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Meeting Agenda 

 
10:00-10:10 Review Agenda and Proposed Outcomes, Approve Minutes – Steve Gordon 
 
10:10-11:30 Executive Summary – Carol Robinson 
  Review Governance and Technology – John Hall 
  Review key milestones – Chris Coughlin 

 Confirm progress to date 
 Plan submission timeline 

 
11:30-1:00 Working Lunch 
  Administrative Simplification Committee – Lynn-Marie Crider 
  Workforce 

 OHSU – Paul Gorman 
 PCC – Paul Wild 

   
1:00-2:30 Legal and Policy Strategic Workgroup Input – Kahreen Tebeau 
 Discussion 
 
2:30-2:45 Break 
 
2:45-3:45 Business and Operations/Finance Strategic Workgroup Input – Mindy 

Montgomery, John Hall, and David Witter 
  Discussion 
 
3:45-4:45 Updates 
  O-HITEC- Dr. Chip Taylor  
  P-APD- Susan Otter 
  Oregon Health Network- Kim Lamb 
  Opportunities for Stakeholder Input- Chris Coughlin 
 
4:45-5:00  Public Comment Opportunity 
 





HITOC 
HIO Stakeholder Forum Summary 
April 15, 2010 
 
The HITOC HIO Stakeholder Forum held on Thursday, April 15 provided crucial feedback for 
Oregon’s HIE Strategic and Operational Planning. Over 60 people representing 40 
organizations were in attendance.*  
 
The majority of the four-hour event focused on hearing from the HIOs, including 
presentations from Jefferson HIE/Asante, PeaceHealth, Gorge Connect, OCHIN, SACHIE, and 
Providence/Portland Metro HIE regarding their current HIE activities. There was also a 
structured discussion session during which the participants were asked to give their 
perspectives on the following questions: 
 


1. What are now and what would you expect to be the greatest challenges your 
organization faces in advancing health information exchange in your community?  
 


2. HITOC will have to make some decisions around priorities. What 
support/resources/direction would be most helpful to you and your local work as 
HITOC promotes health information exchange in Oregon and with our neighboring 
states (i.e., loan programs for provider adoption, communications on specific topics, 
grants for local HIE expansion)? 
  


3. The current HITOC HIE focus has been on the development of the HIE Strategic and 
Operational Plans, working with one Strategic Workgroup covering all five domains 
required in the Plans. As we move forward into the next stage, HITOC wants to 
develop a structure that meets the needs of key stakeholders, and we are looking to 
you to help define that structure so that it meets your needs.  In your dual roles 
representing your individual organizations and your local HIOs, how would you want to 
be involved going forward? In particular, what on-going stakeholder workgroups should 
be part of the HIE effort? (i.e., Technical Services, Privacy and Security, Inter-state 
Operations, Consumer Advisory Committee). 
  


4. Do you have any general feedback about the current direction of the HIE Planning 
efforts as outlined in today’s meeting? 


 
In the report back from the discussion session, key pieces of feedback were shared by the 
group, including:  
 


1. The difficulty and need to demonstrate the value of HIE to providers, and the need to 
focus on more than the federal incentives; 


 
2. The need to continue and increase coordination efforts among local HIOs, to avoid 


their developing in divergent/incompatible directions. This was seen as a key role for 
HITOC; 
 


3. Concern about the cost, and a request for state funding to support community 
initiatives; 







 
4. A concern about the ability to understand and abide by HIPAA as it applies to HIE; 


 
5. Ideas about how HITOC could best serve local HIOs moving forward, including:  


a) providing toolkits to HIOs to facilitate exchange;  
b) setting standards and providing education;  
c) making sure the appropriate legislation and policies are in place to facilitate HIE;  
d) support for legal resources, i.e., model agreements, especially around interstate issues; 
e) help for communities to launch HIE, perhaps through providing streamlined operational 


models 
f) standards were seen as critical, certification was a second tier priority; 
 


6. Questions around whom will drive the process to expand HIE – local organizations or 
the State, and whether larger entities that are paying much of the cost should have a 
greater voice in governance; 
 


7. This was balanced by a question about how smaller organizations/communities should 
plug into the process; 
 


8. Coordination around workforce development is critical to stay ahead of the curve in 
terms of the specific jobs and skills sets that are in demand; 


 
9. The importance of incorporating the HIE “gap” areas into the planning process, and 


how best to fill those gaps.   
 
Members of the HITOC HIE Planning Team also gave presentations on Oregon’s HIE vision and 
planning process, underscoring the importance of supporting strong, growing local HIOs as 
central to both. The participants expressed broad support for the current direction of Oregon 
HIE planning, including the “phased” approach to implementing statewide HIE. They 
requested more information on the timeline to inform their local planning efforts. 
  
In conclusion, the organizations and representatives who participated in the Forum provided 
the dialogue, information, and critical feedback needed as HITOC moves forward in drafting 
the State HIE Plan. Opportunities were shared on how these stakeholders can remain engaged 
in the process.  
 
*Attendees: 
 
Accenture Health & Public Service 
Asante Health System 
Cascade Healthcare Community 
Cascadia Consulting Partnership 
Chemeketa Community College 
COEMR 
DCIPA 
Efficient Enterprise/Dell 
Good Shepherd Health Care System 
Intel 
Iron Mountain 
Kaiser Permanente 
Lane Community College 







Marion-Polk County Medical Society 
Medical Business Solutions 
Mid-Columbia Medical Center 
Mid-Rogue eHealth Services 
Mid-Valley Independent Physicians Association 
Multnomah County 
Northeast Oregon Network 
O-HITEC/OCHIN 
OHSU 
Oregon Health Network 
Oregon Community Imaging 
PeaceHealth 
Performance Health Technology, Ltd. 
Pioneer Pacific College 
Point B 
Providence Health & Services 
Regence Blue Cross Blue Shield of Utah 
Salem Hospital 
Salem Radiology 
Samaritan Health 
Samaritan Pacific Communities Hospital 
St. Charles Health System 
SW Washington Health System 
Tuality Healthcare 
 
 








 


Health Information Technology Oversight Committee 
Attention: Carol Robinson and Steve Gordon, M.D. 
1225 Ferry Street Southeast, Floor One 
Salem, Oregon 97301 


 
Esteemed HITOC members,  


Thank you for your service on this critical venture to rapidly plan for statewide health information exchange 
in Oregon and across state lines.  Oregon hospitals have demonstrated national leadership in adoption of 
health information technology, and they support state and federal efforts to improve communication and 
patient data sharing between medical providers. Oregon’s 58 hospitals have much at stake in the planning 
and implementation of statewide health information exchange. Our hospitals admit 9 percent of Oregon’s 
3.8 million residents every year into inpatient care alone, and hospital outpatient visits totaled 8.5 million in 
2009.  
 
The Oregon Association of Hospitals & Health Systems is writing to share comments collected from our 
hospital members during recent Health IT Technical Advisory Committee meetings. This CIO workgroup is 
comprised of health information technology executives from Oregon hospitals small and large, and was 
formed to define OAHHS policy around statewide health information exchange. 
 
As HITOC approaches several key decision points on issues like patient consent and HIE structure, our 
committee would like to offer the following considerations. The OAHHS Health IT Technical Advisory 
Committee also looks forward to reviewing and commenting on the draft operational plan for statewide 
health information exchange. 
 


• A hospital CIO who also spearheads a regional HIO wondered how the HITOC’s decision on patient consent 
would affect ongoing HIE operations in his region.  Specifically, this regional HIE model uses a full opt‐out 
model under which if patients opts out, all patient health information is excluded from the exchange. If  
HITOC chooses a different model, such as an opt‐out with exceptions, would this regional HIO have to 
change its model and associated agreements? This issue seems to support use of a “thin” HIO model. 


• One hospital chief medical information officer expressed concern about the complexity of implementing the 
opt‐out with exceptions model, including the time and effort involved in educating patients about the types 
of protected health information to be excluded, and designing systems to execute such exemptions. 


• One hospital CIO raised the question of how clinics and hospitals not currently engaged in health 
information exchange or outfitted with EHR will decide whether to align with NHIN or a local or regional 
HIO. This question gets to the heart of the issue of how to “fill the gaps” in uncovered regions. What 
message or communication would HITOC offer to these currently untethered providers?  


• Our members have stressed that small, rural and under resourced hospitals and affiliated clinics should be 
given priority support to link to health information exchange networks.  


 
Sincerely,  


 
Robin J. Moody 
Director of Public Policy 


4000 Kruse Way Place, Bldg. 2, Suite 100 
Lake Oswego, Oregon  97035 


503‐636‐2204  Fax 503‐636‐8310 
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Strategic Briefing for HITOC 
May 6, 2010 
 


Preliminary Overview 
Oregon HIE Strategic and Operational Plan 


A Status Update 
 
 
Introduction and Background to Reform and HIE in Oregon 
Oregon has long been in the forefront of innovation in health care delivery, access and technology, dating back to 
its groundbreaking Medicaid waiver design with the Oregon Health Plan in 1987 and continuing to 2009, when 
the state legislature approved an ambitious health reform law (HB 2009). Oregon’s new law anticipated many of 
the innovations contained in the federal recovery law (American Reinvestment and Recovery Act) that same year 
and in national health reform a year later. The central role of health information technology (HIT) in improving 
access, quality and value in the health care system has been a thread running through Oregon’s health reform, 
with one tangible result being the creation of the Health Information Technology Oversight Council to guide these 
efforts within Oregon. 
 
One of HITOC’s early focuses has been the creation of a strategic and operational plan for health information 
exchange within Oregon. This opportunity came about after Congress made the acceleration of health information 
technology an urgent priority in early 2009; it included the HITECH Act as part of its economic recovery 
legislation (ARRA). Ultimately this resulted in federal grant funding for state governments to lead the planning of 
health information exchange, and this draft plan.  
 
This preliminary overview for HITOC reflects the deliberations of the council’s Strategic Workgroup, a 
multidisciplinary panel that held seven public meetings between January and April to work out details of a health 
information exchange approach that would be most effective for all stakeholders in the state of Oregon. Staff will 
take further guidance from HITOC on this preliminary approach to build out the rest of the strategic plan for HIE, 
which will come back to HITOC for further review on June 3. The Strategic Workgroup stands ready to support 
the council with further work on specifics during May if necessary. After final approval by HITOC on June 17, 
the draft strategic and operational plans would undergo a public review process through meetings around the state. 
Ultimately the final plans are due to the federal Office of the National Coordinator for Health IT (ONC) by Aug. 
31.  
 
Note: The strategic plan is in the midst of being written; this document is meant to update HITOC on the status of 
work that has been completed so far on the strategic plan, Many sections of the plan are touched on briefly here 
but will be expanded substantially in the final document. Similarly, the operational plan is in its early design and 
is merely outlined here. 
 
Big-Picture Goals: Health Status, Consumer Empowerment, Dollar Savings 
Health information exchange is a key building block for health care system improvement. The inconsistent and 
fragmented nature of patient records is a highly visible example of the well-publicized flaws of the U.S. health 
care system’s reliance on multiple, disparate players including physicians, hospitals, laboratories, imaging centers, 
insurers, employers and myriad others. Sharing patient information in a secure, efficient manner has the potential 
to substantially reduce costs, waste and consumer heartache. By doing so HIE fits well into the goals Oregon’s 
leaders have established for health policy; specifically, the triple aims of: 


• To improve population health; 
• To improve patient experience with care; and 
• To contain per capita costs in the health care system. 
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Exchange of information will improve population health by facilitating initiatives to improve the quality of care, 
such as coordinating the care of a growing population of people with chronic diseases that must be closely 
followed.  It will improve the patient experience by reducing the need for consumers to fill out duplicative 
medical forms and giving their new providers a head start with their medical histories. And HIE is particularly 
promising with respect to the dollar savings it could offer to stakeholders across board, from consumers avoiding 
unnecessary duplicative tests to emergency departments providing more efficient care with information from 
previous patient histories. Overall, the financial savings from widespread exchange of clinical data could be 
substantial: net savings of $1 billion to $1.3 billion per year within a dozen years in Oregon alone.  Additional 
savings could be expected from standardizing administrative transactions through electronic exchange as well. 
 
This plan rests on several key choices that reflect Oregon’s approach to improving health care and the unique HIT 
community that already exists in this state: 


• Oregon has a vibrant and innovative community of health information exchange entrepreneurs, as 
reflected in the large turnout at our health information organization (HIO) stakeholder summit (about 60 
attendees) and the unusually large number of organizations that applied for federal Beacon Communities 
Program grants to support investments in health information infrastructure (there were six strong 
applications from Oregon-based groups). 


• Efforts by the state to further HIE should support this already fertile young marketplace while also 
focusing a keen eye on the needs of rural Oregon providers and other stakeholders identified within 
ongoing analysis of gaps in HIE coverage or financial stability of regional HIOs. Any organization 
growing from this state-level HIE initiative should provide services that support existing HIOs and fill 
any gaps in service, particularly for target populations. 


• Because HIE is a relatively new, complex and fast-changing concept, Oregon’s plan should be nimble 
enough to change with local and national conditions. It must also be able to adjust to changing federal 
rules, many of which are not yet written. To allow for such flexibility, this plan envisions a three-phase 
planning and implementation process that will allow for adjustments at each stage should conditions 
warrant. 


 
Environmental Scan: The Current State of HIT Adoption and HIE Readiness 
Oregon’s health care providers are well ahead of their colleagues in other states in Electronic Health Record 
(EHR) adoption, with 65 percent of Oregon clinicians working in practices where EHRs are present, compared 
with 44 percent nationally. Oregon’s providers are overall open to moving toward electronic records; of Oregon’s 
58 hospitals, 47 have already implemented EHRs of some kind. However, there remain significant gaps, 
particularly in rural parts of the state. Because we have a substantial body of recent research on adoption, this 
section of the plan provides a great deal of detail about the current landscape. 
 
There are also six active local HIOs exchanging information in Oregon. Additional exchange takes place within 
eight large health systems and their affiliated physicians. This section of the plan will include much additional 
detail on the local HIO environment.   
 
Expanding Access to HIT 
The federal ONC recognizes that the more widespread HIT is, the more effective information exchange will be. 
So this strategic plan outlines specific ways Oregon is working toward the expansion of electronic health records, 
along with Internet access for consumers and in rural areas.  
 
This section will detail these efforts, which include: 
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• Oregon Regional Extension Center’s O-HITEC, recipient of a $13 million grant to provide technical 
assistance to health care providers to purchase, upgrade and implement health care providers’ electronic 
health record systems 


• Oregon’s Medicaid program (Oregon Health Authority), which is carrying out a number of initiatives for 
EHR adoption under its P-APD program. 


• Oregon Health Network broadband and telehealth program 
 
Coordination with Other Parties 
The ONC wants to be certain that the HIE is planned by casting as wide a net of coordination as possible, to 
ensure the most comprehensive planning process. Therefore the strategic plan will cover coordination with these 
agencies and other parties, including: 


• Oregon Health Authority and Oregon Department Human Services, which both maintain a number of 
health-related registries and other electronic systems containing much useful information about 
Oregonians’ health, including within the divisions: 


o Medicaid 
o Public Health 
o Addictions and Mental Health 
o Seniors and People with Disabilities (Long Term Care) 
o Children and Families 
o Department of Corrections 


• Federal: Medicare, Social Security Administration, Veterans Administration, Department of Defense, 
state programs funded by the U.S. Health Resources and Services Administration, Agency for Healthcare 
Research and Quality, Indian Health Services, Centers for Disease Control and Prevention 


• Neighboring states 
 
 


The Plan’s Five Strategic Domains 
 


Governance 
 


The first phase of governance will use the existing HIE policy-making structure of the HITOC and OHA. The 
HITOC will continue to review and make recommendations on the policies for the five domains cited by the ONC 
to OHA, which has ultimate authority for approval. Their work will be furthered by the creation of subject-area 
workgroups or collaboratives on such topics as technical services, privacy and security, consumer issues and/or 
interstate operations. The implementation of HIE will initially occur primarily at the local level, executed by the 
six existing HIOs in Oregon and any others that emerge. Accountabilities will be set through the public sector 
policy and rule-making authority of the OHA as well as the contractual requirements set forth by OHA with the 
regional/community HIOs accepting funds from the HIE Cooperative Agreement. It is critical that all stakeholders 
have a place at the table in shaping HIE policy in Oregon and therefore the data providers and HIOs will be 
provided an opportunity to provide public input to the HITOC at each monthly meeting.  
 
The second phase of HIE governance will also retain the existing HITOC-OHA policy development processes but 
will begin to transfer the responsibility of the Authority to a non-profit State Designated Entity with both public 
and private governance. The OHA will set minimum requirements for statewide HIE during Phase 2 and a 
statewide HIO will be formed to implement these requirements in partnership with the regional/community HIOs.  
The statewide HIO will be provided funding authority through its contract with OHA and will be responsible for 
holding the state’s regional HIOs accountable to their contractual HIE obligations. 
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The HITOC and the HITOC staff overseen by the State Coordinator for Health IT will continuously monitor the 
progress of all HIE efforts in Oregon. One of the critical interdependencies recognized by the HITOC is the 
challenge of developing a sustainable business model for statewide HIE operations. As a result, the workgroup 
and the HITOC are pursuing a phased-in approach to statewide HIE governance and operations with contingency 
planning to address the evolving relationships and sustainable operational needs of the HIE stakeholders 
participating. An optional third phase of HIE governance has been proposed should it be needed. In this 
contingent “Phase 3” the workgroup and HITOC have agreed that should the Phase 2 governance model not 
develop in a manner that incents participation and full statewide HIE capacity (i.e. HIE is not accessible in all 
regions of Oregon), then the statewide HIE would develop a “heavier” operational capacity to support the full 
scope of HIE operations within the geographic regions not covered by regional/community HIOs. 
 
Governance Phasing 


• Phase 1 – Adoption of policies, requirements, standards and agreements - statewide standards and/or 
certifying body could be HITOC in some form 


• Phase 2 – Non-profit as central contracting agency, small-scale operations, if needed 
• Phase 3 – Non-profit develops larger operations to support HIE, if needed 


 
This section also addresses the HIT coordinator’s role, coordination with the NHIN, involvement by stakeholders 
and any potential weaknesses of the strategic plan overall. 
 
 


Legal and Policy 
 


Oregon’s initial approach to HIE coordination is relatively minimalist, but one of the main services it needs to 
provide from the beginning is the establishment of standards and requirements for HIOs. Much of the work on 
standards is taking place at the federal level, but this plan is leaving open the possibility that Oregon’s HIE effort 
will need some state-specific requirements. The Strategic Workgroup has addressed the issues of standards and 
requirements, accountability and oversight mechanisms to ensure compliance with those standards and 
requirements, and patient consent. 
 
This section will be completed after HITOC’s review of the legal and policy options at its May 6 
meeting. 
 
 


Business Architecture and Operations 
 
Statewide HIO Business Overview 
The workgroup reviewed the options for creating a statewide HIO and its scope. It agreed to the following: 
Phase 1:  


• HITOC expands its current role to include certification and accreditation oversight of local HIOs 
• Could serve as central contracting 
• Could provide technical assistance services 


Phase 2 and beyond, as necessary and financially feasible: 
• Creation of non-profit organization with board representation from public and private sectors (must be 


balanced so no single market segment is overrepresented) 
• Sustainable long-term financing model for operations 


o Could be criteria for awarding contract to existing non-profit organization 
o Could be criteria for establishing new non-profit organization 


• Staffed to support technology, technical support and pseudo-local HIO services 
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Details of this section will be added after HITOC’s review of this topic at its May 6 meeting. 
 
 


Technical Architecture 
 


After considering  two potential models, one a “light touch statewide HIO” and the other a highly centralized 
statewide HIO, the workgroup and HITOC came to consensus on a third or hybrid model. The proposal features 
HIO-to-HIO or point-to-point connectivity, with the statewide HIO providing centralized services required for 
HIE (participant and provider registries, trust services, etc).  A centralized service would more easily allow for the 
reporting of public health and quality measures and should be provided to the local HIOs. This will be carried out 
through a phased approach to certification to allow existing and planned HIOs time to adapt their solutions, as 
needed, to meet the certification criteria. 
 
Technology Phasing 


• Phase 1 – Selection and adoption of standards and requirements 
• Phase 2 – Implementation and operation of centralized services 
• Phase 3 – Operation of centralized services to cover unserved and underserved areas, if needed 


 
This section contains detail on Oregon’s approach to seven key HIT activities; the current state of HIE within 
Oregon and how this plan would leverage current capabilities; along with interoperability, standards and 
certification. 
 


Finance 
 
ONC is not requiring a specific finance plan with the August submission; it is not due until February 2011. 
However, the HIE Planning Team thought it would be prudent to start looking at the economic benefits and risks 
of HIE to set the stage for future decisions about revenue sources and potential contributions from various 
stakeholders that are likely to benefit from exchange. According to that analysis, potential avoidable service 
savings range from $55.7 million to $90.7 million. Productivity opportunities could be $33 million. Total 
potential savings add up to $89 million to $124 million. 
 
The specifics of revenue sources won’t be available until the specific services are identified. These will be 
determined during Phase 1. The Strategic Workgroup requested a minimum and maximum range for start-up and 
operational budgets to be included in the draft plan. 
 
Details on these topics will be presented to HITOC at its May 6 meeting. 
 
 


HIE Operational Plan Outline 
 
Introduction; Project Schedule 
The operational plan will be detailed here according to the three-phase approach that will allow the health 
information exchange environment in Oregon to evolve in a natural and efficient way. This section will discuss 
the timeline and tasks involved; analyze interdependences; and expand on possible issues, risks and contingency 
plans. 
 
Coordination 
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The strategic plan outlined the many agencies and other parties that will be touched by HIE. Here the operational 
plan will detail specific tasks for coordination with those parties. This includes coordination with other states, 
which is an important goal for the ONC Cooperative Agreement program. 
 


Phase One 
 The final version will detail timelines, actions, milestones, budget and staff at each stage.  


 
Governance 
Adopt policies, requirements, standards and agreements; statewide standards and/or certifying body will be 
HITOC in some form 
 
Legal/Policy 
HITOC develops and implements accountability and oversight program 
 
Business and Technical Operations 
Run certification program for local HIOs, design common technology-based services 
 
Technical Infrastructure 
Select and adopt standards and requirements including strategies for meeting the needs of underserved areas 
 
Finance 
High-level budget  


Phase Two 
 


Governance 
Non-profit entity created in conjunction with financial sustainability plan and legislative approval to act as central 
contracting agency with small-scale operations 
 
Legal/Policy 
To be determined in Phase 1 
 
Business and Technical Operations 
Operate common technology and technical support services 
 
Technical Infrastructure 
Implement and operate centralized services as necessary 
 
Finance 
Development of sustainable financial plan prerequisite for creation of non-profit entity. 
 
 


Phase Three 
 


Governance 
Non-profit develops larger operations to support HIE if needed 
 
Legal/Policy 
Undetermined 
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Business and Technical Operations 
Additional services, if necessary 
 
Technical Infrastructure 
Operate HIE services to cover gaps and underserved areas, if needed 
 
Finance 
Undetermined 
 
Outcomes and Performance Measures 
How any services the state-level service provider will be evaluated. 
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Part I: Accountability & Oversight 
 
Process 
  
The HITOC Strategic Workgroup was provided with advance materials regarding the American Reinvestment and 
Recovery Act’s (ARRA’s) impact on the HIPAA Privacy and Security Rules, EHNAC (Electronic Healthcare Network 
Accreditation Commission) HIO Accreditation Program and Criteria, and recommendations regarding 
ccountability & Oversight produced by the Minnesota e‐Health Advisory Committee. The Workgroup was A


supplied with the following questions to be used to frame the April 8 discussion on Accountability & Oversight: 
 
. Given ARRA’s changes to HIPAA implementation and enforcement, are federal requirements adequate for our 1
state HIE needs? 


 
2. Are there any key areas of the federal legislation that might create risks or unintended consequences for 


Oregon?  Do you have any specific ideas for other potentially beneficial policies that Oregon may want to 
consider? 


 
 
3. Do EHNAC’s current criteria seem adequate as accreditation standards for Oregon’s HIOs? 
 
4. Does the language from Recommendations III and IV of the Minnesota document represent the direction that 


you are envisioning for developing a baseline certification strategy within Oregon’s HIE Strategic Plan? If not, 
what changes and suggestions would you put forward to strengthen Oregon’s approach? 


 
Discussion  
 
The presentation on Accountability & Oversight began by referencing the phasing table below. It was explained 
that, just as in the Governance and Technology domains, in the Legal and Policy domain, HITOC would be 
developing and implementing policies, requirements, standards, and agreements during Phase 1, including those 
related to an Accountability & Oversight Program.  
 
   Phase 1  Phase 2  Phase 3 


Governance  Adoption of policies, 
requirements, 
standards, and 
agreements ­ Statewide 
standards and/or 
certifying body could be 
HITOC in some form 


Non­profit entity created in 
conjunction with financial 
sustainability plan and 
legislative approval, to act as 
central contracting agency, 
with small­scale operations 


Non­profit develops 
larger operations to 
support HIE, if 
needed 


Technology  Selection and adoption 
of standards and 
requirements, including 
strategies for meeting 
the needs of 
underserved areas 


Implementation and 
operation of centralized 
services, as necessary 


Operation of HIE 
services to cover 
underserved areas, 
if needed 


Legal & 
Policy 


HITOC develops and 
implements 
Accountability & 
Oversight Program 


To be determined in Phase 1  Undetermined 
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The three core components of an Accountability & Oversight program were then laid out, and key terms defined: 
 
Component 1: Standards and Requirements for HIOs 


“Standards”: Nationally developed and recognized standards 
• “Requirements”: Both Federal and state developed/state specific; requirements go beyond baseline standards 
• 


 
Component 2: Validation 


Methods for ensuring compliance by HIOs with Standards and Requirements 
• 
• 


Can include attestation, contractual agreements, audit, certification, accreditation, and state 
oversight/regulation (or any mix of these) 


• “Certification” vs. “Accreditation”: these terms are often used interchangeably, though “certification” tends to 
apply to products or services (i.e. EHRs), while “accreditation” tends to apply to organizations (i.e. HIOs).  


 
Component 3: Enforcement 
• Methods for addressing HIO non‐compliance with Standards and Requirements 
 
An overview on national trends in HIE accountability and oversight issues was given, specifically with regard to 
RRA’s impact on HIPAA implementation and enforcement, and the EHNAC HIO accreditation program. In terms of 
RR ’s
A
A
 


A  impact on HIPAA, the following important, though not exhaustive, list of changes was pointed out: 


1. ARRA applies the HIPAA rules directly to business associates and other non‐HIPAA covered entities for 
electronic HIE; 


 
2. Non‐covered entities, such as local HIOs, are now required to have business associate agreements with 


covered entities; 


3
 


. Authorizes increased civil monetary penalties for HIPAA violations: cap on individual violations raised 
from $100 to $50,000; cap on total year raised from $25,000 to $1.5 million; 


 closures); 
 


4. Defines which actions constitute a breach (including some inadvertent dis


 st; 
 


5. Requires an accounting of disclosures to a patient upon reque
 


6. Grants authority to state attorneys general to enforce HIPAA. 
 
The Workgroup input regarding ARRA’s impact on HIPAA was to clarify and emphasize that it only applies some of 
the HIPAA rules directly to business associates, and importantly, HIOs as business associates will not be subject to 
HIPAA civil monetary penalties. The implication is that providers bear the greatest risk in terms of breach liability, 
nd that this liability and risk should be mitigated and shared by the local and/or statewide HIO through careful a
design of the business associate agreement and other legal instruments.  
 
The discussion then turned to national trends in HIO accreditation, and it was explained that EHNAC at the 
moment is the focal point of that trend, as the only national body that currently has an HIO accreditation program. 
As such, it was pointed out that EHNAC is expected to be the ONC‐designated HIO accreditation body. However, the 
orkgroup input was that it is still very early, and ultimately there may be more than one ONC‐designated W


accrediting body.   
 
The five sets of EHNAC accreditation criteria were noted: 1) Privacy and Confidentiality, 2) Technical Performance, 
3) Business Practices, 4) Resources, and 5) Security, as well as the fact that key aspects of these criteria, including 
he Privacy and Security criteria, are still being developed. Therefore, we can expect EHNAC criteria to continue to 
volve along with other national standards. 
t
e
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possible in order to harmonize our accreditation criteria.  
 
Finally, it was recommended by the HITOC Planning Team and agreed by the Workgroup that, as we gather more 
information about the experiences of other states and our own experience with HIE, the ONC’s requirements, and 


1 
 


Proposed Accountability & Oversight Model: 
 
In order to ensure: 1) safeguards and consistency across Oregon HIE efforts, 2) the public interest is met, and 3) 
eaningful use is facilitated by HIOs, the following straw model for an Accountability & Oversight Program for 
hase 1 was recommended by the HITOC HIE Planning team: 
m
P
 
Straw Model for Phase 1: 


1. Standards and Requirements for HIOs: Adopt EHNAC criteria and any other nationally‐developed standards 
and federal requirements; HITOC will develop any additional state‐specific requirements if  necessary; 


2. Validation: HITOC will develop and implement a validation program to verify HIO compliance with the 
above standa


 


rds and requirements, which will include an HIO accreditation program; 


3. Enforcement: Rely on federal law; HITOC will develop additional enforcement rules and mechanisms if 
 


necessary.  
 
The input from the Workgroup on the recommended straw model: 
 
he general direction of the recommendation was supported by the Workgroup, with the important addition of T
relying on federal and state law for enforcement.  
 
The following proposed language for the Oregon HIE Strategic and Operational Plan, adapted from the Minnesota 
IE recommendations pertaining to Accountability & Oversight, was recommended by the Planning Team to the 
or gr


H
W
 


k oup for their feedback: 


1. EHNAC criteria related to the domains of technical infrastructure, business and technical operations, and 
legal/policy are “baseline” requirements for Oregon HIOs;  


 
2. Additionally, any state‐accredited HIO must meet the privacy and security requirements set forth by 


Fed al ng: er  Law, includi
 A 
 CH Act 


a. HIPA
b. HITE


 
 


c. ONC 
d. CMS 
e. Any applicable Oregon State laws; 


3. To the degree that the federal government develops or updates requirements for connecting to NHIN, a 
 


state‐accredited HIO must be able to meet the requirements within some specified time frame.  
 
The Workgroup supported this language, with one key change: the first recommendation, that “EHNAC criteria 
elated to the domains of technical infrastructure, business and technical operations, and legal/policy are ‘baseline’ r
requirements for Oregon HIOs”, was changed to the following: 
  
“National standards, including but not limited to EHNAC criteria, related to the domains of technical infrastructure,  
business and technical operations, and legal/policy, are ‘baseline’ requirements for Oregon HIOs.” 
 
Another important piece of input provided by the Workgroup was that, if HITOC is to be the state body for 
accrediting local HIOs, then representation on the HITOC would have to be reconsidered and potentially modified 
o better represent them.  They also noted the importance of coordinating with our neighboring states as much as t







t
t
 


he evolution of federal law and national standards, we can move forward during Phase 1 in further determining 
he  llo : fo wing for implementation in Phase 2


 1. Adequate criteria for accreditation 
2. The most appropriate system for HIO accreditation 
3. Appropriate privacy and security enforcement mechanisms 


 


 
 
 
Part II: Consent 
 
Process 
  
The HITOC Strategic Workgroup was provided with the ONC Whitepaper on Consent and a Thomas Reuters white 
aper entitled “Statewide Health Information Exchange: Best Practice Insights from the Field” as advance materials 
or the April 22 presentation and discussion on HIE Consent Policy.  
p
f
 
Discussion 
 
The presentation on Consent began by defining the scope of the discussion, which was limited to consent for the 
use and disclosure of clinical information (protected health information, or PHI), for the purposes of treatment, 
payment, and health care operations. It was explained that the “HIPAA Privacy Rule permits covered entities (i.e. 
medical providers, health plans) to use and disclose PHI without written patient  authorization for purposes 
related to treatment, payment, and health care operations. On the other hand, HIPAA permits, but does not require, 
a covered entity to seek patient consent for uses and disclosures of PHI for those purposes, but does not explicitly 
define consent or specify the necessary content of a consent form or the process by which an entity should obtain 
consent” (Source: ONC White Paper on Consent). The scope of the discussion for the Workgroup, then, was to 
etermine whether and when consent should be obtained for the exchange of PHI via HIE, and what form and d
process that might entail.  
 
he five consent policy options available to states for HIE were then identified and defined, as summarized in the 
ollowing table. 
T
f
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The models involving “exceptions” or “restrictions” (i.e. Opt Out with exceptions and Opt In with restrictions) 
rovide for greater patient control along certain dimensions, or “granularity of choice”, which include by data type, p
use of the data, by provider or provider type, and by time range.  
 
Granularity of choice by data type means that patients could restrict some of their PHI from being exchanged. This 
could include certain lab results or diagnoses, for example. The issue pointed out in the ONC White Paper 
urrounding this type of patient control is that health care providers are generally opposed to incomplete PHI, due s
to quality of care and liability considerations.  
 
Granularity of choice by data use means that patients would be given the ability to restrict the use of their data for 
only certain purposes. For example, they may have the option to permit it to be exchanged for treatment, but not 
for payment purposes.  The issue pointed out in the ONC White Paper was that this patient choice may not 
negatively impact HIE for treatment purposes (treatment being the most likely purpose to which patients would 
gree to have their PHI exchanged), but that it may negatively impact other important purposes, such as clinical a
research, about which patients have less information and understanding of the benefits.  
 
Granularity of choice by provider or provider type means that patients could restrict the flow of information either 
to or from certain providers (i.e. their primary care doctor is the only provider that they permit to access their 
PHI), or provider types (they may want to exclude all records from their mental health providers from the HIE).  
he primary issue raised in the ONC White Paper regarding granularity by provider/provider type is that it can T
potentially compromise the coordination of care, if only certain providers can access a patient’s PHI.  
 
Finally, there is granularity of choice by time range, in which either the clinical data from only a certain period of a 
patient’s treatment history would be made accessible (i.e. for the last 5 years), or that their PHI can only be used by 
a treating provider for a certain time period (i.e. the emergency room doctors can only access their PHI for a 24 
our period). It was noted in the ONC White Paper that this type of choice is rarely implemented in HIE, except for h
the case of medical emergency care, which is also referred to as a “break the glass” scenario.  
 
hese finer gradations or granularities of choice that could potentially be under patient control are summarized in 
he following table. 
T
t
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The discussion then turned to a brief overview of the key benefits and limitations of each of the five consent 
models. Given the restrictions on time during the Workgroup Meeting, a comprehensive, exhaustive review of all of 
the benefits and limitations of each model was not feasible, so the following table was referenced to highlight the 
ost prominent benefits and limitations as identified in the ONC White Paper and in the general literature on 
onsent. 
m
c
 


 
 
Because of the difficulty in listing or synthesizing all of the potential pros and cons for each consent model, the 
Planning Team found a report produced by the North Carolina HISPC work, as part of their work on the Multi‐state 
Collaborative on Intra‐ and Inter‐state Consent Policy Options, particularly useful. The North Carolina HISPC 
analysis rated each consent model along four different dimensions, considering the impact on and value to 
ifferent stakeholders. The analysis is reported in the following table, with 1 being the worst score, and 5 being the 
est score.  
d
b
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It was explained that the table is useful for not only comparing total ratings (for example, the Opt Out model 
receives the highest overall rating), but also for thinking about the relative value of the different dimensions. For 
example, Opt In and Opt Out with Exceptions have the same overall score (11‐13), but they rate differently on each 
dimension. The relative value given to each model, then, would depend on the value given to each of those 
dimensions (for example, is high quality of care the over‐riding priority, or should the primary concern lie with 
uilding consumer confidence in HIE?). The relative value of each of these dimensions to statewide HIE efforts will b
have to be determined in order to decide the correct consent policy for Oregon.  
 
After surveying and gathering as much information on as many other states as possible, there seems to be a 
discernible trend toward Opt Out systems at this point in time. However, many states are in the same position as 
Oregon currently and have not yet determined what their policy will be. Furthermore, the consent policy noted for 
a state may be the policy of their central operating HIO, and not of the state per se. Given these caveats, the 
ajority of states for which there is information and a definite policy, either in terms of current operations or state 
lanning, are implementing some type of Opt Out system, as is demonstrated in the following table.  
m
p
 


 
 
Beyond the decision of which consent policy to implement, there is the additional decision of how to 
operationalize” the consent system or how to make it function in practice. Key decision points in determining a 
unctional consent system are summarized in the following table.  
“
f
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here are clearly several important functional considerations and decisions to be made, and which type of consent T
model is chosen will impact a number of those decisions.  
 
Before turning to the straw models, the Workgroup was reminded of the Oregon Health Authority’s Triple Aim as 
ne basis of criteria to keep in mind while evaluating the straw models. The Triple Aim comprises the following o
goals: 
 
1. Improve the lifelong health of all Oregonians; 
. Increase the quality, reliability, and availability of care for all Oregonians; and 2
3. Lower or contain the cost of care so it is affordable to everyone. 
 
he HIE Value Propositions as developed by the HITOC HIE Planning Team, with Workgroup input, were also 
eferenced as another important source of criteria in evaluating the relative value of each consent straw model: 
T
r
 


 
 
M
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od l #1: Full Opt  ne I
 


 


A. Full Opt In:  
o PHI is included in HIE until a patient explicitly opts in 


• f a patient opts in, all of their PHI (including specially protected categories) will be included in HIE 
N
I


• 


 
B. Medical


S
 Emergency:  


• hou  a patient’s PHI be available for medical emergencies even if they do not choose to Opt In? ld
 


C. Operations:  
•  the patient at his or Informational material on the Opt In system and a consent form are given to


her first visit to a provider, and are also available on‐line 
• Consent permits the treating provider to query for and obtain your records 
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• May be limited to that visit, or durable (i.e. for one year) 
• May be limited to that particular provider/organization, or may apply to multiple providers 


(i.e. all providers in that HIO) 
 
 
Mod l #2: Full Opt Oute  
 


A. Full Opt Out:  
• pecially Protected Health Information) will be exchanged 


t 
All PHI (including current categories of S
ia HIE, unless and until a patient opts ou


• egislative changes would be necessary 
v
L
 


B. Medical
S
 Emergency:  


• hou  a patient’s PHI be available for medical emergencies even if they choose to Opt Out? ld
 


C. Operations:  
• Informational material on the Opt Out system, including the potential consequences of opting out 


nd is and the procedure for opting out, is given to the patient at his or her first visit to a provider, a
also available on‐line 


• If a patient opts out, any query for their records is returned as a null query (the existence or 
location of their records will not be confirmed or provided) 


 
 
Mod l #3: Opt Out with Exceptionse  
 


A. Opt Out for General PHI:  


• 
• Excludes Specially Protected Health Information (SPHI) from HIE, at least for Phase 1 


Would include an Opt In option for inclusion of any or all SPHI  
• An examination of state laws that define SPHI would be conducted during Phase 1, in line with 


Oregon’s HISPC recommendations, to determine the appropriateness of the protections and the 
easibility of implementing these protections in an electronic environment, with the possibility of 
egislative cha ges during later phases  
f
l n


B.
 


 Medical
I
 Emergency:  


• f a patient opts out, will his or her PHI will be available for medical emergency? 
 


C. Operations:  
• Opt Out forms (for General PHI), Opt In forms (for SPHI), and information on the process and 


e implications of each, are made available at a patient’s first visit to provider, and also availabl
online 


• If a patient opts out, any query for their records is returned as a null query (the existence or 
location of their records will not be confirmed or provided) 


 
The HIE Planning Team, after considering the ONC White Paper on Consent, the North Carolina HISPC analysis, 
Oregon’s own HISPC work, the emerging trend among other states’ HIE planning and existing operations, the 
eneral value of HIE to key stakeholders and overall, and the OHA’s Triple Aim, recommended Model #3, Opt Out 
ith Exceptions, to the Workgroup as a starting point for the discussion.  


g
w
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Input from the Workgroup: 
 
The Workgroup members voted and the great majority of them (10) agreed that Model #3, Opt Out with 
Exceptions, is directionally correct for Oregon HIE (compared to 1 voting for Full Opt Out, and 2 voting for Full Opt 
In). The reasons given for this were that they preferred the broadest exchange of PHI possible that is consistent 
with existing law. Given that current Oregon law has several categories of “Specially Protected Health Information” 
that require explicit written patient consent for use or disclosure (i.e. HIV status, mental health and substance 
abuse treatment, etc.), a full Opt Out system which exchanges all PHI, including SPHI, is not legally possible in 
Oregon at this time. However, the Workgroup strongly supported the provision for Model #3 that “an examination 
of state laws that define SPHI would be conducted during Phase 1, in line with Oregon’s HISPC recommendations, 
to determine the appropriateness of the protections and the feasibility of implementing these protections in an 
electronic environment, with the possibility of legislative changes during later phases.” It was the hope of several 
orkgroup members that after conducting this legal analysis, Oregon could potentially make legal changes that 


plementing statewide HIE. 
W
would enable us to move to a Full Opt Out system in later phases of im
 
The following concerns and questions were noted by the Workgroup: 
1. A concern about the practical feasibility of excluding SPHI from HIE. For example, a provider can often deduce 


from a medications list diagnoses that fall under SPHI. What’s the feasibility of excluding part of the 
medications list, or certain lab results? The fundamental concern here was that inadvertent disclosures of SPHI 


, and will be very difficult to avoid or prevent in an Opt Out model that attempts to exclude SPHI from exchange
due to this difficulty, it may prove necessary to implement an Opt In consent model instead.  


2. Another concern expressed was that if we are providing an Opt In option for SPHI, along with the Opt Out 
policy for general PHI, then the administrative burden of the system taken as a whole may be as high as a full 


 Opt In model.  It was stressed that the administrative burden on providers of managing consent should be
given full consideration and minimized as much as possible.  


3. One question that was raised was, What are the implications for local HIOs of the state selecting a certain 
consent model? Will local HIOs or participants in local HIOs be allowed to choose a more stringent consent 
model than that designated by the state (i.e. could a local hospital system choose an Opt In model if the state 
were to choose Opt Out with Exceptions)? The response from the Planning Team was that these questions will 
be addressed as part of the development of the Accountability & Oversight Program, in terms of standards and 
requirements and accreditation. The concern was expressed that local HIOs and participants need to have their 
liability concerns addressed if they will be required to implement a less stringent consent model than they are 
currently using.  


4. There are many details regarding operationalizing the consent system that are not addressed in Model #3 that 
will have to be determined. For example, will patients have the option to Opt Out of the record locator service, 
or only the query for their records? And when, how, and by whom will consent be managed? There were 
concerns expressed about managing consent at the point of care, because of the inherent pressure and stress 
on the patient in that context. It was explained by the HIE Planning Team that we will need a specialized 


as a Privacy and Security Workgroup to take up these issues during Phase 1, which the Workgroup agreed w
satisfactory next step. 


5. The Workgroup also pointed out that the consent policy Oregon chooses will impact its inter‐state HIE 
activities, and that this needs further consideration and coordination with neighboring states. The Planning 
Team noted that a future Workgroup, either the Privacy and Security Workgroup or one designated exclusively 
to deal with inter‐state agreements, will take up this issue during Phase 1.  


6. Finally, there were concerns expressed about patient/consumer reaction to any type of Opt Out system, and an 
emphasis on the need to engage and educate these stakeholders. The HIE Planning Team assured the 
Workgroup that extensive outreach and engagement would be a priority and incorporated into the State HIE 
Plan regardless of which consent model is chosen.  
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Process 
The HITOC Strategic Workgroup was provided with advance materials regarding the current HIE 
environment and other related information for its meeting on April 8, 2010. These materials were 
used to frame the scope of the discussion regarding the level of detail necessary for completion 
of the Strategic and Operational Plan to be submitted to the ONC. 
 
The first presentation to the workgroup provided an overview of key areas of decision and 
discussion necessary for addressing components of the Strategic and Operational Plan to be 
submitted to the ONC.  The second presentation covered these key areas in more detail, 
including a breakdown of potential services and phasing of the services.  Feedback was gathered 
on both occasions. 
 


Value Propositions 


 
 
One key area of focus for the Strategic Work Group was on the value proposition of HIE in the 
State of Oregon.  The following value propositions were presented to the work group for their 
consideration.  The value propositions listed are not exhaustive, but rather a sampling. 


Statewide HIO 
Also discussed was one possible metamorphosis of the Statewide HIO from its current form 
(HITOC) to formation (or granting) of full-functioning non-profit organization.  This evolution would 
happen in two phases, with exit criteria for movement from Phase 1 to 2 defined prior to officially 
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establishing the Statewide HIO.  Many factors will play into the evolution of the Statewide HIO, 
but the overall path was reviewed and agreed to. 
 


 


Statewide HIO Service Offerings 
During the April 8, 2010 meeting, the Work Group was introduced to the proposed services to be 
offered by the statewide HIO necessary to facilitate health information exchange within the State.  
These services were initially discussed during meetings on March 11, 2010 as part of the domain 
discussions on Technology and Legal and Policy.   After soliciting feedback during the April 8, 
2010 meeting, the services were reviewed and adjusted based on the feedback.  As part of the 
ongoing feedback and input process, during the April 22, 2010 meeting, the Workgroup was 
invited to comment on the proposed services.  The Workgroup was presented with the 
assumptions that the team took into account when proposing the services to be offered by the 
Statewide HIO.  Assumptions used were as follows: 
 


• Certification and accreditation program for all HIOs (initially HITOC, later Statewide HIO) 
• Lean staffing  
• Hosting and support for technology services will be contracted to a third-party 
• Technology services will leverage existing and planned efforts to facilitate exchange, 


such as All Payers’ Claims Database, Medicaid Provider Index 
 
The proposed services to be offered by the Statewide HIO were broken down by phases: when 
the service would be offered, and by type of service: technology based services and support 
services. 
 
Proposed Phase 1 Services and Activities 


• Definition of standards for HIO data exchange 
• Certification of HIOs for data exchange 
• Planning for transition to non-profit Statewide HIO 
• Definition of requirements for technology services 
• Analysis of support services for HIOs 
• Planning for Phase 2 services 
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Proposed Phase 2 Services and Activities 


• Continued operation of HIO Certification Program 
• Technology-based Services 


o A Statewide directory of Providers and Institutions (MProvI) 
o Query service for providers and HIOs to locate patient records (RLS) 
o Trust services for HIO-to-HIO information exchange 
o Service to facilitate exchange of public health and quality data 
o Other services as identified in Phase 1 


• Support Services 
o Training for local HIOs and consumers in conjunction with other HIT programs 


(REC, Workforce Development, etc.) 
o Resources or $$$ for connecting HIOs 
o Potential loan programs to support HIT acquisition 
o Legal toolset for HIOs 
o HIPAA training for physicians, hospitals and others exchanging health 


information 
• Phase 3 planning activities (if necessary) 


 
Proposed Phase 3 Services and Activities (as necessary) 


• Gaps fulfillment (service and geographic) 
• Opportunistic follow-on services 


 


Discussion of Services and Offerings 
Much of the discussion regarding the phasing, services and offerings revolved around the scope 
of what the Statewide HIO would encompass, at what point the transitions between Phase 1 and 
Phase 2, then Phase 2 and Phase 3 (if necessary) would occur.  Concerns were expressed 
around financial stability and sustainability; the size and composition of the Statewide HIO staff, 
and which services it could and would offer and at what time.  In general, the group recognized 
that the statewide HIO would exist in some form; however, the group recognized that scoping, 
planning and finalizing which services would be offered by the Statewide HIO would continue 
after submission of the Strategic and Operational Plan. Comments were gathered via handwritten 
comments and have been transcribed in the next section.  On April 29, 2010 the Strategic 
Workgroup reiterated its desire to see a prioritized list of proposed services, broken down by 
phase, in order to further examine the cost and financing options for said services. 
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Detailed Comments from the Strategic Workgroup 
 


 
 
Many job assignments could be done by staff of other state agencies 
Planning (added to) …Hosting and support) 
Again, use current state staff not get used to outside contracting, which is too expensive 
Immunization Registry (as another existing effort to leverage) 
 
 


 
 
 
Possible monitoring the financial condition of HIOs so that actions can be taken before something 
happens – additional service 
Definition of standards for interstate HIE 
Suggest possible changes to Oregon state law about specially protected health information 
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Staff to support…”Standards Development”, “Informatics Specialist w/ knowledge of health 
domains and technology” 
Start from small, expand when needs arise 
Also, utilize the talent pool from other parts of the state agencies 
Engagement staff for “HIO-to-HIO exchange” 
Contracting services 
Nee  to determine whether Master Provider Service and Record Lookup Service are necessary d
Nee  to determine scope of  d


‐ Immunizations submission to the state 
‐
‐ Reportable syndromes data submissions to the state 
 Reportable diagnosis submission to the state 


Technical and Program Managers for technology services planning 
Creating technology services roadmap 
Other resources associated with…”and local HIOs” 
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Technology resource for rural providers 
Is “Trust Services” supposed to be in Phase 1? 
Accounting and auditing capability 
Service to facilitate…”Limitations or extent?”, “NHIN connection?” 
Query service…”must cooperate with ‘n’ HIOs in OR” 
 
 


 
 
Technical and program…”manage these resources” … Resources to assess… 
Specifically to include specification and oversight of software development where off-the-shelf 
alternatives are unavailable (vendor partnerships?) 
 


 
 
Training for…”needs more detail here” 
Potential loan program…”includes facilitating and guiding other $$$ sources (REC, etc.)” 
Resources or $$...”unnecessary as it exists in multiple banks and EMR companies” 
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Legal toolset…”Phase 1” 
“Combine” second, third, and fifth bullets. “Consider to work with the REC?” 
HIPAA training…”Why us? This is a commodity that already exists” 
I think we should be more specific that “HIT acquisition” refers only to tools to exchange health 
information and not primary EHR tools or adoption 


 


 
 
I don’t see how Phase 2 prepares for Phase 3 in terms of filling the gaps in case we need to 
move to Phase 3 
In Phase 2, state HIO is not a true HIO, right? 
 


Domain Dependencies  
Comments captured in the Parking Lot for future Domain discussions 
 
Technology 
No additional comments 
 
Finance 
No additional comments 
 
Governance 
No additional comments 
 
Legal and Policy 
No additional comments 
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Community Colleges Are Responding to Oregon’s Need for   
An Expanded Health Information Technology Workforce 


 
“The tipping point for the health information technology workforce and a technology‐savvy health care 


workforce has arrived.”1 
 
 


HIT DEMAND INCREASED: As part of the 2009 American Recovery and Reinvestment Act (ARRA) the federal 
government set a series of ambitious goals designed to accelerate the rate at which the health care sector use 
Electronic Health Records (EHR) and standards‐based health information technology (HIT) in order to launch a 
national health information network.    
 
In the absence of a concerted response by the workforce development system, there will be an estimated 
national workforce gap of 51,000 HIT workers over the next five years          
 
OREGON COMMUNITY COLLEGES RESPOND: A consortium of five Oregon community colleges2 have joined 
the nation‐wide effort to train and find employment for workers to help fill the projected HIT worker gap.  
During the course of a two‐year grant3, the consortium will target unemployed individuals with health care or  
information technology background as well as currently employed workers in both fields who are ready to take 
advantage of the opportunity to expand their professional portfolio.     
 
NEW HIT PRODUCTS & SERVICES: The colleges are developing training programs of six months or less to 
prepare targeted individuals with prior experience or education for employment in the HIT field.    The 
consortium will access the latest HIT curricula and competence exams developed specifically for community 
colleges by leaders in the HIT world (such as OHSU’s Department of Medical Informatics and Clinical 
Epidemiology).    Each college will combine its current offerings with the new curricula to meet local demand 
through traditional classroom and on‐line offerings.   
 
The colleges will use their connections with local employers to help place newly‐trained HIT workers 
in jobs that will promote the adoption and meaningful use of EHR systems in Oregon.  
 


CONTACT:  For more information in your area, please call 
  
• Blue Mountain – Art Hill, ahill@bluecc.edu  ,541‐278‐5863     


• Lane – Larry Scott, scottl@lanecc.edu, 541.463.5458 


• Mt. Hood – Donna Larson, Donna.Larson@mhcc.edu, 503.491.7175 


• Portland – Paul Wild, pwild@pcc.edu, 503.533.2893 


• Umpqua – John Blackwood, John.Blackwood@umpqua.edu, 541.440.7686 


 


                                                            
1 Preparing Oregon’s Workforce for HIT Transformation, p. ii, Oregon Healthcare Workforce Institute, March 2010 
2 Blue Mountain CC, Lane CC, Mt. Hood CC, Portland CC, Umpqua CC  
3 ARRA‐financed,  US Department of Health and Human Services‐managed, Community College Consortia to Educate Information 
Technology Professionals in Health Care (CA 90CC0077/01) 
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Executive Summary 
Overview 
To support Oregon’s development of the strategic and operational plans under the HIE 
Cooperative Agreement from the Office of the National Coordinator, Witter & Associates 
conducted an analysis of the potential annual savings associated with the widespread 
adoption and use health information exchange services across Oregon that could be 
achieved within three to five years.   
This study: 


• Assessed the potential avoided services and productivity improvements 
associated with electronic health information exchange (HIE) in Oregon; 


• Considered the best available approach at the time to estimate potential HIT 
savings for Oregon. 


• Reviewed and modeled recent national estimates of the impact of HIE;  
• Obtained Oregon specific population, payment, and utilization statistics; and 
• Quantitatively applied the national savings models to Oregon statistics assuming 


the widespread adoption of HIE over the next several years. Several 
assumptions were used to generate potential savings estimates: 


o Estimation of savings using multiple approaches applied with a 
standardized method and updated to 2009 dollars; 


o Conservative recognition of savings already being achieved by existing 
levels of HIT/HIE adoption (30% for the general community, 70% related 
to Kaiser Permanente) and maximum achievable benefits (80%). 


Oregon Electronic HIE Savings Estimates 
It is estimated that Oregon HIE services will provide broad annual healthcare savings. 
The savings estimates are based on avoided laboratory testing, avoided imaging 
studies, and provider productivity improvements.  


• Savings from avoided services are estimated to range from $57.7 to $90.7 million 
per year.  


• Savings from improved physician practice productivity are estimated at $33.3 
million per year. 


• Combined savings from avoided services and improved productivity are 
estimated at $89.1 to $124.0 million per year. 
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Oregon HIE savings will accrue across all healthcare stakeholders.  
• Oregon commercial payers may realize 55.5% to 60.3% of annual savings 


resulting from avoided services. The value of these annual savings range from 
$33.3 to $54.7 million.  


• Medicare services, including Medicare Advantage, will accrue 27.1% to 31.0% of 
the annual avoided service savings, ranging from $15.7 to $24.5 million per year.  


• Medicaid services, including fully capitated health plans, will accrue 5.2% to 6.7% 
of the annual avoided service savings, ranging from $2.9 to $5.2 million per year.  


• Physician practices, clinics and hospitals will accrue 6.3% and 6.4% of the 
annual avoided services savings related to avoided services provided to the 
uninsured. These total savings range from $3.6 to $5.6 million per year.  


• Although not assessed in this analysis, some savings will also accrue to patients 
for reduced co-pays and deductibles for unnecessary services as well as 
downstream benefits of reduced costs for plan coverage. 


• Physician practices, clinics and hospitals are estimated to realize savings from of 
improved productivity estimated to be $33.3 million per year. 


 
This analysis only assessed the avoided service and productivity savings associated 
with the widespread adoption of HIE services in Oregon. This analysis did not assess 
other potential savings areas that may substantially increase the impact of electronic 
HIE services in the community. Some notable areas in which additional savings related 
to electronic HIE use have been described in the literature that may be applicable to 
Oregon HIE activities include: 


• The impact of medication list and history availability, overall prescription drug 
use, generic substitution, reductions in adverse drug events (ADEs) and 
reductions in overall medical errors. 


• Improved efficiency in medication reconciliation processes in practices, clinics 
and hospitals.  


• Improved management of individuals with an MRSA (or other high cost 
communicable disease) history or high-risk along with reduced hospital stays and 
collateral infections.   


• Improved public health monitoring and prevention efforts from general health 
information sharing. 


 
These savings estimates are intended to inform the discussion regarding an appropriate 
investment distribution and commitments of healthcare stakeholders. As with any new 
venture, there are up-front costs that will need to be borne by some stakeholders 
unequally. The estimated annual savings associated with the widespread adoption and 
use of HIE services in Oregon make a compelling argument for ongoing support in an 
electronic HIE by the healthcare stakeholder community of Oregon. 
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Background  
 
To support the planning for the Oregon Health Information Exchange (HIE),  Witter & 
Associates conducted an analysis of the potential community-wide annual savings 
associated with HIE services in Oregon. This analysis is designed to assist the HITOC 
in developing and valuing initial and ongoing funding strategies for electronic HIE 
activities in Oregon by estimating the potential, achievable savings associated with HIE 
services. The goals of the study are to: 


• Estimate the potential savings associated with HIE services in Oregon using 
methods from similar HIT/HIE project assessments; 


• Utilize recent national estimates of the impact of HIE;  
• Match relevant savings estimates based on Oregon data that is:  


o Reasonable based on HIE successes to date;  
o Applicable to the widespread adoption of HIE services; and 
o Achievable by the participating stakeholders; 


• Assist the Oregon HIE planning process in understanding the potential range of 
savings impacts; and 


• Facilitate development of sustainable business plans for local and statewide HIE 
services in Oregon.  


The findings of this analysis review potential annual healthcare savings opportunities 
resulting from the widespread adoption of HIE services in Oregon.  Specific savings 
presented relate to potential avoidable services in ambulatory care settings and 
emergency rooms (ER), as well as productivity gains by providers who have access to 
the electronic HIE network. The savings are estimated by the major healthcare payer 
categories: Commercial health plans, Medicare, Medicaid, Kaiser and the uninsured.  
Kaiser is estimated as a separate category due to its unique role in the Portland and 
Salem areas as both a health plan and provider organization. 
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Methods for Oregon HIE Savings Analysis 
This analysis estimates savings from avoided services and physician productivity 
directly related to the impact of electronic HIE functions on Oregon health care services.  
This analysis estimates savings for the following components: 


• Outpatient – Ambulatory Care Settings: 
o Avoidable laboratory testing caused by missing information; 
o Avoidable imaging studies caused by missing information; 
o Avoidable visits caused by missing information; 
o Physician/staff productivity loss looking for missing information; and 
o Physician productivity impact for repeated work for history taking and 


medication reconciliation. 
• Emergency Room Settings: 


o Avoidable emergency room costs for outpatient ER visits; 
o Avoidable emergency room costs related to inpatient admissions; 
o Avoidable admissions through the emergency room caused by missing 


information; 
o Avoidable ER laboratory testing caused by missing information; 
o Avoidable ER imaging studies caused by missing information; 
o Physician/staff productivity loss looking for missing information; and 
o Physician productivity impact for repeated work for history taking and 


medication reconciliation. 
This analysis relies on studies and methods that have evolved over the last six to eight 
years and incorporates a number of refinements including: 


• The latest modeling methods based on recent national and regional studies; 
• The latest available data: 


o Oregon population coverage by payer category;  
o Healthcare claim payment and service utilization rates from recent 


available studies with local confirmation; and 
o Hospital discharges, visits, and ER rates. 


• Estimation of savings using multiple approaches applied with a standardized 
method and updated to 2009 dollars; 


• Estimation of savings by primary payer/sponsor categories; 
• Recognition of savings already being achieved by existing levels of HIT adoption 


and maximum achievable benefits: 
o Assuming that 30% of potential savings proposed by the national 


estimates are already being accrued as a result of current information 
sharing practices in community Oregon healthcare organizations (floor) 
and a 70% floor related to Kaiser Permanente as both a payer and 
provider organization; 


o Assuming that only up to 80% of the savings could be captured due to the 
inability to involve all providers in the HIE efforts and health system issues 
preventing the realization of additional savings (ceiling). 
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SUMMARY MODELING DATA 
Estimating the potential savings from electronic HIE services requires basic data about 
the community environmental including population data estimates by healthcare payer 
categories in Oregon, estimated payment rates for various services and summary 
healthcare delivery statistics.   
 
Table 1 presents the estimated July 2009 Oregon population by age and primary 
healthcare payer source.  
 
 
Table 1: Oregon July, 2009 Population Estimate by Age and Primary Payer Source 
Oregon July, 2009 Population Estimate by Age and Primary Payer  
Age Commercial(1)(2) Kaiser(1) Medicare Medicaid Uninsured Total 
0-17 430,983 68.808  - 0 - (3) 271,493 114,232 885,516 
18-64 1,408,954 224,891 61,400 155,602 581,278 2,432,125 
65+ 27,186 4,468 468.100 - 0 – (4) 6,070 505,824 
Total 
(%) 


1,867,123 
(48.8%) 


298,167 
(7.8%) 


529,500 
(13.8%) 


427,095 
(11.2%) 


701,580 
(18.3%) 


3,823,465 
(100%) 


(1) Excludes Medicare and Medicaid covered lives. 
(2) Includes VA and some other residual categories. 
(3) Assumed to be zero since there are relatively few Medicare covered lives in the 0-17 age range. 
(4) Assumed to be zero since nearly all over 65 covered lives are persons with dual Medicare-Medicaid 
eligibility with Medicare covering the primary medical care services. 
 
 
This estimated population distribution by payer is derived from a number of sources. 
Some of these sources use different time frames, eligibility/inclusion criteria, and 
counting methodologies. The population figures presented here therefore, represent the 
‘best’ synthesized estimate based on the information available in mid 2009. Criteria 
used to estimate the current Oregon population include: 
 


• Overall population estimates by age-group from the Portland State University 
Center for Population Research for July 2009 provide the overall totals for the 
Oregon.  


• Uninsured population estimated using preliminary rates from Office of Oregon 
Health Policy and Research, Profile of Oregon’s Uninsured in 2008 with an 
adjustment for the effect of increased unemployment in 2009.1  Oregon 
unemployment in 2008 averaged 6.45% but increased to a monthly average of 
11.05% in 2009. 


• Under 18: Medicare is assumed to be zero. Some data sources report a few 
cases but this is deemed to be insignificant; 


                                                 
1 The impact on uninsured rates from increased unemployment were adjusted based on data from 
Holahan J, Garrett AB, Rising Unemployment, Medicaid and the Uninsured, January 2009, Kaiser Family 
Foundation report #7850. 
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• 65 & Over, Medicaid: Medicare-Medicaid dual eligible individuals were treated as 
Medicare for services related to the modeling. Medicaid individuals reported as 
65 & over include persons waiting for Medicare eligibility due to enrollment lag, 
varying eligibility requirements, and persons without citizenship; and 


• 65 & Over, Other: Many analyses assume all 65 & over individuals are covered 
by Medicare. There is a small portion of 65 & over individuals that are not eligible 
for Medicare and are uninsured or have employer-based or individual coverage. 


 
Payment Rates:  Payment rate data for healthcare services by various healthcare 
payer categories in Oregon is not readily available.  The Metropolitan Portland HIE 
(MPHIE) mobilization planning efforts in 2007 used conservative payment rate data 
based on discussion with a few physicians in the Portland area.  Modeling done for 
Maine’s HealthInfoNet in 2008 was based on payment and utilization rates calculated 
from the Maine all-payer claims database maintained by the Maine Health Information 
Center (MHIC).   
 
The payment rates from the Maine HealthInfoNet analysis seem to represent a more 
authoritative data source than used in the MPHIE analyses.  Additionally these rates 
were reviewed by several local physicians who expressed the opinion that the rates did 
not seem to be unreasonable and may be conservative. 
 
Commercial payment rate and utilization data were obtained from the MHIC’s 
commercial and Medicare claims data. Payment rates were adjusted for inflation to 
current (2009) dollars. Medicare and Medicaid standard payment rates were also 
obtained from public data sources. Some notable assumptions used in the inclusion of 
specific payment and utilization rate estimates for this analysis include: 
 


• Medicare payment rates were assumed to be approximately equal to cost; 
• Average payment rates for laboratory tests and imaging studies are derived from 


MHIC commercial claims data; 
• Uninsured payment rates were assumed to be the equivalent to cost and 


provider organizations are the primary financing source; 
• Uninsured use rates were derived as a percentage of commercial use rates 


based on a published estimates from the Urban Institute2; and 
• Commercial payment rates from 2006-7 MHIC claims data were adjusted to 


current dollars by an annualized rate of 3.33%.  Medicare payment rates from 
2003-4 MHIC claims data were adjusted to 2008 by an annualized rate of 2.22%. 
Each of these adjustments was considered to be conservative to prevent over-
estimation of savings and was in line with national estimates. 


Table 2 shows the assumed 2009 payment rates used in this analysis.  
 
 


                                                 
2 Hadley, J, Holahan J, Coughlin T, Miller D, Covering the Uninsured in 2008: Current Costs, Sources of 
Payment, and Incremental Costs. Health Affairs, June 2008. 25:5w399. 
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Table 2: Oregon 2009 Healthcare Service Payment Rate Estimates 
Oregon 2009 Payment Rate Estimates (Based on 2009 Dollars) 
  Commercial Kaiser Medicare Medicaid  Uninsured 
 PCP visits $100 $78 $78 $78 $78 
 Specialty visits $115 $82 $82 $82 $82 
 ER visits $400 $40 $40 $180 $180 
 Laboratory tests $70 $13 $13 $25 $25 
 Standard imaging $190 $110 $110 $110 $110 
 Advanced imaging $1000 $460 $460 $460 $460 
Combined standard & 
advance imaging $375 $184 $184 $184 $184 
 
 
 
Table 3 shows key hospital statistics for Oregon hospital inpatient discharges, 
outpatient visits, and emergency room encounters. 
 
 
Table 3: Hospital Inpatient Discharges, Outpatient Visits and ER Encounters:  
CY2009 
Oregon Hospital Inpatient Discharges, Outpatient Visits and ER Encounters: 
CY2009  
  Total Commercial Kaiser Medicare Medicaid Uninsured 
Inpatient 
Discharges 347,116 121,936 10,067 138,284 55,684 21,145 
Discharges with 
an ER service 171.617 57,120 9,067 72,985 23,488 8,957 
Outpatient ER 
Visits 1,082,383 479,572 34,368 376,761 119,369 72,313 
Total ER 
Encounters 1,254,000 536,692 43,435 449,746 142,857 81,270 
Outpatient Visits 7,184,863 3,285,460 5,100 2,581,125 817,775 495,404 


Source: Total data for the 58 Oregon hospitals from Hospital DataBank CY2009 data courtesy of the 
Oregon Association of Hospitals and Health Systems. 


 
 
SUMMARY OF SAVINGS STUDIES APPLIED IN THIS ANALYSIS 
The projected annual savings developed in this analysis represent a synthesis of 
selected savings estimates and source data from various national and regional studies.  
These studies include analysis and research conducted by the Center for Information 
Technology Leadership (CITL)3, the RAND Corporation4, Mark Overhage et al. from two 
hospital emergency rooms in Indiana (Community Hospital East, and Wishard Memorial 


                                                 
3 Pan E, Johnston D, Walker J, Adler-Milstein J, Bates DW, Middleton B, The value of healthcare 
information exchange and interoperability. Center for Information Technology Leadership (HIMSS) report 
2004. 
4 Hilstead R, Bigelow J, Bower A, Girosi F, Meili R, Scoville R, Taylor R. Can electronic medical record 
systems transform healthcare? Potential health benefits, savings and costs. Health Affairs, 25(5) Sept/Oct 
2005 pp 1103-1117. 
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Health Services)5, and Peter Smith et al. from 32 primary care clinics in the state of 
Colorado. Each of these studies is further described in Appendix A. Savings Study 
Methods.6 
 
The CITL HIE and RAND HIT models estimated the aggregate benefits and savings on 
a national basis for various health information technologies and electronic HIE services.  
These two studies represent the most comprehensive studies available.  These two 
studies were used in the Metropolitan Portland HIE (MPHIE) mobilization planning effort 
in 2007 to develop a standardized approach for MPHIE estimating savings.7  This 
standardized MPHIE approach was applied to information contained in the Overhage 
and Smith papers to develop saving estimates for other savings opportunities. 
 
This standardized methodology has been subsequently used in several other projects:  


• Developing Oregon statewide expenditure impact estimates from the widespread 
adoption of advance HIT including estimating the savings by region.8   


• Scaling the Oregon statewide impact results for use in developing savings 
estimates for the Minnesota Health Information Exchange.9 


• Developing savings estimated for the phased deployment of Maine’s health 
information exchange (HealthInfoNet).10   


• Developing savings estimates for the Salem Area Health Information Exchange 
(SACHIE) planning in mid 2009.11 


 
This Oregon analysis closely follows the analysis conducted for Maine’s HealthInfoNet 
project and SACHIE planning including the estimation of savings by healthcare payer 
categories.  
 
 


                                                 
5 Overhage JM, Dexter PR, Perkins SM, Cordell WH, McGoff J, McGraff R, McDonald CJ. A randomized 
controlled trial of clinical information shared from another institution. Ann Emerg Med. January 2002: 
39:14-23. 
6 Smith PC, Araya-Guerra R, Bublitz C, Bennett P, Dickinson LM, Van Vorst R, Westfall JM, Pace WD. 
Missing Clinical Information During Primary Care Visits. JAMA, February 2005: 293,5. 
7 Metropolitan Portland Health Information Exchange Business Plan 2.0, May 2007. Available at 
http://www.q-corp.org/q-corp/images/public/pdfs/MPHIE%20BizPlan2%20053007.pdf.  
8 Witter DM, Ricciardi T. Potential Impact of Widespread Adoption of Advanced Health Information 
Technologies on Oregon Health Expenditures. Prepared for the Oregon Healthcare Quality Corporation 
and the Office of Oregon Health Policy and Research. September 2007. 
9 Minnesota Department of Health.  Administrative Efficiency: Background Information Prepared for the 
Health Care Transformation Task Force, November 13, 2007.  Available at 
http://www.health.state.mn.us/divs/hpsc/hep/transform/novdocuments/administrativeefficiency.pdf. 
10 Alfreds ST, Witter DM.  The Impact of Electronic Health Information Exchange (HIE) Services in Maine: 
Avoidable Service and Productivity Savings Estimates Related to HealthInfoNet Services, November 
2008.  Available at 
http://www.umassmed.edu/uploadedFiles/CWM_CHPR/Publications/Clinical_Supports/HINValuation19no
vember2008.pdf.   Included as Appendix D (pp. 124-164) in HealthInfoNet Sustainability Stakeholder 
Process Final Report (approved by Stakeholders on December 15, 2008). Available at 
http://www.hinfonet.org/meetings/HealthInfoNet_FinalReport20081215.pdf. 
11 Witter DM, Salem Area Community Health Information Exchange (SACHIE): Potential Avoidable 
Service and Productivity Savings, November 2009. 
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RANGE OF MODELING ESTIMATES  
Due to the differences in the methods and the organization of specific savings across 
the studies reviewed and modeled in this analysis, there are several overlapping 
categories of services that are included in the final savings estimates. To avoid double 
counting of savings associated with electronic HIE services in Oregon, the savings 
figures in the findings section are presented in a range with the specific savings 
categories identified by study to help stakeholders understand the source of the savings 
identified.  
 
Categories of savings were chosen for inclusion in the final Oregon estimates based on 
the specificity of the underlying supporting data. The savings estimates presented also 
assume that 30% of the possible estimated savings are already being accrued to 
providers, payers, and purchasers in private practice setting in the community due to 
existing information sharing capacities (floor). In addition, it was assumed that only 80% 
of the possible savings could be achieved, in order to address the fact that some 
healthcare stakeholders will not adopt electronic HIE technologies due to environmental 
(economic and non-economic) conditions (ceiling).   
 
The floor level was set at 70% for the Kaiser payer category.  For the most part, Kaiser 
Permanente functions as a self-contained delivery system that has been using a 
comprehensive EHR system for a number of years.  Kaiser is farther along the 
spectrum in adoption and use of HIT, including exchanging health information, than the 
general provider community in the Portland and Salem areas.  As such Kaiser is already 
achieving a higher proportion of the possible savings.  
 
The savings estimates presented below are grouped by avoided services and 
productivity savings. The avoided services savings most immediately benefit the payers 
of those services. Payers include patients, health plans (commercial plans, self-insured 
employer plans, Medicare, Medicaid and fully capitated Medicaid health plans) as well 
as providers who function as the payers for uncompensated care rendered to the 
uninsured and partially to the under-insured. The productivity savings most immediately 
benefit the providers and practice sites. Eventually all these savings should translate 
into lower healthcare expenditures for the community as a whole. Over time, efficiency 
and productivity savings dampen and/or delay the need for price increases in the fees 
charged to patients. 
 
 
 
Findings  
It is estimated that widespread use of electronic health information exchange services 
can save between $89.1 and $124.0 million per year when broadly deployed and used 
in the community.  As discussed above, the savings presented here were reduced by 
the floor and ceiling assumptions relating to the current level of HIE occurring and a 
conservative estimate of the maximum level of HIE diffusion.  
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To date, few empirical studies have attempted to articulate the distribution of HIE 
benefits among provider, payers, and purchasers of healthcare. The reasons include 
the nascent stage of electronic HIE implementations, limited availability of necessary 
data and variations in the size, services, and technological operations of electronic HIE 
organizations. In addition, many HIE organizations have limited capacity for formal 
evaluations and have been challenged to identify evaluation measures that can be 
consistently applied across the varied HIE implementations and stakeholders.12 Due to 
the focus on the impact of missing information in the healthcare practice site, the Smith 
study allowed for the estimation of savings that impact providers and the organizations 
that employ them, while each of the CITL, RAND, and Overhage studies allowed for the 
estimation of avoidable services whose savings primarily accrue to healthcare payers.  
 
This analysis estimates that 63% to 73% of total savings, ranging from $55.7 million to 
$90.7 million per year are related to services that could be avoided if information was 
readily available to support clinicians at the time and point of care in physician offices 
and emergency departments. 
 
This analysis estimates that between 27% and 37% of total savings, ($33.3 million per 
year) represents productivity improvements that will accrue to providers and provider 
organizations in Oregon. These productivity savings include the time not spent 
collecting information from other sources, reconciling divergent information, and 
recreating existing patient history and medication lists. Providers, safety net clinics, and 
hospitals should also realize a 6% of avoided services savings associated with 
uncompensated care delivered to uninsured and underinsured patients. Due to data 
limitations for this analysis, these productivity savings could not be broken down into 
detailed savings for specific provider organizations. 
 
 
COMMUNITY-WIDE SAVINGS 
The community-wide savings from full rollout of HIE functionality in Oregon range 
between $89.1 and $124.0 million annually.13 Savings related to avoided services 
(laboratory and imaging services in the ambulatory and emergency room settings, 
ambulatory visits, and hospital admissions from the emergency room) range from $55.7 
to $90.7 million per year (63% to 73% of total annual community-wide savings). 
Productivity benefits in clinics and practices are estimated at $33.3 million per year 
(37% to 27% of total annual community-wide savings). Table 4 shows the break down 
of the savings by each savings category.  
 
 


                                                 
12 American Health Information Management Association (AHIMA). State-Level HIE Value and 
Sustainability Workbook: Approaches for Financing and Bringing Interoperable HIE to Scale. November, 
2008. 
13 All savings presented here are gross savings. The costs associated with the widespread adoption of 
HIE services in Oregon are not included in this analysis.  


Witter & Associates  8 







 


Table 4: Range of Potential Annual Savings Associated with Widespread Use of 
HIE Services in Oregon by Savings Category 
Estimated Community-wide Savings for Widespread 
Use of HIE Services in Oregon by Savings Category Oregon Total (000s) 
SMITH: Avoided Services Ambulatory Care Settings Low Med High 
Avoidable Visits Caused by Missing Information $9,911.2 $9,911.2 $9,911.2 
Avoidable Laboratory Tests due to Missing Information $8,159.4 $8,159.4  
Avoidable Imaging Studies due to Missing Information $23,980.5 $23,980.5  
SMITH: Avoided Emergency Room Related Services     
Avoidable Admissions Caused by Missing Information $1,665.8 $1,665.8 $1,665.8 
Avoidable Laboratory Tests due to Missing Information $3,064.0   
Avoidable Imaging Studies due to Missing Information $8,956.0   
CITL – HIE&I    
Savings from Avoidable Outpatient Imaging Studies   $44,302.9 
RAND     
Savings from Avoidable Outpatient Laboratory Tests    $34,813.5 
OVERHAGE    
Reduced Emergency Room Costs - Visits Leading to 
Inpatient Admissions  $12,791.3  
Reduced Emergency Room Costs - Outpatient Visits  $9,237.6  
Total Estimated Avoided Services Savings  $55,737.0 $65,745.9 $90,693.3 
PRODUCTIVITY SAVINGS (SMITH)    
Productivity Improvements in Ambulatory Care    
Physician/Staff Productivity Loss Looking for Information $6,745.2 $6,745.2 $6,745.2 
Physician Productivity Impact - Repeated Work  $17,588.4 $17,588.4 $17,588.4 
Productivity Improvements in Emergency Room    
Physician/Staff Productivity Loss Looking for Information $2,500.6 $2,500.6 $2,500.6 
Physician Productivity Impact - Repeated Work  $6,457.2 $6,457.2 $6,457.2 
Total Estimated Productivity Savings $33,331.5 $33,331.5 $33,331.5 
    
Total Estimated Savings $89,068.5 $99,077.3 $124,024.8


 
 
 
SAVINGS BY PAYER CATEGORY 
The healthcare payment, utilization, and population data available for this analysis 
allowed for the estimation of Oregon HIE savings by payer category. In 2009, 49% of 
the population was covered by some form of commercial insurance, 8% by Kaiser 
Permanente, 11% of the population was covered by Medicaid, 14% of the population 
was covered by Medicare, and approximately 18% of the population was uninsured. 
Savings from avoided services resulting from electronic HIE accrue to these populations 
based on their relative rates of service utilization and payment rates.  
 
Appendix A includes detailed tables showing savings by each of the studies modeled, 
the aggregate savings for the state, and the savings associated with the widespread 
use of HIE in Oregon by payer category. Table 5 shows the estimated savings by payer 
category (Commercial, Medicare, Medicaid, Kaiser, and Uninsured). 
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Table 5: Estimated Annual Avoided Service Savings by Payer Category 


Payer Category 
Range of Savings by Payer Category  


(dollars in 000s) 
 Low Mid High 
Commercial and others $33,263 $36,477 $54,673  
Medicare – Medicare Advantage $15,711 $20,364 $24,548 
Medicaid $2,922 $4,418 $5,163 
Kaiser $263 $320 $628 
Uninsured  $3,578 $4,167 $5,682 
Total Estimated Annual Savings $55,737  $65,746 $90,693  


 
 
Savings for avoided services in ambulatory care and ER settings in Oregon broadly 
accrue based on the population distribution among payer categories and result in 
reduced payments for these services by the respective health plans.  Oregon 
commercial payers would realize the highest annual savings associated with avoidable 
services, ranging from $33.3 to $54.7 million annually. Medicare savings range from 
$15.7 to $24.5 million per year.  Medicaid program savings from avoided services range 
from $2.9 to $5.1 million per year.  Avoided services for uninsured persons range from 
$3.6 to $5.7 million per year.  Nearly all the savings for the uninsured accrue to 
providers since services to the uninsured represent uncompensated care absorbed by 
healthcare providers.   
 
The distribution of avoided service savings estimates by payer category is presented in 
Table 6.  
 
 
Table 6 Distribution of Avoided Service Savings by Payer Category 


Payer Category 
Range of Savings by Payer Category  


(dollars in 000s) 
 Low Mid High 
Commercial and others 59.7% 55.5% 60.3% 
Medicare – Medicare Advantage 28.2% 31.0% 27.1% 
Medicaid 5.2% 6.7% 5.7% 
Kaiser 0.5% 0.5% 0.7% 
Uninsured 6.4% 6.3% 6.3% 
Total Estimated Annual Savings 100.0% 100.0% 100.0% 


 
 
The $33.3 million of productivity savings estimated in this analysis accrue to physician 
practices and clinics, and hospital emergency departments.  As providers are more 
productive, and perhaps can see more patients in any given time or are able to 
decrease uncompensated care costs; increases in fees for service and capitation rates 
should be moderated. Both the payers and the purchasers of healthcare will benefit 
from these savings. The time frame for the realization of benefit across healthcare 
stakeholders as a result of electronic HIE is not possible to estimate.  
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Discussion 
The savings estimates presented in this analysis likely under-report the total realizable 
annual savings associated with the electronic HIE in Oregon for the following reasons:  


o For the community-wide aggregate electronic HIE savings, the high range of ER 
estimates include avoidable outpatient laboratory results and imaging studies 
from CITL and RAND and admission and visit avoidance from Smith et al. These 
estimates likely underestimate the true cost of avoidable admissions and 
outpatient visits due to the conservative assumptions used to estimate that only 
70% of patients visiting the ER have prior medical information that may be useful 
in that encounter. 


o The CITL and RAND ER estimates do not clearly separate avoidable outpatient 
laboratory results and imaging service savings in the ER and ambulatory 
settings. To avoid double counting, these figures were not used to calculate the 
Oregon HIE savings. As a result, the project savings may underestimate the 
potential range of savings available to payers and providers for these avoided 
services. 


o A number of potential savings areas are not included in this analysis due to 
limitations in the reliability of national studies and the availability of data at the 
time of this analysis. Some notable areas in which savings related to electronic 
HIE use have been described in the literature that may be applicable to the 
widespread use of HIE services in Oregon that may increase potential savings 
associated with HIE. 14,15,16   These include:  


o the impact of medication lists on generic substitution, 
o the impact of medication lists on overall prescription drug use,  
o reductions in adverse drug events (ADEs),  
o MRSA history notification at the time of ED visits or inpatient 


admission,17,18,19,20 


                                                 
14 Wang SJ, Middleton B, et al. “A Cost Benefit Analysis of Electronic Medical Records in Primary Care,” 
American Journal of Medicine 2003;114:397-403.  
15 Chaudhry, B., Wang, J., Wu, S., Maglione, M., Mojica, W., Roth, E., Morton, S.C., and Shekelle, P.G.: 
Systematic Review: Impact of Health Information Technology on Quality, Efficiency, and Costs of Medical 
Care. Annals of Internal Medicine 144(10):742-752, May 16, 2006.  
16 Alfreds, ST. et al. Facilitating Electronic Health Information Exchange in State Publicly Funded Health 
Programs: Challenges and Opportunities. Final Report to the State Alliance for eHealth. National 
Governors Association. April 2008.  
17 Kho AN, Lemmon l, Commiskey M, Wilson SJ, McDonald CJ. Use of a Regional Health Information 
Exchange to Detect Crossover Patients with MRSA between Urban Hospitals.  Journal of the American 
Medical Informatics Association 2008: 15(3) Mar/Apr 2008:212-216. 
18 Evans RS, Wallace CJ, Lloyd JF, Taylor CW, Abouzelof RH, Sumner S, Johnson KV, Wuthrich A, 
Harbarth S, Samore MH. Rapid Identification of Hospitalized Patients at High Risk for MRSA Carriage. 
Journal of the American Informatics Association 2008: 15(4) Jul/Aug 2008: 506-512.  
19 Kaye KS, Engemann JJ, Fulmer EM, Clark CC, Niga EM, Sexton DJ. Favorable Impact of an Infection 
Control Network on Nosocomial Infection Rates in Community Hospitals. Infection Control and Hospital 
Epidemiology 2006: 27(3) March 2006 228-232. 
20 General Accountability Office. Health-Care-Associates Infections in Hospitals: An Overview of 
Reporting Programs and Individual Hospital Initiatives to Reduce Certain Infections. September 2008: 
GAO Report: GAO-08-808. 


Witter & Associates  11 







 


o reductions in overall medical errors, and  
o improvements in broad public health monitoring and prevention efforts.  


 
 
Limitations:  There are a number of technical limitations to this analysis. As is the case 
with any modeling project it is subject to numerous assumptions and judgments.  These 
estimates rely on published savings estimates from other projects since those are the 
only sources of data readily available. Cost information from these studies, in some 
cases, is several years old, and therefore inflation estimates needed to be included.  
 
In addition to the technical limitations of modeling, some experts have expressed 
skepticism about HIT and electronic HIE savings and cost modeling due to the 
nascence of these technologies, the limited empirical evidence of value published to 
date, the lack of focus on quality care impacts, and the perception that, if improved 
quality of care is the goal, savings may be elusive.21,22,23   
 
The savings associated with the community-wide rollout may be impacted by other HIE 
implementation issues. Some of these issues include: 


• HIT Adoption: The savings presented in this analysis do not take into account the 
significant investments needed on the part of providers to make clinical 
information electronic through the adoption and use of electronic medical records 
(EMR), computerized provider order entry systems (CPOE), electronic 
prescribing (eRx), clinical decision support and other HIT tools. The quality and 
patient safety benefits of these technologies do not necessarily accrue to the 
providers due to the current healthcare payment system attributes. This 
mismatch of incentives creates significant barriers to the rapid adoption of 
advanced HIT systems. 


• Avoided Services are Lost Revenues: Savings generated when services can be 
avoided represent a loss of revenue to the providers of those services. While 
most providers would avoid providing unnecessary services, revenue losses may 
create a real financial impact on some categories of providers. If providers were 
to increase rates to offset revenue losses, some of the projected saving may 
erode. If providers are functioning at or near capacity, revenues from services 
provided to new or existing patients may replace revenue lost from avoided 
services. 


• Adoption Timelines: This study does not consider the timelines for the 
implementation and adoption of electronic HIE services and HIT systems in 
provider settings. Many health systems and physician practices are making 
substantial investments in advanced HIT systems. The widespread adoption of 


                                                 
21 Walker JM. Electronic medical records and health care transformation, Health Affairs, 24:5 
September/October 2005, 1118-1120.  
22 Himmelstein DU, Woolhandler S. Hope and hype: predicting the impact of electronic medical records, 
Health Affairs, 24:5 September/October 2005, 1121-1123. 
23 Goodman C, Savings in electronic medical record systems? Do it for the quality, Health Affairs, 24:5 
September/October 2005 1124-1126. 
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advanced HIT systems may generate a broader set savings than projected in this 
report.  


• HIT Costs and Financing: This report does not address the costs or financing of 
Oregon HIE activities or HIT adoption by provider organizations. The impact of 
the American Recovery and Reinvestment Act (ARRA) including the Medicare 
and Medicaid meaningful use incentive programs is also not considered but 
should positively encourage community providers to accelerate HIT adoption 
including participating in health information exchange services.  


 
Regardless of the limitations discussed above, the estimated annual savings associated 
with widespread adoption and use of HIE services make a compelling argument for 
ongoing investment in developmental activities to facilitate HIE. Future analysis could 
be undertaken to determine additional potential savings and benefits associated with 
electronic HIE including reduced pharmaceutical utilization and medication 
management, improved patient safety, improved monitoring and control of MRSA and 
other infections, and advancements in public health monitoring.  
 
 
Conclusions  
The methodology used in this analysis is designed to be conservative and estimate 
savings based on applying a standardized approach to national studies and community 
data and characteristics.  The analysis shows that the potential savings to the 
community and Oregon healthcare system are significant.  
 
It is estimated that widespread use of HIE services in Oregon will provide broad annual 
healthcare savings. The savings estimates are based on avoided laboratory testing, 
avoided imaging studies, and provider productivity improvements.  


• Savings from avoided services are estimated to range from $55.7 to $90.7 million 
per year.  


• Savings from improved physician practice productivity are estimated at $33.3 
million per year. 


• Combined savings from avoided services and improved productivity are 
estimated at $89.1 to $124.0 million per year. 


 
Oregon HIE savings will accrue across all healthcare stakeholders.  


• Oregon commercial payers may realize 55.5% to 60.3% of annual savings 
resulting from avoided services. The value of these annual savings range from 
$33.3 to $54.7 million.  


• Medicare services, including Medicare Advantage, will accrue 27.1% to 31.0% of 
the annual avoided service savings, ranging from $15.7 to $24.5 million per year.  


• Medicaid services, including fully capitated health plans, will accrue 5.2% to 6.7% 
of the annual avoided service savings, ranging from $2.9 to $5.2 million per year.  
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• Physician practices, clinics and hospitals will accrue 6.3% and 6.4% of the 
annual avoided services savings related to avoided services provided to the 
uninsured. These total savings range from $3.6 to $5.6 million per year.  


• Although not assessed in this analysis, some savings will also accrue to patients 
for reduced co-pays and deductibles for unnecessary services as well as 
downstream benefits of reduced costs for plan coverage. 


• Physician practices, clinics and hospitals are estimated to realize savings from of 
improved productivity estimated to be $33.3 million per year. 


 
This analysis only assessed the avoided service and productivity savings associated 
with the widespread adoption of HIE services in Oregon. This analysis did not assess 
other potential savings areas that may substantially increase the impact of electronic 
HIE services in the community. Some notable areas in which savings related to 
electronic HIE use have been described in the literature that may be applicable to 
Oregon HIE activities include: 


• The impact of medication list and history availability, overall prescription drug 
use, generic substitution, reductions in adverse drug events (ADEs) and 
reductions in overall medical errors. 


• Improved efficiency in medication reconciliation processes in practices, clinics 
and hospitals.  


• Improved management of individuals with an MRSA (or other high cost 
communicable disease) history or high-risk along with reduced hospital stays and 
collateral infections.   


• Improved public health monitoring and prevention efforts from general health 
information sharing. 
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Appendix:  Study Methods and Results 
This Appendix describes the savings estimates from the various national and regional 
studies reviewed, and identifies the components used to develop the Oregon electronic 
HIE annual savings estimates. 
 
 
Center for Information Technology Leadership24 
The Center for Information Technology Leadership (CITL) was formed in 2002 by 
Boston-based Partners HealthCare System as a research organization to help guide the 
healthcare community in making more informed strategic IT investment decisions. 
Ambulatory Computerized Provider Order Entry (ACPOE) was the first research topic 
undertaken by CITL. The goal was to determine the value of ACPOE systems in 
improving quality and reducing costs. 
 
In 2004, CITL examined the potential value of health information exchange and 
interoperability (HIE&I) in follow up to its 2003 ACPOE valuation study. The HIE&I study 
examined the financial benefits and costs of HIE&I of health information. Data was 
gathered through literature review, expert interviews, and software modeling. CITL 
created four categories for staging the level of electronic information exchange and 
information interoperability. The four levels specified are:  


• Level 1 – Today’s prevailing phone and mail communications; 
• Level 2 – Machine-transportable data (standard fax); 
• Level 3 – Machine-organizable data (e-mail and electronic messaging);  
• Level 4 – Machine-interpretable data (interoperable data exchange with 


standardized message formats and content). 
 
The study considered the benefits of information flow and interoperability between 
particular providers and other stakeholders including: 


• Outpatient providers and independent laboratories; 
• Outpatient providers and radiology centers; 
• Outpatient providers and pharmacies; 
• Providers and public health departments; and 
• Providers and payers. 


 
The Oregon savings analysis uses the Level 4 capabilities in assessing the potential 
savings that could ultimately be achieved with the widespread adoption of Oregon HIE 
services. Only savings associated with avoidable laboratory testing and imaging 
services are included in this analysis. 


                                                 
24 The CITL published reports that formed the basis of this analysis include: Walker J, Pan E, Johnson D, 
Adler-Milstein J, Bates DW, Middleton B. The Value of Health Care Information Exchange and 
Interoperability. Health Affairs. January 2005: W5:10-18. 
Pan E, Johnston D, Walker J, Adler-Milstein J, Bates DW, Middleton B, The value of healthcare 
information exchange and interoperability. Center for Information Technology Leadership (HIMSS) report 
2004. 
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Avoidable laboratory testing and imaging services under the HEI&I analyses not only 
include results from the benefits of ACPOE but also enhanced access to prior test 
results through health information exchange services. For this analysis we estimated 
40% of the potential annual savings to be associated with electronic HIE, 20% of the 
savings associate with Electronic Medical Record (EMR) use, 20% of the savings 
associated with ACPOE, and 20% of the savings associated with the Clinical Decision 
Support System (CDSS). Table A1 shows the calculated total savings and per member 
per year (pmpy) savings by Oregon payer category based on the CITL methodology.  
 
Table A1: Estimated Annual Avoidable Service Savings with CITL – HIE&I 
Methodology by Payer Category 
Estimated Avoidable Laboratory and Imaging Service Savings CITL HIE&I Methodology ($000s) 
 Commercial Kaiser Medicare Medicaid Uninsured Total 
Savings from Avoidable 
Outpatient Laboratory Tests  $14,353.9 $229.2 $5,372.2 $1,172.6 $1,153.8 $22,281.7
Savings from Avoidable 
Outpatient Imaging Studies $25,832.1 $412.5 $12,316.1 $2,899.3 $2,842.8 $44,302.9
Combined Avoidable 
Service Savings $40,186.0 $641.7 $17,688.3 $4,072.0 $3,996.6 $66,584.5
       
Estimated Annual Avoidable Laboratory and Imaging Service Savings CITL HIE&I Methodology 
PMPY 
 Commercial Kaiser Medicare Medicaid Uninsured Overall 
Savings from Avoidable 
Outpatient Laboratory Tests  $7.69 $0,77 $10.15 $2.75 $1.64 $5.83 
Savings from Avoidable 
Outpatient Imaging Studies $13.84 $1.38 $23.26 $6.79 $4.05 $11.59 
Combined Avoidable 
Service Savings $21.52 $2.15 $33.41 $9.53 $5.70 $17.41 
 
 
RAND HIT Project25 
In 2003 and 2004, the RAND Health Information Technology (HIT) Project team 
conducted a study to better understand the role and importance of HIT in improving 
healthcare and inform government actions that could maximize the benefits of HIT use. 
RAND’s analyses and publications use the terms “Health Information Technology” (HIT) 
and “Electronic Medical Record Systems” (EMR-S) interchangeably. RAND uses EMR 
to describe a comprehensive cluster of functionalities including: 


• The Electronic Medical Record (EMR) containing current and historical patient 
information;  


• Clinical Decision Support (CDS) functions providing reminders and best-practice 
guidance for treatment; 


                                                 
25 The findings of RAND HIT Project are reported in a series of publications.  This analysis is primarily 
based on: Richard Hillestad, James Bigelow, Anthony Bower, Federico Girosi, Robin Meili, Richard 
Scoville, and Roger Taylor, “Can Electronic Medical Record Systems Transform Healthcare? Potential 
Health Benefits, Savings, and Costs,” Health Affairs, Vol. 24, No. 5, September 14, 2005. Federico Girosi, 
Robin Meili, and Richard Scoville, Extrapolating Evidence of Health Information Technology Savings and 
Costs, Santa Monica, Calif.: RAND Corporation, MG-410-HLTH, 2005. 
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• A Clinical Data Repository (CDR) which stores EMR information; and 
• Computerized Physician Order Entry (CPOE) functionality facilitating orders tied 


to patient-information and -treatment pathways. 
 
RAND conducted an extensive literature review, expert panel interviews, and computer 
modeling to develop their savings estimates. The estimates developed by RAND look 
broadly at a number of services. For the Oregon analysis, only the savings associated 
with avoidable outpatient laboratory testing and imaging studies were included. RAND 
describes laboratory savings from EMR-S equipped with CPOE functions, clinical 
decision support (CDS), and interoperability with other providers. These technologies 
together can avoid unnecessary tests by improving physician access to test results 
ordered by other providers and alerting physicians to new test orders that may be 
superfluous. Avoidable radiology and imaging services are described as occurring with 
increased access to prior study results and improved communication between ordering 
physicians and radiologists, minimizing repeat or inappropriate studies. 
 
As with the CITL study, it was estimated that 40% of the potential annual savings are 
associated with electronic HIE, 20% of the savings are associated with EMR use, 20% 
of the savings are associated with CPOE, and 20% of the savings are associated with 
the CDS. Table A2 shows the calculated total savings and pmpy savings by Oregon 
payer category based on the RAND methodology.  
 
Table A2: Estimated Annual Avoidable Service Savings with RAND Methodology 
by Payer Category 
Estimated Annual Avoidable Service Savings with RAND Methodology 
 Commercial Kaiser Medicare Medicaid Uninsured Total 
Savings from Avoidable 
Outpatient Laboratory Tests  $23,077.1  $124.4 $8,538.3 $1,211.6 $1,862.1 $34,813.5 
Savings from Avoidable 
Outpatient Imaging Studies $25,791.3 $202.3 $12,204.3 $1,949.8 $2,862.2 $43,010.0 
Combined Avoidable Service 
Savings $48,868.4 $326.7 $20,742.6 $3,161.5 $4,724.4 $77,823.5 
       
Estimated Annual Avoidable Laboratory and Imaging Service Savings RAND 
Methodology PMPY 
 Commercial Kaiser Medicare Medicaid Uninsured Overall 
Savings from Avoidable 
Outpatient Laboratory Tests  $12.36 $0.42 $16.13 $2.84 $2.65 $9.11 
Savings from Avoidable 
Outpatient Imaging Studies $13.81 $0.68 $23.05 $4.57 $4.08 $11.25 
Combined Avoidable Service 
Savings $26.17 $1.10 $39.17 $7.40 $6.73 $20.35 
 
Overhage ER Savings Analysis26 
In 2002, researchers from the Indiana University School of Medicine and the 
Regenstrief Institute for Health Care published a randomized controlled study of 


                                                 
26 Overhage JM, Dexter PR, Perkins SM, Cordell WH, McGoff J, McGraff R, McDonald CJ. A randomized 
controlled trial of clinical information shared from another institution. Ann Emerg Med. January 2002: 
39:14-23. 
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information sharing between a large urban hospital and two hospital emergency 
departments. This study specifically looked at the impact of information sharing from 
one large urban hospital computer-based patient record (via printed abstract and online 
access) to two hospital-based emergency departments (ED) located in the same urban 
area with a demonstrated history of crossover in patient care. At each of the ED 
locations, physicians rarely used limited online access to institutional data prior to this 
study.  
 
By providing ED clinicians access to patient information from the electronic medical 
record, the study found that patient charges for ED care were decreased by an average 
of $26 per encounter, $13 per encounter for discharged patients and $123 per 
encounter for admitted patients. These reductions were based on mean charges. 
 
To apply these savings statewide for Oregon, the charges were inflated to 2009 dollars 
based on an average inflation rate of 5%. In addition, charges were adjusted to 
commercial payment rates and Medicare costs.  Table A3 shows the calculated total 
savings and pmpy savings by Oregon payer category based on the Overhage 
methodology. 
 
Table A3: Estimated Annual Emergency Room Savings Related to HIE: Overhage 
et al. Methodology by Payer Category 
Estimated Annual Emergency Room Savings Related to HIE: Overhage et al. Methodology 
 Commercial Kaiser Medicare Medicaid Uninsured Total 
Reduced Emergency Room (ER) Costs 


Inpatient Admissions $5,707.7 $60.4 $4,861.9 $1,564.7 $596.7 $12,791.3 
Outpatient ER Visits $5,145.8 $24.6 $2,695.7 $854.1 $517.4 $9,237.6 


Combined In & Out-Patient 
Savings $10,853.5 $85.0 $7,557.6 $2,418.7 $1,114.1 $22,028.9 
Estimated PMPY Savings in the ER Related to HIE: Overhage et al. Methodology 
 Commercial Kaiser Medicare Medicaid Uninsured Overall 
Reduced Emergency Room (ER) Costs 


Inpatient Admissions $3.06 $0.20 $9.18 $3.66 $0.85 $3.35 
Outpatient ER Visits $2.76 $0.08 $5.09 $2.00 $0.74 $2.42 


Combined In & Out-Patient 
Savings $5.81 $0.29 $14.27 $5.66 $1.59 $5.76 
 
 
 
 
Missing Information Savings Analysis (Smith et al.)27 
Quantitative data regarding the impact of missing information on the practice of 
medicine was obtained from a study conducted by Peter Smith et al., based on a 
Colorado practice-based research network, including 32 primary care clinics and 253 
clinicians participating in the Applied Strategies for Improving Patient Safety medical 
error reporting study.  
 


                                                 
27 Smith PC, Araya-Guerra R, Bublitz C, Parnes B, Dickinson LM, Van Vorst R, Westfall JM, Pace WD, 
Missing clinical information during primary care visits. JAMA 293(5): 565-571, February 2, 2005. 
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Smith reported that 13.6% of primary care visits had missing information. The 
consequences of missing clinical information included: 


• Delays in care:     25.5% of missing information visits; 
• Additional laboratory tests:  22.3% of missing information visits; 
• Additional visits:    20.9% of missing information visits; 
• Additional imaging studies:  10.9% of missing information visits. 


 
Beyond delays in care and additional services that resulted in missing information at the 
point of care, clinicians documented productivity losses from not having necessary 
information at the point of care. These productivity losses included additional time spent 
by physicians and support staff looking for the missing information, communicating it on 
the telephone with hospitals, specialists, pharmacies, and each other, as well as 
additional time spent reconciling divergent information. 
 
This information was sufficient for the development of estimates of avoidable 
ambulatory visits, laboratory tests, imaging studies, inpatient admissions, and 
productivity loss in Oregon ambulatory care practices and emergency rooms (ERs). 
Inefficiencies in ambulatory practices from missing information were developed based 
on time spent unsuccessfully looking for missing information and the additional time 
physicians spent repeating the collection of the patient’s history and medications lists 
that should have been available. Parameters used to assess the potential savings 
associated with missing information related to electronic HIE in Oregon include: 


• Oregon specific payment rates inflation adjusted to 2009;   
• Adjusted missing information rates for specialty and emergency room services 


based on interviews and research staff input; 
o Specialty visits were assumed to have 60% of the missing information 


rates as compared to primary care; and 
o 70% of patients receiving services in the ER have prior medical history 


data somewhere and 90% of this information is not immediately available 
in the ER.  


• Productivity savings based on $150/hr for physician and $40/hr for office staff. 
 
Tables A4 and A5 show the calculated total savings and per member per year (pmpy) 
savings by Oregon payer category based on the Smith methodology. 
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Table A4: Estimated Annual Savings Impact of Missing Information on Avoidable 
Services in the Ambulatory and ER Settings: Smith et al. Methodology 
Estimated Annual Savings Impact of Missing Information on Avoidable Services in the 
Ambulatory and ER Settings: Smith Methodology 
Impact of Missing 
Information in Ambulatory 
Care Settings Commercial Kaiser Medicare Medicaid Uninsured Total 
Avoidable Visits Caused by 
Missing Information $5,188.3 $63.4 $2,957.5 $814.8 $887.3 $9,911.2 


Avoidable Laboratory Tests 
due to Missing Information $5,488.3 $31.3 $1,982.1 $206.1 $451.6 $8,159.4 


Avoidable Imaging Studies 
due to Missing Information $14,371.1 $112.7 $7,130.7 $741.4 $1,624.6 $23,980.5 


Subtotal Impact of Missing 
Information in Ambulatory 
Care Settings 


$25,047.6 $207.4 $12,070.3 $1,762.3 $2,963.5 $42,051.2 


       
Impact of Missing 
Information in ER       


Avoidable Admissions 
Caused by Missing 
Information 


$576.0 $27.4 $736.0 $236.0 $89.6 $1,665.8 


Avoidable Laboratory Tests 
due to Missing Information $2,111.2 $6.1 $631.9 $200.7 $114.2 $3,064.0 


Avoidable Imaging Studies 
due to Missing Information $5,528.3 $21.9 $2,273.1 $722.0 $410.8 $8,956.0 


Subtotal Impact of Missing 
Information in the ER $8,215.5 $55.4 $3,640.9 $1,159.5 $614.5 $13.685.8 


       
Total Avoided Services 
Savings $33,263.0 $262.8 $15,711.2 $2,921.9 $3,578.1 $55,737.0 


 
 
 
Table A5: Estimated PMPY Savings Impact of Missing Information on Avoidable 
Services in the Ambulatory and ER Settings: Smith et al. Methodology 


Estimated PMPY Savings Impact of Missing Information on Avoidable Services in the 
Ambulatory and ER Settings: Smith Methodology 
 Commercial Kaiser Medicare Medicaid Uninsured Overall
Impact of Missing Information in Ambulatory Care Practices: Primary Care 
Avoidable Visits Caused by 
Missing Information $2.78 $0.21 $5.59 $1.91 $1.26 $2.59 
Avoidable Laboratory Tests 
due to Missing Information $2.94 $0.11 $3.74 $0.48 $0.64 $2.13 
Avoidable Imaging Studies 
due to Missing Information $7.70 $0.38 $13.47 $1.74 $2.32 $6.27 
Subtotal PMPY Impact of 
Missing Information in 
Ambulatory Settings 


$13.42 $0.70 $22.80 $4.13 $4.22 $11.00 
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Table A5 (cont.) 
Estimated PMPY Savings Impact of Missing Information on Avoidable Services in the 
Ambulatory and ER Settings: Smith Methodology 
 Commercial Kaiser Medicare Medicaid Uninsured Overall
Impact of Missing Information in ER 
Avoidable Admissions Caused 
by Missing Information $0.31 $0.09 $1.39 $0.55 $0.13 $0.44 
Avoidable Laboratory Tests 
due to Missing Information $1.13 $0.02 $1.19 $0.47 $0.16 $0.80 
Avoidable Imaging Studies 
due to Missing Information $2.96 $0.07 $4.29 $1.69 $0.59 $2.34 
Subtotal PMPY Impact of 
Missing Information in the ER $4.40 $0.19 $6.88 $2.71 $0.88 $3.58 
       
Total Avoided Services 
Savings $17.82 $0.88 $29.67 $6.84 $5.10 $14.58 


 
 
Table A6: Estimated Annual Productivity Benefit Estimates for HIE: Smith 
Methodology  
Estimated Annual Productivity Benefit Estimates for HIE: Smith Methodology 
Ambulatory Care Practices: Primary Care Total Savings PMPY  
Physician/Staff Productivity Loss Looking for Information $6,785.2 $1.77 
Physician Productivity Impact - Repeated Work H&PE/Med Lists $17,588.4 $4.60 
Impact of Missing Information in Emergency Department    
Physician/Staff Productivity Loss Looking for Information $2,500.6 $0.65 
Physician Productivity Impact - Repeated Work H&PE/Med Lists $6,457.2 $1.69 
   
Total Productivity Benefits $33,331.5 $8.72 
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Oregon Health Information Exchange 
 


Value Propositions  
May 3, 2010 


 
ASSUMED ENVIRONMENT 


• EHR adoption will continue to increase: Nationally and regionally there is continuing 
widespread adoption, especially in medium to large practices; EHR technologies will 
evolve to support expanded functionalities including information exchange and clinical 
decision support. 


• Health information exchange (HIE) will be widespread:  HIE functionality will become a 
reality - locally, statewide and nationwide.  Sustainable financing models will be an issue 
at all levels.  


• Multiple converging forces are pushing EHR adoption and electronic HIE:  These forces 
include Federal and Oregon health reform, ARRA financing (meaningful use criteria, 
Medicare and Medicaid Incentive Payments, state HIT and HIE planning, state HIEs, 
regional extension centers), purchaser and consumer expectations, payment reforms, 
provider economic pressures.  


 
 
OREGON HIE STRATEGY   


• Local and regional HIEs are under development in a number of Oregon communities as 
described in the Oregon Environmental Scan. 


• Oregon has the opportunity to leverage local HIE activities through local health 
information organizations (HIOs) to accelerate the role of health information exchange in 
achieving Oregon’s health reform and triple aim goals as well as meet meaningful use 
criteria. 


• To support local HIO efforts, Oregon statewide HIO (OrHIE) services are being planned 
for deployment on a phased basis:  In Phase I the statewide HIO will focus on facilitating 
the success of local HIOs through the development of standards and certification 
mechanisms of local HIOs and other support functions.  In Phase 2, the statewide HIO 
will implement technology and other services to further enhance the success of HIE 
activities in Oregon, the local HIOs and address gaps in HIE coverage in Oregon.  The 
OrHIE will likely be used as a platform for integrating and accessing State Agency HIT-
related functions (e.g., public health, mental health, Medicaid). 


 
 
OVERALL VALUE PROPOSITIONS 
The widespread adoption and use of health information exchange services provides benefits and 
value to all health care stakeholder segments. 
 
Patients 


• Improved coordination of care of services among multiple providers and care settings. 
• Improved quality of care and patient safety; reduce errors and omissions.  
• Improved timeliness and efficiency in receiving appropriate care, reduced delays and 


avoided services.  
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Patients (continued) 
• Inefficiencies and redundant services adversely impact access of patients who really need 


services. 
• Savings from services avoided due to missing (or not readily available) information at the 


time of service results: avoided hospitalizations, office visits, lab tests and imaging 
studies. 


 
Community-Wide Savings 


• Reduce avoidable services caused by missing information not readily available. 
• Improved efficiencies in physician practices and provider organizations. 


 
Other Community Benefits 


• Accelerate Oregon’s achievement of triple aim goals. 
• Improved quality and patient safety, reduced errors. 
• Minimize complications caused by unavailable information.  
• Maximize physician and hospital adoption and use of EHRs and HIT to benefit patients. 
• Maximize attainment of meaningful use criteria and incentive payments to Oregon 


providers. 
 
Physician Practices 


• Electronic access to prior medical history information from other practices and hospitals. 
• Improved productivity in locating and retrieving information from other practices and 


health systems.  
• Improved efficiency of patient management and decision making including making and 


receiving consultation referral requests and reports. 
• Accelerate and continuing achievement of meaningful use and incentive payments as 


criteria evolves. 
• Improved productivity and efficiency in providing clinical and administrative information 


to other providers and health plans. 
• Potential to use electronic access through local HIO and/or statewide HIO to minimize 


interface development and maintenance.   
 
Hospitals 


• Access to prior medical history data from other sources. 
• Improved productivity in locating and retrieving information from physician practices, 


clinics and other health systems.  
• Improved efficiency of patient management and decision making including making and 


receiving consultation referral requests and reports. 
• Savings on uncompensated care related to unnecessary or avoidable services (avoidable 


admissions, lab tests and imaging studies) caused by missing (or not readily available) 
information. 


• Accelerate and continuing achievement of meaningful use and incentive payments as 
criteria evolves. 


• Support success of medical staff physicians in achieving meaningful use and incentive 
payments. 


  2 







 


Hospitals (continued) 
• Option to support HIE services on behalf of physicians without adverse Stark 


implications. 
• Improved productivity and efficiency in providing clinical and administrative information 


to other providers and health plans. 
• Potential to use electronic access through local HIO and/or statewide HIO to minimize 


interface development and maintenance as well eliminate legacy system interfaces.   
 
Safety Net Clinics (FQHCs, Health Departments, Community Clinics) 


• Electronic information access and connectivity through local HIO to other community 
providers. 


• Improved productivity in locating and retrieving information from other practices and 
health systems.  


• Improved efficiency of patient management and decision making including making and 
receiving consultation referral requests and reports. 


• Accelerate and continuing achievement of meaningful use and incentive payments as 
criteria evolves. 


• Improved productivity and efficiency in providing clinical and administrative information 
to other providers and health plans. 


• Potential to use electronic access through local HIO and/or statewide HIO to minimize 
interface development and maintenance.   


 
Community Imaging Networks 


• Potential to integrate community PACS and imaging services through local HIO services. 
• Electronic access to clinical information relevant for performing of imaging studies and 


interpreting results. 
• Ability to track and confirm receipt of imaging study reports by ordering physicians.  


 
Health Plans 


• Maximize the quality and safety of services provided to health plan members. 
• Savings from services avoided due to missing (or not readily available) information at the 


time of service results: avoided hospitalizations, office visits, lab tests and imaging 
studies. 


• Lower operating costs with increased use of standardized electronic transactions for 
eligibility verification, prior approval processes, claims submission, claims tracking and 
payment remittance advices.  


• Administrative efficiencies due to improved documentation and access to standardized 
EHR data with CCD/CCRs.  


 
Employers and Purchasers  


• Maximize the quality and safety of services provided to employees and their families.   
• Reduced time loss related to avoided services due to missing information. 
• Improved continuity of care and care coordination reduces longer term health care costs. 
• Improved provider efficiencies reduces the escalation of health care costs and health plan 


premiums. 
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Public Health Agencies (state and local) 
• Improved completeness and timeliness of public health reporting by providers. 
• Improved accessibility by providers to relevant patient and other public health data and 


services.  
• Improved care coordination and interventions improve population health. 


 
 
 
POTENTIAL AVOIDED SERVICE AND PRODUCTIVITY SAVINGS   
 
The Oregon HIE planning process includes an analysis of the potential state-wide annual savings 
associated with the widespread use of HIE in Oregon over the next three to five years.  The 
analysis applies national studies to the Oregon environment.  Tables A and B show the range of 
annual savings impacts expected in three to five years with widespread adoption of HIE services 
across Oregon.  A number of other savings opportunities were not considered in the analysis. 
Table A shows each of the savings components covered by the analysis. 
 
Table A: Range of Potential Annual Savings Associated with Widespread Use of 
HIE Services in Oregon by Savings Category 
Estimated Community-wide Savings for Widespread 
Use of HIE Services in Oregon by Savings Category Oregon Total (000s) 
SMITH: Avoided Services Ambulatory Care Settings Low Med High 
Avoidable Visits Caused by Missing Information $9,911.2 $9,911.2 $9,911.2 
Avoidable Laboratory Tests due to Missing Information $8,159.4 $8,159.4  
Avoidable Imaging Studies due to Missing Information $23,980.5 $23,980.5  
SMITH: Avoided Emergency Room Related Services     
Avoidable Admissions Caused by Missing Information $1,665.8 $1,665.8 $1,665.8 
Avoidable Laboratory Tests due to Missing Information $3,064.0   
Avoidable Imaging Studies due to Missing Information $8,956.0   
CITL – HIE&I    
Savings from Avoidable Outpatient Imaging Studies   $44,302.9 
RAND     
Savings from Avoidable Outpatient Laboratory Tests    $34,813.5 
OVERHAGE    
Reduced Emergency Room Costs - Visits Leading to 
Inpatient Admissions  $12,791.3  
Reduced Emergency Room Costs - Outpatient Visits  $9,237.6  
Total Estimated Avoided Services Savings  $55,737.0 $65,745.9 $90,693.3 
PRODUCTIVITY SAVINGS (SMITH)    
Productivity Improvements in Ambulatory Care    
Physician/Staff Productivity Loss Looking for Information $6,745.2 $6,745.2 $6,745.2 
Physician Productivity Impact - Repeated Work  $17,588.4 $17,588.4 $17,588.4 
Productivity Improvements in Emergency Room    
Physician/Staff Productivity Loss Looking for Information $2,500.6 $2,500.6 $2,500.6 
Physician Productivity Impact - Repeated Work  $6,457.2 $6,457.2 $6,457.2 
Total Estimated Productivity Savings $33,331.5 $33,331.5 $33,331.5 
    
Total Estimated Savings $89,068.5 $99,077.3 $124,024.8
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The benefits of avoided services accrue to  


• health plans that would otherwise pay for services,  
• patients for co-insurance and deductibles, and  
• providers that provide services to uninsured patients.   


 
Table B shows distribution of savings by major payer categories. 
 
Table B: Estimated Annual Avoided Service Savings by Payer Category 


Payer Category 
Range of Savings by Payer Category  


(dollars in 000s) 
 Low Mid High 
Commercial $33,263 $36,477 $54,673  
Medicare $15,711 $20,364 $24,548 
Medicaid $2,922 $4,418 $5,163 
Kaiser $263 $320 $628 
Uninsured $3,578 $4,167 $5,682 
Total Estimated Annual Savings $55,737  $65,746 $90,693  


 
 
The savings analysis did not assess other potential savings areas that may substantially increase 
the impact of electronic HIE services. Some notable areas in which additional savings related to 
electronic HIE use have been described in the literature that may be applicable include: 


• The impact of medication list and history availability, overall prescription drug use, 
generic substitution, reductions in adverse drug events (ADEs) and reductions in overall 
medical errors. 


• Improved efficiency in medication reconciliation processes in practices, clinics and 
hospitals.  


• Improved management of individuals with an MRSA (or other high cost communicable 
disease) history or high-risk along with reduced hospital stays and collateral infections.   


• Improved public health monitoring and prevention efforts from general health 
information sharing. 


 
 
ARRA MEDICARE & MEDICAID INCENTIVE PAYMENTS 
Under the American Recovery and Reinvestment Act (ARRA) and its HITECH provisions, 
hospitals and eligible professionals demonstrating meaningful use of a certified EHR system can 
receive incentive payments.  Among other things, the criteria for meaningful use includes the 
“capability to exchange key clinical information among providers of care and patient authorized 
entities electronically”.   
 
Federal expectations regarding information exchange were recently highlighted in A Message 
from Dr. David Blumenthal, National Coordinator for Health Information Technology, November 
12, 2009 that states in part: 


A key premise: information should follow the patient, and artificial obstacles – technical, business 
related, bureaucratic – should not get in the way. … This means that information exchange must 
cross institutional and business boundaries.  Because that is what patients need.  Exchange 
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within business groups will not be sufficient – the goal is to have information flow seamlessly and 
effortlessly to every nook and cranny of our health system, when and where it is needed, just like 
the blood within our arteries and veins meets our bodies’ vital needs.1 … 
 
The HITECH Act calls for the “development of a nationwide health information technology 
infrastructure that allows for the electronic use and exchange of information and that…promotes a 
more effective marketplace, greater competition...[and] increased consumer choice” among other 
goals.  (Section 3001(b))  This means we cannot support arrangements that restrict the secure, 
private exchange of information required for patient care across provider or network boundaries.  
Some of these arrangements may improve care for those inside their walls.  But ultimately, they 
have the potential to carve the nation up into disconnected silos of information, and thus, to 
undermine the vision of a secure, interoperable, nationwide health information infrastructure, 
which the law requires us to establish.  Consumers, patients and their caretakers should never 
feel locked into a single health system or exchange arrangement because it does not permit or 
encourage the sharing of information. 


 
Hospital Incentive Payments:  Hospitals meeting the meaningful use criteria may receive 
incentive payments from both Medicare and Medicaid.  Table C shows the estimated potential 
payments that Oregon hospitals would receive if they demonstrate meaningful use starting in 
2011, 2012, 2013, or 2014 based on calendar year 2009 data and the Federal formulas for 
calculating the incentive payments.   
 
Table C. Estimated Potential Incentive Payments for Meaningful Use Achieved in 
2011, 2012, 2013, 2014 based on 2009CY Hospital Data(1) ($ millions) 


Oregon Hospitals 


Medicare 
First Year 
Potential 
Incentive 
Payments 


Medicaid 
First Year 
Potential 
Incentive 
Payments  


Potential 
Medicare  
Incentive 
Payments 
over 4 yrs (3) 


Potential 
Medicaid  
Incentive 
Payments 
over 4 yrs (3) 


 (millions) (millions) (millions) (millions) 
33 PPS Hospitals  $58,170  $145,424  
29 PPS Hospitals with >10% 
Medicaid patient days or 
discharges  


$18,270 


 


$45,675 


Critical Access Hospitals (2) Unknown Unknown Unknown Unknown 
Total Incentive Payments $51,170  $18,270 $145,424  $45,675 


(1) Witter & Associates analysis of 2009 calendar year DataBank files provided by the Oregon 
Association of Hospitals and Health Systems. 
(2) For Oregon’s twenty-five critical access hospitals (CAH), incentive payments are calculated on the 
basis of unamortized and newly incurred EHR costs.  Information is not available to estimate the potential 
incentive payments applicable these hospitals. 
(3) Sum of payments over four years at 100% of year 1 incentive, 75% during year 2, 50% during year 3 
and 25% during year 4. 
 
Achieving meaningful use in eligible Oregon PPS hospitals has the potential to realize over $190 
million over four years in Medicare and Medicaid incentive payments. 
 


                                                 
1 The full message is available at 
http://healthit.hhs.gov/portal/server.pt?open=512&objID=1406&parentname=CommunityPage&parentid=4&mode=
2&in_hi_userid=10741&cached=true.  
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Eligible Professionals Incentive Payments:  Eligible professionals (physicians and some other 
clinicians) meeting the meaningful use criteria may receive incentive payments from either 
Medicare or Medicaid.  Under Medicare incentive payments, eligible professionals (EPs) 
demonstrating meaningful use of a certified EHR system may receive up to $44,000 over four 
years ($18,000 in year 1) based on 75% of Medicare Part B payments for services provided.  
Eligibility for Medicaid incentive payments requires that 30% of a community EPs services be 
provided to Medicaid clients (20% for pediatricians).   
 
An analysis of 2009 Oregon Physician Workforce Survey (OPWS) data indicates that the 
majority of physicians would have sufficient patient volumes of either Medicare or Medicaid 
patients to receive the available incentives IF they were using a certified EHR system and 
satisfied the other meaningful use criteria.  Table D shows the percentages of physicians with 
sufficient Medicare, Medicaid or either Medicare/Medicaid to be eligible for incentive payments. 
 
 
Table D. Estimated Percentage of Oregon Physicians Potentially Eligible for 
Incentive Payments 


 % of Physicians with Sufficient Volume (1) 


 
Private Clinic 


or Office 


Community & 
Public Health 


Clinics 


Hospital-
based 


Ambulatory 
Care Clinics 


OPWS responses (2) n=1,831 1,515 130 186 
Physician Eligibility Categories     
Medicare (>10% of patients) (3) 66% 38% 72%  
Medicaid (>30% of patients, other than 
pediatricians) 3% 49% 91% 


Medicaid (>20% of patients for  
pediatricians) 49% - - 


Either Medicare or Medicaid  74%  97% 94% 
(1) Witter & Associates analysis of 2009 Oregon Physicians Workforce Survey data. 
(2) Of the 3,744 OWPS responses received, 3,269 were physicians in clinical practice of which 2,425 


responses had usable data on the financial sponsorship mix.  1,831 of the 2,425 practiced in the 
three settings. 


(3) There is no minimum volume threshold related to Medicare incentive payments.  10% was used 
in this analysis on the presumption that a Medicare volume of 10% would likely involve sufficient 
Part B payments to qualify for the maximum amount of available Medicare incentive payment. 


 
There are about 8,000 practicing physicians in Oregon.  It seems likely that about 5,000 Oregon 
physicians have sufficient Medicare and Medicaid volumes to qualify for incentive payments IF 
they met the other meaningful use criteria including the use of a certified EHR system and 
engaging in health information exchange.  The 2009 Oregon Ambulatory EHR Survey estimated 
that 65.5% of Oregon clinicians are in practices with some form of an EHR system, certified or 
not.  If 3,000 Oregon physicians met the eligibility requirements and demonstrated meaningful 
use, total incentive payments over four years would be in excess of $135 million.  
 
 





