Utah Digital Health Service Commission Meeting
Thursday May 2, 2013 10:00 a.m. – 12:00 p.m.
Utah Department of Health, 288 North 1460 West, Rm 114, Salt Lake City, Utah
Pending Minutes
Members Present: Henry Gardner, Deb LaMarche, Dennis Moser (via phone), Mark Munger (Chair),
Jan Root, Wesley Smith, and Nancy Staggers
Members Absent: Scott Barlow, Doug Hasbrouck (Vice Chair), Brad LeBaron, Chet Loftis, and Marc
Probst
Staff Members: Humaira Shah and Wu Xu (UDOH, OHIDS)
Guests: Courtney Dinkins (AUCH) (via phone) , Jennifer Garvin (UOU), Craig Herzog (UOU), Charlene
Frail-McGeever (UDOH), Greg Mead (UDOH), Esther Munene (CDC/CSTE APHI Fellow),
Barry Nangle (UDOH), Wyatt Parker (HealthInsight), Robert Rolfs (UDOH), Shelly Teuscher
(UDOH), Deb Turner (UDOH), Sarah Woolsey (HealthInsight)
Introduction and Update:
Mark Munger welcomed everyone and asked everyone to introduce themselves. There was a motion to
pass the January minutes by Wesley Smith; it was seconded and approved.
Wu Xu reported on the S.B. 77. The bill requires that the public meeting audio recordings have to be
posted within 3 days; pending minutes must be made available to the public within 30 days after the
meeting; and approved minutes also need to be posted within 3 days.
Mark Munger invited nominations for a new chair and vice chair. It was decided that the ballot will be
placed via email.
State Innovative Model Initiative Grant:
Deb Turner introduced a CMS grant called the State Innovation Model (SIM) Plan. There are five focus
areas: health information, workforce, payment reform, medical malpractice, and wellness. Strategies will
be developed and presented to the Lt. Governor and the Executive Policy Group in those five areas. The
innovation plan seeks to improve Utah’s overall health performance meaning better health, better care,
and lower costs. The focus is to develop the recommendations and build the proposed strategies to make
recommendations for implementation.
Shelley Teuscher discussed the proposed recommendations. Health care workforce group is trying to
identify a plan to meet the needs. Strategies identified are clinical training coordination, which lead to
more clinical training opportunities, interdisciplinary health care team development, a team approach
coordinating providers, training and retention programs to identify needs and to retain students and data
sharing among agencies. Workgroup three is prevention. Its goal is to enable Utah citizens to live
healthier lives and manage chronic illnesses better. Their strategies are education of individuals and the
ways that businesses and government can create a support system as individuals and decide to make
better choices in regards to their own wellness. Payment reform group focuses on moving Utah’s health
care system to one that pays for value and not volume.
Deb talked about the dispute resolution and medical malpractice group. After the first health summit, the
Lt. Governor expressed great interest in the dispute reform. A large and active group was created that
included hospital association, medical association, attorneys, etc. They looked at what kind of legislation
we could do in the state and make it easier for patients, physicians and hospitals. This group is looking at
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creating a system that would improve patient communications when there is a dispute over an outcome.
They are looking at strategies and how they can be modeled for implementation.
Mark presented the EPG’s discussions on the strategies for the Health Information group. Transparent
reporting from the All Payer Claims Database (APCD) and Health Information Exchange (HIE) are the
fundamental issues for this taskforce. It also includes the cHIE, the patient identity (MPI), shared
standardized clinical decision making support and training, and individual responsibilities for health.
The third task for HIT group is security, which the Commission has done it through its white paper. We
need to incorporate any other ideas that came from the EPG members. These included education about
health IT, not only to the public but to the entire health care community. A small workgroup was called
together which will be the initial workgroup to formulate strategies and recommendations.
Brainstorming and Strategic Planning to Promote Digital Health Services to a New Stage for the
State of Utah:
Mark started the discussion by pointing out that recommendations from this commission could be taken
forward to a legislator during the legislative session.
Jan Root thanked Mark for his support and presented that there is an opportunity to look at the cHIE and
form a basic underlying HIE infrastructure for health care reform on several fronts. One is for better
treatment - following the patient as they move from provider to provider. Second, it can also be used as a
center for quality reporting. We want to make cHIE as a foundation for the independent providers to have
one infrastructure to exchange the data and quality reporting. To do these there are challenges: First one
is the current opt-in model. The University of Utah has done a great work to get consent papers in.
People have to have a choice, whether they want their data shared or not. She asked whether this
commission can make a recommendation to make a legislation to move to opt-out consent strategy.
Second is that the state designates a state HIE. What would it do and how would it work are big
questions. A state-designated HIE could be incorporated into the statewide disaster recovery plan. If a
disaster occurs, patients can contact their doctors for prescriptions. The state designated HIE has the
potential to be part of transparency reporting to include clinical data for providers.
Robert Rolfs recognizes the HIE importance as a patient, physician and public health official. If the cHIE
is happening successfully; society as a whole will see various ways to solve healthcare problems in the
nation. The cHIE is a public good issue. Second, there is the consent issue. Opt-in puts burden on
individuals. In terms of state designated HIE, there is a public good in HIE and the state could make a
difference. The designation may need to be a legislative decision including the consent issue. Legislators
will listen to the community. HIE is a public good/public utility for moving Fee-For-Service to outcomes
accountable care.
Mark talked about the two questions that were put on the table from Jan. One was answered that is in
January the commission did support the opt-out point as long as the liability issues that Wesley Smith
brought up could be effectively dealt with. Designated HIE is an important issue now than it has ever
been. He discussed how the cHIE is the central focus and relates to SIM grant and EPG
recommendations.
Henry Gardner gave an analogy about traveling on I-15 when he was younger. I-15 saves time but
doesn’t eliminate any state or private roads and parking lots. Instead, I-15 gave more freedom to have.
That is the value of the infrastructure. Furthermore, the community doesn't want to create their own roads
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to SLC. We can all take advantage of a common infrastructure. The model UHIN has set up for claims in
the past is a great model because they involve all the entities and come together. Beacon is a good model
as well. I am a strong advocate of the cHIE and having the state designating HIE, even if the state doesn't
run it. This is a state function and we could do it as a model.
Dr. Rolfs mentioned that we have often accepted that it is hard to truly protect privacy and there are
people that aren’t going to accept that unless we address this. We have to show that we can do it
[security] adequately.
Mark added that there are disciplinary actions to protect privacy. We need to talk about how we can
enforce these issues.
Jan mentioned that UHIN has addressed this issue. She said we can give Intermountain the audit log feed
of who saw what as well as patient data on a daily or weekly basis, and they can incorporate it into their
existing audit. It’s harder to do it with the smaller providers. For example, ONC did 112-115 audits and
conveyed information to small providers on security last year. This sent the message that you may be
small but this [HIPAA] still applies to you.
Deb LaMarche thought they were all in support of HIE and also recognized the challenges. She supported
the idea that it would be a state designated thing because we are looking at it more broadly but I still can't
see what it means or looks like. The other question is twofold: First, are other states doing it at the
statewide level? Second, if we are going to move forward with the huge [SIM] innovation projects,
would it position us better if the cHIE were at a statewide designation rather than as a private company?
Mark said I haven’t talked to the SIM HIT Work Group but that’s my thought too; if a state cHIE has to
be the foundation for SIM. If it isn’t then what is? We, at the University of Utah, echo what is done on
security at Intermountain, so therefore we monitor minute by minute and if you have looked at the wrong
record, you have a potential for being dismissed and have to deal with HIPPA penalties as well.
Individuals have to cover the cost of a breach that is about $250,000 for the first hit. The other part the
University of Utah has done is everyone going through a yearly update training on how to access this
system.
Craig Herzog added that patient information security is the right thing to do. The university has triggers
set in place for someone accessing something inappropriately, and it will pop out and get taken care of.
We also have to go through training and if you don’t do it then access is denied. He asked if patients can
opt-out of specific things. Jan answered, Yes. It is up to the data source at the university to decide what
they are going to put in the cHIE. Opt-out is global. A psychological facility can block the information
from their facility.
Dr. Rolfs mentioned that there are two levels of consent: individual and provider. Opt-in and opt-out as
we are using it usually refers to the individual patient and not the provider. At least from his perspective,
this is a little different than a highway. You can use the highway or not but the highway is there, the cHIE
isn’t there if people aren’t using it.
Sarah Woolsey said she works in the community health care system which is an independent
organization. From a public health perspective, there are a couple of issues not using an HIE. It wastes
money on repeated preventive care and patients don’t have to go to a doctor’s office to get preventive
care. She talked about independent physicians in rural areas. Intermountain has given access to
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community providers. However for uninsured, nursing homes and home health are not integrated in
Intermountain. I’m going to argue this [cHIE] for the state.
Jennifer Garvin commented that patient privacy management in HIE might have been poor. Many of the
other states set up a record locator system because it addressed the concerns of the constituents. Their
data do not reside in a database but rather in an individual location where they have care; this way people
feel more comfortable. This is the model for other states and the VA. Education is another issue because
we need to educate the public. This is a multi-facet approach and the key part is educating the public
about the value of this.
Nancy Staggers said she is used to having access in a system that actually did protect privacy and
security. Our nation is at a tip-point and we don't have a national vision or standards. I would like to see
us accelerate the support for the cHIE and move on.
Dennis Moser commented that UHIN had a consumer committee that got input from consumers on this
opt-in/opt-out issue. The consumer group was comfortable with the opt-out but a provider overwrote the
work of the community committee. He said, I was with my father when he had heart surgery recently. As
I spent time with him I was able to see how the lack of integrated medical records and the ability to share
health information negatively influenced decisions made through aspects of my father’s care. Having had
medical records and the information been able to be shared, that would have been a completely different
two months of my life.
Henry Gardner looked at the opposition position of opt-out as a business model issue, where a company
has invested millions of dollars to develop their own infrastructure and their own health information
exchange and have invested in IT for a long time. We need to understand and take this into account.
Dr. Rolfs added three points: One is they invested and achieved what the state has not achieved. They are
also aware of risks. The second is while cHIE is not designated - there is a risk for cHIE to fail. The third
is what it [a state designated HIE] would look like. A legislative designated cHIE would say this is a
public good, and what we do with it.
Deb LaMarche talked about there are a number of rural sites that feel isolated from others and don’t
realize how connected and vulnerable they are, so something needs to be done about that. The state
provides a fair amount of training to mitigate a lot of their vulnerabilities; but IT is getting more and
more sophisticated. Training needs to be at all levels.
Mark summarized that he had a good sense that everyone feels strongly on this and we should advocate
this. From Gov. Leavitt to Gov. Herbert, the state is the HIT leader of probably all states in the nation.
This is the only way we can continue to maintain the leadership, because we have fallen behind. We can
move on with the cHIE and lead again with the nation.
Other Business:
The next meeting will be July 11th and the time has changed to 10:30-12:00.
Meeting adjourned.
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