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or physicians, the pressure to
adopt electronic health
records comes from every
conceivable direction.
President Bush wants an EHR for every
American by 20141, and Medicare? and

private payers3 are nudging doctors to
make that happen. One Massachusetts
health system is even tougher. It told its
participating primary care doctors to com-
mit to EHRs by January 1, 2008, or face

expulsion from its network (13 are sched-
uled to get the boot).4 And patients want
their physicians to be as automated as their
banks, according to survey after survey. 56

On top of these external factors, doctors’
Hippocratic instincts often exert a strong
internal pressure: “I could take better care
of people with an EHR,” many physicians
think. Patient safety, after all, is the crown-
ing virtue of digital capabilities such as
always-legible prescriptions, remote chart

Dir. Spikol, a former consultant for the Center for Health Information Technology of the AAFD, has written and

spoken extensively about EHRs.
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access, and automated reminders to deliver
preventive care.

Yet the most powerful motivation to
adopt an EHR may be the promise of a
more efficient practice. If all goes well, you
and your staff will no longer go crazy look-
ing for lost charts or wasting time on the
telephone. If nothing else, an EHR could
lower your stress level.

Of course, the dig-in-the-heels rebellion
against EHRs remains strong, and for some
understandable reasons. Too costly. Too
confusing. Staff hates it. Slows things down
instead of speeding them up.

Overcoming such barriers, which we
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Department of Health and Human Ser-
vices has contracted with a nonprofit indus-
try group called the Certification Commis-
sion for Healthcare Information
Technology to develop basic criteria for
EHRs and certify products that meet
them.”

For office-based EHRs, CCHIT has
promulgated 247 criteria for functionality,
security, and interoperability. Functionality
criteria include the ability to display a prob-
lem list, create a prescription, and capture
vital signs as searchable data. To keep this
data confidential as mandated by HIPAA,
CCHIT security standards require an EHR

¢¢Patient safety, after all, is the crowning virtue of digital
capabilities such as always-legible prescriptions,

remote chart access, and automated
reminders to deliver preventive care. »

address in the box on page 62, is a key to
success—but it’s far from the only one. To
get the most from your EHR, you must
make crucial decisions about the kind of
system to buy, the level of technological
cost and complexity you're willing to toler-
ate, and how your EHR will mesh with
your practice management software. The
effectiveness of your EHR also depends on
connecting it to the computer systems of
labs, pharmacies, and hospitals, which
requires planning on your part. So before
you buy, consider these four important
issues.

- How important is

EHR certification?

While most commercially available systems
do most of the same things, there’s enough
variability from product to product to raise
the question: What are the essential features
of an EHR?

The Bush administration thinks that’s a
question worth answering. It wants to
ensure that if the government and the pri-
vate sector subsidize EHRs for doctors,
they don’t end up investing in products
with limited features. Accordingly, the

to create an audit trail. Interoperability is
just as critical, because EHRs are lame if
they can’t swap data with other computer
systems. Accordingly, certified EHRs must
be able to electronically import lab results
and transmit prescriptions. Next year, the
organization plans to start certifying EHRs
on the basis of exchanging medical sum-
maries with EHRs from other vendors.

As of January 16, 90 programs had
received CCHIT certification. Should you
limit your EHR shopping list to these
products?

To be sure, the stamp of approval carries
a lot of weight, given the breadth of
CCHIT membership, which includes
physicians; executives from the hospital,
insurance, and software industries; and
independent IT experts. However, you
shouldn’t necessarily rule out EHRs from
small vendors who are deterred from seek-
ing certification by a $28,000 application
fee. Some of these products—basic but
effective—are geared to small practices that
can't afford more sophisticated systems. As
these less expensive programs gain market
share, they, too, may seck certification.

Groups of 10 or more doctors, however,
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should pay closer attention to CCHIT certi-
fication, since they'll need more sophisticat-
ed systems than small practices and, presum-
ably, are able to afford them. What's more,
EHR certification may become imperative.
A Medicare pilot project will reward up to
1,200 practices that use EHRs to reach cer-
tain quality goals, but only if their systems
bear the CCHIT imprimarur.8 If this
becomes the norm for physician compensa-
tion, you could forfeit money by buying a
noncertified EHR.

Should I consider

a remote model?

Another technological fork in the road is
choosing between an EHR program hosted
on your own office computer and a system
hosted on a remote computer and accessed
via the Internet. The hosting entity—
known as an application service provider, or
ASP—can be the EHR vendor, a billing
service, or a hospital. The ASP model
reduces the cost and complexity of an
EHR, but it’s not for everybody.

With an ASP model, you're merely rent-
ing EHR software, as opposed to owning it
as you would when it’s installed in your
office. Accordingly, you don't have to pay a
license fee, which can easily top $5,000 per
doctor, not counting an annual fee for
maintenance and support. With an ASB,
you only pay one monthly fee, ranging
from about $250 to $1,000.”

In the long run, renting software costs
more that buying it. However, using an ASP
makes it easier to get into the EHR driver's
seat, and it yields other major advantages.
For one thing, you needn’t buy an expensive
server for hosting the software yourself. And
you're spared the task of maintaining the
server, installing software updates, and back-
ing up your data—that’s all done by the
ASP. If you're in a small practice lacking I'T
expertise, a remotely hosted system keeps
things blessedly simple.

You can still make a case, though, for
installing EHR software on an office server.
Perhaps you practice in rural America
where high-speed Internet connections are
intermittent, or slow. It also may be easier
to download data from medical devices like
ECG machines into an EHR when the

software is hosted onsite.

More than anything, though, you may
choose the traditional EHR model because
you loathe the idea of your patient records
sitting in a computer across town, or possi-
bly across the globe. Are they safe there?
Could you lose access to them? True, you
still own patient data tended by the ASP, and
you're supposed to get it back in some form
if you part ways with the company or it goes
under, but without the EHR software, the
returned data may not be easy to use.

So if you belong to a large practice that
can afford to buy EHR software outright
and hire IT experts to tend your server, the
traditional EHR model could be a sound
choice.

How do | connect an EHR

to billing software?

You can't reap the full benefits of an EHR
unless it’s connected to your practice man-
agement system. When they’re linked,
patient demographic information entered
on the practice-management side automati-
cally populates the EHR. And the diag-
noses and services you document in the
EHR generate an insurance claim on the
practice management side—no more paper
charge tickets.

You can achieve this vital connection
with an interface between your current
practice management system and the new
EHR. Makers of popular EHRs have
already written interfaces to popular prac-
tice management systems, so find out
what’s available before settling on an EHR
vendor. However, expect to pay $10,000 or
more for this digital connection, says Syra-
cuse healthcare IT consultant Rosemarie
Nelson. An interface written from scratch
will be just as expensive.

Linking the two systems like this makes
sense if you're in love with your current
practice management program. If you're
not, consider installing a new scheduling
and billing program that works in tandem
with the EHR. Increasingly, EHR vendors
offer practice management programs, giv-
ing you a one-stop shop.

The advantage of buying an EHR and
practice management system from the same
company is that they may be built on the
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Overcome roadblocks

® L]
to implementation
The electronic health record dates back almost 40 years.!! Yet
only about 12 percent of the nation’s physicians have the full-
fledged EHRs the govemment recommends, according to the
CDC.12

In numerous surveys, physicians cite affordability as the top barrier to
adopting EHRs, and for good reason.3. 14 When you throw in training,
installation, support, and other ancillary expenses except for hardware,
these programs can cost as much as $51,000 per doctor over three years,
according to a recent survey by the AC Group in Montgomery, TX.'S Not far
behind the affordability issue is the fear of reduced productivity—and revenue—
as doctors and staff master the new system.

However, taking the financial plunge is less scary when you can expect a retumn
on your investment. A study in the journal Health Affairs in 2005 reported that
among 14 solo and small practices launching EHRs, the investment was recouped in
30 months, on average, and the practices “profited handsomely after that.”16

The RO results partly from cost savings. An EHR will eliminate the need for a
transcriptionist, a file clerk, and perhaps other staff as work flow is streamlined, and
you'll spend less on paper and postage.

EHRs can also boost revenue. Many doctors who habitually undercode find that an
EHR helps them code more accurately—and net higher reimbursement. Some
physicians increase their productivity by converting their old records room into an
extra exam or procedure room. Pay-for-performance bonuses—more easily attained
with an EHR—can approach $10,000 a year in some places.'”

Temporary inconvenience,

permanent improvement

These financial prospects will help you endure the initial productivity drop that
you'll likely experience in the first six to nine months you adjust to the new
system. You can make the learmning curve less onerous by slowly phasing in EHR
functions,

Lack of support from fellow doctors and staff is a perennial roadblock to EHR
adoption. To win the necessary buy-in, involve everyone from the most senior
doctor ta the new file clerk at the earliest stage possible. What are their
misgivings about EHRs? What benefits do they envision? How might the
practice redesign routines like prescription refills? You can't satisfy
everyone completely, but listening will help melt resistance and
improve teamwork.

Another effective way to overcome resistance is to visit a
practice of your size and specialty that has gone digital.
Watching an EHR in action separates myth from fact.
Japanese quality-management gurus have a phrase for
this—"genshi genbutsu,” or “go and see.” If you
witness someone else’s success with EHRs, you may
be more optimistic about your own high-tech
conversion. As we say here, seeing is
believing.
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same database. This eliminates the problem
of faulty interfaces that garble information
flowing between two separate databases.
For smooth computing, consider the sin-
gle-database option, assuming, of course,
that the system’s EHR and practice man-
agement features satisfy your needs. If it
takes forever to schedule a patient or pre-
scribe a medication, a single database isn't
reason enough to buy the system.

In contrast, some vendors offer EHR
and practice management systems that are
merely interfaced. If the interface has a
poor track record with the vendor’s clients,
keep shopping. If the interface works fine,
you'll still want to pass if one program is
super but the other is subpar. In addition
to talking to doctors who are already using
the systems, you may want to hire a
healthcare IT expert to help you make
these assessments.

What about lab, hospital,

and pharmacy links?

By itself, an EHR will do much to rid
your office of inefficient paper. But there’s
one more step you need to take—net-
work your system to the pharmacies, labs,
and hospitals that you use.

Take pharmacies. Printing out a pre-
scription keeps you in the paper world. At
the very least, send the pharmacy an elec-
tronic fax from your computer. But the
best solution is true e-prescribing, in
which your computer transmits the Rx
directly to the pharmacy’s computer via
electronic data interchange, or EDI. Once
EDI is set up, the pharmacy can electron-
ically message you back, say, to alert you
to a medication allergy, instead of con-
tacting you by phone.

To enjoy these important efficiencies,
you'll need to pick an EHR vendor that
connects to the Pharmacy Health Infor-
mation Exchange, an EDI gateway to
most pharmacies, especially those in the
national chains. This exchange is operat-
ed by SureScripts, a company formed by
the pharmacy industry.10 For a complete
list of EHRs certified by SureScripts for
e-prescribing, visit www.surescripts.com
and click on the “Physicians” link.

Likewise, shop for an EHR vendor that

63

has already created an EDI interface with
national laboratories such as Quest and
LabCorp, or popular lab software systems
used by hospitals. That way, you can elec-
tronically order labs and have results auto-
matically filed in the EHR. It’s imperative
to avoid receiving this information on

paper, given the high volume of lab results

What will an EHR
do for my practice?

EHR technology is designed not just for storing information, but
also for managing it more effectively. Take the medication list of
a patient’s chart. In the paper world, you fill out a prescription
and then rewrite the information in the med list. EHR users only
have to write it once; prescription data automatically populates
the med list. What's more, the EHR can separate active and
inactive medications and lets you reorder an inactive one with a
few clicks.

Such data acrobatics help doctors deliver better care. You
can easily create graphs to track blood pressure and HbA1c
values and share them with chronically ill patients as a
motivational tool. An EHR also makes it easier to manage lab
orders by reminding you to follow up with the patient or lab
when results are overdue. Guideline-equipped EHRs also can
help you diagnose and treat conditions (suggesting, as
opposed to dictating, your options) and warn you when a
particular drug is contraindicated based on the patient's
condition or another medication.

While you normally treat one patient at a time, EHRs put teeth
into the notion of population-based medicine. If the FDA recalls a
medlication, you can generate a list of every patient who takes it
within seconds and get a letter in the mail to them. An EHR with
a "patient registry” function can calculate what percentage of

' your diabetic patients have an HbA1c reading under 7, the kind

of data needed to earn pay-for-performance bonuses. Coming
up with that number manually would be a nightmarish job.
Besides improving patient care, the EHR creates new and more

. efficient ways for you and your staff to work together. When

patients call in with questions, the EHR's built-in messaging
system replaces handwritten notes that normally fly back and
forth between you and your staff. You and a midlevel can look at
the same chart simultaneously on different computers and
exchange internal messages about treatment issues.

Likewise, you'll experience streamlined communications with
patients if your EHR program comes with a secure, password-
protected Web portal where they can request a prescription
refill, ask you about a nonurgent medical problem, or view test
results. In the process, you and your employees will spend less
time tied up on the telephone.
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pouring into the average doctor’s office.

Pulling in patient data such as discharge
summaries and radiology reports from hos-
pital computer systems should be lower on
your priority list than lab results, and prob-
ably doesn’t justify spending money on
additional interfaces. Instead, you can
receive hospital data in the form of elec-
tronic faxes and download them into the
EHR, suggests consultant Rosemarie Nel-
son. Or, if the hospital puts patient data on
a website, you can download documents as
PDFs or Word files or cut and paste data
into your EHR.

EDI interfaces with hospitals will
become more common with the growth of
regional health information organizations,
or RHIOs. These groups consist of hospi-
tals, physicians, insurers, employers, inde-
pendent labs, and other healthcare players
in a given community that electronically
share patient data.

Once a RHIO takes root where you live,
the connections will simplify full EHR
implementation, leading to that day when
you no longer waste time looking for Mrs.
Jones’ chart or hard-copy lab reports. And
maybe you'll feel a little less stress as you
practice medicine. W

64 | Cover StOry March 21,2008 | Medical Economics | www.memag.com

References

1. The White House. “President Unveils Tech Initiatives for Energy,
Health Care, Internet." 2004. www.whitehouse.gov/news
/releases/2004/04/20040426-6.htmi (31 Jan. 2008).

2. Centers for Medicare and Medicaid Services. “Medicare
Demonstrations/Details for Electronic Health Records Demonstration.”
2007. www.cms.hhs.gov/DemoProjectsEvalRpts/MD/itemdetail
.asp?itemiD=CMS1204776 (4 Feb. 2008).

3. Chesanow, N. “EHRs: Where do payers fit in?” 2006. www.memag.cony/
memag/articie/articleDetail jsp?id=306146 (31 Jan. 2008).

4. E-mail correspondence with Petra Langer, Director of
Communications, Partners HealthCare, Jan. 24, 2008.

5. Harris Interactive. “The Benefits of Electronic Medical Records Sound
Good, but Privacy Could Become a Difficult Issue.” 2007. www.harrisin
teractive.com/news/alinewsbydate.asp?NewsiD=1174 (3 Jan. 2008).
6. Haris Interactive. “Many Nationwide Believe in the Potential Benefits
of Electronic Medical Records and Are Interested in Online
Communications with Physicians.” 2005. www.harrisinter
active.com/news/alinewsbydate.asp?NewsiD=895 (31 Jan. 2008).

7. Certification Commission for Heatthcare Information Technology.
“Frequently Asked Questions.” 2008. www.cchit.org/about/fag/gener
al.asp#founding (31 Jan. 2008).

8. Centers for Medicare and Medicaid Services. “Medicare
Demonstrations/Details for Electronic Health Records Demonstration.”
2007. www.cms.hhs.gov/DemoProjectsEvalRpts/MD/itemdetail
.asp?itemiD=CMS1204776 (4 Feb. 2008).

9. Lowes, R. “Avoiding EHR sticker shock.” 2007. www.memag
.com/memag/Health-+information+ Technology:+Electronic+Health+Rec
ords+(EHRs)+%2F +Electronic+Medical+Records+(EMRs)/Avoiding-
EHR-sticker-shock/ArticleStandard/Article/detail/46426 (31 Jan. 2008).
10. SureScripts. “About SureScripts.” 2008. www.surescripts
.com/SureScripts/about.aspx (31 Jan, 2008).

11. Dick, R.S, Steen, E.B., Detmer, D.E., eds. The Computer-based
Patient Record: An Essential Technology for Health Care (Revised edi-
tion). Washington: National Academy Press, 1997: 115-116.

12. Centers for Disease Control and Prevention. 2007. Efectronic
Medical Record Use by Office-Based Physicians and their Practices:
United States, 2006. Advance Data from Vital and Health Statistics.
393,1.

13. American Academy of Family Physicians. “AAFP 2005 EHR Survey.”
2005. www.centerforhit.org/PreBuitt/chit_2005ehrsurvey.pdf (31 Jan.

2008).

14. Medical Group Management Association, American Osteopathic
Association. “Assessing Electronic Health Record Use by Members of
the American Osteopathic Association.” 2007. www.mgma.com/
WorkArea/showcontent aspx?id=14140 (31 Jan. 2008).

15. Anderson, M. “EHR Pricing—What Can You Afford?” 2008.
www.acgroup.org/images/2008_ACG_White_Paper
_Spending_on_technology._by._physicians.pof. (31 Jan. 2008).

16. Miller, RH., West, C., Brown, TF, et al. “The Value of Electronic
Health Records in Solo or Small Group Practices.” 2005. Health Affairs,
24(5),1127.

17. Bodenheimer, T., May, J.H., Berenson, R.A., Coughlan, J. “Can
Money Buy Quality? Physician Response to Pay for Performance.”
2005. www.hschange.com/CONTENT/807/(31 Jan. 2008).

Peer reviewer:

Joseph E. Scherger, MD, MPH

Clinical Professor, University of California, San Diego
Medical Director, AmeriChoice

San Diego, CA

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.




