HIIAC July 23, 2008
Notes from Group Discussions

CLINICAL DECISION MAKING AND EVIDENCE BASED MEDICINE

Recommendation 1:_The Oregon Quality Institute is created to convene and
collaborate with plans and providers to align around a common set of health quality
measures.

A. Primary goal is to develop a common sets of health care measures (based

on evidence nationally recognized organizations). The process to evaluate
measures should involve private and public partnerships within Quality
Institute to provide more standardization of measures used by differing
monitoring organizations (health insurance companies, hospitals, individual
medical practices). Goals of this recommendation is to increase the positive
influence of quality measures on direct medical practice by providing a more
consistent subset of existing measures applied by organizations on
providers, increasing their common influence.

Evaluate and endorse clinical guidelines to provide Oregon based resource
for providers and patients. Priority will be given to guidelines that are
endorsed by nationally recognized professional organizations that write and
evaluate guidelines based on evidence based medicine and transparency
exists regarding authors of such guidelines. Preference would be given to
guidelines that support health care measures chosen by Quality Institute.
Goal of this recommendation is to provide an additional “seal of approval” for
Oregon medical providers and assist in aligning along common set of
guidelines for more consistent medical care between disparate medical
offices and specialties.

State requires PEBB, Medicaid, and other public purchasers of health care to
choose from a common set of clinical quality measures in evaluating medical
provider performance and health outcomes. One potential role of the state is
through purchasing of health care and the use of consistent quality measures
would greatly speed up their adoption and influence. This would be greatly
amplified if voluntary “buy in” from private insurers was added.

Recommendation 2: If the state develops a program to support implementation of
EHRs in medical practice, programs should be chosen that include clinical decision
support tools. Preference would be given for effective support tools that align with
guality measures chosen by Quality Institute.

For Example:

Point of care reminders that support implementation of clinical guidelines
(prevention and chronic care)

Supporting population health through interface with disease registries
(patients with chronic diseases)

Supporting the ongoing monitoring of health status of patients (internal clinic
measures)

PHR: Allows patients to track/monitor own health measures/services
Covers e-prescribing and associated decision support

Transparent source of data (where did guidelines come from?)



Health Information Exchange

[Strong Consensus]

Recommendation #1: The Oregon Health Record Bank (HRB) is a critical, innovative
project that should be the building block for health information exchange in Oregon. To
further that mission, the HIIAC recommends Medicaid convene formal input about the
design and implementation of the HRB from, at a minimum, the commercial health plans
servicing the Public Employees Benefit Board, the Oregon Education Benefit Board and
Corrections. Through this collaboration, the HRB can be developed with enhanced ability
to be used as a building block for health information exchange across all payers in Oregon.

[Agreement about concept but more discussion is necessary for consensus]
Recommendation #2: In order to maximize the opportunity for large-scale adoption of the
Health Record Bank across public and private payers through Oregon, Medicaid should
collaborate with interested stakeholders to conduct a large-scale public education
program. Critical elements of the education program should focus on patients and
providers in order to create demand for participation in the Health Record Bank.

[Some discussion but no agreement or consensus achieved]

Recommendation #3: The Oregon Health Fund Board should study whether the Health
Record Bank could be used to measure efficiency in the health care system as well as the
potential for using the Health Record Bank as a tool for payment reform.

What is the Oregon Health Record Bank?

A Health Record Bank (HRB) would operate in a broad sense like a financial bank. As an
electronic repository developed to collect, store, and distribute a patient’s health records,
an HRB would offer comprehensive information to providers about an individual, controlled
by that individual, and stored in one secure location. Patients or payers could pay a fee to
establish an account with HRBs of their choosing. Advertising, payment by researchers for
gueried data, value-added services or public subsidies may reduce or eliminate
subscription fees.

Patients would have full access to their records through an online user interface designed
by their HRB. Patients would determine who has consent to retrieve their health records.
Providers could access a patient’s health record bank to retrieve data, but only if approved
by the patient. Each time a patient visits a healthcare provider or facility, records from that
encounter would be transferred from the provider’s electronic health record into the
patient's HRB. Patients could also submit their own health data into the bank. Because
the patient directly controls access to his or her information, complex discussions about
each state’s rules for exchange are unnecessary. The burden for consent would be on the
patient.

An HRB could be a public utility, operated by the state, or a privately operated and funded
enterprise governed by preset standards and regulations, and potentially certified or
accredited by an independent organization.

(Definition adapted from an article in the Journal of the American Health Information
Management Association)



What are the positives of using the Health Record Bank as a building block for health
information exchange in Oregon?
e The HRB allows the state to provide seed money for development of a complete,
functioning health record bank. Might have the leverage and independence to make
a HIE functional where other regional collaboratives have failed.
e Centralization of records increases the accuracy and efficiency of querying records
from a variety of locations

What are the concerns and issues to be further discussed if the Health Record Bank is the
building block for health information exchange in Oregon?
e Since it is voluntary enrollment, how does DMAP maximize potential enroliment to
create the “critical mass” necessary to make a larger impact to all Oregonians?

o0 What is the value proposition for patients? Providers? What are the essential
components for patients and provides to hear during the public education
piece?

e Interoperability with existing electronic medical records and other electronic medical
system.
e Carrot v Stick for participation:

o0 How do you appropriately incent use of the HRB? Is there an extra payment
for participation (carrot)?

o Paymentis reduced or no payment made (by a certain date) if the HRB is not
utilized?

e What is the business plan?
o0 Sustainability for further expansion to the commercial market?
o How does the HRB live beyond the initial seed money?

o How does the HRB succeed where other RHIOs with similar models have
not?



PRIVACY AND SECURITY

Recommendation #1: Statutory Content - Privacy and Individual Rights - these are
general concepts that need to be elaborated upon and discussed at length. These
concepts may be mutually incompatible or technically difficult or impossible. They are
included for completeness of discussion.

There shall be notice to and authorization from the patient or patient’'s personal
representative prior to sharing a patient’s data through a health information
exchange (HIE).

There shall be an opportunity for the patient to not agree to sharing data through a
HIE without penalty.

The patient can request that part of that patients’ record NOT be shared and that
request must be honored.

Providers shall not be penalized by a patient's unwillingness to allow their data to be
shared through a HIE.

Patients shall be timely notified of a breach and provided a meaningful remedy [it's
more than just “notification” existing].

There will be a private right of action for the consumer and patient after breach has
occurred.

The State Attorney General has the right to bring an action on behalf of individuals
to seek remedy.

Patient shall have access to their record in a timely manner and an opportunity to
correct errors.

Recommendation #2: Certification Board

A Certification Board will be created by statute, providing some detailed
requirements in statute as well as providing the authority to create administrative
rules.

In the statute there will be an explanation of why the Board exists: to create the gold
standard for regulating exchange of healthcare information within Oregon and
requirement that entities are certified.

The statute will require that each certified entity has administrative, physical, and
technical safeguards in place consistent with HIPAA and Oregon state law. The
Board will create additional standards for certified entities to ensure the privacy and
security of information transmitted through an electronic exchange is based on
current and emerging national standards where available. These standards will be
regularly updated to account for new national standards and the improvement of
technology.

Requirements for Certification will include:

o Submission of documents, including but not limited to policies and
procedures, disaster readiness plan, recovery plan, and so forth.

o The entity will sign an attestation (subject to some form of penalty for false
attestation) that it is following the above privacy and security statutes subject
to random audit by the Certification Board.

o If applicable, the entity will use only EMR/EHRSs that have been certified by
the Certification Commission for Health Information Technology (CCHIT) or
other equivalent nationally recognized health care technology certification
board. (If this goes into statute, need to be flexible regarding technical
certification.)



= The Certification Commission for Healthcare Information Technology
or CCHIT is a non profit organization recognized certification body
(RCB) for electronic health records and their networks, and an
independent, voluntary, private-sector initiative. It is our mission to
accelerate the adoption of health information technology by creating
an efficient, credible and sustainable certification program.
Statutory law will probably have to provide some measure of due process if
certification is withheld or revoked from an entity.
Each "end" of an exchange will be certified. For example, if a physician clinic
participates in an exchange with the Oregon Health Records Bank, the physician
clinic will be certified to exchange data, and the Oregon Health Records Bank will
also be certified separately to exchange data.
o Option 1: Require all entities exchanging electronic information to be certified
immediately
o Option 2 (more realistic): Allow initially for voluntary certification (associated
with fee), with required certification by X date
Each entity will only be certified once even if it participates in multiple exchanges.
Certification will require renewal on a periodic basis.
Periodic certification shall require that the entity upgrade its technology, policies,
procedures, or practices to meet current national standards, as determined by the
Certification Board.
Certified entities will be allowed to exchange electronic health information only with
other certified entities.
Statute shall set forth the number and types of representation on the certification
board, length of service, who has the authority to appoint (it can be from multiple
sources), authorization around fees, authority to have staff, reimbursement for the
board members, etc.



ADOPTION of EHR/EMR

Aim: achieve widespread effective use of health information technology (HIT) in
Oregon.

Three main issues we discussed: Standards, Support, and Benchmarks.

Standards: “buy whatever you want, but it must meet standards.” Lack of
standards is a barrier to adoption, by creating uncertainty about risk and value,
return on investment, and possible obsolesce. State should enforce [encourage?]
adoption of standards through multiple approaches at state’s disposal:

Regulation/requirement — systems interacting with state (for whatever reason —
health information exchange with Health Data Bank, payment, etc) must adhere
to specified standards for interoperability, privacy, etc.

Support and subsidies — state mechanisms for subsidizing or supporting
adoption (loans, grants, group purchase, etc) limited to systems adhere to
standards;

Purchasing — state owned and operated systems can enforce standards;
Development — state ensure adherence in its own projects, such as Health Data
Bank. This project could be a major leverage point that could accelerate
adoption of standards and thereby accelerate adoption of HIT.

Personal health records - critical mass of PHR adoption (state Health Data Bank
and others) will create leverage for all other HIT users to employ same
standards in order to share patient information.

Support: “We can support you if it meets these standards...” EHR purchase and
initial implementation are costly, and only the tip of the iceberg. Uncertainties about
costs, impacts, obsolescence are a major barrier for physician adoption of EHR
(NEJM article). State can increase adoption by increasing the availability of
financial and logistical support, especially for small practices with no access to an IT
department. Support will be an ongoing need as practices and systems evolve to
realize greater value.

Grants and loans for adoption, implementation, maintenance;

Support of ASP and other models that remove burden from individual small
practices;

Two vendor model: state selects two vendors or systems, creates or facilitates
creation of support mechanism for these systems.

UK NHS model was discussed: each local trust chooses from a set of vendors.
This enforces constraints that ensure interoperability, but allows for choice and
local control

Public utility model was discussed: local or regional private vendors provide
service (HIT maintenance and support through ASP or whatever model) with
public regulation to enforce standards, help control costs, etc.

Benchmarks: Need to set goals with benchmarks for adoption of EHR, CDS, eRXx.

Need to measure to improve.



1:00 - 5:00 pm

Health Information Infrastructure Advisory Committee
Wednesday, July 23, 2008

Portland State Office Building

800 NE Oregon Street

Portland, OR

AGENDA

Desired Outcomes:

Further clarify key strategies

Time (est) Item Leed AI\tCtion
ems
_ : Ree Sailors
1:00 pm | Call to Order and Approval of 7/09 Minutes Dick Gibson X
1:10pm | Review Agenda, Desired Outcomes Ree Sailors
Sub-Groups’ Recommendations:
Initial Feedback
1:15 pm e Clarifying questions Dick Gibson
e Strengths
e Concerns
2:15pm | Clarify Strategies Sub-groups *
(include break)
3:45pm | Report Back on Strategies Dick Gibson
_ Ree Sailors
4:30 pm | Next Steps Dick Gibson
4:40 pm | Debrief Meeting Ree Sailors
4:45pm | Public Testimony
_ . Ree Sailors
5:00 pm | Adjourn Dick Gibson

o HIIAC members who did not attend the last meeting will join the current
sub-groups.

10-15-07




Health Information Infrastructure Advisory Committee (HIIAC) Meeting
Wednesday, July 9, 2008
1:00 - 5:00 pm
PSOB

Committee Members Present:

Dick Gibson, Ree Sailors, Chris Apgar, Ken Carlson, Jim Edge, Grant Higginson, Paul Gorman, Denise
Honzel, Bart McMullan, Barbara Prowe, Laureen O’Brien, Nan Robertson, Abby Sears, Sally Sparling,
Dave Widen

Committee Members Absent:

Nancy Clarke, Andy Davidson, Joyce DeMonnin, Laura Etherton, Homer Chin, Andi Miller, Gina Nikkel ,
Andrew Perry

Staff:
Dawn Bonder, llana Weinbaum, Judy Morrow

Call to Order and Approval of June 19, 2008 Minutes

HIIAC co-chairs Ree Sailors, Governor Kulongoski’s Health Care Policy Advisor, and Dick Gibson, Chief
Information Officer, Legacy Health Systems, called the meeting to order and welcomed HIIAC members
and guests.

It was moved and seconded to approve the June 19, 2008 HIIAC Meeting Minutes as proposed.

Review of Agenda and Desired Outcomes

Gibson and Sailors reviewed the agenda and introduced Carol Turner. Carol will again be facilitating the
meeting.

Medicaid Transformation Grant

Salilors introduced Jim Edge of DMAP and informed the group that he would now be sitting on the
committee in place of Jeany Phillips.

Edge updated the HIIAC on the $5.5 million grant Oregon has received to design a Health Record Bank
for the Medicaid population in Oregon. Edge said the project has a new director, Barry Kast. Edge
reviewed a summary of the project and the plans to move forward. He shared that much of the grant
money will be used to purchase hardware and software for the Health Record Bank.

Chris Apgar expressed a concern about the legal ramifications of a Health Record Bank given the current
landscape of Oregon law. Edge noted that the Justice Department would be contacted if necessary.

HIIAC July 9, 2008 Meeting Minutes




Confirm Vision and Guiding Principles

Carol Turner reviewed the decision making process and the group confirmed using the 5 point scale to
assess consensus.

Carol walked the members through a review of last meeting’s work on and further modifications were
made.

Nan Robertson and Paul Gorman agreed to work on the wording of bullet #4 in the vision statement.
Paul Gorman and Chris Apgar agreed to work on the wording of #2 of the Guiding Principles.

#3 of the Guiding Principles will be amended to reflect the change in wording from bullet #4 of the
Vision Statement.

Apgar’s concern about having a specific reference to administrative costs in the Vision Statement
preamble was added to open issues.

Committee work on Strategy Recommendations

Gibson reviewed the committee’s work from the May 29, 2008 meeting where the original 140 strategy
recommendations were pared down to 80 and then further pared down to 27.
Staff has organized the 27 recommendations into four main categories:

e Adoption of Electronic Health Records and Health Information Technology
e C(linical Decision Making and Evidence Based Medicine

e Health Information Exchange and Data Sharing

e Privacy and Security Standards

Next Meeting

The next HIIAC meeting is scheduled for Wednesday, July 23, 2008, 1 — 5 pm at the PSOB.

Public Testimony

Andrea Meyer of the American Civil Liberties Union thanked Gibson for inviting her participation in the
privacy standards group. She reiterated that the ACLU would like to see statutory protections for
privacy. She also suggested the word “enable” be used in the Vision Statement in place of “engage.”

Meeting Debrief

It was agreed that the work product from the sub-groups would be sent to all HHAC members for review
before the next meeting.

Meeting was adjourned.

HIIAC July 9, 2008 Meeting Minutes




Incentives to Promote the Adoption of HIT
Prepared by HIIAC Staff
DRAFT - FOR BACKGROUND ONLY

A 2006 report on Health Information Technology in the United States, prepared by the
Institute for Health Policy at Massachusetts General Hospital and the School of Public
Health and Health Services at George Washington University with support from the
Robert Wood Johnson Foundation, summarized the barriers to health information
technology adoption and potential policies to overcome these barriers as follows. The
entire report can be found at http://hitadoption.org/downloads/annual_report_2006.pdf

Domain

Financial incentives Lack of a business case for

perfommance

Lack of a business case for HIT

| gamer | Py

Pay for performance: practices and hospitak that adopt EHRs
o Improve quality would receive a higher reimburserment rate
from third-party payers

Public reporting of performance: infemmation on the level of
EHR adoption among providers and hospitals would be made
publicly svailable

Pay for use of HIT: practices and hospital that adopt EHRs
wiould receive a higher reimbursement rate from third-party
ayers

Grants to providers, including AHRC implementation grants

Loans to providers to cover the costs of acquisition, training
ancdfor maintenance

In kind assistance

Performance standards/cerification (reduces the risk of wasting
funds on substandard equipment/softwars)

Interoperability standards (reduces risk of lost investment dus
to poor choice of IT solution)

Legal/ Regulatory Fraud and abuse related to HIT » Modifications and exemptions
adoption, including “Stark Law™
Frivacy and security obligations m Clarification
urder HIFFA electronic health
information standards
Liability escposure fram maore m Greater llability protection
and more accessible, health
information
State of Technology Lack of interopsrability m Standards for interopsrability
Lack of interconnectednass m Support for regional health information organizations (RHIOs)
Organizational Lack of accountability for quality = Internal reporting requirements

Lack of worldorce skills
Leadership
Systam attributes

Size

Crganizational Sumplus/Capital
Avallability

‘Worlkforce training/certification
Training of health care leaders

Providing incentives for practices to form networks and
neqotiate contracts

Agsistance to small providers

Assistance to safsty net providers


http://hitadoption.org/downloads/annual_report_2006.pdf

Select Examples of Efforts to Promote the Adoption of HIT

Many of the examples below were found in a 2004 paper prepared as background for a
meeting of the National Health Information Infrastructure Home program. The complete
paper can be found at: http://aspe.hhs.gov/sp/NHII/Conference04/incentives_paper.pdf

e Pay-for-performance programs

(0]

(0]

e Grants
o

The Bridges to Excellence (BTE) Physician Link program
(http://bridgestoexcellence.org/Content/ContentDisplay.aspx?ContentlD=19)
offers physicians up to $50 per patient covered by participating employer for
utilizing health information technology and information systems that improve
the quality of care. There are three levels of practice assessment: Level I
elements assess the use of registries to identify and follow-up with high risk
patients; Level Il elements assess practice use of electronic systems to
maintain records, provide decision support, and order prescriptions and labs;
and Level 111 assesses whether systems meet national standards and
interoperate with other systems. The BTE medical home assessment program
also rewards providers for their use of health information technology to
provide high-quality, coordinated care.

The Integrated Healthcare Association (IHA) (www.iha.org), a California
health care leadership group comprised of major health plans, physician
groups, and hospital systems, plus academic, consumer, purchaser,
pharmaceutical and technology representatives, has implemented a statewide
pay for performance program. Along with other measures of quality, the
program assesses and rewards providers for investing in and utilizing health
information technology to improve patient care.

Empire BCBS rewards hospitals, on behalf of five large self-insured
purchasers, for adopting computer physician order entry systems

A number of demonstration programs and other provisions focused on

supporting the adoption of HIT were initiated by the 2003 Medicare

Improvement and Modernization Act:

= Electronic prescribing: The MMA stipulates that the new drug benefit
should be applied in a delivery system that has broadly adopted e-
prescribing. The Department of Health and Human Services (HHS) is
authorized to give up to 50% matching grants for physicians that adopt
certain tools for e-prescribing.

= Section 649 — Care Management Program: This demonstration program
will pay a financial reward to physicians that have adopted certain health
information technologies, including electronic registries, e-prescribing,
and EHRs, and can show that they used these tools in delivering better
outcomes for patients with chronic conditions.

= Section 721 — Chronic Care Improvement: This demonstration program
encourages the better management of patients in Medicare FFS that have a
chronic condition. The program encourages the use of health information
technology in better tracking patient care.



0 The Agency for Healthcare Research and Quality’s (AHRQ) health
information technology initiative has provided over $260 million in grants in
41 states to promote HIT adoption and utilization. Grants have been used to:
help clinicians develop higher-quality, safer health care; put the patient more
squarely at the center of health care; stimulate planning and implementation of
health IT, especially in rural and underserved areas; identify the most
successful approaches, as well as barriers, to implementation; and make the
business case for health IT by evaluating costs and benefits. AHRQ is also
currently funding six states to develop regional health exchanges and
collaborations, by establishing systems to allow for communication and
information-sharing among providers, laboratories, purchasers, payers,
hospitals, ambulatory care centers, home health and long-term care providers.

e Regulation

o0 In 2008, the Minnesota Legislature passed health reform bill S.F. No. 3780.
The legislation requires all providers, group purchasers, prescribers, and
dispensers to establish and maintain electronic prescribing programs that
comply with standards defined by the bill.



HIIAC VISION, MISSION, GUIDING PRINCIPLES

Health Information Infrastructure Advisory Committee Meeting
Thursday, July 9, 2008
Portland State Office Building, Portland, OR

l. ELEMENTS OF A PRODUCTIVE PROCESS
If this a productive process, we as HIIAC members will:

Be willing to compromise on our own agendas for the betterment of the whole
Learn and draw from the work of others

Commit to action, continuity of service and advocacy for the recommendations
Increase trust among members through direct communication and comfort in
expressing diverse views

Have resources necessary for timely and comprehensive decision-making
Make good use of everyone’s time

. Share all relevant information

Take time to test assumptions

Discuss the un-discussables

All share in responsibility for process

oo wp
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[l. ELEMENTS OF PRODUCTIVE RECOMMENDATIONS/FINDINGS
Productive HIIAC recommendations for this fall will:

Make a difference in Oregon

Develop a long-term vision that Eengages and inspires people with their vision
Represent various perspectives and be responsive to concerns of constituents
and stakeholders

Have actionable, specific, affordable and realistic outcomesrecommendations
Have short-term deliverables that include incremental and sequential steps
Outline the structure for responsibility and accountability

Be bold and willing to try new things

Include evaluation/assessment of HIIAC’s work and recommendations

IOomMmo Owx

[1. HIIAC DECISION MAKING

The committee agreed to use a 5 point consensus scale in making decisions (5 being
strong support and 1 being not agreeing), with 3-5 indicating consensus. When coming
to conclusions, if there is no consensus, the report will note the areas of concern and
differences, as well as areas of agreements.

V. HIIAC VISION

Revised draft:

In order to improve health and reduce costs, an Oregonian’s health
information:\[DHsl]



Is available when and where it is needed to support clinical-decision

making and high quality care

e |Is private and secure and only exchanged with the authorization of the
individual in ways that comply with federal and state law

e Improves public health and population-based care decision-making

« Allows individuals to assume an active role in their health through

access and control of their health information ‘[DHBZ]

V. HIIAC MISSION

From the Executive Order No. 08-09, Office of the Governor:

To fulfill the MISSION of developing a strategy for the implementation of
an Oregon health information infrastructure, the HIIAC shall:

a. Review and identify obstacles to the implementation of an effective health
information exchange infrastructure in Oregon and provide policy
recommendations to remove or minimize those obstacles;

b. Outline the role of the State in developing, financing, promoting
and implementing a health information infrastructure;

c. Recommend how to facilitate the statewide adoption of health
Information system standards and interoperability requirements to enable
secure exchange of health information exchange;

d. Monitor the development of federal and applicable international
standards, coordinate input to the Nationwide Health Information
Network, and ensure that Oregon’s recommendations are consistent with
emerging federal and applicable international
Standards;

e. Identify partnership models and collaboration potential for
Implementing electronic health records and exchange systems, including
review of current records and exchange systems, including review of
current efforts in the state and opportunities
to build upon those efforts;

f. Recommend a plan for the creation of a health information
Infrastructure that preserves the privacy and security of Oregonian’s
health information, as required by state and federal law; and

g. Develop evaluation metrics to measure the implementation of
health information technology and the efficacy of health information
exchange in Oregon.



V. ROLE OF HIIAC THIS SUMMER
Committee agreed that HIIAC would provide to the Health Fund Board:

1. Context: barriers, problems, stakeholder concerns

2. Guiding principles, goals

3. Strategies and discreet tactics: meaty, specific next steps with links to other HFB
committees’ recommendations, costs (cost savings?) if possible

4. Recommendation of commitment to move this forward.

VI. GUIDING PRINCIPLES

1. We will strive to operate from a model of collaboration and partnership between the
private and public sectors and will leverage that collaboration whenever possible to
seek solutions for all residents of our StateOregonians.

2. We will adopt recommend solutions that comply with or exceed agreed upon national
and industry standards\[DHB3].

3. We will support solutions that allow enable consumers to take an active role in their
health through access and control of their health information\[DHBzu

4. We will only adopt private and securerecommend plans/strategies for health
information exchange that protect the integrity, availability and confidentiality of the
consumer’s information.

5. We will identify and align incentives for all stakeholders to support HIT adoption and
interoperability.

6. To Review: We will only support solutions that empower each facility to maintain its
own data.

Notes edited by:
Dawn Bonder



Notes from the 7-23-08 HIIAC meeting

Health Information Exchange (Group #3)

HIIAC members
Nancy Clarke
Jim Edge

Andi Miller

Dave Widen

Other participants
D Vaughn Holbrook, Regence Assistant Director of Health |
Barry Kast, Health Record Bank Project Director
Sean Kolmer, Oregon Health Policy & Research

[Strong Consensus]
Recommendation #1: The Oregon Health Re

convene formal input about the design and im ation of the HRB from, at a
minimum, the commercial health plans servicing ublic Employees Benefit

building block for health information C payers in Oregon.

[Agreement about cong
consensus]
Recommendation
adoption of the Healt 3€ public and private payers through

) interested stakeholders to conduct a

0 agreement or consensus achieved]

he Oregon Health Fund Board should study whether the
ould be used to measure efficiency in the health care

e potential for using the Health Record Bank as a tool for

Health Record
system as well a
payment reform.

What is the Oregon Health Record Bank?
[Barry to insert “elevator speech” describing the HRB/Transformation Grant]

What are the positives of using the Health Record Bank as a building block for
health information exchange in Oregon?
e The HRB allows the state to provide seed money for development of a
complete, functioning health record bank. Might have the leverage and



Notes from the 7-23-08 HIIAC meeting

independence to make a HIE functional where other regional
collaboratives have failed.

e Centralization of records increases the accuracy and efficiency of querying
records from a variety of locations

What are the concerns and issues to be further discussed if the Health Record
Bank is the building block for health information exchange in Oregon?

e Since it is voluntary enrollment, how does DMAP maximize potential
enrollment to create the “critical mass” necessary to make a larger impact
to all Oregonians?

0 What is the value proposition for patients? Pr
essential components for patients and provj
public education piece?

e Interoperability with existing electronic medic
electronic medical system.

e Carrot v Stick for participation:

0 How to you appropriately inc
payment for participation (carr

o Paymentis reduced or no payme e (by a certain date) if the
HRB is not utilized?

e What is the business plan?

o0 Sustainability for furth | mercial market?

0 How does the HRB livelb initi

o How does the HRB succeeg




HIIAC July 9, 2088 Subgroup Reports
Strategy One:
ADOPTION OF ELECTRONIC HEALTH RECORDS AND HEALTH INFORMATION TECHNOLOGY

PROBLEM #1: LACK OF MONEY AND FUNDING
e Capital funding needed (66%)

e Return on Investment (50%)

e Loss of productivity

SOLUTION: Provide financial support and funding options that are flexible and independent from health
systems and hospitals.

HOW? :
1. Create new models for reimbursement; collaborate with creative financial people to design cost-
neutral, quality improvement funding schemes for the State to provide.
2. Use the State’s purchasing power for hardware, software and expertise
3. Have the State select a limited number of solutions and ties incentives and reimbursement to
those solutions only.

PROBLEM #2: LACK OF EXPERTISE
e Technical

e Operational

e System selection/Expertise

SOLUTION: Provide technical and implementation support; provide operational support for
implementation and on an ongoing basis

HOW? :
1. Design a model for the State to provide/fund local expertise to support implementation and
ongoing EMR use and optimization.
2. Support/fund remove technical support and technology infrastructure
State vets and contracts with consultants to support adoption and optimization.
4. Incentives for existing health systems to support adoption and optimization for small, rural
practices, others.

w

PROBLEM #3: RESISTANCE BY CLINICIANS AND STAFF

e Cannot find system to meet needs

e Resistance to change

e Hospital-practice/practitioner “trust” or lack of trust

SOLUTION: 1+2+4 >3



PROBLEM #4: NEED FOR INTEROPERABILITY

SOLUTION: State assurance/require interoperable standards for funding/expertise (Note: this could be
via the licensing Board that is being proposed)

HOW? :
1.

Only offer vendor and incent reimbursement for software solutions that can provide defined
standards for interoperability (HIIAC or licensing board to determine standards?)

Vendors would have to supply system(s) that comply with agreed upon standards or they could
not market their product in Oregon. Incentives?? Restrictions??

PROBLEM #5: LACK OF PATIENT ACCESS TO THEIR HEALTHCARE INFORMATION

SOLUTION: If patient adoption is stimulated it will drive demand for clinician adoption of EMRs.

HOW? :
1.
2.
3.

Education to drive demand

Immunization information served up by the State via the Web

Support Medicaid Transformation Grant/ Health Record Bank through funding and resources to
provide patient access model for testing and evaluation.

Strategy Two:

CLINICAL DECISION MAKING AND EVIDENCE BASED MEDICINE

Problem:

1. Clinicians are not following evidence based guidelines
2. Asaresult, there are variations in costs, treatments and outcomes

Underlying Causes:

1. Only a small amount of care, about 20%, have defined evidence based guidelines to treat
patients

2. There is no defined process to reach agreement about which guidelines should be
standardized. There are many organizations providing recommendations, but how and who
determines the ones to be used?

3. Of those using Electronic Health Records the system does not have the capacity to embed
guidelines; or the clinicians have turned off the functionality because they are “clunky” and
inefficient and don’t add value.

4. There are no financial incentives to follow guidelines and change behavior.

5. Cultural norms may not support new practices. Physicians “have only done it this way, why
should | change?”

6. There must be a clinical safety zone for following guidelines, and safe harbor to establish.



Potential Solutions:

1. State can provide financial and technical assistance to MD’s who adopt electronic health
records that have the functionality to provide decision support tools and the use of
evidence-based guidelines.

2. State could establish a centralized source (expanded HRC?) for development of evidence-
based guidelines for existing and emerging guidelines for new technologies for all to follow.
These would be considered the “standard of care” in Oregon.

3. Medical malpractice protection could be given for compliance with these guidelines and the
standard of care.

4. Start with 5 major chronic diseases and preventive care

5. State could provide a safe harbor for plans and providers to develop standardized pay for
performance models

6. An all payer/all claims database would need to be built to monitor progress, compliance and
provide feedback to providers, consumers, and payers.

7. Ensure that consumers have access to these guidelines so that they can discuss them with
their clinician and are incented to comply with them.

8. Plans would pay benefits in accordance with standards of care.

9. Align State purchasing agencies to contract with plans/clinicians who follow guidelines

10. At some point, do not contract with clinicians who do not follow these guidelines. For
example, if MD is not following by 20XX, they are dropped from the network. Purchasers
fully support this decision

11. Rural areas would need to be addressed specifically.

Bottom Line Approach:

Adopt electronic health records with the capacity to provide efficient and effective decision
support processes and tools so that clinicians can easily follow evidence-based guidelines.
Develop benefits plans/incentives for clinicians and patients to follow and have health benefit
purchasers require compliance with evidence-based guidelines as a term of contracting.

Strategy Three:
HEALTH INFORMATION EXCHANGE

1) Info not being shared
e Poor health outcomes
e Excessive costs
e No useful info for public/providers
2) Need better standards
e What data to share
e How to share
e Some data systems not interoperable
e Providers/plans need incentives to share
0 No funding for change
0 Loss of competitive edge



O More services = more money
0 Must see value in sharing

e Value needs to be consumer-driven
0 Patient fears of sharing data

Recommendations:
e Support Health Records Bank
0 Consistent vision with HIIAC
0 No § for other pilots now
e State to use purchasing/payment powers
e Both of above must support the use of national standards

Other Issues
e Some recommendations about “exchange” but about other data sharing and Quality Institute,
need to support, but another group should review
e Data analysis/research needs to be “called out” in recommendations
e One privacy recommendation

Also, the second to the last recommendation, beginning with "The state should coordinate with and
support the HISPC..." seemed like a privacy work group issue to us.

Strategy Four:

PRIVACY AND SECURITY

Initial Proposal for Health Information Exchange Licensing Board
Concept:

It is felt that one of the risks to privacy and confidentiality of electronic health information data is a
security breach or misuse of a person's medical information. It is also believed that there is a great deal
of value from the thorough exchange of such data to support the healthcare needs of the patient. Itis
important that efforts with an Oregon strike the right balance between adequately exchanging health
information data and the maintenance of privacy, security, confidentiality of such data. To that end, we
propose a law Licensing Board that would have statutory authority in this area.

Details:

The Licensing Board would be authorized by statutory law. The statutes would declare that the Board
shall develop and promulgate administrative rules about the storage and exchange of health
information data. Parties to such an exchange would be required to obtain a license for the transfer
electronic health data. In the same way that a researcher might describe their plans for conducting
research in a healthcare setting, applicants for the Health Information Transfer License would describe
their plans for transferring health information while maintaining security, privacy, and confidentiality.



Statutory law would guarantee that patients and consumers provide adequate informed consent before
their health information is included in transfer services. Patients and consumers would be given the
right to not participate in an electronic records exchange system (opt-out) without penalty. Further,
consumers and patients would be guaranteed notice when their information was exchanged and if there
was any breach of privacy and confidentiality of their records during transfer. Statutory law would state
what due process would be followed after discovery of a breach. Consumers and patients would be
guaranteed specific remedies. Attorneys general would also be guaranteed remedies in the case of
improper health information transfer practices where the individual is unable to pursue a private right
of action.

The Board would have the authority to create administrative rules according to approved and
established national standards in health information transfer. The Board would be authorized to
perform periodic and random audits and inspections of licensees' health information transfer practices.
Licensees would be subject to periodic relicensing. Simply holding a health information transfer license
would not indemnify a licensee, who could still be litigated against for unprofessional or improper
practices.
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Strategy Group One:

ADOPTION OF ELECTRONIC HEALTH RECORDS AND HEALTH INFORMATION TECHNOLOGY

PROBLEM #1: LACK OF MONEY AND FUNDING
e Capital funding needed (66%)

e Return on Investment (50%)

e Loss of productivity

SOLUTION: Provide financial support and funding options that are flexible and independent from health
systems and hospitals.

HOW? :
1. Create new models for reimbursement; collaborate with creative financial people to design cost-
neutral, quality improvement funding schemes for the State to provide.
2. Use the State’s purchasing power for hardware, software and expertise
3. Have the State select a limited number of solutions and ties incentives and reimbursement to those
solutions only.

PROBLEM #2: LACK OF EXPERTISE
e Technical

e QOperational

e System selection/Expertise

SOLUTION: Provide technical and implementation support; provide operational support for
implementation and on an ongoing basis

HOW? :
1. Design a model for the State to provide/fund local expertise to support implementation and
ongoing EMR use and optimization.
2. Support/fund remove technical support and technology infrastructure
State vets and contracts with consultants to support adoption and optimization.
4. Incentives for existing health systems to support adoption and optimization for small, rural
practices, others.

w

PROBLEM #3: RESISTANCE BY CLINICIANS AND STAFF

e Cannot find system to meet needs

e Resistance to change

e Hospital-practice/practitioner “trust” or lack of trust

SOLUTION: 1+2+4 >3

PROBLEM #4: NEED FOR INTEROPERABILITY

SOLUTION: State assurance/require interoperable standards for funding/expertise (Note: this could be via
the licensing Board that is being proposed)

HOW? :



1. Only offer vendor and incent reimbursement for software solutions that can provide defined
standards for interoperability (HIIAC or licensing board to determine standards?)

2. Vendors would have to supply system(s) that comply with agreed upon standards or they could not
market their product in Oregon. Incentives?? Restrictions??

PROBLEM #5: LACK OF PATIENT ACCESS TO THEIR HEALTHCARE INFORMATION

SOLUTION: If patient adoption is stimulated it will drive demand for clinician adoption of EMRs.
HOW? :

1. Education to drive demand

2. Immunization information served up by the State via the Web

3. Support Medicaid Transformation Grant/ Health Record Bank through funding and resources to
provide patient access model for testing and evaluation.

Strategy Group Two:

CLINICAL DECISION MAKING AND EVIDENCE BASED MEDICINE

Problem:

1. Clinicians are not following evidence based guidelines
2. As aresult, there are variations in costs, treatments and outcomes

Underlying Causes:

1. Only a small amount of care, about 20%, have defined evidence based guidelines to treat
patients

2. There is no defined process to reach agreement about which guidelines should be
standardized. There are many organizations providing recommendations, but how and who
determines the ones to be used?

3. Of those using Electronic Health Records the system does not have the capacity to embed
guidelines; or the clinicians have turned off the functionality because they are “clunky” and
inefficient and don’t add value.

4. There are no financial incentives to follow guidelines and change behavior.

5. Cultural norms may not support new practices. Physicians “have only done it this way, why
should | change?”

6. There must be a clinical safety zone for following guidelines, and safe harbor to establish.

Potential Solutions:

1. State can provide financial and technical assistance to MD’s who adopt electronic health
records that have the functionality to provide decision support tools and the use of evidence-
based guidelines.

2. State could establish a centralized source (expanded HRC?) for development of evidence-based
guidelines for existing and emerging guidelines for new technologies for all to follow. These
would be considered the “standard of care” in Oregon.

3. Medical malpractice protection could be given for compliance with these guidelines and the
standard of care.

4. Start with 5 major chronic diseases and preventive care

5. State could provide a safe harbor for plans and providers to develop standardized pay for
performance models



6. An all payer/all claims database would need to be built to monitor progress, compliance and
provide feedback to providers, consumers, and payers.

7. Ensure that consumers have access to these guidelines so that they can discuss them with their
clinician and are incented to comply with them.

8. Plans would pay benefits in accordance with standards of care.

9. Align State purchasing agencies to contract with plans/clinicians who follow guidelines

10. At some point, do not contract with clinicians who do not follow these guidelines. For example,
if MD is not following by 20XX, they are dropped from the network. Purchasers fully support
this decision

11. Rural areas would need to be addressed specifically.

Bottom Line Approach:

Adopt electronic health records with the capacity to provide efficient and effective decision support
processes and tools so that clinicians can easily follow evidence-based guidelines. Develop benefits
plans/incentives for clinicians and patients to follow and have health benefit purchasers require
compliance with evidence-based guidelines as a term of contracting.

Strategy Group Three:

HEALTH INFORMATION EXCHANGE

1) Info not being shared
e Poor health outcomes
e Excessive costs
e No useful info for public/providers
2) Need better standards
e What data to share
e How to share
e Some data systems not interoperable
e Providers/plans need incentives to share
0 No funding for change
0 Loss of competitive edge
O More services = more money
O Must see value in sharing
e Value needs to be consumer-driven
0 Patient fears of sharing data

Recommendations:
e Support Health Records Bank
0 Consistent vision with HIIAC
0 No S for other pilots now
e State to use purchasing/payment powers
e Both of above must support the use of national standards

Other Issues
e Some recommendations about “exchange” but about other data sharing and Quality Institute, need
to support, but another group should review
e Data analysis/research needs to be “called out” in recommendations
e One privacy recommendation












Oregon Health Fund Board Synopsis:

(placeholder document, more to come at meeting)

* Governor Kulongoski appointed Executive Director Barney
Speight

» Develop a plan to provide affordable access to health care for
all Oregonians.

» Staff of eight
* Budget of $1.8 million

* Present a plan to reform Oregon health care system to the 2009
legislature



To provide guidance regarding laws, principles and best practices
that assure the protection of the privacy and security of Oregonians’
health information as it is shared electronically across organizations
and with individuals in healthcare settings.

Values & Principles

The goal of this effort is to keep Oregonians health information
private and secure. The following values frame Oregon’s policy for
assuring the privacy and security of electronic health information.

- Trust
- Privacy

- Autonomy

- Feasibility
- Balance

- Portability

- Equality
- Transparency

- Public Accountability



The Oregon HISPC project team carefully studied the research on
privacy and security of health information exchange in search of a
framework apropriate to guide solution recommendations for
Oregon. The Markle Foundation’s Connecting for Health principles
regarding the individual and their health information provide such a
framework that will allow Oregon to achieve all the solution
recommendations detailed in this report. The Steering Committee
recognized the importance of the principles in building trust among
all parties in Oregon and embraced the principles as the foundation
for health information exchange in Oregon.

1. Individuals should be guaranteed access to their own health
information.
2. Individuals should be able to access their personally identifiable

health information conveniently and affordably.

3. Individuals should have control over whether and how their
personally identifiable health information is shared.

4. Individuals should know how their personally identifiable health
information may be used and who has access to it.

5. Systems for health information exchange must protect the
integrity, security, and confidentiality of an individual’s information.

6. The governance and administration of health information
exchange networks should be transparent and publicly
accountable.

Definitions



To facilitate the policy discussion, definitions of some key terms,
taken from the recent Institute of Medicine report, “Disposition of the
Air Force Health Study” (2006), are provided below. These definitions
were recently referenced in the report submitted to Secretary
Michael Leavitt of the US Department of Health and Human Services
by the National Committee on Vital and Health Statistics
recommending actions regarding "Privacy and Confidentiality in the
Nationwide Health Information Network."

Privacy: the right to control the acquisition, uses, or disclosures of his
or her identifiable health data.

Confidentiality: the obligations of those who receive information to
respect the privacy interests of those to whom the data relate.

Security: the physical, technological, or administrative safeguards or
tools used to protect identifiable health data from unwarranted
access or disclosure.

Il. Summary of Analysis of Solutions Report

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

1. Consumer Protection



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

- Individuals should be guaranteed access to their own health
information.
- Individuals should be able to access their personally identifiable

health information conveniently and affordably.

- Individuals should have control over whether and how their
personally identifiable health information is shared.

- Individuals should know how their personally identifiable health
information may be used and who has access to it.

- Systems for health information exchange must protect the
integrity, security, and confidentiality of an individual’s information.

- The governance and administration of health information
exchange networks should be transparent and publicly
accountable.

2. Provider Identification

A coordinated approach to identifying, authenticating and
authorizing providers

3. Patient Identification

A coordinated approach to identifying, authenticating and
authorizing patients



4. Public Engagement

An educated and engaged Oregon population regarding health
information privacy rights and expectations

5. Specially Protected Information

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

6. Medical Identity Theft

An examination of state laws regarding identity theft to determine if
medical identity theft is appropriately and adequately addressed

7. Technical Assistance

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

8. Non-Covered Entities

Legal privacy and security requirements for entities handling
personal health information that are not covered by HIPAA



9. Secondary Use

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

10. Enforcement

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





