Health Information Technology Oversight Council
Finance Workgroup
Tuesday, October 19, 2010
1-5pm
1225 Ferry St SE, Mt Jefferson Room
Salem OR 97301
Meeting Agenda

Meeting Outcomes

1:00 pm
1:10 pm

1:20 pm

2:00 pm
2:30 pm
3:00 pm
3:10 pm
3:45 pm
4:30 pm
4:40 pm
4:45 pm
4:55 pm

5:00 pm

Understanding of the scope and role of the workgroup & timetable

Common grounding on finance issues, value-based services vs. utility services
Understanding of sustainable financing goals, options, issues

TBD

Opening and introductions — Vaughn Holbrook/Martin Taylor
Meeting outcomes — Carol Robinson

Review workgroup scope/role and level set — Dave Witter

e Review financing section of strategic & operational plans
e Workgroup goals and timelines

e Workgroup schedule and objectives for next 3-4 months

Review Value Proposition document — Dave Witter

Broader framework of financing issues — Dave Witter

Break

Discussion of Vest and Gamm article — Greg Fraser

Discussion of other state financial plans and revenue strategies
Review inputs from the and Legal/Policy and Technology Workgroup
Accreditation Subcommittee — Carol Robinson

Public Comment

Preview of next meeting

Close




HITOC Finance Workgroup

October 19, 2010
1—-5pm
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Agenda

* Recap workgroup role in the planning process

 Review and orientation of strategic and operational plans
« Timeline of workgroup activities

 Review materials completed to date

* Discuss financing needs, options, & issues

 Review inputs from the Technology and Legal/Policy
Workgroups

e Administrative items
e Closing

Health
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Outcomes

* Understanding of the scope and role of the workgroup &
timetable

« Common grounding on finance issues, value
propositions, value-based services vs. utility services

e Understanding of sustainable financing goals, options,
ISsues

Health
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Core Components of Oregon'’s
HIE Strategic Plan

e Incremental Phased Approach

o Support Local Health Information
Organizations

« Light Central Services
e Standards & Accreditation

e Role of State
— Communicate
— Coordinate
— Faclilitate (evolving through the phases)
— QOversight

| J! | Oregon
— Risk Mitigation and Coverage of Gaps H lth
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Oregon HIE Landscape

i e

Office for Oregon Haa hPLnd Research

- Oregon Health Information Exchange Efiorts

&
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HIE Services and Technology
Overview
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HIE Technology Architecture

Registries Public Health
Immunizations Labs

State Agency
HIO

MMIS

Provider | Other
Registry Services
Pseudo HIO

Practices in Areas
With No HIO

a’a il
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HIE Core Services

Provider Directory

— A directory of qualified health care providers within the state of
Oregon

HIE Participant Directory

— A directory of qualified HIE Participants, may be within the state or
other participants that have met the qualification criteria

Trust Services
— Services that verify and authentication HIE Participants

Push Services
— Services that allow for health information to be transmitted to a

qualified health care provider
| I Oregon lth
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Potential HIE Ancillary Services

 PHR Data Export Capability
 Record/Patient Lookup Service
e Quality Reporting

e Public Health Reporting
 NHIN Gateway

 Record Access Audit
 Pseudo-HIO services

Health
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Key Concepts of the HIE Technology
Strategy

Leveraging existing efforts and investments
Allowing the marketplace to evolve
Facilitating HIE using centralized services

Taking a federated approach to statewide technology
architecture

Using national and industry standards whenever
possible and practical

Approaching the definition and delivery of services

Incrementally and iteratively
| I Oregon lth
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HIE Technical Architecture

HIE Standards

\ / B statewide
. T M Hi0-Proprietary
HIE Participant 4—»‘ HIE Participant AN Ecirags

HIE Participant /
HIO ‘/ NHIN

HIE Participant ~ <—>{ Participant Exchange

Y  / f

Central HIE Services

Core Services

| HIE Participant 4—»‘ HIE Participant

A

HIE Participant

) Push Services Provider Registry ’ HIE Registry ) Trust Services
Potential Additional Services
Record/Patient Public ; NHIN
Lookup Health ‘ Quality ‘ PHR Local HIO ‘ Gateway
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HITOC Workgroups & Advisory Panels

GROUP TYPE RESPONSIBILITY

Technology e Accreditation and Standards
Workgroup « Definition of HIE Services

e Confirm HIE Services requirements and specifications
Finance e Financial Sustainability Plan for HIE Services
Workgroup e 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

HI1O 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

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

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

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

Autl 10rity
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Finance Workgroup Charter

Provide input for statewide HIE financing goals based on
the Strategic and Operational Plans

— Financial sustainability plan

— Phase 1 deliverables and objectives

— Other projects as needed

Provide input from members for any interdisciplinary
subcommittees as needed

Provide input to inform potential directional changes

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

Establish task-based subcommittees as needed

Health
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Fall

2010 Finance WG Objectives

 Input for development of a financial sustainability plan

Prioritize issues to be addressed in sustainability plan

Feasibility of financing options list for start-up, value and utility
services

Prioritized working list of HIE services for planning
Input will inform HITOC for development of the plan
HITOC will review and decide on the direction and scope of the plan

State resources will craft and release the plan

 Review impacts of financing plan on Legislative
proposals

* Provide feedback to the Technology and Legal and

Policy Workgroups, as needed HOreu(m 1 th

14
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Strategic Plan — Finance Section Review

Potential economic benefits of HIE:
* Improved coordination, continuity and quality of care,

 Reduced costs from unnecessary/avoidable services
due to missing information, and

* Improved efficiencies for physicians, hospitals, health
plans, and patients

Health
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Strategic Plan — Finance Section Review

» Issues related to startup financing
— HIE Cooperative Agreement
— Other sources to be identified

* |ssues related to paying for sustainable ongoing
operations

— Value based services
e Grow them over time

— Ultility services

Health
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Strategic Plan — Finance Section Review

Financing Plan Goals

Design financing mechanisms that

— Incentivize and accelerate adoption of EHR and HIE services
that maximize attainment of meaningful use

— Recognize the equitable distribution of costs and benefits among
various stakeholders

— Are sustainable into the future

— Recognize financing of the wide spectrum of service needs
iIncluding connectivity and services to other states and nationally

Health
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Strategic Plan — Finance Section Review

Creating Revenue Streams from Value Propositions

e HIE services typically a mix of two service types:

1. Service components that offer a strong direct value proposition to
one or more segments of participants. These services can be
supported through revenue streams such as transactions fees,
service subscriptions and similar mechanisms

2. Service components that offer indirect or broad-based value
propositions to community as a whole. Often do not directly lend
themselves to financing from fees and subscription revenue streams.
Financing mechanisms such as grants, stakeholder contributions or
assessments and tax revenues may be needed to meet these

financing needs.
| I Oregon lth
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Strategic Plan — Finance Section Review

Financing Plan Goals

« Use service fees (transaction fees, subscriptions,
participation fees) related to value propositions for the
HIE services where possible

 Examples:
— Accreditation fees
— Master patient index subscriptions
— Lab orders/reports processing fees
— Analytic/reporting services
— What else?

Health
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Strategic Plan — Finance Section Review

Financing Plan Goals

e Use broad-based assessments to finance HIE services
that broadly benefit the community (i.e. utility services)

only to extent that services fee mechanisms are not
feasible or equitable

 Examples:

— Master provider index
— Record locator service
— Patient locator
— Trust services

Health
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Strategic Plan — Finance Section Review

Potential HIE Financing Sources

ARRA HIE Cooperative Agreement for $8.58 million over four
years.

Medicaid’s “fair share” of HIE technology & administration
[~39%]

Stakeholder financing from health plans, employers and other
purchasers and providers

Participation and service revenues related to state-level
services and operations

Development of HIE-related services that generate add-on
revenues beyond the core services

Other financing mechanisms such as grants, stakeholder
contributions or assessments and tax revenues

Health
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Strategic Plan — Finance Section Review

* Financing Sustainability Plan Update

— Financial sustainability plan will be annually updated each February
and submitted to ONC during the cooperative agreement

— Initial sustainability plan due Feb 2011

 Initial sustainability plan goal: demonstrate sustainability
beyond the cooperative agreement
— Annual updates each February

Health
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Rough Numbers

Wild Guesses about the range and magnitude
of Statewide central HIE costs & financing needs

Health






Wild Guess: Low End Central Service Costs

Estimated Costs in HITOC presentation, August 2010

Statewide HIE Services: Major During ONC Cooperative Agreement Post-ONC
Program Components
Phase 1 — Phase 2 — Phase 2 — Total 2014 &
2011 2012 2013 beyond
SDE Operations/Govern. 191K 920K 920K 2,031K Not estimated
Tech-Central Services 5,000K 1,000K 1,000K 7,000K Not estimated

Tech-Service Expansions

Not estimated

Not estimated

Not estimated

Not estimated

Tech-Pseudo-local HIO

Not estimated

Not estimated

Not estimated

Not estimated

Not estimated

Accelerated Tech Implementations

Not estimated

Not estimated

Not estimated

Not estimated

Not estimated

Accreditation Program

100K

100K

100K

300K

Not estimated

Total

5,291K

2,020K

2,020K

9,331K

Not estimated

Excludes: HITOC and ONC Cooperative Agreement planning, coordination and administrative costs.
Excludes: provider/participant costs (e.g., hardware, software, implementation, communications,

connectivity, operations, training, workflow re-design).
Assumes: consent policy with low technology impact, limited economies of scale, no leveraging.
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Wild Guess: High End Central Service Costs
Latest Guess, October 2010

Statewide HIE Services: Major During ONC Cooperative Agreement Post-ONC
Program Components
Phase 1 — Phase 2 — Phase 2 — Total 2014 & beyond
2011 2012 2013
SDE Operations/Govern. 250K 1,500K 1,500K 3,250K 1,500K
Tech-Central Services 6,600K 2,700K 2,700K 12,200K 2,700K
Tech-Service Expansions 250K 250K 500K 600K
Tech-Pseudo-local HIO 2,000K 500K 500K 3,000K 600K
Accelerated Tech Implementations 1,000K 500K 200K 1,700K 200K
Accreditation Program 100K 100K 100K 300K 100K
Total 9,950K 5,550K 5,250K 20,950K 5,700K

Excludes: HITOC and ONC Cooperative Agreement planning, coordination and administrative costs.
Excludes: provider/participant costs (e.g., hardware, software, implementation, communications,
connectivity, operations, training, workflow re-design).

Assumes: consent policy with low technology impact, limited economies of scale, no leveraging.
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Rough Financing Needs - Guesses

* First 3 years: start-up, initial operations
— Total Costs: $10-20 million over 3 years

— Possible funding sources
e ONC Cooperative Agreement (after HIE planning/other costs)
* Medicaid allocated costs basis: ~ 39%
e Philanthropy
e Other governmental program cost allocations
e Service revenues (minimal in first three years)
e Appropriations (unlikely)
e Assessments (providers, payers, others)

 Ongoing — 2014 and next few years
— Total Costs: $3-6 million per year
— Value based services: maybe 33%, goal 50%
— Utility-based services: likely 67%

Health
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HITOC Workgroup Timeline

Oregon Legislative Session
June 2011

Sept. 2010 Oct. 2010 Nov. 2010 Dec. 2010 Jan. 2071
/2910 November 2010 December 2010  January 2010 February 2011 June 2011
Workgroup Consent Policy HIE Financing HIE Sustainability Final HIE Budget Technology
Orientation Recomm. due to Recomm. due to Recomm. due to due to ONC Contract
and HIO Panel HITOC HITOC HITOC March 2011 Awarded
Kickoft Technology
RFP
Released

Define HIE Core Services List ]

Define HIE Ancillary Services List

Tech nolugy Technology Standards IF’SEudﬂ-HID Services

Interstate HIE Considerations

Review HIE Core Services List

. Review HIE Ancillary Services List Review Financing Options
Finance —[
Develop Financing Priorities | Develop Sustainable Bus. Plan

Develop Five-Year Budget -

Develop Consent Model

Legal and Privacy and Security Standards
PO'IC}' Maonitoring and Enforcement
Inter and intra-state DURSASs
Accreditation
. Develop HIO Accreditation Program
Subcommittee

Authority
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Oregon Phasing

 Phase 1. September 2010 — December 2011

— Technology RFP, acquisition, implement

— Implement push to support meaningful use

— Legislative: consent, SDE, sustainability, other
— Establish SDE

 Phase 2: January 2012 —

— SDE operational
— Stabilize push and central services

 Phase 2: Ongoing, in alignment with Stage 2&3

Meaningful Use rules
— Support push and pull services
— Expand ancillary services and revenues

He
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HIE Value Propositions

 The widespread adoption and use of HIE services
provides benefits and value to all health care stakeholder
segments

Improved continuity & quality

Patient safety improvements with better information at point of care

Reduced duplication of services: health plans & patients

Better information to assist in consumer health care choices

Improved efficiencies
Competing on quality, EHRs, services

He
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HIE Value Propositions — Examples

Stakeholder

Patients

Employers

Health Plans

Hospitals

Providers

Public Health

Reduced cost of care due to duplicative tests

Improved efficiency and safety of care due to information sharing between providers and
institutions

Better care and quality of health and life

Reduced costs and productivity loss related to avoided services
Improved continuity of care reduces longer-term health care costs

Savings from services avoided due to information available at the time of service
Savings from increased use of standardized electronic transactions

Access to prior medical history data from other sources
Savings on uncompensated care related to unnecessary or avoidable services
Achieve meaningful use and maximize incentive payments

Access to prior medical history data from other sources

Achieve meaningful use and maximize incentive payments

Improved efficiency of care due to information sharing between providers and institutions
Better care and care coordination and chronic disease management

Improved reporting rates and alerting
Improved care coordination and immunization rates will improve population health

Health
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Potential Avoided Service Savings by

Savings Category

Estimated Community-wide Savings for Widespread Use of HIE

Services in Oregon by Savings Category

Oregon Total (000s)

SMITH: Avoided Services Ambulatory Care Settings Low Med High
Avoidable Visits Caused by Missing Information $9.911.2 $9.911.2 $9.911.2
Avoidable Laboratory Tests due to Missing Information $8,159.4 $8,159.4
Avoidable Imaging Studies due to Missing Information $23,980.5 $23,980.5
SMITH: Avoided Emergency Room Related Services
. . . ) $1,665.8 $1,665.8
Avoidable Admissions Caused by Missing Information $1.,665.8
Avoidable Laboratory Tests due to Missing Information $3.064.0
Avoidable Imaging Studies due to Missing Information $8,956.0
CITL - HIE&I
Savings from Avoidable Outpatient Imaging Studies $44,302.9
RAND
Savings from Avoidable Outpatient Laboratory Tests $34,813.5
OVERHAGE
Reduced Emergency Room Costs - Visits Leading to
Inpatient Admissions $12,791.3
Reduced Emergency Room Costs - Outpatient Visits $9,237.6
Total Estimated Avoided Services Savings $55,737.0 $65,745.9 $90,693.3
= Authority
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Potential Productivity Savings by
Savings Category

PRODUCTIVITY SAVINGS (SMITH) Oregon Total (000s)
Productivity Improvements in Ambulatory Care Low Med High
Physician/Staff Productivity Loss Looking for Information $6,745.2 $6,745.2 $6,745.2
Physician Productivity Impact - Repeated Work $17,588.4 $17,588.4 $17,588.4
Productivity Improvements in Emergency Room
Physician/Staff Productivity Loss Looking for Information $2,500.6 $2,500.6 $2,500.6
Physician Productivity Impact - Repeated Work $6,457.2 $6,457.2 $6,457.2
Total Estimated Productivity Savings $33,331.5 $33,331.5 $33,331.5
Total Estimated Avoided Services Savings $55,737.0 $65,745.9 $90,693.3
Total Estimated Productivity Savings $33,331.5 $33,331.5 $33,331.5
Total Estimated Savings $89,068.5 $99,077.3 $124,024.8
| ‘ OI”E‘,UOI] lt |
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Potential Avoided Service and
Productivity Savings

 The benefits of avoided services accrue to
— Health plans that would otherwise pay for services,
— Patients for co-insurance and deductibles, and
— Providers that provide services to uninsured patients

He
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Estimated Annual Avoided Service
Savings by Payer Category

Range of Savings by Payer Category (dollars

Payer Category in 000s)

Low Med High
Other Plan Payers (1) $33,263 SSBATT $54,673
Medicare $15,711 $eRaet 524,548
Medicaid $2,922 sale $5,163
Kaiser $263 330 $628
Uninsured $3,578 35107 $5,682
Total Estimated Annual Savings $55,737 ¥6,748 $90,693

(1) Includes insurance plans and self-insured plans as well as VA and some other residual categories

HOregon l th
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Other Savings Areas

e Other notable potential savings areas not assessed in
this savings analysis

— The impact of medication list and history availability, overall

Administration simplification savings Oregon
e What's missing? | I lth

prescription drug use, generic substitution, reductions in adverse drug
events (ADEs) and reductions in overall medical errors.

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

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

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

35
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ARRA Medicare & Medicaid Incentive
Payments

e Under the American Recovery and Reinvestment Act (ARRA) and
its HITECH provisions, hospitals and eligible professionals
demonstrating meaningful use of a certified EHR system can receive
Incentive payments.

e Among other things, the criteria for meaningful use includes the
“capability to exchange key clinical information among providers of
care and patient authorized entities electronically”.

Health
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Hospital Incentive Payments

« Hospitals may receive payments from both Medicaid and Medicaid

 The potential payments for Oregon hospitals if they demonstrate
meaningful use starting in 2011, 2012, 2013, or 2014 based on
calendar year 2009 data:

Oregon Hospitals Medicare First Medicaid First Potential Medicare Potential Medicaid
Year Potential Year Potential Incentive Incentive
Incentive Incentive Payments Payments over 4
Payments Payments over 4 yrs yrs
(000s) (000s) (000s) (000s)

33 PPS Hospitals $57,254 $143,136

39 PPS Hospitals with >10% Medicaid $18,583 $46,459

discharges

. . 5 ——

3_PPS Hospitals with < 10% Medicaid $ 641 $1.603

discharges

25 Critical Access Hospitals (2) Unknown Unknown

19 Critical Access Hospitals with

>10% Medicaid discharges B ST

6 Critical Access Hospitals with <10%

Medicaid discharges in CY2009 e RO

Total Potential Incentive Payments

for all 58 hospitals including those $57,254 $25,886 $143,136 $64,718

ineligible for Medicaid

Total Potential Incentive Payments

for 49 eligible hospitals $57,254 $24,442 $143,136 $61,106

Potential: >$190 million HOrern lth
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Eligible Professionals Incentive Payments

» Eligible professionals (physicians and some other clinicians) may
receive incentive payments from either Medicare or Medicaid.

e For Medicaid: must meet thresholds

Estimated Percentage of Oregon Physicians Potentially Eligible for Incentive Payments

% of Physicians with Sufficient Volume (1)

Private Clinic or Community & Public Al-rlr?sgllg?cl)-rbaézcrie
Office Health Clinics rory
Clinics

OPWS responses (2) n=1,831 1,515 130 186
Physician Eligibility Categories
Medicare (>10% of patients) (3) 72.1% 48.5% 75.8%
Medicaid (>30% of patients, other than pediatricians) 6.3% 93.8% 74.2%
Medicaid (>20% of patients for pediatricians) 58.4%
Comblr_lefd Medicaid (pediatricians & non 12.9% . 24.2%
pediatricians)
Either Medicare or Medicaid 80.7% 97.7% 95.7%

Or t‘U()]]
Potential: >$135 million [3000 EPS] lth

Authority
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Broader Framework of Financing Issues

 PIN (ONC Program Information Notices)

« PAPD (Medicaid HIT planning)

 Medical Loss Ratio inclusions

e Community Benefit

« Medicaid participation — allocated cost basis
 Pseudo HIO

e Optimizing funds

Health
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Break
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Persistent Challenges and New Strategies

e Vest & Gamm article JAMIA 2010

« “Health information exchange: persistent challenges and
new strategies”

o Greg Fraser MD, HITOC member

— Article overview
— Discussion

Health
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Financing Strategies — Other States

Health






Current landscape of HIE infrastructure development

CA ; TN
Cal- cCO FL IN MA ME : RI eH uT
RHIO CO-RHIO FHIMN IHIE MeHI HIN iRI{JI Council UHIN
Statewide
reon Y v v X v v v v
index
Statewide
rd [
o BV A A AV AR A A R A R 4
service
Statewide
aste
plr:;fsici;n ‘/ \/ x \/ \/ \/ \/ x \/
index

- X X v v v v 4 X X

/ In place or planned K MNo current plans

Source: Foundation of Research and Education of American Health information Management Association, State-level Health Information Exchange,
Final Fteporl Pan um: Halarmka, J, ef af, JAMIA 12 (G): 595-501 (2005), RICH
| Business case JBDw WAL ppl Tiie Boston Consurting Group
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Vermont — Overview

+ Jul 2005: Vermont Information Technology Leaders, Inc., (VITL) founded as a nonprofit, public-
private partnership

= 2007: EHR Pilot project launched

+ 2008: State tax approved

+ VITL received $2.1 million from the state in start-up funds, $500K from the Community Grant
Foundation of the Vermont Association of Hospitals and Health Systems, and other revenues
from contracts with data services (VT Department of Health, and, potentially other government
agencies, providers, insurers, or employers for data on quality and outcomes)

« $1 million in private donations (BCBSVT, CIGNA, MVP Health Care, the Office of Vermont Health
Access, and the Comm. Grant Foundation of the VT Assn of Hospitals and Health Systems) for
an EHR pilot project that sought to provide support for 18 FTEs (up to $45,000/physician)

+ Quarterly tax (first payment due Oct 1 2008) from payers will raise $32 million over 7 years to
fund EHR implementations; payer's choice of 20 bps on all claims of VT residents in previous
quarter, or fee based on share of overall claims in last year.

+ Electronic medication history delivered to emergency departments

+ For physicians with EHRs, connectivity for lab results from hospitals (3 live, 2 more planned)

+ Pilot project supports up to 18 physician FTEs' adoption of pre-screened CCHIT-compliant EHRs
+ New payers' tax payments will fund, initially, 300 unaffiliated independent PCPs

Chronology

Funding

Organizational State government, providers, payers, consumer advocates, hospital association have supported
involvement efforts financially and with board membership

Distinctive + Advocates from VITL overcame gubernatorial opposition to achieve overwhelming legislative
factors shriizs

Source: hitp.www villnet; htp Uhealihcare zdned. comTp=a43 | hipMwww, vitl nelnighl. php/ped6isid!/50; hitp s govhealthil. comionline/news 3504611, himd

Tue Boston ConsurTinG GrROUP 104
| I Oregon l t I
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Vermont (cont.)

Statewide HIE: Vermont Information Technology Leaders

HIE Services:

« Laboratory connectivity service
- Chronic disease data service

« Medication history data service
+ Radiology connectivity service (Planned) Vermont
« Continuity of Care Document exchange service (Planned)

Financing Strategies:
« Began with support from a legislative appropriation and a commitment by medication history client
to pay transactional fees

+ The revenue model evolved when the Vermont Department of Health agreed to pay a monthly
subscription fee to support the development of chronic disease data services to support its
Blueprint for Health initiative

« With support from the legislature and administration the Health IT Fund was created using a 0.199
percent fee on all medical claims. When estimating the need for funding, VITL analyzed cost of
operating the HIE, building /maintaining interfaces, and providing EHR implementation grants to
122 independent primary care practices. This funding greatly reduced ongoing legislative
appropriations for VITL.

+ Additionally, VITL received additional grant funding for HISPC and other initiatives.

Source: State Health Information Exchange Leadership Forum Webinar Series April 15, 2010 OT GU(JI]
<http://slhie.org/wp-content/uploads/2009/12/Leadership-Forum-Webinar-Financing-4-15-2010_FINAL.pdf>
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Tennessee — Qverview

= Apr 2006: Governor creates, by executive order, an eHealth Council to, among other tasks,
advise on "overall strategy for the adoption and use of [EMRs] and create a plan to promote their
use by all healthcare stakeholders”

= Jan 2008: Implementation begins for conneclivity and ePrescribing initiatives

Chronology

+ $13.8 mm from Tennessee General Assembly for broadband connectivity

= $7.998 mm from FCC, $1.6 mm from Health Resources Service Agency, and $670K from
Medicaid Transformation grant, totaling $10.25 mm from federal sources for connectivity

+ Potentially other sources for ePrescribing support

« Approach emphasizes incremental process, so initial scope is ePrescribing
«  Administrative transactions, structured notes, full EHR/EMR/PHR implementation, and HIE
development represent planned steps to follow

. : + State government through eHealth council and broadband connectivity program
O IGELTFENLEIM < BCBS of TN through subsidiary, SharedHealth

involvement = Several established HIE/RHIOs: CareSpark (NHIN grant recipient); MidSouth eHealth Alliance
(=1 million unigue patients); SharedHealth (=2 million patients)

. = = Strong, sustained support from Gov. Phil Bredesen, a former managed care executive who took
Distinctive control of TennCare, the state's Medicaid-expansion program

factors = Ability to provide dedicated, preferred broadband through pre-existing state resource, the TNII,
that now also provides HIPAA-complaint authentication

Sourca: hitpiwww. lennessesanytime.org/governondboul.do | hitpoiwsw. managedcanemg comdarchivesOS080508.0mr_lite. himi; hitpfiwaew. tennesseaanytime.ongrabealth’ : Tenn eHealth
Advioary Counci, Pmnﬂopﬂ & Anafysis, June 2006 | hifp.ffews. lennesseeanytime. healthonder htmi
The Boston CoxsurTing GRoUue 85

Health
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Colorado — Overview

+ 2004: Colorado Health Information Exchange organized (predecessor organization)
= Mar 2007: CORHIO incorporated as a non-profit organization

Chronology

+ AHRQ demonstration program ($5 mm) and other contracts for development

= Some state funds from a tobacco tax have supported decision support development

= Significant private grant funds from Foundation for eHealth Initiative, Robert Wood Johnson
Foundation and others

« Federated data structure for an HIE, in which data "lives® at its own point of origin

* Messages are encoded in HL7 2.3.1, but CORHIO can also accept XML formatted HL7
messages using an internally developed interface tool

* Working with vendor HEALTH Language to develop a Common Vocabulary Engine to enable
normalizing message contents

* Maintains significant central hardware, telecom, and staff resources

+ Also developing a rules engine (for decision support) and a master patient index (MPI) software

* Model envisions "partner entities,” i.e., community-level organizations like a dues-paying regional
node, a provider coalition, a private network, that make requests of central services, including the
MFI to identify, request, and receive secure messages

+ Makes use of browser-based display

Organizational i Kaiser Permanente of Colorado, University of Colorado Health Sciences Center, Denver Health,
; The Children's Hospital, University of Colorado Hospital, United Healthcare, CO Department of
involvement Public Health and Environment, and a family care practice have all supported CORHIO

Distinctive
factors

Source: hitpohealthit. ahrg gov/portalisercer, ptTopen=514LobjiD=55862 &mode =24 holderDisplayLRL =hitp: prodpontali ahrg gov, TOBTpublishedcontentipubishicommunitiesa_of

+ Unusual technical focus on standards may reflect relatively late start in development

ahig_funded_projectaissd_projectaiprojectalealorada, Rt | hnp:.'hmw.mm.u%ﬁ.{bmﬂEDRﬂIGmeMgﬂQMiﬁMhWﬂMault.agp.:
— . HAL e The Boston Consurmin: Group
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Maine — Overview

Chronology

Funding

Organizational
involvement

Distinctive
factors

+ 2006: Monprofit, public-private partnership HealthinfoNet founded

2007: Vendor, 3M Health Information Systems (with Orion Health), announced for HIE

= 2008: Implementation began on February 1st

Total of 54 million

= 51.1 million from major state provider organizations
+ 52 million from Maine Health Access Foundation

Additional grants from state and federal initiatives

= 15 hospitals with 2,000 healthcare providers (representing more than 1/3 of practicing physicians

statewide) will be joined in a health information exchange

« Data "to be drawn from" EMRs already in place
« Opt-out approach for patient participation

+ Maine Center for Disease Control and Prevention part of pilot project, as it develops a statewide

public health information system

» Provider participants include 4 larger health delivery systems, a rural hospital, and a multi-site

primary care group practice

= Separate, long-term initiative centered around a technology fund has been recommended to

focus on fostering EMR adoption going forward in addition to HIE construction

Sowee hlmmmng hhpﬂ‘mhmlmwanm comstory. cma Fid=B452H ; hip-iwwew Ninfonet org/lestmastingsHeatthinfohet_MestingRepon20080926_draft pal
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Financing Methods — Other States

Bond or
Special
Purpose
Funds
California X
Colorado
Minnesota
Missouri
New Jersey X

New Mexico
Pennsylvania
South Carolina
Tennessee

Vermont

Subscriber Provider

Fees Fees

X X

X X

X X
X

X

X

X

X X

X X

Grants or Payor State
Donations Assessment Levies

X X X
X
X
X X
X
X
X
X X

Spring 2010 updated October 2010

User Initial

Transaction Connection
Fees Fee
X
X
X
X
X
X

Claims
Tax

Or t‘U()]] lth
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Discussion Questions

* Financing options for Oregon?
— Filling the start-up gap
— Utility service financing
— Growing revenues over time

« What's fair and equitable?

He

Oregon l th
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Administrative ltems to Address

o Selection of Accreditation Subcommittee members
* Report to HITOC at November Meeting

e Public Testimony

e Meeting Critique

Health
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Next Steps

* Next Finance WG meeting:
Wednesday, November 10, 2010
1-5pm PT

1225 Ferry Street

Mt. Jefferson Room

Salem, OR

Next Meeting: Financing options: feasibility, criteria and

Initlal recommendations
| I Oregon lth

Author ity
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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 I1zen, 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:
e Review of charter, meeting schedule and work plan, and brief review of strategic plan finance section

e 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

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

o Acknowledgement of the complexity and importance of interdependencies.

o0 Specific concern voiced regarding communication with technology workgroup since their
decisions and selections affect cost projections

e 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

e 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

e Familiarize workgroup members with charter, meeting schedule, work plan, and individual
responsibilities

e Consensus to invite one member from business community and one member from HIO executive
panel to join workgroup

Next Steps:

e Next meeting: October 19, 2010, the agenda needs to include a high-level discussion of statewide
HIE functions and services

HIE Finance Workgroup 1
Status Report ¢ 9/29/10





e Nomination and HITOC approval of two new workgroup members (business community member, HIO
executive)

Challenges/Opportunities:
e Interdependences with other workgroups

Other Workgroup Interdependencies:
e Technology Work Group: description of planned technological services and infrastructure

e Legal/Policy Work Group: consent management approaches will affect technology costs and thereby
affect financing

o 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.

HIE Finance Workgroup 2
Status Report ¢ 9/29/10
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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." 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.>~® HIE is the process of sharing patient-level
electronic health information between different
organizations®; 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.”?

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.® 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."°  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."* ™% A
secondary component of CHMISs was a trans-
action system to facilitate billing and patient
eligibility information retrieval in order to reduce
costs. 16

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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Table 1 Purpose and form of current and past efforts at facilitating health information exchange in the United States
Community health management Community health Regional health information
information systems information networks organizations
Timeframe Early to mid 1990s Mid to late1990s 2000s
Purpose 1. Assessment 1. Information system for cost reduction 1. Quality improvement
2. Information system for cost reduction 2. Assessment
Domain Geographically defined Geographically defined Geographically defined
Governance Collaborative, but consumer driven Collaborative, but provider and vendor Collaborative, various models

Primary Customers
Data architecture

Patients and payers
Centralized database

driven
Providers
Decentralized network

Providers
Various models

not previously existed. Also, CHMIS efforts discovered the
newfound challenge of integrating data sources that had never
before been combined."”

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."® '® ¥ In lowa, for
example, physicians acted on these concerns and resisted the
local CHMIS by successfully lobbying in the state legislature.'!
Second, the geographically defined exchange required coopera-
tion and consensus between competing providers, which in
some instances was never achieved.'” 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.' 2

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.”! 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.'® In contrast to quality assessment
objectives, CHINs prioritized saving on the costs associated
with moving data between providers,'® ** without ‘any

J Am Med Inform Assoc 2010;17:288—294. doi:10.1136/jamia.2010.003673

commitment to make public community health level data’.'?

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.’® Despite the fact that anywhere from 75 to 500
CHIN's existed or were in the planning stages during the 1990s,
most failed to survive.!® 2

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.'® Again,
competitive relations posed problems as members limited the
type and amount of information exchanged®* or limited them-
selves to a ‘read only’ basis in order to protect what was deemed
as proprietary information.”® Second, the role for technology
vendors was increased by the potential for fees associated with
electronic  transmission.?® 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?® %7

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.?*~2°
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’ ?® Likewise, the Congress Office of Technology
Assessment reported, ‘No one has demonstrated whether or not
CHINs are cost-effective’.'® 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.”’ ' While estimates
suggested cost savings,®® ** and even the Wisconsin CHIN was
reportedly reducing participant transaction costs,?® hospital
executives questioned the potential for widespread ROL>*

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
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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.® 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.* 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.?’

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.?® 3 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’.’ 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.*! #? 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.*?

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.** * 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

290

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,
RHIO:s still have to ensure patient privacy.*” 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.*®

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.*’ However, continued
dependence on external grant funding may point to poor
sustainability potential,*” and evidence that an attractive value
proposition for those participating organizations has not mate-
rialized.*®

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.*
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.”® °! 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.” 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.

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.”® 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 could make 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 the National Coordinator to create these measures, 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
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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,* °* improved safety,” and reduced costs.”® °” 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.”®

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 good—possibly structured as
a public utility supported by government, and/or payers and
providers—could 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.”

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.®® 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.’” 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
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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 CHINSs’ 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...”."* 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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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 due to fragmented information creation.
Numerous factors contribute: population mobility, failure to share necessary information in patient handoff,
natural disasters, increase in use of pharmaceuticals, etc.

Health Information Exchange (HIE) is the process of sharing patient-level electronic health information
between different organizations. HIE promises yet to be realized cost and quality improvements. To date we
lack substantial and consistent empirical demonstrations of its effectiveness.

Broad federal support for HIE is relatively new, efforts at HIE are not. Failures outnumber successes but
provide insights and options for increasing the probability of success.

Questions to
consider

Given the information in this article and what is articulated in the strategic plan, what are key considerations
and ideas for developing a sustainable financing plan for Oregon’s HIE efforts?

What are the financial implications of the concepts of disruptive innovation and treating HIE as a public good?

Notes






Historical Solution

Detail

Problems

Lessons

Community Health
Management
Information Systems
(CHMISS)

Hartford Foundation
grants to 7 cities in
1990

A community and payer
centric means to
healthcare assessment

Centralized database

Lack of affordable technology

Challenges with integrating data
sources

Security and privacy concerns
Unable to transition from grant

funding to self-sustaining
funding streams

Success requires a clearly defined purpose and
political support

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

Support cannot be garnered without clear
measures, foci, methods of reporting and
definition of included entities

It may be the current interest in such elements
as accountable care, pay for performance,
bundled payments, medical homes, and quality
outcomes that provide political leaders the
opportunity to define a clear public purpose

Community Health
Information
Networks (CHINS)

Principally commercial
endeavors

Prioritized saving based
on costs of moving data
between providers

Prototypical CHINs
employed a transaction
based approach that
maintained the
independence of each
provider's database

Competitive relations between
“data owners” caused problems
in data sharing

Technology vendors drove to
increase involvement due to
potential revenue streams

Difficulty with value proposition
and return on investment

The value of HIE cannot be defined solely in
terms of benefits accrued to providers or any
other single group

The value of HIE must be considered in terms of
benefits to all participants in the healthcare
system

HIE requires collaboration among competitors






Historical Solution

Detail

Problems

Lessons

Regional Health
Information Systems
(RHIOs)

Developed during a
period of significant
political support

Facilitates information
exchange between
providers in a
geography to achieve
more efficient and
effective healthcare

ONC defined RHIOs as
building blocks for
national infrastructure
and interoperability

Centralized database or
federated model

Lack of a sustainable business
model

Competition continues to raise
barriers to information sharing

While privacy laws allow for the
sharing of information between

organizations for the purpose of
patient care, RHIOs still have to
ensure patient privacy

Deleterious effects of competition are not
dependent on technical architecture

Grant funding is not a viable source of self-
sustaining revenue streams

Long-term financial uncertainties pose enough
risk to upend even the most technologically
advanced effort

Funding and HITECH incentives will help to
meet start-up costs, however may not be
enough to produce a convincing value
proposition






Proposed Strategy

Detail

Personal Health
Records

Potentially abandon organizational efforts to focus on an individual consumer-based model, which eliminates
collaborative governance technologies, lowers technology costs and places information in the hands of the
patient. Without provision of complete information and the guarantee of PHR information the risk is for
another incomplete data repository. Individuals may benefit from increased access and control to their
personal health record but a PHR may lack a central repository thus the opportunity for public health benefits
would be diminished due to lost opportunities for large population-based research.

Employ institutional
incentives and
regulation

History suggests that providers will not necessarily maximize the amount of information exchanged or the
number of exchange partners themselves. The Centers for Medicare and Medicaid (CMS) could make
participation in a RHIO mandatory for reimbursement. Primary adverse effects of effectively mandating HIE
participation would be pushback resulting from the failure of government agencies, other payers or
professional organizations to clearly present a business case for how HIE can benefit individual providers in
doing their job and maintaining revenues in a time of significant change.

Treat HIE as a public
good

Moving toward HIE as a public good, possibly structured as a public utility, could potentially overcome
problems of competition, retain the benefits of localized exchange and address the issue of financial
sustainability, and also include rural and underserved areas.

Rely on the effects
of disruptive
innovation

New approaches to quality improvement, managing chronic illness and associated changes in roles and
responsibilities for non-physician healthcare professionals are examples of potential changes that could
support HIE development. HIE can link more loosely associated healthcare professionals who are providing
coordinated care. National and state ability to manage public health threats, disease outbreaks, etc. may
accelerate the use of HIE.

Notes






Considerations

Based on information in the article, the following considerations are proposed:

Adopt an improved business model.

Do not separate the public health benefits from the healthcare benefits, but meld private medicine
transaction based IT benefits and public good-based IT benefits in supporting legislation, regulation,
funding, and promotion.

Ensure that HIE relies on the best and safest technology for information exchange and carefully
assess implications new technology and entirely private driven solutions might have for quality care
and public health safety.

With federal government cooperation and support, encourage states to be the fundamental
geographic unit for HIE activities. Public health is the state’s purview.

Healthcare is well behind the curve on information sharing in comparison to many other industries.
Unless we address these problems via broad strategies tailored to the mixed economy and robust
federal systems of this nation, we are likely to see history repeat itself again.

Notes






