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      Meeting Agenda 

 
Meeting Outcomes 

• Feedback comments on HIE services descriptions  
• Suggestions for financing of core central services 
• Suggestions on feasibility of ancillary services and potential revenue sources 
• Recommendations for financing for start-up, value-based and utility services 

 
1:00 pm   Opening  
  
1:10 pm   Meeting outcomes  
  
1:20 pm   Updates & National Perspective 

• ONC feedback on Oregon Strategic and Operational Plans 
• Legal/Policy Work Group 
• HIO Executive Panel webinar re: Accreditation program 
• ONC Grantee meetings, December 14-15  

 
1:50 pm   Update on HIE services and technology approach 

• HIE services description document 
• Progress on developing better costing data 

 
2:00 pm   Financing Central Core HIE Services – review/feedback since last meeting 
 
2:20 pm   Further ideas for financing core services: 

• Possible revenue sources – continued 
• Other financing mechanisms: pros, cons, feasibility 

 
3:00 pm   Break 
 
3:20 pm   Ancillary HIE Services:  

• Potential services options 
• pros, cons, desirability, feasibility  
• Ranking the options 
 

4:15 pm   Summary recommendations for financing approaches  
 
4:30 pm   Public Comment 
4:45 pm   Preview of next meeting 
5:00 pm   Close 
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Meeting Agenda
1:00 pm - Opening & Meeting Outcomes
1:20 pm - Updates & National Perspective
1:50 pm - Update on HIE services and technology 


approach
2:00 pm - Financing central core HIE services 


review/feedback since last meeting
2:20 pm - Further ideas for financing core services – new 


ideas, pros, cons, feasibility
3:00 pm - Break
3:20 pm - Ancillary HIE services – potential service options; pros, cons,


desirability, feasibility; ranking
4:15 pm - Summary recommendations for financing approaches
4:30 pm - Public comment
4:45 pm - Preview of next meeting
5:00 pm - Close
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Updates & National Perspective


• ONC feedback on Oregon Strategic & Operational Plans
• Legal/Policy Work Group
• HIO Executive Panel webinar re: Accreditation program
• ONC Grantee meetings, December 14-15







Update: HIE Services & Technology
Approach


• HIE services description document
• Progress on developing better costing data


– Solici&ng vendor info on product func&onali&es and costs


– Assessing other state plans compara&ve services, SDE roles, and costs


– Assessing other state plans for revenue mechanisms and pricing
arrangements







Financing: The Real Issue


• Comment about wrestling with the HIE financing issue:
“Remember, we’ve all been invited to dinner …..


and we’re all on the menu” Andy Davidson, OAHHS


September 29, 2010 Finance WG Orienta&on


• The Holiday Season equivalent
The issue in financing remains:


“ It’s a potluck, what are you bringing to share for the
benefit of all the aAendees.”







Core Central HIE Services Financing


• Federal HIE & Medicaid funding can probably cover
start-up (2011) if matching works out


• After Federal & Medicaid funding, need $2 million (plus/
minus) per year (2012 and forward) to finance core
central HIE services


• How should Oregon fill that $2 million financing gap?







Some Ideas for Financing Core Services


• Claims tax (0.199% in Vermont, 0.13% Rhode Island = $9.94 per
employee per year)


• Allocating thirds to plans, physicians and hospitals with each sector
determining how to make the sub-allocations (used in Utah and
Idaho)


• Connection fees for hospitals (Nebraska= $18-144K/year by size,
BCBSNE subsidizes CAHs; South Carolina = $4-65K/year by size)
and physicians (Nebraska = $120/year)


• Contribution or assessments based on amounts of incentive
payments


• License fee surcharge to hospitals, physicians, other providers







Suggestions for Funding Core Services


• What criteria?
– Generate enough $, stable, not discourage par&cipa&on, fair,


equitable, reasonable


– Consider &ered effect between local HIO and central HIO services


• What financing solutions will work best for Oregon?
• What are the pros and cons?
• Are they feasible: politically, financially,


programmatically?







How much funding from various stakeholders?


100%Total
Public Health
Government
Consumers
Purchasers
Hospitals and health systems


Other providers (LTC, DME, NPs/PAs, PT, DPM,
DC, pharmacies)


Safety net, community clinics, health departments
Physician practices and medical groups
Health plans – other (SAIF, dental, other)
Health plans – managed care organizations
Health plans – self-insured plans
Health plans - insurance companies


Percentage
Funding


Stakeholder Sectors







Ancillary HIE Services


• Revenue generation opportunities from the core HIE
services could offset parts of the funding gaps


• Once core services are operational it will take time to
build revenues around them


• Additional ancillary services could generate revenues to
minimize or eliminate the funding gap


• What ancillary services should be considered?







Ancillary HIE Services – Some Ideas


• Master provider index services: a central service that offers services
to health plans, hospitals, health systems, and public agencies that
would minimize the costs each organization currently incurs


• Accessing data for HEDIS reporting to minimize costs that health
plans incur in chart audits in provider offices


• Tiered research support services could minimize the high staffing
cost and time to locate, recruit and enroll patients in clinical trials


• Lab results distribution service could minimize the number of
interfaces for labs and perhaps offer standardized coding services


• Shared or pooled development costs for development of common or
reference solutions, interfaces, other tools for multiple Oregon HIOs


• Administrative portal with single sign-on access by providers to
health plans, health insurance exchange







Ancillary HIE Services


• Other ideas ?


• Pros, Cons ?


• Which ideas seem most desirable, feasible ?


• Ranking the options







Summary Recommendations


• Revenue approaches for core central services


• Ancillary services







Next Steps


Next Technology WG meeting:
Thursday, January 6, 2011, 1-5 pm PT
1225 Ferry St SE, Salem OR 97301


Next Finance WG meeting:
Wednesday, January 12, 2011, 1-5 pm PT
Portland State Office Building, Room 1C
800 NE Oregon St, Portland, OR
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Financing Strategies – Other States


17







Financing Methods – Other States
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Spring 2010 updated October 2010
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Maine – Overview
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Colorado – Overview
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Vermont – Overview


22







Vermont (cont.)
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Source: State Health Information Exchange Leadership Forum Webinar Series April 15, 2010
<http://slhie.org/wp-content/uploads/2009/12/Leadership-Forum-Webinar-Financing-4-15-2010_FINAL.pdf> 







Tennessee – Overview
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Health Information Technology Oversight Council 
Joint Finance & Technology Workgroups 


Monday, December 20, 2010, 1-5 pm 
Portland State Office Building, Room 1B 


800 NE Oregon St. 
Portland, Oregon 97232 


 
Advance Discussion Questions 


 
Please review the following questions and be prepared to offer your ideas on how 
we should address the financing of central statewide HIE services. 
 
Background:  We are still gathering information about the implementation and 
operating costs for central statewide HIE services.  Nevertheless it appears that after 
Federal and Medicaid funds are applied, the core central statewide HIE will need 
approximately $2 million per year.    
 


 
Question 1:  What are your recommendations for obtaining or generating the $2 
million in funding per year to finance the core HIE services that would benefit 
Oregonians, local HIOs, providers and payers? 
 
Some ideas might include: 


• Claims tax (0.199% in Vermont, 0.13% Rhode Island = $9.94 per employee per 
year) 


• Allocating thirds to plans, physicians and hospitals with each sector determining 
how to make the sub-allocations (used in Utah and Idaho) 


• Connection fees for hospitals (Nebraska= $18-144K/year by size, BCBSNE 
subsidizes CAHs; South Carolina = $4-65K/year by size) and physicians 
(Nebraska = $120/year) 


• Contribution or assessments based on amounts of incentive payments 
• License fee surcharge to hospital, physician, other providers 


 
What are your suggestions that might work best for Oregon? 
 
 
 
 
 
 
 
 
 
 
 


 







Question 2:  How much of the funding should come from various stakeholder 
sectors?  
Stakeholder Sectors  Percentage 


Funding 
Health plans - insurance companies  
Health plans – self-insured plans  
Health plans – managed care organizations  
Health plans – other (SAIF, dental, other)  
Physician practices and medical groups  
Safety net, community clinics, health departments  
Other providers (LTC, DME, NPs/PAs, PT, DPM, DC, 
pharmacies) 


 


Hospitals and health systems  
Purchasers  
Consumers  
Government  
Public Health  
Total 100% 
 


 
 
Question 3:  Developing additional ancillary HIE services on top of the core 
central HIE services could generate revenues to minimize or eliminate funding 
gaps.  What are your ideas about possible ancillary services? 
 
Some ideas might include: 


• Master provider index services: a central service that offers services to health 
plans, hospitals, health systems, public agencies that would minimize the costs 
that each organization currently incurs. 


• Accessing data for HEDIS reporting to minimize the costs that health plans incur 
in chart audits in provider offices. 


• Tiered research support services that would minimize the high staffing cost and 
time to locate, recruit and enroll patients in clinical trials. 


• Lab results distribution service that could minimize the number of interfaces for 
labs and perhaps offer standardized coding services. 


• Shared or pooled development costs for development of common or reference 
solutions, interfaces, other tools for multiple Oregon HIOs. 


• Administrative portal with single sign-on access by providers to health plans, 
health insurance exchange.  


 
What are your suggestions that might work best for Oregon? 
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Intent of this Document 
The intent of this brief is to provide an history and overview of the technology 
services offering as developed by the HITOC and reviewed by a broad spectrum of 
stakeholders as the minimum services necessary for providers in the state of 
Oregon to meet the Stage 1 Meaningful Use criteria.   


Background 
Oregon began the efforts for the planning of statewide HIE in September 2009.  The 
initial focus of these planning efforts was around the governance of HIE activities 
within the state.  Once an overall governance framework for HIE was developed, 
planning activities turned toward technology and finance.   During February and 
March 2010, the HITOC Strategic Workgroup began examination of the potential 
echnology solutions that would be offered and operated by the State‐Designated t
Entity (SDE). 
 
Throughout the definition and planning process for the Oregon HIE project, there 
has been an ongoing discussion around the technology and business services to be 
offered to HIE Participants.  Much of this discussion has revolved around the 
ervices that are necessary for HIE to occur, i.e., services that without which only 
imited and isolated HIE would occur.   
s
l
 
 
Key Points from Oregon’s Strategic Plan – August 2010 
Taking direction from the HITOC Strategic Workgroup, as well as based on wide 
stakeholder input, Oregon’s Strategic plan comprehended a phased approach to 
services implementation, as well as a prioritization of services within each phase.  
During Phase 1, the SDE would focus on technology and business services that 
adhered to nationally recognized standards and processes, and facilitated 
widespread health information exchange between organizations and providers 
within the state of Oregon.  Medium priority services would be identified as those 
services that provided opportunistic revenue or those deemed of strategic 
mportance for meeting future HIE objectives. Further detail regarding these 
ervices can be found on pages 33‐34 of Oregon’s Strategic Plan. 
i
s
 
 
Since the beginning of the discussion around technology services, the concept of 
indexes (or directories) has been in the forefront of the conversation.  Several 
versions and name for these directories have been used: Master Provider Index, 
Master Patient Index, HIE Participant Directory, Provider Registry, to name a few.  
Specifically, the Oregon Strategic Plan mentions the following, Provider Registry and 







 


HIE Registry.  The intent of these two separate registries was to call out the 
ifference between a registry of those organizations that would participate in HIE 
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HIE Core Services Technology Plan – December 2010 
As part of Oregon’s commitment and as described in the Strategic and Operational 
Plans, the HITOC and staff have adopted a philosophy of “monitor and adapt”.  This 
philosophy has been endorsed and encouraged by the ONC.  As part of this program, 
staff has been actively involved in and monitoring discussions and presentations at 
the regional and national levels, in order to keep abreast of any changes to guidance 
and recommendations.   
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d
and an individual health care provider that would participate in HIE.   
 
As part of this initial discussion of technology services to be offered by the SDE, it 
was recognized that services to insure the security and fidelity of the information to 
e exchanged were necessary.  These Trust Services are necessary for HIE at the b
local and statewide levels. 
 
Additional services that would provide opportunistic revenue or that provided 
strategic advantages for future goals were recognized as a Record Locator Service, 
Patient Lookup Service, bi‐direction Public health reporting and alerting capability, 
quality reporting, and a mechanism for patient/consumer access, such as a service 
o connect with consumer data repositories.   Further detail regarding these services t
can be found on pages 49‐50 of Oregon’s Strategic Plan. 
 
Finally, as directed by ONC HIE PIN‐001 a mechanism for every provider, regardless 
of practice size, location, and affiliation, are required to have at least option in place 
for participating in HIE as part of the Stage 1 Meaningful Use criteria.  Additionally, 
the direction from the ONC strongly recommended that Oregon (and all states and 
territories) provide additional information as to how they were going to address 
certain aspects of NHIN Direct (not called the Direct Project).  To this end, the 
Strategic Workgroup recommended, with additional support provided by the 
Technology and Finance Workgroups, that Push Services be included in the core set 
of services to be offered by the SDE.  These services will include the capability for 
ny provider to send a message containing health care information to any other 


 
a
provider for their reference and use in a clinical or administrative encounter.
 
Outside of the technology services, Oregon’s Strategic Plan contemplates the 
transition from services and programs being operated by OHA to a State‐Designated 
Entity, yet to be named.  This transition will likely result in costs of technology 
transfer, contract transfer, training, and acquisition of staff to ensure the proper 
amount of support necessary for a seamless and transparent transfer of operations.  
urther detail regarding these services can be found on pages 52‐53 of Oregon’s 
trategic Plan. 
F
S
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Most notably, the ONC HIT Policy Committee’s Information Exchange Workgroup 
as been working to provide guidance on policy and implementation of Trust h
Services and directories of health information providers. 
 
ased on this guidance and feedback, the three core HIE services that will be part of 
he initial technology service offering from the SDE are as follows: 
B
t
 
1) Entity­level provider directory 
 
Oregon is following the guidelines and recommendations from the ONC HIT Policy 
ommittee’s Information Exchange Workgroup’s Provider Directory Task Force, C
approved on November 19, 2010.  
 
Key Fu xchanges, both send/receive (i.e., Direct 
Project


nctionality, in support of directed e


• 
) and query/retrieve (i.e., NHIN Exchange) exchanges: 


• 
Basic “discoverability” of an entity 
Basic “discoverability” of an entity’s information exchange capabilities 


• Basic “discoverability” of an entity’s security credentials (e.g., X.509 digital 
certificate) 


• The directory should also support the ability for a given entity to review (and 
formation possibly modify) "their" in


 
Information Stored for an Entity: 


•  other familiar names, physical Demographics, such as legal entity name,


• 
address, and human contact 
Relevant domains and website locations 


• r Supported protocols and standards for information exchange services o
pointers to those data 


• Security credentials (e.g., X.509 digital certificate) or pointers to those 
credentials 


or this service a range of 200 – 5000 entities are anticipated. 
 
F
 
2) Trust Services  
The goal of the Trust Services offering is to provide the necessary framework and 
ontrols for secure information exchange.  The following diagram illustrates a 
ossible model of the business process to be implemented. 
c
p
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Diagram 1: Trust Services Process Model 
 
Ideally, a service or suite of services that can be contracted out or leased (Software‐
as‐a‐Service), not for the state to actually stand up and host the hardware and 
software required for an X.509‐based Certificate Authority.  Preferably, Oregon 
would approve and sign issued certificates, but would not actually create and issue 
he certificates itself.  These certificates will be used for authorization, encryption, 
erification, and non‐repudiation. 
t
v
 
3) Message services  
Message services enable basic, direct transport of health information between HIE 
participants.  Oregon is planning to offer Direct Project HISP services with XD* 
conversion (step‐up/step‐down capabilities) to support directed send/receive 
xchange between entities supporting Simple Health Transport (SMTP‐based) and e
XDR/XDM. 
 
Ore ngo  is planning to implement XD* conversion for two reasons: 


1) Oregon has HIOs and other large entities that have already implemented, are 
in the process of implementing, or are planning to implement NHIN 
CONNECT or other gateways compliant with the NHIN Gateway 
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specifications.  Implementing “step‐up” and “step‐down” will facilitate these 
entities to rapidly begin engaging in statewide HIE. 


2) Supporting “step‐up” and “step‐down” will enable simple interoperability in 
2011 while facilitating HIOs and other institutions to advance their 







 


interoperability capabilities in preparation for Phase 2 of HIE and Stage 2 
Meaningful Use. 


 
 


 
Diagram 2: Health Information Exchange Model  
 


Summary 
Oregon’s technology services approach is in alignment with the goals stated in the 
Strategic and Operational plans and in alignment with additional guidance provided 
by the ONC.  Further, additional stakeholder engagement has provided verification 
that the original approach is directionally correct and that the services that are 
planned to be offered will meet the needs of health information providers. 
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Joint Technology and Finance Workgroup 
Summary Progress Report 


Workgroup Staff: Dave Witter, Carol Robinson, Luke Glowasky, Oliver Droppers, Julie Harrelson, John 
Hall, Mindy Montgomery, Joe Jennings, Tom Wunderlich 
Report Prepared by: Luke Glowasky 
Meeting Date: December 8, 2010 
Primary Meeting Focus: HIE services and technology approach, financing and sustainability approach 
Finance Workgroup Members Present: Vaughn Holbrook (chair), Martin Taylor (vice chair), Erick 
Doolen, Phil Skiba, Adam Nemer, Mark Hetz, Richard Gibson, Susan Otter, Andy Davidson (phone), 
Adam Nemer (phone), Betsy Boyd-Flynn (phone),  
Finance Workgroup Members Absent: John Britton, John Mohlis 
Technology Workgroup Members Present: Brian Ahier (chair), Aaron Karjala (vice chair), John Dunn, 
Kent Achterhof, Leeta Anderson, Mary Moore, Patricia Van Dyke, Paul Matthews, Susan Woods, Ellen 
Larsen (phone), Eric McLaughlin (phone), Hongcheng Zhao (phone), JA Magnuson (phone) 
Technology Workgroup Members Absent:  
Other Attendees: Steve Gordon (HITOC), Bill Hockett (HITOC), Mike Saslow (Consumer Panel) 


Progress Status Summary:  


The goals for this meeting were (1) to provide workgroup members with an update on HIE services 
descriptions and technology approach, (2) review alternative service delivery options and costing 
approach, (3) review preliminary costs and sustainability model, and (4) discuss financing options for 
start-up, value-based, and utility services.  Staff members from the Technology and Finance Workgroups 
led a discussion on the HIE services and technology approach, including detailed descriptions of the core 
HIE services, the technology components associated with each, and implementation options.  Staff 
presented information on the current costing process and sustainability goals for statewide HIE, which led 
into a discussion of potential revenue sources and their relative values. 


Discussion Highlights: 
• HIE services and technology approach: review of updated service descriptions, technology 


approach, and implementation considerations for core statewide HIE services.  The core services 
are: 


o Trust services: authentication services; authenticates identity, security, and integrity of 
data.  Certificate technology: certificates issued to qualified and authorized HIE 
participants; based on X.509 digital certificates; certificates issued by approved 
Certificate Authority (CA) as part of overall Accountability and Oversight process. 


o Registries: Entity-level provider directory (ELPD) and Individual-level provider directory 
(ILPD); based on national standards and recommendations emerging from ONC’s HITPC 
Provider Directory Task Force.  ELPD: for each entity stores demographics (name, 
address, etc.), information exchange services supported, and information about security 
credentials; functionality supported: directed exchanges, and basic “discoverability” of an 
entity, information exchange capabilities, and security credentials.  ILPD: 
recommendations yet to come out of Task Force. 


o Messaging services: enable direct transport of health information from one HIE 
participant to another over the Internet.  Aligns with Simple Health Transport and Direct 
Project standards; supports “step-up” and “step-down” mechanisms for HIE participants 
compliant with NHIN Gateway specifications; SDE acts as central HISP. 


• Implementation options: discussion of potential implementation options and considerations for 
core HIE services. 


o Trust services: Implementation considerations: all HIE participants must have a 
certificate; building/buying and standing up full Certificate Authority (CA) functions is 
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costly; leasing may be more affordable.  Implementation options: (a) SDE/State contracts 
with existing CA to provide service – SDE acts as certificate signer; (b) SDE/State acts as 
CA using purchased/leased capability from vendor; (c) entities and individuals procure 
their own certificates based on standards set forth by SDE/State.   


o Registries: Implementation considerations: number of “entities” in ELPD is based on how 
“entities” are defined – which is not yet determined; for ILPD individual providers will be 
defined using HIPAA/HITECH definition.  Implementation options: (a) SDE/State 
purchases ELPD/ILPD solution from vendor; (b) SDE/State builds ELPD/ILPD solution; 
(c) SDE/State contracts with third-party to lease ELPD/ILPD (Software as a Service). 


o Messaging services: Implementation considerations: all eligible providers need at lease 
one option to meet HIE Meaningful Use requirements – State/SDE would provide 
messaging services to HIOs and any entities or individuals requiring such services.  
Implementation options: (a) SDE/State purchases HISP-supporting software and stands 
up services; (b) SDE/State builds HISP services (potential for open-source system); (c) 
SDE/State contracts HISP services from an existing HISP; (d) SDE/State franchises 
messaging services. 


• Costing: overview of current costing process for HIE services and technology.  Past cost 
estimating experience: Metro Portland HIE planning 2007, SACHIE/Oregon HIE planning Fall 
2009.  Compared to these previous HIE efforts, the current planned central services are 
functionally scaled down.  Next step is to go to vendors and get cost estimates for our package of 
services  


• Sustainability plan model: discussion of how the sustainability plan will look and what 
information it will contain.  The sustainability plan will be a high-level summary of the state’s HIE 
sustainability strategy going out at least five years – more of a planning document than a detailed 
budget document. 


• Preliminary costs: initial cost and revenue estimate tables were presented and discussed.  Point 
raised that the “last mile” setup costs will raise the technology costs significantly.  Suggestion that 
providing project management and technical assistance to help healthcare entities unwrap and 
setup technology needed for HIE will increase the number of entities that join in the early stages. 


• Financing options: discussion of potential sources of revenue for statewide HIE.  Sources 
discussed included: Medicaid match funding, utility-based fees, registration fees for access and 
certificates, subscriptions to tiered levels of service and support, accreditation fees, and 
assessments on each HIE participant.  Concern was voiced over whether the value provided by 
statewide HIE will warrant utility based fees and whether HIOs and health systems will want to 
join if they have to pay multiple fees (e.g. registration and accreditation fees).  Agreement that the 
value of statewide HIE is based on the number of users, so the elimination of barriers to adoption 
in the early stages is a priority. 


 


Meeting Outcomes:  
• The Finance Workgroup members are familiarized with the HIE services descriptions and 


technology approach, initial cost estimates, and potential revenue options for the statewide HIE 
core services. 


• Members requested that the Technology Workgroup be present at the next Finance Workgroup 
meeting. 
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Next Steps:  
The next meeting is on December 20, 2010, and will be a joint meeting of the Finance and Technology 
Workgroups.  The agenda will include reviewing pricing proposals to support the financing plan, financial 
sustainability options, and a discussion of the feasibility of ancillary services and potential revenue 
sources. 


 


Challenges/Opportunities: 
• State HIE services may be replicating the same functionality that vendors are already providing to 


HIOs and health systems, which may reduce the value proposition for “white space” and vendor-
centric EHR systems to participate in statewide HIE. 


• Uncertainties include cost estimates to support projected HIE services, allocation of ONC 
Cooperative Agreement & Medicaid 90/10 funds, timeline for developing services, viability of 
revenue potential for services, and the impact of staffing costs on revenue generation. 


Other Workgroup Interdependencies:  
• HIE Executive Panel feedback on HIE services, discussions, and recommendations will influence 


financing options 
• Technology Workgroup service/technology descriptions for ancillary services will affect cost 


estimates and revenue options. 
 


Public Comment: 
• Mike Saslow: Commented that Oregon statewide HIE is not a popular or known program, and 


involving long-term care more into the planning process will help make the project more visible by 
reducing first and second admissions, and length of stay.  Expressed a desire to get a better feel 
for how much the HIE is going to cost per person, per claim, per provider, etc. 


 
Out of Scope, But Needs Attention:  


• Nothing at this time. 
 


 


HITOC input: None at this time.  
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HITOC HIO Executive Panel 


Summary Progress Report 


Workgroup Staff: Carol Robinson, Chris Coughlin, Tom Wunderlich, Kahreen Tebeau, Dave Witter, John 
Hall, Mindy Montgomery, Joe Jennings, Luke Glowasky 
Report Prepared by: Kahreen Tebeau 
Meeting Date: December 9, 2010 
Primary  Meeting  Focus:  Accountability  &  Oversight  for  HIE  in  Oregon,  including  the  Accreditation 
Program 
Panel Members Present: Brian Ahier, Lisa Ladendorff, Matt Nightingale, Dean Larsen, Mark Hetz, Erez 
Gordin, Bob Adams 
Panel  Members  Absent:  Paul  Matthews,  Laureen  O'Brien,  Brent  Eichman,  Bob  Power,  William 
Winnenberg 
Other Attendees: Christina Grijalva, Patricia Van Dyke, Kent Achteroff, Greg Fraser 
 


Progress Status Summary: The HIO Executive Panel reviewed a draft proposal around an Accountability 
and Oversight system for HIE in Oregon, including the Accreditation Program component, and provided 
feedback and suggested revisions to staff.  
 
Discussion Highlights:  


• Whether entities will need a state‐signed digital certificate in order to participate in HIE in 
Oregon at all, or only to participate in the statewide HIE 


• Which entities could or should fall into each tier of the system, including those that could or 
should be accredited 


• Who will be responsible for the enforcement mechanisms, and how those will be implemented 
• The value of accreditation  
• The costs of implementing the Accountability & Oversight Program, and the cost to entities of 


becoming accredited 
• Potential requirements for the “Registration” tier 
• The timing of developing and implementing the program, vis‐à‐vis the evolution of this 


nationally and the emerging nature of the market 
 


Meeting Outcomes: The Panel provided  the  following  feedback  to staff around  the draft proposal  for 
Accountability & Oversight for HIE in Oregon: 


1. Standards are important‐ we need rules of the road for HIE in Oregon 
2. There needs to be clearer development and definition around the tiers and participants 
3. The value of the accreditation program to the entities that will be accredited needs to be better 


developed/articulated. 
4. The timing and phasing of the program will be critical, as is the need to allow for course 


adjustments as we observe and learn from experiences locally and nationally. 
5. Costs to both the state and to the end users need to be factored in.   
6. It’s essential that the program not act as a hindrance to doing HIE.  


 
Next Steps: The Panel will meet on January 13, 2011, to discuss and provide feedback to HITOC on any 
recommendations made by the workgroups. 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Challenges/Opportunities: To develop an Accountability and Oversight  system that ensures standards 
and  success  for  local  health  information  exchange  efforts,  and  builds  the  trust  of  Oregonians  in 
statewide health information exchange. 
 
Other Workgroup Interdependencies: 


• The Legal and Policy Workgroup, the Accreditation Subcommittee, and the Consumer Advisory 
Panel are each reviewing and providing feedback on the Accountability & Oversight system for 
HIE in Oregon.  
 


Public Comment: Nothing at this meeting. 
 


Out of Scope, But Needs Attention: Nothing at this time. 
 
Recommendations to HITOC: None at this time.  








 


HITOC Legal and Policy Workgroup 


Summary Progress Report 


Workgroup Staff: Chris Coughlin, Julie Harrelson, Kahreen Tebeau, Miles Hochstein, Joe Jennings 
Report Prepared by: Kahreen Tebeau 
Meeting Date: December 13, 2010 
Primary Meeting Focus: Consent policy implementation, and Accountability & Oversight 
Panel Members Present: Bob Thomson, Lynne Shoemaker, Gwen Dayton, Thomas Yackel, Glendora Raby, Anne 
Greer; via phone: Fran Storrs, Shawn Messick, David Greenberg, Christina Grijalva, Gwen Jimenez, BJ Cavnor 
Panel Members Absent: Jon Collins, Joe Greenman 
Other Attendees: Bob Brown 
 
Progress Status Summary:  


• The Legal and Policy Workgroup finalized, with unanimous agreement, their recommendation 
for the operational components of implementing the recommended consent policy for 
disclosure of protected health information (PHI) by means of HIE in Oregon.  


• The Workgroup also provided feedback on a draft proposal for Oregon’s Accountability & 
Oversight system for HIE.  


 
Discussion Highlights:  


• The recommended consent policy and its implementation: 
o Technical questions around if/how opt out could be implemented in some HIE systems 


that currently operate with an auto‐communication function and do not provide an opt 
out option 


o Addressing the potential expansion of categories of specially protected health 
information (SPHI) in Oregon is beyond the scope of this Workgroup. 


o The differing technical capabilities of electronic health record (EHR) systems to parse or 
exclude SPHI, and the likelihood this capability will expand over time 


o The appropriate scope of the use cases to which the recommended consent policy for 
HIE in Oregon should apply (treatment, payment, and/or health care operations) 


o The operational components of implementing the consent policy, including: who should 
be responsible for obtaining consent; what information should be communicated to the 
patient; the method(s) by which a patient could opt out; how the records of patients 
with SPHI could be managed; how often a provider/entity should have to obtain consent 
from the patient; when and how often patients can change their consent preferences; 
and how consent should be managed in situations of medical emergency. 


o (See the Workgroup’s final recommendation around all of the above operational 
components under the section below entitled “Recommendations to HITOC”). 


• Accountability and Oversight system for HIE in Oregon: 
o The logic behind the proposed tiered system for Accountability & Oversight, how many 


tiers are appropriate, how the entities within the tiers should be defined, and the value 
of the system to participants. 


 
Meeting Outcomes: 


• The Workgroup members voted unanimous approval of a recommendation to HITOC for the 
operational components of implementing a consent policy for the disclosure of electronic PHI 
via HIE. 
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• The Workgroup provided feedback around a draft proposal for Accountability & Oversight for 
HIE in Oregon. 


 
Next Steps: The next Legal and Policy Workgroup Meeting will be held on January 19, 2011. Discussion 
topics will  include developing a  common data use and  reciprocal  sharing agreement  (DURSA)  for HIE 
participants in Oregon. 
 
Challenges/Opportunities: Understanding the value and necessity of the Accountability & Oversight 
system  is challenging without more background  information around  the  issues being discussed  in  the 
Finance and Technology Workgroups, which are in part helping to define and clarify these issues.  
 
Other Workgroup  Interdependencies:  The Technology  and  Finance Workgroups will evaluate  any 
implications  related  to  the  Legal  and  Policy  Workgroup’s  recommendation  around  the  operational 
components of implementing the consent policy for HIE.  


 
Public Comment:  


• Mike Saslow: Prefers that members of the public be given the opportunity to provide public 
comment after each topic and before the Workgroup makes any decisions. Also, the issue of 
proxies to give consent on behalf of a vulnerable patient (for example, a minor, or a cognitively 
or physically disabled person), and the general issues of powers of attorney, health power of 
attorney, and legal guardianship all need to be addressed and communicated to the patient in 
implementing the consent policy for HIE, as they do in the larger healthcare arena.  
 


Out of Scope, But Needs Attention:   Nothing at this time. 
 
Recommendations to HITOC: 


1. Recommended consent policy: Opt out with Exceptions (existing federal and state law 
exceptions only): 


o Definition: Patients are all “in” (except those with specially protected health 
information, or SPHI) until they explicitly choose to be out (until they “opt out”).  


o SPHI is defined as only those types of protected health data which, by state or federal 
law, require explicit authorization from the patient to disclose for the purposes of 
treatment, payment, or healthcare operations. SPHI is not defined here to include those 
types of health data which are not specially protected by law, but which may be 
culturally defined as “sensitive”. 


o If a patient does not opt out, then they are allowing that individual provider to disclose 
their protected health information (PHI) via HIE. 


2. Recommendation for implementing the above consent policy: 
*NOTE: This recommendation was approved, but the specific language should be considered 
preliminary until it is reviewed by the Legal and Policy Workgroup members.   
 
Enhancing the patient’s experience and quality of care, improving population health and 
controlling costs are primary goals of health information exchange and the Oregon Health 
Authority’s Triple Aim, and as such, this recommendation and any further work done pursuant 
to this recommendation around implementing the operational components of a consent policy 
for HIE in Oregon should align with these goals.  
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1. A patient’s consent to disclose their PHI via HIE will be obtained by the entity at which his or 
her provider practices, at or before the patient’s first visit to that provider’s office. 


2. The entity will use standard consent/opt out language (to be developed, see bullet 3 below), 
which will explain in accessible, culturally appropriate language: 


a. That the patient’s PHI will be shared for the purposes of treatment, payment, and 
healthcare operations, by means of HIE, and what HIE is; 


b. That the patient has a right to opt out (to choose not to have their PHI shared via 
HIE), but that it may still be shared for these purposes by other means (fax, paper, 
phone, etc.); 


c. The benefits and risks of participating in health information exchange, and the 
potential implications of opting out;  


d. The method by which the patient may opt out, which may include a specific record 
of legal acknowledgement (such as a paper or digital signature) that the patient has 
opted out; 


e. That certain information (SPHI), in certain cases, can be specially protected by law, 
and that the provider may need the patient’s authorization to disclose it; and 


f. That if the patient has any questions or concerns regarding the disclosure of their 
PHI via HIE, he or she can contact a specified person (such as the entity’s privacy 
officer), whose contact information will be provided. 


3. The above information will be shared with the patient at or before his or her first visit to a 
new provider/entity, and will also be required to be posted in a visible location in the 
provider’s office. 


4. This standardized consent/opt out language will be developed at the state level through a 
public rulemaking process. 


5. If the patient does not opt out, then that entity is authorized to disclose his or her PHI via 
HIE (the entity is authorized to “push” the information to another party). The default status 
for a new patient is that he/she has not opted out. Their PHI will be exchanged via HIE 
unless and until they choose to opt out. 


6. If the technology is not available to exclude any and all SPHI from the transmission of the 
patient’s record via HIE, then even if a patient who has SPHI does not opt out, their record 
will not be exchanged via HIE without explicit affirmative authorization from the patient.  


7. Research and analysis will be performed to determine the specific requirements in existing 
law around authorization to disclose SPHI, and to determine if and how appropriate 
authorizations could be obtained so that the records of patients with SPHI could be included 
in HIE.  


8. Patients may change their consent directives at any time, by making the request through 
their provider.  


9. The potential option of centralized consent management, such as through a similar 
technology to the POLST registry, will be explored, if and when it is deemed desirable and 
necessary. 
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Outstanding questions not addressed in the above proposal: 
1. For which providers/entities this consent policy will be required, although there is some 


assumption that if it is developed through a rulemaking process, it would be likely that all 
providers/entities would be required to follow it 


2. Whether a patient’s consent is required to disclose his or her PHI in the case of medical 
emergency (i.e. if a patient opts out, will their PHI be made available in the case of medical 
emergency, or not?). The Workgroup agreed that this policy needs to be addressed and 
communicated to patients along with the other initial information regarding consent and 
the opt out policy.  





