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Policy

Purpose

Definitions

It is the policy of the Department of Behavioral Health (DBH) to implement
administrative, physical and technical safeguards to protect the confidentiality,
integrity and availability of electronic protected health information (e-PHI) that
it creates, receives, maintains, or transmits. It is the responsibility of all care
providers.

To have a written policy in accordance with applicable federal and state laws
governing the protection of health information and apply the policy to the
following:

A. Staff/Contract Agencies- DBH regular employees, service contract
providers, volunteers, interns, physicians and others granted
authorized access to DBH protected health information regardless of
medium.

B. Clinical Information- Generated in the context of patient care
including, clinical assessments, client plans, results of laboratory
tests, and the interdisciplinary notes detailing patient contacts. Such
patient-related data may be available electronically, or in written form
in standard medical records and patient charts. It may be available
for individual patients or for groups of patients. Such information may
reside in large central computer databases, such as those
maintained by DBH and associated clinics where it can be made
available electronically to peripheral workstations or to peripheral
clinical databases maintained by individual departments.

C. Information Systems and Technology devices used to process.
store. and transmit information- All hardware and/or purchased
software of any kind including in-house developed programs are
considered proprietary and the sole property of DBH.

• Hybrid Entity: As defined in the HIPAA Privacy and Security Rules, is a
"single legal entity", whose business activities include both covered and
non-covered functions, which designate or one or more "health care
components" in writing. The County is a hybrid entity under HIPAA and as
such has designated certain departments of the County as its covered
healthcare component.
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Risk Assessment- Information Technology will provide oversight in
conducting risk assessments and analysis on all information technology
systems, devices and related equipment (including purchases of new
systems as part of the procurement process) on a periodic basis and update
such assessments as needed in order to effectively manage the
confidentiality, integrity and protection of electronic health information. The
risk assessments should provide administration with enough information to
make decisions about residual risk.

Residual Risk- Administration must determine the amount of residual risk
to accept. DBH must utilize reducing and accepting risk in order to maintain
compliance with regulations and best practices for information security.

Four Basic Ways to Address Residual Risk
Transferring If Administration decides that the

total or residual risk is too high; it
may purchase insurance to offset
any costs should the risk be
realized. For a cost, which is less
than the control, they are
transferring the risk to the
insurance company.

Rejecting If Administration ignores the risk
they are choosing to reject it.

Reducing If Administration implements
controls they are reducing the risk.

Accepting If Administration decides to live
with the identified risk, they are
accepting the impact of it should it
be realized.

Department managers, supervisors and Information Technology are
responsible for prioritizing, implementing, and maintaining the appropriate
risk-reducing measures identified from the risk analysis process.
Implementation of security measures sufficient to reduce risks and
vulnerabilities to information systems and resources to a reasonable and
appropriate level are required in order to:

• Ensure the confidentiality, integrity, and availability of all sensitive
information created, received, maintained, or transmitted

• Protect against any reasonably anticipated threats or hazards to the
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security or integrity of such information

• Protect against any reasonably anticipated uses or disclosures of such
information that are not permitted or required

• Ensure compliance with this policy by workforce members and medical
staff

The Department shall implement procedures regarding the interactions of all
individuals authorized for system access with confidential and protected
electronic health information that will ensure that such information is
appropriately protected. See below table for typed of access and procedures:

• Access to e-PHI will be authorized by the security official, according to the
minimum necessary access as determined by employee assignment, and
requiring a background check. Department Managers/Supervisors will
determine these needs for access. Access granted will be reevaluated for
each change of role

• Access controls such as unique usernames will be established and
enforced for each system and/or software application and maintained by
Information Management

• Procedures for the timely termination of access will be developed and
utilized for all terminating and terminated individuals regardless of their
affiliation

• Procedures for authorizing and monitoring all access to systems from
outside the Department will be developed and enforced. This includes
access by authorized individuals from their homes or other remote
locations

Personal hardware, technology devices or software are not allowed to be
used or installed for any reason whether for personal or business operations
or patient care or be connected in any way to the DBH information systems
or network or be used for storage of DBH e-PHI information without prior
written authorization from the DBH Business Applications Manager, even if
not connected to the DBH network or computer systems. Only DBH
authorized or controlled technology devices, computers and equipment may
be connected to the DBH network or information systems for the creation,
use or storage of client related e-PHI information.

Individuals who are authorized to access e-PHI maintained by the
department may not store or off-load this information to any storage media
(floppy disks, CD's, DVD's and/or internal/external drives attached to
desktops, laptops, PDA's etc.) without the prior written permission of
Department Security Official.
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Failure of employees, contract providers, volunteers, interns and system and
data users to safeguard information and assets as defined in this policy may
subject the individual(s) to disciplinary action up to and including termination
of employment or contract or expulsion from training programs. Supervisors
and managers who fail to enforce this policy in its entirety will be reported to
their immediate supervisor for disciplinary action. Violation of Department
policies, State and Federal laws governing privacy and security of e-PHI may
be applied to the organization and the individual. Sanctions include but are
not limited to reprimand, termination, monetary penalties and incarceration
depending upon the severity of the disclosure. Sanction must be documented
and maintained for six years.

Information Technology must implement procedures to regularly monitor
records of information system activity, such as audit logs, access reports,
and security incident tracking reports to identify discrepancies between
policies and practices. A "system" normally includes "hardware, software,
information, data, applications, communications, and people."

• Monitoring should be performed by use of the audit capabilities of the
access control software system and through the internal creation and use
of programs specific to this purpose as approved by Information
Technology and the security official

• Upon notification of any abnormal activity, the information
system/application owner/responsible department must review the incident
and take appropriate action and follow-up

All staff will protect the integrity of DBH electronic data. Back-up copies of e­
PHI will be created regularly and stored off-site. Programs used on DBH
computers must be approved by and installed by Information Management.
Copies of database applications using and storing e-PHI will be created and
stored by Information Management. Information Technology will maintain
anti-virus software that monitor each computer at all times and log noted
problems. Users must not disable or interfere with this software. Users will
contact Information Technology when any sign of virus infection appears on
their computers.

Information Technology will take all reasonable precautions to minimize the
vulnerability of e-PHI data transmitted outside of the County network by using
the appropriate data security tools. Electronic-PHI will not be transmitted or
accessed from a home computer by DBH users using the County's e-mail
connection to work. Electronic-PHI will not be transmitted outside of the DBH
Domain unless it is protected.
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Information Technology is responsible for establishing and annually
reviewing plans for actions to be taken in the event that DBH computer
systems are disabled or damaged by persons or natural disaster. This will
include using stored back-up data and programs, access to facilities for
repairs, temporary uses of non-DBH computers and devices, and any new
security procedures that might be needed in such circumstances.

The Department is responsible for providing training to all staff regarding e­
PHI privacy and security issues, and to all new employees upon hire.

• Health Information Portability Act Manual
• Security Management Process (Required) [45 C.F.R. §

164.308(a)(1)(i): Implement policies and procedures to prevent, detect,
contain, and correct security violations

• Risk Analysis (Required) [45 C.F.R. § 164.308(a)(1)(ii)(A)]: Conduct an
accurate and thorough assessment of the potential risks and
vulnerabilities to the confidentiality, integrity, and availability of electronic
protected health information held by the covered entity

• Risk Management (Required) [45 C.F.R. § 164.308(a)(1)(ii)(B)]:
Implement security measures sufficient to reduce risks and vulnerabilities
to a reasonable and appropriate level to comply with section 164.306(a)

• Information System Activity Review (Required) [45 C.F.R. §
164.308(a)(1)(ii)(D)]: Implement procedures to regularly review records
of information system activity, such as audit logs, access reports, and
security incident tracking reports

• Evaluation Standard 45 C.F.R. § 164.308 (a)(8)
• Policies and Procedures C.F.R. § 164.316(a): Outlines the

requirements for developing security policies and procedures. Policies
and procedures must be updated when there is a change in the law; an
environmental or operational change that affects the security of the e­
PHI; and/or a change in practices
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