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FIGURE 1: PROPOSED FUTURE STATE GOVERNANCE: OKLAHOMA ROADMAP FOR CONNECTED HEALTH 
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FIGURE 2: POTENTIAL FUTURE-STATE ARCHITECTURE: HIGH-LEVEL CONNECTIVITY 
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Providers subscribing to and querying either HIE must have transparent and agnostic access to any 

individual patient data stored throughout the OKHIN regardless if the sources come from another HIE, 

state-based systems, or federal sources (VA, DOD or HIS). If a provider is a subscriber to either of the 

two HIEs, then the information requested (such as imaging, demographic data, laboratory reporting, 

etc.), should be delivered to them on request, and must be part of the base functionality of OKHIN. 

Additional services, such as analytics, care coordination, quality measures, image exchange, and others 

can and should be marketed by each HIE as value-added services to increase their number of subscribers 

and add market share.  

The state should be able to build and pay for much, if not all, of the infrastructure (including 

enhancements needed on the two HIE sides) as well as operations needed for this new functionality via 

90/10 funding from CMS. Both CCHN and MyHealth Access must participate in this arrangement through 

a contractual obligation, or they would be unable to be eligible for any state funding or federal funding 

provided by CMS for additional connectivity to providers or any other specific healthcare projects.  Both 

CCHN and MyHealth Access will be required to develop sustainability plans to demonstrate the ability 

for ongoing operations.  The state will make existing assets available as shared services in OKHIN, which 

consist of an eMPI, a provider directory, and a record locator service.  

It is recognized there will be a process and timeline developed to secure funding, develop an RFP, and 

select the contractor organization. Additionally, the state must develop contracts with the two HIEs as 

well as adjust data sharing agreements across the network to implement such a solution. 

The shared services will support the existing HIEs, state agencies, and private sector healthcare entities 

as the "backbone” for their services.  Key components include an enterprise master patient index, 

provider directory, and record locator service.  

Enterprise Master Patient Index (eMPI):  

The accumulation of patient data from a variety of sources presents the inherent, unavoidable issue of 

patient matching. All data relating to an individual, regardless of its origin, needs to be associated with 

the correct individual, and available in a comprehensive, longitudinal format. Without effective patient 

matching, an HIE cannot operate effectively. An eMPI is very effective when the data is mapped to a 

Provider Directory to link patients to those healthcare providers with whom they have active care 

relationships, for care coordination services, risk stratification, and for quality measurement and 

payment. This would be particularly useful for the state as it looks to link disparate providers and 

patients in rural areas of the state that often see multiple providers for care. It is expected that OKHIN 

will use the NextGate eMPI, but it is recommended that an independent organization, in collaboration 

with the state, provide guidance to operate and maintain the eMPI, and that an evaluation of the eMPI 

commence after the first year of operation to determine if it is fulfilling the needs of OKHIN. 

Provider and Organization Directory:  

Maintaining an accurate list of participating providers and organizations is an important aspect of any 

HIE. The ability to clearly track which providers/organizations are contributing data and who can 
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access/receive data is crucial for the operations of an HIE as it allows for accurate audits and utilization 

review. One approach is to utilize the provider directory owned by Oklahoma that is based on a 

customer relationship model (CRM), which goes beyond the traditional database and acts as a routing 

preference engine. This approach allows other provider network(s) to be hosted in the Internet-cloud, 

which can then be mapped to the eMPI to more accurately establish those patients that providers have 

an active care relationship with. This is the model that the Michigan Information Health Information 

Network Shared Services (MiHIN) is implementing to early success.  

Record Locator Service:  

A Record Locator Service (RLS) is a key infrastructure component to support interoperability in a 

decentralized healthcare environment. The RLS provides pointers to the location of patient information 

across the extended network of HIEs, enabling users to access and integrate healthcare data from 

distributed sources.  

Alert Notification Service:  

Notifications are a lightweight and relatively easy-to-implement service that can provide immediate 

value to stakeholders, while contributing to data sources such as a provider directory and an eMPI. 

Notifications can be created based on medical events, clinical, behavioral, and social information, and 

gaps in care. For example, to manage their patient panel more effectively, primary care physicians can 

receive alerts immediately upon an individual’s arrival at the emergency department or another point of 

care for a relevant care need.  

Because of the investments already made by HIEs in the state, Oklahoma could develop a shared 

services layer created through partnership with existing HIEs. Alternatively, shared services could be 

acquired through a competitive RFP with a third party.  

Develop Additional Use Cases 

Once the HITB works through core set up activities and addresses the priorities in this Roadmap other 

use cases can be developed. A process, probably utilizing workgroups, should be developed to identify, 

evaluate, and prioritize additional use cases. Use case development is an effective framework for 

engaging an expanded population of provider and other types of stakeholders to increase the 

functionality of the health IT and HIE infrastructure. Here is a short and non-exhaustive list of potential 

use cases: 

• Advance directives 

• Opioid monitoring and support services 

• Emergency department super-utilizers 

• Medicaid reconciliation 

• Care coordination: referral management 

• Disability determination 

• Image exchange 

• Social determinants of health 

• Research/Clinical trials 

• Patient-generated data 
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Strategies and Approaches – Near Term (2018-2021) 
To move forward, significant work is needed on governance, technical infrastructure, financing and 

stakeholder support. It is expected that funding through enhanced federal financial participation (FFP) 

through the Medicaid program will be procured in 2018. There are several goals recommended for the 

state to achieve to develop and implement OKHIN within a three-year period. 

Technology Options and Recommendations for OKHIN 

Building a statewide network requires efficiency. Without strong governance, key stakeholder buy-in, 

and collaboration among stakeholders, there is a high risk of redundant effort and unneeded use of 

resources.  

Role of OKHIN 

OKHIN’s role is to provide, implement, and manage the statewide infrastructure for HIEs by providing: 

• Patient and provider identity management 

• Patient-provider (care team) attribution 

• Patient consent and authorization preferences 

• Patient and provider (message) delivery preferences 

• Single sign-on (SSO) across vendor/organization boundaries AND patient/provider portals 

OKHIN should adopt and mandate a single legal framework (trust bundle) by using components from 

national models such as the Trusted Exchange Framework and Common Agreement (TEFCA), Data Use 

and Reciprocal Trust Agreement (DURSA), NATE, DirectTrust, etc. wherever feasible, to build from tested 

models that have proven to be scalable. The ubiquity and extensive vetting of these models 

preemptively inhibits resistance from stakeholders on legal grounds. Data Exchange Organizations 

(DEOs) should only need to report once, and it does not matter which HIE they report to (for non-quality 

measurement use cases). 

 
The Right Information at the Right Time 

The solution must provide value to providers and patients by making clinical information across the 

state available at the point of care. Functionality that enables providers to query and retrieve data from 

disparate sources from within their EHR is the ideal state, but the high level of variation, in both 

functionality and technical support, across the vendor landscape are major challenges for many 

providers. An HIE web portal with Single Sign On functionality is an alternative method for providers to 

view information from sources other than their EHR, even if it is less than ideal from a workflow 

standpoint. 

The organization should promote and support the leveraging of vendor APIs/web services, and national 

networks such as Carequality and CommonWell where feasible. 

• OKHIN must provide and implement a solution that provides federated identity management. 

The state’s eMPI will be a major resource to this solution, with query support.  

• The eMPI should contain demographic information 
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o Incentivize priority DEOs to submit information to the eMPI, such as CCHN and 

MyHealth Access, and help maintain, then incrementally expand to other DEOs 

• There is a critical need to incentivize DEOs (providers) to submit data for patient-provider (care 

team) attribution. MyHealth Access does this already as part of its analytic reporting to support 

value-based care programs, so this model of attribution is one to consider expanding within 

OKHIN 

Onboarding Support 

To increase access to meaningful HIE, Oklahoma should develop an onboarding grant program for HIEs 

to offset the cost of connecting providers to robust HIE services. By setting minimum standards, 

establishing a stakeholder or community-led development process, using milestone payments, and 

auditing HIE grantees, the state can increase the HIE footprint within the state while avoiding problems 

of past voucher programs. The onboarding program could also be used to leverage participation and/or 

investment in shared services needed to connect HIEs to each other.  

In addition to supporting the growth of HIEs, OKHIN may want to support the adoption and spread of 

national exchange efforts, such as Carequality, CommonWell, eHealth Exchange or the Patient-Centered 

Data Home (PCDH) facilitated by the Strategic Health Information Exchange Collaborative (SHIEC). A 

range of opportunities exist, from convening Oklahoma stakeholders to increasing vendor adoption of 

national networks, to supporting onboarding and interface costs for those providers who face barriers, 

and to increasing awareness of exchange-enabled solutions in the community. Because of the range of 

options available, it is recommended that the governance entity convene a workgroup or taskforce to 

explore and prioritize these options and make recommendations. 

Public Health Gateway  

Public health relies on data reported by health care partners to conduct nearly every aspect of its core 

functions. OKHIN offers the opportunity to replace manual reporting processes with automated ones, 

and innovators are increasingly developing such approaches and offers the ability to have providers and 

organizations, as well as state employees store and send the data in a consistent and uniform fashion. 

These data can then be analyzed and used for the following purposes, each of which was designated as 

important for the Oklahoma Department of Health.  

• Automated Laboratory Reporting - The electronic transmission of laboratory reports can 

increase the timeliness of reporting for cases requiring immediate public health action. The 

technical and organizational infrastructure implemented through OKHIN could facilitate 

automated laboratory reporting. Although the legal requirement to report rests upon the 

laboratories and cannot be delegated, OKHIN could ensure that (1) notifiable conditions would 

be identified according to a standard rule set (e.g., what constitutes positive syphilis serology), 

and (2) a standards-based secure message could be sent to public health. 

• Population-Level Quality Reporting - To the extent that OKHIN can penetrate across systems of 

care, it offers the possibility of measuring the quality of care delivered to members of a 

geographical or logical community across health plans and providers. A geographical example 
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would be a town or region, while a logical example would be a statewide population with a 

specific characteristic such as an ethnic category. The infrastructure could be leveraged to 

provide core data elements (e.g., medications, procedures, diagnoses) needed for a focused, 

high-quality data reporting system at either the individual or aggregate level. Summary quality 

measures from individual institutions (i.e., counts of numerators, denominators, and exclusions) 

could be aggregated at the organizational level with no risk to patient privacy. 

• Population-Level Alert Reporting - OKHIN could also be a gateway to relevant epidemiologic 

information that the provider might be interested in. For example, an emergency department 

physician might receive trends in influenza within a community, and a primary care physician 

might receive updated preventive services recommendations. These findings could be presented 

to all users, or they could be customized to the queried patient's age, race, neighborhood, or 

prior medical history. Public health messages could be incorporated into the HIE portals of 

either MyHealth Access or CCHN, and more tailored epidemiologic information could be 

integrated into a patient query. These capabilities would enhance the existing Oklahoma Health 

Alert Network (OK-HAN) which can push alerts to a website where providers can access them. 

• Electronic Case Reporting – The use of electronic case reporting (eCR) increases and enhances 

the quality and effectiveness of public health surveillance. By generating reporting conditions 

from the data provided by OKHIN, the use of eCR can provide 1) more complete and accurate 

data for in near real time for public health action, 2) earlier detection of cases, permitting earlier 

interventions and lowered transmission of disease, and 3) the use of an electronic infrastructure 

to support rapid reporting and newly recognized and emerging conditions, which would reduce 

the need for manual surveillance activities (i.e. STD treatment). 

Convening and Coordination Role 

Beyond supporting connectivity through governance, technical services, and onboarding, there is 

significant opportunity to support the adoption, use, and spread of health data exchange by convening 

stakeholders, sharing best practices, sponsoring learning collaboratives, and identifying common 

barriers and community-led solutions. In addition, a public-private partnership can leverage expertise 

and pool resources to support providers who face barriers, such as non-MU-eligible professionals, safety 

net clinics, and organizations in rural areas. The governance entity may wish to focus on specific 

settings, too, such as long-term care/post-acute care providers, behavioral health and substance use 

treatment organizations, and/or health equity-focused providers.  

Support for Multi-Payer and Value-Based Care Efforts 

Establishing data-sharing relationships with community organizations is critical to building out a more 

comprehensive view of the patient. Querying and accessing data from disparate sources through OKHIN 

will assist in developing more nuanced approaches to care and improving clinical outcomes to support 

value-based care while reducing costs. Accessing clinical information through OKHIN, providers across 

the state can determine whether patients who have not previously sought care from a specific 

organization have been treated elsewhere. Shared-data approaches provide a more robust picture of a 
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patient, improving care coordination and transitions of care while avoiding redundant—and costly—

testing. 

Recommendations to Guide Private Efforts 

The participation of private stakeholders will be essential to the success of this roadmap. Healthcare 

providers must be willing to invest in health IT and HIE and work to integrate solutions into workflows so 

that providers and patients can realize value. Providers can also work to educate, engage, and 

empower individuals through access to their health information. Regional HIEs will need to collaborate 

and exchange data between each other to achieve a "network of networks" approach. HIEs can also be 

effective advocates for the value of exchange, and work with providers to adapt workflows for better 

integration of technology. Other stakeholders can be important community builders and help raise 

awareness.  

Strategies and Approaches – Long Term (2021-2028) 
After the development of a sustainable governance entity and baseline shared services, attention should 

be shifted to building repeatable processes for investment, coordination, and engagement. This includes 

robust participation in governance activities, regular evaluation of the environment, and scheduled 

updates to this roadmap.  

Oversight of OKHIN 

The policy and technical decisions that emerge from the governance processes should be incorporated 

into either oversight or certification practices of participating HIEs. Such certification may be tied to 

participation in the statewide network or to receive grant funding offered by the state. Part of the 

certification program should include uniform legal agreements that ensure that any HIE need execute 

only a single set of agreements with the state, and any health care organization need only sign one set 

of agreements with a single HIE to allow any participant in any certified HIE to connect with other 

providers or to the public health gateway. The certification should also ensure HIEs in the state meet 

privacy and security standards promulgated by both HIPAA as well as state requirements and offer 

minimum functionality to ensure interoperability and usefulness.  

State Led Efforts 

The state should continue work to expand access to ensure each provider and health care organization 

within the state is connected. The state must continue to work with OKHIN to advance connections, 

ensure data system are updated to receive and consume data, and facilitate data exchange to public 

health and other high-value-data to relevant stakeholders. This might include case reporting, advance 

directives, disease management, disease registries, and other related efforts. 

Governance Efforts 

The HITB should continue to work with the state to prioritize and guide investments in modern shared 

services and modular technology to support health information exchange while maximizing value for 

stakeholders. Efforts to collaborate, convene and share common solutions should continue to remain 
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the focus for all future governance activities. Community-wide data initiatives should continue to be 

explored to determine how the state can support and improve population-level data quality and 

improve value by leveraging work already accomplished and minimizing duplicative efforts.  

Economic Analysis 

After three years of OKHIN being operational, there should be some basic data the state can use to 

begin to determine the return-on-investment and cost-benefit analysis to encourage both new and 

continued investment. The state should examine areas of care in which OKHIN has produced efficiencies 

in care, particularly in the areas of case management and care coordination and should see the number 

of providers participating in OKHIN that are receiving bonus payments or increased reimbursement 

through their value-based care program. This illustrates both the utility and value of the HIE and helps 

the state move toward greater sustainability, which takes on increasing importance given that Federal 

financial participation through Medicaid begins to decrease after 2021. 

Expansion of Public Health Activities 

In addition to maintaining and increasing data connections, OKHIN can continue to evolve its public 

health services as the user population grows and the functionality increases. Some of these services may 

include: 

Clinical Care in Public Health Clinics  
In some counties in Oklahoma, public health departments are directly responsible for providing health 

care for certain conditions (e.g., tuberculosis, sexually transmitted diseases) or in certain settings (e.g., 

schools, homeless shelters). Under this scenario, public health would already be in possession of full 

patient identifiers used to query OKHIN and would access data needed for clinical purposes, much as 

any other user of the network. 

Disaster-Related Events  
When disaster-related events, such as tornados, occur in Oklahoma, hospitals, clinics, and other places 

of care are besieged with individuals in which current clinical information is needed. Electronic 

availability of clinical data through OKHIN allow health care providers to have their patients’ data 

available very soon after an event may have destroyed much of their physical infrastructure. OKHIN may 

further benefit the medical care of dislocated individuals by opening clinical data exchange query 

functions to providers in other areas via a rapid credentialing process that would permit authorization 

and access. 

Potential Risks and Mitigation Plans 
Although the Roadmap articulates a direction to incorporate the existing HIEs within Oklahoma as well 

as the data exchange efforts planned by the state, there are potential risks to the development and 

implementation of OKHIN. In Exhibit 2, the potential risks and proposed mitigation plans are described 

and rank-ordered based on the significance and severity to the impact of OKHIN’s overall success. 
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EXHIBIT 2: POTENTIAL RISKS AND MITIGATION STRATEGIES  

Risk Description Mitigation Plan 

Lack of state 
support / funding 

 

Many of these recommendations will 

require state matching funds to support 

efforts 

• Build stakeholder consensus 

• Demonstrate value in using 

leveraged funds (90/10) 

• Align HIE activities with state-

level drivers such as public 

health efforts, cost 

containment, and health 

workforce development. 

Lack of stakeholder 
support / buy-in 

 

Stakeholders may be reluctant to 

participate in a governance partnership 

and may not believe in the ability for it 

to produce value 

• Start small and build 

momentum 

• Engage often and early 

• Seek feedback and adjust as 

needed 

Concerns over 
privacy and 
security of the data 
within OKHIN 

Despite the positive effects that accrue 

from an HIE, there may be a lack of 

participation because of privacy and 

security concerns of identifiable health 

information 

• Ensure that OKHIN relies on the 

best and safest technology for 

information exchange 

• Monitor and assess implications 

that new technology may have 

on privacy and security 

• Seek accreditation from a 

nationally recognized 

organization, such as the 

Electronic Health Network 

Accreditation Commission 

(EHNAC) 

Initiative fatigue 

 

With so many competing initiatives and 

priorities, stakeholders may be 

overwhelmed with additional projects 

and efforts 

• Focus on the critical few to 

build momentum and trust 

• Demonstrate value early and 

often 

• Link HIE activities with other 

business drivers should as 

improved care, operations 

efficiency, and provider 

satisfaction. 

Competition 
between HIEs 

HIEs may continue to work as isolated 

enterprises 

• Build trust 

• Establish clear rules of the road 
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Risk Description Mitigation Plan 

 • Prioritize lowest effort/highest 

impact use cases initially 

• Leverage available funding (e.g., 

onboarding) to provide 

incentives 

Incomplete or 
inaccurate quality 
reporting 

The quality reports received by 

participants in OKHIN may not be 

accurate which can hinder their ability 

to receive reimbursement and/or 

bonuses 

• Ongoing auditing of data and 

reports from both HIEs 

participating in OKHIN 

OKHIN participants 
will not maximize 
the amount of data 
to share 

History suggests that providers will not 

necessarily maximize the amount of 

information exchanged or the number 

of information exchange partners of 

their own accord 

• Set standards outlining both the 

type of information exchanged 

and the expected breadth of 

information for each exchange 

partner 

• Work with CMS if they make 

participation in OKHIN 

necessary to receive Medicare 

reimbursement 

 

Communication Strategy 
For OKHIN to be successful, a comprehensive strategic communications plan will be needed to 

communicate efforts, engage audiences, and build support. The strategic communications plan for 

OKHIN is a process that integrates activities and information to engage key audiences while achieving 

goals consistent with the mission, vision, and goals of both OMES and stakeholders throughout the 

state. The responsibility for effective strategic communication begins with the governing entity of OKHIN 

(HITB), working in coordination with state agencies, and communicated by all leaders across the 

Oklahoma health care community and the state. The plan is based on the W.H. Kellogg strategic 

communications methodology which is adopted and used by numerous corporations and non-profit 

organizations worldwide.  

It is essential to communicate the utility of a statewide interoperability among HIEs within Oklahoma 

to improve outcomes of care for patients, to increase the value of care for consumers, and to allow 

providers to access current information on patients at the point-of-care. These areas should be 

reinforced through various communication channels and this message should be aligned with the 

Implementation Advance Planning Document (IAPD). 

Further goals of the communications strategy include: 
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• To gain and maintain public trust, confidence, and active support for OKHIN 

• To broaden understanding and advocacy by gaining and maintaining a well-informed community 

of patients, providers, payers, consumers, state employees, and other key stakeholders 

• To set the conditions for future success of OKHIN by gaining support of key organizations, such 

as the Oklahoma State Department of Health, the Oklahoma Health Care Authority, the 

Oklahoma Office of Rural Health Providers, the Indian Health Services, the Oklahoma Hospital 

Association, Blue Cross and Blue Shield of Oklahoma, CommunityCare of Oklahoma, and many 

others 

Implementation and execution of the strategic communications plan should be ongoing throughout the 

year once the funding from the Centers for Medicare & Medicaid Services (CMS) is procured. The 

direction of the communication should be a joint effort by the governing body of OKHIN, OMES, and 

the two existing HIEs. Assessment of the communications plan is ongoing with OMES staff and the state 

agencies and organizations they are partnering with capturing information from sources on the 

population they are targeting to ascertain its effectiveness. Each quarter, the governing body should be 

briefed on the communications plan, efforts, and progress towards desired outcomes.  

The evaluation of the communications plan will be led by HITB, which will conduct the assessment based 

on identified indicators created by the OKHIN once the funding has been procured and the 

implementation of the HIE commences. The Director of Health IT within the state of Oklahoma will 

conduct the assessment of the Strategic Communications Plan and will work with the partner 

organizations to compile both assessments and data on the indicators approximately one year after the 

implementation of the HIE. Each year, the governing body of the HIE, along with OMES, the partner 

organizations, and the existing HIEs will meet to analyze the assessment data to determine if the goals in 

the identified indicators are being met. Changes to the messaging, communication channels, and 

materials related to the OKHIN will be altered based on the results of this meeting. Additional detail on 

the communications strategy is included in Appendix G. 

Cost of Statewide Interoperability in Oklahoma 
The potential net benefits from the on-going use of HIE services can be estimated by assessing the one-

time costs of implementation, as well as the savings achieved by having access to data from other 

healthcare providers and public health departments around the state and which to offer additional 

value-added services. Costs and benefits should be estimated for different stakeholder groups. This 

section details a suggested approach to measuring and monetizing the net benefits of HIE services. 

Segmentation of stakeholders 

Rather than attempting to estimate the average net benefits across all users of the HIE ecosystem, 

different stakeholders should be segmented into sectors based on their size and the role they play in the 

healthcare system in Oklahoma. Estimating net benefits at the stakeholder sector level yields insights 

into whether the cost structure of utilizing the HIE ecosystem disproportionately favors or burdens one 

group over another. Understanding how stakeholder groups are similar or different will also inform 

marketing efforts, allowing promoters to focus more on stakeholder groups for whom the business case 

may be less compelling or those whose business case is most easily realized. 
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The exact segmentation of stakeholder sectors should be tailored to Oklahoma’s unique environmental 

context through preliminary scoping interviews. However, a general breakdown of stakeholders will 

likely include: 

• HIE provider 

• Health care providers (segmented by size and/or other characteristics) 

o Hospital systems 

o Large physician’s practices 

o Medium physician’s practices 

o Individual physician’s practices 

• Other data private sector contributors and data users 

o Pharmacies 

o Laboratories 

o Radiology centers 

o Long Term Care Facilities 

o Behavioral Health 

o Many others 

• State Agencies 

o Public Health 

o Behavioral Health 

o Developmental Disabilities 

o Children Services 

o Aging 

o Medicaid 

o State Employee Insurance 

• Health plans 

• Self-insured employers, including the agency that purchases healthcare for Public Employees 

Expected costs and benefits of HIE Services 

The potential benefits of HIE services are well-documented in the literature. HIE services can lead to 

more accurate and timely delivery of data to public health agencies, which can help improve services 

and enable faster and more effective responses to outbreaks. 

Exhibit 3 describes some of the expected benefits of HIE implementation. Most studies conducted to 

date indicate that HIE implementation yields savings across a variety of categories, but these should be 

considered carefully and expected benefits in Oklahoma should be supported by real world data 

collected from HIE users in Oklahoma. As one researcher notes, the effectiveness of HIEs is influenced by 

several factors that are sometimes not accounted for in studies, including state geography; availability 

and quality of medical technology; managerial policies; payment models; services offered; and tech-

savviness of the users.1  

                                                           

1 Yaraghi, N. (2015). The benefits of health information exchange platforms: Measuring the returns on a half a billion dollar 

investment. Center for Technology Innovation at Brookings. 
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Furthermore, there is an argument that the effectiveness of an HIE is particularly sensitive to how much 

patient data is available and how regularly physicians query the HIE. As more patient data is added to 

the system, physicians may consider it a more useful tool and choose to query it more frequently, 

increasing its utility. Thus, the level of adoption and the interoperability of HIEs across the state (if there 

are multiple) may be critical to unlocking the expected benefits. The importance of achieving a critical 

mass of adoption may also indicate that studies of the benefits of HIE during early stages of adoption 

may underestimate the value of HIE services. 

EXHIBIT 3: SOME OF THE EXPECTED BENEFITS OF HIE IMPLEMENTATION 

Benefit Stakeholders receiving the 

benefit 

Characterizing the benefits 

Reduced duplicative imaging Care providers 

Patients 

 

• Imaging cost savings 

• Labor savings 

Reduced lab testing or cost of 

testing 

Care providers 

 

• Testing cost savings 

• Labor savings 

Reduced hospital admissions Care providers 

 

• Labor savings 

• Reduced congestion in EDs 

Reduced hospital readmissions Care providers 

 

• Labor savings 

• Reduced congestion in EDs 

Emergency department costs Care providers 

 

• Labor savings 

Public health reporting Public Health Agencies (PHAs) 

Public  

• Qualitative  

• Labor savings 

• Outbreak management, 
improved surveillance 

Improved care and clinical 

decision support 

Care providers 

PHAs 

• Qualitative 

Patient/family/caregiver 

benefits 

Patients/families/caregivers • Reduced medication errors 
 

Care coordination Care providers 

PHAs 

• Labor savings 
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The costs of HIE services should also be quantified. Costs are divided into one-time up-front expenses 

and ongoing costs associated with participation in the HIE ecosystem. Exhibit 4 describes some expected 

costs, though these may vary depending on the HIE design and business model as well as the user 

organization. 

EXHIBIT 4: SOME EXPECTED COSTS OF HIE IMPLEMENTATION  

Cost Stakeholders 

bearing the cost 

One-time or 

ongoing? 

Characterizing the costs 

Technical 

implementation 

HIE User/State One-time • Labor (staff or external IT 
support) 

Integration with user’s 

EHR 

HIE User/State One-time • Labor (likely from EHR 
provider) 

Subscription fees HIE User/State Ongoing • Monthly costs 

Training for HIE users HIE User/State Both • Staff labor 

• Trainer labor 

IT Support HIE User/State Ongoing • Occasional labor cost to 
support upgrades or 
system changes 

Infrastructure Costs HIE User/State HIE 

Provider 

Both • Hardware required for HIE 
provision/access 

• Increased internet 
bandwidth costs for access 

Initial system 

development 

State One-time • Labor for design and 
technical development 

Ongoing system support 

and development 

State Ongoing • Labor for supporting users 
and ongoing development 

Benefit-Cost Analysis Approach 
The economic model should be populated with data on expected costs and benefits of HIE in Oklahoma 

that are based on estimates of benefits from the academic literature and semi-structured interviews. 

Interviews should include subject matter experts as well as potential and current HIE users across all 

user types in Oklahoma. The analysis should be structured to estimate average net benefits for users in 

different stakeholder sectors, which can then be aggregated to estimate statewide net benefits. 
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Time series of net benefits 

All costs and benefits are placed in a time series and projected over ten years. Estimating net benefits 

over time provides insights into when benefits can be expected to exceed the up-front costs required to 

participate in the HIE. 

Data collection 

As we detail above in Exhibit 3, the academic literature provides a starting point for estimating the types 

of benefits that may arise from implementing HIE. In addition to the literature, interviews with subject 

matter experts and stakeholders will put the literature in context and lend insight into how the net 

benefits may differ in Oklahoma versus other implementations around the country. In brief, our 

recommended data collection approach as the OKHIN solution is implemented includes: 

• Preliminary scoping interviews and conversations with a small number of subject matter experts 

and HIE developers to validate known lines of inquiry and identify unanticipated ones; 

• Revision of discussion guides and surveys to reflect insights acquired from scoping interviews; 

• Telephone interviews with a diverse group that represents every stakeholder group in 

Oklahoma, including different types of providers and public health jurisdictions; and 

• Telephone interviews with subject matter experts from HIEs in other states, national 

organizations, academia, and government.  

A robust analysis would include data from multiple stakeholders in each category to estimate net 

benefits for each stakeholder group separately. In the absence of sufficient data, some stakeholder 

groups (e.g. different sizes of physician practices) could be consolidated. 

Interview procedures 

Every stakeholder interview that is intended to provide data for the economic model should be 

conducted using an interview guide. Interview guides are important to ensure that stakeholders are 

asked a uniform set of questions designed to collect comparable data points from all participants for use 

in the economic model. Key lines of inquiry include: 

• Validation of typical workflows that are impacted by HIE 

• Identification of points in the workflow where the required effort either increases or decreases 

• Validation and financial exploration of HIE use cases to individual organizations  

• Quantification of the change in effort required that is attributable to HIE implementation 

• Identification of staff roles involved in implementation and maintenance of HIE 

• Identification of staff roles that use the HIE 

• Identification of reductions or increases that are attributable to HIE services in key benefit 

categories, including lab testing, public health, radiology, hospital admissions, and prescriptions 

The validation of workflows that are impacted by HIE services is the basis for the rest of the analysis. By 

understanding the key points at which an HIE reduces or increases the effort required on the part of a 

health care professional allows for straightforward quantification of the labor benefits and costs 

associated with HIE services which illustrates the net benefits for the state.  
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Monetizing the benefits 

To monetize the benefits, we recommend using publicly available data on the average value of each 

cost or benefit category. For example, labor costs and savings should be first quantified in terms of 

hours per year and then monetized using average wage data for the relevant job role, which is available 

from multiple credible sources. The same approach can be applied to monetizing the benefits of 

reduced lab testing and other similar benefits. 

Using publicly available average data rather than collecting data from interview participants both 

reduces the data collection burden on the participant and avoids using data specific to the interview 

participants’ organizations, which may not be representative of the whole state. 

Summary of Environmental Scan Findings 

Overview of Current-State Environment: Challenges and Opportunities 

In the summary of findings, developed in 2018, the focus is placed on cross-domain findings and 

common themes that emerged during the environmental scan process across the following categories: 

the experience and views of providers, state officials, Native American tribes, and hospitals; the current 

state and use of existing HIEs within Oklahoma; the current governance of HIE among hospitals and 

health systems within Oklahoma; the current and future need for health IT tools by stakeholders, and 

the need for health IT investments. The findings represent data gathered and collected during the Spring 

of 2018 and serve as the foundation for the development of the Roadmap, which is a living document 

and may undergo changes in the next ten years, 

A significant majority of stakeholders reported that past experiences with HIE planning in Oklahoma has 

led to an overall sense of fatigue and lack of clarification on the direction of a statewide effort. Despite 

the efforts beginning in 2011 with funds appropriated through the State Health Information Exchange 

Cooperative Agreement Program (SHIECAP), the efforts to build out a statewide HIE have not effectively 

connected the state. However, as of 2018, there are two current HIEs within Oklahoma: 

• MyHealth Access Network– Founded in 2009 as a non-profit, this HIE organization is based out 

of Tulsa and collects patient information to create opportunities for early intervention with at-

risk patients, assist in treatment decisions during the patient visit, and enables population 

management programs through analytics and reporting tools. 

• Coordinated Care Health Network (CCHN) – Started in 2014 originally as Coordinated Care 

Oklahoma, this HIE organization operates out of both Norman and Oklahoma City. This 

organization was founded by local hospitals and providers with a goal of providing physicians 

with secure access to health information for their patients for treatment purposes. 

In addition to these HIEs, the Oklahoma Health Care Authority evaluated the opportunity to develop its 

own internal data exchange network to share services and data exclusively across state agencies, not 

unlike many private sector-based health systems. In 2014, the Oklahoma Health and Human Services 

cabinet, comprised of top agency officials, chartered the Deliver Interoperable Components Utilizing 

Shared Services (DISCUSS) committee to collaboratively share resources among the Oklahoma Health 



 

 

CedarBridge Group 26 

and Human Services agencies for the development and implementation of shared information 

technology products, services, and technology frameworks. Members of DISCUSS include the 

Department of Health, Department of Human Services, Department of Mental Health and Substance 

Abuse Services, Department of Rehabilitation Services, and the Health Care Authority.  

According to the Milliman Report2, written for the state of Oklahoma in 2015, DISCUSS members agreed 

to create a shared-services state agency HIE that would facilitate the sharing of the state’s data across 

agencies and would connect the disparate state systems together for increased efficiencies of reporting 

by providers and health systems, and for increased effectiveness of program operations across the 

health and social service agencies that are serving needy Oklahomans, and protecting public health 

interests in the state. Orion Health was selected as the technology vendor to support this effort. The 

current vision is to integrate state data and to offer connections for the other two HIE service providers 

in the state to provide information, such as patient discharges, infectious disease case reports, 

immunizations, and cancer case reports, to the state, while allowing the end-users of the two Oklahoma 

HIE organizations to access data on an authorized basis. The state agency HIE strategy also protects the 

privacy of individuals in Oklahoma by protecting sensitive state health data that can’t be shared outside 

of explicit purpose-of-use under state program rules, with tight protocols for access only available to 

authorized state agency staff for appropriate public health and program management purposes. 

The continued growth and development of both MyHealth Access Network and CCHN, in addition to the 

expected development of the state data exchange platform, has connected several provider systems, 

hospitals, academic medical centers, county health departments, and other areas of care, but there are 

still disparate sets of providers across Oklahoma that remain unconnected. A significant number of 

stakeholders stated that it is essential that the state develop a coordinated and consistent strategy 

that utilizes the current systems and capabilities of MyHealth Access and CCHN to allow for the query 

of a longitudinal patient record at the point-of-care, as well as analytic tools to provide required 

information to support value-based programs developed through the Center for Medicare & Medicaid 

Innovation (CMMI), a division of the Centers for Medicare & Medicaid Services (CMS). 

Stakeholders also shared the view that a statewide HIE strategy would provide valuable assistance for 

care management, case management, and care coordination. The ability to access data within HIE 

systems is a valuable tool for both care and case management, reducing time for the determination of 

eligibility for care and allowing for quicker review of a medical case to determine appropriate care 

protocols. This finding is consistent with the evaluation of the current HIE organizations conducted by 

the Health Care Authority in 2016. 

Similarly, providers in Oklahoma are not satisfied with their ability to acquire needed data assets for 

their practice, or to provide data to the State through a direct connection. The inability to directly 

connect with the Oklahoma State Immunization Information System (OSIIS) was continually referenced 

as a source of frustration that providers could not connect directly with their EHR and were forced to 

                                                           

2 “Health Information Exchange: Statewide Environmental Scan Findings,” Milliman, August 25, 2015 
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enter the information twice, once within their system and once directly into OSIIS. Additionally, the 

system did not provide bi-directional exchange.  

Governance Findings 

The need for shared governance of statewide HIE was a common theme among many stakeholder 

interviews, as there was a sense of wariness of having the state oversee and manage the HIE. Trust is 

widely viewed as foundational to any initiative in HIE and interoperability, and there was significant 

frustration among stakeholders regarding previous efforts to implement HIE services across the state 

and a lack of coordination across many of the state agencies with respect to their data assets. Some 

stakeholders cited past efforts by the state as a source of confusion, and there were some stakeholders 

unaware that CCHN was still in operation. Overall, a lack of clear and timely information about plans 

the state has for an HIE and their plans to utilize and incorporate those systems that are currently 

operational was articulated multiple times. 

Stakeholder’s confidence in the state’s ability to successfully implement HIE services is low across all 

sectors. Many expressed that a public-private partnership would be the optimal solution as it would 

remove complete state control over the HIE but would still include public sector participation. Many 

commended the stakeholder engagement process as an effective means for strategy development and 

expressed encouragement for the leadership shown by OMES. Across many stakeholder groups, a 

number spoke to scarce resources. Expressed in various ways, most reported they do not have the time, 

money, staff, or energy to participate in a state-sponsored HIE unless there are tangible benefits greater 

than the accompanying costs. Some stakeholders felt that creating value for stakeholders may involve 

items such as direct interfaces to state systems, such as the Oklahoma State Immunization Information 

System (OSIIS), from their EHR, query-based reporting, encounter notification systems, image exchange, 

and the realization of performance incentives. Others believe that legislation is the only effective 

means of increasing participation in an HIE and potentially appropriating the necessary resources. 

Stakeholders called attention to the significant amount of rural areas (“white space”) throughout the 

State that are not currently connected, the significant number of Native American Tribal Nations that 

are not connected, the lack of consistency among the functions and utility of the existing HIEs, the 

influence that payers such as Blue Cross/Blue Shield of Oklahoma have among a HIE, and the data they 

receive from providers. Specifically, the issues regarding the current environment around HIE centered 

on the following issues: 

1. The Geography and Diverse Population of the State of Oklahoma  

2. Consistent Support for Value-Based Care Reimbursement Strategies 

3. Lack of Clarity on Payer Involvement within the HIEs 

4. Lack of Needed Functions within the current HIEs for Providers, State and County Health 

Agencies, and Patients 

5. Limited Funding to Expand the Reach and Functionality of the Current HIEs 

Interviewees provided several examples of these ongoing challenges and how they have hindered 

progress both within the State and in their own organizations. 
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Technology Findings 

Health IT tools currently deployed or planned by private sector entities was a common topic raised 

during stakeholder interviews. Although both MyHealth Access and CCHN are currently in operation, 

there are other tools that providers and organizations use to improve coordinated care delivery, data 

exchange, and quality measurement. 

Electronic Health Record (EHR) Systems 

Health systems, hospitals, and hospital networks have had success in the adoption of EHRs. There is a 

wide diversity of EHRs among providers based on the type of care provided and the population. As 

information gathered through a survey among Long-Term Care/Post-Acute Care Providers (LTPAC) in 

Oklahoma, over 77% currently have an EHR, even though only 25% of those actively participate in one 

of the HIEs. Further, the lack of Meaningful Use funding to offset the EHR costs for most behavioral 

health professionals adversely impacted them, as only one provider currently has an EHR (of those 

surveyed) and none of them are currently participating in an HIE.  

Several EHR users stated a preference for working within their own EHR environment, particularly 

among those who use the Epic System. The exception to this was in Tulsa, where a few of the hospitals 

and providers in the area have been working with MyHealth Access since shortly after its inception. 

Stakeholders also commented on the varying functionality between the HIEs, as CCHN can access data 

from veterans and active military members because they are affiliated with the eHealth Exchange, which 

enables data exchange between the CCHN and the provider or hospital using it. MyHealth Access has 

data from some of the Native American Tribes and actively exchanges with BCBS. Many stakeholders felt 

that the statewide HIE initiative must have a core functionality that supports all participants. 

Data Exchange 

While there is data exchange through a CCD in both MyHealth Access and CCHN, there is also data 

exchange between the Oklahoma Department of Corrections and Grady Memorial Hospital, located in 

Chickasaw, OK. Demographic information, along with diagnoses, procedures, medications, and other 

vital health information is sent from a customized EHR directly to Grady Memorial for each inmate 

needing urgent medical care. Some Oklahoma providers are exchanging data through national networks 

and frameworks, and vendor-led efforts such as Carequality, Commonwell, the Patient Centered Data 

Home (PCDH) and CareEverywhere. Information is typically limited to elements of the CCD, and there 

are oftentimes limitations due to patient and provider identity issues. 

There is limited Direct messaging for HIPAA-compliant communication between providers within the 

State, with IHS using the capabilities through their RPMS system. This sub-optimal usage is attributable 

to two factors. First, there is a lack of a common directory of Direct electronic addresses that would 

enable one provider entity to find the Direct address of another provider entity with whom to 

communication. There is also a lack of standardization and training in how Direct messaging could be 

integrated into organizations’ workflows to support activities such as referral coordination. 
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Quality Measurement 

Reporting requirements for electronic clinical quality measures (eCQM) is a topic of significant interest 

for stakeholders. While MyHealth Access provides reporting that has assisted and shown results in 

programs such as CPC+, there is a desire on the part of providers to simplify the format and reporting so 

that they can pull the data once and report out on the programs they are part of, whether it is CPC+ or 

the Healthy Hearts initiative. Shared services could be leveraged or expanded to support this desire to 

simplify reporting. Associated use cases would have to be developed and vetted through processes 

established by the governing body of OKHIN. Many stakeholders on the public and private side also saw 

long-term value in considering quality measures based on various sources of data; such as the Oklahoma 

Department of Corrections, providers using telehealth modalities, environmental and public health 

systems, community-based organizations, and patient-generated data, in addition to claims and clinical 

data from EHRs. 

Conclusion 
Oklahoma is poised to immediately begin the steps to achieve its healthcare transformation goals 

through the application of health IT and HIE. The HITB, empowered by proposed amendment language, 

can provide transparent and collaborative governance to lead and support the development and 

identification of priority use cases. HITB governance can determine the appropriate architecture to 

satisfy stakeholder expectations while also guiding the governance parameters of the OKHIN which will 

be the network of shared services available to stakeholders. The state will be able to function in this 

structure to leverage investments in existing technologies for exchange and other services. 

Given disappointing results of past efforts in Oklahoma, stakeholder engagement through a trusted 

governance process is the first priority. The existing statute 62-34.201 is sufficient authority to convene 

the HITB. Once leadership is elected, review and approval of this roadmap should be an early item of 

business for the HITB. 

The roadmap should be considered a living document. It should be reviewed and updated annually in a 

cycle of activity that supports budget development and IAPD funding request timelines.  
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Appendices 

Appendix A. Stakeholder Engagement  

Identified Stakeholder Domains 

• Hospitals and health systems 

• Primary and specialty care providers 

• Other healthcare service providers and organizations, including: 

o Long-term and post-acute care providers 

o Behavioral health providers 

o Quality improvement networks (QINs) 

• Professional and Medical Associations, including: 

o Oklahoma Medical Association 

o Oklahoma Primary Care Association  

o Oklahoma Hospital Association 

o Oklahoma Telehealth Alliance 

• Existing health information exchange organizations, including: 

o Coordinated Care Health Network (CCHN) 

o MyHealth Access Network 

• State Agencies 

o State Department of Health 

o Office of Management and Enterprise Services 

o Oklahoma Health Care Authority 

o Department of Corrections 

o Department of Human Services 

o Department of Mental Health and Substance Abuse Services 

o Employees Group Insurance Division  

• City-County Departments of Public Health 

o Oklahoma City-County Health Department  

o Tulsa Health Department  

• Native American Health Systems/Indian Health Service 

o Cherokee Nation 

o Muskogee Nation 

o Chickasaw Nation 

o Choctaw Nation 

• Payers, including 

o Blue Cross/Blue Shield of Oklahoma 

o Community Care of Oklahoma 

• Other stakeholders as needed for completeness of input 

Additional Information Gathering Techniques 

In addition to the targeted online survey to both LTPAC and Behavioral Health providers, CedarBridge 

also interviewed over 32 organizations either in a focus group setting or individually, for a total of 152 

individual stakeholders providing input. Interviews ranged in length from 60 to 120 minutes, depending 
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on the number of participants. In total, 78 organizations provided input in the process through one or 

more of the input mechanisms, as detailed in Appendix C. 
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Appendix B. Document and Literature Reviewed  

Historical and Current Documentation reviewed as part of the plan development   

Document Title Document Author(s) / Prepared By Date 

Published 

Document Type 

“Enterprise Master Person Index 
Analysis (eMPI)” 

Oklahoma Office of Management and 
Enterprise Services – Information 
Services Division 

September 
17, 2013 

Report 

“Oklahoma Interoperability 
Grant, Business Processes 
Roadmap” 

Oklahoma Office of Management and 
Enterprise Services – Information 
Services Division 

May 14, 
2013 

Report 

“Service – Oriented Architecture 
(SOA) Roadmap” 

Oklahoma Office of Management and 
Enterprise Services – Information 
Services Division 

April 26, 
2013 

Report 

“Oklahoma Interoperability 
Grant, Data Roadmap” 

Oklahoma Office of Management and 
Enterprise Services – Information 
Services Division 

April 26, 
2013 

Report 

“Oklahoma’s Revised Operational 
Plan for the State Health 
Information Exchange 
Cooperative Agreement Program 
(SHIECAP)” 

Oklahoma Health Information 
Exchange Trust 

March 11, 
2011 

Report 

“Oklahoma Health Improvement 
Plan” 

Oklahoma State Department of 
Health 

February 
2015 

Report 

“Oklahoma State Health System 
Innovation Plan” – State 
Innovation Model Design Grant 

Oklahoma State Department of 
Health 

March 31, 
2016 

Report 

“Oklahoma Value-Based Analytics 
Roadmap” – Discussion Draft 

Milliman October 
19, 2015 

Report 

“Health Information Exchange 
Statewide Environmental Scan 
Findings” 

Milliman August 25, 
2015 

Report 

Health Workforce Workgroup  Oklahoma State Department of 
Health 

February 
29, 2016 

Presentation 
and meeting 
materials  

“Image Sharing, Data Sharing and 
Analytics via Coordinated Care 
Health Network” 

Brian Yeaman, MD Coordinated Care 
Health Network 

September 
19, 2017 

Presentation 

“Coordinated Care Health 
Network, Image Awareness” 

Brian Yeaman, MD Coordinated Care 
Health Network 

September 
27, 2017 

Presentation 
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“HIE Concept Depiction – Deliver 
Interoperable Components 
Utilizing Shared Services 
(DISCUSS) committee” 

Adolph Maren -- 
Director of Electronic Health 
Operations, 
Oklahoma Health Care Authority 

January 7, 
2015 

Graphic 

“Care Management Health 
Information Exchange (HIE) Data 
Evaluation” 

Adolph Maren -- 
Director of Electronic Health 
Operations, 
Oklahoma Health Care Authority 

August 11, 
2016 

Presentation 

“Oklahoma Health Care Authority 
Care Management Health 
Information Exchange 
Evaluation” 

Adolph Maren -- 
Director of Electronic Health 
Operations, 
Oklahoma Health Care Authority 

March 11, 
2016 

Presentation 

“Coordinated Care Health 
Network - Network Overview and 
Usage Report” 

Brian Yeaman, MD Coordinated Care 
Health Network 

April 2018 Report 

Oklahoma City Area Federal / 
Tribal / Urban Indian Health 
System 2014 Directory 

Indian Health Services January 22, 
2014 

Directory 

“Tribal Consultation” 
(Number 1-39) 

Office of the Tribal Liaison October 
2011 

Administrative 
File 

“Tribal Jurisdictions in 
Oklahoma” 

Oklahoma Department of 
Transportation 

2010 Map 

Texas Health and Safety Code, 
Chapter 182, “Electronic 
Exchange of Health Information” 

Texas Health Services Authority June 15, 
2007 

Establishment of 
public-private 
collaborative 

“Oklahoma State Innovation 
Model (OSIM) Electronic Health 
Record (EHR) / Health 
Information Exchange (HIE) 
Survey” 

Oklahoma Foundation of Medical 
Quality 

July 2015 Report 

Enrolled Senate Bill No. 983 Senators Roger Thompson and 
Anastasia Pittman and House 
Representative Scott Martin  

Enrolled – 
May 2, 
2016 

Senate Bill 

“Oklahoma State Strategies” Terry Cline, Ph. D. 
Commissioner of Health, Oklahoma 
Secretary of Health and Human 
Services 

October 
19, 2015 

Presentation 

“The Journey from Volume to 
Value: Infrastructure for 
Improving Health and Reducing 
Costs” 

David Kendrick, MD, MPH 
MyHealth Access Network 

2018 Presentation 

“Kellogg Strategic 
Communications Plan” 

W.K. Kellogg Foundation January 29, 
2006 

Communication 
Plan 
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“Oklahoma’s Revised Strategic 
Plan for the State Health 
Information Exchange 
Cooperative Agreement Program 
(SHIECAP)” 

Oklahoma Health Information 
Exchange Trust 

March 11, 
2011 

Report 

“What is the SHIN-NY?” Statewide Health Information 
Network for New York 

2017 Website copy 

“Oregon Health Information 
Technology (HIT) Commons 
Business Plan” 

Oregon Office of Health Information 
Technology, Oregon Health 
Authority, and the Oregon Health 
Leadership Council 

September 
2017 

Business Plan 

“The benefits of health 
information exchange platforms: 
Measuring the returns on a half a 
billion-dollar investment” 

Niam Yaraghi, Center for Technology 
Innovation at Brookings 

May 28, 
2015 

Whitepaper 
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Appendix C. Stakeholder Interviewees  
 
Organizations, Agencies, and role-titles of individuals that participated in stakeholder 
interviews and surveys 

Organization Name Attendee Roles Interview 

Date 

Method of 

Interview  

OMES Employee Group 
Insurance Division (EGID) 

• Medical Officer June 1, 2018 Phone 

Community Care • Senior Vice President of Marketing 

• Senior Vice President of Health 
Network 

May 18, 2018 Phone 

Chickasaw Nation • Epidemiologist & Institutional Review 
Board (IRB) Administrator   

May 18, 2018 Phone 

SSM Health - St. Anthony 
Health System 

• Physician May 18, 2018 Phone 

Muscogee Creek Nation • Chief Operating Officer 

• Medical Informatics Manager 

• Chief Medical Officer 

May 17, 2018 Phone 

BlueCross and BlueShield 
of Oklahoma 

• Chief Medical Officer May 17, 2018 Phone 

Oklahoma State University 
Medical Center 

• Health Information Technology 
Director  

• Information Technology Project 
Manager 

• Manager, Network, and Infrastructure   

May 17, 2018 Phone 

Choctaw Nation • Chief Risk Officer May 17, 2018 Phone 

Indian Health Services • Clinical Informatics Coordinator 

• Chief Information Officer 

• Information Technology Specialist  

May 16, 2018 Phone 

Oklahoma Health Care 
Authority 

• Director of Electronic Health 
Operations 

• Health Information Technology 
Manager 

May 15, 2018 In-person 

Oklahoma City-County 
Health Department 

• Epidemiologist  

• Community Health Administrator  

• Director Public Health Protection 

• Director  

• Director, Community Health 

• Deputy Director 

• County Nurse 

May 15, 2018 In-person 

Yeaman and Associates  • Chief Executive Officer  May 15, 2018 In-person 
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Organization Name Attendee Roles Interview 

Date 

Method of 

Interview  

OMES Employees Group 
Insurance Division (EGID) 

• EGID Administrator  May 14, 2018 In-person 

Oklahoma State 
Department of Health 

• Director, Center for Health Statistics  

• Program Director - Primary Care 
Office, and Interim Director -Center 
for Health Innovation and 
Effectiveness 

• Tribal Liaison 

• Deputy Commissioner – Protective 
Health Services 

• Community and Family Health 
Services (CFHS) Deputy Commissioner  

• CFHS Assistant Deputy 

• Director, Community Epidemiology  

• Director, HIV/STD Service 

• Administrative Program Manager, HIV 
Care 

• State Epidemiologist  

• Chief Operating Officer  

• Administrative Program Manager 
Acute Disease Surveillance and 
Informatics  

• Director, Long Term Care 

• State Health Information Technology 
Director 

• Administrative Program Manager HIV 
Care 

• Program Manager, Tuberculosis 
Division 

• Administrative Program Manager 
HIV/STD Surveillance Analysis 

• Procurement Officer 

• Director, Vital Records  

May 14, 2018 In-person 

McAlester Regional Health 
Center 

• Chief Information Officer  May 14, 2018 In-person 

Office of Management & 
Enterprise Services 
(OMES) 

• State HIE Director May 14, 2018 In-person 

Tulsa Health Department • Director of Health Care Policy  

• Manager of Policy and Health 
Analytics  

May 10, 2018 In-person 
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Organization Name Attendee Roles Interview 

Date 

Method of 

Interview  

Primary Care Association • Chief Executive Officer – Oklahoma 
Health Services  

• Chief Executive Officer – Stigler 
Health and Wellness Center, Inc 

• Chief Executive Officer – Caring Hands 
Healthcare Centers 

• Chief Information Officer - Caring 
Hands Healthcare Centers  

• Chief Health Information Officer – 
Caring Hands Health Centers 

• Chief Operating Officer – Health & 
Wellness Center 

May 10, 2018 In-person 

Oklahoma Department of 
Human Services (DHS) 

• Director Finance and Administration 

• Assistant Director of Finance 

• Information Technology Officer 

• Information Security Officer 

May 9, 2018 In-person 

Oklahoma Medical 
Association 

• Director of Health Care Policy May 9, 2018 In-person 

MyHealth Access Network • Chief Executive Officer 

• Operations Director 

• Director of Products 

• Director, Operations and Program 
Management 

May 9, 2018 In-person 

Oklahoma Commission on 
Children and Youth (OCCY) 

• Executive Director  May 8, 2018 In-person 

Telehealth Alliance of 
Oklahoma (TAO) 

• Director of Legislative Affairs – 
Integris 

• Executive Director – TAO 

• Telehealth Program Coordinator – 
Integris 

• Physician – Mercy Hospital  

• State Medical Board – Deputy 
Director  

• Oklahoma Hospital Association – 
Chair of TAO 

• Researcher -- Oklahoma University 

• Telehealth Program Manager -- 
Oklahoma University 

• Consultant – Telligen 

May 8, 2018 In-person 
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Organization Name Attendee Roles Interview 

Date 

Method of 

Interview  

• Physician – Utis Park Clinic (Hillcrest) 

• Representative from Oklahoma 
Primary Care Association  

Oklahoma Hospital 
Association -- Tulsa 

• Value-based Program Director – St. 
John Health System 

• Chief Medical Officer – Hillcrest 
Health System 

• Business Operations Director – 
Wagoner Community Hospital 

• Executive Director – Oklahoma 
Surgical Hospital 

• Vice President of Finance - Oklahoma 
Hospital Association  

May 8, 2018 In-person 

St. John Health System • Vice President of Strategy and 
Business Development  

• Value-based Program Director  

May 8, 2018 In-person 

Oklahoma University (OU) 
– Tulsa 

• Professor of Medicine  

• Program Manager 

May 8, 2018 In-person 

Oklahoma Department of 
Mental Health and 
Substance Abuse 
(ODMHSAS)  

• Decision Support Policy Analyst  May 7, 2018 In-person 

OK Hospital Association- 
Oklahoma City  

• Vice President of Business 
Partnerships – Mercy Oklahoma  

• Chief Information Officer – Oklahoma 
University Medicine 

• Chief Information Officer – Integris 
Health 

• Information Technology Project 
Manager – Comanche Memorial 
Hospital  

• Information Technology Manager -- 
Norman Hospital Association 

• Vice President of Operations and 
Chief Information Officer – Duncan 
Regional Hospital 

• Chief Information Officer – Stillwater 
Medical Center 

• Health Information Technology 
Manager of Applications – Norman 
Regional Health System 

May 7, 2018 In-person 
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Organization Name Attendee Roles Interview 

Date 

Method of 

Interview  

• Quality and Healthcare 
Representative– Oklahoma Hospital 
Association  

• Vice President of Finance – Oklahoma 
Hospital Association  

Oklahoma Management & 
Enterprise Services  

• State Chief Information Officer May 7, 2018 In-person 

Oklahoma Foundation for 
Medical Quality (OFMQ) 

• Health Information Technology 
Director 

• Chief Information Officer 

• Quality Director 

May 7, 2018 In-person 

Office of Primary Care & 
Rural Health Development 

• Director of Health Services 
 

May 4, 2018 Phone 

Department of Corrections  • Director of Health Services  

• Chief Medical Officer 

May 3, 2018 Phone 
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Appendix D. Other State Examples  
As the state beings work on the development and implementation of OKHIN, it may be worth 

considering how other successful state HIEs have developed their governance models. data exchange 

approach, and funding. In this Appendix, a number of state models are presented for potential 

reference. 

 Michigan Oregon Colorado New York Texas 

Entity 

Name 

Michigan Health 

Information 

Network (MiHIN) 

Oregon Health 

IT Commons 

Colorado 

eHealth 

Commission 

New York   

e-Health 

Collaborative 

Texas Health 

Services Authority 

(THSA) 

Governance 

Model 

Nonprofit, 

public-private 

partnership as 

SDE 

Nonprofit, 

public-private 

partnership 

with some 

state-run 

services 

Public-private 

partnership as 

SDE 

(transitioned 

from non-profit 

SDE) 

Public-private 

partnership as 

SDE 

Nonprofit, public-

private 

partnership 

created through 

legislation 

Governance Independent 

board 

representing 

stakeholder 

groups  

Independent 

board 

representing 

stakeholder 

groups; state-

run services 

overseen by 

statutory 

oversight board 

Board 

appointed by 

Governor 

Independent 

board 

representing 

stakeholder 

groups 

Board appointed 

by Governor 

Primary 

Role 

Service provider Coordinator Coordinator  Service 

provider 

Coordinator 

Data 

Exchange 

Services 

Approach 

Extensive 

statewide 

enabling services 

and extensive 

HIE coverage 

Light statewide 

enabling 

services 

currently in 

development; 

light HIE 

coverage, with 

current 

Medicaid 

investments in 

HIE onboarding 

Light statewide 

enabling 

services 

currently in 

development; 

most exchange 

handled by two 

HIEs with full-

state coverage 

Light statewide 

enabling 

services with 

extensive HIE 

coverage 

Light statewide 

enabling services 

with moderate 

HIE coverage 
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 Michigan Oregon Colorado New York Texas 

Funding Funded by 

participant fees, 

pilot fees and 

grants 

Funded by 

Medicaid, 

participant 

(hospital/ 

payer) dues 

Funded by 

Medicaid 

Funded by 

participant 

fees, Medicaid 

Initially funded by 

state 

appropriations, 

transitioning to 

participant fees 

 

Michigan   

Michigan has robust HIE coverage and shared services that connect the network of more than 12 HIEs 

and other Qualified Organizations (QOs). The shared 

services provider, MiHIN, is a non-profit, state-designated 

entity (SDE) that exercises a governance role over 

participating HIEs and QOs through a comprehensive 

participation and data sharing agreement.  

MiHIN began in December 2010 to administer the 

technical and business operations of Michigan’s State 

Health Information Exchange Cooperative Agreement 

program. They were tasked with ensuring effective 

technology and data models are in place for the electronic 

exchange of health information and adopted a shared 

governance model that provides the legal framework and 

policy infrastructure to safeguard and standardize the 

transfer of health information across the state.3  

The infrastructure incorporates shared services, which include a provider directory, master patient 

index, notifications hub, attribution service, and public health gateway. Additional services are 

developed through a “use case factory” model that combines stakeholder oversight, technical feasibility, 

pilot funding, and long-term sustainability analysis. 

 

 

 

 

 

 

                                                           

3 https://mihin.org/ 

Michigan 

Effective federated model of 

several HIEs 

Shared services infrastructure 

Services developed through a “use 

case factory” 

Shared governance model 
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Oregon  

Oregon has approached statewide HIE through a mix of organization/ community initiatives, state-

provided baseline services and public-private governance to 

advance efforts. Community-based HIE services are provided 

through several regional organizations, including some 

specific to health systems and payers. An onboarding 

program, coordinated through the Medicaid agency, works 

to increase HIE participation of key Medicaid providers by 

providing support for HIE onboarding costs. The program is 

also anticipated to provide a mechanism to connect HIEs to 

each other through enabling infrastructure or direct 

interfaces. 

Central services include a statewide hospital notifications 

program, a provider directory, and a clinical quality metrics 

registry. This approach balances the efficiency of statewide 

systems with the desire to avoid duplication of investments 

already made in the private space. A state-provided direct 

secure messaging service offered baseline services to providers without access to other methods of 

exchange; this service was recently shuttered due to lack of uptake and use.  

A public-private partnership launched in 2018 to exercise governance over statewide health IT 

initiatives, coordinate HIE, and work to accelerate data exchange.4 This initiative, the HIT Commons, 

grew out of a smaller public-private initiative, the EDIE Utility, which brought hospitals, health plans and 

the state together to provide statewide hospital event notifications. The HIT Commons works in tandem 

with the state's Health Information Technology Oversight Council (HITOC) to implement the state's HIT 

strategy. Like Colorado's approach, the HIT Commons is positioned to be an advisory resource and 

convener and is not expected to operate technical infrastructure. 

                                                           

4 http://www.orhealthleadershipcouncil.org/wp-content/uploads/2018/01/HIT-Commons-Business-Plan-FINAL-9-2-17-1.pdf 

Oregon 

Community-based HIE services are 

provided through several regional 

organizations 

Central services include a provider 

director and a clinical quality 

metrics registry 

Governance through a 

public/private partnership 
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Colorado  

Colorado initially approached achieving statewide HIE by 

designating the Colorado Regional Health Information 

Organization (CORHIO) as the State Designated Entity, 

tasked with coordinating public and private stakeholders, 

raising awareness of health IT benefits, and created a 

sustainable model for health IT and HIE in Colorado. 

CORHIO served as the state’s SDE for 7 years, 

collaborating with another state HIE, Quality Health 

Network (QHN) on several statewide initiatives. 5 

While Colorado health IT organizations collaborated 

closely on multiple statewide efforts, the lack of clear 

coordinating authority, shared rules of the road, and 

aligned efforts to advance adoption and use contributed to challenges with achieving statewide goals. In 

2016, the state transitioned the SDE status to a new public-private partnership, the Office of e-Health 

Innovation. Centralized shared services are being developed through a joint venture by both CORHIO 

and QHN and will include a provider directory and master patient index. Colorado has robust HIE 

coverage provided through two non-profit HIE organizations, CORHIO and Quality Health Network 

(QHN), and nascent state-level shared services. Governance is provided through a Governor-appointed 

oversight group representing broad stakeholder groups. 

New York  

The New York eHealth Collaborative (NYeC) is a non-profit 

organization that collaborates with the New York State 

Department of Health to advance the Statewide Health 

Information Network for New York (SHIN-NY).6 NYeC 

provides governance of shared services that connect eight 

different HIEs and Qualified Entities (QEs), while the state 

exercises a regulatory role over SHIN-NY. Each QE operates 

its own network that collects electronic health records 

from participating providers in their region. With patient 

consent, the QE allows those records to be accessed 

securely by other healthcare providers in their local 

community. As part of the SHIN-NY network, QEs exchange 

records between each other, so providers can access up-to-date and accurate clinical information for 

their patients who give them consent.  

Texas  

                                                           

5 http://www.corhio.org/ 
6 https://www.nyehealth.org/shin-ny/what-is-the-shin-ny/ 

Colorado 

Transitioned from a state-

designated entity (SDE) to a 

public/private model  

Federal model using both CORHIO 

and Quality Health Network (QHN) 

Governance through a Governor-

appointed oversight group  

New York 

Federated model that connects 

eight different HIEs 

State exercises a regulatory role 

over the HIE 

Supports cross HIE query exchange 

and a statewide notification 

network 

https://www.nyehealth.org/shin-ny/what-is-the-shin-ny/
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Texas has moderate HIE coverage provided through 

several distinct HIEs. Lightweight statewide centralized 

services are provided through a public-private non-profit 

organization, the Texas Health Services Authority (THSA). 

THSA certifies HIEs and exercises governance over 

statewide efforts, including oversight of the Texas State 

Level Trust Agreement for the exchange of data. THSA also 

provides technical assistance for providers and HIEs 

relating to privacy, security, and compliance. 

Several issues have challenged Texas, including the 

significant white space across the state where there are no 

local HIEs to provide exchange services, competition 

between health system-led HIE efforts, and statutory prohibition on THSA offering clinical exchange and 

data aggregation services.7 THSA recently approved a move away from facilitating query document 

exchange and focusing on statewide notifications and alerts.  

 

 

  

                                                           

7 https://statutes.capitol.texas.gov/Docs/HS/htm/HS.182.htm 

Texas 

Public/Private non-profit model for 

governance 

Challenges connecting rural areas 

to the HIE 

Moved away from facilitating 

query document exchange 
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Appendix E. Acronyms, Definitions, and Standards Appendix  

Health IT Standards Necessary for Interoperability 

Term or Acronym Definition 

21st Century Cures Act 
 

United States law meant to accelerate healthcare innovation and 
advancements directly related to patient care 

API Application programming interface. Software intermediary that allows multiple 
software applications to speak to one another 

ASTM International American Society for Testing and Materials. One of two SDOs behind the CDA 
information model 

Carequality Initiative overseen by The Sequoia Project. Develops rules of the road for 
organizations enabling health data exchange between systems and networks  

CDA Clinical document architecture.  

CommonWell Health 
Alliance 

Organization focused on utilizing a network approach to enable exchange of 
patient clinical data 

Direct Messaging Standard used by healthcare providers and organizations to securely exchange 
data 

eHealth Exchange Initiative overseen by The Sequoia Project. Provides nationwide HIE 
connectivity  

EHR 
 

Electronic Health Record. Digital version of a patient’s paper chart  

FHIR Fast Healthcare Interoperability Resources. Draft standard and API for 
describing data formats and elements, and exchanging electronic health records 

Foundational 
interoperability  

Lowest and most basic level of interoperability. This does not require the 
receiving information system to interpret any data 

HITECH Act Health Information Technology for Economic and Clinical Health Act. Signed 
into law to promote adoption and meaningful use of health information 
technology 

HL7 Health Level Seven International. One of two SDOs behind the CDA information 
model 

Interface Allows for multiple systems to communicate, and enables data from one system 
to be available to another in a readable format 

SDO Standards development organization 

Semantic interoperability  Highest level of interoperability. The ability of systems to exchange healthcare 
data with shared meaning 

Structural interoperability Intermediate level of interoperability. Defines the format of data exchange with 
uniform movement of data between systems without altering clinical and 
operational workflow 

TEFCA Trusted Exchange Framework and Common Agreement. Defines standards for 
healthcare interoperability 
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Commonly Used Acronyms and Definitions  

Term or Acronym Definition 

ACO Accountable Care Organizations 

APM Alternative payment models 

BPCI Bundled Payments for Care Improvements 

CCD Continuity of Care Document. Summary information about a patient 

CMS Centers for Medicare and Medicaid Services  

CPC Comprehensive Primary Care Program 

CMMI Centers for Medicare and Medicaid Innovation 

CORHIO Colorado Regional Health Information Organization. The state designated entity 
in Colorado 

DEO Data Exchange Organizations 

FQHC Federally Qualified Health Center. Reimbursement designation from the Bureau 
of Primary Health Care 

HeO Health-e Oklahoma. Multi-agency data system deployed by Oklahoma to enable 
the state agency interoperability strategy 

HHS Health and Human Services 

HIE Health information exchange can be a verb or a noun. As a verb it refers to the 
transmission of information between healthcare stakeholders and 
organizations. As a noun, it refers to an entity or organization that manages the 
trust and legal relationships and provides the technology infrastructure and 
services to support the flow of health information between stakeholders and 
organizations. 

HIT Health Information Technology 

HITAB Health Information Technology Advisory Board. This group was formed through 
Senate Bill 938 to provide guidance related to health information technology 
and act in an advisory capacity to the Chief Information Officer as established 
under the Oklahoma Information Services Act 

IAPD Implementation Advance Planning Document 

LTPAC Long-term/post-acute care providers. Provides patients who can no longer be 
cared for at home with support for daily living activities, possibly including care 
for complex medical problems 

MiHIN Michigan Health Information Network. Non-profit, state designated entity that 
provides governance over participating HIEs and QOs 

MPI Master Patient Index 

NYeC New York eHealth Collaborative. Non-profit organization that works to advance 
statewide health information exchange in New York 

OHCA Oklahoma Health Care Authority. Responsible for providing health insurance for 
the state’s Medicaid members, through the SoonerCare program. The OKHCA is 
the counterpart at the state-level of the federal Centers for Medicare and 
Medicaid Services (CMS) 

OMES Office of Management and Enterprise Services 

OSDH Oklahoma State Department of Health 

OSIM Oklahoma State Innovation Model 

OSIS Oklahoma State Immunization System 
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PHIDDO Public Health Investigation and Disease Detection of Oklahoma. Web-based 
state system used for disease and condition reporting 

QHN Quality Health Network. Additional state HIE in Colorado  

QOs Qualified Organizations 

RPMS Resource Patient Management System. EHR that is a derivative of the Veterans 
Information Technology Architecture (VISTa). Specifically tailored for Tribal 
organizations, connecting to an MPI in Albuquerque, New Mexico 

SDE State designated entity.  

SHIECAP State Health Exchange Cooperative Agreement Program 

SoonerCare Oklahoma state Medicaid 

TCPI Transforming Clinical Practices Initiative 

THSA Texas Health Services Authority. Centralized service for statewide HIEs in Texas, 
provided through a public-private non-profit partnership 

VBC Value-based care 

 

  



 

 

CedarBridge Group 48 

Appendix F. Template Library  

Use Case Template  

 

 

The Use Case Summary provides a baseline reference document with the following information: 

• The function and purpose of the Use Case in narrative form, including the value proposition(s) 
for various actors participating in the Use Case and a persona to show at a personal level how 
this use case might be of benefit to a patient, caregiver, or others. 

• Diagrams showing data and work flows and key actors in the Use Case (e.g., data senders and 
receivers, patients, providers, care coordinators, clinics, labs, pharmacies, hospitals, HIE service 
organizations, state agencies etc.) 

• The legal and regulatory framework relating to the Use Case 

• High level policy and business case considerations relating to the Use Case 
 

The Use Case Summary is intended to promote understanding among participants in a health 

information exchange data-sharing community and how the Use Case fits within the overall roadmap for 

statewide electronic sharing of health information. 

Executive Summary 
In this section provide a summary of the Use Case’s function and purpose. Also include a brief 

description of the importance and expected positive impact from implementation of this Use Case (i.e., 

value proposition). Be as specific as possible in describing the value of this use case and what 

stakeholder group (e.g., patients, providers, payers) receives this value. Include a persona to show how 

this use case is of specific benefit to a patient or their caregiver. 

Function and Purpose 

 

 

 

 

 

Value Proposition(s) 

 

 

 

 

Persona 
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Diagrams and Key Actors 
In this section, provide one or more diagrams and key actors for the information flow and 

recommended work flows for this Use Case. The diagram should include the major data senders and 

data receivers involved and types of information being shared. 

Diagrams 

 

 

 

 

 

 

 

 

Key Actors  

 

 

 

 

 

 

 

Legal and Policy Considerations 

In this section, describe whether this Use Case is necessary to respond to a federal regulation, state 

legislation, or state-level administrative rule or directive. Please reference the precise regulation, 

legislation, or administrative act such as the following:  

• Public Law 111-152 (Affordable Care Act) 

• Public Law 111-5; Section 4104 (Meaningful Use) 

• 42 CFR Part 2 (Substance abuse treatment information) 

• Public Law 114-10; Section 101 (Medicare Access and CHIP Reauthorization Act of 2015) 

• State of Oklahoma Senate Bill 983 (creating Health Information Technology Advisory Board) 
Additionally, provide information if this Use Case will allow Eligible Professionals/Providers (EP) or 

Eligible Hospitals (EH) to meet an attestation requirement for Meaningful Use and whether the Use Case 

will help providers achieve quality goals in MACRA/MIPS payment models beginning in 2017. 

Legislation/Administrative Rule/Directive [Include name/number]: 
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Meaningful Use: 

 

 

 

 

 

 

Financial and Business Considerations 

In this section, describe high-level financial and business considerations that will provide additional 

perspectives for evaluating use case priorities. 

Financial Considerations 

 

 

 

 

 

 

 

Business Considerations 
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Appendix G: Communications Planning  

Strategy 

The strategic communications plan for OKHIN is a process that integrates activities and information to 

engage key audiences while achieving goals consistent with the mission, vision, and goals of both public 

and stakeholders throughout the state. The plan provides guidance for effectively communicating 

messages to key internal and external audiences to ensure they are well-informed about the mission, 

vision, and goals of OKHIN. The responsibility for effective strategic communication begins with the 

governing entity of OKHIN, is implemented by OMES, and is communicated by all leaders across the 

Oklahoma health care community. The plan is based on the W.H. Kellogg strategic communications 

methodology which is adopted and used by numerous corporations and non-profit organizations 

worldwide. 

Determine the Goal 

The overarching goal of this plan is to better communicate the utility of a statewide HIE within 

Oklahoma to improve outcomes of care for patients, to increase the value of care for consumers, and to 

allow providers to access current information on patients at the point-of-care. These areas should be 

reinforced through various communication channels and this message should be aligned with the 

Implementation Advance Planning Document (IAPD). 

Strategic Context 

The goals of this communications plan from both the perspective of the governance body as well as 

OMES are: 

• To gain and maintain public trust, confidence, and active support for OKHIN 

• To broaden understanding and advocacy by gaining and maintaining a well-informed community 

of patients, providers, payers, consumers, state employees, and other key stakeholders 

• To set the conditions for future success of OKHIN by gaining support of key organizations, such 

as the Oklahoma Department of Public Health, the Oklahoma Health Care Authority, The 

Oklahoma Office of Rural Health Providers, the Indian Health Services, the Oklahoma Hospital 

Association, Blue Cross and Blue Shield of Oklahoma, CommunityCare of Oklahoma, and many 

others 

Identify and Profile Audience 

Internal 
Foster two-way strategic communication to ensure state and county health employees understand the 

intent of the leadership of both the governance committee and OMES and can effectively execute that 

intent at all levels. Some of these may include: 

• OK State Department of Health 

• OK Department of Human Services 

• OK Office of Rural Health Providers 

• OK Office of Mental Health and Substance Abuse Services 

• Employees Group Insurance Division 

• OK Health Care Authority 
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• OK Department of Corrections 

External 
Engage with those outside of state government so they understand the work being done for the 

statewide HIE and are encouraged to support its mission. Some of these may include: 

• Blue Cross/Blue Shield of Oklahoma 

• CommunityCare of Oklahoma 

• Coordinated Care Health Network 

• Indian Health Service 

• MyHealth Access 

• Oklahoma Foundation for Medical Quality 

• Oklahoma Hospital Association 

• Oklahoma Telehealth Alliance 

• Oklahoma State University 

• University of Oklahoma 

Develop Messages 

The messages used to communicate information regarding the statewide HIE should adhere to the 

following priorities 

• The need for current and accurate health information for both patients and providers 

• The use of an HIE to provide information to increase optimal outcomes for patients, reduce 

health care costs, and increase value to patients and consumers 

• To protect and secure personally identifiable health information to be used only through patient 

consent or to the extent allowable by the Health Insurance Protection and Accountability Act 

(HIPAA) 

• To connect all of Oklahoma to the HIE, including those living in rural areas as well as Native 

American Tribes 

• To ensure that the HIE is compliant with all applicable federal and state privacy and security 

laws, and continually demonstrate diligence to the protection of personally identifiable health 

information 

• A sustainment of excellence in exchanging health information and a continued commitment to 

innovation 

Some examples of potential messages could include: 

Message #1 

The State of Oklahoma is a national leader in the exchange of health information across many patients, 

providers, and other health care entities around the State. To continue that recognition for leadership 

excellence throughout the country, we must ensure that OKHIN continues to grow and provides critical 

data at the point of care of every patient and provider throughout the State. Although there are many 

different health care entities, we must all work together to achieve our mission: to improve outcomes of 
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care for patients, to increase the value of care for consumers, and to allow providers to access current 

information on patients at the point-of-care. 

Message #2 

The State of Oklahoma must effectively communicate with appropriate audiences to tell the story of the 

OKHIN to generate broad understanding, advocacy, and support among many diverse stakeholders for it 

to thrive and achieve sustainability. This focuses the effort to ensure our internal and external audiences 

are well-informed on major, positive changes with respect to OKHIN and how it appropriately protects 

and uses data to improve care for all patients. This includes proactively explaining successes and 

effectively responding to inquiries to provide the most accurate and current information. 

Message #3 

We will commit OKHIN to increasing its reach to all parts of the state and to all populations during a 

period of fiscal constraint by sustaining and improving excellent administrative processes and 

infrastructure. We will continue to leverage the existing HIEs within the state to accomplish the goals of 

OKHIN, while ensuring compliance with legal obligations regarding personally identifiable health data, 

and ensure the information acquired through the HIE is accurate, timely, and useful in the provision of 

care. As changes continue with OKHIN, we must treat change as an opportunity rather than a disruption, 

continuing to align the processes of OKHIN with the realities of a fast-paced, ever-evolving operating 

environment. 

Select Communication Channels 

Through continuous analysis and evaluation, OMES and OKHIN must ensure that the strategies and 

vehicles used to communicate to various audiences are appropriate, effective, and consistent with the 

goal and objectives of the statewide HIE. This may include the following channels: 

• OK State Department of Health website 

• OMES website 

• Social Media Outlets 

o Twitter 

o Facebook 

• Published Articles, Blog Posts, etc. 

o HIE Intelligence 

o Healthcare Informatics 

o Modern Healthcare 

Choose Activities and Materials 

The following activities are recommended to supplement the communication channels in which 

information regarding OKHIN will be released. 

• Conference Presentations 

o State Medicaid Director’s Annual Conference 

o Office of the National Coordinator for Health IT Annual Conference 
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o State Health Information Technology Annual Conference 

o National Quality Forum Annual Conference 

• Distribution of Materials (including general information on the HIE, use of the HIE to improve 

patient outcomes of care, how data is protected within the HIE, Frequently Asked Questions). 

o County Health Departments 

o Health Fairs sponsored by BC/BS, CommunityCare, etc. 

Establish Partnerships 

To effectively communicate information regarding OKHIN, it is recommended that the governing body 

partner with both existing HIEs: CCHN and MyHealth Access, as well as the following for specific provider 

and patient categories 

• Oklahoma Foundation for Medical Quality (Long-Term Care/Post-Acute Care) 

• Department of Mental Health and Substance Abuse Services (Behavioral Health) 

• Oklahoma Hospital Association (Hospitals) 

• Oklahoma Office of Rural Health Providers (Community Health Centers, Federally Qualified 

Health Center, Rural Health Clinics, Critical Access Hospitals) 

• Oklahoma Telehealth Alliance (Telehealth providers) 

• Indian Health Service (Native American Tribes) 

• Blue Cross/Blue Shield of Oklahoma (Patients/Consumers) 

• CommunityCare of Oklahoma (Patients/Consumers) 

• Oklahoma State Department of Health (Public Health) 

• Oklahoma Health Care Authority (Medicaid Providers and patients) 

Implement the Plan 

Implementation and execution of the strategic communications plan should be ongoing throughout the 

year once the funding from the Centers for Medicare & Medicaid Services (CMS) is procured. The 

direction of the communication should be a joint effort by the governing body of OKHIN, OMES, and 

the two existing HIEs. Assessment of the communications plan is ongoing with OMES staff and the state 

agencies and organizations they are partnering with capturing information from sources on the 

population they are targeting to ascertain its effectiveness. Each quarter, the governing body will be 

briefed on the communicans plan and if it is achieving its desired outcomes. This analysis will 

incorporate data from the end of the previous quarter.  

Evaluate and Make Mid-Course Corrections 

The evaluation of the communications plan will be led by OMES, which will conduct the assessment 

based on identified indicators created by the OKHIN once the funding has been procured and the 

implementation of the HIE commences. The Director of Health IT within the state of Oklahoma will 

conduct the assessment of the Strategic Communications Plan and will work with the partner 

organizations to compile both assessments and data on the indicators approximately one year after the 

implementation of the HIE. Each year, the governing body of the HIE, along with OMES, the partner 

organizations, and the existing HIEs will meet to analyze the assessment data to determine if the goals in 

the identified indicators are being met. Changes to the messaging, communication channels, and 

materials related to the HIE will be altered based on the results of this meeting. 
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Appendix H: Contingency Considerations  
Ideally the development of OKHIN, including governance, will go smoothly and anticipated shared 

services will become a reality in Oklahoma. In the event the desired topology does not unfold as quickly 

as needed, and while the HITB is building trust and credibility, it may be beneficial to consider point-to-

point interfaces between HIEs or other collaboration to support specific use cases, such as admission-

discharge-transfer (ADT) notifications. By establishing immediate successes and building incrementally, 

stakeholders may be more likely to engage and support future initiatives. Exhibit 5 identifies two 

alternative approaches to consider as contingency options. 

EXHIBIT 5: RECOMMENDED OPTIONS FOR SHARED SERVICES 

Option Develop lightweight shared services 

between the two HIEs 

Develop lightweight shared services 

through outside contract 

Pros Extensible for future needs; builds 

collaboration between HIEs 

Extensible for future needs; reduces 

reliance on HIEs 

Cons Likely to take longer to implement May be duplicative of investments 

already made by HIEs 

Risks Requires significant coordination 

between HIEs; previous attempt at 

this approach did not succeed 

HIEs may not participate, limiting 

reach 

Potential role of 

onboarding program 

in advancing option 

Make grants to HIEs contingent on 

agreeing to governance oversight 

and participation 

Make grants to HIEs contingent on 

participating in shared services (and 

potentially in governance oversight) 

Governance role Governance sets rules of the road, 

oversees services, dispute 

resolution, advocates for shared 

needs 

Governance sets rules of the road, 

oversees services, dispute resolution, 

advocates for shared needs 

Recommendation Recommended Recommended as alternative 
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Appendix I: Methodologies 

Methodologies  
The Office of Management and Enterprise Services (OMES) with the State of Oklahoma is 

administratively responsible for the planning, design, implementation, and oversight of health 

information exchange (HIE) services that meet the goals and needs of patients, providers, and other 

medical personnel within the State. To accomplish this goal, OMES,  through a contract funded by OSDH, 

collaborated with CedarBridge Group to support these efforts by undertaking an environmental scan to 

assess the current health IT environment and by soliciting input on the future needs for health IT and 

data exchange solutions from healthcare organizations large and small, payers and purchasers, provider 

associations, tribal representatives, and the state. The outcomes of this work are intended to support 

the State of Oklahoma at large in: 

• Identifying the health IT and HIE opportunities that are of greatest stakeholder interest and that 

will likely provide the most value relative to anticipated effort; 

• Understanding the functionality and utility of the HIE organizations operating within the state, 

and how best to leverage and build upon those efforts; 

• Recognizing the diverse population and geography of Oklahoma to better discern the technical, 

clinical, and administrative needs for health IT and HIE services; and 

• Planning for a governance entity appropriate to oversee the delivery of an infrastructure of 

shared HIE services to stakeholders throughout the state. 

This Roadmap provides an overview of the results of a comprehensive environmental scan conducted as 

a first step toward defining the current and future desired state of the exchange of health information in 

Oklahoma (hereto referred as the Oklahoma Health Information Network, or OKHIN). The 

environmental scan also curates Oklahoma stakeholders’ understandings, attitudes, beliefs, aspirations, 

and levels of confidence in a statewide model, where health IT and HIE services will support 

enhancements in the efficiency and effectiveness of healthcare. Having gathered qualitative data from 

group interviews, focus groups, and surveys of 152 individuals representing 78 organizations, 

CedarBridge Group applied subject matter knowledge to develop the findings and recommendations 

described in this report. 

• Recommendations for coordination and connectivity among state agency systems and private 

sector entities using existing HIE networks;  

• Recommendations for shared technology services that will effectively manage identity 

resolution and relationship attribution for healthcare consumers and providers in Oklahoma, 

delivered in a public utility model 

• A proposed model of governance to oversee the establishment of shared technology services 

and to determine and execute the necessary level of governance needed for a distributed 

network of health IT and HIE services to function effectively; and 

• A communication strategy to assist the state in articulating these objectives.  
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The technology needs described in the environmental scan have been identified through a rigorous 

process, beginning with a broad stakeholder engagement process in which individuals and organizations 

shared their perspectives on Oklahoma’s “current state” of health IT and HIE services to meet their 

business needs and the needs of their patients. Additionally, stakeholders were asked to provide their 

perspective on their ability to meet the needs of their communities and of their state. They were also 

asked what critical factors needed addressing to meet the needs of both the unique geography of 

Oklahoma as well as its diverse population.  

Stakeholders’ views on currently available health IT services were documented, and interviewees were 

also asked to put forward wish lists for their desired “future state” of a health IT infrastructure to meet 

the data needs of individuals and organizations in Oklahoma. In addition to technology features and 

functions, interviewees were engaged on the topics of governance, financing, and their use of two 

existing and functional organizations providing HIE services in Oklahoma: Coordinated Care Health 

Network (CCHN) and MyHealth Access and the future state does not favor one specific HIE organization 

within Oklahoma over another, but rather articulates a strategy of “coopetition,” which allows the two 

HIE organizations to continue marketing and expanding services, while also meeting the objectives of a 

larger statewide HIE strategy, beginning with the recommendations within this document, and evolving 

over time.  

A comprehensive assessment of stakeholder interests and priorities was essential to the development of 

the environmental scan. The stakeholder engagement process consisted of seven distinct steps as 

outlined below in Figure 3. 

Identify Stakeholder Domains 

The environmental scan collected input from a broad range of stakeholder domains across public and 

private sectors, traditional healthcare settings, Native American health networks, community 

organizations providing health support services, and rural communities. Domains included in the data 

collection phase can be found in Appendix A. 

Identify Stakeholders Within Domains 

In close collaboration with OMES and other key stakeholders, individuals within the stakeholder 

domains were identified as key informants for the data-gathering process. Through this process, over 

100 individuals and organizations were identified as critical stakeholders to be included in the 

interviews and focus group discussions conducted during the environmental scan. Additional key 

Identify 
Stakeholder 

Domains

Identify 
Stakeholders 

within 
Domains

Define Topics 
to be 

Assessed

Establish 
Mechanisms 

for Input

Review 
Relevant 

Background 
Documents

Gather 
Input

Analyze 
Stakeholder 

Input

FIGURE 3: STAKEHOLDER ENGAGEMENT PROCESS 
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informants were identified during stakeholder engagement, bringing the total number of organizations 

and individuals providing input to 106. Details of each of these interviews can be found in Appendix C.  

 

 

 

 

 

 

 

 

 

 

Define Topics to be Addressed 

Across all stakeholder domains, common focus areas were identified for investigation and analysis, 

including: 

• Current state of health IT and HIE; 

• Current data exchange capabilities and use of existing HIEs within Oklahoma; 

• Current reporting obligations for providers/hospitals, and other entities for certification, quality 

reporting activities, and other items; 

• Value-based payment methodologies and clinical quality reporting; 

• Technical assistance and training needs; 

•  Costs associated with current or projected health IT use; and 

• Desired future state of health IT and HIE functionality, capabilities, and outcomes. 

Establish Mechanisms for Input 

• A multi-modal approach to data collection was employed, guided by logistics and relevant 

topics. Stakeholder interviews were determined to be the most effective method for gaining an 

in-depth understanding of stakeholder needs. Whenever possible, interviews were conducted in 

person, and supplemented by telephonic interviews as circumstances dictated. An interview 

guide was developed and customized for each stakeholder domain and background research 

was conducted for each unique stakeholder interview. 

• Focus groups were conducted to gather a representative assessment of identified topics 

amongst hospitals (Oklahoma Hospital Association), public health professionals (Oklahoma 

Department of Health), and social services (Oklahoma Department of Social Services). The 

FIGURE 4: CATEGORIES OF STAKEHOLDER INTERVIEWS 
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format for each focus group was customized by domain with many questions coming from the 

interview protocol. 

• Additionally, a survey of long-term/post-acute care providers (LTPAC) and behavioral health 

providers was designed and distributed with the assistance of the Oklahoma Foundation for 

Medical Quality (OFMQ) and the Oklahoma Department of Mental Health and Substance 

Abuse Services (ODMHSAS). This survey supplemented information gathered through individual 

interviews to gather a robust representation of 46 individuals working in these important, but 

often overlooked, stakeholder domains. 

Review Relevant Background Documents 

In addition to stakeholder interviews, focus groups, and surveys, the environmental scan process 

included a comprehensive review of background and reference documents, as detailed in Appendix B. 

The documents covered a variety of topics of relevance to health IT and HIE in Oklahoma and provided 

important context for the stakeholder engagement process. The literature also provided information 

and support for the conclusion and recommendations in this report. Examples of reviewed documents 

include, but are not limited to, the following: 

• Oklahoma Health Care Authority (OHCA) Care Management Health Information Exchange 

Evaluation. 

• Oklahoma’s Revised Operational Plan for the State Health Information Exchange Cooperative 

Agreement Program (SHIECAP) dated March 11, 2011. 

• Oklahoma’s Revised Strategic Plan for the State Health Information Exchange Cooperative 

Agreement Program dated March 11, 2011. 

• Health Information Exchange Statewide Environmental Scan Findings conducted by Milliman, 

dated August 25, 2015 

 

Gather Input 
The above stakeholder engagement and data collection methodology was initiated on April 25, 2018 and 

continued through June 12, 2018. OMES staff provided the oversight of the engagement process, and 

data collection was conducted by CedarBridge senior-level consultants. Additional details on the 

stakeholder engagement process can be found in Appendix A. 

 

Governance Options and Alternatives Considered  
The information provided through the environmental scan provided background for the current state of 

HIE within Oklahoma, but also gave context to the development of potential options to develop a 

statewide HIE Network (OKHIN) that incorporates the existing HIEs and expands the services to reach 

patients and providers throughout the state. The first option to consider was the development of a 

governance model to oversee OKHIN throughout its development and operation. 
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Definitions 

Health IT governance includes identifying the entity to provide oversight and to hold accountable the 

parties responsible for exchanging electronic health information. Governance should instill confidence 

among governed organizations, their users (e.g., health care providers and patients), and other 

exchange partners regarding the way in which electronic exchange is conducted. As part of its guidance 

on developing a health IT plan, the Center for Medicare and Medicaid Innovation (CMMI) refers to key 

elements needed for strong governance:  

“a comprehensive, realistic plan, consistent with any existing plans, to implement an 

interoperable health IT and data infrastructure to support the Model Test should map clearly to 

the state's logic model, leverage existing assets (including those at provider, system and regional 

level), align with state and federally funded programs, and include strong governance. 

Governance and decision-making structures should include a process for resolving conflicts over 

data ownership, information sharing, and exchange between public and private stakeholders, 

should they arise, and expand to support the engagement of additional provider types and 

patients, as needed.”8 

Potential models and policy/business levers for statewide HIT/HIE services 

Several states have experimented with governance models for statewide HIE, and are like Oklahoma in 

terms of geography, current HIE landscape, state infrastructure and/or desired future state. As shown in 

Figure 5, three models have emerged for statewide health information exchange: 1) a centralized state-

designated entity that operates centralized shared services and provides connecting infrastructure to 

HIEs; 2) a statewide governance entity overseeing centralized infrastructure that supports HIEs; and 3) 

designation of one HIE in the state as a state-designated entity that acts as a central hub to connect 

other HIEs.  

                                                           

8 http://www.cms.gov/cmmi 
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FIGURE 5: POTENTIAL GOVERNANCE MODELS FOR OKHIN 

 

 

These models have been used in states and each have a specific governance structure, varying primary 

roles, diverse service approaches, and funding mechanisms. Lessons from these other state models can 

be instructive in determining the ideal path forward for health information exchange in Oklahoma. 

Appendix D provides a description of various states and their governance models. 

Policy Levers to Achieve Statewide HIE 

For OKHIN to develop into a statewide HIE that leverages the existing HIEs within the state and provides 

the needed functionality and services to both providers and patients, it is necessary to examine the 

policy levers that can assist in accomplishing this objective.  

Federal Government Levers  

• Regulatory requirements through a Federal Rule or Acts of Congress, such as the Clinical 

Laboratory Improvements Amendment (CLIA) 

• Federal benefits purchaser requirements (FEHB) 

• Federal agency requirements / incentives / penalties 

• As a provider of health services (i.e., DoD, VA, IHS, etc.) 

• As a purchaser of Medicaid health services (i.e., CMS through state Medicaid programs: 

Meaningful Use (MU), 1115A waivers, 90/10 HIE funding, Medicaid Management Information 

System (MMIS), etc.) 

• As a purchaser of Medicare health services (CMS through Medicare: MU, Medicare conditions of 

participation) 

• As a federal grantor of funding to support HIE development and operations. Grants can come 

from the following agencies: 

• Office of the National Coordinator for Health Information Technology (ONC) 

• Centers for Disease Control and Prevention (CDC) 
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• Substance Abuse and Health Services Administration (SAMHSA) 

• Health Resources and Services Administration (HRSA) 

• National Institutes of Health (NIH) 

• Agency for Healthcare Research and Quality (AHRQ) 

• CMMI 

• As a federal regulator (CMS, FDA, CDC, SAMHSA) as well as: 

• The Federal Trade Commission (FTC) 

• The Food and Drug Administration (FDA) 

• As a researcher (NIH, AHRQ, HRSA, CDC, SAMHSA, ONC, etc.) 

• Federally-developed non-regulatory tools (FAQs, best practice educational toolkits, 

sample implementation guides, testing suites, contracting for independent audits, 

independent research reports, surveys, etc.) 

State Government Levers 

• State law (such as those developed in MN and NY) 

• State agency requirements / incentives / penalties (such as those in NY, CA, AZ, MD, as 

well as public health department., Medicaid provider contracts, etc.) 

• State purchasing – Medicaid, public employee benefits 

• Voluntary accreditation / certification programs  

▪ Texas Health Services Authority  

▪ Participation in National Association of Trusted Exchange (NATE) 

• State-developed non-regulatory tools (FAQs, best practice educational toolkits, testing 

suites, independent audits, independent research reports, surveys, etc.) 

Industry / Market / Other Levers 

• Provider / HIE user codes of conduct  

• Vendor codes of conduct 

• Industry standards and compliance consortia (IHE, HL7) 

• Vendor coordination (e.g., Carequality) 

• Market influence through concentration (Epic Care Everywhere, Cerner Resonance, etc.) 

• Voluntary participation agreements (NATE, CommonWell, RHIOs, private HIEs, etc.) 

• Voluntary accreditation / certification programs (Interoperability Work Group (IWG), 

Direct Trust, Healtheway) 

• Industry-developed non-regulatory tools (FAQs, best practice educational toolkits, 

testing suites, independent audits, independent research reports, surveys, etc.) 

ONC maintains an extensive list of policy levers and state-based examples to support this work9. 

 

                                                           

9 https://dashboard.healthit.gov/apps/state-health-it-policy-levers-compendium.php 




