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Summary of HIT/HIE Elements and ARRA/HITECH 


ARRA HIT‐related 
Element 


Timelines  State Role  Federal Action Needed to 
Proceed 


Current Actions/Activities 
Underway 


Health Information 
Exchange Planning 
and Development 


Summer 2009 – guidance 
to apply for planning 
grant release expected 
 
January 2010 – potential 
release of planning grant 
dollars 
 
October 2010 – 
implementation grant 
applications guidance 
expected 
 
Early 2011 – release of 
implementation grant 
dollars expected 
 


Develop and implement a 
statewide plan: 
 
‐ ensure eligible 


providers can receive 
incentive payments 


 
‐ encourage adoption 


and meaningful use of 
EMRs 


 
 


Establishment of  inter‐
operability standards (due 
by Dec 2009) 
 
Details on both planning 
and implementation grant 
guidelines and dates 


Environmental Scan : 
 
‐ Electronic Record Survey 


analyzing and augmenting 
with detailed focus groups 


‐ DHS internal IT projects scan 
‐ Other state agencies IT 


projects related to health 
‐ Reviewing national 


approaches 
 
Assessing Potential Options for 
HIE Structure 
 
Communications/stakeholder 
input 
 


Medicaid Payment 
Incentives 


2011‐  incentives begin, 
decreasing over time 
until phased out in 2016 


‐ Coordinate with state 
HIE plan 


 
‐ Audit function 
 
‐ Payments thru DMAP 


CMS & ONC (Office of 
National  Coordinator) to 
finalize “meaningful use” 
/other standards & 
process 


Use of existing and upcoming 
state systems: 
 
‐ All payer/all claims data 
‐ MMIS 
‐ EHR Survey 
 
Development of DMAP/DHS 
processes 
 


Medicare Payment 
Incentives 


2011 incentives begin via 
Medicare payments 
2016 change to penalties  


Ensure state plan in place 
in order for providers to 
be eligible in Oregon 
 


CMS and ONC to release 
standards and outline 
processes 


Continuing to monitor  
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Summary of HIT/HIE Elements and ARRA/HITECH 


ARRA HIT‐related 
Element 


Timelines  State Role  Federal Action Needed to 
Proceed 


Current Actions/Activities 
Underway 


Electronic Health 
Record Adoption 
Loan Program 


No sooner than January 
1, 2010 


Develop loan program 
framework (req. 20% 
match) 
 


ONC to release details  Continuing to monitor  
 


Health IT Regional 
Extension Center 
Program 


Fiscal year 2009 thru 
2011, with funding going 
directly to the Regional 
Extension Centers 
 


Coordinate with potential 
state applicants for 
regional extension centers 


ONC to release revised 
details, post‐comment 
period 


Discussions with Oregon based 
entities with a potential interest 
in applying to be a REC 
 


Workforce Training 
Grants 


FY 2009 – 2011 estimated 
– dollars directly to 
entities 


Coordinate with higher ed 
for workforce training 
grants 
 


Awaiting details  Continuing to monitor 


New Technology 
Research and 
Development Grants 
  


FY  2009‐2011 estimated, 
dollars directly to entities 


Coordinate with eligible 
entities re grants  
 


Awaiting details   Coordinating via Oregon Way; 
other state agencies 


 


Broadband   Likely FY 2009‐2011  Coordinate with Oregon 
Health Network Efforts 


Awaiting details  Coordinating via Oregon Way; 
other state agencies 
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HB 2009 – Health Information Oversight Council sections 


FROM Enrolled House Bill 2009 (HB 2009-C) Page 664-667 
  
 
HEALTH INFORMATION TECHNOLOGY OVERSIGHT COUNCIL + } 
  
  SECTION 1167.  { + As used in sections 1167 to 1173 of this 
2009 Act: 
  (1) 'Electronic health exchange' means the electronic movement 
of health-related information among health care providers 
according to nationally recognized interoperability standards. 
  (2) 'Electronic health record' means an electronic record of an 
individual's health-related information that conforms to 
nationally recognized interoperability standards and that can be 
created, managed and consulted by authorized clinicians and staff 
across more than one health care provider. 
  (3) 'Health care provider' or 'provider' means a person who is 
licensed, certified or otherwise authorized by law in this state 
to administer health care in the ordinary course of business or 
in the practice of a health care profession. 
  (4) 'Health information technology' means an information 
processing application using computer hardware and software for 
the storage, retrieval, sharing and use of health care 
information, data and knowledge for communication, 
decision-making, quality, safety and efficiency of a clinical 
practice. 'Health information technology' includes, but is not 
limited to: 
  (a) An electronic health exchange. 
  (b) An electronic health record. 
  (c) A personal health record. 
  (d) An electronic order from a provider for diagnosis, 
treatment or prescription drugs. 
  (e) An electronic decision support system used to: 
  (A) Assist providers in making clinical decisions by providing 
electronic alerts or reminders; 
  (B) Improve compliance with best health care practices; 
  (C) Promote regular screenings and other preventive health 
practices; or 
  (D) Facilitate diagnoses and treatments. 
  (f) Tools for the collection, analysis and reporting of 
information or data on adverse events, the quality and efficiency 
of care, patient satisfaction and other health care related 
performance measures. 
  (5) 'Interoperability' means the capacity of two or more 
information systems to exchange information or data in an 
accurate, effective, secure and consistent manner. 
  (6) 'Personal health record' means an individual's electronic 
health record that conforms to nationally recognized 
interoperability standards and that can be drawn from multiple 
sources while being managed, shared and controlled by the 
individual. + } 
  SECTION 1168.  { + (1) There is established 
a Health Information Technology Oversight Council within the 
Oregon Health Authority, consisting of 11 members appointed by 
the Governor. 
  (2) The term of office of each member is four years, but a 
member serves at the pleasure of the Governor. Before the 
expiration of the term of a member, the Governor shall appoint a 
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HB 2009 – Health Information Oversight Council sections 


successor whose term begins on January 1 next following. A member 
is eligible for reappointment. If there is a vacancy for any 
cause, the Governor shall make an appointment to become 
immediately effective for the unexpired term. 
  (3) The appointment of the Health Information Technology 
Oversight Council is subject to confirmation by the Senate in the 
manner prescribed in ORS 171.562 and 171.565. 
  (4) A member of the Health Information Technology Oversight 
Council is not entitled to compensation for services as a member, 
but is entitled to expenses as provided in ORS 292.495 (2).  
Claims for expenses incurred in performing the functions of the 
council shall be paid out of funds appropriated to the Oregon 
Health Authority for that purpose. + } 
  SECTION 1169.  { + Notwithstanding the term of office specified 
by section 1168 of this 2009 Act, of the members first appointed 
to the Health Information Technology Oversight Council: 
  (1) Two shall serve for terms ending January 1, 2011. 
  (2) Three shall serve for terms ending January 1, 2012. 
  (3) Three shall serve for terms ending January 1, 2013. 
  (4) Three shall serve for terms ending January 1, 2014. + } 
  SECTION 1170.  { + The members of the Health Information 
Technology Oversight Council must be residents of this state from 
both the public and private sectors who are well informed in the 
areas of health information technology, health care delivery, 
health policy and health research. The membership must reflect 
the geographic diversity of Oregon and must include consumers and 
providers of health care and privacy and information technology 
experts. + } 
  SECTION 1171.  { + The duties of the Health Information 
Technology Oversight Council are to: 
  (1) Set specific health information technology goals and 
develop a strategic health information technology plan for this 
state. 
  (2) Monitor progress in achieving the goals established in 
subsection (1) of this section and provide oversight for the 
implementation of the strategic health information technology 
plan. 
  (3) Maximize the distribution of resources expended on health 
information technology across this state. 
  (4) Create and provide oversight for a public-private 
purchasing collaborative or alternative mechanism to help small 
health care practices, primary care providers, rural providers 
and providers whose practices include a large percentage of 
medical assistance recipients to obtain affordable rates for 
high-quality electronic health records hardware, software and 
technical support for planning, installation, use and maintenance 
of health information technology. 
  (5) Identify and select the industry standards for all health 
information technology promoted by the purchasing collaborative 
described in subsection (4) of this section, including standards 
for: 
  (a) Selecting, supporting and monitoring health information 
technology vendors, hardware, software and technical support 
services; and 
  (b) Ensuring that health information technology applications 
have appropriate privacy and security controls and that data 
cannot be used for purposes other than patient care or as 
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otherwise allowed by law. 
  (6) Enlist and leverage community resources to advance the 
adoption of health information technology. 
  (7) Educate the public and health care providers on the 
benefits and risks of information technology infrastructure 
investment. 
  (8) Coordinate health care sector activities that move the 
adoption of health information technology forward and achieve 
health information technology interoperability. 
  (9) Support and provide oversight for efforts by the Oregon 
Health Authority to implement a personal health records bank for 
medical assistance recipients and assess its potential to serve 
as a fundamental building block for a statewide health 
information exchange that: 
  (a) Ensures that patients' health information is available and 
accessible when and where they need it; 
  (b) Applies only to patients who choose to participate in the 
exchange; and 
  (c) Provides meaningful remedies if security or privacy 
policies are violated. 
  (10) Determine a fair, appropriate method to reimburse 
providers for their use of electronic health records to improve 
patient care, starting with providers whose practices consist of 
a large percentage of medical assistance recipients. 
  (11) Determine whether to establish a health information 
technology loan program and if so, to implement the program. + } 
  SECTION 1172.  { + (1) The Governor shall appoint one of the 
members of the Health Information Technology Oversight Council as 
chairperson and another as vice chairperson, for such terms and 
with such duties and powers necessary for the performance of the 
functions of those offices as the Governor determines. 
  (2) A majority of the members of the council constitutes a 
quorum for the transaction of business. 
  (3) The council shall meet at least quarterly at a place, day 
and hour determined by the council. The council may also meet at 
other times and places specified by the call of the chairperson 
or of a majority of the members of the council. + } 
  SECTION 1173.  { + In accordance with applicable provisions of 
ORS chapter 183, the Health Information Technology Oversight 
Council may adopt rules necessary for the administration of the 
laws that the council is charged with administering. + } 
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FACT SHEET 
HB 2116A: Expanding Health Care Coverage for Oregon’s  
Children and Low-Income Adults 
 
With unemployment at more than 12 percent, the already urgent need to expand health 
care coverage to the growing number of uninsured Oregonians has become even more 
critical.  HB 2116A provides the funding to build on existing state health programs and to 
expand health care coverage to all children and more low-income adults. 
 
HB 2116A restructures and renews provider taxes to replace those that sunset October 1, 
2009. These revenues can leverage significant federal matching funds to fuel the state’s 
economy while reducing Oregon’s uninsured by one third. This is the first, best step 
recommended by the Oregon Health Fund Board towards expanding access to health care 
coverage to all Oregonians. 
 
Children 


• Provides access to comprehensive health care coverage for uninsured Oregon 
children up to age 19, including physical, dental, vision and behavioral health care 


• Offers options for families at all income levels, including a state-sponsored 
insurance option 


• Builds on existing programs – supporting infrastructure is already in place 
• Removes barriers to coverage 
• Reaches out to children in under-served communities and multicultural groups 


 
Low-income adults 


• Covers uninsured, low-income adults who do not otherwise qualify for traditional 
Medicaid programs (i.e. children, pregnant women, people with disabilities and 
people age 65 or older) 


• Provides limited coverage, including medical, emergency dental, behavioral health 
and  prescription drug services 


• Limits the number of individuals enrolled by the available revenue generated from 
provider taxes 


 
Funding—Shared Costs 
Funding for this expansion of health insurance coverage is shared between the federal 
government and matching funds from clients, employers, health insurers and large 
hospitals. 


May 2009 







Affordable health care for all children 
 


Annual income for a FAMILY of
% FPL Where they 


get coverage 


Estimated 
additional 
children 
covered 


FOUR 
(2 adults, 2 
children) 


TWO 
(1 adult, 1 


child) 


Up to 200%FPL OHP Plus or 
FHIAP 65,000 Less than 


$42,400 
Less than 
$28,000 


200% up to 
250% FPL 


FHIAP or  
Private product 6,000 $42,400 to 


$53,000 
$28,000 to 


$35,000 
250% up to 
300% FPL 


FHIAP or  
Private product 4,000 $53,000 to 


$63,600 
$35,000 to 


$42,000 
300% FPL  


and up Private product 5,000 $63,600  
and above 


$42,000  
and above 


 
Affordable options 
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 “Meaningful Use” Workgroup Recommendations and Call for Public 
Comment 


Health Information Technology Policy Committee 
June 16, 2009 


Hubert H. Humphrey Building, Washington DC 
Submitted by Jonathan French, Manager of Federal Affairs, HIMSS 


 
Summary 
At the June 16, 2009 Health Information Technology Policy Committee Meeting, the 
Health Information Technology Policy Committee “Meaningful Use” Workgroup 
presented their initial recommendations for a definition of meaningful use of health IT.  
Public comments on these recommendations (listed starting on page 2 of this document) 
are due by June 26, 2009 and can be submitted electronically to MeaningfulUse@hhs.gov 
All electronic communications must be submitted with “Meaningful Use” in the subject 
line. 
 
The Charge of the Health IT Meaningful Use Workgroup 
The Meaningful Use Workgroup has been tasked with making recommendations to the 
HIT Policy Committee regarding the process for defining and revising meaningful use 
and national goals, proposed new meaningful use definitions and national goals and 
standards and policy priorities to support meaningful use and national goals. The HIT 
Policy Committee will consider and edit the proposal, and upon approval by the 
committee, will submit the recommendations to National Coordinator David Blumenthal 
and Secretary of Health and Human Services Kathy Sebelius. 
 


Broad Summary of the Workgroup’s Recommendations 
• Data Sharing by 2011 
• Incorporate Data into establishing Advanced Clinical Processes by 2013 
• Improved outcomes through information sharing by 2015 


 
Objectives  for each level of Implementation (2011, 2013, and 2015) 
• Improve quality, safety, and efficiency 
• Engage patients 
• Improve care coordination 
• Reduce health disparities through public & population health data-sharing 
• Ensure privacy and security 


 
What is the Relationship of health IT adoption to Health Reform? 
• Implementation can result in direct cost reduction 
• Implementation will provide information infrastructure for health reform 


 
 
 
 







2011 Recommended Objectives and Measurables 
  
Improve Quality, Safety, and Efficiency  
Objectives 


• Capture Data in coded format 
o Maintain current problem list 
o Maintain active medication list 
o Maintain active medication allergy list 
o Record vital signs (height, weight, blood pressure, etc) 
o Incorporate lab test results into EHR 
o Document key patient demographics (ethnicity, gender, insurance 


• Document progress note for each encounter (OUTPATIENT ONLY) 
• Use CPOE for all order types 


o Use electronic prescribing 
o Implement drug-drug, allergy, drug formulary checks 


• Manage populations  
o Generate list of patients broken down by specific conditions (outpatient 


only) 
o Send patient reminders per patient preference 


 
Measurables 


• % Labs incorporated into EHR in coded format 
• % CPOE orders entered directly by physician 
• Report quality measures using HIT-enabled quality measures (HIT-QM) 


– % Diabetics with A1c under control 
– % Hypertensives with BP under control 
– % LDL under control 
– % Smokers offered smoking cessation counseling 
– % Patients with recorded BMI 
– % Colorectal screening for 50+ 
– % Mammograms for women 50+ 
– % Current pneumovax status 
– % Annual flu vaccination 
– % Aspirin prophylaxis for patients at risk for cardiac event 
– % Surgical patients receiving VTE prophylaxis 
– Avoidance of high risk medications in elderly 


• Quality reports stratified by race, ethnicity, gender, insurance type 
 
Engage Patients and Families  
Objectives 


• Provide patients with electronic copy of or electronic access to clinical 
information (labs, medication list, allergies, medical “problem” list) 


• Provide access to patient specific educational sources 
• Provide clinical summaries for patients at each encounter 


 
Measurables 







• % Patients with electronic access to personal health information 
• % Patients with access to patient-specific educational resources 
• % Encounters where clinical summary provided 


 
Improve Care Coordination  
Objectives 


• Exchange key clinical information among providers 
• Perform medication reconciliation at relevant encounters 


 
Measurables 


• Report 30 day readmission rate 
• % Encounters where medication reconciliation performed 
• Implemented ability to exchange health information with external clinical entities 
• Problems, labs, medication lists, care summaries 
• % Transitions in care where summary care record is shared (in 2011, could use 


any modality) 
 


 
Improve Population and Public Health 
Objectives 


• Submit electronic data to immunization registries where required and can be 
accepted 


• Submit electronic reportable lab results to public health agencies 
• Submit electronic syndrome surveillance data to public health agencies according 


to applicable law and practice 
Measureables 


• Report up-to-date status of childhood immunizations 
• % Reportable lab results submitted electronically 


 
 
Ensure Privacy and Security Protections  
Objectives 


• Compliance with HIPAA and state laws 
• Compliance with data sharing practices from National Privacy and Security 


Framework 
Measurables 


• Full compliance with HIPAA 
o Entity under investigation for HIPAA violation cannot achieve meaningful 


use until entity is cleared 
• Conduct or update a security risk assessment and implement security updates as 


necessary 
 
2013 Objectives 


• Improve quality, safety, efficiency 
o Evidence based order sets 







o Clinical documentation recorded (inpatient)  
o Clinical decision support at point of care  
o Manage chronic conditions using patient lists and decision support (Move 


to 2011?) 
o Report to external disease registry 


• Engage patients and families 
o Offer secure patient-provider messaging 
o Access to patient-specific educational resources 
o Record patient preferences 
o Documentation of family medical history 
o Upload data from home monitoring devices 


• Coordinate care 
o Medication reconciliation at each transition of care 
o Produce electronic summary of care at each transition 
o Retrieve and act on electronic prescription fill data 


 
• Improve population and public health 


o Receive immunization histories from registries 
o Receive public health alerts 
o Electronic syndromic surveillance data sent to public health agencies 


• Ensure privacy and security protection 
o Use summary or de-identified data when reporting data for population 


health purposes 
 
2015 Objectives 
 


• Improve quality, safety, and efficiency 
o Achieve minimal levels of performance on quality, safety, and efficiency 


measures 
o Implement clinical decision support for national high priority conditions  
o Achieve medical device interoperability  
o Provide multimedia support (e.g., x-rays) 


• Engage patients and families 
o Provide access for all patients to PHR populated in real time with data 


from EHR  
o Provide patients with access to self-management tools 
o Capture electronic reporting on experience of care 


• Coordinate care 
o Access comprehensive patient data from all available sources  


• Improve population and public health 
o Use epidemiologic data derived from EHRs 
o Automate real-time surveillance  
o Provide clinical dashboards  
o Generate dynamic and ad hoc quality reports  


• Ensure privacy and security protection 







o Provide patients  with accounting of treatment, payment, and health care 
operations disclosures 


o Protect sensitive health information 
 
 








SAVE THE DATE 
Thursday, July 23, 2009 


10 am – 3 pm 
 


Oregon Health 
Information 
Technology 
Stakeholder 


Engagement Meeting 
 


The Northwest Viticulture Center 
215 Doaks Ferry Road NW  
Salem, Oregon 97309-7070 


Info at:  http://www.oregon.gov/OHPPR/HIIAC.shtml 








The Envisioned Timeline to Interoperability


2009 2010 2011 2012 2013 2014 2015 2016


State grant monies
begin flowing from 
HHS to develop 


technical, privacy, 
governance and 


financing frameworks 
necessary for HIE to 


take shape


Medicare and 
Medicaid Incentive


payments begin, 
presuming HIEs have 


come online


Medicare and 
Medicaid Incentive


payments give way to 
penalties on providers 
for failing to adopt HIT


HHS to establish 
interoperability 


standards
by the end of 2009 to 


guide HIE development


Setting of standards enables 
providers to begin selecting 
and/or modifying existing 


systems to comply with Medicare 
and Medicaid incentive payment 


requirements for HIE 
interoperability





		The Envisioned Timeline to Interoperability
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HB 2009 – Health Reform for a Healthy Oregon 
Streamlining of state health functions gains value and cost-savings 


 


Streamlining State Health Functions: 


Oregon Health Authority and Health Policy Board 
• The Authority structure consolidates and aligns state health purchasers and programs to maximize 


efficiencies and organize the state’s patchwork of health policy and health services.  
• Provides a thoughtful and careful transition from current health-related structures in DHS and other 


agencies. Will enable coordinated and efficient state healthcare purchasing and reduce waste of 
uncoordinated and duplicate efforts.  


• The Policy Board merges the resources of the Oregon Health Fund Board and the Oregon Health 
Policy Commission to one Governor-appointed, citizen-led Oregon Health Policy Board to guide 
Oregon health policy in partnership with stakeholders and experts in health and the delivery of 
healthcare. It can move to implement the needed reforms to gain value and reduce costs. 


POLST (Physician-Ordered Life Sustaining Treatment) Registry 
• The POLST registry is an example of a system innovation that better coordinates 


healthcare treatments not only in a clinical setting but even at a person’s own home by 
emergency personnel. It assists providers to provide the level of care desired by the 
patient.  


• The state will contract with OHSU to develop, implement and maintain the registry, building on 
the pilot work already underway in Clackamas County that was funded with private donations.  


• Under the agency's public health authority, the registry would be aligned with federal HIPAA 
provisions that allow the safe and secure collection and dissemination of identifiable health 
information for the health of the population, a critical ability for the registry to function beyond 
small pilots and serve all the citizens of Oregon. 


Gaining Value and Cost Savings 
HB 2009 implements the best first steps recommended by the Oregon Health Fund Board for system 
changes that will deliver direct cost savings to Oregon.  
Public Employer Purchasing Collaborative 


• Brings together purchasers of public healthcare (PEBB, OEBB, local purchasers such as counties 
and cities, also potentially Medicaid and Corrections) to align efforts for the most efficient 
purchasing processes, collaborate on value-based and cost-effective benefit design, and payment 
reform strategies to achieve quality outcomes. 


• Savings can be achieved through streamlining contracting processes and administrative costs and 
leverage for best prices for the most cost-effective quality care 


Clinical Improvement Assessment Project  
• Collaborate with insurers to promote the use of evidence-based health care by aligning both 


recommended clinical guidelines and developing commons standards for the use of expensive 
medical technology.   


• Comparing the clinical effectiveness of medical treatments helps both payers and providers of 
health care to make more informed coverage and patient-care decisions, and aims to increase use 
of care that improves health outcomes. 
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Focus on Patient-Centered Primary Care Homes and Payment Reform 


• Coordinated primary and preventative care, such as the care provided in the integrated 
health home model, is critical to improving individual and population health and 
reducing the risk of increased emergency room and hospitalization costs.  


• By setting common quality and performance standards for primary care and care 
coordination, this can provide state purchasers the ability to align reimbursement policies 
that reduce fragmentation and make our system more sustainable. 


Coordinate and Maximize Electronic Health Record Adoption and Interconnectivity 
• Coordinates public and private statewide efforts in electronic health records adoption and 


interconnectivity that are federally required for Oregon’s healthcare providers to be 
eligible for millions of federal health information technology stimulus dollars. 


• Without a state plan to implement interconnectivity of electronic health records, the 
state’s hospitals and providers can not take advantage of enhanced Medicare and 
Medicaid payments and risk reductions in payments from the federal government 


Healthcare Workforce Initiative  
• An appropriately trained robust workforce is needed to support the delivery reforms 


necessary for delivery system reform that will translate into cost savings.   
• Will partner with public and private stakeholders to maximize assessing and stimulating 


healthcare workforce development. Will allow for better targeting of educational and 
other incentive investments.  


• Savings by partnering with the work already ongoing with the Oregon Healthcare 
Workforce Institute and the existing processes of healthcare licensing boards to define 
the workforce needs for Oregon.  


Improved Transparency: Healthcare Facilities, Insurers and Claims Reporting 
• Analysis of state and local investments in healthcare utilization, quality and cost across all insurers 


is an essential part of the infrastructure needed to pursue comprehensive cost containment.  Such a 
program will drive competition in the market by creating the transparency necessary for 
legislators, consumers and healthcare purchasers to make choices based on quality and cost. 


• Also efforts to standardize forms and processes for health care claims transactions in order to 
lower providers and purchasers administrative costs. 


 
 
 










