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With Medicare and Medicaid financial incentives foeaningful use of

certifiable electronic health records (EHRS) beawgravailable to eligible
hospitals and physicians in the government’s figear 2011, which starts Oct. 1,
2010, providers must act rapidly to establish bligy and quality for the
maximum incentive money. To realize these objestm®viders should leverage
their existing information technology infrastruatyuse a best-of-breed strategy,
and partner with vendors offering risk-sharing agghes.

While the American Recovery and Reinvestment Tax(ARRA) does not
mandate EHRSs, it deploys a “carrot-and-stick” apploto drive inpatient and
outpatient use of EHRs by 2015. The carrot is tiratearlier facilities begin using
EHRSs, the greater the amount of incentives thelybeileligible for. Based on the
number of annual discharges and other factorsy aeddpters can receive a
minimum of $2 million to a maximum of $11 milliorapable over four years.

The stick is twofold. First, institutions that dtasing EHRs in 2014 and 2015
will receive lower incentive payments for three @awad years, respectively.
Second, and more importantly, those that fail topadr use EHRs after 2015
will have Medicare reimbursement reduced by 1 pdraanually starting in
2015 and can reach up to 5 percent in 2018 andideyo

Given that the initial incentive kicks off in Octeb2010, hospitals and health
systems that already have adopted or are on thegaard adoption are best
positioned to receive higher incentives. Organazegiin the preliminary stage of
considering EHRs can catch up by acting aggressiVélough the definition of
meaningful use is being defined, providers willdatter off buying an EHR now
instead of later, particularly since ARRA incentwgill enable them to blunt the
shrinking effect the recession has had on thebudgets. Further, there is no
reason to risk delay in qualifying for incentiveeem vendors will upgrade
systems to meet meaningful use criteria, regardladgact, the primary question
for providers is how to create an ARRA-qualified EH'he easiest and most
expedient way for facilities is to piggyback onithexisting infrastructure, using it
as a foundation.




Reversing course

Fortunately, this strategy won't be too jarring foany organizations, as it will
simply reinforce a development that already is wwdg at many facilities.

A prominent trend among providers over the pasadetas been to look for a
single-vendor solution. But a number of failed laupp¢s has caused several of those
organizations to restart the process by lookingafdifferent vendor or pursuing
more cost-effective, best-of-breed solutions. Tieelit crunch has accelerated this
development, making it difficult for facilities &ccess capital and leading them to
reduce budgets. Approximately 80 percent of holspitave stopped, postponed or
scaled back projects such as facility upgradegjedisas clinical and information
technology planned or already in progress, accgrthira survey released last April
by the American Hospital Association.

In the current economic environment a single vesti@tegy is economically
unfeasible. ARRA'’s staggered meaningful use deadliaave hospitals little
margin for error if the vendor encounters technasHiculties or fails to come
through. Consequently, it makes more sense fommghons to use their existing
infrastructure as a baseline platform while adgingven, best-of-breed clinical
solutions to address areas of need.

Another reason this approach is the right choit¢kasvendors of large hospital
information systems (HIS) historically have strugggto automate high acuity
areas such as the emergency department, interssweinits, labor and delivery
units, neonatal intensive care units, operatingngand post-anesthesia care
units. Meaningful use can only be achieved by ctilig and distributing
meaningful data that reside primarily in those haghity areas. Ironically, most
EHR vendors lack high acuity solutions. Since #mession has forced EHR
vendors to institute layoffs and slash R&D budg#itis, is a deficiency they will
not be able to cure in the near term.

Choosing theright technology partner

Thus, when selecting EHR vendors, hospitals woeldvise to partner with either
HIS companies that have acquired best-of-breed duglty solutions through
mergers or partnerships, or with companies thatialize in automating clinical
documentation solutions they need, e.g., peringg&l, etc. The bottom line is
that whatever HIS vendor enterprise EHR a facdalects must interoperate with
best-of-breed high acuity solutions and vice versa.




To further minimize risk and ensure optimal IT istreent, facilities should:

. Seek vendorswilling to enter into risk-sharing or perfor mance-based
pricing models. This new model ties payment to performance on ogfuch as
decreased average length-of-stay, improved stidfexicy and retention, reduced
costs and other clinical improvements.

. Usetherevised recommendations of a workgroup that thefederal HIT
Policy Committee approved in July asa guidelinefor evaluating EHRs. Under
the proposed requirements for 2011, organizatiomsng other things must use
CPOE for 10 percent of all orders of any type aravige patients with an
electronic copy of their health information upoguest The U.S. Department of
Health and Human Service will use the recommendstio develop a proposed
administrative rule to implement the incentiveseThle, which was released in
January 2010, provides greater detail and clabguameaningful use
requirements.

. Prioritize areas for automation. The growing need for high acuity
applications must be balanced with the hospitaliagtnator’s challenge of
deciding where to begin implementing those sol&idn ideal approach is to
group clinical modules around “functional clusteos strategic functions or
initiatives.

Thebig picture

As providers craft their strategy for ARRA, they shibe careful not to get locked
into a mindset whereby they miss seeing the fdogghe trees. Incentives
certainly are an important consideration, but haspultimately will be best
served by creating a HIT infrastructure emphasinatgomes-relevant,
connected and simple use of enterprise EHR sydt@nmsobile and busy
clinicians. This means putting the power of patiafdrmation, a streamlined
ordering process, easy access to drug/clinicabaecsupport database
information, and medical device interface intergdity at the clinician’s
fingertips.




Because the goal is to reach 100 percent clinatgption, EHR functions must be
intuitive — appearing as a unified and interconedatvhole — allowing clinicians
to move between tasks and locations regardlessieferthey are located within or
outside the hospital walls.

Industry observers have predicted for years thaag a matter of time
before the industry used technology to improve iguahd eliminate
inefficiencies that cost the health system billiohslollars.

Progress has been made but at an agonizingly slow @ver several decades —
only 1.5 percent of hospitals have adopted a congm&ve EHR, according to a
New England Journal of Medicine survey. By provgd#il7.2 billion in incentives
to encourage hospitals and physicians to use EtHRgovernment is addressing
the financial barrier that has kept providers fraumomating care delivery. As
HHS moves to finalize meaningful use requiremefats|ities, vendors and other
stakeholders must collaborate to meet meaningkifeguirements and improve
the quality, safety, and cost effectiveness of .cARRA is a golden opportunity to
finally modernize the health system. It must nosQeandered.
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