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Feds Issue Rule on HIT Certification, Meaningful Use
B Y  A L I C I A  A U LT

The federal government has published regulations
that will allow for temporary certification of elec-

tronic health records—the first step in helping physi-
cians and other providers get the software and hardware
required to be eligible for bonus payments under fed-
eral health programs.

According to the Office of the National Coordinator
for Health Information Technology (ONC), the rule
“establishes processes that organizations will need to
follow in order to be authorized by the National Co-
ordinator to test and certify [electronic health record]
technology.”

“We hope that all [health information technology]

stakeholders view this rule as the federal government’s
commitment to reduce uncertainty in the health IT
marketplace and advance the successful implementa-
tion of EHR incentive programs,” said Dr. David Blu-
menthal, national coordinator for health information
technology, in a statement. 

Certification means that the EHR package has been
tested and includes the required capabilities to meet the
“meaningful use” standards issued by ONC. Hospitals
and physicians will have the assurance that the certified
EHRs can help them improve the quality of care and
qualify for bonus payments under Medicare or Medic-
aid. The incentive payments were authorized by the
Health Information Technology for Economic and Clin-
ical Health (HITECH) Act, part of the Recovery Act. 

“By purchasing certified EHR technology, hospitals
and eligible professionals and hospitals will be able to
make EHR purchasing decisions knowing that the
technology will allow them to become meaningful
users of electronic health records, qualify for the pay-
ment incentives, and begin to use EHRs in a way that
will improve quality and efficiency in our health care
system,” Dr. Blumenthal said.

This rule, published June 18th, was for a temporary
certification program. A final rule on permanent cer-
tification of EHRs will be issued in the fall. ■

For more information about the temporary certification
program and rule, please visit http://healthit.hhs.gov/
certification.

ACP Pushes Quality as Key Role for EHRs 
B Y  M A RY  E L L E N  S C H N E I D E R

FROM THE ANNUAL MEETING OF THE

AMERICAN COLLEGE OF PHYSICIANS

T O R O N T O —  For electronic health
records to have real value, physicians
must use them to improve quality, not just
to ease documentation and coding.

That’s the message the American Col-
lege of Physicians is sending to doctors,
policy makers, and the health informa-
tion technology industry with the release
of a position paper on EHR-based qual-
ity measurement and reporting. The pa-
per outlines several objectives to maxi-
mize the use of EHRs for reporting
quality measures, such as using only
those measures that are clinically rele-
vant and help improve outcomes. 

The ACP advised that any EHR-based
measurement should be based on infor-
mation routinely collected during a visit.
This will likely require EHR systems to in-
clude new functionalities that are not
part of today’s standard systems, such as
practice-based registries that allow re-
porting on a population of patients, as
well as connections to patient portals. 

The collection of information must
not create another administrative burden
for physicians, said Dr. Michael S. Barr,
ACP’s vice president for practice advoca-
cy and improvement. “If we layer addi-
tional processes onto the daily workload
of doctors, especially without taking
away other responsibilities, we won’t get
the potential of EHRs because physi-
cians will not implement them,” he said. 

The paper also emphasizes the need
for EHRs to provide real-time clinical de-
cision support systems that are linked to
quality reporting. This would allow
physicians to get patient-specific recom-
mendations after entering routine clini-
cal information into the system. 

This kind of real-time feedback has
been lacking in current quality reporting
programs such as Medicare’s Physician
Quality Reporting Initiative (PQRI), said
Dr. Joseph W. Stubbs, ACP president. He
said there is often a long lag time be-
tween when physicians report on mea-
sures and when they receive reports on
their performance under PQRI. For ex-
ample, he submitted his final 2008 qual-
ity measures in December 2008 and did

not receive any feedback until October
2009. “That kind of feedback ... is not a
very helpful thing,” Dr. Stubbs said. 

Most current EHR systems can’t pro-
vide the level of functionality described
in the ACP’s policy paper. But technolo-
gy is not the major obstacle, Dr. Barr said.
A bigger barrier is the cultural change re-
quired of each member of the clinical
team in rethinking the office workflow as
part of EHR implementation, he said. 

Another hurdle is the physician pay-
ment system. The current volume-based
system doesn’t allow physicians to be
paid for actually improving quality, Dr.
Stubbs said. “Without the business mod-
el for practicing better quality of care, it’s
an extraordinarily expensive prospect for
physicians, particularly in small groups,
to think about putting in an electronic
health record,” he said. 

Despite these obstacles, the ACP is en-
couraging its members to adopt EHRs,
and is launching new resources for eval-
uating the technology. At the annual
meeting, the ACP demonstrated its new
AmericanEHR Partners program
(www.americanehr.com), a Web site that
will provide comparisons of EHR prod-
ucts, information on physician experi-
ences with the technology, and oppor-
tunities for online social networking.
The resources will be free and open to all
physicians, not just ACP members, and
is expected to be live by early June. 

The focus on using EHRs for quality
comes as the federal government is fi-
nalizing regulations on what constitutes
“meaningful use” of EHRs, the standard
for qualifying for Medicare and Medicaid
incentive payments under the HITECH
(Health Information Technology for
Economic and Clinical Health) Act.
Physicians who demonstrate meaningful
use of certified EHR technology can
earn up to $44,000 in bonus payments
under Medicare starting in 2011. A sim-
ilar program under Medicaid allows eli-
gible physicians to earn nearly $64,000 in
incentive payments. 

Dr. Stubbs said the federal incentives
could be a big boost for physicians look-
ing to purchase EHR systems. But the
success of the program depends on
whether the meaningful use criteria can
actually be achieved. The worst thing

would be for physicians to invest money
up front to purchase EHRs, but find out
later that they fell short of meaningful
use by one measure and thus won’t get
any incentive dollars. “That would do
more to destroy the effort than any-
thing,” Dr. Stubbs said. 

As written, the proposed rule on mean-
ingful use is not achievable, said Dr. Pe-
ter Basch of MedStar Health in the Balti-
more-Washington area. 

The overall goals of meaningful use are
reasonable, he said, but the details in the
proposed rule raise concerns. Some of the
metrics and thresholds in the rule contain
“unintended trip wires” that even ad-
vanced users of EHRs probably can’t

overcome, he added. But Dr. Basch, who
also is a member of the ACP’s Medical
Informatics Subcommittee, said he is
hopeful that the Centers for Medicare
and Medicaid Services will modify the re-
quirements in the final rule that is ex-
pected later this year, so that the average
physician can achieve meaningful use in
2011 or 2012. 

“These are dollars they do want to pay
out,” he said. “They do want to make
this reasonable for doctors to do.” ■

The ACP position paper is available online
at www.acponline.org/advocacy/where_
we_stand/health_information_technology
/ehrs.pdf. 

The return on investment that
physicians can expect to see after

implementing an electronic health
record is likely to differ greatly based
on the size of their practice, according
to one health information technology
expert.

In large practices, physicians can an-
ticipate significant cost reductions
from elimination of chart pulls and im-
proved intra-office communication.
And such practices are likely to achieve
savings from improvements in process
throughput, coding, elimination of
transcription, reductions in physician-
to-staff ratios, and increased produc-
tivity, Dr. Basch said.

But the return on investment equa-
tion is quite different for small prac-
tices, Dr. Basch said. For example,
small practices can’t bank on saving
much by reducing or eliminating chart
pulls, because they typically keep
charts right in the office and don’t pay
$8-$15 per chart pull the way large
practices do. Small practices have the
potential to reduce some staff follow-
ing EHR adoption, but that won’t hap-
pen immediately. Also, if the practice
is already fairly lean there may not be
much trimming of staff costs, he said. 

The greatest potential for savings

comes from better coding and the
elimination of transcription. “Most of
us tend to undercode, and EHRs can
help us with coding,” Dr. Basch said. 

Small practices have additional ob-
stacles when implementing an EHR,
he noted. They generally don’t have
sufficient capital to invest in an expen-
sive system, so they have to borrow
money or take a reduction in income
during the initial start-up period. Prac-
tices that aren’t interested in taking out
loans or reducing their income can
consider an application service
provider model, which essentially al-
lows them to lease an EHR system.
This isn’t a good fit for every practice,
Dr. Basch said, but it is attractive be-
cause it doesn’t involve a large cash
outlay upfront. 

For practices considering the leasing
approach, the monthly cost will be
important. Those costs have typically
ranged from $500 to $1,000 per month,
but they appear to be coming down,
Dr. Basch said. “As those monthly fig-
ures begin to move down because of
market pressure, this could certainly
make an EHR investment a lot more
affordable for many, many people,” he
said. 

—Mary Ellen Schneider

Small Practices Have Smaller 

Return on Investment From EHRs


