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Thanks to a secure region-wide patient portal powered by InterSystems
HealthShare® and Hixny, Marla and her entire family feels a whole lot better.
During a hospitalization, Marla and her husband had access to a
complete online medical record spanning the entire care community.
No one had to worry that crucial information might be lost or forgotten.
It was all right there, accessed with a Web browser.
What does the family know now about patient engagement?
It means peace of mind.
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Big Data & Healthcare
Analytics Forum, which
kicks off in New York June 18.

With recent patient deaths linked to
“superbug” exposure and preventable medical
errors continuing to rise, it seems timely to
spotlight some of the best and brightest
patient safety experts in healthcare today.
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Gary Light
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Key takeaways
from ONC’s
interoperability
roadmap
The ambitious 166-page draft published
by ONC lays out the “critical actions that
the public and private sector need to
take” toward real and robust nationwide
data sharing. Here are the high points.
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Disruptive change
In his new book, The Digital
Doctor: Hope, Hype and Harm
at the Dawn of Medicine’s
Computer Age, Robert
Wachter, MD, delves into how
computers have changed –
for better and for worse –
almost everything in
healthcare. He illustrates how
technology has not only
changed how providers
record notes about a patient,
but also how they relate to
their patients – and to one
another. We spoke to Wachter
about his book, and what
compelled him to write it.
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The new politics
of meaningful use
Politicians are impatient. Providers are frustrated.
Once so promising, is this a program that has outlived its usefulness?
BY NEIL VERSEL, Contributing Writer

E

VEN BEFORE THE CENTERS FOR Medicare &
Medicaid Services published the proposed rules

for Stage 3 meaningful use – as is their wont,
they arrived late in the afternoon on a Friday,
March 20 – there was a palpable sense that enthusiasm
for the federal EHR Incentive Programs was waning.

For at least a year prior, the politics of of hardship exemptions and flexibility to stay
with 2011-certified EHRs in 2014 for those
meaningful use had been shifting.
“The fact that there’s frustration around whose vendors did not have enough time to
the program, and that the frustration has update their technology and get certified to
been building for the last year, is undeni- the 2014 standards.
“That bet has paid off a lot,” Smith said.
able,” said Jeffery Smith, vice president of
About 60 percent of individual eligible propublic policy at CHIME.
For his part, Dan Haley, vice president of gov- viders who met Stage 2 last year chose one of
ernment and regulatory affairs for EHR vendor the alternate pathways.
CMS previously allowed for 90-day reportathenahealth, sees “a manifestation of dissating period in 2014, but a required a
isfaction by members of Congress.”
full year beyond then. This year, HHS
The turning point may have been
announced its intention to shorten
about 15 months ago, just before the
the 2015 requirement to 90 days as
2014 HIMSS Annual Conference &
well. At press time, the agency was
Exhibition, when 48 healthcare
going through the regulatory process
organizations signed a letter to
to make such a decision official.
then-CMS Administrator Marilyn
In January, more than 40 medical
Tavenner asking for leniency.
societies sent a letter to the Office of
Among their requests was the
the National Coordinator for Health
shortening of the meaningful use
Marilyn Tavenner
IT, asking for a review of the EHR
reporting period from a full year
to 90 days, as well as a rethinking of the all- certification program, including a “decouor-nothing nature of meaningful use: Miss- pling” of certification from meaningful use.
ONC actually had tried to decouple the
ing even one measure means missing out on
incentive payments and, starting this year, two last year by introducing a set of “voluntary” certification standards, known as the
being subject to Medicare penalties.
Tavenner responded by offering a wider list 2015 Edition, but was roundly criticized for

“Physicians across specialties are deeply frustrated with EHR functionality and the fact that
systems do not meet their workﬂow needs,” said AAFP President Robert L. Wergin, MD.

putting forth more stringent requirements
while vendors were still struggling to get
certified to the 2014 Edition. Without that
2014 certification, providers would have been
unable to meet Stage 2 meaningful use until
CMS acted to allow them to use EHRs certified to 2011 standards for one more year.
A ‘NEWFOUND FOCUS’
Still, concerns about interoperability, as outlined in the January letter, persist.

“Physicians across specialties are deeply
frustrated with EHR functionality and the
fact that systems do not meet their workflow
needs,” American Academy of Family Physicians President Robert L. Wergin, MD, testified during a March 17 hearing of the Senate
Health, Education, Labor and Pensions Committee. “In addition, these systems can reduce
efficiency and have limited interoperability.”
It was the first time the HELP Committee
had scheduled a hearing on health IT since
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“The Hill is
getting frustrated,
and not just
Republicans.”
Robert Tennant

the HITECH Act became law in
2009, and represented a newfound
focus on the efficacy of meaningful
use by Congress.
In recent months, lawmakers
have grown increasingly impatient
with the lack of interoperability or
measurable healthcare outcomes
improvements from the more
than $29.5 billion in Medicare and
Medicaid incentives paid out for
meaningful use through the end of
February. The original estimate was
for the whole program to have a net
price tag of $27 billion by 2021, after
factoring in efficiency gains and
more effective care, though the bulk
of those gains were not supposed to
show up until the end of Stage 3.
“We’ve blown through the better part of $30 billion, but when I
go to the doctor, I still get a clipboard,” Haley lamented. “That’s
what Washington, D.C., paid for.
The government is subsidizing
technologies that rely on fax as a
baseline means of communication.”
The House of Representatives
really got engaged starting this past
fall, around the time Medicare penalties for not meeting meaningful
use kicked in as providers started
feeling “overwhelming frustration”
that CMS wasn’t paying attention to
their concerns, according to Smith.
Initially, there was a bit of a
partisan divide, with most of the
noise coming from Republicans, but
lately, prominent Democrats have
joined the criticism.
At the March HELP hearing,
committee member Sen. Sheldon
Whitehouse, D-R.I., long a champion of federal subsidies for health
IT, called for a “reboot” of meaningful use to be more inclusive and
to focus on interoperability. (That
was the same word five Republican
senators had used in 2013.)
Whitehouse said that incentivizing
EHR purchases without solving health
information exchange was “the equivalent of subsidizing cars and penalizing people for not buying cars, and
then figuring out they’re going to go

and build the roads on their own,”
according to MedPage Today.
“When he says, ‘It’s time for a
reboot,’ people should listen,” said
Robert Tennant, senior policy advisor and director of health IT policy
for the Medical Group Management
Association.
Whitehouse also criticized the
HITECH legislation, which he was
a vocal supporter of, for excluding behavioral health professionals
and nursing homes from meaningful use.
“If you’re looking at the expensive
people in the healthcare system, a
lot of them are cycling between
nursing homes and the healthcare
system,” he said. “If you don’t
require nursing homes to cooperate,
you’ve made a stupid tactical error
in the rollout of health information
technology. Ditto if you’re a patient
with a behavioral health issue.”
Committee Chairman Sen. Lamar
Alexander, R-Tenn., noted that CMS
has had to delay or change MU
requirements three times. A fourth
is on the way, in the form of the
shortened 2015 attestation period.
Alexander said he expects to hold
other hearings.
Smith’s takeaway from the Senate
HELP Committee hearing was that
meaningful use was no longer just
an HHS pet project – it was now in
the political spotlight.
“It has gained in the last year
notoriety among policymakers,”
he said. Congress is now rightfully
exerting its oversight powers.

bipartisan pair of Rep. Renee Ellmers, R-N.C., and Rep. Ron Kind,
D-Wis., wrote to HHS Secretary
Sylvia Mathews Burwell, asking her
to scrap the “pass-fail” approach to
meaningful use.
“At a minimum, measures outside
the control of providers (e.g., those
that depend on interoperability,
such as transitions of care), should
be considered optional,” they wrote.
Ellmers and Kind argued that CMS
should reduce the administrative
burden by counting successful reports to other Medicare programs
such as the Physician Quality Reporting System, the Hospital Inpatient
Quality Reporting Program and the
Medicare Shared Savings Program
toward meeting MU reporting
requirements. They also called on
Burwell to expand meaningful use

end of the Senate HELP Committee
hearing to discuss the possibility of
convening a small group of lawmakers and health IT stakeholders to
work “offline” on ideas for improving federal EHR policy.
One area that already has seen
movement is the long-delayed plan
to repeal the controversial medical
sustainable growth rate formula for
calculating physician payments.
This matters in the context of
meaningful use because since last
year CMS has required providers
to use certified EHR technology in
order to get paid for chronic care
management.
In late March, the House passed
legislation to replace the SGR with
a more equitable formula, voting by
an overwhelming 392-37 margin. The
change had the support of congressi-
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have complicated the program
considerably. And some are already
disappointed in the new rules,
believing that the Stage 3 proposal
simply increases the burden for
providers, particularly in the area
of patient engagement.
The patient engagement requirement, even the 5 percent threshold
in Stage 2, is “absolutely still a concern of our members,” Smith said.
“Get innovative about how you market your portal,” he recommended
to those still struggling with this.
The Stage 3 proposal ramps the
minimum for patient engagement
up to 25 percent and secure messaging to 35 percent. “It’s not like those
things have been overwhelmingly
embraced by patients,” said Tennant, who said he was largely dissatisfied with the whole document.

“We’ve blown through the better part of $30 billion,
but when I go to the doctor, I still get a clipboard.
That’s what Washington, D.C., paid for.”

IMPATIENT FOR
INTEROPERABILITY
To that end, the five Republicans
who called for a “reboot” two years
ago, namely Alexander, John Thune,
S.D.; Mike Enzi, Wyo.; Richard hardship exemptions, including
Burr, N.C.; and Pat Roberts, Kan., for hospitalists, physicians close to
published a blog post in Health retirement and any providers that
Affairs on March 4 criticizing the switch EHR vendors.
They want providers not to be
lack of interoperability despite all
the federal money spent on health held responsible for certified EHRs
IT. They also said the draft interop- that are not interoperable if meeting
erability roadmap ONC has been MU requirements is “outside their
control until this technology is capacirculating was inadequate.
“It is not enough for ONC to ble of meeting their patients’ needs.”
Most data exchange still tends
identify factors it believes are
important,” they wrote. “It must to be based on MU provisions, not
also delineate how it will find spe- practitioner needs, after all, which
leads to the “exchange of
cific solutions to these
lengthy and poorly conconcerns
structed documents,”
“We have seen many
Ellmers and Kind wrote.
high-level documents
Meanwhile, Rep.
on interoperability :
Michael Burgess, MD,
the JASON reports, the
R-Texas, has said he
Health IT Policy and
would sponsor legislaStandards Committees’
tion that would effectivereports, the ‘Connecting
ly mandate that vendors
Health and Care for the
Renee Ellmers
make their systems – and
Nation: A 10-Year Vision
to Achieve an Interoperable Health the data in them – interoperable, at
IT Infrastructure’ report, and the the risk of losing their certification.
That “could be problematic for
‘Federal Health IT Strategic Plan
2015-2020’ report,” they added. more than just vendors, though,”
“All of these reports, as well as the Haley points out. “What happens
ONC’s latest roadmap, are miss- to their clients?”
At any rate, “the Hill is getting
ing the same thing: practical and
actionable steps to ensure a proper frustrated, and not just Republireturn on the American people’s cans,” said Tennant. The MGMA
policy guru reported that Alexander
investment.”
Just two days later, the unlikely and Whitehouse got together at the

onal leadership, thanks to a deal between House Speaker John Boehner,
R-Ohio, and Minority Leader Nancy
Pelosi, D-Calif. Even noted anti-tax
crusader Grover Norquist came out
in favor of it, which, Tennant said,
gave political cover to Republicans
aligned with the tea party.
“The Hill is firmly in the camp
that something must be done,”
Smith said. They want to help the
program in the short-term, and then
make it a long-term policy tool to
drive better IT, without creating too
much of a burden.
THIRD TIME’S THE CHARM?
The Stage 3 meaningful use rule
gives the government its best
opportunity in the past two and a
half years to reshape and reframe
the program.
“I hope they are pragmatic and
understand you can’t pull an entire
industry,” Smith said shortly before
CMS issued its proposal this past
March. “Now we need to think
beyond adoption.”
At its core, meaningful use was
a stimulus program – part of the
American Recovery and Reinvestment Act, intended not only to
modernize healthcare but also create jobs, he points out.
But subsequent rulemakings

Perhaps hospitals and clinics
should embrace glossy marketing
brochures or in-office kiosks, suggested Katherine Downing, director of HIM practice excellence for
the American Health Information
Management Association. They also
should make engagement more of a
priority in their own IT planning.
“Consumer engagement should be
important to providers,” Downing
said. “We don’t think of the patient
as an end user of the (IT) system.”
Still, there is evidence that some
populations are taking advantage of
electronic access to their records.
“We see requests for release of
information going down because
patients can get (their records)
from the portal,” Downing said.
It is worth noting that CMS
originally proposed setting the
patient engagement bar at 10 percent in Stage 2, but dialed that
back in the final rule.
“What’s disappointing are
indications that Stage 2 has been
pretty much a failure, and off we
go to the races,” Tennant said of
these new measures. “It’s almost
like they’re not learning.”
Tennant scoffed, for instance, at
the idea of an “optional” year for
care providers in 2017. CMS has
MU SEE PAGE 8

ANY HOSPITAL CAN SEE THROUGH PATIENTS.
OURS CAN SEE THROUGH WALLS.
When we work as one, leaders have the insight to achieve their vision. work as one
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CONTINUED FROM PAGE 5

“made certain measures almost
unobtainable by a wide swath of
physicians,” he said. He further
criticized the full-year reporting,
even in the first year of participation
in Stage 3. “We’ve been singing the
same tune since 2009,” Tennant said.
Perhaps unsurprisingly, then,
many providers are starting to tune
out, says Tennant, making financial
calculations that participation just
simply isn’t worth it anymore.
And the “most disappointing thing”
to Tennant is that there has been “no
discernible improvement in patient
care” as a result of meaningful use.
“We’ve forgotten the most important
thing: physician-patient interaction.”
Tennant also is looking ahead
in the context of politics, specifically to the 2016 presidential election. There will be a new president
starting in January 2017. No matter
which political party wins, Tennant
expects changes in federal health IT
policy: “You think MU is going to
continue on? Not a chance.”
VENDORS IN THE LURCH
With all the uncertainty, vendors
will be reluctant to spend the
money upgrading their products
to meet the 2017 requirements,
according to Tennant.
Already, much ire – from politicians and providers alike – has been

“If not for
meaningful use,
we would still be
looking at
adoption numbers
in the teens.”
Peter Basch, MD

focused on vendors. That has not
gone unnoticed by EHR developers
themselves, who understand that
they must improve interoperability
and usability. Where they differ with
their critics is over how to encourage
improvements in both areas.
“The rules are becoming more
stringent on the vendors themselves,” said Robert Hitchcock, MD,
vice president and CMIO of Dallasbased EHR vendor T-System, which
specializes in technology for emergency medicine.
The Stage 2 rules started to address

Nearly $30 billion in incentive payments have been doled out since the HITECH Act in 2009; EHRs are now
commonplace, but some on Capitol Hill feel there should have been a bigger return on investment by now.

usability with end-user testing. ONC
is expanding that in Stage 3 but not
mandating that EHRs actually be
usable, he said: “It would be very
difficult to enforce usability.”
What ONC can do is enforce the
disclosure of test results, but Hitchcock
said he’s not convinced that would
make a substantial difference, either.
The long timeline until Stage 3
starts and proposed 2017 flexibility
will help vendors have their products ready for 2018, Hitchcock said.
In 2018, hospitals participating in
meaningful use will be shifted to the
calendar year rather than the federal
fiscal year that begins the previous
Oct. 1. “This helps standardize a lot
of things,” Hitchcock said.
Still, he expressed concern that new
users will have to jump immediately
to the “fairly challenging” thresholds
of Stage 3 and report for a full year.
He said the top reason some eligible providers dropped out after
Stage 1 was the limited availability
of 2014-certified technology. There
has been a particularly sharp dropoff among physicians.
“The benefit isn’t worth the cost in
the last year of EP incentives,” Hitchcock said. The successful ones often
have been the ones who received IT
assistance from hospitals or other
partners, such as independent practices associations.
“In many ways, meaningful use
was never quite meaningful,” in
terms of benefits to the nation as a
whole, Hitchcock said. “I don’t think
enough attention was paid to the
patient-provider relationship.”
Peter Basch, MD, director of EHR
and health IT policy at Columbia,
Md.-based MedStar Health and a
practicing primary care physician,
buys this latter argument.
“I’m beginning to hear that it’s
hard to think about all the meaningful
use requirements and still get done
what they have to do clinically,” said
Basch, a visiting scholar at the Brookings Institution, who co-authored a
recent issue brief on increasing the
value of health IT to achieve better
care for less money.
The Brookings paper cited a
“recent unpublished survey of Association of Medical Directors of Information Systems members,” in which
exactly zero respondents said EHRs

helped providers and their staffs rein
in costs or reduce the burden of practicing medicine.
“Some respondents complained
that practice burden has even worsened with MU-certified EHRs;
although they also indicated that
the worsening of practice burden
may not be solely attributed to EHRs.
Lastly, providers have complained of
excessive prices associated with clinical interoperability,” the report said.
CARROT AND STICK
“It’s been kind of a struggle looking
at (what’s happening to) a program
that I’m still a strong supporter of,”
Basch told Healthcare IT News. So why
does he still support MU?
“If not for meaningful use, we
would still be looking at adoption
numbers in the teens,” Basch said.
CMS reported that in 2014, 48
percent of U.S. physicians and 59
percent of hospitals had at least
a basic EHR system, compared to
26 percent and 47 percent, respectively, in 2009, the year HITECH
passed. The 2014 National Ambulatory Medical Care Survey, from
the Centers for Disease Control and
Prevention, showed that close to 80
percent of hospitals and 60 percent
of physicians were using some form
of ambulatory EHR, also a big jump
from the pre-meaningful use days.
Stage 1, of course, was all about
getting technology in place
“CMS kept their word in the
Stage 1 final rule,” Basch contended. “They made the Stage 1 rules
almost too easy for docs to pass.”
Also sticking to the original plan,
CMS ratcheted up the requirements
in the subsequent stages. “There’s
no surprise there anymore,” he said.
But “CMS also kept the promise of
the stick side of the carrot and the
stick,” assessing penalties this year
for more than 257,000 individual
health professionals and about 200
hospitals nationwide for not meeting
meaningful use by 2014, he noted.
“The incentives are almost gone, but
the increasing penalties are real.”
But so many in healthcare were
focused on simply adopting technology that they all but neglected quality
improvement and population health,
Basch said. The issue now is whether
physicians are prepared to handle

the next phase of healthcare reform,
looking beyond meaningful use.
“What we’re facing now is far
more daunting,” he said.
Some of that may have been providers’ own faults. Clinical summaries have been “problematic,”
in Basch’s opinion, because physicians have long been “sloppy” with
their notes. “We have to shift from
a paternalistic view to one of making sure they give patients what
they need and can understand,” he
said. “Shame on us for not keeping
clean problem lists.”
Basch is also concerned that the
shift to “interoperability or bust”
is misguided. While he remains a
fan of the ONC roadmap, he is concerned about interoperability being
treated as another “prescriptive
process measure” in which providers must meet a certain minimum
percentage in both the roadmap and
in proposed new legislation.
“I think the thinking has been
backwards,” he said. A better
approach, in his opinion, would be
one that is “less prescriptive and
more adaptive.”
Still, the money was not wasted,
he argues: “It was a good investment,” Basch said. “We are a nation
prepared for the digital age now,”
and physicians are more computerliterate than they have ever been.
DIMINISHING RETURNS?
So does meaningful use mean as
much as it did three or four years ago?
“Yes and no,” Basch said. “For
those who still care (about meeting MU), there might be a sense of
despondency,” he explained.
CHIME’s Smith is more optimistic. “I think the potential benefit of
meaningful use is as strong as it has
ever been,” he said.
For one thing, he believes that
Stage 2 has indeed forced a lot of
interoperability.
“Interoperability has gone from a
wonky, techy term to a buzzword,”
said Smith. Now, there is the ONC
roadmap and a bill in Congress.
“The roadmap, for all its flaws,
could not have been written a few
years ago,” he said.
AHIMA’s Downing agrees that
progress has been made.
“By 2013, we were seeing the

EHR tipping point,” she said.
“That’s a huge leap from where we
had been.”
Still, there is a long way to go to
realize the promise of a nationwide
system of interoperable EHRs.
The interoperability struggles are
largely related to vendors, Downing
said. “We are very dependent on
our vendors,” she said, adding that
hospitals often are “at the mercy of
their vendors.
“We do need to see better methodologies” for health information
exchange. The push for interoperability has to come from the vendors’ customers, Downing added.
Interoperability gets a nod in the
Stage 3 proposal from the decision
by ONC to favor application programming interfaces, or APIs, for
third-party technology developers
to connect to EHRs.
“This is the diamond in the rough
here,” said Hitchcock.
Under the certification proposal,
vendors will be required to develop
APIs, while alternative methods of
facilitating transitions of care would
be optional. “Largely, they’re attempting to remove vendor blockades in the
sharing of data,” Hitchcock explained.
“It’s a good thing when policymakers start talking in 21st Century
terms,” athenahealth’s Haley said.
Still, he noted, the proposed 2018
standards are still predicated on the
Consolidated Clinical Document
Architecture, or C-CDA, “which
essentially is a PDF, an electronic
representation of a paper document,
not machine-readable data.”
As long as it’s taken to get to this
point, 24 years after the Institute
of Medicine encouraged a transition from paper to electronic records
within a decade and 11 years since
then-President George W. Bush
announced a similar goal, Hitchcock
urges a bit more patience. “That’s a
mammoth undertaking,” he said.
“There are so many roadblocks in the
way to get there.”
The overarching intention of
meaningful use was to drive EHR
adoption through incentives, which
Hitchcock called “kind of a no-brainer.” He said Stage 3 looks like a
“reasonable endpoint to meaningful
use” as well as a “jumping off to
a discussion of how to manage a
connected health system.”
While some may argue the reasonableness of meaningful use,
Hitchcock noted that the benefits
of IT were not supposed to be fully
realized until healthcare got fully
connected. “We’re not positioned
to see the benefits yet,” he said.
On the plus side, clinical
quality measures now are being
reported electronically. However,
Hitchcock does not believe quality
measures are well-defined, so it is
difficult to know how successful
meaningful use has been in terms
of improving healthcare.
“Make the endgame clear and
articulate it well,” he advised CMS
and other policymakers. “Make sure
you are promoting adoption in your
program to get to your endpoint.” n

How Safe is Your PHI?
Protect it with QTS Disaster Recovery Solutions.
Is your disaster recovery service giving your business the security it needs? With 24x7x365
security, on-call data availability and integrated HIPAA/HITECH compliance, our DRaaS
solutions can better protect your most critical applications and data while making it
available at all times – even during or after a disaster.

To learn more about QTS disaster recovery services,
see the use case at QTSdatacenters.com/healthcare
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Proposed Stage 3
MU rule released
‘Support the path to nationwide interoperability’

T

we will be proposing a new meaningful
meaningful use use reporting deadline soon.”
Meanwhile, the Office of the National
rules proposed by the Centers
for Medicare & Medicaid Ser- Coordinator for Health IT has proposed
vices seek to give providers a new 2015 Edition Health IT Certificamore flexibility, simplify the program, tion Criteria rule that aligns with the data
drive interoperability among electronic exchange goals put forth in its Nationwide
health records and put the focus on Interoperability Roadmap. The proposed
rule includes new and updated IT funcimproved patient outcomes.
CMS says the Stage 3 rules are meant to tionality and provisions that support care
improvement, cost reduction
drive better-quality, more costand patient safety across the
effective and coordinated care by
health system.
improving the way providers are
“The certification criteria
paid and – crucially – bolstering
we have proposed in the 2015
better information sharing.
Edition will help achieve that
“The flow of information
vision through provisions that
is fundamental to achieving a
consider the range of health
health system that delivers betIT users and uses across the
ter care, smarter spending and
care continuum, including
healthier people,” said HHS
John Halamka, MD
those focused on interoperable
Secretary Sylvia M. Burwell
standards, data portability,
in a March 20 press statement
improved transparency, priannouncing the new rules. “The
vacy and security capabilities,
steps we are taking today will
and increased oversight,” said
help to create more transparNational Coordinator Karen
ency on cost and quality inforDeSalvo, MD, in a statement.
mation, bring electronic health
Officials say Stage 3’s scope
information to inform care and
is limited to 2017 and beyond.
decision making, and support
Meanwhile, CMS is eyeing
population health.”
additional changes to existCMS touts the proposed
Micky Tripathi
ing meaningful use rules in
rule’s “flexibility,” pointing to
simplified requirements for providers that 2015 through a separate rulemaking –
keep a focus on advanced use of EHRs most notably a much-requested shorter,
and, it says, scrap box-checking require- 90-day reporting period.
The comment periods for Stage 3 and
ments that “are no longer relevant.”
Stage 3 “does three things: It helps sim- the 2015 Edition criteria end May 29, 2015.
In a post on his “Geek Doctor” blog,
plify the meaningful use program, advances
the use of health IT toward our vision for John Halamka, MD, chief information
improving health delivery, and further officer of Beth Israel Deaconess Medical
aligns the program with other quality and Center, with help from Micky Tripathi,
value programs,” said Patrick Conway, MD, CEO of the Massachusetts eHealth Colacting principal deputy administrator and laborative, offered a nearly 3,000-word
chief medical officer at CMS, in a statement. drill-down into “the good, the bad and
He added that, “in an effort to make the ugly,” of Stage 3.
reporting easier for healthcare providers,
STAGE 3 SEE PAGE 14

BY MIKE MILIARD, Editor

HE NEW STAGE 3

Competing government mandates have many healthcare professionals juggling.

Stage 3 rule has
providers on edge
Plenty of competing mandates to juggle
BY BERNIE MONEGAIN, Editor-at-Large

H

EALTHCARE PROVIDERS seem

to be taking a collective deep breath as they
consider the new requirements that
come with Stage 3 meaningful use. The rule
arrived via a news release from the Centers for
Medicare & Medicaid Services on March 20.
CHIME, the College of Health Information Management Executives, was the first to
comment.
“CHIME is closely evaluating both the
CMS meaningful use rule and the ONC
certification rule,” the organization said in
a statement issued soon after the rules were
released. “Based on our initial review, we are
pleased to see flexibility built into the Stage
3 proposed objectives.
“While we and other stakeholders have
been critical of the program over the last two
years, we have always underscored how vital
meaningful use is to modernizing our nation’s
healthcare system,” CHIME added.
After a first pass at the 400-page rule,
George T. Hickman, senior vice president and
CIO at Albany Medical Center in Albany, N.Y.,
said, “It hits all the right buttons.
“I agree that we need continuous improvement to quality and adoption measures,

increased privacy and security management,
standards-based data exchange and other
related MU features,” he said.
That does not mean Stage 3 does not raise
concerns for him.
“We are apparently attempting to transform our industry through federal and state
regulation – which aren’t always in alignment
or don’t consider impacts relative one to the
other as this creates, in the end, a transformational change management portfolio that
includes meaningful ue, DSRIP, ICD-10, cybersecurity, interoperability expectations and
many other things,” he noted.
There are competing technology goals
within individual organizations, he pointed
out. Those goals support the mission and
include other “very significant factors,” such
as financial reform, mergers and acquisitions
and population health management.
“The collective of the mandates, mission
supporting interests and environmental factors bear heavily on our people and other
resources,” Hickman said. “This same resource
challenge is borne by our key EHR vendors
as they must address fundamental workflow
and other capability elements of their products
REACT SEE PAGE 14

OIG to CMS: Make EHR
fraud more of a priority

Arkansas says no to
telemedicine bill

Blue Button, PHRs
gaining traction

The Office of Inspector General
is once again calling out CMS
for failing to adequately address
fraud vulnerabilities in electronic
health records. Despite submitting
recommendations back in 2013, a
new OIG report underscored that
the agency is still dragging its feet
with implementing EHR fraud safeguards. Specifically, audit logs should actually be operational when an
EHR is available. And CMS should also develop concrete guidelines
around the use of EHR copy-and-paste functions. According to OIG
data, most hospitals using EHRs had RTI International audit functions in
place, but they were significantly underutilized. What’s more, only some
25 percent of hospitals even had policies on copy-and-paste functions.

Lawmakers in Arkansas
have rejected a telemedicine
bill proponents say would
save hundreds of thousands
of dollars and reach patients
living in underserved areas.
The bill’s opponents, however, disagreed, claiming
state residents deserved face-to-face medical care. “Just because
it costs less doesn’t mean it’s good medicine,” Rep. Stephen Magie,
D-Conway, told Arkansas Online. House Bill 1747, sponsored by Rep.
Dan Sullivan, R-Jonesboro, was rejected by a vote of 49-21. Sullivan,
who said the bill “opens up the telemedicine healthcare door to give
access and save hundreds of thousands of dollars,” said afterwards
he would work to submit new legislation.

The healthcare industry is becoming more
enlightened about the
benefits of the Blue
Button Initiative, and
adoption of personal
health records continues to grow, according
to a new report from the
Workgroup for Electronic
Data Interchange. Among the takeaways? EHR and medical device
data is flowing into PHRs (use of integrated EHRs for government
respondents increased from 60 percent in 2013 to 100 percent in
2014). Use of Blue Button still has room to grow, as there’s still not
significant awareness out there for certain groups.

TELEHEALT H
IN DEMAND
As telehealth technologies become
mainstream and their benefits become
more widely known, both physicians
and patients are demanding them more.
Through increased collaboration, telehealth
has been shown to help providers improve
healthcare efficiency and provide better
treatment. So it’s no surprise that demand
is rising from both sides.

MILLION

4/5
Physicians already use
their smartphones at work
every day.2

20% FASTER

Expected number
of patients who
will use remote
monitoring
services by 2017.1

WE GET IT.

Patients who received ICU care from a hospital
equipped with telehealth technologies were
discharged from the ICU 20% faster.3

WE ASSESS IT. WE DESIGN IT. WE IMPLEMENT IT. WE SUPPORT IT.
We can work with you to assess, build and manage a comprehensive telehealth
solution that meets your unique demands, streamlines patient communication
and helps your staff provide the best treatment possible.

THE PEOPLE — Our team of
dedicated healthcare account
managers and solution
specialists has the expertise
to help you choose the best
solutions for your needs.

THE PRODUCTS — We partner
with leading healthcare
technology providers to
bring you the latest in
telehealth technologies such
as digital tools, VoIP and UC
applications, and wireless
networking support.

Learn more about how we can help you
create a comprehensive telehealth solution
at CDW.com/t-health

Berg Insight, mHealth and Health Monitoring, January 2013
Epocrates, 2013 Mobile Trends Report: Maximizing Multi-Screen Engagement Among Clinicians, 2013
3
Online First, A Multi-Center Study of ICU Telemedicine Reengineering of Adult Critical Care, December 2013
©2015 CDW LLC. CDW®, CDW•G ® and PEOPLE WHO GET IT TM are trademarks of CDW LLC.
1

2

THE PLAN — We offer support
throughout the entire lifecycle
of your telehealth solution to
ensure it meets your unique
needs, helps streamline
communications and helps
improve staff collaboration.
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FDA must make
Interoperability
smarter use of data (finally) takes center
stage in Congress

BY JACK BEAUDOIN, Special Contributor

HOW BIG DATA CAN IMPROVE THE FDA
At the kick-off event in Washington, D.C.,
panel members Marc Boutin, CEO of the
National Health Council, and Mark McClellan, former administrator for CMS and commissioner of the FDA, and now a senior fellow at the Brookings Institute, agreed that
the FDA’s primary reliance on pre-market
clinical trials to review the risks and benefits of medical innovations needed to catch
up with innovations in healthcare data and
systems.
But they noted that the FDA is constrained
by the current rules in place and by the
resources it has been given.
Boutin, whose organization advocates for
stronger patient involvement in healthcare
delivery, urged Congress to create legal “guard
rails” so that medical researchers working for
drug and device makers could tap into crowdsourced patient views – aggregated in patient
social networks – without fear of being fined
for marketing unapproved products.
“They should be able to engage in sophisticated methods (or data collection and
analysis) to understand patient preferences,”
Boutin said, noting that many other fields –
from consumer marketing to electoral politics
– had adopted such techniques to great effect.

‘We need to keep the pressure on’

I

BY ERIN McCANN, Managing Editor

T’S BEEN ALMOST six years since the
Senate HELP Committee has revisited EHRs and interoperability,
and at a March 17 hearing on Capitol Hill, there was an overarching
theme among industry stakeholders: that
talk is long past due.
We followed the near two-hour hearing
that brought together physicians, researchers and vendor voices, and rounded up the
big takeaways you should know about:

The Bipartisan Policy Center panel
including (left-right) Bill Frist, MD, Mark
McClellan and Marc Boutin.

“But we’re not taking these well-established
methods and plugging them into drug and
device development.”
While Boutin focused on pre-market big
data opportunities, McClellan emphasized
post-market surveillance opportunities.
“There’s been a sea change in both science and the data systems in our country
and around the world,” he said, pointing to
the FDA’s own Sentinel Initiative that draws
on existing automated healthcare data from
multiple sources (including 150 million Americans) to actively monitor the safety of medical products continuously and in real-time.
“But these methods aren’t being used
for device safety,” he added. “And they’re
not looking at the social networks that
patients are using now to discuss effective
treatments.”
McClellan said collaborating with health
plans and health delivery systems by “collecting longitudinal data from individual
patients” could enable the FDA to make
better decisions about the safety and effectiveness of devices and treatment with the
limited resources it has.
INFLUENCING CONGRESS
Janet Marchibroda, BPC’s health innovation
director, said the medical innovations initiative will result in concrete policy recommendations to Congress.
“We’re moving pretty fast down the road
here and will be delivering our first recommendations in late spring,” she said.
The recommendations will focus on five
key areas:
■ Improving the time and cost associated
with the discovery, development and delivery of safe and effective drugs and devices
for patients;
■ Reviewing the scope of activities within
the FDA;
■ Advancing a more efficient and effective
regulatory framework for medical products;
■ Strengthening FDA’s ability to carry out
its mission; and
■ Maintaining U.S. global leadership in
medical innovation.
The initiative is being released at a time
when the industry is becoming increasingly
focused on regulatory issues in Washington
D.C. A recent survey from Peak 10, an IT infrastructure and cloud services provider, found
that 95 percent of health IT professionals say
complying with regulations influences is the
chief driver of their decision-making. And
three in five say too many rules are having a
negative effect on healthcare IT. ■

THE INCENTIVE PROGRAMS DID
SOME GOOD. BUT NOT ENOUGH.
Sure, the Centers for Medicare & Medicaid Services has paid out nearly $30
billion in meaningful use incentives to
date to hospitals and providers who have
attested to meaningful use, but the regulatory requirements have been a constant
burden for many physicians who are time
and resource-strapped already.
Lamar Alexander

PHOTO: TALK RADIO NEWS SERVICE 2012

A

is calling
on Congress to enable the Food
and Drug Administration to use
hospital electronic health records
and crowd-sourced patient experience data
to transform the drug and medical device
approval process.
On Monday, the Bipartisan Policy Center kicked off its five-point FDA: Advancing
Medical Innovation initiative, focusing on the
agency’s role in biomedical research and how
big data – currently siloed in healthcare IT systems and patient social networks – can improve
personalized medicine, genomics, molecular
pathways and other cutting-edge treatments.
“Our inefficient, less-than-modern, drug
discovery and device approval process drives
up cost and delays treatment,” said the initiative’s co-chair, former Senator Bill Frist, MD.
“We must accelerate the process of getting
safe and effective drug and medical devices
to patients.”
In particular, Frist noted that the FDA’s current review processes fail to reflect advances
in the aggregation and analysis of real-time
patient data at hospitals and healthcare, as
well as from patient-focused social networks.
“The FDA saw its last major update (in its
authorizing statute) back in 1997, when I was
serving in the Senate,” he said. “That was 18
years ago, and what has happened since in
our own lives – the technological advances
have been really mind-boggling. They really
don’t fit, at least in a good way, into a 20thcentury regulatory framework.”
As a result, more drug discovery and device
development is taking place overseas, Frist
said, and private U.S. venture capital investment in medical innovation has declined by
42 percent since 2007. Just as importantly, he
said, American patients may be waiting for
treatments that other countries have already
vetted and approved.
BIPARTISAN THINK TANK

“The evidence suggests these goals
haven’t been reached,” said Sen. Lamar
Alexander, R-Tenn., chairman of the committee. (Some 50 percent of office-based
physicians had adopted a basic EHR in
2013, up from 11 percent in 2006.)
Indeed, Robert Wergin, MD, president
of the American Academy of Family Physicians, said that although family physicians have been on board with health IT
since the beginning, they’re having a difficult time with the Stage 2 meaningful
use requirements. In fact, some 55 percent
of physicians indicated they would be
skipping Stage 2 all together. The “time,
expense and effort it takes makes it not
worth while,” said Wergin.
INTEROPERABILITY
NEEDS TO HAPPEN. NOW.
What’s more, as Wergin pointed out, is many

docs may now have these EHR systems. But
these systems don’t even talk to each other.
“The issue of interoperability between
electronic health records represents one
of the most complex challenges facing the
healthcare community,” he said. The government “must step up efforts to require
interoperability.” This, he explained,
should include HHS ramping up EHR certification requirements and delaying meaningful use penalties until interoperability
is achieved. (Providers who didn’t attest
to Stage 2 are responsible for a 1 percent
reduction in Medicare payments, with that
number eventually increasing to 5 percent.)
But Julia Adler-Milstein, assistant professor of information at the University of
Michigan’s School of Public Health, cautioned against eliminating these penalties,
as it may have unintended consequences
stymying progress. “If we pull the penalties back, I think there’s a risk,” she said.
“We need to keep the pressure on.” Instead
Adler-Milstein said there needed to be more
market incentives in place.
VENDOR BUSINESS PRACTICES
WERE CALLED INTO QUESTION.
It came up again and again. Vendors have
no incentive to share data and create more
interoperable systems. There’s the question
of data ownership here. There’s the question
of competition. And there’s the question of
standards – or lack thereof.
“The vendors are siloed,” said Wergin. “And you’re held somewhat hostage
by the vendor you have.” Wergin, who’s
also a practicing physician at a small
practice in Nebraska, said because the
vendors operate on the belief they own
the patient data, a “vendor lock” occurs,
and negatively impacts care because
patient data isn’t shared properly.
“In more competitive markets, hospitals don’t want to share data,” said AdlerMilstein. There’s “no business case for
interoperability,” she said. Incentives can
change that.
EPIC SAYS COMMONWELL’S
DEMANDS ARE TOO MUCH.
We’re talking millions of dollars and
a signed non-disclosure agreement,
said Epic’s interoperability chief Peter
DeVault, at the hearing. “To us, the only
reasons to have a NDA are if they’re going
to tell you something that otherwise they
wouldn’t want people to know,” said
DeVault, suggesting the potential of them
selling data downstream or intellectual
property conflicts. “That lack of transparency didn’t sit well with us,” he said.
But the company hardly considers that
a loss. Epic’s Care Everywhere interoperability network has 100,000 physicians live on it. CommonWell Health
Alliance, according to the most recent
report DeVault had seen, only had five
participating organizations and 1,000
physicians: apples and oranges. ■

14

POLICY

www.HealthcareITNews.com | Healthcare IT News | May 2015

NIH launches innovation initiative

Alexander noted at the opening of This initiative will ultimately give
the session. “And the average cost to us the tools for major advances in
WASHINGTON – Chronic disease
could be a thing of the past if get a single drug from the laboratory brain disease, from Alzheimers and
National Institutes of Health through the approval process to the autism to schizophrenia and traumatic brain injury.”
Director Francis S. Collins, MD, medicine cabinet is, accNIH and FDA are parording to some estimates,
has it right.
tnering with colleagues
Testifying March 10 before a Senate about $1 billion. Other
at the National Science
Committee, Collins said the NIH was estimates say it’s double
Foundation, the Defense
prepared to launch a national initia- that or even more.”
Advanced Research ProjBut then FDA Comtive with a million or more volunteers
ects Agency and the Intelwho would help researchers unlock m i s s i o n e r H a m b u r g
ligence Advanced Reseathe secret to preventing chronic countered in her testimony
rch Projects Activity, in
that FDA had done more
disease.
these efforts.
The hearing closely follows an in approving new drugs
As for the million
announcement by President Barack than at any other time in Margaret
Hamburg, MD
volunteer project planned
Obama last February of a $215 mil- history.
“This past calendar year, FDA by NIH, Collins noted that a project
lion Precision Medicine Initiative that
approved 51 novel drugs and bio- of this size, would lay the foundaincludes interoperability standards.
“This venture will pioneer a logics, the most in almost 20 tion for myriad new prevention stranew model for doing science that years,” she said in her testimony. tegies and novel therapeutics.
Collins said NIH would work
emphasizes engaged participants, Today, FDA’s average drug review
technologically advanced collec- times are consistently faster than with FDA and the Office of the
other advanced regula- National Coordinator for Health
tion of many different
tory agencies around Information Technology to advance
data types, responsible
the world, providing President Obama’s Precision
data sharing, and priAmericans earlier access Medicine Initiative announced in
vacy protection,” Collins
to new, innovative drugs January. A near-term goal focuses
told the panel.
than patients in any other on cancer. To accelerate the pace
Collins and outgoing
of discovery, this initiative seeks
country.”
FDA Commissioner
Both Hamburg and to expand current cancer genomics
Margaret A. Hamburg,
Collins called attention research, he said.
MD, testified before the
Pursuing a longer-term goal,
to the BRAIN iniSenate, Health, Educatiative launched by NIH also plans to launch a national
tion, Labor and Pensions Francis S.
Collins, MD
Obama in 2013. BRAIN research cohort of one million or
Committee. HELP, as the
panel is often called, is chaired by Sen. is an acronym for Brain Research more volunteers, who play an
through Advancing Innovative active role in how their genetic
Lamar Alexander, R-Tenn.
and environmental information is
The purpose of the hearing, Alex- Neurotechnologies.
“I can assure you the potential for used for the prevention of illness
ander said, was to “examine how
we get drugs, devices and treat- scientific research has never been and management of a wide array of
ments from the discovery process brighter than it is today,” Collins chronic diseases.
“A project of this magnitude,”
through the regulatory process into told the panel.
“One exciting example in basic Collins said, “will lay the foundation
our medicine cabinets and doctors’
offices. “This work will affect every science is the BRAIN Initiative,” for a myriad of new prevention stratsingle American,” he said in his intro- he said. “This bold, multi-agency, egies and novel therapeutics. There’s
multi-year effort is enabling no better time than now to embark
ductory remarks.
Alexander and Sen. Patty Murray, the development of innovative on this ambitious new enterprise to
D-Wash., are backing the initiative. technology to provide a clea- revolutionize medicine and generate
“Today discoveries supported by rer, more dynamic picture of how the scientific evidence necessary to
NIH often do not come to FDA’s door individual brain cells and neuro move this personal approach into
for six, eight, 10 or even 12 years,” circuits interact in time and space. everyday clinical practice.” ■
BY BERNIE MONEGAIN, Editor-at-Large

REACT

CONTINUED FROM PAGE 10

while also reacting to government mandates.
Hickman would like more time between
MU stages. “We encourage CMS to propose policy changes to the ‘all-or-nothing’
construct: Lengthen timing between
required Stage upgrades and consider muchneeded revisions to the hardship exception
categories,” he said. “These changes will
enable far better participation among providers, which will in turn, keep them on a path
towards improved care through health IT.
“It is my humble prayer that our federal
and state HIT change advocates and policymakers invoke some ‘systems thinking’
so that we don’t cause our U.S. healthcare
system to fall out of balance and fail to fulfill
its mission to our people.”
In its statement CHIME said: “We understand the red tape is as thick for those inside
government as it is for those outside. However, we urge CMS to quickly publish the proposed rule … “We were encouraged by the signals to shorten the 2015 EHR reporting period

from 365 to 90 days and make other program
improvements through a follow-on rule.
Pam McNutt, senior vice president and
CIO at Methodist Health System in Dallas,
is concerned about Stage 3, just as she
was about Stage 2 – especially about the
measures that require
actions “on someone
else’s part.”
Specifically,
McNutt says she’s
worried about the
requirement for 25
percent of patients
to view, download or
transmit their health
George T. Hickman information, and also
the requirement for incorporating patient
generated data for 15 percent.
“I am also concerned about the feasibility
of having complete data sets available within
24 hours of discharge in a hospital setting as
required,” she said.
“Finally, I question the transitions of care
requirements that one must incorporate the
summary record into one’s EHR and perform

STAGE 3
CONTINUED FROM PAGE 10

The new rules focus on eight
objectives, many of them containing multiple measures with
varying optionality. Four are provider-facing (privacy and security, clinical decision support,
computerized provider order
entry); two are patient-facing
(access to data, patient engagement), and two are focused on
interoperability (health information exchange, public health and
clinical data registry reporting).
As for the “good,” Halamka
and Tripathi are heartened by
the fact that CMS “level sets
everyone at Stage 3 by 2018.
That makes life easier for providers, vendors and the government,” they write. “Some of the
objectives and thresholds need
adjustment to align with workflow, change management and
market realities, but overall the
CMS MU Stage 3 proposal is a
good first draft.”
They add that CMS “deserves
a lot of credit for streamlining
and consolidating a lot of the
stray threads from MU Stages 1
and 2, and making the Stage 3
rule coherent and relatively easy
to understand.”
Specifically with regard to
interoperability, both the meaningful use and certification rules
“emphasize application program
interfaces, and do so in a judicious and thoughtful way,” write
Halamka and Tripathi.
But there’s “bad” to go along
with the good, alas. For one thing,
“if we care about patient health,
it’s not intuitively obvious why
some requirements are where
they are,” according to Halamka
and Tripathi. “For example, why
is ‘Vital Signs, BMI, and Growth
Charts’ excluded on the MU
list, but ‘Transmission to Pub-

a clinical reconciliation of the data,” she said.
“The mechanics of this will require manual
intervention and alter workflow substantially
in both EP offices and hospitals.”
Premier’s Keith Figlioli, senior vice
president of healthcare informatics, sees
the rules taking
the industr y in the
right direction for
the advancement of
interoperability.
“ Wi t h t h i s r u l e,
members of Premier
remain hopeful that
we will finally create
strong policies that
incent use of standard Pamela McNutt
application programming interfaces, APIs,
to enable interoperability among disparate systems in healthcare,” Figlioli said
in a statement.
“With interoperability standards, providers will be in a much better position to
manage population health across the care
continuum and support advanced payment
initiatives such as shared savings and bun-

“Buried within these 700+
pages of proposed federal
regulations are many objectives,
measures and requirements, as
well as a lot of hopes, dreams
and aspirations,” write Halamka
and Tripathi.

lic Health Reporting – health
surveys’ is included on the MU
list?”
Perhaps one explanation is
that “it feels as if every wish of
every stakeholder was included
in the rule without setting priorities, rather than being specifically focused on functions the
directly serve patient care and
patient engagement,” they write.
“There is not a really bad idea
among the 68 proposed requirements, but do all of the problems
of public health and Medicare
FFS post-payment medical documentation review and safetyenhanced design and a host of
other needs have to be solved
at the same time as MU-related
certification?”
And then there’s the “ugly.”
Halamka and Tripathi describe it
thusly: “If a clinician has 12 minutes to see a patient, be empathetic, document the entire visit
with sufficient granularity to justify an ICD-10 code, achieve 140
quality measures, never commit
malpractice and broadly communicate among the care team,
it’s not clear how the provider
has time to perform a ‘clinical
information reconciliation’ that
includes not only medications
and allergies, but also problem
lists 80 percent of the time.” ■

dled payment,” he said. “This is a necessary
step to optimize HIT investments, improve
the quality of care across settings and avoid
the cost burdens associated with the workaround solutions that are needed today for
systems to ‘talk’ to one another.”
As HIMSS sees it, the rule proposes major
themes to increase simplicity and flexibility in the program while driving interoperability and a focus on patient outcomes. In
an executive summary posted to HIMSS’
website on March 24, it called attention
to four provisions put forth by CMS. The
proposed rule:
■ Continues to encourage electronic submission of clinical quality measure data for
all providers where feasible in 2017;
■ Proposes to require electronic CQM
submission where feasible in 2018;
■ Establishes requirements to transition
the program to a single stage for meaningful use
■ Changes the EHR reporting periood
so all providers would report under a
full calendar year timeline, with limited
exceptions. ■
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Meaningful use: ‘I do what
the government tells me to do’

I

N HIS NEW BOOK, The Digital Doctor: Hope,

to fill 732 pages of rule-making, the majority
Hype and Harm at the Dawn of Medicine’s of those focused on technology certificaComputer Age, Robert Wachter, MD, tion, to get providers and vendors to work
toward those goals?
writes a chapter focused
As Neil Versel shows in this
on meaningful use –
month’s cover story, patience
exploring how the carrotfor meaningful use is starting
and-stick program has evolved
to wear thin in some quarters,
since it was launched in the wake
as its initial accomplishments
of the HITECH Act in 2009.
fade into the rearview mirror
In one vignette, Wachter visits
but the rules keep piling on for
David Brailer, MD, the first nationproviders and politicians start
al coordinator, to ask him about
asking why all that stiumulus
what he thinks of where MU has
MIKE MILIARD, Editor
money has failed to spur more
found itself, more than five years
since its launch, and with most of its incentive widespread interoperability.
Stage 1 meaningful use had a clear aim
money now paid out:
I asked (Brailer) whether his old office might natu- and a fairly simple mechanism for attaining
rally pull back now that the HITECH money – its blood it: Get a paper-based health system to adopt
information technology by subsidizing prosupply – is gone. His answer was a categorical ‘no.’
“Bureaucracies don’t retrench,” he said. “When a viders (with some manageable rules in place
bureaucracy that starts as the Candy Man runs out of for anyone hoping to get a check).
By almost any measure, Stage 1 has been a succandy, it goes dark and turns into Regulatory Man.”
Brailer warned that if ONC isn’t forced to scale back, cess. IT adoption across healthcare has increase
it will be a major obstacle to creating a flexible, organic, by leaps and bounds in just half a decade.
Stage 2 MU was a bit more nebulous, howinnovative and responsive health IT sector. If it stays on its
current course, he worries, “we’ve created another case of, ever, raising the stakes – pretty steeply – for
providers already burdened with priorities
‘I do what the government tells me to do.’”
It was hard not to think back on those such as ICD-10 and value-based care initiawords when more than 700 pages of proposed tives. It also included some problematic
new mandates for the final phase of meaning- requirements that depended on the earnest
ful use were handed down from CMS and cooperation of patients and other providers.
As Wachter writes in his book (read our
ONC late one Friday afternoon in March.
While voluminous, CMS’ notice of pro- Q&A with him on page 38), if Stage 2 had
posed rule-making for Stage 3, combined with “simply raised the requirement bar, it would
ONC’s 2015 Edition health IT certification cri- not have been terribly controversial. Rather,
teria, were both touted, according to an HHS what turned it into an object of considerable
press release, for the “additional flexibility” scorn was the fact that many of the new manthey offered and their promise to “make the dates depended on a clinical ecosystem and
healthcare culture that did not yet exist.”
program simpler.”
Consider, for example, the infamous 5 perNo question, Stage 3’s focus on system
interoperability and improved patient out- cent view/download/transmit patient access
comes – both absolute must-haves – are ter- threshold, or the requirement of digitized
rific to see. But is it necessary at this point discharge summaries when some of the big-

gest receivers of discharged hospital patients
– nursing homes, most notably – don’t have
EHRs, partly because they weren’t included
in Stage 1 meaningful use.
As Beth Israel Deaconess Medical Center
CIO John Halamka, MD, told Wachter: “To
make me accountable for faxing when no
one else has a fax machine is not exactly a
great policy.”
As it happens, Halamka – along with Massachusetts eHealth Collaborative CEO Micky
Tripathi, whose own JASON task force urged
CMS and ONC this past fall to “narrow the
scope of MU Stage 3 and associated certification” to allow for more imaginative interoperability innovation – recently offered an
assessment of the Stage 3 rule.
“Providers and vendors alike were all hoping for something lean and clean,” they wrote.
While the Stage 3 rule may fit the bill, “unfortunately, the same can’t be said for the ONC
certification rule.”
Specifically, they point out the “sheer
number of requirements may create a very
high, expensive and complex set of barriers”
to innovation.
Bureaucratic red tape is nothing new of
course. But it’s another thing entirely when
all those rules are working at explicit crosspurposes against the needs of those most
impacted by them.
“The certification criteria are often not
aligned with what EHR users ask for,” wrote
Halamka and Tripathi.
Thankfully, these are only proposed
rules. The comment periods for Stage 3
and the 2015 Edition criteria end on May
29. In the meantime, it’s hard to disagree
with their assessment that, “there needs to
be a very public discussion with providers
as to who should prioritize EHR development, ONC and the stakeholders they’ve
included, or EHR users.” n

Interoperability begins at home:
Three lessons from community hospitals
The not-so-secret truth is some
vendors are more resistant to
interoperability than others
BY ANDREW ROBERTSON, PatientKeeper

N

explicitly opposed to
interoperability in healthcare IT.
That would be like opposing the
eradication of poverty, hunger or
child slavery. People of goodwill – providers,
payers, vendors, regulators – just can’t argue
against it. The potential benefits are too clear.
Nobody says interoperability is bad, only
difficult. There are legitimate concerns (and
real complexity) around data security, semantic consistency and patient matching, to name
just a few thorny technical issues.
OBODY IS

A successful learning system
That said, the not-so-secret
relies on an interoperable health
truth is some vendors are more
IT system where information can
resistant to interoperability (or
be collected, shared and used to
make it more difficult) than othimprove health, facilitate research
ers for purely business reasons,
and inform clinical outcomes.”
while some vendors work hard
This is a grand vision for what
to make interoperability a pracone might think of as “macrotical reality for provider organiinteroperability.” But let’s considzations. It’s this inconsistency
er for a moment “micro-interopof effort, more than technology,
ANDREW ROBERTSON
erability” – interoperability at
that’s driving government regulathe local level, which impacts
tors to act.
In her statement accompanying the release clinicians and patient care in a very tangible
of ONC’s interoperability roadmap, HHS way because it can inform our thinking about
Secretary Sylvia Burwell said, “It’s time to attaining that macro-level national vision.
Micro-interoperability can be readily seen
free up (healthcare) data so patients and
providers can securely access their health within the community hospital, where the
information when and where they need it.
INTEROP SEE PAGE 17
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MEET THE NEW CMS CODE,
WORTH $17 BILLION ANNUALLY
Could chronic care
management be the new
meaningful use? Some
entrepreneurs see even
greater ﬁnancial
incentives on the
immediate horizon

T

BY TOM SULLIVAN, Executive Editor

RAVIS BOND spoke plainly but with
a sparkle in his eye when he confessed: “We just got lucky.”
Bond, CEO of personal health
record company CareSync, was
referring to CPT Code 99490 – something of
a sleeping giant in the Centers for Medicare
& Medicaid Services’ 2015 Physician Fee
Schedule that has the potential to be rather
lucrative for providers and the IT innovators
who serve them.
The meaningful use program incentivized
hospitals to adopt electronic health records.
And the nearly $30 billion CMS has thus far
disbursed, in turn, has lured a rush of vendors to innovate with EHR software (albeit,
arguably, within certain detrimental confines). The new code carries a strikingly simi-

decompensation or functional
lar potential, as many health
INNOVATION PULSE decline,” and providers must
systems will have to invest in
establish a comprehensive care
platforms that enable them to
plan that is implemented, monicare for patients in accordance
tored and revised.
with 99490.
Bond, a serial entrepreneur,
“Every physician group servdid the math: With 36 million
ing a Medicare population will
Medicare patients having mulbe interested in participating,”
tiple chronic conditions at a rate
said Jerry Shultz, president
of approximately $40 dollars per
of population health managemonth, over the course of a year
ment vendor Lightbeam Health
that totals approximately $17.25
Solutions.
TOM SULLIVAN
billion dollars. Every year.
And the grand total CMS will
“If this was just another new code, it would
pay out for 99490 promises to rapidly surpass
be a yawn,” Bond said. “The big deal is that
EHR reimbursement funding.
this is now a code that can be subcontracted
THE NEW MU?
out, so it was a double bang: CMS will give
“Beginning Jan. 1, 2015,” CMS officials providers money to manage patients between
explained in an MLN Matters document, visits in post-acute care settings, and it can
“Medicare pays separately under the Medi- be subcontracted.”
care PFS American Medical Association Current Procedural Terminology code 99490, for SOMETHING OF A SURPRISE
non-face-to-face care coordination services CMS announced 99490 only about four
furnished to Medicare beneficiaries with mul- months before the CPT code went live, so payers, providers, technology vendors and even
tiple chronic conditions.”
CMS requires that clinical staff spend at agile innovators had very little time to adapt.
Doing so is a significant undertaking,
least 20 minutes per month with patients
who have two or more chronic conditions too: Payment for CCM services under code
expected to last 12 months or longer; those 99490 requires that providers record patient
chronic conditions “place the patient at sig- demographics, medications and allergies via
nificant risk of death, acute exacerbation, a certified EHR to build a structured clinical
summary; create a patient-centered care plan;
provide patients with a written or electronic
copy of that care plan; ensure the plan is
available electronically to anyone within the
practice, and share it with other providers
(but not via fax).
“Meaningful use Stage 3 will put patients
in a more prominent position than Stage 2,”
Bond said. “And this code will give healthcare organizations at least reimbursement to
make investments into technology that really
include the patient as a meaningful component of the healthcare equation.”
This is where CareSync comes in. The
company offers what it calls patient-centered

Once private payers
follow CMS’ lead and
support 99490, “you
can pretty much triple
that $17 billion.”
Travis Bond

INTEROP
CONTINUED FROM PAGE 16

priority is to integrate multiple systems
under one roof and forge a unified, intuitive user experience for the clinicians who
rely on those systems every day. Hospitals
have been doing (or at least attempting) this
for years, with varying degrees of success.
Here are three observations from ground
level that are worth bearing in mind as the
broader healthcare IT macro-interoperability undertaking gains momentum.
1. Standards are bricks; systems are structures. Standards such as HL7 have been
foundational to interoperability among hospital systems for decades. But ultimately a
standard’s practical utility depends upon
how it is put to work; in other words, it’s
all about execution. A hospital creating an
interoperable environment needs a system
that integrates and interfaces with multiple
third-party systems bi-directionally; that
manages data transport and connectivity;
and that provides normalized and standard-

“‘One for all’
is not a
recipe for
IT success.”
ized data. The mere existence of a technical
standard doesn’t get you there.
2. Remember the user. If, as IEEE says,
interoperability is the “ability of a system or a
product to work with other systems or products without special effort on the part of the
customer,” then that puts the user squarely in
the center of the issue. There’s no meaningful
interoperability without ease of use. We’ve
seen this at the hospital level – for example,
with physicians’ reticence to adopt EHRs.
It surely won’t get any easier at the macrolevel, where interoperability has a multitude
of user constituencies and, therefore, signifi-

cantly more complex usability issues.
3. “One for all” is not a recipe for IT success. And speaking of EHRs, they may offer
a cautionary tale for those designing the
healthcare IT interoperability superstructure of the future. History tells us most
monolithic systems, such as EHRs, eventually get too big for their britches; “software
bloat” sets in, and new functionality suffers. For example, physicians’ needs were
literally an afterthought since, prior to the
governmental requirements for meaningful
use, almost every physician in the country
used paper for a majority of their workflow.
So while interoperability is built into some
EHRs, optimal physician workflow support
(and usability) typically is not. A broad
healthcare IT interoperability framework
runs the risk of bloat.
Industry headlines say the push toward
macro-interoperability technical standards
is on in earnest. As this very publication,
Healthcare IT News, reported recently, “some
believe the momentum is right – at long last.”
We’ll see. If so, it’s worth bearing in mind

care coordination to some 20,000 people and,
according to Bond, has collected records from
more than 10,000 providers to date.
MAD DASH
With a potential $17 billion on the line, CareSync is not the only innovator with big plans.
IT consultancy IDC, in fact, counts population
health vendors including CircleLink Health,
Kryptiq, MD Revolution and SmartLink as
ready to support CCM – though each is taking
a slightly different tack.
And once they get wise to the opportunity,
Bond expects everyone from apps and EHR
makers to call centers in India to start looking
to cash in.
Indeed, among the many physicianturned-entrepreneurs, emerging care coordination platform vendors, hospital CIOs
and various innovators I queried about
99490, the consensus is that it could be a
game-changer – but requires some technological heavy-lifting that’s still far from
ubiquitous in the industry.
“If you can automate the process of identifying qualified candidates – those with two
or more chronic conditions – (and) automate
notifying those candidates that they get to
participate in this program at no charge, and
then have a workflow engine the care management team can leverage to ensure proper
follow up, then you will be able to truly seize
this opportunity,” said Shultz. “The additional revenue from this program will fund
the infrastructure needed to manage this initiative and will translate to managing other
value-based contracts.”
Looking beyond the innovators likely to
rush toward the new CPT code, Bond also
predicted that in 2016 commercial payers will
mimic CMS and play nice with 99490, if only
because they realistically have to.
At which point, “you can pretty much triple that $17 billion,” Bond explained, because
all Americans with two or more chronic
conditions will become eligible. n

the experience of hospitals, which have
been pursuing practical interoperability
for years. Some are achieving their microinteroperability goal: a unified patient care
environment that gives all constituents,
including physicians, an extremely satisfying and productive user experience. Here’s
hoping that’s where the push for macrointeroperability ends up, as well. n
Andrew Robertson is senior director of technical
solutions at PatientKeeper.

CORRECTION
In the April “Benchmarks” column, we
reported that there are ﬁve MEDITECH
hospital clients that have reached Stage 7 of
the HIMSS Analytics EMR Adoption model.
There are 19 – including Ontario Shores
Centre for Mental Health Sciences, the ﬁrst
Canadian hospital to reach Stage 7.
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Nurses want probe
into EMR failure
‘Our entire electronic
and data system failed’
BY ERIN McCANN, Managing Editor

N

URSES AT A CALIFORNIA HOSPITAL

are asking state officials to investigate the failure of the hospital’s electronic medical record
system, an incident they said led to the
closure of its emergency room and compromised patient safety.
The EMR system at the 420-bed Antelope Valley Hospital in Lancaster, California, reportedly failed late February, resulting in clinicians unable to review patient
labs, verify physician orders and access
patient records, according to the California Nurses Association and the National
Nurses United union.
On Feb. 27, “our entire electronic and
data system failed,” wrote Antelope Val-

ley’s Maria Altamirano, RN, on behalf of
California Nurses Association, in a letter
to the Los Angeles County Department of
Public Health. Due to the failure, the hospital, Altamirano explained, had to close
its emergency department because it failed
to have adequate backup plans in place.
“How many hospitals are compromising
the lives of their patients by not having a
back up or plan of action in place for a catastrophic event as this?” she asked.
The hospital’s pharmacy system and
its backup also crashed, according
to an emailed statement from a CNA
spokesperson.
However, according to hospital officials, downtime procedures were indeed
in place and utilized, said Dennis Knox,
chief executive officer at Antelope Valley Hospital, in an emailed statement.
NURSES SEE PAGE 20

A group of nurses at Antelope Valley Hospital want a county public health
department to investigate the EMR failure at their hospital.

Mount Sinai to convert
glass slides to digital

Mount Sinai Health System
tapped Royal Philips to create a state-of-the-art digital
image repository of patient
tissue samples. Today, the
samples are available only on
glass slides. The work aims to
advance clinical research and
ultimately enable better care for
complex diseases, including cancer. Pathology, including the examination of patient tissue samples, is recognized as one of the cornerstones
of modern medicine. The Mount Sinai Health System comprises seven
hospital campuses serving approximately 170,000 inpatients and 2.6
million outpatients annually. Over the years, these sites have collectively stored hundreds of thousands of tissue samples on glass slides.

Brent James, MD

Intermountain sticks
with some legacies
‘Everything is integrated’
BY BERNIE MONEGAIN, Editor-at-Large
SALT LAKE CITY – More than 15 months into
a monumental EHR rollout and the painstaking work that goes with replacing a homebuilt legacy EHR with Cerner technology,
Intermountain is finding ways to make room
for the best of both worlds.
Some legacies are worth that much.
That’s the way it was with the care process models – 350 or so of them – that patient
safety guru Brent James, MD, had developed
over many years.
James, chief quality officer and executive director of the Institute for Health
Care Delivery Research at Intermountain,
is known around the world as a longtime
champion for standardizing care by employing data collection and analysis. He’s sure
Intermountain will not stop innovating.
“We looked closely not just at what we
presently do – could we somehow kludge
across what we presently do? – but we had a
pretty good sense of what was next,” James
said when Intermountain announced its
sweeping EHR deal with Cerner on Sept.
30, 2013. “Can it change and adapt to that
next world – a better world, frankly – levels

Need for private HIEs
obvious in NYC

As New York City is finding out,
there is a need for private HIEs
as a kind of parkway, connecting smaller practices and big
hospitals. It’s an infrastructure
and culture challenge being
taken on by the information
technologists who manage
the New York University Langone Medical Center HIE, a private exchange with more than 3 million
individual patient records across more than 20 EMRs. NYU Langone
Medical Center is running its own health information exchange for
the patients treated by its 390 physicians, four inpatient hospitals and
numerous outpatient clinics – and by the many small, private physician
practices in NYU’s affiliate network.

of patient care beyond what we do today?”
“It’s all sitting there inside the system,”
said Jeff Townsend, Cerner’s point man in
Salt Lake City, noting that integration work
is among the most gratifying pieces of the
project for him. Intermountain and Cerner
have named the integrated EHR, practice
management and revenue cycle system iCentra. The “i” is for Intermountain, of course.
And the “C” for Cerner.
“Everything’s integrated,” Townsend said,
“and that was a pretty big shift across the
clinical and business leadership – that the
systems being replaced were being replaced
with systems that one group turns a dial, the
other group feels it.”
The handoffs between physicians that are
in a clinic setting sending into the hospital,
or the hospital sending in and out of surgery
– every single handoff had to be designed
and worked through, Townsend explained.
Intermountain, known around the world
for its pioneering ways, may be trailblazing
again, but it’s not throwing out the tried
and true for the new. Rather the clinical and
technical teams are incorporating processes
and models that have proven to work into
the new EHR.
INTER SEE PAGE 20

Scripps Health taps
Epic to replace EHR

Epic has notched another big
win, as Scripps Health, with its
four hospitals and more than 25
clinics, has chosen the health
IT giant to replace its electronic
health record and revenue
cycle management systems.
The enterprise-wide rollout will
replace Scripps’ current ambulatory and inpatient EHR and RCM systems, officials announced this
past week, enabling full integration of the hospital and outpatient sites.
Scripps currently uses GE Healthcare’s Centricity Enterprise EHR in its
hospitals and Allscripts for its ambulatory centers. Design of the new
Epic system will begin later this year, officials say, with implementation
expected to kick off mid-2017.

NO ORGANIZATION IS IMMUNE
TO TODAY’S SECURITY THREATS
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Cerner, eClinicalWorks
bring patient-generated
data into EHRs
Fitbit, Jawbone
and more flow
into personal
health records

A

BY MIKE MILIARD, Editor
RECENT PWC SURVEY

shows adoption of
wearable technology
creeping up near 20
percent, and growing.
A new partnership announced this
March between Cerner and digital
health platform Validic will enable
patients to stream clinical, fitness,
wellness and nutritional data from
those devices into their online
portal and, if they wish, into their
electronic health record.
Validic, which offers what it
bills as the industry’s leading digital health platform, announced an
alignment in March with health
information technology supplier
Cerner Corp. to enable access and
connectivity to patient-generated
data from clinical and fitness devices and applications.
As mobile devices, wellness trackers and other wearables continue
to proliferate, the data they generate

“Giving
physicians a
better informed
idea of patient
activities
throughout the
year can
dramatically
improve
recommendations
and outcomes.”
Girish Navani

Cerner and eClinicalWorks are both enabling data from wearable
devices and wellness apps to populate PHRs and EHRs.

can now be integrated into Cerner’s
HealtheLife patient portal. With
the patient’s consent, that data
can then be flowed into their EHR,
offering clinicians a window into
day-to-day health.
“Cerner is committed to working
with our clients to create a future where the healthcare system
works to improve the well-being of
individuals and communities,” said
Brian Carter, senior director and
general manager, personal health at
Cerner, in a press statement. “To be
successful, it is critical to provide
access to actionable data on a regular basis, not just what’s collected
when someone goes to the doctor.”
Durham, N.C.-based Validic
develops platforms for use in various healthcare segments that enable
integration with clinical devices
and mobile apps. The data gleaned
from them can offer insights that
can improve care plans, help with
population health management and
drive patient engagement, officials
say.
“Given Validic is device- and
platform-agnostic, our alignment
provides a much broader reach to
clinical and wellness data to help
propel our digital health strategy to
healthcare organizations we serve,
including the acceleration of remote
patient monitoring, telehealth and
wellness initiatives,” said Carter.
Cerner technologies “connect
people and systems around the
world within and outside of
the provider setting,” said Ryan
Beckland, Validic CEO and co-

founder, in a statement. With Cerner, “we are able to help deliver its
connected health strategies into the
hands of clients and help fuel the
exciting industry transformation
to more accountable, value-based
health care delivery.”
Ambulator y EHR developer
eClinicalWorks is another vendor embracing the move toward
patient-generated data. In March,
it too announced a new integration between its healow subsidiary
and wearable fitness trackers such
as Fitbit, iHealth, Jawbone and
Withings. Data from these devices
can integrate into a consumer’s
personal health record via healow
(website and mobile app) as well
as potentially made available to the
patient’s care team.
“A more informed patient is
generally a healthier one,” said
Girish Navani, CEO and cofounder of eClinicalWorks, in
a press statement. “By giving
consumers a single place to view
their health records along with
device and tracker data, it simplifies managing this information
while keeping the quarterback of
care, their physician, in the loop.
“Giving physicians a better
informed idea of patient activities
throughout the year can dramatically improve recommendations
and outcomes,” he added. “We are
looking forward to teaming up with
leading device companies in order
to help healow evolve and make
tracking healthcare easier for both
patients and providers.” n

NURSES
CONTINUED FROM PAGE 18

When the EMR outage occurred
Friday, Feb. 27, hospital officials
took immediate steps to bring the
system back online. The system
was fully working again March 1.
Clinicians were able to resort
to hand-written medical record
keeping, and despite the EMR
being down, the hospital was still
able to process medication orders
and lab results, Knox explained.
What’s more, although medication
requests were processed via handwritten paper orders, the prescription management system was on
a server unaffected by the outage,
and thus the pharmacy could continue filling those orders.
Knox acknowledged that there
were times during the outage
when they had to send patients
to nearby facilities for treatment,
but its emergency department did
continue to treat some patients.
“Our team of professionals
worked tirelessly throughout
the weekend to process lab
orders and results, review radiology exams, carry out treatment plans and deliver overall

INTER

patient care as promptly as possible,” added Knox.
National Nurses United, the
largest registered nurses union
in the U.S. with some 185,000
members, in the last few years
has criticized specific hospitals’
use of EMR systems, platforms
that have significant downtime,
fail or are not designed well for
clinician users.
As NNU Spokesperson Liz
Jacobs told Healthcare IT News back
in 2013: “We’re not anti-technology.” Rather, “we want smart
technology that embraces and
includes the clinical expertise
of a registered nurse who really
knows how best to put together a
system that will work for them.”
The union also spoke up in a
similar EMR outage back in August
2013 when Sutter Health’s $1 billion EMR system went dark for
a day, preventing clinicians from
accessing patient medical records
and seeing medication orders.
“This caused intermittent access
challenges in some locations,” said
Sutter Health Spokesperson Bill
Gleeson in an emailed statement to
Healthcare IT News of the incident. n

Next up are the rest of the
Intermountain hospitals and
CONTINUED FROM PAGE 18
clinics in the North Region.
Intermountain has two hospitals Included is Intermountain’s
and 24 clinics live on Cerner tech- second largest hospital, McKnology, and that’s just a small frac- ay-Dee hospital in Ogden. Also,
tion of what’s in store. There are part of the project is a hospital in southern Idaho
20 more hospitals to go
that has about 100
and about 300 clinics.
clinics spread over a
With 350 custom
large region.
products built to add
“That’s our next
to the Cerner base
kind of big swing at
application, more than
it to see how we’re
200 interfaces created
doing,” Probst said.
and more than 2,200
“We’re very confident
end users trained, the
about it, but we’ll
implementation is a
Jeff Townsend
learn. We’ll learn as
feat that gives Intermountain CIO Marc Probst and we take that region live.”
What’s next? “One of our
Cerner’s Townsend, reason for
buoyancy – confidence enough joint objectives – because this
will never be done, but it should
to take the fast track.
“There are a number of us that be continuous – is we created a
would like to see this project methodology that got us through
completed in 2015 – across all the first one at an incredibly
our hospitals, all of our clinics,” rapid speed that allows us to
Probst told Healthcare IT News. continue to make change at the
“We’re not ready to announce pace we made it over the last year
anything, but we’re going to go before we went live,” Townsend
quickly. It’s gone well, and it’s said. “So can we continue to roll
out to the rest of the regions and
going to be one for the record.”
Townsend concurred. “We’ll go improve while we go – at least
incredibly fast to get everything for me that’s the big metric on
whether we tapped into the
on the same platform,” he said.
There are 20 hospitals left to next-generation methodology
go live and hundreds of clinics that allows you to stay current
scattered across a state known as well as learn, not just at the
for its mountain ranges, canyons system level, but at the people,
process level.
and Great Salt Lake.
“Most organizations would
The rollout at Logan Regional
and Bear River Valley hospitals turn the first one on, freeze
and surrounding Intermountain everything for the next year or
clinics, located about 80 miles three years and not make any
northeast of Salt Lake City, was changes so they could optimize
for deployment.” n
Feb. 21.
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CHIME to raise $1million for Patient ID Challenge
Looking to patient ID
matching to ‘radically’
cut medical errors
BY BERNIE MONEGAIN, Editor-at-Large
ANN ARBOR, MI – CHIME is offering

a sweet deal for innovators with a
way to accurately match patients
with their healthcare information.
At stake? Patient safety.
The CHIME $1 million National
Patient ID Challenge is open to anyone around the world.
CHIME will launch its challenge early this summer on HeroX
platform, co-founded by XPRIZE
CEO Peter
Diamandis.
CHIME,
or College of
Healthcare
Information
Management
E xe c u t i v e s ,
is made up
of
1,400
Charles Christian
CIOs and IT
managers.
As CHIME sees it, the digitization
of the U.S. healthcare system maintains that electronic health records
must be able to seamlessly share
and exchange information. Interoperability, however, is not enough. To
realize their full potential, patient
data contained in the EHR must
be accurate in order to support
the requirements of coordinated,
accountable, patient-centered care.
It’s critical to patient safety.
“There is a growing consensus
among payers and providers that a
unique patient ID would radically
reduce medical errors and save
lives,” said CHIME CEO and President Russell P. Branzell, in a news
release. “Incomplete or duplicate
health records present significant
issues in terms of patient safety,
and there is a pressing need for
preventing, detecting and removing
inaccurate records so hospitals can
positively match the right data with
the right patient in order to provide
the best possible care.”
Duplicate or inaccurate patient
records can occur from manual data
entry errors, or when two or more
individuals share the same name.
This presents considerable concern
for different individuals being identified as the same patient, potentially resulting in inadequate treatment
or unintended injury.
Consider data collected by the
Harris County Hospital District in
Houston where there are 2,488 actual
patients named Maria Garcia – in
which 231 of those share the same birth
date, CHIME points out. Further, a
patient’s name may evolve throughout
a lifetime, resulting in multiple records
for the same individual (i.e. Jonathan
L. Smith Jr.). Also, one incorrectly
typed key in a middle name, address
or social security number can lead to
a duplicate medical record.

According to a 2012 CHIME survey of healthcare CIOs, error rates
due to patient mismatching averaged 8 percent and ranged up to
20 percent. Moreover, 19 percent
of the 128 respondents indicated
that their hospital had experienced an adverse event during the
course of the year due to a patient
information mismatch.
“This needs to be the year of positive

patient identification,” said CHIME
Board Chair Charles E. Christian, vice
president and CIO of St. Francis Hospital in Georgia, in a press statement.
“Healthcare CIOs have long struggled
with a lack of national standards for
eradicating the burdens of matching patient data when engaging in
health information exchange. As those
charged with leading health information technology, we have a responsibil-

ity to ensuring the technology we’re
implementing leads to better, safer,
more efficient patient care.”
Costly patient matching inaccuracies are far-reaching; impacting clinical, financial and operational hospital
performance. According to the 2012
CHIME survey, more than three fulltime employees are needed to reconcile disparate or duplicate information
from patient health records.

A coalition of industry partners
from the vendor and association
communities lent their support
for CHIME’s National Patient ID
Challenge.
“Accurately matching patients with
their health records, no matter where
they have been collected or stored,
remains a pressing challenge for our
entire industry,” said Howard Messing, CEO of MEDITECH. n
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Epic trades jabs
with CommonWell
Health Alliance
Epic’s ‘rhetoric is
a slap in the face’

C

BY ERIN McCANN, Managing Editor

OMMENTS BY Epic’s head of
interoperability in a Senate
HELP Committee March 17 have
triggered members of the CommonWell Health Alliance, the subject of
some of the comments, to fire back at the
Verona, Wisconsin-based EHR giant.
Peter DeVault, Epic’s director of
interoperability, spoke before the Senate
committee on the topic of interoperability
and Epic’s role in moving it forward. In
the questions portion of the hearing, Senator Tammy Baldwin, D-Wisconsin, shifted
the conversation, asking DeVault candidly:
Why isn’t Epic a part of CommonWell?
Short answer? They’re not too keen on
the hefty price tag of joining, not to mention the non-disclosure agreement that
would be required.
“When we were approached by them
and asked to join, we were told that it
would be multiple millions of dollars

for us to join, and that we would have
to sign an NDA,” said DeVault. “To us,
the only reasons to have an NDA are if
they’re going to tell you something that
otherwise they wouldn’t want people to
know” – which he said could include the
possibility they may sell data downstream
or wanted to ensure there were no intellectual property conflicts.
“That lack of transparency didn’t sit
well with us,” he said.
CommonWell, a vendor-led interoperability effort whose members include
competitors such as Cerner, McKesson,
athenahealth and Greenway, fired back,
with a representative contacting Healthcare IT News with a response to DeVault’s
comments.
“We are committed to openness
and transparency,” the statement read.
“Accordingly we publish our services and
use case specifications, along with our
nominal membership and service fees on
our website for everyone to see.”
According to CommonWell’s membership and service fee structure, a company
EPIC SEE PAGE 24

Health Catalyst attracted capital from both existing and new investors in its Series D
round of funding.

Health Catalyst
raises $70M in
4th funding round
Plans to take the
company public

BY BERNIE MONEGAIN, Editor-at-Large
SALT LAKE CITY – Setting the stage for an IPO
two years from now, data warehousing and
analytics company Health Catalyst raised $70
million in a rare and oversubscribed Series
D round of funding.
Health Catalyst set out to raise $60 million
and upped its goal to $70 million when the
funding offers were three times as much as
what the company had sought.
With a valuation in excess of $500 million, Health Catalyst surpassed that of many
public companies.
“While some other companies have gone
public at our size, we want to make sure
we can be a really successful, predictable
public company, so we wanted to achieve
some additional size and scale before going
public,” Health Catalyst CEO Dan Burton
told Healthcare IT News.
“We have no doubt that’s the path that
we’re on,” Burton said. “We just want to
make sure we’re really ready to be very, very
effective once we get there.”

Norwest Venture Partners, an investor
from start-up days, led this latest round
of funding, which included existing investors Sequoia Capital, Kaiser Permanente
Ventures, Sorenson Capital, CHV Capital –
which is an Indiana University Health Company, and Partners HealthCare.
Health Catalyst also attracted new investor Sands Capital Management, a $51 billion
fund known for its long-term concentrated
equity investments in market leaders such as
Apple, Google, Cerner and athenahealth. Also
joining as new investors are Tenaya Capital,
Epic Ventures and Leavitt Equity Partners.
Existing investors contributed about
half, and the new investors contributed
the other half.
“Our investors have been a really important part of our growth,” Burton said.
“We’ve taken a different approach. We’ve
welcomed more strategic investors. They
give the company a different feel, I think. We
like the mission orientation that we retain.”
The Health Catalyst team was thoughtful
about selecting investors that best match the
company’s goals.
CATALYST SEE PAGE 24

Telehealth company
to boost its platform

Here comes the
multi-cloud future

IDC imagines
third iteration EHR

TeleCommunication Systems
launched its VirtuMedix platform a year ago to enable
providers to reach patients
virtually, regardless of location or which device they
used. Now the company is
working on integrating wearable and connected clinical devices, as well as location-based services,
into its telemedicine platform. “That could mean anything from helping
locate the patient to providing a point of interest on a map that would
be germane to the consult to better serve the patient and provide
better access to medical services,” VirtuMedix General Manager Guy
Henggeler says. “A lot of what we’re doing here is crossing the cultural
divide between in-person visits to virtual visits.”

With questions about security,
functionality and dependability asked and answered, vendors
are now turning their sights on
the potential for infinite computing power and storage. Among the
new purposes for the cloud is tapping into multiple cloud servers,
says Matt Ferrari, chief technology officer for Tempe, Ariz.-based
ClearDATA. “The future is about
multi-cloud,” he says. “The belief
is the industry will have organizations that put their systems into multiple clouds across different vendors. With worries about hacking and
data breaches, they want to be able to spread out the risk.”

The time is ripe for a “3rd Platform
EHR,” according to IDC – systems
that operate primarily in the cloud
and provide more flexibility than
today’s “2nd Platform” client/
server technology. “The 3rd Platform, with cloud as its foundation,
is widespread and growing across
the country today,” but mostly for
discreet elements of healthcare,
such as population health, IT operations and patient engagement,
IDC analyst Judy Hanover writes in a new IDC Health Insights report.
IDC sees 3rd Platform systems as “characterized by ease of access,
and ubiquitously available applications that can be securely accessed
from multiple endpoint devices.”

Shatter the EHR mold. With Evergreen
Integrating an Electronic Health Record system — whether it’s clinical, financial, or both — need not be as time-consuming
and costly as some may think. EvergreenTM from Deloitte provides the guidance, processes, and staff support you need 24/7,
from implementation through ongoing daily management. Evergreen can help save your staff time and your
hospital money — up to 30% in associated costs. In terms of EHR, Evergreen is a breakthrough.
Learn more about the difference Evergreen solutions can make at deloitte.com/us/evergreen.

As used in this document, “Deloitte” means Deloitte Consulting LLP, a subsidiary of Deloitte LLP. Please see
www.deloitte.com/us/about for a detailed description of the legal structure of Deloitte LLP and its subsidiaries.
Certain services may not be available to attest clients under the rules and regulations of public accounting.
Copyright © 2015 Deloitte Development LLC. All rights reserved.
Member of Deloitte Touche Tohmatsu Limited
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face to many parties working
to advance interoperability,”
CONTINUED FROM PAGE 22
according to a statement released
of Epic’s revenue size – $1.8 bil- by Cerner officials shortly after
lion in 2014 – would indeed pay the committee hearing. “It was
in the millions, $1.25 million, in discouraging to hear more potshots and false statefact, for an annual
ments when it’s clear
subscription fee and
there is real work to
an additional $50,000
be done. We’re comto $90,000 in annual
mitted to Commonmembership dues
Well as a practical,
were it to join.
market-led way to
The night followachieve meaningful
ing the Senate HELP
interoperability.”
m ee t i n g , at h e n aThere’s been tenhealth CEO Jonathan
Jonathan Bush
sion between Epic
Bush got even more
personal on Twitter, going after and CommonWell ever since the
Epic CEO Judy Faulkner directly latter group’s launch at the 2013
regarding the price, tweeting, HIMSS Annual Conference &
“Judy, Judy, Judy. Can’t afford Exhibition.
At that HIMSS13 announce1.4M? Puh-lease.”
At the senate hearing, DeVault ment, athenahealth CEO Jonathan
also underscored CommonWell’s Bush emphasized that anyone was
low participant numbers in its invited to CommonWell – even a
interoperability project so far – vendor of “epic proportions.”
In a subsequent interview,
which he called an “aspiring network,” noting a stark difference Healthcare IT News asked McKesson
when compared to Epic’s Care CEO John Hammergren whether
that invitation was dangled only
Everywhere network.
The two-year old Common- because the founding companies
Well has 1,000 physicians live on suspected Epic wouldn’t bite.
“We’d like them to bite! We
it, he said, compared to 100,000
physicians on Epic’s Care Every- want them to bite,” said Hammerwhere. Healthcare IT News reached gren. “I’m hopeful that they will
out to CommonWell officials for see it the same way we see it.”
But Epic CEO Judy Faulkner
the most up-to-date number,
but a CommonWell spokesper- noted that her company wasn’t
son said they don’t keep track of asked to join before the announcethe number of physicians using ment. “We did not know about it.
We were not invited,” Faulkner
its services.
DeVault’s comments didn’t sit told Bloomberg back in 2013. “It
well with one of CommonWell’s appears on the surface to be
founding members (and one of used as a competitive weapon,
Epic’s chief competitors), Cerner. and that’s just wrong. It’s wrong
His “rhetoric is a slap in the for the country.” n

Despite composing more than half of the healthcare workforce, women represent just 21 percent of
executives at Fortune 500 healthcare companies and 6 percent of digital health startup CEOs.

Health IT still has a
gender bias problem
They are ‘events which
are covert, often
unintentional,
frequently unrecognized
by the perpetrator’

W

BY ERIN McCANN, Managing Editor
HEN TALKING ABOUT

the gender discrimination problem in
healthcare (there’s a
big one), it’s best to listen to the
people experiencing it: women. And
they’re speaking up, with nearly
half of them citing gender bias
hurdles that have held them back

“The problem is real,
and the problem
matters. Venture firms
with women
investment partners
are three times more
likely to invest in
companies with
women CEOs. It’s no
wonder women CEOs
aren’t getting funded.”
Halle Tecco

professionally. And the numbers
back them up. This according to a
new Rock Health report.
Despite composing more than half
of the healthcare workforce, women
represent only 21 percent of executives at Fortune 500 healthcare companies and a paltry 6 percent of digital health startup CEOs that have
been funded in the last four years,
according to new data from Rock
Health, the San Francisco-based
digital health startup accelerator.
And, after surveying some 400
women in the industry, nearly 100
percent of them said they believe
gender discrimination still very
much exists, and nearly half said
discrimination and lack of respect
have actually held them back
professionally.
Rock Health officials also analyzed gender data from the 148
venture capital firms that invested
in digital health, and the lack of
female representation was stark.
Women represented only 10 percent
of the partners, with 75 of those
firms having no women partners
whatsoever.
“The problem is real, and the
problem matters,” said Halle Tecco,
managing director at Rock Health.
“Venture firms with women investment partners are three times
more likely to invest in companies
with women CEOs. It’s no wonder
women CEOs aren’t getting funded.”
And don’t forget, this gender
discrimination is most often not
egregious, in-your-face blatant and
obvious. Tecco cites MIT Professor
Mary Rowe who has described
the discrimination as more subtle.
They’re “apparently small events
which are often ephemeral and
hard-to-prove, events which are
covert, often unintentional, frequently unrecognized by the per-

petrator,” said Rowe.
Healthcare CIOs confirm that.
“It’s very subtle,” Sarah Shelburne, former CIO at Odgen
Regional Medical Center in Utah,
one of the states reporting the
lowest percentage (10 percent) of
women in health IT in our 2013
analysis, told us back in 2013.
We did an analysis back in 2013
of 3,000 senior health IT roles and
found that 75 percent of them were
occupied by men.
Shelburne observed it when outside vendors or contractors came in
to meet with her. “Many were very
surprised that I was in the role that
I was in.”
Florida Hospital’s CIO Jayne
Bassler echoed Shelburne’s sentiments on what it’s like to work in
a male-dominated field and often
not taken as seriously by male colleagues outside the organization.
“I feel at times maybe viewed more
as a showpiece, a voice, but not really
as somebody who brings substance
to the table,” she told us back in
2013. Bassler says it’s not an every day
occurrence, but when working with
non-EHR vendors in the technical
space, she has noticed a difference.
There’s also the business case
(think return on equity) for gender
parity that healthcare organizations should consider. According
to recent McKinsey Global Institute
data, companies with top quartile
representation of women in executive committees performed significantly better than companies with
no women at the top. Think a 47 percent average return on equity, when
women were at the top, and more
than 55 percent average earnings.
“The good news is that achieving diverse leadership teams is not
just a moral imperative, it’s good for
business too,” added Tecco. n

CATALYST
CONTINUED FROM PAGE 22

The capital raised in this round
will be used to fund significant
continued product development
investments, particularly in areas
of advanced clinical and workflow applications designed to
measurably improve clinical and
financial outcomes, Burton said.
Health Catalyst’s value proposition is that its solutions drive
permanent improvements in the
efficiency and effectiveness of care
delivery and population health.
“As more healthcare organizations are coming to understand,
data warehousing and analytics
are foundational to their success under new payment and
risk models,” Burton said. “This
additional capital will enable
Health Catalyst to develop the
solutions necessary to offer every
health system in the U.S. a roadmap to systematically reduce
waste and improve care delivery,
across every major clinical and
workflow area.”
Most of the flagship product

– the data warehouse – is nearly
complete in terms of development, Burton said. However, the
company needs to keep investing
in the analytics app layer.
“The analytics apps use that
data from the data warehouse to
pinpoint where there are opportunities for improvement,” he said,
“and for us to be a long-term strategic partner to almost any health
system in this space, we need
to have a suite of analytics apps
across the waterfront, both clinically and from a workflow perspective. We want to be the best partner to enable these health systems
to measurably improve outcomes
and bend their cost curves.”
Steve Barlow and Thomas
Burton, both with roots at Intermountain Healthcare, founded
Health Catalyst in 2008. Minneapolis-based Allina Health
became their first customer. At
the start of 2015, Allina became
a partner, investing $100 million
in the company and launching a
10-year initiative to build a new
model for improving outcomes
system-wide. n
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To free up IT staff, hospital looks to the cloud
Kronos Cloud offers
labor analytics and
real-time ADT data
BY MIKE MILIARD, Editor

W

ITH AN EYE TOWARD

improving the agility
of its workforce management programs –
and enabling its IT department to
spend time on other projects – Saint
Mary’s Hospital is migrating to a
cloud-based platform.
Waterbury, Conn.-based Saint
Mary’s, which has long used attendance and scheduling technology
from Kronos, is moving those capabilities, across all departments for
more than 2,000 employees, to the
Kronos Cloud.
This will enable all configuration, maintenance, upgrades and
support to be handled by Kronos –
welcome news to the hospital’s IT
department, says Michelle Godin,
RN, manager of nursing business
operation at Saint Mary’s.
“The Kronos workforce management suite has been automating
critical workforce business processes for Saint Mary’s for several
years to help improve productivity,”

cloud services provides us with the
ability to review the new releases
and move forward in an easier fashion. The system also alleviates the
need for us to have our own support system; the vendor is a phone
call away if we have issues. In these
ways, we can maximize the efficiency of our operations.”
Beyond the cloud migration,
Saint Mary’s is broadening the

“As a healthcare organization, Saint Mary’s must
ensure that business continuity is maintained and
delivery of patient care is conducted as usual,
despite unforeseen circumstances. Kronos Cloud
can help in this aspect.” – Michelle Godin, RN

applications of Kronos’s workforce
management tools, now making use
of labor analytics, patient classifi-

AND

cation and workload management
technology.
The hope, say Kronos officials,

is to enhance productivity levels
thanks to insights gained into the
financial impact of labor decisions.
The hospital will see real-time data
on admissions, discharges and
transfers – getting the big picture
of patient population workload
and enabling the hospital to make
quick and timely adjustments to
match staffing with fluctuating
patient demand. n
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Godin tells Healthcare IT News. “But
to maximize these benefits, our
healthcare operation had to maintain different servers that required
additional resources and logistical
planning to ensure that the system
was up and running at all times.”
In an era where IT staff have more
on their plates than ever, that’s an
unnecessary misuse of valuable
resources.
“Benefits anticipated include
reduction in the amount of drawing on additional IT resources,
helping save money and time,” says
Godin. “As a healthcare organization, Saint Mary’s must ensure that
business continuity is maintained
and delivery of patient care is conducted as usual, despite unforeseen circumstances. Kronos Cloud
can help in this aspect.”
One welcome benefit of the
cloud migration is the fact that
the workforce management system
will be maintained on the latest
version, she says.
“Before the upgrade we were
behind in upgrades, but moving to
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Premera Blue Cross
hack exposes data of
11M plan members
Breach is the second
largest to hit healthcare,
after Anthem
BY MIKE MILIARD, Editor

I

N WHAT looks to be becoming a trend,
another health plan was been targeted
in March with a large-scale “sophisticated cyberattack,” with hackers gaining
access to the financial and medical information of 11 million members.
Washington state-based Premera
Blue Cross, a not-for-profit plan whose
corporate clients include Pacific Northwest giants Microsoft and Starbucks,
announced the breach, which was detected back in January, on March 17.

The attackers – who some have suggested may be the same Chinese spies
suspected in the massive Anthem breach
revealed this past month, gained access to
a plethora of personal data. The Anthem
breach compromised the information of
nearly 80 million people.
“That information could include names,
dates of birth, addresses, telephone numbers, email addresses, Social Security
numbers, member identification numbers,
medical claims information and financial
information,” according to Premera.
“It’s important to note that our investigation has not determined that data
was removed from our systems,” officials
HACK SEE PAGE 28

UPMC, University of Pittsburgh and Carnegie
Mellon University have joined forces to drive
innovations in healthcare analytics.

Pittsburgh alliance
plans ‘data-heavy’
health innovations
Aims to ‘further accelerate the development of evidencebased medicine, and augment disease-centered models
with patient-centered models of care’
BY MIKE MILIARD, Editor
PITTSBURGH – Billed as a “one-of-a-kind” new

Hackers accessed troves of digital information in a “sophisticated cyberattack.”

partnership between academic heavyweights,
UPMC, University of Pittsburgh and Carnegie
Mellon University have joined forces to drive
big innovations in healthcare analytics.
The new Pittsburgh Health Data Alliance
aims to capitalize on the huge amounts of
data proliferating in electronic health records, diagnostic images, prescriptions,
genomic profiles, insurance claims and
consumer devices.
Leveraging “big data” to revolutionize
healthcare and wellness is the focus of the
new Pittsburgh Health Data Alliance, a collaboration announced March 16 by Carnegie

Mellon University, the University of Pittsburgh and UPMC.
Funded by UPMC, the alliance’s advances
will be driven by work at Pitt and CMU,
officials say, with participation from all three
institutions. Researchers will work toward
harnessing health data into new technologies
and services to improve prevention, diagnosis, treatment and patient engagement.
The new centers at CMU and Pitt will be
funded over the next six years by UPMC, and
will benefit from several hundred million
dollars in existing research grants at all three
institutions.
The goal, says UPMC CEO Jeffrey Romoff,
PITT SEE PAGE 28

Networked medical
devices open to attack

Hackers strike healthcare
industry again

HIMSS weighs in on
interoperability roadmap

Despite the many potential rewards of networked
healthcare, the risks are
very real – and potentially catastrophic – when it
comes to wearable and
implantable medical
devices, a new report
shows. The study, prepared by the Atlantic
Council’s Cyber Statecraft Initiative at the Brent Scowcroft Center on
International Security in partnership with Intel Security, makes the case
that industry and government should be embracing an “overarching
set of security standards or best practices” to address the serious risks
inherent in networked devices.

One Indiana-based hospital is one
of the newest targets of cybercriminals, after hackers swiped
the personal data of thousands.
The 508-bed St. Mary’s Medical
Center, part of Ascension Health,
is notifying some 4,400 of its
patients of a data breach following a cyberattack that occurred
back in December. Hospital officials say on Dec. 3 they discovered
hackers swiped employee email usernames and passwords. After shutting down the affected accounts, they determined those employee
email accounts contained personal patient data of 4,400 individuals,
including Social Security numbers, names, dates of birth, insurance
information and health data.

HIMSS has offered qualified
support for ONC’s Interoperability Roadmap. In an April 3
letter sent to National Coordinator Karen DeSalvo, MD,
HIMSS submited its comments. While HIMSS overall
supports the strategy for for
an interoperable IT infrastructure, it offers a handful of recommendations for ONC. Among them: The roadmap will require “well-coordinated governance processes that include involvement from federal
partners, the private sector, payers, and the patient community, with
robust incentives for each domain to buy-in to the process. Also, HIMSS
contends that many of the three-, six- and ten-year timelines put forth
in the document “are too aggressive and need to be reevaluated.
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Premier tackles supply chain mess
New software-as-service
tool designed to
eliminate inefficiencies

P

BY BERNIE MONEGAIN, Editor-at-Large

REMIER MAKES IT ITS business to
organize what is disorganized
in healthcare. To that end, the
healthcare alliance is taking on
the hospital supply chain.
It promises to take the inaccuracies and
inefficiencies out of the procurement process
with PremierConnect Supply Chain, a new
cloud-based, software-as-a service tool it
recently introduced.
Premier describes it as a comprehensive, real-time and flexible procure-to-pay
and supply chain analytics suite. It enables
users to easily measure supply chain and
operational performance, identify inefficiencies and take quick action. The integrated
solution manages the procurement process “When it comes to managing expenses in healthcare, supply spend is typically second
by synchronizing data to ensure pricing is only to labor.”
accurate, savings are realized, and efficiencies delivery networks alike, according to Premier enables supply chain comparisons and visare driven that improve outcomes across the executives. Its interoperable functionality ibility throughout a health system, providing
allows it to communicate with other procure- actionable insights into utilization patterns
entire health system.
The supply chain solution is powered by ment solutions.
across all contracts.
■ Online
“The lack of interoperability in procurePremier’s integrated performance improvesourcing and contract
ment systems creates both a cumbersome management to optimize and electronically
ment platform PremierConnect.
The PremierConnect technology platform and costly purchasing process,” Keith J. manage all contract decisions, including
makes it possible for clinicians, supply chain Figlioli, senior vice president of healthcare pricing, terms and expirations.
■ Customizable catalog management that
leaders, hospital executives and other health- informatics at Premier, said in a statement.
care providers nationwide to connect as one “Health systems, especially those that are aggregates, cleanses and normalizes disparate
acquiring new facilities, need a cohesive data from different systems, and standardizes
in communities of common interest.
and transparent view of all areas purchases to identify price discrepancies for
“When it comes to managing
in the procurement process.” As full control of all orders.
expenses in healthcare, supply
■ ERP/materials management capabilities
Figlioli explained, just think of the
spend is typically second only
tool like your smartphone, “where enabling users to plan, buy, receive, pay and
to labor,” said Lowell Church,
you can check your bank account, manage the procurement process while integvice president of material manmake a purchase and email a rating, monitoring and executing daily work
agement at Adventist Health, in
coworker on one device. It’s not streams across all sites of care.
a news release. Adventist is an
just a phone.”
early adopter of the tool. “Many
In development for more than two years,
The supple chain tool incor- the Premier tool has been tested and adopted
health systems are still operatporates capabilities from Aperek, by several health systems, including:
ing their supply chains using a
Keith Figlioli
■ Adventist Health, the 19-hospital health
acquired by Premier in August
variety of different data systems
with information that is 30-90 days old,” he 2014, to accelerate the development of inte- system headquartered in Roseville, Calif.
■ Atlantic General Hospital in Berlin, Md.
added. “Today, this data isn’t standardized grated purchasing workflow solutions that
■ Fairview Health Services, a nonprofit
across all of their facilities. Providers really drive operational efficiency and improve
need a timely, integrated supply chain with financial decision-making.
academic health system with six hospitals,
Other capabilities include:
real-time data to drive quick, holistic deciheadquartered in Minneapolis.
■ Real-time supply analytics that analyze
■ Memorial Healthcare System, a sixsions that improve patient outcomes and
reduce costs.”
spending across the continuum of care (by hospital health system headquartered in
The tool enables data-driven purchasing facility, physician, alternate site, service Hollywood, Fla.
■ Mount Sinai Medical Center in South
and operational decisions across hospitals, line, etc.) to help users understand when,
health systems and growing integrated care where and why spending is changing. This Florida. ■
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added. “We have no evidence at this point
that any of the data that may have been
accessed during this attack has been used
inappropriately.”
The health plan is cooperating with the
FBI in its investigation, and is also working with cybersecurity firm Mandiant “to
both investigate the attack and cleanse our
IT system of the infection created by that
attack.”
Moreover, it is offering members two
years of free credit monitoring and identity protection services from Experian, and
“taking additional steps to strengthen and
enhance the security of our IT systems moving forward.”
“I recognize the frustration that the news

of this cyberattack may cause,” said Premera president and CEO Jeff Roe, in a
statement. “The privacy and security of our
members’ personal information is a top priority for us. As much as possible, we want
to make this event our burden, not yours,
by making services available to protect you
and your information moving forward.”
Security experts say this attack – as with
the many similar recent incidents that have
come before it – should once again serve as
a clarion call: Healthcare is in the crosshairs.
“While banks and financial institutions
are the classic targets, these have been
increasingly improving their security for
the past five years, and like security professionals always say: Attackers will find
their way to the next available target on
their list,” said Shahar Tal, vulnerability
research team leader at cybersecurity firm

Check Point, in a press statement.
“Providers in this vertical should all
heighten their alert status, proactively
monitor their infrastructure for suspicious
logs, and put protections in place that will
prevent them from being the next target,”
he added.
The Premera breach “once again demonstrates the failure of flawed, outdated
assumptions: over-reliance on ‘guard the
door’ entry point security and early technologies such as simplistic single-key
encryption schemes is a quaint and dangerous approach to a 21st century problem,”
added Richard Blech, CEO of Secure Channels, in a statement.
“To be an entrusted safe-keeper of
private and sensitive consumer information,” he said, “an insurer or provider has
to protect said data by encrypting it.” ■
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is an “innovation ecosystem” for
health data in western Pennsylvania
and beyond.
The diverse strengths of the alliance’s three members are evident in
the health science advancements at
Pitt, computer science and machine
learning breakthroughs at CMU and
the clinical data and commercialization expertise of UPMC, officials say.
“The complementary strengths of
the alliance’s partner institutions will
allow us to re-imagine health care for
millions of people in our shared, datadriven world,” said CMU President
Subra Suresh, in a press statement.
“Through this collaboration, we
will move more rapidly to immediate
prevention and remediation, further
accelerate the development of evidence-based medicine, and augment
disease-centered models with patientcentered models of care,” he said.
Initially, the Pittsburgh Health Data
Alliance will include two research and
development centers: the Center for
Machine Learning and Health at Carnegie Mellon, and the Center for Commercial Applications of Healthcare
Data at the University of Pittsburgh.
Scientists from all three institutions
will participate in the work of each
center, officials say.
The CMLH, led by CMU professor Eric Xing, will tackle healthcare
problems that could be solved with
machine learning. Data from sources
as varied as electronic medical records,
genomic sequencing, insurance records
and wearable sensors will be utilized
to directly improve healthcare.
The CCA, led by Michael Becich,
MD, chair of the department of biomedical informatics at Pitt, will
research and invent new technologies for potential use in commercial
theranostics and imaging systems for
patients and physicians. Some areas
of focus for CCA will be personalized medicine; genomics and imaging
data; and methods for data capture and
healthcare analytics.
“We are unlocking the potential of
data to tackle some of our nation’s biggest challenges: raising the quality and
reducing the cost of healthcare. Not
only will this effort benefit patients,
but it also will accelerate Pittsburgh’s
revitalization,” said Romoff.
Through the partnership, “scientists at Pitt and CMU will have
unprecedented resources for turning
their innovative ideas into products
and services that can truly better the
lives of patients and society,” added
Patrick Gallagher, chancellor of the
University of Pittsburgh, in a statement. “The knowledge created here
will result in the spin-off of many new
companies and thousands of new jobs
over the next decade.”
UPMC Enterprises, the commercialization arm of UPMC, aims to turn these
innovative ideas into new, for-profit
companies and jobs, officials say, building on its nearly 20-year track record of
investing in and growing companies that
solve healthcare problems. ■
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Docs flustered by too much data
Study aimed at guiding
system-wide payment change

P

BY BERNIE MONEGAIN, Editor-at-Large
HYSICIAN PRACTICES are

engaging in
new healthcare payment models.
But doctors are often overwhelmed
by the amount of data they have to
sift through and manage and also the varied
expectations from payers, a new study finds.
The RAND Corporation and the American
Medical Association examined 34 physician
practices in six diverse geographic markets
to determine the effects alternative payment
models are having on physicians and medical
practices nationwide.
The 142-page report, “Effects of Health
Care Payment Models on Physician Practice
in the United States,” details how both the
federal government and private payers are
changing the way they pay physicians and
other health professionals, moving to innovative models intended to improve quality and
reduce costs.
Many physician practices are responding by partnering or merging with other
medical practices or hospitals in order to
better support the investments necessary
to succeed in new payment models, such
as care managers and information technology, according to the report. Practices say
realigning their operations to the goals of
the new payment strategies can be challenging when necessary data are not available or different payment models conflict
with each other.
“We found that changing the payment
system probably isn’t enough to ensure
that patient care will improve,” said Mark
W. Friedberg, MD, the study’s lead author
and a senior natural scientist at RAND.
“For alternative payment methods to work
best, medical practices also need support
and guidance. It’s the support that accompanies a new payment model, plus how
well the model aligns with all of a practice’s other incentives, that could determine whether it succeeds.”
The payment models include episode-based
and bundled payments, shared savings, payfor-performance, capitation and retainer-based
practices. Researchers also looked at accountable care organizations and medical homes.
The findings are intended to help guide
system-wide efforts by the AMA, the study’s
sponsor and co-author, and other healthcare
stakeholders to improve alternative payment
models and help physician practices successfully adapt to the changes.
“The AMA is committed to ensuring physicians in all specialties and practice sizes
can participate successfully in new payment
models that allow them to efficiently provide
the best care to patients,” said AMA President-elect Steven J. Stack, MD, in releasing
the report. “Progress toward the high goals
of payment reform requires a clear path forward, and insights from the new AMA-RAND
report will provide missing information on
the real-world impact of payment reforms
on busy physician practices that can help
improve current and future alternative payment programs.”
The report found the effect alternative
payment models have on practice stability,
including the overall financial impact, ranged
from neutral to positive. Among the practices
surveyed, none had experienced financial

hardship as a result of involvement in new
payment models.
Physicians generally agreed that the
transition to alternative payment models
has encouraged the development of collaborative team-based care to prevent the
progression of disease. Additional benefits
for patients include increased access to
care and physicians through telehealth or
community-based care.
Most physician leaders were optimis-

tic about alternative payment models,
while physicians not in leadership roles
expressed some apprehension, particularly
with regards to certain new documentation
requirements. For example, physicians were
supportive of new patient registries that list
patients with certain health conditions as a
way to improve care. But they had concerns
about documentation requirements where
the link to better care was less clear.
Researchers concluded that the operational

details of alternative payment models could
either help or hinder practices’ efforts to
improve their own processes.
For example, practices are investing significantly in information systems to analyze large amounts of data about practice
patterns. But when crucial data (like quality performance feedback and drug prices)
are missing or inaccurate, it is difficult for
physician practices to use data analysis to
improve care and reduce spending. ■
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CLINICAL & BUSINESS INTELLIGENCE

SMARTER BY THE DAY
Providers, if
slowly, are
embracing C&B
intelligence tools

H

BY MIKE MILIARD, Editor
IMSS ANALYTICS’ DELTA
POWERED ANALYTICS
ASSESSMENT ,

deve
loped in conjunction
with the International
Institute for Analytics, is an indu
stryfirst maturity benchmark to
track how well health providers are
making use of their data for clini
cal and business intelligence. (The
DELTA stands for Data, Enterprise
approach, Leadership, strategic Tar
gets, and Analytical capabilities.)
While provider progress on the
scale has been incremental over the
past year, says James Gaston, Senior
Director Maturity Models at HIMSS
Analytics, the embrace of C&BI
tools has certainly been in earnest.
“The biggest thing we’ve seen is a
huge amount in the healthcare pro
vider space to begin to build up basic
analytics capabilities or advance cur
rent capabilities,” says Gaston.
His colleague Lorren Pettit, vice
president for market research at
HIMSS, has seen similar signs that
healthcare – at long last – is starting
to see the transformative potential

“When we talk about big data, people are now starting to recognize that there are a lot of challenges,” says Pettit. “And part of that is just:
Who’s going to do the heavy lifting on this?”

of analytics, just as most other
industries have for years.
Attending the American College
of Healthcare Executives’ 2015
Congress on Healthcare Leadership
this past March, Pettit noticed that
“a lot of the focus and discussion
was on the need to bring data
analysts into our industry.
One topic that was much talked
about was the fact that “it’s not

“IT cannot explicitly drive your analytics and big data efforts,” says
Gaston. “The drivers need to come from the business and clinical sides.”

necessary that healthcare people
are the analysts,” he said. “There
are data scientists that do a lot of
this work.”
Many of them would be more
than happy to help make sense of
some of this stuff for clinicians,
staff and IT folks with so much
else on their plates these days. With
hospitals swimming in data, smart
analysts could be better brought to
bear on deriving insights from it all.
“That seems to be a gap that’s
being acknowledged more and
more by those who are in the
know,” says Pettit. “When we talk
about big data, people are now star
ting to recognize that there are a lot
of challenges. And part of that is
just: Who’s going to do the heavy
lifting on this?”
The challenge, he says, is “how
do we bridge that gap between peo
ple who are data scientists and the
need to tell the story in the context
of healthcare.”
Outsourcing may be one stra
tegy, for those so inclined – even
if it’s not on the scale of the bold
deal announced in January by
the 12hospital, 90clinic Allina
Health – which, in exchange
for a $100 million investment in
Health Catalyst, will outsource its
data warehousing, analytics and
performance improvement projects
to the company.
The aim is to “turbocharge”
Allina’s financial, operational and
clinical outcomes, said Health
Catalyst CEO Dan Burton.
Even if pure outsourcing, even
on a much smaller scale, doesn’t
quite look to be a looming trend,
however, “people are recognizing
the challenge,” says Pettit. “We

have this skill set is required; where
are we going to get (analysts) from,
how do we engage them?”
And there are challenges to
bringing in analytics mavens who
may not be able to speak the lin
gua franca of the modern hospi
tal, he adds.
“One of the ways big data could
actually fall apart is if we bring in
data scientists and they don’t know
how to connect with the audience,”
says Pettit. “If they’re all about
talking about their methodology,
but are unable to connect and tell
(senior leaders) why it’s important,
that’s one way that the audience
would just marginalize them and
move on.”
BIG DECISION-MAKERS
That sensitivity to the business or
clinical imperatives of an organiza
tion is key, says Gaston.
“IT cannot explicitly drive your
analytics and big data efforts,” he
says. “The drivers need to come
from the business and clinical
sides. And what I’ve seen in most
organizations recently is they’re
putting a lot of this focus on data
from the CMIO’s office.”
That particular Csuite role “has
a pulse on how is the organization
delivering healthcare,” he explains.
“He or she has the best opportunity
to identify areas that could benefit,
whether it’s with just plain Jane
basic analytics and reporting, or
more advanced predictive analytics
or leveraging big data.”
On the other side, of course, are
the business decisions, normally
under the purview of the CEO and,
especially the CFO, who is “driving
accountable care contract negotia

tions,” says Gaston. “Or they’re
beginning to wrestle with the
transition from feeforservice to
feeforvalue, and contracting and
organizational cost structures that
begin to protect they’re competitive
advantage.”
On both sides of the coin, one
thing holds true: None of these
decisions are optional. The transi
tion to valuebased care is here, and
here to stay. Even more than that,
CMS has set even more ambitious
timelines in recent months, aiming
to increase the speed with which
even larger percentages of patient
encounters are done within the
rubric of accountable care.
Slowly, providers are starting to
realize this.
“One of the first things we’re
seeing organizations do is begin
to stratify their organization,”
says Gaston. “They want to stra
tify their physicians, and how they
practice and what they charge and
how they bill. They want to stra
tify their patient population: Who
are their patients? Where do they
come from? How do they engage
with the organization? Is it primar
ily acute care setting services? Is it
ED services? They want to see how
frequently their patients engage
with their organization.”
Next, he says, “they begin to stra
tify their organization as a whole:
‘At what level are our departments
performing at, holistically? And
how does all of this work together?’
It boils down to how do we identify
those areas that might help us with
feefor service billing, but could be
seen as a liability or great expense
for the feeforvalue area we’re
dipping our toe into.”
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And how does the technology
itself fit into all these big plans? Are
providers making the right choices
when it comes to IT deployments?
“I think a lot of providers aren’t
necessarily jumping off a cliff and
buying big data warehouses and big
analytics solutions right now,” says
Gaston. “A lot of providers are lean
ing toward homegrown solutions
and using readily available tools.”
Even something as seemingly
humdrum as Microsoft Excel, after
all, can help turn raw data into
insights and knowledge.
Providers are “using what they
have on hand, in beginning to find
their way around their data,” says
Gaston. “We’re still at the point
where we’re trying to develop ana
lytical skills and capabilities, and
this hasn’t been broadly operation
alized yet.”
At HIMSS15 in Chicago there
were countless companies purvey
ing all types of clinical and busi

way in information technology that
supports analytics and datadriv
en decisionmaking, and it’s very
wellrefined: Retail, manufacturing,
Internet companies have advanced
that tremendously and there are
examples all around us,” he says.
“But healthcare is a much more
complicated industry, and that
leads to some of the problems why
some of the traditional tools don’t
fit very nicely.”
But certainly “the horsepower is
there across the board,” says Gaston,
“and some of the best opportunities

are being exploited and developed
by a big broad swath of people eager
to demonstrate analytics prowess.”
Geisinger has spun off its C&BI
tools into its xG Health Solutions
subsidiary, bringing its renowned
accountable care and pop health
technologies to market. UPMC
is marketing its analytics. Mayo
Clinic, too.
“And it’s all good stuff,” says
Gaston. “I think the trick is going
to be what is right for your orga
niziation and a good fit for your
geography and demographics, the

size of your organization. And your
maturity – are you ready to embrace
those tools and put them into play?”
So much “depends on the organiza
tional dynamics,” he says.
Still, there’s no question that
skepticism remains about just how
much all this data can actually acc
omplish for your gardenvariety
provider.
“When you think of the Gart
ner Hype Cycle, big data is sort of
right near the pinnacle of the hype
cycle,” Pettit suggests. “If we follow
the cycle, I wouldn’t be surprised
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if (soon) we start getting into the
downside. There’s been a lot of
hype, promising the moon, now
what does it actually look like? Is
it worth it? There will be a lot of
questioning around that.”
That said, “big data does have
big promises,” he adds. “But we
need to be discerning in what these
promises really are. And as with
anything – as we saw with EMR
adoption – there are costs associ
ated with it. It’s not going to bring
world peace. But it is going to bring
improvements in healthcare.” n
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future of healthcare

“One of the first
things we’re seeing
organizations do is
begin to stratify their
organization. They
want to stratify their
physicians, and how
they practice and
what they charge
and how they bill.
They want to stratify
their patient
population: Who are
their patients?
Where do they come
from? How do they
engage with the
organization?”
James Gaston

ness intelligence tools, touting the
analytical insight they could offer
toward better population health.
Still, it’s early.
“There are certainly a lot of
vendors out there doing exciting
things, but there’s no one tool or
collection of vendors where you
can say these are the leaders in this
space in healthcare analytics,” he
says. “There’s a lot of play out there
and a lot of opportunities.”
Healthcare may lag other indus
tries in its analytical prowess, but
just think how far it has come.
“When managed care was pro
posed and tackled decades ago, the
IT horsepower wasn’t there to back
it up,” says Gaston. “People didn’t
have the data, we certainly didn’t
have electronic medical records. Or
as broad access to claims data as
we do now.
“Other industries have led the
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No ACOs without coordination
All the technology in the world won’t help
providers improve care without a cultural
acceptance of collaboration and partnership

been paid to it as a panacea for
considering all the problems,” Shankman said.
how to assemble a viable “But a gaping hole still exists –
accountable care organiza- real-time information from the
tion, experts say the key is to home or wherever the patient
first have a strong care coordination lives. No EMR in the world will
system in place. Without cohesion tell you that information. EMRs
and collaboration among clinicians, tell what happened, but not what
is happening.”
an ACO has no
Ed Gaudet,
chance of getting
general manager of
off the ground, says
Lexington, Mass.Jonathan Shankman,
based Imprivata
senior vice president
Cor text Product
of clinical innovation
Group, agrees that
for New York-based
a cultural shift is
vendor AMC Health.
needed to reach an
“You can’t have
optimum level of
an ACO without
care coordination.
care coordination,”
“It requires a
he said. “An ACO
cultural change
just means you’re
on the same scale
accountable and Tawnya Adkisson, RN
as from horse-and-buggies to
doesn’t address the real issue.”
Care coordination is represented automobiles,” he said. “Electroby health information exchanges, nic medical records have been
electronic medical records and established for a few years, but
interoperability, but they only now through that we need to look
serve as the tools, Shankman at workflows with communicatisaid. The issue is about who is on and collaboration through the
responsible for the “pain point” wireless technology people are
of care coordination – managing using now.”
In the span of just a few years,
patients with chronic disease.
“Coordinating and providing the care teams have gone from using
visibility of chronic patients when outdated technologies like faxes
they’re home must be combined for and pagers to wireless technology
clinical decision support,” he said. with tablets and smartphones to
“The problem is that all attention communicate with each other. And
has been placed on structure – who while that proliferation has imprserves as the locus and what to oved productivity, it also raises
security concerns. What’s more,
coordinate.”
While technology is important those archaic tools are still part of
in data management, patient moni- the workflow fabric.
Imprivata is focused on solving
toring and provider linkage, the
focus on EMRs “is unfortunate both those issues, Gaudet said.
“The IT staff might see insecure
because so much attention has
BY JOHN ANDREWS, Contributing Editor

F

OR PROVIDERS

“A gaping hole still exists – real-time
information from the home or wherever the
patient lives. No EMR in the world will tell you
that information. EMRs tell what happened, but
not what is happening.”

“You can’t have an ACO without care coordination.”

texting, but when we talk to
clinicians, there is a much larger problem around replacing
the outdated forms of technology
that are still being used for these
workflows,” he said. “The goal is
to reduce the standard set of steps
and the time it takes to complete
them. We help clients establish
governance, understand workflows and care coordination so that
best practices can be established.
Most care team scenarios have
protocols that can be codified
in a way that can be placed in a
template or checklist and used to
eliminate inefficient steps of care.”
PROTECTING TEXTS
Atlantic Health is active in two
ACOs – one is hospital-focused
while the other is physicianfocused, consisting of primary
care, hospital-based primary care
providers and specialists. Organiz-

ers were “thoughtful of what is
needed” for the successful collaboration among stakeholders,
said CIO Linda Reed, particularly
on financial incentives for “good
citizenship.”
The bring-your-own-device, or
BYOD, security headache caused
by ubiquitous mobile devices is
no longer a problem at Atlantic,
Reed said, because the health
system has adopted Imprivata’s
secure platform called Cortext.
Even though the organization uses
different modalities for IT access,
the platform compensates and
offers uniform security, she said.
“Every unit is different on which
method might work best, so there
is a mix and match – ER might use
a biometric sign-on where tap-andgo might work better on the floor,”
she said. “Texting has become
ubiquitous because clinicians use
whatever is most expeditious. So
we worked with Imprivata to provide a complete secure platform.”
‘NO PLAYBOOK’
Orlando Health has been actively using population health
management technology to integrate care among its 2,000 affiliated
physicians, 500 employed physicians and inpatient providers
across its enterprise. As the health
system began acquiring physician
practices in 2011, clinical nurse
specialist Tawnya Adkisson, RN,
said the health system needed “a
level of organizational support it
never had before … a mechanism
for tracking health.”
Deploying Dallas-based Phytel’s population health solution in
November 2012, Orlando Health
soon landed a Medicare Shared
Savings Program with CMS and
an ACO contract with Cigna.
“It allowed us to get our foot
in the game,” Adkisson said. “We
asked ourselves – can we do it, do

we have the data and infrastructure to provide better care at a lower
cost to patients? Where there’s a
will there’s a way, and we earned
savings the first year.”
Indeed, the Medicare shared
savings totaled $3 million, and
the ACO program with Cigna
saved $6 million. Another shared
savings program with Florida Blue

“Every unit is
different on which
method might
work best, so there
is a mix and match
– ER might use a
biometric sign-on
where tap-and-go
might work
better on the floor.
Texting has
become ubiquitous
because clinicians
use whatever is
most expeditious.”
Linda Reed
started in 2014 has the potential to
save $2 million.
Adkisson’s role has focused on
getting clinical support for the
non-physician clinicians – nurses,
dieticians, therapists and pharmacists – to get a team-based
approach to care.
“There is no playbook for how
to do this,” she said. “We had
to figure out how to change the
workflow in order to capture the
measures we needed and we’re
still changing our workflow three
years later.” n
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Livongo lands $20M in new funding
tial product offering and is targeted to people
a digital company with either Type 1 or Type 2 diabetes. It is the
focused on chronic disease manage- first diabetes management program that is
ment has raised $20 million in Series completely mobile, digital and personalized
B funding. The company will use the capital to the user, according to the company.
It allows people with diabetes to effectiveto further develop its platform and accelerate the adoption of the company’s digital ly manage important aspects of their illness
diabetes management program, Livongo on their own. It also allows them to easily
keep their family members and
for Diabetes, among self-insured
care team informed in real-time.
employers, healthcare providers
Beth Seidenberg, general partand payers.Investors included
ner at KPCB, and Emily Melton,
Kleiner Perkins Caufield & Byers,
Partner at DFJ, will be joining
or KPCB, and also DFJ and prethe Livongo Health board of
vious investor General Catalyst.
directors.
“We are very pleased to receive
“The Livongo platform is a powthe support and insight of some of
erful disease management ecosysSilicon Valley’s premier healthcare
Glen Tullman
tem,” said Seidenberg in a stateinvestors,” said Glen Tullman,
CEO of Livongo Health, in a news release. ment. “Its ability to collect real-time biomet“With thousands of people now using ric data, analyze it in the cloud and instantly
Livongo for Diabetes, it’s clear that the best push down guidance and support to the user
way for people to manage chronic diseases is unique in diabetes management.”
Each Livongo for Diabetes user receives
like diabetes is to empower them with realtime, personalized information about their the company’s In Touch blood glucose
condition. This information improves care, smartmeter, a proprietary mobile device
reduces costs and enables people to focus on that is billed as the first cellular-enabled,
two-way interactive blood glucose meter.
their lives and not their diseases.”
Livongo for Diabetes is the company’s ini- The device captures a user’s biometric data

BY BERNIE MONEGAIN, Editor-at-Large

L

IVONGO HEALTH,

and uploads it to a cloud-based inference
engine where historical data, clinical rules
and predictive modeling are used to convert it into useable information and support that is instantly returned back to the
person with diabetes. This data can also
be shared with anyone in the user’s family
or care team, including a Livongo certified
Diabetes educator, who can provide realtime feedback and assistance via push notification, text, email or phone. ■

Each
Livongo for
Diabetes
user
receives
the
company’s
In Touch
blood
glucose
smartmeter.
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NEW
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Hyland launches
OnBase VNA
CLEVELAND – The newly-launched OnBase VNA

technology from Hyland stores both DICOM and
non-DICOM clinical content – X-rays, MRIs , CT
scans, digital photos, documents and reports –
and then makes it available, in context, from the
electronic health record. Because OnBase VNA
securely stores non-DICOM content in its native
format, it serves as an expandable repository,
officials say, enabling healthcare organizations
to consolidate existing DICOM archives while
supporting short-term, long-term and redundant storage and disaster recovery. Traditionally,
clinical specialties within a hospital have each
stored their own clinical content in a picture
archive and communication system, or PACS.
This siloed data makes
internal and external data
exchange much more difficult – necessitating that
images be burned CDs
or flash drives and physically transferred. Instead,
OnBase VNA offers a single storage platform that
standardizes and centralizes medical imaging and other patient data
from multiple vendor PACS. As value-based
care becomes the norm, it’s imperative for
healthcare organizations to “better manage the
lifecycle of their content,” says Susan deCathelineau, healthcare solutions manager at Hyland.

NavisHealth has new
mobile engagement tool
NavisHealth Solutions, has announced the general availability of its mobile patient engagement

SANTA CLARA, CA –

platform, Engage. It’s billed as “companion EHR” for hospitals, offering a mobile
app suite that gives patients tools to feel
more involved and supported in their
own healthcare. Engage complements
existing patient portals, officials say, and
helps meets meaningful use requirements
including the one requiring 5 percent of
patients to view, download and transmit
their healthcare data.

Caradigm announces
tool to manage patient
populations
Caradigm announced
earlier this year that it will include Caradigm Cohort Designer, a tool that simplifies the management of
patient populations, as
part of every qualifi ed
Caradigm Intelligence
Platform customer
implementation. Cohort
Designer empowers
non-technical clinical and business analysts to define, track
and manage patient
populations without IT
support, say Caradigm officials, enabling
effi ciencies that can lead to faster identification of areas for improvement and
prioritizations of care to drive better outcomes. Analysts can access clinical data
to manage patient populations in minutes,
and can define populations of interest,
configure multi-patient views to visualize
key trends for that selected population and
design single-patient views that provide a
comprehensive longitudinal health record
spanning encounters across the community, officials say. ■

BELLEVUE, WA –
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CMIOs aim to boost strategic role
Survey reveals they are making inroads

W

BY STEVE NILSEN, General Manager, SSi-SEARCH

in the title and
making $323,000 on average, chief medical information officers, or CMIOs,
find their time divided
evenly between strategic initiatives and
more tactical initiatives/operational responsibilities. The group at large looks for ways
to increase strategic involvement, and it is
showing progress.
The challenge to increase strategic involvement is a key focus for the latest SSi-SEARCH
study. It includes an in-depth survey with
detailed responses from more than 220
executives with CMIO responsibilities. The
retained, executive search firm continues to
track and monitor the evolution of this role,
which began when the firm was launched,
nearly 10 years ago.
The annual survey explores strategic alignment for the role of CMIO.
First, we see an overall good alignment
ITH A “C”

with system priorities across a wider spectrum of initiatives with the exception of a
few gaps.
Second, CMIOs say they are spending a
disproportionate amount of time on EHR
activities in comparison to what they perceive
as being the organization’s priorities. The No.
1 area, where CMIOs wish they could spend
more time, is population health initiatives.
Throughout the survey, we saw CMIOs
focus on achieving greater strategic alignment
with the system’s priorities.
Third, we looked at where the role is
going. While the role of CMIO still carries
many titles, for example, director of clinical informatics, the function performed by
these executives appears to be increasingly
strategic. We see the strategic elevation in
the role carrying the name chief health information officer. We also see a growing need
for physician executives who know how to
leverage technology throughout the C-suite,
including chief medical officers. The grow-
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More than ever, the chief medical information officer is being cast in a strategic role at
healthcare organizations across the country. It’s one that CMIOs welcome and often seek.

ing awareness of the criticality of technology throughout the health system spurs the
strategic evolution of the role.
Looking ahead, it is not surprising that
CMIOs tell us that the most important capability they need to acquire to meet the future
challenge of their role is data analytics, noted
by half the respondents, followed closely by a
desire to improve their operational/management skills. A similar response was noted in
the annual CIO survey, first data analytics and
second was clinical expertise.
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Both CIOs and CMIOs say they will acquire
or improve in these areas by partnering with
a team member who has particular strength
there. This is where we see the natural fit
between these two leaders. The CIO brings
the operational/management skills the CMIO
seeks to build. The CMIO brings the clinical
expertise the CIO needs to fill an important
gap on the team. The fact that both groups
look to fill these gaps through partnership
points to a potentially productive and powerful leadership dyad. n
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90% of our physicians place electronic orders, 100% of our nurses document
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UT MD ANDERSON CANCER CENTER

ON THE MOVE
David Levin, MD, will serve as physician executive at Charlotte, NC-based PeraHealth, a provider
of real-time clinical surveillance
software. Previously he served as
CMIO at Cleveland Clinic, where
he founded the system’s Clinical
Decision Support Center of Excellence. In his new role, Levin will
work with PeraHealth client hospitals and health David Levin, MD
systems to help them improve
care coordination and prevent
harm. Kate Black was named privacy officer and corporate counsel
at 23andMe, a personal genetictesting company; previously, she
Kate Black
served as federal regulatory and
interoperability policy analyst with the Office
of the National Coordinator for Health IT. Todd
Rogow, former CTO of HealthInfoNet, Maine’s health information exchange, will take the role
of CIO and senior vice president
of Healthix, a regional health
information organization in New
York. William Bria, MD, chair of
the Association of Medical Direc- Todd Rogow
tors of Information Systems, or
AMDIS, was named executive vice
president of medical informatics
and patient safety for CHIME after
CHIME and AMDIS, an organization Bria founded, joined forces
last March to share educational
William Bria, MD
opportunities and advocacy roles.
Deette “Dee” Emon has been named vice president and chief information officer
at Wake Forest Baptist Medical
Center in Winston-Salem, N.C.
Jay Wohlgemuth, former chief
scientific officer of Quest Diagnostics, joined Palo Alto, Calif.-based
HealthTap as the company’s chief
healthcare officer. Health analytics Deette “Dee” Emon
and data leader, Brad Ryan, MD, has joined Apervita’s executive team as chief commerce officer. Prior to joining Apervita, he served as general manager
for payer and provider solutions at
IMS Health. Lynda Chin, MD, will
join The University of Texas System as its associate vice chancellor
Lynda Chin, MD
for health transformation and chief
innovation officer for health affairs. Heidi Twedt,
MD, has been appointed chief medical information
officer for the Sanford Health system.
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Bryan Sivak, chief technology officer at
the U.S. Department of Health and
Human Services, stepped down from the
office last month. As Healthcare IT News
went to press, there was no word about
what was next for him. Sivak was known
for pushing innovation at HHS. He joined
the agency in June 2012, succeeding Todd Park, who
had left the post for one as White House CTO. Before
joining HHS, Sivak had served as chief innovation
officer for the state of Maryland, and before he came to
public service, he founded InQuira, a Silicon Valley
knowledge management and self-service software
company, which was later acquired by Oracle.
The Indiana Health Information
Exchange named Charles E. Christian
vice president of technology and
engagement, beginning May 1, 2015.
Christian has more than 40 years of
experience in healthcare, including 26
in the role of CIO at hospitals in
Indiana and Georgia. As the CIO for 26
years of Good Samaritan Hospital in
Vincennes, Ind., where he led the development and
implementation of innovative information technology
strategies and activities. Prior to his position with Good
Samaritan, Christian worked in healthcare IT for
Compucare and Baxter Travenol, in both management
and implementation roles.
Daniel Martich, MD, vice president for
physician services and chief medical
information officer at the University of
Pittsburgh Medical Center, has been named
chief medical officer of the West Virginia
United Health System in Morgantown, W.V.
Martich has been CMIO at UPMC for the
past 15 years and has worked for the
20-hospital health system for almost 23 years. WVUHS is
the largest healthcare system in West Virginia, and the
state’s second-largest private employer. Martich will begin
work at the health system in June, where he will
coordinate efforts across WVUHS to improve healthcare
quality both in hospitals and physician offices.
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Q&A: Robert Wachter, MD, on
health IT’s ‘hope, hype and harm’
Hospitalist and patient safety expert takes a wideranging look at the promise and perils of digitization
BY MIKE MILIARD, Editor

T

HE INTERVIEWS really

brought it to
life; it was fun to do,” says Robert
Wachter, MD, describing the 90 or
so people, from across the healthcare industry and beyond, he spoke with for
his probing and sometimes provocative new
book, The Digital Doctor: Hope, Hype and Harm at
the Dawn of Medicine’s Computer Age (McGrawHill), which looks at the consequences –
intended and unintended – of the past five
years of electronic health records.
Wachter, associate chair of the department
of medicine at the University of California, San
Francisco, explores the sprawling and multi-faceted evolution taking place across this enormous
industry these past few years through a series of
well-reported and engagingly written vignettes.
He explores everything from the EHR’s effect on
the physician note to the impact of big data and
supercomputers on care delivery.
Crucially, he explores IT’s impact on quality and safety – focusing on a jaw-dropping
case at his own hospital where a child was
administered a 39-fold overdose of a common antibiotic thanks to an electronic
miscommunication.
Q: The subtitle of your book mentions
the “hope, hype and harm” of health
IT. Should we read anything into the
order in which you list those words?
A: Not really, other than they sounded good
in that order. But the three words themselves
are crucial, and I thought carefully about them.
What I wanted to make clear was that much
of the discussion about health IT, much of
the writing about health IT has sort of veered
toward the hype side. And I think that’s understandable. There are some vested interests that
do have an interest in that. We’re so used
to IT in the rest of our lives exceeding our
expectations and being almost jaw-dropping
in terms of how good it is, I think the disconnect between the promise and what we’re
seeing in healthcare created they “hype” part.
The “harm” was a little tricky. Because
there’s no question that I think care is better
and safer with computers than without them.
But I do think we are seeing real instances of
harm and I do spend a fair amount of time
in the book going through one case (the

antibiotics overdose at UCSF) that I think
is emblematic and has surprised many of us
who have worked in patient safety. We were
waiting for years for computers to fix the
problems of medical mistakes, and they’re
doing that to some extent, but they’re also
creating other new hazards.
The “hope” was very important. I didn’t
want people to think I was a luddite, or
that the book would be a dismemberment
of the health IT industry, or not reflect my
deep feeling that we have to do this, we just
have to do it better.
Q: Talk about your own
experiences with health IT.
A: I don’t think I was all that atypical. Because
I spend part of my time practicing, part of my
time administering and part of my time writing, I saw it in different dimensions than a doctor or nurse might. I certainly saw the clinical
impact, but then I would see the impact when
I would go to the quality and safety committee
and begin to hear about new kinds of errors.
Our first EHR was pretty clunky and there
were the typical problems of new IT systems:
It would freeze on you and it would go down
periodically. It was blocking and tackling
type of stuff. It was just not a very good piece
of technology and that was obvious up front.
Not to excuse it, because we needed it to
work, but it was like your cell phone from 20
years ago, and we hoped it would get better.
The parts that really began to surprise me,
and made me realize this was a more interesting and richer set of questions than I had
recognized, were the changes in communication patterns. As I mention in the book, this
idea of the end of radiology rounds. I mean,
who would have guessed that?
I went back and checked the literature to
see if anybody, prior to radiology going from
analog to digital, was anybody doing any
hand-wringing about what this was going to
do to the field, to the value of clinicians of
going down and talking about their X-rays
with radiologists? Almost nothing there. It was
sort of a surprise to everyone. But quite clear
that the minute radiology went digital, the
rounds, which had been absolutely wonderful
– the docs taking care of the patients would go
down to the radiology department, look at the
films and discuss the cases with the radiolo-

“We’re so used to IT in
the rest of our lives
exceeding our
expectations and being
almost jaw-dropping in
terms of how good it is.”
Robert Wachter, MD
gists – they just evaporated, almost overnight.
And it dawned on me that nobody thought
that would happen, but it was, in retrospect,
completely obvious it would happen. You’re no
longer tethered to the radiology department
by a film or to a floor, to a ward, by a paper
chart. And that’s really where I began thinking
about these unanticipated, almost sociocultural
impacts. And then when I watched Watson beat
the Jeopardy! champions, I sat there and thought,
“Oh my God, when is that coming to medicine?”
It wasn’t until the day where I attended
the meeting where we discussed this unbelievable medical error where we gave a kid a
39-fold overdose – at a hospital where there
are a lot of really good and smart people,
and some of the best technology that a lot of
money can buy. There was a moment where
I was just flabbergasted. And then the next
moment I came home and said, “I really need
to write a book about this.”
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Q: So how did you decide how to lay
the book out? You let the anecdotes
tell the story, but how did you decide
who to talk to, where to go?
A: I sort of started at the beginning. And the
breadcrumbs led me to various places. The
things I knew I wanted to do in the very
beginning were to do something about the
note, and why documentation had become so
problematic. I knew I wanted to do something
on communication patterns. I knew I wanted
to do something on artificial intelligence.
I knew I wanted to do something on this
one particular error because that’s my sweet
spot, patient safety. And I knew I wanted to
do something about big data, mostly because
I kept hearing about it and I didn’t know
much about it and I thought it sounded cool.
I wanted to know if it was real, or all hype.
Those were some of the general directions
I wanted to go in. I also knew that the reason
this was such an interesting story now, and
not so much 10 years ago, was that we are
in this remarkable period after 15-20 years of
talking about computerization, where it has
finally happened in the past five years – largely
because of HITECH and $30 billion of federal
fertilizer. I knew I needed to explore those
policy dimensions at some level: Has that
federal intervention worked, or not worked?
So those are five or six threads, and with
each of them I sort of started at the beginning.
For the fed angle, (former National Coordinator for Health IT David Brailer, MD) is
a good friend and I called and asked what
were you thinking at the time and how did
it work? I came into this with the bias that it
was a really good idea; that healthcare was
a market failure and we needed government
intervention to make it work and getting us
computerized. Sure, I’d heard a little bit of
moaning about “meaningless abuse” but I
thought it was sort of people who were antigovernment. This was our first interview, and
David said to me, “It’s turned into the Frankenstein that I’d most feared.”
There were other parts that were complete
serendipity. Captain (Chesley) Sullenberger
told me that if I was really interested in this
I should think about going up to Boeing to
see what they think about computers in the
cockpit, and cockpit design. I never would
have thought of that on my own, and I’m not
sure I could have gotten access. But one email
from Sully and I’m sitting in a 777 simulator. ■
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