken from the Cost report that the FY ends in the year that precedes the payment year 
as basis for making preliminary payments – Final payments would be determined  at the time of the settling the 
cost report for the hospital FY that ends during the payment year


– Maximum Medicare Incentives require a hospital to achieve meaningful use on or before the FY2013 reporting 
period. – see below chart


– FY2015 is last year a hospital may begin participation in Medicare EHR incentive program – see below chart


Adoption Year
Fund Year 2011 2012 2013 2014 2015 2016


2011 1 0 0 0 0 0
2012 0.75 1 0 0 0 0
2013 0.5 0.75 1 0 0 0
2014 0.25 0.5 0.75 0.75 0 0
2015 0 0.25 0.5 0.5 0.5 0
2016 0 0 0.25 0.25 0.25 0


HITECH Act “Transition Factors” for Hospitals
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Medicare Incentives - Hospitals


Penalties 


– Start in FY2015 (the reporting period will be defined in a later rule)


– Penalty in the form of an adjustment to the market basket update to the IPPS payment rate for eligible hospitals


– The reduction to market basket percentage increase will be ¼ for FY15; by ½ for FY16; and, ¾ for FY17 and 
thereafter


– In addition, to align reduction in Market Basket – the rules also includes ¼ reduction of market basket update for 
failure to submit data on quality measures
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PHYSICIAN NOTES
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Physician Incentives 


Can only receive Medicare or Medicaid incentives in a given year


Many rules developed for Professional that work in multiple locations (even in multiple states)


– Concern for EP’s in multiple locations - ALL MEASURES BE LIMITED TO ACTIONS TAKEN AT 
PRACITCES/LOCATIONS EQUIPPED WITH CERTIFIED EHR TECHNOLOGY


– TO BE MEANINGFUL EHR USER – AN EP MUST have 50% or more of their patient encounters 
during the EHR reporting period at practices/locations equipped with EHR TECHNOLOGY


EP that are dual eligible between Medicare and Medicaid incentives can switch program election once 
during incentive period (An EP could continue to participate after Medicaid volume decreases). Rules 
related to switching include:


– Payment years not be restarted


– Can not exceed under any circumstance the cap of Medicaid incentives


– Last year to make switch is 2014


Eligibility for e-Prescribing Incentive


– If you receive Medicare EHR incentives – the EP would not be eligible for e-Prescribing Incentive 
for that same payment year


– EP that receive Medicaid EHR incentives can still simultaneously receive the e-Prescribing 
Incentive
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Health Information Technology 
Oversight Council


Fifth Meeting
February 4, 2010


1:00-5:00 PM


AGENDA
1:00- 1:05 Review Agenda and Proposed Outcomes 


1:05- 1:30 Updates
State HIE Cooperative Agreement
Medicaid HIT Planning-APD
Regional Extension Center
Other


1:30-2:45 Privacy, Security and the HISPC project
Linda Dimitropoulos, PhD, Sr. Director, Health Services Research Program, RTI
Dawn Bonder, Policy Advisor to Governor Kulongoski, formerly Oregon HISPC Project Director


2:45-3:00 Break


3:00-3:15 Beacon Grant Process


3:15-4:45 HITOC Strategic Planning Discussion
Reconfirming HITOC Principles 
State Plan Roadmap
Update on HIE/HIT Environment


Updated Environmental Scan
EHR Survey
HIE Survey


Strategic Workgroup 
Schedule and meeting locations
HITOC member participation
First meeting report


4:45-5:00 Public Comment Opportunity







Outcomes for Today’s Meeting


Updates and Progress to date


Overview of Privacy and Security, Lessons Learned from HISPC


Review the Beacon Community Grant support process


Strategic planning discussion, reviewing current and developing research 


First report from HIE Strategic Workgroup


Updates


State HIE Cooperative Agreement


Medicaid HIT Planning-APD


Regional Extension Center


Other Federal Funding
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Presentation by: 
Linda Dimitropoulos, PhD


RTI International


Overview of the Health Information Security 
and Privacy Collaborative (HISPC)


and


Oregon’s HISPC Project:
Dawn Bonder


former HISPC Project Manager


Oregon Heath Information 
Privacy and Security 
Collaboration Project


Oregon HISPC
June 2006 – July 2009







Oregon HISPC
HISPC Phase 1 (June 2006-June 2007)


Oregon focused on assessing relevant business practices and state laws, identifying 
solutions, and developing an implementation plan.


HISPC Phase 2 (July - December 2007)


Oregon produced a documentary on electronic health information exchange which would 
provide a foundation of knowledge to allow consumers to discuss the privacy and security 
issues raised by electronic data sharing.


HISPC Phase 3 (April 2008 - July 2009)


Oregon participated in the Consumer Education and Engagement Collaborative. Working 
with seven other HISPC states (Colorado, Georgia, Kansas, Massachusetts, New York, 
Washington and West Virginia), Oregon contributed to the development of an educational 
resource toolkit for general use by other states and organizations to educate and engage 
consumers about Heath Information Technology (HIT) and Health Information Exchange 
(HIE).


Summary of Analysis of Solutions Report


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


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


2. Provider Identification
A coordinated approach to identifying, authenticating and authorizing providers


3. Patient Identification
A coordinated approach to identifying, authenticating and authorizing patients


4. Public Engagement
An educated and engaged Oregon population regarding health information privacy rights 
and expectations


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







Summary of Analysis of Solutions Report
(continued)


6. Medical Identity Theft
An examination of state laws regarding identity theft to determine if medical identity theft
is appropriately and adequately addressed


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


8. Non-Covered Entities
Legal privacy and security requirements for entities handling personal health information
that are not covered by HIPAA


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


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


Sharing Health Information Nationwide . . . 
And Doing it Right


Focus Groups and one-on-one interviews with 
consumers highlighted the lack of knowledge regarding 
how health information is shared.


HIPAA Form was “permission”
Insurance companies did not have information
Electronic Exchange was already occurring







Lessons Learned


Success with health information exchange 
rests with consumer acceptance and trust


Consumer Education and Engagement is 
time-consuming, labor intensive and 
expensive


Building upon the work and experiences of 
others is very valuable.


Beacon Community Grants
HITOC Subcommittee Report







HITOC Beacon Subcommittee
Purpose of ONC Beacon Community Program


Invest in health information infrastructure of community 
Develop and strengthen an existing HIT infrastructure
Advance health improvement goals as defined by community


Beacon Subcommittee Members: Bob Brown, Rick Howard, Dave Widen
FOA required letter of support from State Health IT Coordinator
HITOC Beacon Subcommittee created a template for applicants to 
provide information based on FOA requirements when requesting 
letters of support from State:


Description of Geographic Community and Service Area
Adoption and Meaningful Use Commitment
Goals and Objectives
Significant Experience with Existing HIT Applications in Community 
Collaboration with other ONC designated entities


Subcommittee also requested additional information about proposal’s 
plans to advance Oregon’s health reform goals, as developed within 
the Oregon Health Policy Board Work Plan for 2009-2011


Beacon Letters of Support 
Process


Applicants provided the Letter of Intent submitted to 
ONC and additional materials requested by January 22
Subcommittee provided feedback to Carol on the 
strengths and areas of improvement of each of the 
applications based on HITOC Subcommittee criteria and 
on FOA grant requirements
Review process was somewhat qualitative since 
materials reviewed were not the complete applications
Subcommittee determined all applicants met criteria and 
should receive letters of support
16 letters of support were provided (6 from Carol; 10 
others) 







Beacon Community Applicants
Beacon Community Applicants and Lead Entities


Cascade Healthcare Community
CHARTS/Community Health Alliance
HRR-342/PeaceHealth Oregon Region
Jefferson HIE/Asante Health System
Portland-Vancouver Metropolitan Beacon 
Community/Providence Health & Services Oregon
SACHIE/Physicians Choice Foundation


Reconfiming:
Guiding Principles for HITOC
(tentatively adopted 11/5/09)


We will operate in collaboration and partnership between the private and public sectors, 
leveraging current investments where possible


We will be transparent in our work and inclusive of stakeholder input


We will only support solutions that meet or exceed national and industry standards


We will adopt, and encourage adoption by the private and public sector, policies that will 
protect the integrity, availability, security and confidentiality of the consumer’s health 
information


We will employ strategies that assist consumers and providers in making informed health 
decisions


We will identify and align incentives for all stakeholders for the purposes of improving the 
quality and efficiency of health care in Oregon and across our borders







A Roadmap for the Strategic 
and Operational State Plans


State Plan Roadmap


State HIE Strategic and Operational Plan
Table of contents: 


Background
Coordination
Domains
Project schedule


Staff deliverables:
Environmental scan, Medicaid HIT Planning
Technical infrastructure
Financial analysis
Legal and policy18







Update on Oregon:


Environmental scan 
More EHR data released
HIE Survey


HIE Inventory/HIE Survey Update


Received survey responses for 6 HIEs and 1 PACS
Lane/PeaceHealth CHR
Bay Area Community Informatics Agency
Gorge Health Connect
Portland Metro HIE
Salem Area Community HIE
Jefferson HIE (aka Mid-Rogue HIE)
Oregon Community Imaging


Gaps analysis to come
Analysis of Hospital EHR adoption, HIE coverage
Other gaps by practice type and region
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HIE Strategic Workgroup


Meeting schedule and locations
HITOC members participation
First meeting report


Next Steps
Meeting Dates:


Thursday, March 4, 2010
1:00 pm – 5:00pm


Lane Community College Center for Meeting and 
Learning
4000 E. 30th Ave. Building 19 Eugene, OR 97405 


Information Needs:
HITOC.Info@state.or.us
503-373-1779





