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The Electronic Health Records
The EHR Platform
The Electronic Health Records (EHR) platform is usually mistaken for being an application with the ability to perform tasks out of the box. The EHR is a platform that enables the performance of necessary functionalities through the managing of various systems. The EHR system in use at my practice is the AdvancedMD. This system avails a wide range of pricing models as well as packages that help in implementation programs. This concept aids in the suit of several budgetary and training necessities. The system can apply a company’s in-house solution thereby enabling it maintains ties with several billers. The application of this system has also brought about numerous challenges. First, there is a high cost in the implementation of the EHR systems. The EHR system requires a large amount of capital for its initiation into medical institutions (Miotto, Kidd & Dudley, 2016). Due to this state, most of the institutions endure a lot of expenses in running the program rather than providing medical attention to the sick. Apart from that, another challenge is in the usability and training of the system. For the system to get into use, the members of staff need to undergo various educational programs. If not the case, the medical institutions would be forced to hire in other personnel who are conversant with the operation of the system. This state would turn out to be too expensive for many of the medical institutions.
The EHR system has evolved to become a commonly used program in most of the European countries as well as internationally. Most health vendors are investing in the installation of the program in their institutions to enhance communication of clinical information and applying the necessary techniques that would ensure the utmost protection of the data in storage. According to the research conducted by international healthcare institutions, there is a need for clinical, ethical and technical requirements to ensure an effective transition of the program. The standards set on the system need to be able to allow clinical computers to transfer clinical data of a patient while maintaining the clinical meaning. The aspect of confidentiality also needs to be addressed when it comes to handling personal information of an individual. Patients’ information is not entitled to public disclosure without permission from the patient.
The Shift into EHR
	Several factors have propelled the shift from the use of paper charting to the use of Electronic Health Records. The EHR system allows full access to the patient’s medical history rather than just a preview from an overview of a current visit. The system is quick thereby making it able to retrieve any records of the patient no matter the length of time before the holiday  (Hoffmann et al, 2017). This concept is unlike the paper charting which would make it difficult to acquire a patient’s files probably due to the presence of several other data within the area of storage. Due to the faster retrieval of information, doctors would find it easier to evaluate a patient and give an accurate diagnosis. The EHR system also enables less paperwork and less storage. Since all the information stays in computers, there would be no need for the utilization of space for file storage. There would also be reduced paperwork since there would be minimal use of paper. The EHR systems would also help increase the quality of care for patients’ information since all the documents would be in the computer under proper labelling. 
The EHR system has acquired the term “longitudinal electronic record of patient health information developed by encounters in any care delivering background. The EHR system allows for the effective conduction of research. With the availability of patients’ data electronically, information has been made readily available. A recent study has proven that healthcare institutions with higher adoption of health information technology have greater operational performance in their fields. The EHR system also helps perfect quality assurance through the ability to track information that would enable the institution to comply with insurance agencies as well as regulations set by the federal departments. The system also enables the patient track the cost of medication through analysing utilities and statistics of the patient. Examples of these techniques include identifying the number of tests conducted on the patient as well as the number of patient visits.
Meaningful use Regulations
	The meaningful use regulation forms part of the guidelines set in place for the assurance of a private and secure electronic health information system. This rule ensures the attaining of a balance between the acknowledgment of the adoption of EHRs to better the state of our health care systems and bring to awareness the challenges that passage will bring to health care providers. These regulations and legislations need to be achievable and ambitious (Mandel, at al., 2016). The documentation of records in the EHR system is of great importance since the falls under risk management as a technique. Once a patient’s information appears in the order, there is no need for the worry that the record would cause liability in the event of a claim. We are documenting falls as an essential component in the assurance of proper healthcare delivery. It ensures evaluation and efficient planning of a patient’s treatment substantiate the billing exercise.
	The most beneficial part of the meaningful use regulations is in what it tells the healthcare institutions to conduct with EHRs to be of significant use to the society. These directives move into core objectives of the meaningful use regulations that are composed of a vital initiation point. The last category includes a set of activities that providers would have the chance to choose from for implementation. The core objectives of the directives of conduct are the essential functions that give the EHR the ability to practice perfect service delivery. Such duties entail the entry of necessary data into the system and supervising active medication and diagnoses. All these objectives aid in ensuring that the decisions made by clinicians are valid and that there are minimal errors in system operation.
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