
Health Information Technology 
Oversight Council

October 7, 2010



Agenda
1:00 Opening and Welcome – Steve Gordon, MD

– Introduce John Koreski
– Approval of minutes (September 2) 

1:10 Comments – Rick Howard
1:20 Meeting Overview and Outcomes – Carol Robinson 
1:25 Updates 

– HIE plan approval status – Carol Robinson
– House Health Care Committee – Steve Gordon/Carol Robinson
– Federal HIT grantee coordination meeting – Carol Robinson
– Meaningful use final rule revision – Dave Witter
– E-prescribe stakeholder brainstorming session – Dave Witter
– EHR product certification – Dave Witter

1:50 Medicaid HIT Update – Susan Otter 
2:30 O-HITEC Update – Chip Taylor, MD 
3:00 Break
3:10 Workgroups and Panels: Updates and Action Items

– Update about Orientation meeting
– Initial update from first workgroup and HIO Panel meetings
– Review workgroup interdependencies 
– Approve suggested additional workgroup members
– Approve members of Consumer Advisory Panel

3:45 Article Conversation – Greg Fraser, MD
4:40 Public Input 
4:55 Next Steps – Carol Robinson
5:00 Close



Meeting Outcomes
• Understanding of where we are in terms of our HIE and 

HIT efforts, including challenges and opportunities related 
to coordinating with our federal grantee partners

• Grounding in workgroup activity moving forward, including 
interdependencies

• Understanding of key HITOC decision points related to 
workgroup and panel input over the next few months

• Building dialogue and knowledge base around HIE 
planning moving forward



Updates

• HIE Plan approval status
• House Health Care Committee
• Federal HIT grantee coordination meeting
• Meaningful Use final rule revision
• E-prescribe stakeholder brainstorming session
• EHR product certification





Updates: Federal Coordination Meeting
Carol Robinson – State HIT Coordinator, HITOC Director Abby Sears – OCHIN/O-HITEC

Paul Wild – Portland Community College Dave Witter – Witter & Associates

Lisa Parker – Medicaid Health Information Technology 
(MHIT) Project Staff 

Kahreen Tebeau – HITOC Staff 

Susan Otter – Medicaid Health Information Technology 
(MHIT) Project Director

Carol Romm- Central City Concern

Nicole Merrithew- Tri-State Children’s Health Improvement 
Project, Office for Health Policy & Research

Chris Coughlin – Harrelson Group

Bill Hersh – Oregon Health and Science University

• Meeting outcomes:
• All participants informed about the content and status of each others’ 

federally funded HIT projects
• Additional organizations identified to include in future meetings
• Concrete points of synergy and coordination identified around:

• Internship opportunities (HITOC, OCHIN, OHSU, PCC) 
• Workforce development through simulated EHR systems (OCHIN, 

OHSU)



Oregon Medicaid 
Health Information Technology (MHIT) Project 

HITOC meeting

Susan Otter, Project Director
October 7, 2010



Medicaid HIT Project Includes 
• 90/10 Medicaid HIT Planning & Implementation 

Funds
– $3.53 million in federal funds for planning to Oregon

– $TBD in federal funds for implementation

• Medicaid Incentives for Providers achieving 
“meaningful use” of Electronic Health Records 
(EHRs)

• Other Medicaid HIT initiatives
– Facilitating provider adoption of certified EHRs
– Activities that Promote Electronic Data‐Sharing to Improve 

 Outcomes

8



Revised Deliverables & Schedule
Deliverable Date

P‐APD, approved by CMS Feb. 12, 2010

P‐APD Update, submitted to CMS October 2010

SMHP/IAPD v1.0, submitted to CMS February 2011

Implementation v1.0 begins, upon CMS approval of 

 
SMHP/IAPD v1.0

Spring 2011

Incentive program “go live” Summer 2011

SMHP/IAPD v2.0, submitted to CMS Summer 2011

Implementation of v2.0 begins, upon CMS approval of 

 
SMHP/IAPD v2.0

Fall 2011
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Medicaid HIT Intersections with HITOC
• Adoption and Meaningful Use of EHRs

– Setting EHR Adoption vision, goals, benchmarks
– Developing strategies to accelerate meaningful use and 

 adoption of certified EHRs
• Meaningful Use 

– Assessing 4 “menu set”

 
public health measures

• HIE support:
– Medicaid HIT funding and support for HIE planning (39%), 

 implementation (TBD), and state interfaces with HIE
• Medicaid HIT funding for other HITOC mandates:

– EHR Loan Program planning
– Personal Health Records planning 
– Provider outreach and communications
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August State Medicaid Directors Letter 
narrows scope of allowable activities

To qualify initiatives must:
• (1) Directly facilitate the adoption and meaningful use of EHR
• (2) Be consistent with the HIE vision and specifically secure messaging, e- 

prescribing, and the electronic reporting of laboratory data 
• (3) Not be duplicative of other efforts 
• (4) Be integrated into the Medicaid business enterprise 
• (5) Not be qualified for MMIS funds, MMIS funds be used first when applicable 
• (6) Have a well defined, achievable scope with meaningful use of EHR as the goal 
• (7) Be able to sustain operations after the goal is met and HITECH funding is no longer 

available 
• (8) Adhere to Medicaid Information Technology Architecture (MITA) principles 
• (9) Follow the fair share principle of cost allocation with other beneficiaries 
• (10) Work with CMS to determine appropriate cost allocation. 
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State Medicaid Directors Letter opens new 
opportunities
• Evaluation, Oversight, and Analysis Activities

– Evaluation of the EHR Incentive Program 

– Data Analysis, Oversight/Auditing and Reporting on EHR Adoption and Meaningful Use 

– Ongoing costs for Quality Assurance activities 

• Activities Promoting Electronic Data-Sharing to Improve 
Outcomes within the Medicaid HIT and State HIE 
Environments

– System and resource costs associated with State interfaces of a Health Information Exchange

– Creation or enhancement of a Data Warehouse/ Repository (should be cost allocated) 

– Development of a Master Patient Index (should be cost allocated)

– Developing Data Sharing & Business Associate Agreements (legal support, staff)

• Linking Medicaid Providers to the “Medicaid HIT Environment”
– Toll road analogy
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PAPD: Major Changes
• Evaluation, Oversight, and Analysis Activities

– Evaluation, Quality Assurance
– Supporting data analytics

• Activities Promoting Electronic Data-Sharing to Improve    
Outcomes within the Medicaid HIT and State HIE 
Environments
– State participation in HIE (Medicaid HIT Environment)

• Interfaces:
– Public Health systems; BHIP?; Long‐Term Care?; AP/AC; MMIS?

• Medicaid Share of HIE functionality
– Data warehouses; RLS; Master Patient and Master Physician Indexes; Others

– Medicaid Health Information Network
• Organizational HIT Capacity Assessment
• Technology Plan for coordinating systems and HIE participation
• Privacy and security/data sharing policy assessment
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Medicaid Health Information Network

• Create a coordinated network of DHS/OHA 
systems that directly impact Medicaid providers 
and their ability to achieve meaningful use of 
EHRs

• Connect providers to the Medicaid Health 
Information Network where appropriate to 
achieve meaningful use of EHRs

• Connect Medicaid Health Information Network 
systems to the Statewide health information 
exchange
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Implications of State Medicaid Directors 
Letter and CMS input

• Strategic framing and coordinated approach is needed, 
not a laundry list of initiatives

• Much closer ties (and financing) for Health Information 
Exchange implementation

• CMS continues to develop clarity around scope of 90/10 
funding – we can expect further clarity or changes down 
the road
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Medicaid HIT Project Status
• Communication planning

– Coordinating with OHITEC, HITOC/HIE, provider partners
• Staffing, resources, project management

– Main staff hired, initial contractor onboard
– Project plan development underway
– Preparing P‐APD Update for CMS (early October)

• Incentive Program development underway
– Environmental scan and vision development
– Discussions with key stakeholders, subject matter experts
– Participation in multi‐state effort to develop core provider 

 application
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EHR Incentives Program: Technology 
Development
• Participating in multi-state collaborative effort to 

develop a core, automated provider application 
called MAPIR

• Working with HP around state-specific 
requirements for customization to Oregon’s MMIS

• Upcoming technical considerations:
– “Meaningful use”

 
clinical data submitted starting in 2012.  

– All Payer All Claims database information relevant to verifying 

 provider eligibility for total patient volume
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EHR Incentive Payment Program: 
Upcoming Decisions
• Public Health Meaningful Use Menu Items

– Process
• Working with Public Health on analysis of options

• Initial discussion at MHIT Steering Committee in October

• Stakeholder Outreach 
• Recommendation to HITOC, hopefully at December meeting
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EHR Incentive Payment Program: 
Upcoming Decisions
• Program Decisions

– Hospital Payment Structure
– Patient Volume Calculation Methodology for Oregon Medicaid 

 Provider Eligibility

– Various smaller areas of state discretion

• Initial analysis and proposed approach will be developed 
by late October

• Approach is planned to include stakeholder input for key 
decisions
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EHR Incentive Payment Program: 
Patient Volume
• Medicaid patient volume requirements

– 30% Medicaid for Eligible Providers, except: 
– 20% for Pediatricians
– Providers in FQHCs/RHCs

 
consider “needy individuals”

 
in 

 volume:  Medicaid, CHIP, free care, and sliding scale based on 

 ability to pay

• Methodology options:
– Encounters
– Panel plus encounters
– Alternate methodology

• Option to calculate as individual provider or group 
practice
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EHR Incentive Payment Program: 
Communications and Outreach
• Communication Strategy Developed
• Draft Communication Plan next week
• Initial Coordinating Meetings with 

– Oregon Health Authority Communications

– O‐HITEC
– Oregon Medical Association

– Oregon Association of Hospitals and Health Systems

– Presentations to the following groups:
• Medicaid contractors: Managed care organizations (FCHPs), Dental Care 

 
Organizations, Mental Health Organizations

• Medicaid medical directors

• OAHHS Small and Rural Hospital meeting, Nov. 5

• Other federal HITECH grantees (OHSU, PCC, O‐HITEC, CHIPRA)
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EHR Incentive Payment Program: 
Communications and Outreach
• Dentists

– Meeting with O‐HITEC, HITOC staff and Advantage Dental to assess 

 Oregon’s environment
– Now gathering input through the Multi‐State Collaborative of the 

 National Association of State Medicaid Directors
– Goal to identify which other states may have a larger number of 

 dentists who will meet the 30% threshold, and how they are 

 approaching the development of their incentive programs.
• How many dentists are expected to qualify for the EHR incentive 

 payments in your state?
• What, if any, issues are you facing around the certification process 

 for dental EHRs?

• Are there any additional concerns specific to dentists?
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Challenges and Opportunities
Challenges

Federal changes, late final rule, large amount of 
information to absorb
Staying coordinated effectively in the midst of change
Hiring versus contracting, bringing new staff up to speed 
quickly
Fielding questions while developing program

Opportunities
Coordination with O-HITEC around technical assistance 
for providers, development of strategies to accelerate 
EHR adoption and meaningful use
Support for HITOC and statewide HIE planning
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Next steps:

• Project plan, October
• P-APD Update to CMS, October
• Stakeholder outreach on upcoming decision points
• Launch communications to providers, FAQs on website 
• Further hiring, contracting, coordinating with partners 
• Initial State Medicaid HIT Plan (SMHP) and Implementation 

APD (IAPD), February 2011
• Medicaid EHR Incentive program launched, summer 2011
• Updated SMHP/IAPD, summer 2011
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Updates

• O-HITEC



Workgroups 
and 
Panels



HITOC Workgroups & Advisory Panels
GROUP TYPE RESPONSIBILITY

Technology 
Workgroup

• Accreditation and Standards
• Definition of HIE Services
• Confirm HIE Services requirements and specifications

Finance 
Workgroup

• Financial Sustainability Plan for HIE Services
• Review impacts of financing plan on Legislative proposals

Legal and Policy 
Workgroup

• Develop long-term consent model for HIE in Oregon
• Recommendations for oversight and accountability, including privacy and security 

standards, and mechanisms for monitoring and enforcement 
• Policy/Other

HIO Executive 
Panel*

• Forum for sharing of best practices around HIE
• Serve as a conduit for collaboration and coordination of intrastate and interstate 

HIE services including HIE gap assessment and mitigation activities

Consumer 
Advisory Panel

• Provide a consumer perspective to HITOC 
• Develop recommendations for specific goals, actions and timelines for the 

execution of  the strategic and operational plans in the area of consumer 
education and communications 

• Assess and provide input regarding potential opportunities, risks and challenges 

* Please note that the HIO Executive Panel will comprise of CEO or equivalent from the HIOs.



Sept. 29 Workgroup and 
HIO Executive Panel Orientation

• Held from 8:30am-1:00pm at the Eola Viticulture Center

• Steve Gordon and Paul Cieslak from Public Health spoke at the 
event

• 67 people attended

• The outcomes of the orientation were:
– All Workgroup and HIO Panel members oriented to current 

context and plans
– All Workgroup members on same page with regard to 

commitments, work and schedule ahead



Workgroup Updates

The Orientation consisted of a joint meeting of all workgroup 
and HIO panel members, followed by individual workgroup 
breakout sessions. The outcomes from the initial workgroup 
meetings included:

– Introductions of staff and workgroup members, including the 
background and expertise that each member brought to the 
group

– Review and acceptance of workgroup charters
– Review and clarification of the work plan for the next few 

months



Workgroup Interdependencies

• The work of the Legal and Policy, Finance, and Technology 
Workgroups is highly interdependent- the direction and outcomes in 
one will impact the direction and outcomes of the others

• The Workgroup meetings have been scheduled with this 
interdependency in mind - see handout

• Key interdependencies include:
– The impact of the proposed consent model on the type of 

technology that will be needed
– The impact of technology decisions on finance
– The standards and details for implementing the HIE Participant 

Accreditation Program



Workgroup Chairs and Vice Chairs

Name Organization 

Gwen Dayton - Chair Oregon Medical Association 

BJ Cavnor – Vice Chair Cascade AIDS Project 

Name Organization 

Brian Ahier - Chair Mid-Columbia Medical Center 

Aaron Karjala – Vice Chair Oregon Health Authority 

Legal and Policy:

Technology:

Finance:
Name Organization 

Vaughn Holbrook - Chair Regence Blue Cross Blue Shield 

Martin Taylor – Vice Chair CareOregon 



Additional Workgroup Membership

• From workgroup charters: 
“Applicants shall be selected based upon relevant 
experience, proven managerial and collaborative 
abilities, availability, and to provide the broadest 
statewide reach possible. Ad-hoc, short-term participants 
may be included by the Chair of the Workgroup from 
time to time as needed. Additional Workgroup members 
would need to be approved by the HITOC Chair and 
Vice-Chair.”

• Please see list of newly nominated workgroup members 
in meeting materials packet



HIO Executive Panel Update

• “Shall be composed of representatives from each of Oregon’s HIOs 
who will be put forth by the HIO in consultation with the HITOC 
Selection Panel including the Chair, Vice-Chair and at least one other 
HITOC member.”

• Organizations currently represented:
• Asante Health System
• Bay Area Community Informatics Agency (BACIA)
• Douglas County Independent Practice Association (DCIPA)
• Gorge Health Connect
• OCHIN
• Northeast Oregon Network
• Providence Health & Services
• Salem Area Community HIE (SACHIE)
• Samaritan Health Services
• St. Charles Medical Center



Sept. 29 HIO Executive Panel Meeting
• The HIO Panel held their first meeting from 1-4pm after the 

morning’s orientation. The following are highlights from their 
discussion:

– Dual panel/workgroup membership: decision to have a Panel member 
sit on the Finance Workgroup

– Group decision model: agreement on a consensus model, and Dr. Fraser 
acting as liaison to HITOC

– Panel organization: no chair or vice-chair appointed at this time
– Communication between HIO Panel and workgroups: established 

monthly call between quarterly meetings, with Panel members and 
workgroup staff, to deliver feedback and questions coming out of the 
workgroups

– Accreditation Subcommittee: The HIO Panel agreed to host and 
participate in a subcommittee on accreditation standards and details, with 
2-3 members of each workgroup, at their Oct. 28 meeting



Consumer Advisory Panel Update

• Applications were accepted through Sept. 24
• A total of 26 applications was received 
• Applications were reviewed by a panel of three HITOC members 

(Steve Gordon, Sharon Stanphill and Bob Brown)
• Criteria included organizational affiliation, background, experience, 

and geographic and gender diversity
• Several spots were left open to be filled at a later time to address 

current gaps in membership 
• A recommendation for targeted outreach to the following sectors 

was suggested:
– Behavioral Health 
– Communities of Color

• A roster of nominees has been compiled for the Council’s review and 
vote today 



Next Workgroup and Panel Meetings:

Legal and Policy Workgroup:  Oct. 12

Technology Workgroup: Oct. 13

Finance Workgroup: Oct. 19

HIO Executive Panel: Oct. 28 

Consumer Advisory Panel: Nov. 16 – Orientation



Article Conversation – Greg Fraser, MD
The Strategic and Operational Plans define potential approaches for HIE. 

Given the issues and lessons learned identified in this article, what 
are your thoughts regarding:

1. The ability of the plan to support the triple aim goals? 

2. The approach to finance (reference Strategic Plan, page 29)? 

3. A value-based vs. utility services strategy and the 
development of a sustainability plan (reference Strategic Plan, 
page 30)?

Is our Oregon approach sufficient, what else should be 
considered?



Public Input



Next Steps

Next HITOC Meeting:
• Thursday, November 4, 2010 

1:00 pm – 5:00 pm 
Portland State Office Building 1A 
800 NE Oregon St. 
Portland, Oregon 97232 
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HITOC Workgroup Orientation: Finance Workgroup 
Summary Progress Report 


Workgroup Staff: Dave Witter, Carol Robinson, Luke Glowasky 
Report Prepared by: Luke Glowasky 
Meeting Covered: Finance Workgroup Orientation 
Finance Workgroup Members: Vaughn Holbrook (Chair), Regence BlueCross/BlueShield; Martin 
Taylor, CareOregon (Vice Chair); Betsy Boyd-Flynn, OMA; John Britton, OHA; Andy Davidson, OAHHS; 
Erick Doolen, Pacific Source; Phil Skiba, OCHIN;  Absent: Adam Nemer, Kaiser Permanente. 
Other Meeting Attendees:  Mark Hetz, Asante Health System; Shelly Izen, MHIT; Susan Otter, MHIT; 
Scott Zacks, Medical Business Solutions. 
 
Date: 09/29/2010 


Progress Status Summary:  
The purpose of this meeting was to orient members to the newly established HITOC Finance Workgroup.  
The meeting started with workgroup members and attendees introducing themselves and briefly sharing 
their backgrounds.  The workgroup reviewed the charter, meeting schedule and work plan.  Dave Witter 
facilitated a discussion regarding the proposed goals, outcomes of the workgroup and the responsibilities 
of the members. 


Discussion Highlights:  
• Review of charter, meeting schedule and work plan, and brief review of strategic plan finance section 
• Quite a few questions were raised regarding the exact goals of the workgroup;  members expressed 


desire for a specific diagram of exactly what the group needs to do; a good portion of meeting was 
spent on discussion and explanation of group goals and deliverables 


• Discussion regarding interdependencies between individual workgroups, and between workgroup and 
HIO executive panel 


o Acknowledgement of the complexity and importance of interdependencies.  
o Specific concern voiced regarding communication with technology workgroup since their 


decisions and selections affect cost projections 
• Mention of importance of leveraging existing technical infrastructure and business models of local 


HIOs; agreement among members that adding a member of HIO Executive Panel to workgroup 
should be a priority 


o Innovative market disruption; recognized the high chance that some HIOs will fail 
• There was a consensus among the group that a member from the business community should also 


be invited to join the workgroup 


 
Meeting Outcomes:  
• Round of introductions 
• Familiarize workgroup members with charter, meeting schedule, work plan, and individual 


responsibilities 
• Consensus to invite one member from business community and one member from HIO executive 


panel to join workgroup 


 


Next Steps:  
• Next meeting: October 19, 2010, the agenda needs to include a high-level discussion of statewide 


HIE functions and services 


HIE Finance Workgroup 
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• Nomination and HITOC approval of two new workgroup members (business community member, HIO 
executive) 


 
Challenges/Opportunities:  
• Interdependences with other workgroups 
 


Other Workgroup Interdependencies:  
• Technology Work Group: description of planned technological services and infrastructure 
• Legal/Policy Work Group: consent management approaches will affect technology costs and thereby 


affect financing 
• HIO executive panel: issues in local HIO financing and sustainability of local HIOs 


 
Out of Scope, But Needs Attention:  
• Nothing at this time.  


 
HITOC input: Nomination and approval of new workgroup members 
 


 








 


HITOC Workgroup Orientation: Legal and Policy Workgroup 
Summary Progress Report 


Workgroup Staff: Chris Coughlin, Kahreen Tebeau, Miles Hochstein 
Report Prepared by: Chris Coughlin 
Meeting Covered: Legal and Policy Workgroup Orientation 
Legal and Policy Workgroup Attendees: Gwen Dayton, Oregon Medical Association (Chair); BJ 
Cavnor, Cascade AIDS Project (Vice Chair); David Greenberg, Planned Parenthood; Anne Greer, Legacy 
Health; Christina Grijalva, Deschutes County Health Services; Rus Hargrave, Oregon Health Authority; 
Gwen Jimenez, Columbia Memorial Hospital; Shawn Messick, Multnomah County Health Dept; Glendora 
Raby, Asante Health System; OCHIN; Stoel Rives LLP; Thomas Yackel, Oregon Health Sciences 
University. Absent: Joe Greenman, Oregon Health Care Association; Frances Storrs. 
Other Meeting Attendees: Bob Brown, HITOC Member; Dave Widen, HITOC Member; Marie Laper, 
HITOC Member; Laureen O’Brien, Providence; Bob Powers, Samaritan; Bob Adams, BACIA; Lisa 
Ladendorff, NEON; Matt Nightingale, NEON; Lisa Parker, MHIT; Karen Hale, MHIT; Matt Ausec, MHIT. 
 
Date: 09/29/2010 
 
Progress Status Summary:  
The meeting started with a round of introductions allowing workgroup members to share their background 
and what they bring to the workgroup. The charter was reviewed and accepted without change. The initial 
work plan was reviewed.  


Discussion Highlights:  
• There are going to be many questions raised during workgroup discussions. Some will be germane to 


the topics at hand, while some may need to be captured for later action. [NOTE: There will be a 
parking lot for issues that need to be dealt with later.] 


• A couple of workgroup members will be asked to serve on the interdisciplinary Accreditation 
subcommittee to work with the HIO Executive Panel on the initial pilot accreditation process. 


• Acknowledgement of the complexity of the topics at hand, and the range of interpretation of existing 
statutes. 


 
Meeting Outcomes: 
• Charter Accepted 
• Understanding of work plan for next couple of months 


 


Next Steps:  
• Next meeting: October 12, 1 – 5 pm, 1225 Ferry St SE, Mt Neahkahnie Room, Salem 


 
Challenges/Opportunities: 
• Interdependences with other workgroups 
• Aggressive timeline to meet legislative calendar 


 
Other Workgroup Interdependencies: 
• Question of persistence of data may impact consent policy and/or other legal issues, and may also 


impact technology standards and requirements. 


HIE Legal and Policy Workgroup 
Status Report • 9/29/10  
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Out of Scope, But Needs Attention:  
• Nothing at this time 
 


HITOC input: Nothing at this time.  
 
 


 


 








 


HITOC Workgroup Orientation: Technology Workgroup 
Summary Progress Report 


Workgroup Staff: John Hall, Mindy Montgomery, Oliver Droppers 
Report Prepared by: Oliver Droppers 
Meeting Covered: Technology Workgroup Orientation 
Technology Workgroup Attendees: Brian Ahier (Chair), Mid-Columbia Medical Center; Aaron 
Karjala,(Vice Chair),OHA/DHS; Dick Taylor, MD, Providence; Ellen Larsen, Hood River County Health 
Department; Eric McLaughlin, Mid-Rogue e-Health Services; Hongcheng Zhao, Portland IPA; JA 
Magnuson, OHA; John Dunn, OHSU; Kent Achterhof, Advantage Dental; Mary Moore, BACIA; Patricia 
VanDyke, ODS; Paul  Matthews, OCHIN. 
Other Meeting Attendees: William Winnenberg, St. Charles Medical Center; Shelly Izen, MHIT; John 
Koreski, Interim CIO, Oregon Health Authority and Department of Human Services. 
 
Date: 09/29/2010 
 
Progress Status Summary:  
The purpose of this meeting was to orient members to the newly established HITOC Technology 
Workgroup. All confirmed members of the Workgroup attended.  John Hall facilitated the discussion by 
reviewing the work plan for the months of October, November, and December 2010. John also provided a 
high-level overview of the immediate goals and outcomes of the workgroup.  


Discussion Highlights:  
• Review of charter, schedule and meeting logistics 
• Discussion of Push Technology 


o Important to recognize the need that it will take two parties to make push technology 
work. 


o NHIN Direct push and role of the state in terms of proposed centralized HIE services and 
determining that the state has an intermediary role in push as it's defined 


o NHIN and NHIN Direct will be renamed - language is important and there is a need to use 
precise language. Specifically, use caution with how the workgroup is wording certain 
concepts, what is being wording, and what is being provided. 


• Brief mention of the importance of the context of setting for core services  
• Cursory discussion of the role and function of the Accreditation Program and proposed Accreditation 


subcommittee  
 


Meeting Outcomes: 
• Round of introductions  
• Familiarize workgroup members with charter and work plan 
• Ensure all members thoroughly read the strategic and operational plan 


 


Next Steps:  
• Meeting prep for next meeting including creating a visual timeline of what the workgroup will be doing, 


when, key decisions, etc. 


• Provide members with strategic and operational plans from WA, ID, California including links  
• Next meeting: October 13th, 1-5pm.  Location: Neahkahnie Room, 1225 SE Ferry St, Salem 
 


HITOC Technology Workgroup 
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Challenges/Opportunities: 
• Workgroup interdependencies 
• Workgroup members need additional orientation to provide level setting among members 


 
Other Workgroup Interdependencies: 
• Finance and value added services 
• HIO accreditation process 


 
Out of Scope, But Needs Attention:  
• Nothing at this time 
 


HITOC input 
• Nothing at this time 
 


 








HIO Executive Panel 
Summary Progress Report 


Panel Staff: Carol Robinson, Mindy Montgomery, John Hall, Dave Witter, Chris Coughlin, Julie 
Harrelson, Kahreen Tebeau 
Report Prepared by: Kahreen Tebeau 
Meeting Covered: Sept. 29, 2010 HIO Executive Panel Meeting 
HIO Panel Members: Greg Fraser (Salem Area Community Health Information Exchange- 
SACHIE, also representing HITOC), Mark Hetz (Asante Health System), Laureen O'Brien 
(Providence Health & Services and Portland Metro), Brian Ahier (Gorge Health Connect), 
William Winnenberg (St. Charles Medical Center), Matt Nightingale (Northeast Oregon 
Network), Brent Eichman (Douglas County Independent Practice Association- DCIPA), Lisa 
Ladendorff (Northeast Oregon Network), Bob Powers (Samaritan Health Services), Paul 
Matthews (OCHIN), Bob Adams (Bay Area Community Informatics Agency- BACIA) 
Other Meeting Attendees:  Scott Zacks, Medical Business Solutions; Eric McLaughlin, Mid-
Rogue eHealth Services; Michael Saslow, OHCA. 
 
Date: 09/29/2010 


Progress Status Summary:  
The purpose of this meeting was to orient members to the newly established HITOC HIO 
Executive Panel.  The meeting started with each panel member introducing themselves and 
providing a description and status of their HIE work, including key recent challenges and 
successes.  The panel charter was also reviewed. 


Discussion Highlights:  
1. Dual panel/workgroup membership: A question was raised by a Panel member 


whether there was any conflict of interest in an HIO Panel member serving on a 
workgroup. The Panel agreed they perceived no conflict, and saw the dual role as 
serving an important communication function. Given this consensus, the potential of an 
HIO Panel member sitting on the Finance Workgroup was raised, as members of the 
Finance Workgroup had expressed a strong interest in adding a member of the HIO 
Executive Panel to the workgroup. It was decided that this arrangement would benefit 
both the Workgroup and the Panel, and it was agreed that Mark Hetz should serve in 
that capacity. Members of the HIO Panel serve on the Technology Workgroup, and 
representatives from organizations on the HIO Panel serve on the Legal and Policy 
Workgroup; thus, it was agreed that no additional HIO representatives would need to 
serve on the other workgroups. 
  


2. Group decision model: It was determined that the consensus model is appropriate, 
and that any minority opinion will be expressed to HITOC. There was an interest in 
having a liaison to HITOC, and Greg Fraser agreed to serve in that role. 
 


3. Panel organization: It was agreed upon that a chair and vice-chair were not necessary 
at this point in time. 
 


4. Communication between HIO Panel and Workgroups: The panel members 
expressed a strong interest for frequent communication and a clear feedback process 
with the workgroups. To fulfill this function, it was decided to hold a monthly conference 
call between quarterly meetings with the HIO Panel members and HITOC staff from 
each of the workgroups. The purpose of monthly meetings is to deliver questions and 
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feedback coming out of the workgroups and the opportunity for Panel members to 
provide feedback back to the workgroups; the Panel members will be provided with 
written summaries prior to the conference call.  
 


5. October 28 HIO Panel and Accreditation Subcommittee Meeting: The HITOC 
Director, Carol Robinson, proposed to the HIO Panel that they host and participate in the 
Accreditation Subcommittee, to determine the standards and implementation details for 
the pilot (and later, permanent) Accreditation Program. The proposal is to have two or 
three members of each workgroup join the HIO Panel at their October 28 meeting to 
begin this discussion. The HIO Panel agreed. Several key considerations and questions 
were raised for further discussion at the October 28 meeting:  


1. Oregon will need to track discussions at the federal level around a national 
accreditation program for exchange organizations to make sure we are not 
duplicating efforts.  


2. The Minnesota accreditation program will be considered as a potential model. 
3. The HITOC Director, Carol Robinson, reminded the Panel that the starting point 


for the discussion around accreditation is the Strategic and Operational Plans, 
which explicitly state our commitment to developing and enforcing nationally 
recognized standards.  


4. A suggestion was offered to develop a phased approach to HIE accreditation, 
with requirements and verification tools that are more stringent over time. 


5. A question was raised as to whether Oregon will need different standards for the 
accreditation of different HIO models, such as those that use a record locator 
service versus those that utilize a central repository.  


 
Meeting Outcomes:  
• Round of introductions 
• Familiarize Panel members with charter and one another’s HIE efforts and status 
• Decisions made about the group’s decision model and organization, establishing a feedback 


loop with the workgroups, hosting the Accreditation Subcommittee at their Oct. 28 meeting, 
and a request to HITOC to add Mark Hetz to the Finance Workgroup.  


 


Next Steps:  
• Next meeting: October 28, 2010 


 
Highlights of Challenges/Opportunities Shared by Panel Members:  
• Paul Matthews - OCHIN: OCHIN’s greatest challenge has been in the different 


interpretations of the same law by different health information managers, and has heard this 
nationally at every meeting. In addition, needing to remove/redact specific information from 
a single patient's record has been a significant challenge; there are concerns about not 
having enough information and causing harm to a patient. Their greatest success was in 
getting past the legal hurdles and getting their newest network connected and “turned on.” 
OCHIN and OHSU are now sharing information in real-time through EPIC CareEverywhere. 


• Greg Fraser - SACHIE: SACHIE is still in the planning phase; they're revisiting their 
business plan now that they know they’re not getting a Beacon. According to Dr. Fraser, it's 
yet to be seen whether Salem will become a “gap” area.  
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• Laureen O’Brien - Providence Health & Services: Planning work is continuing on the 
Portland Metro/Vancouver HIE, and they don't think there's going to be a sustainability 
problem. According to Laureen, everyone is on board and already paying for their share of 
the exchange. There was a big cultural shift- the Beacon really brought everyone together, 
and even after they didn't get the funding, they remain committed. 


• Mark Hetz – Asante Health System: They have many participants willing to come to the 
table, but do not have a governance model. 


• Brian Ahier – Gorge Health Connect: They have the governance in place, but do not have 
the infrastructure.  


• Lisa Ladendorff - Northeast Oregon Network: Their biggest challenge is that the people 
in their region really don't have any knowledge or information about this.  


 


 Workgroup Interdependencies:  


• Accreditation: HIO Panel will host and participate in Accreditation Subcommittee, with 2-3 
members from each of the workgroups, to begin discussions on the standards and 
implementation details for the pilot and permanent Accreditation Program.  


 
Out of Scope, But Needs Attention:  
• Nothing at this time.  
 
Public Comment: 
 
• Dr. Saslow: As a consumer, who has a wife in a nursing home, he's delighted at the Oregon 


resourcefulness and variety of the accomplishments of the people on the Panel. As a long-
term care professional in government and a consultant working with OHCA, he would like to 
call attention to an issue related to two key federal priorities. First priority is sharing patient 
care summaries across unaffiliated organizations. The second priority is a comprehensive 
environmental scan; unaffiliated organizations need to be looked at in terms of their EHR 
adoption rate and interoperability. Dr. Saslow is working with some of the hospital providers 
and nursing facilities in developing a model to do this.   


 
HITOC input:  


• Request to nominate and appoint Mark Hetz to the Finance Workgroup.  
 


 








10/12/10 – Legal and Policy Workgroup: Meeting Outcomes


10/13/10 – Technology Workgroup: Meeting Outcomes


10/19/10 – Finance Workgroup: Meeting Outcomes


10/20/10 – Legal and Policy Workgroup: Outcomes


11/4/10 – HITOC Meeting Recommendations
HITOC Approval: Legal & Policy WG recommendation on long-term consent model


9/29/10 – HITOC Workgroups and HIO Executive Panel Orientation
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Interdependencies
• Impact of proposed 


consent model on type of 
technology need


• Legislative Proposals


Accreditation 
Program 


Subcommittee (1st 


meeting Oct. 28th)


Legal and Policy


Technology


Finance


• Understanding of the Oregon consent model as it is outlined in the Strategic Plan
• Formulate recommendations on the following key decision points:


a. What the long-term consent policy for Oregon should be
b. Legislative proposals to achieve the desired consent policy
c. How the consent system will operate in practice


• Understanding of the scope and role of the WG & timetable
• Common grounding on finance issues, value-based services vs. utility services
• Understanding of sustainable financing goals, options, issues
• Reactions to HIE services list


• Understanding of technology basis for future discussions
• Gather feedback on HIE Core Services requirements


• Provide context for Oregon consent model in Strategic Plan
• Understanding of SPHI in the federal and Oregon context
• Understanding of the planning work that has taken place around consent in Oregon 


• Technology/Finance/Legal and Policy 
• Provide an overview of the Strategic and Operational plans
• Understanding of the scope and role of  Workgroups
• Provide an overview of Workgroup phasing and scheduling for Fall 2010


HITOC
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11/9/10 – Legal and Policy Workgroup: Outcomes
• Understand key components of an oversight and accountability system
• Formulate recommendations on key decision points related to privacy & security standards 


and monitoring mechanisms for input to HITOC at December meeting:
• Do EHNAC privacy and security standards seem adequate for the pilot program 


and/or permanent accreditation programs?
• Are there any gaps in this set of standards that need to be supplemented with 


Oregon-specific requirements?
• Does Oregon need to implement additional monitoring mechanisms, beyond the 


accreditation program (i.e. audit, attestation, direct regulation, etc.)? If so, how 
and by whom should this additional monitoring take place?


• Should Oregon require certification for HIPAA training? 
• Should Oregon create an ombudsman’s office for HIE?


• Discussion for participation in subcommittee on Accreditation program standards & 
implementation details


11/10/10 – Finance Workgroup: Outcomes
• Finish prioritizing issues to be addressed in sustainability plan by Feb 2011
• Prioritized working list of HIE services for planning
• Feasibility of financing options list for start-up, value and utility services
• Reactions to rough five year budget; relationship to value propositions


11/17/10 – Legal and Policy Workgroup: Outcomes
• Arrive at WG consensus on their recommendations around enforcement decision points:


1. What should the penalties for non-compliance with standards be?
2. Should there be an ombudsman’s office?
3. Should Oregon devise state-specific avenues for redress for individuals whose PHI 


has been breached, or rely on existing avenues contained in HIPAA and tort law?
4. Should Oregon require certification for HIPAA training?


N
ov


em
be


r 9
, 2


01
0 


th
ro


ug
h 


N
ov


em
be


r 1
7,


 2
01


0*


Interdependencies
• Prioritized list of HIE 


Services for Technology 
Workgroup


• Legislative Proposals


Legal and Policy


Technology


Finance


HITOC


* Workgroups prior to December 2 HITOC meeting continued on next page. 2
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11/18/10 – Technology Workgroup: Outcomes
• Understand changes to services & technology based on recommendations from Finance & 


Legal/ Policy Workgroups
• Understand potential value-added services
• Confirm HIE Core Services requirements
• Gather feedback on preliminary HIE Core Services architecture


11/23/10 – Finance Workgroup: Outcomes
• Confirm prioritized HIE Centralized Services list  that supports financing plan
• Approve high-level financing recommendation to be presented at December 3rd HITOC


meeting
• Review impacts of financing plan on Legislative  proposals


12/2/10 – HITOC Meeting Recommendations


Accreditation 
Program 


Subcommittee


• Approval: Legal & Policy WG recommendation on validation & enforcement decision points
• Review Finance WG Confirmed HIE Core Services 
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12/1/10 and/or 12/13/10 – Legal and Policy Workgroup: Outcomes


12/8/10 – Finance Workgroup: Outcomes
• Confirm finalized and prioritized HIE Centralized Services, timing and phasing for the  


financing plan
• Recommended principles for sustainable financing plan
• Review impacts of financing plan on Legislative proposals


12/9/10 – Technology Workgroup: Outcomes


12/20/10 – Finance Workgroup: Outcomes
• Approve updated financing sustainability recommendations to be presented at HITOC 


Retreat on January 20th 
• Review impacts of financing plan on Legislative proposals
• Reactions to draft pricing proposal and phasing
• Reactions to Sustainability Plan framework
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1/12/11 – Finance Workgroup: Outcomes
• Approve updated financing sustainability recommendations to be presented at January 


HITOC meeting
• Review impacts of financing plan on Legislative proposals
• Approve draft pricing proposal and phasing


1/19/2011 – Legal and Policy Workgroup: Outcomes


1/06/11 – NO HITOC Meeting (Retreat on 1/20/11 see below)


1/20/11 HITOC Retreat: Approval


1/26/11 – Finance Workgroup: Outcomes


Interdependencies
• Standards for HIE 


Participant Accreditation 
Program implementation


• Legislative Proposals


Accreditation 
Program 


Subcommittee


• Confirm final HIE Core Services requirements and architecture


• Wrap up any needed follow-up on Consent and/or Accountability & Oversight


• Approve financial sustainability plan


• Approve financial sustainability plan for ONC submission


• Initial strategy discussion on developing common DURSA for Oregon HIE participants


Legal and Policy


Technology


Finance


HITOC
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Health information exchange: persistent challenges
and new strategies


Joshua R Vest, Larry D Gamm


ABSTRACT
Recent federal policies and actions support the adoption
of health information exchange (HIE) in order to improve
healthcare by addressing fragmented personal health
information. However, concerted efforts at facilitating
HIE have existed for over two decades in this country.
The lessons of these experiences include a recurrence of
barriers and challenges beyond those associated with
technology. Without new strategies, the current support
and methods of facilitating HIE may not address these
barriers.


INTRODUCTION
Personal health information is not utilized to its
full potential to support effective and efficient care
due to fragmented information creation and
storage. Health information systems are typically
isolated, within hospitals, physician practices,
laboratories, or pharmacies.1 Changes in insurance
coverage, reliance on multiple providers, and
increases in specialty care add more and more
potentially relevant, but disparate, information
into a fragmented, non-interoperable non-system.
Numerous factors in our society underscore the


need for changes to this state of isolated, frag-
mented health information. We are a mobile
population requiring access to vital information in
different locations. For example, many retired
Americans receive treatment in very different
locations seasonally, and increasingly prevalent
chronic conditions, like diabetes, can only be
managed by information-based care management.
Many obvious patient safety and quality issues
arise in the handoff of patients among providers
that fail to share necessary information. Natural
disasters displace individuals to locales with unfa-
miliar providers and can destroy or render inacces-
sible existing health information repositories. The
growing use of pharmaceuticals and associated
recalls of drugs from the market may call for
immediate identification of affected individuals.
Finally, the likelihood of serious pandemics calls for
rapid identification of ill persons and accurate
immunization histories.
Policy makers, researchers, industry groups, and


healthcare professionals identify health informa-
tion exchange (HIE) as a solution to these prob-
lems.2e5 HIE is the process of sharing patient-level
electronic health information between different
organizations6; the potential effects of making
previously unavailable patient-level information
available to healthcare professionals are widespread


and address nearly all of the Institute of Medicine’s
quality aims. While HIE promises cost and quality
improvements, to date we lack substantial and
consistent empirical demonstrations of the effec-
tiveness of HIE.7e9


Title XIII of the American Recovery & Rein-
vestment Act of 2009, also as known as the Health
Information Technology for Economic & Clinical
Health (HITECH) Act, is the most recent example
of federal support for HIE.6 HITECH requires
electronic health records (EHR) be ‘connected in
a manner that provides.for the electronic
exchange of health information to improve the
quality of healthcare’ in order to be eligible for any
incentive payments. This builds on the previous
administration’s call for interoperable health infor-
mation technology and its creation of the Office of
the National Coordinator for Health Information
Technology (ONC). While broad federal support for
HIE is relatively new, efforts at HIE are not. For
nearly two decades organizations and collaboratives
have tried to facilitate HIE; unfortunately, the
failures far outnumber the successes. The history,
problems, and subsequent lessons of HIE efforts
offer insights and options for increasing the prob-
ability of successful, meaningful HIE, today. Table 1
summarizes the key features of these efforts.


COMMUNITY HEALTH MANAGEMENT
INFORMATION SYSTEMS
History
The Hartford Foundation initiated community
health management information systems
(CHMISs) through grants to seven states and cities
in 1990.10 Fundamentally, CHMISs were
a community and payer-centric means to health-
care assessment. A centralized data repository that
contained individual level demographic, clinical,
and eligibility information for a geographically
defined community provided data to stakeholder
organizations (eg, local agencies, payers, employers,
and researchers) who were consumers of the data
for assessment activities and other purposes.11e13 A
secondary component of CHMISs was a trans-
action system to facilitate billing and patient
eligibility information retrieval in order to reduce
costs.13e16


Problems
The primary problem CHMISs faced was a lack of
affordable and effective technology. CHMISs
occurred prior to the advent of cheap, reliable, high
speed internet access; a CHMIS required costly
network connections, hardware, and software in
organizations where these types of technology had
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not previously existed. Also, CHMIS efforts discovered the
newfound challenge of integrating data sources that had never
before been combined.17


Yet not all problems were technical. The very new idea of
collecting personal health information into a single repository
aroused security and privacy concerns from patients and control
and ultimate usage concerns from providers.13 18 19 In Iowa, for
example, physicians acted on these concerns and resisted the
local CHMIS by successfully lobbying in the state legislature.11


Second, the geographically defined exchange required coopera-
tion and consensus between competing providers, which in
some instances was never achieved.19 Lastly, CHMISs were
unable to transition from grant funding to self-sustaining
revenue streams. The disappearance of grant dollars meant
operational costs would have to be borne by the participants,
making the value proposition less attractive.11 20


Lessons
The lessons from the CHMIS experience include the need for
a clearly defined purpose and effective political support. Both are
prerequisites to overcoming provider fears regarding the use of
data, and the problems posed by competition. Assessments
consist of those who are doing the measuring and those who are
being measured. If the goals of an HIE effort include the
assessment of the quality of care, then it is the concerns of those
organizations and providers being scrutinized that become
paramount. It seems nearly impossible to garner support for any
effort at assessment without clearly explicated measures, foci,
methods of reporting, and included entities. Likewise, organi-
zational change supporting HIE requires sufficient political
support, not simply weak legislation or overtures.21 HITECH
provides strong incentives for the adoption of HIE supporting
technology. However, instead of HIE-specific legislation, it may
be the current interest in pay for performance, accountable care
organizations, bundled payments, medical homes, hospital
acquired conditions, or quality outcomes that enables political
leaders to define a clear public purpose for exchanging data that
can withstand objections regarding data ownership.


COMMUNITY HEALTH INFORMATION NETWORKS
History
In many ways community health information networks
(CHINs) can be considered as the mirror opposite of the CHMIS
experiment. CHINs developed in communities interested in the
concept of HIE, but without community and payer stakeholders
as the efforts’ primary leaders; CHINs were principally
commercial endeavors.13 In contrast to quality assessment
objectives, CHINs prioritized saving on the costs associated
with moving data between providers,15 22 without ‘any


commitment to make public community health level data’.19


Lastly, not wishing to relinquish data to a centralized repository,
the prototypical CHIN employed a transaction-based approach
that maintained the independence of each provider ’s own
database.15 Despite the fact that anywhere from 75 to 500
CHINs existed or were in the planning stages during the 1990s,
most failed to survive.13 23


Problems
The focus on providers saving costs on information transmission
caused two different, but problematic effects. First, the role for
the community-focused stakeholder was minimized to the point
where only competitors were left at the table.13 Again,
competitive relations posed problems as members limited the
type and amount of information exchanged24 or limited them-
selves to a ‘read only ’ basis in order to protect what was deemed
as proprietary information.25 Second, the role for technology
vendors was increased by the potential for fees associated with
electronic transmission.26 Existing vendor commitments
strained relationships between potentially partnering healthcare
organizations, and vendors reportedly pitted the respective
interests of hospitals and community physicians against each
other.26 27


While CHINs required technological capacity building for
exchange partners and networking connectivity investments,
these were less technical challenges in nature than they were
value proposition or return on investment (ROI) problems.28e30


What in hindsight appears to be both ominous and discon-
certing, the introduction to a 1995 special issue of Healthcare
Information Management stated, ‘It is nearly impossible to cost
justify a CHIN’.23 Likewise, the Congress Office of Technology
Assessment reported, ‘No one has demonstrated whether or not
CHINs are cost-effective’.15 Given the capital costs to build
infrastructure and expectations of resultant financial benefits,
CHINs obviously needed to make money. However, not all
CHIN participants contributed equal financial resources, which
resulted in different definitions of acceptable ROI and levels
of commitment among participants.27 31 While estimates
suggested cost savings,32 33 and even the Wisconsin CHIN was
reportedly reducing participant transaction costs,22 hospital
executives questioned the potential for widespread ROI.34


Lessons
The value of HIE cannot be defined solely in terms of benefits
accrued to providers or any other single group. In fact, the
insufficient financial returns to vendors serving the ‘information
transactions’ between providers shows that this aspect of
HIE is not sufficient in and of itself to attract financial and
political support. The value of HIE cannot be parceled out in
such a minute fashion, but must be considered in terms of


Table 1 Purpose and form of current and past efforts at facilitating health information exchange in the United States


Community health management
information systems


Community health
information networks


Regional health information
organizations


Timeframe Early to mid 1990s Mid to late1990s 2000s


Purpose 1. Assessment
2. Information system for cost reduction


1. Information system for cost reduction
2. Assessment


1. Quality improvement


Domain Geographically defined Geographically defined Geographically defined


Governance Collaborative, but consumer driven Collaborative, but provider and vendor
driven


Collaborative, various models


Primary Customers Patients and payers Providers Providers


Data architecture Centralized database Decentralized network Various models


J Am Med Inform Assoc 2010;17:288e294. doi:10.1136/jamia.2010.003673 289


Viewpoint paper


 group.bmj.com on September 30, 2010 - Published by jamia.bmj.comDownloaded from 



http://jamia.bmj.com/

http://group.bmj.com/





benefits to all participants in the healthcare system: patients,
providers, payers, and communities. In similar fashion, the cost
of HIE may need to be borne by the larger community or market
area, and not simply by the largest groups of payers and
providers.


Additionally, HIE requires collaboration among competitors
and the healthcare industry has difficulty with this prospect.
While notable exceptions exist, reluctance to engage in wide-
spread information sharing is nearly ubiquitous among
providers, extending from small medical practices to large
hospital systems. Other equally competitive industries have
managed to survive and thrive with information exchange, but
not healthcare.


REGIONAL HEALTH INFORMATION ORGANIZATIONS
History
A regional health information organization (RHIO) is a neutral,
third-party organization that facilitates information exchange
between providers within a geographical area to achieve more
effective and efficient healthcare.35 Unlike previous efforts,
RHIOs developed during a period of significant political support,
as the ONC identified RHIOs as the ‘basic building blocks’ of the
national health information infrastructure and interoperability
was made a national goal.36 Additionally, RHIOs gained prom-
inence in the years during and after the influential Institute of
Medicine (IOM) Crossing the Quality Chasm reports, which
raised the awareness about serious quality and safety short-
comings of our healthcare system.37


As many as 200 RHIOs exist nationwide, varying in the
number of collaborating organizations, types of data exchanged,
architectures, and progress towards actually sharing informa-
tion.38 39 Architecturally, RHIOs employ either the CHMIS
approach of a centralized database, the CHIN model of federated
independent databases, or some combination of the two. The
ONC promotes no single model. Since quality under the IOM
definition includes the dimensions of effectiveness and effi-
ciency, RHIOs can legitimately claim both general quality and
cost savings as objectives.


Problems
The following observation echoes those of a decade ago: ‘.the
main obstacle to increasing the number of HIEs and RHIOs is
the lack of a sustainable business model’.40 Despite technological
advances, RHIOs still need to: assure security, integrate dispa-
rate data sources, store data, administer databases, provide
technical support, create and maintain a master patient index or
record locator service, and find technologically capable exchange
partners. RHIOs may require upwards of $12 000 000 for
development and $2 000 000 to $3 000 000 in annual operating
costs.41 42 Paradoxically, while local hospitals, due to size and
resources, may be focused on as the primary financial contrib-
utors to a community ’s RHIO, hospitals have been identified as
the type of organizations that may have the most difficulty in
showing a return on this investment.42


Also, the collaborative nature of HIE continues to raise
barriers to RHIO participation and success. Health service
organizations do not trust competitors with proprietary infor-
mation, either to keep it secure or not to turn around an attempt
to exploit it for a competitive advantage.43 44 Distrust and
questions about control over information may not scuttle
a RHIO, but it may limit what data are available, who is allowed
to see the information, or for what populations data will be
included in the exchange; any of these conditions may limit the


effectiveness of the exchange currently and in the future. In
addition, while privacy laws allow for the sharing of informa-
tion between organizations for the purpose of patient care,
RHIOs still have to ensure patient privacy.45 Lastly, fears of legal
liability from unlawful disclosure of information can also
damage the potential for exchange, as this risk has to be
compared to any potential rewards.46


Lessons
Technological progress does not automatically fix the problems
in healthcare information sharing. RHIOs established that the
deleterious effects of competition are not dependent on the
technological architecture. Competition between providers
negatively affected CHMISs’ centralized data repositories and
CHINs’ network approach to exchange; and the effects of
competition still hamper RHIOs’ ‘pick your own strategy ’
approach. Even adopting architectural strategies that ensure
providers retain data control cannot overcome the reluctance to
share ‘their ’ data with competitors. Legitimizing RHIOs as
a vehicle for HIE is a start, but it does not in and of itself foster
collaboration between competitors.
The RHIO experience also demonstrated that grant funding is


not a viable alternative to self-sustaining revenue streams.
Despite technological advantages over their predecessors, RHIOs
are still costly. Numerous federal, state, and private grants help
overcome start-up and ongoing costs.39 However, continued
dependence on external grant funding may point to poor
sustainability potential,47 and evidence that an attractive value
proposition for those participating organizations has not mate-
rialized.48


Lastly, long-term financial uncertainties pose enough risk to
upend even the most technologically advanced effort. Compli-
cating the ROI problem is the growing recognition that RHIOs
face a long time horizon before what may be termed function-
ality, profitability, or sustainability are achieved. The combina-
tion of a long timeframe that may extend over many years with
uncertain results is obviously not a favorable condition for
success. Technically, this has always been a problem for those
interested in HIE. During the launch of CHMISs and CHINs
there were no really successful standards for comparison.
However, RHIOs enter into a landscape that is much more
diverse, with more than one effort that has managed to survive
to maturity making this long timeframe more evident. While
grant funding and HITECH incentives may help meet start-up
costs, neither may ever produce a convincing value proposition
for those likely to lose from more efficient and informed
healthcare. The reality of the situation is that efficient, effective
healthcare primarily benefits the patient, their community, but
not necessarily providers. Short of additional clear incentives or
regulation, ROI for providers is long to develop and difficult to
identify.


STRATEGIES
The Obama administration reportedly envisions a future of
lower cost and higher quality healthcare, and rapidly growing
adoption of health information technology is to be a key lever in
achieving such a future. HIE is forwarded as a vehicle for
supporting these goals. Achieving these goals, however, requires
strategies for overcoming obstacles encountered in past efforts.
While there is the promise of additional support for the myriad
computers, electronic records, and expanded connectivity, tech-
nology is not the only challenge to meaningful HIE. In light of
these realities, what steps do we take from here?
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Personal health records
One ostensibly appealing option is to abandon organizationally
facilitated HIE efforts for an individual consumer-based model.
Recently, the Markle Foundation suggested that providers who
populate personal health records (PHRs) with electronic infor-
mation be considered as meeting the objectives of HITECH.49


Intuitively, the PHR has appeal as it eliminates collaborative
governance challenges, trades providers’ high cost technology for
patient managed lower cost technology, and places information
of educational value directly in the hands patients.50 51 However,
PHRs still require technologically capable and willing exchange
partners. For example, physicians may be reluctant to accept
information where maintenance, accuracy, and completeness is
solely the responsibility of the patient.52 Furthermore, PHRs
cannot completely ignore organizational behaviors. If the PHR
application is hosted by an RHIO there is no reason to believe
that the barriers that prevented complete provider participation
and patient information sharing would immediately disappear.
Even if the PHR is maintained by a third-party vender like
Google or Microsoft, it would not ensure that all of a patient’s
providers would participate. Without the provision of complete
information and the guarantee that PHR information will be
accepted by other organizations and providers, PHRs will risk
simply becoming another repository of incomplete isolated
information.50


Embracing a PHR model of HIE also comes at a cost to society
and the overall healthcare system. While individuals may benefit
from increased access and control to their personal health
information, the PHR may lack a single data repository that
could offer additional public health benefits. Without such
a repository, HIE has less potential to detect disease outbreaks,
identify public health threats, and efficiently report notifiable
conditions.53 Additionally lost are opportunities for large,
population-based research on healthcare intervention effective-
ness. A PHR model thus removes additional public goods from
an HIE value proposition.


Employ institutional incentives and regulation
HITECH’s ‘connected in a meaningful manner ’ requirement has
the latitude to allow for minimal HIE participation by providers
unless more is specified. History suggests that providers will not
necessarily maximize the amount of information exchanged or
the number of information exchange partners of their own accord.
The Centers for Medicare and Medicaid (CMS), as a federal
institution, has the power to rapidly change provider behaviors
through two different mechanisms. First, simply as the nation’s
largest payer, CMS couldmake participation or membership in an
RHIO a requirement for reimbursement. Second, HITECH
requires meaningful use of EHR systems, but the legislation did
not include any specific measures. CMS, working with the Office
of theNational Coordinator to create thesemeasures, can set high
and specific standards outlining both the type of information
exchanged and the expected breadth of information exchanging
partners. So far meaningful use only requires that the exchange
capability be tested annually. The choice of clinical quality
measures that can only be effectively calculated when exchange
efforts are present could foster adoption HIE. An example would
be measures dealing with patient care coordination.


Despite the obvious push for health information technology
adoption, current events in the development of meaningful use
definitions clearly signal that the true objective of the HITECH
legislation is improved quality. In that regard HIE could be
considered as a supplement or augmentation of any existing


strategies to improve quality and reduce costs like global budget
restriction, rate regulation, bundled payments, or even penalties
for rapid readmissions. Ostensibly, the existence of information
on the care a provider ’s patients receive at other locations can
support the effectiveness of these types of approaches. However,
the primary adverse effects of effectively mandating HIE
participation would be pushback resulting from the failure of
government agencies, other payers, or professional organiza-
tional organizations to clearly present a business case for how
the HIE can benefit the individual providers in doing their job
and maintaining revenues in a time of significant change.


Treat HIE as a public good
A fourth approach is to consider the HIE as a public good, one
which can benefit all individuals simultaneously; attempts to
exclude any one individual are too costly to the larger public.
Applying the first condition to HIE, individual patients, their
communities, and all of society can simultaneously accumulate
the benefits of effective HIE in terms of more effective health-
care,4 54 improved safety,55 and reduced costs.56 57 Applying the
second condition, the costs of failing to include individuals
within HIE efforts far exceed the benefits of such exclusion. In
the case of all-hazards public preparedness, HIE-based discovery
and monitoring of health and treatment within a disaster
context is a very significant public good; exclusion of significant
populations from HIE places the larger public at great risk in
such instances. Moreover, those without effective coordination
of care under normal circumstances are nonetheless at risk for
adverse outcomes, and the unavailability of information at the
point of care increases the probability of dangerous drug inter-
actions, unnecessary or duplicative tests, and ignorance of other
possible co-morbidities. Further support for this contention
comes from the apparent probability of positive externalities for
some health providers engaged in HIE. The marginal social
benefit can reasonably be expected to be greater than the
marginal private benefit for diagnostic laboratories or for
hospitals that do not serve emergency cases or have little
uncompensated care burden.58


A clear public good focus is a direct solution to the paradox of
geography inherited from a history of localized exchange. On
the one hand, focusing on a local market means that physicians
are more likely to know and therefore trust other providers as
information sources, and also makes the probability of actually
improving patient coordination and quality more reasonable. A
small geographic exchange region, on the other hand, increases
the probability that competition among organizations will
inhibit the effort.
Moving toward HIE as a public gooddpossibly structured as


a public utility supported by government, and/or payers and
providersdcould simultaneously overcome these problems of
competition, retain the benefits of localized exchange, gain the
benefits of broader exchange, and address the issue of sustain-
ability. Providers would know that they all are operating under
the same rules of information sharing. HIEs, operating as ‘public
utility infomediaries’, would bring existing and newly discov-
ered transaction efficiencies and quality gains along with other
valued forms of feedback to a range of markets or public enti-
ties.59


Such a public utility based model covering a wider
geographical region could, for example, incorporate rural settings
and more distant urban locales that are home to specialists or
referral facilities, and thereby add to quality gains. Such HIE
transactions could be especially important in support of rural
patients, physicians, and hospitals who need the clinical
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information associated with rural patients’ visits to urban
specialists or hospitals. Such information can ensure effective
management when such patients return to the care of their local
provider.


Rely on the effects of disruptive innovations
Finally, HIE could well be the beneficiary of a number of
disruptive innovations that are likely to significantly reshape
American healthcare.60 One instance might find that continued
high numbers of uninsured, developing health insurance
arrangements, or changing consumer habits will prompt
providers to adopt additional quality improvement efforts,
which could include HIE. For example, an urgent care center
that is connected to an RHIO or other HIE facilitator could have
access to all the information on patients in the area and there-
fore might not need to repeat a test or x-ray, or pursue certain
aspects of medical history irrelevant to the final diagnosis. Thus
the service is cheaper and faster for patients than if he or she had
gone to an ER or a new physician. In turn, traditional providers,
faced with such disruptions from retailer-based medicine, urgent
care facilities, employer clinics, or relatively inexpensive hospi-
tals on the other side of the globe, may be willing to join
government and employers to support HIE.


New approaches to managing chronic illness and associated
changes in roles and responsibilities for non-physician healthcare
professionals is another instance that might support HIE
development. Because chronic disease is currently the most
costly aspect of healthcare, a great deal of attention is placed on
finding innovative approaches to managing such conditions.
Many of these conditions are in the arena of precision medicine,
where well-understood routines of care are available and can be
supported by non-physicians. Diabetes nurse educators, licensed
practical nurses, certified community health workers, patient
navigators, and peer behavior health counselors within Assertive
Community Treatment teams are just a few of the non-physi-
cian contributors to chronic disease care. Coordination of care is
especially important to such chronically ill patients and the
exchange of clinical information is critical to connecting the
individuals who participate in their care.60 HIE is likely to be
deemed increasingly valuable to providers who are more loosely
linked, especially as they are enticed by incentives to support
coordination or threatened with penalties for failures of care
coordination, for example, preventable readmissions.


A third example that may increase HIE efforts or even create
new forms of HIE flows out of the potential for natural or
manmade hazards. HIE has tremendous potential to greatly
increase abilities at the local, state, and national level to identify
public health threats, detect disease outbreaks, efficiently report
notifiable conditions, and evaluate and report effective treat-
ment protocols. Providers of healthcare would be critical sources
of information for such efforts and, in turn, would benefit from
the information available from other sources. The constellation
of threats and opportunities suggests that national and state
agencies concerned primarily with national security, bioter-
rorism, or natural disasters may become significant advocates or
funders of HIE. The challenge of widespread HIE adoption
would then be solely related to information content as the
interorganizational business architecture and information
architecture would already be in place.


CONSIDERATIONS
This assessment suggests the following strategies for continued
HIE development fitting the mixed economy of the US health


service and public health system and supporting the multiple
benefits of HIE to payers, providers, patients, and the larger
public.
First, adopt an improved business model, and forego those


that are primarily focused on incremental cost savings to
providers. As the CHINs’ experience showed, attempting to
define the benefits of HIE as incremental gains for each partici-
pant is the wrong approach. Move HIE facilitating organizations
to a public utility model where a provider ’s and insurer ’s cost
of doing business with the Medicare system or within a state
includes the provision of patient level data for HIE. Cost savings
then are more likely to accrue to the larger health system
(payers and patients), with additional quality incentives
encouraging and benefitting those providers who contribute to
and use HIE.
Second, do not separate the public health benefits from the


healthcare benefits, but meld private medicine transaction-based
IT benefits and public good-based IT health benefits in
supporting legislation, regulation, funding, and promotion. HIE
potentially benefits providers, organizations, patients, and the
public. This review illustrates that past efforts have attempted
to satisfy the needs of only one or a couple of these groups at
a time. Promotion and support of HIE must be broader to
include all potential beneficiaries. This can be accomplished only
if legislation, regulation, and funding support widespread HIE.
The anticipated benefits of more data to inform physician
decision making, sparing patients of needless tests, helping
organization identify inappropriately managed patients, and
improving the health of the public will only be achieved by HIE
that does not exclude providers in an area, limit what data
elements are available, or restrict exchange to specific subpopu-
lations. To date, this type of widespread HIE has been elusive.
Third, ensure that HIE relies on the best and safest technology


for information exchange; carefully monitor and assess impli-
cations that new technology and entirely privately driven solu-
tions might have for quality care and public health security.
HITECH already provides for the oversight and certification of
EHR systems, and the Certification Commission for Health
Information Technology already has an HIE working group.
Monitoring responsibilities could fall to an entity like the HHS
Office of the Inspector General, which already can impose
penalties for health information confidentiality violations.
Without some degree of regulation, sharing of health informa-
tion (either patient related data or provider assessments) via HIE
can put both patients and providers at risk.
Fourth, with federal government cooperation and support,


encourage states to be the fundamental geographical unit for
HIE activities. Public health is the states’ purview. That fact, in
conjunction with states’ health insurance regulation and
Medicaid authority, means that each state has sufficient
authority and interest to create statewide HIE. The federal
government can cooperate as a partner in Medicaid, through
Medicare and ERISA, and as leader in public health informatics
and response. Such an arrangement places the state’s authority
behind efforts to share patient information among providers in
order to provide for ongoing improvements in the health of their
residents. Furthermore, federal support may be necessary given
the high costs of HIE and the current fiscal constraints of
balanced budgets in the states.
The past 20 years have witnessed fits and starts in addressing


the nation’s need for HIE. We are in the very early days of the
widespread adoption of the technologies necessary to adopt
effective HIE. However, a more careful examination of history
indicates that in those organizations with the necessary
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technologies already in place, with rare exceptions, HIE did not
come about automatically or without challenges.


Why can we no longer afford to wait? New technologies are
quickly overcoming ‘technological barriers’ and ‘technology
based objections’ to data sharing. In fact, healthcare is well
behind the curve on information sharing in comparison to many
other industries. If we believe broadly accessible information is
a path to significant improvements in quality, failure to act in
a concerted fashion is likely to have a deleterious impact on
health and healthcare nationally as cost constraints and provider
shortages mount.


As noted, higher costs associated with a growing elderly
population and chronically ill populations will strain the
existing system. Today, HIE efforts cannot effectively target and
support treatment in the face of pandemics or other disasters.
Similarly, the potential of HIE to support scientific, evidence-
based, approaches to healthcare remains largely unrealized even
as information technology can provide patients with instanta-
neous information from anywhere and anyone. Finally, failure to
act on HIE to support improved healthcare efficiency and
effectiveness can almost guarantee decline in economic
competitiveness and competitiveness for quality healthcare.


As we move toward a new age in health information sharing,
have we learned the lessons of the past? Electronic exchange,
involvement of different organizations, and a geographical
defined community are persistent features of our nation’s efforts
at facilitating HIE. ‘(T)he details have changed over the years,
the three basic components of CHMIS have endured and
continue to this day.’.13 To this observation we simply add
that basic problems faced by HIE efforts have endured as well.
Unless we address these problems via broad strategies tailored to
the mixed economy and robust federal system of this nation, we
are likely to see history repeat itself yet again.
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