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Physicians need more time 
with older, chronic care patients

The healthcare policy both political parties agree on  PAGE 38READ MORE

en to 20 minutes. Th at’s the 
length of time the aver-
age primary care physician 
spends during a consult 
with older patients with 

multiple chronic conditions.
For most physicians, the most 

rewarding part of the job is the 
relationships we cultivate with our 
patients. And these relationships are 
especially true for the three in four 
Americans 65 years and older who 
have two or more chronic health 
conditions. By developing strong 
relationships with our patients, 
we’re not only able to treat their 
immediate conditions, but also 
address any accompanying social 
and emotional issues that could 
infl uence health outcomes. 

But 10 minutes isn’t enough time 
to do all that we want to do and 
have all the conversations that we 
want to have with our patients. How 
do we address this gap so our sickest 
patients get the care they need? 
About two-thirds (66 percent) of pri-
mary care physicians say they don’t 
have the time and/or bandwidth to 
worry about patients’ social issues, 
and more than two in fi ve patients 
(44 percent) don’t tell their doctor 
about those issues. And only 3 per-
cent said a consult one to two times 
a year was suffi  cient to deliver care 
for these patients. Th ese startling 

fi ndings are from a recent survey 
commissioned by Quest Diagnostics 
to fi nd out how primary care phy-
sicians and Medicare-age patients 
view managing their multiple 
chronic health conditions.

Quest surveyed PCPs and adults 
aged 65 and older with multiple 
chronic conditions to better under-
stand their perceptions of chronic 
conditions and care management. 
Th e responses underscore gaps in 
care related to behavioral health 
issues, and the solitary journey 
many patients feel they are on when 
it comes to their health. 

One can argue that there’s a dis-
connect between patients and their 
PCPs, but there doesn’t have to be.

CMS began to reimburse for 
chronic care management (CCM) 
services in January 2015 as a means 
of supporting patients in between 
physician visits. CCM services are 
non-face-to-face services provided 

to Medicare benefi ciaries who have 
multiple chronic conditions. CCM 
services may provide 24-hour access 
to qualifi ed providers for patients 
who could benefi t from help on 
meeting care plans, scheduling doc-
tor visits, medication management, 
and escalating emergency issues. 

CCM services reimbursed under 
these new rules include electronic 
and phone consultations with 
trained professionals. Patients bene-
fi t from timely and specifi c consul-
tations with trained professionals 
as part of chronic care management 
services. PCPs who engage in these 
services can rest easier knowing a 
trained professional is following up 
with patients and reporting back 
issues through EHRs. In fact, the 
Quest survey found that 84 percent 
of PCPs said a CCM service could 
help them deliver care to complex 
patients. Yet about half did not know 
CMS reimburses for such services. 

CCM can be part of the solution. 
With better support, patients may 
experience better care and out-
comes as major health issues are 
identifi ed early and averted. And 
helping patients lead longer, more 
productive lives is time well spent. 

Jeffrey Dlott, MD, is medical director for 

coagulation at Quest Diagnostics and a 

practicing hematologist in Chantilly, Va.

T
“How do we 

address this gap in 

care so our sickest 

patients get the 

care they need?”
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 survey of 1,000 ran-

domly selected pri-

mary care physi-

cians by researchers 

at Johns Hopkins 

revealed signifi cant gaps in the 

respondent’s overall knowledge 

of risk factors, diagnostic criteria 

and recommended prevention 

practices for prediabetes. 

Survey questions evaluated 

the physicians’ knowledge in 

three areas:

❚ Risk factors that should prompt 

prediabetes screening, laboratory 

criteria for diagnosing prediabetes, 

and recommendations for predia-

betes management.

❚ Practice behaviors regarding predia-

betes management.

❚ Perceived barriers and potential 

interventions to improve prediabe-

tes management.

Th e results revealed substan-

tial gaps in primary care physi-

cians’ knowledge in all three cat-

egories measured, according to 

the study. For example: Only 42 

percent of respondents chose the 

correct values of the fasting glu-

cose and Hb1Ac tests that would 

identify prediabetes.

Th e results suggest that 25 per-

cent of primary care physicians 

may be identifying people as hav-

ing prediabetes when they actually 

have diabetes, which could lead 

to delays in getting those patients 

proper care.

Th e researchers suggest better 

educating physicians about dia-

betes prevention, providing eas-

ier access and reimbusementfor 

physicians and their patients to 

national diabetes prevention life-

style change programs and off er-

ing new tools to improve predia-

betes diagnosing.   

Study: PCPs defi cient 

in recognizing prediabetes
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A
“bold proposal” to reduce the 
documentation burden on phy-
sicians was released as part of 
CMS’s 2019 proposed Medicare 
Physician Fee Schedule (PFS). 
Th is seemed to have begun as an 
eff ort to listen to stakeholders 
and address the problems of out-

of-date guidelines, cloning, EHR misuse, and 
problems that have evolved since the incep-
tion of the documentation guidelines. 

However, this proposal introduces a 
wholly self-serving and uninvited com-
ponent of a change to payment rates and 
methodology that no one asked for.

PAYMENT CHANGES?
Th e catchy tagline of “Patients over 

Paperwork” implies a quality issue caused in 
part by administrative overkill, but let’s not 
forget that these are the federal guidelines 
that have been enthusiastically enforced for 
more than 20 years by this same CMS.

Last year, when CMS sought input from 
stakeholders about the need to reduce the 
documentation burden caused by “adminis-
tratively burdensome and outdated” guide-
lines—their own words—the decision was 
hailed within the industry.

  CMS had said, “We are … specifically 
seeking comment on whether it would be 
appropriate to remove our documentation 
requirements for the history and physical 
exam for all E/M visits at all levels.” The 

agency went on to say that, “We believe 
medical decision-making and time are the 
more significant factors in distinguishing 
visit levels and that the need for extended 
histories and exams is being replaced 
by population-based screening and 
intervention, at least for some specialties.”

No argument there. Physicians have been 
looking forward to the results of the comment 
period and hoping for some regulatory relief.

CMS didn’t say, “While we’re at it, let’s 
change the way providers are paid. Let’s 
fi nd a way to pay providers less, particu-
larly for the most complex patients.” But 
that’s exactly what they’ve done with this 
new proposal.

In July, CMS administrators and physician 
leadership from the offi  ces of Health Infor-
mation Technology and Center for Medicare 
and Medicaid Innovation (CMMI) gath-
ered for a telecast promoting “Patients over 
Paperwork,” or their E/M coding reform.

Touting their heartfelt desire to reduce 
documentation burdens and save individ-
ual physicians 51 hours a year in documen-
tation time (roughly an hour a week), these 
former practicing physicians went on to give 
some real examples of how the current doc-
umentation guidelines don’t work well in 
the EHR environment.

It’s true that it’s diffi  cult to fi nd the real 
information in an over-templated note, and 

Is it ‘patients over paperwork’ or a bait and switch?

E/M coding changes 

Continued on page 6
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E/M coding changesMoney

this could be a danger to patients. It’s a lit-
tle less true that docs can’t write real notes. 
Docs don’t—or won’t is more like it—but 
some EHRs don’t make it easy, either. 

THE DOCUMENTATION BURDEN
Th e fi rst part of the proposal is directed at 
the real issue: the documentation burden. 

Th e proposal states, “We propose to 
apply a minimum documentation standard 
where, for the purposes of PFS payment for 
an offi  ce/outpatient E/M visit, practitioners 
would only need to meet documentation 
requirements currently associated with a 
level 2 visit for history, exam and/or medical 
decision-making (except when using time to 
document the service).”

Th e proposed rule doesn’t specify what 
level 2, new or established, but let’s assume 
established since most visits are established. 
Th at’s a surprising choice since the docu-
mentation burden is so low—no reviews of 
system (ROS), one exam element, and sub-
acute decision-making.

A 99213 is the most widely reported E/M 
code and is generally recognized to repre-
sent one unit of provider work, an acute 
uncomplicated problem, or a stable chronic 
illness. It is somewhat surprising to see, 
then, that the documentation level wasn’t 
set there, since it is still very easy to achieve 
without “note bloat.” But perhaps that is 
intended as more of the bait, because here 
comes the switch. 

CMS writes: ‘‘We believe our proposed 
documentation changes for E/M visits are 

intrinsically related to our proposal to alter 
PFS payment for E/M visits. … We are pro-
posing to create a single rate under the PFS 
that would be paid for services billed using 
the current CPT codes for level 2 through 5 
E/M visits. It would not be material to Medi-
care’s payment decision which CPT code (of 
levels 2 through 5) is reported on the claim.”

Now that we have reduced the docu-
mentation burden for all E/M levels within 
a code category to a level well below what 
most codes report and require, it doesn’t 
matter what code you pick. CMS will pay 
you the same amount.

Somehow, documentation reduction 
has now introduced payment consolida-
tion and in many, if not most cases, pay-
ment reduction for some providers. Th is 
is not an unintended consequence. Th is is 
calculated and deliberate.

UNINTENDED CONSEQUENCES
Th e rest of the proposal dealing with E/M 
goes on to say that you can use a time basis 
to select your code, MDM, or even the old 
1995 and 1997 guidelines as the basis for 
your code selection. Th e point is, it no longer 
matters what codes you choose because you 
get paid the same.

CMS will likely fi nd that physicians lose 
interest pretty quickly in coding and docu-
mentation once it is uncoupled from pay-
ment. What they had been complaining 
about, justifi ably, was the time it took to 
document, not to code.

Were this proposal to be passed as is, it 
could result in some real unintended conse-
quences. Th e fi rst provider to comment on 
this to me said, “Fine, if you make all the visit 
and payments the same, I’ll just fi re all my 
complex patients.” Th ere’s a consequence. 
It’s probably not the majority view, but it’s 
one that CMS should have considered.

Perhaps CMS should just do what it said 
it set out to do: reduce the documentation 
burden that they created. Make it a little 
easier to use the EHR that they mandated, 
and don’t disguise a budget initiative as 
a regulation reduction. Th e sound bite of 
“Patients over Paperwork” doesn’t disguise 
the money grab. 

Bill Dacey, MBA, CPC is principal in The Dacey Group, 

Inc., a consulting firm dedicated to coding, billing, 

documentation, and compliance for physicians. 

“Perhaps CMS should just do what it said 

it set out to do: reduce the documentation 

burden that they created. Make it a little 

easier to use the EHR that they mandated, 

and don’t disguise a budget initiative as a 

regulation reduction.”
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P
rescription drug prices are on 
the rise. Data from the Centers 
for Medicare and Medicaid Ser-
vices  reveals that on average, 
Americans spend approximately 
$1,200 a year on prescription med-
ications, numbers that have gone 
up due to rising prices. 

In fact, a recent study by the Kaiser Fam-
ily Foundation showed that nearly one-third 
of patients say they’re skipping prescription 
medicine because of the cost. Th at same study 
noted four out of fi ve Americans believe the 
cost of prescription drugs is unreasonable.

Viquar Mundozie, MD, FAAFP, a family 
physician at Mercyhealth Harvard South 
in Harvard, Ill., says he often sees patients 
having to choose between fulfi lling daily 
necessities versus taking medications. 

“Many Medicare patients are desperate 
for help aff ording meds,” he says. “As primary 
care providers, the burden of infl ated drug 
prices comes as urgency and we need to be 
proactive in speaking up and advocating for 
our patients. Th is not only helps our patients 
but entire communities and our nation.”

David Belk, MD, an internist in Ala-
meda, Calif., says it’s important to under-
stand that the rising cost of prescription 
drugs usually applies to brand name med-
ications. He’s seen studies showing that 

apprpoximately 87 percent of prescrip-
tions fi lled in the U.S. in the last two years 
were for generic medications, and since 
pharmacies purchase most generic med-
ications for pennies a pill, this is one way 
costs can be lowered.

“People really need to know this because 
the cash price for many of these prescrip-
tions can often be less than the insurance 
copay for the same medication,” he says.

For example, Atorvastatin 20 mg (gener-
ic Lipitor) can be purchased for a cash price 
of about $16 for 100 pills. But that same 100 
pills of Lipitor will costs more than $1,400. 
According to CMS, pharmacies in the U.S. 
paid an average of 9 cents a pill for Atorvasta-
tin and just over $14 a pill for branded Lipitor.

Another thing that can help alleviate 
some cost is contacting the pharmaceuti-
cal company and asking for discounts for 
copays. Th is is a method that Belk has seen 
work for his patients. 

HELP IS AVAILABLE
As of July  2019, more than 3,400 drugs have 
increased in price, a 17 percent increase 
compared with the nearly 2,900 drug price 
hikes at the same time in 2018, according 
to a new analysis by Rx Savings Solutions, 
which provides pharmaceutical advice to 
health plans and employers.

Assisting patients 

with rising costs of 

prescription drugs
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“We need lawmaker to implement legis-
lation that puts a cap on price infl ation by 
drug companies,” Mundozie says. 

He notes there are some resources that can 
help, including assistance programs to those 
eligible off ered by pharmaceutical compa-
nies, nonprofi t groups or state governments. 

To get the assistance process started, he 
says, patients need to fi ll out an application 
with the drug manufacturer. If the patient 
qualifi es, the doctor might have to provide 
additional information. Th en the drugs are 
either mailed to the patient or their primary 
care physician.

While a specialist could do this as well, 
Mundozie says it’s usually primary physi-
cians due to a close and long-term relation-
ship with the patients, since these meds 
need to be prescribed for a long time and 
papers need to fi lled periodically.

“We have a nurse coordinator that helps 
our patients get the process started and 
makes sure they understand the process 
and helps them get their medications on a 
regular basis,” Mundozie says. 

Many states off er drug assistance pro-
grams. Th ese vary and tend to be geared to-
ward the elderly, the disabled, those in fi nan-
cial need, or patients with specifi c conditions, 
like HIV/AIDS or end-stage renal disease. 

In addition, there are assistance pro-
grams run by nonprofi t groups, such as 
Partnership for Prescription Assistance, that 
help low-income, uninsured patients get 
free or low-cost brand-name medications.

Th omas Sullivan, MD, a cardiologist with 
44 years of clinical practice experience and 
former associate medical director of Blue 
Cross Blue Shield of Massachusetts, says 
when a physician prescribes a new drug, the 
problem is that the patient and prescriber 
typically do not know the copay until the 
pharmacist checks the patient’s coverage. If 
the copay is unaff ordable in the eyes of the 
patient, then it requires a usually inconve-
nient call or return visit to the prescriber to 
discuss alternatives. Th is might take con-
siderable time and delay treatment.

Th at’s why DrFirst and Humana cre-
ated “myBenefi tCheck” (widely known in 
the industry as Real-time Benefi t Check), 
which enables patients and providers to 
collaborate on medication selection based 
on a patient’s current insurance benefi t 
and potential out-of-pocket costs. 

“Physicians are now able to quickly look 
up what the copay is while the patient is 
with them in the offi  ce and know the exact 
copay before it is sent to the pharmacy,” 
Sullivan says.

APPS CAN HELP
Th ere are also a multitude of apps that doc-
tors and patients can use to help fi nd lower 
prices for prescription drugs. For instance, 
Mundozie has had great success with the 
app GoodRX, which off ers price comparison 
among pharmacies near a specifi c location 
so a patient gets the most benefi t in savings 
on their prescriptions.

“Prescription drug prices can vary wide-
ly from pharmacy to pharmacy, even if you 
have insurance,” he says. “Th is app shows 
you the comparative prices at the local phar-
macies so patients can choose to go to the 
pharmacy that saves them the most.” 

RESOURCES FOR PATIENTS

Here are organizations and apps you can point patients to for drug 

price help:

 ❚ NeedyMeds: maintains an extensive online database of patient 

assistance programs, drug discount programs and drug coupons

 ❚ RxAssist: an online database of drug company programs that 

provide free or affordable drugs and co-pay assistance

 ❚ Center for Benefi ts: provided by the National Council on 

Aging, which shares information about assistance programs for 

low-income seniors and young adults with disabilities.

 ❚ Honeybee Health: an online pharmacy founded by pharmacists, 

offers an evident drug pricing search that helps consumers check 

and compare the cost of their prescription medications.

And some additional apps that physicians recommend include: 

 ❚ GoodRx: An app that’s free to download that provides drug 

discounts for patients, and allows comparison shopping at 

different local pharmacies. There is a paid version that provides 

more discounts in some cases.

 ❚ Easy Drug Card: A discount prescription app for uninsured 

patients or who have insurance that won’t cover the cost of a 

particular medicine. It can help people save up to 80 percent 

on FDA-approved drugs at over 60,000 pharmacies nationwide 

according to its website.

 ❚ FamilyWize: Another free app that provides a discount card 

for use at most major pharmacies. The average savings is 40 

percent per prescription, according to data on its website.

 ❚ ScriptSave WellRX: Especially helpful for those without 

insurance or whose insurance does not cover a prescription 

medication, this app also provides a card that can help people 

save up to 80 percent on prescriptions. 
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Don’t get fi ned: Why you must 
provide patients with record access 
After 22 years of HIPAA 

and 10 years of the 

HITECH Act on the books, 

it should be common 

knowledge that patients 

have a right of access to 

their medical records.

Although physician 

practices or business 

associates can charge a 

fee for patient medical 

records, it must be rea-

sonable, and the format 

(e.g., paper or electronic) 

matters. “The HIPAA 

Privacy Rule at 45 CFR 

164.524(c)(4) permits a 

covered entity to charge 

a reasonable, cost-based 

fee that covers only cer-

tain limited labor, supply 

and postage costs that 

may apply in providing an 

individual with a copy of 

PHI in the form and for-

mat requested or agreed 

to by the individual.” 

Additionally, an entity 

may charge a fl at fee 

“not to exceed $6.50 per 

request” to avoid going 

through the process of 

calculating allowable 

costs for electronic 

copies of PHI maintained 

electronically. Regard-

less of the cost issue, 

which is meant to be 

minimal, patients do 

right to patient records 

extends to parents who 

seek medical information 

about their minor chil-

dren. In this case, it was 

a mother who sought 

prenatal health records 

about her child.

“Providing patients 

with their health infor-

mation not only lowers 

costs and leads to better 

health outcomes, it’s the 

law,” said OCR Director 

Roger Severino in a press 

release.  “We aim to hold 

the healthcare industry 

accountable for ignoring 

peoples’ rights to access 

their medical records and 

those of their kids.”

Although Bayfront did 

not admit liability, it had 

to conduct the following 

as part of its corrective 

action plan:

❚ update its policies 

and procedures;

❚ provide training to 

staff on at least an 

annual basis and 

keep track of each 

person’s training 

completion;

❚ retain all documents 

for six years; and

❚ keep track of 

business associates.

This action by OCR 

serves as a reminder to 

physicians and business 

associates alike. Now 

is a good opportunity to 

make sure that staff are 

educated on the federal 

and state time frames 

to provide a patient or 

representative with a 

copy of medical records, 

that policies and proce-

dures are up to date and 

that acceptable charges 

have been relayed to staff 

or business associates 

handling these requests. 

Failure to do so can lead 

to outcomes similar to 

Bayfront, which are costly 

in terms of time, fi nes 

and reputation. 

have a right of access 

to their own medical re-

cords, including those of 

an unborn fetus as part 

of maternal care.

Recently, Bayfront 

Health in St. Peters-

burg, Fla., agreed to pay 

the U.S. Department 

of Health and Human 

Services Offi ce of Civil 

Rights (OCR) $85,000 and 

implement a corrective 

action plan for a potential 

breach of failing to pro-

vide a pregnant woman 

with a full copy of her 

medical record, including 

the fetal heart monitor 

records of her unborn 

child, within the 30 days 

prescribed by HIPAA.

OCR initiated its 

investigation based on 

a complaint from the 

mother.  As a result, 

Bayfront directly provided 

the individual with the 

requested health infor-

mation more than nine 

months after the initial 

request. The HIPAA Rules 

generally require covered 

health care providers to 

provide medical records 

within 30 days of the re-

quest, and providers can 

only charge a reasonable 

cost-based fee.  This 

Rachel V. Rose, JD, MBA, advises clients 

on compliance and transactions in healthcare, 

cybersecurity, corporate and securities law. Send 

your legal questions to: medec@mmhgroup.com.
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mT
he electronic health record 
(EHR) not only houses patient 
data, but also is a major 
source of frustration for doc-
tors. Complaints about them 
are abundant, ranging from a 
design that’s focused more on 
billing than clinical workflow 

to how the computer and its data-entry 
tasks create a physical barrier between 
the physician and the patient.

Even with all their flaws, doctors 
still see the possibilities within the 
EHR. “The potential is great to be able 
to track various pieces of information 
more efficiently and not have to rifle 
through papers,” says Robert McLean, 
MD, FACP, president of the American 
College of Physicians. “Having the EHR 
identify people that haven’t had health 
interventions—something a doctor 
might forget if they are not on their 

The government has a plan. Will it work?
FIXING EHRS
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Fixing EHRs Technology

radar screen—is a great way to houses 
have control of the health of a popula-
tion of people.”

All this potential comes with a lot 
of negative tradeoffs, including poor 
usability in how information is dis-
played and lack of interoperability. “One 
of the big frustrations is that so many 
EHR systems don’t talk to each other,” 
says McLean. “Because EHRs evolved 
from different companies all trying to 
make successful ventures out of it, there 
was not really an incentive early on to 
be interoperable.”

The Office of the National Coordina-
tor for Health IT (ONC) is well aware of 
the usability and interoperability com-
plaints and has proposed rules that it 
hopes will change how doctors inter-
act with their EHRs and give patients 
access to their data to better engage 
them in their care. The changes focus 
on a set of standards that will allow 
apps into the EHR ecosystem, and 
the hope is that this will enhance the 
EHR the same way apps dramatically 
increased the usability and functional-
ity of mobile phones. 

THE PROMISE OF APPS
For apps to work in healthcare, or any 
industry, there needs to be an agreed-
upon set of standards on how informa-
tion is exchanged—commonly known as 
an application programming interface 
(API). The API acts as a bridge between 
applications that allows data to flow 
seamlessly regardless of how they are 
constructed or what database they use. 
Consumer travel sites are an example of 
how they work: The apps go out to doz-
ens of sites and compare rates for hotels 
and airlines. They aren’t moving any 
data, just scanning it and compiling it in 
a new location.

Once the rules for APIs in healthcare 
are finalized, Don Rucker, MD, national 
coordinator for health information 
technology at ONC, says apps will ben-
efit both doctors and patients. “From 
the patient point of view, patients are 
going to have access to their medical 
records,” says Rucker. “Patients will be 
empowered to shop for care, and I think 

all doctors will have to be more con-
cerned with consumer issues. I think 
increasingly, as patients shop for care, 
the transparency of the app economy of 
the price of services will make doctors 
think about how consumer-friendly 
they are.”

He also sees physicians benefitting 
as apps improve EHRs. “I think APIs 
will make it a lot easier to get informa-
tion, but maybe more importantly, get 
the right information within the work-
flow,” says Rucker. “It might mean get-
ting decent [clinical] decision support 
when they need it, because most decision 
supports now are painful alerts and not 
really perceived as helpful. I think APIs 
over time will make EHR products a lot 
more pleasant to use.”

Experts say that APIs are the most effi-
cient way to share information across dif-
ferent platforms, so there is potential for 
a big boost to interoperability. But having 
a standard also opens the door for new 
ways of using EHR data.

Rucker expects a lot of apps to 
become available to allow just that, 
including some in categories that no 
one would think of today. There will be 
apps that improve the medical record 
to make it more understandable and 
apps for management of specific dis-
eases, he says.

One area that may greatly benefit 
from apps is the prior authorization pro-
cess. “Doctors may be able to leverage 
API technology within the practice and 
access health plans’ prior auth policies 
and push out the clinical template and 
make things a lot easier,” says Rob Ten-
nant, MA, director, health information 
technology policy for the Medical Group 
Management Association

App development may start with 
some small start-ups, but Rucker says he 
would be stunned if there weren’t some 
major name brands also entering the 
space. “EHR vendors will want to be in 
that space with maybe a vendor-labeled 
app as well as maybe a white-label app 
(a generic version) that practices could 
brand for themselves,” says Rucker. “I 
could see Apple getting in, and Micro-
soft, Google and Facebook have been 
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talking about what they might do in 
healthcare. Amazon publicly announced 
they want to be in the consumer part of 
healthcare, so I think you will see lots of 
entrants into the space.”

WILL APPS LIVE 
UP TO THE HYPE?
While ONC is pushing hard for apps and 
promoting the expected positive changes 
they will bring, industry experts won-
der how much promise they really hold 
for EHRs and healthcare in general. 
Undoubtedly, some aspects will improve, 
but APIs may not have the major impact 
hoped for by the government.

“The jury is still out on how effective 
API technology and whether the use of 
third-party apps will move the needle 
on quality and efficiency in healthcare,” 
says Tennant, adding that in some cases, 
there are other technology options to 
achieve the same goal. For instance, 
CMS has  proposed a rule that requires 
admission and discharge information 
be sent to physicians so they can pro-
vide better care coordination to their 
patients. “API technology may be one of 
the levers to get that done, but it’s not 
the only one.”

Giving patients access to medication 
information, lab results and the like 
from the EHR has great potential to get 
them engaged, but it also means prac-
tices will have to upgrade their tech-
nology to make that possible. “Practices 
that don’t have the capability may have 
difficulty attracting newer and younger 
patients who have much of their life 
driven through their smart phone,” says 
Tennant. “All of that engagement is 
great, but there is some potential con-
cern about cost.” 

Large practices have economies of 
scale and dedicated IT staff to handle 
the upgrades. Small practices must face 
not only complicated technology instal-
lations, but a new security risk and ques-
tions about value. “If they invest the 
money and the uptick is minimal, that’s 
concerning,” says Tennant, who adds that 
if the EHR vendors are the ones develop-
ing the apps, he expects them to charge 
for the added capabilities. 

There’s also the challenge of integrat-
ing the app into the workflow, which 
can vary by practice and specialty. 
“Getting apps working in a physician’s 
workflow is not a simple problem, and 
even once you have the API standards 
established, you are still going to run 
into that problem,” says Robert Rudin, 
Ph.D., information scientist and EHR 
expert at the RAND Corp. “And what 
is the business model? Who is going to 
pay for it?”

The CMS proposed rule requires 
health plans to offer their members 
access to claims data through apps, 
something Tennant says many already 
do with very robust apps available for 
easy download. Despite this, he says 
few patients are using them. “The 
whole ecosystem envisioned by the 
government rests on the premise that 
patients actually want this technology. 
If you are managing the care of a loved 
one, you might want this technology. 
For a lot of others, they are happy to 
have all the records stored and main-
tained by the practice.”

“For the majority of patients, their 
simple goal is to be healthier; they trust 

“I think APIs will make it a lot easier 

to get information, but maybe more 

importantly, get the right information 

within the workfl ow. … I think 

APIs over time will make 

EHR products a lot more 

pleasant to use.”

—DON RUCKER, MD, NATIONAL COORDINATOR FOR HEALTH IT, ONC
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that doctors do the right things and have 
access to the data they need,” says Kyle 
Meadows, founder and president of Chart 
Lux Consulting, which helps companies 
navigate healthcare technology and poli-
cies. “Data on my phone isn’t where I, the 
patient, need it. I need to have it in front 
of the doctor on their screen and have it 
pre-fetch various activities in the last six 
months so they have a more complete 
picture of me in the 15 minutes I have 
with them.”

Meadows says in the short-term, 
once the rules are finalized, he expects 
to see some apps that do interesting 
things that help physicians, but is skep-
tical of their total impact. “EHRs have a 
large amount of data that is not curated 
real well,” he says. “Apps using APIs can 
curate that and get to the stuff you are 
looking for, but I don’t see them moving 
the needle significantly.”

SECURITY AND 
PRIVACY ISSUES
Sharing data among EHR systems via 
APIs may be a big boost to interoperabil-
ity, but it also creates security concerns, 
says David Finn, executive vice presi-
dent, strategic innovation, for Cyner-
gisTek, a healthcare cybersecurity firm. 
“APIs usually have a code to a specific 
site or system, and those are supposed to 
be secret and kept for developers,” says 
Finn. “We don’t have defined standards 
in how to protect the codes and who’s 
trying to use them..”

Finn says there needs to be more 
defined security standards and less reli-
ance on developers and vendors to do 
it on their own. He says when the final 
HIPAA security rule rolled out in 2003, 
developers used the cheapest and fastest 
methods possible to comply with vague 
security standards put forth by the gov-
ernment. Without clear guidelines, he 
expects the same thing to happen with 
API technology.

“Providers want to provide better 
care; consumers have the ability to 
care more about their health and they 
want access to the same data and have 
it updated in a more timely fashion,” 

Why is EHR usability so poor?

T
here are few physicians who would recommend their current EHR 

to their colleagues, and a big reason why is poor usability. With so 

many consumer-friendly software programs outside of medicine, 

doctors often wonder why EHR usability is such a mess.

“Part of it is that a lot of big EHR vendors let the end users do quite 

a bit of customization,” says Robert Rudin, Ph.D., information scientist 

and EHR expert at the RAND Corp. “In one sense that’s great, but that 

also makes it hard to spread best practices and improve usability.”

Software vendors approach the market as providing a piece of 

infrastructure that takes care of billing and regulatory requirements, 

and after that, leave much of the confi guration up to the hospital or 

health system. This is why doctors can use the same EHR program 

at various facilities and see a completely different interface and 

workfl ow, says Rudin. 

Another problem is that physicians aren’t involved enough when it 

comes to program design, and the people making the decisions to buy 

an EHR aren’t the ones that will be using it in a clinical setting day-to-

day, says Rudin. “We don’t have a systematic plan for greatly improv-

ing the usability of the EHR,” he says.

Even though consumer-facing companies have either entered 

healthcare or discussed doing so, do not expect a single person or 

company to solve everything. “Stop waiting for a Steve Jobs-like fi gure 

to come in and fi x usability in healthcare,” says Rudin. “I don’t think 

that’s the solution. We need to do a better job bridging the gap be-

tween the developer and the user, and developers from the beginning 

need to listen more carefully to what users need.”

The challenge for developers is that not every physician wants the 

same things. They don’t hear a unifi ed voice from doctors telling them 

exactly what they want. “There are a variety of different workfl ows, 

and there are a lot of care aspects that aren’t standardized, which 

makes it hard to develop anything,” says Rudin. 

“Everyone shares the blame, but providers put in requests for fea-

tures and wanted things a certain way and EHRs have supported that,” 

says Kyle Meadows, founder and president of Chart Lux Consulting. 

“The EHR vendors have tried to please their customers, but by having 

so much fl exibility, it actually hinders usability.”

Another complicating factor for developers is ever-changing certifi -

cation standards from the government, Meadows says.

And usability isn’t necessarily a big selling point for vendors to 

focus on. “No matter what, these are still very complicated programs,” 

he says. ”I don’t know that usability would be enough of a draw to get 

someone to switch.”

If in the long term the industry consolidates down to four or fi ve 

EHR vendors, there may end up being more standardization. “It’s hard 

to back out once you’ve gone down that customization route,” says 

Meadows. “Vendors just want to make their customers happy.” 
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E
HR vendors face a dilemma: 

Pretty much every doctor has 

an EHR, and the few that don’t 

are either sticking with paper 

until they retire or are in an alter-

native practice model that doesn’t 

require one.

“There is not a new customer 

base to obtain,” says Kyle Mead-

ows, founder and president of 

Chart Lux Consulting, which helps 

companies navigate healthcare 

technology and policies. “How are 

you going to get revenue? There 

are no government incentives [to 

vendors] coming out to help.”

In a mature market, this is 

normally when consolidation kicks 

in. Bigger companies buy smaller 

ones to increase their customer 

base and keep revenue growing. 

Eventually, two or three players 

tend to dominate as they roll-up 

more and more smaller companies. 

But that model doesn’t work as 

well in the EHR market. 

“The systems are complicated 

and there is a lot to them,” says 

Robert Rudin, Ph.D., information 

scientist and EHR expert at the 

RAND Corp. “If there are two 

different products, they might 

be written in a different software 

language and have different archi-

tecture. That makes them really 

challenging to merge.”

So instead, vendors are trying to 

continually expand their offerings 

rather than buying smaller players. 

“My sense is that they probably 

view it [as] easier to convince small-

er practices to switch rather than 

buy another product and integrate it 

technically or try to support a sepa-

rate product line,” says Rudin.

One trend that’s driving more 

physicians to the biggest EHRs is 

consolidation among providers. As 

hospital and health systems merge 

and buy practices, the result is that 

all the acquired doctors usually end 

up on whatever EHR system the 

parent system prefers. “There are 

a lot of benefi ts to having them all 

on one EHR rather than multiple 

systems,” says Rudin. “That’s 

probably the most salient trend 

happening right now.” 

There are dozens of smaller 

vendors in the market, and while 

experts don’t expect them to disap-

pear any time soon, pressure will 

continue to build on them. “Every 

time there is an increase in the 

government certifi cation require-

ments, that has to be developed and 

implemented by the vendors,” says 

Rob Tennant, MA, director, health 

information technology policy for the 

Medical Group Management Associ-

ation. “The smaller ones fi nd it more 

challenging than the larger ones. I 

expect that only a certain number of 

vendors will be able to keep up with 

the changes.”

Value-based care contracts also 

create problems for smaller vendors. 

Payers want more population health 

and risk analysis, which requires 

more data and robust EHR function-

ality, and not every vendor can offer 

that. “I do think smaller vendors that 

have a clear specialty or target a 

niche well can keep their place,” says 

Meadows. “But if they are just a 

smaller version of Epic or Allscripts in 

terms of functionality, it will be hard 

to compete there. In terms of con-

solidation, I don’t see the larger ones 

trying to buy them, but I do think it 

will be harder for the smaller ones to 

offer value without the scale.” 

The introduction of application 

programming interfaces (APIs) 

that allow apps to tap into EHR 

data would seem to be a boon for 

smaller vendors, who could create 

apps to interface with larger EHRs. 

But Meadows says it won’t work 

out very well.

“You can develop an interface to 

help my system work with an Epic, 

but it will cost a certain amount 

for the investment and with all the 

hiccups involved, doctors might fi nd 

it easier to just migrate directly to 

Epic,” says Meadows. “Also, APIs 

are good for individuals to get data 

via apps, but they don’t take large 

bulk data exchanges easy.”

Robert McLean, MD, FACP, 

president of the American College 

of Physicians, says he isn’t sure 

whether consolidation of EHR ven-

dors—regardless of the drivers be-

hind it—would be good for doctors 

or not. “Consolidation is frightening 

when you look at other industries 

that have bigger players and fewer 

choices,” he says. “At this point, 

physicians just want an EHR that is 

affordable and functions.” 

By Todd Shryock

Will EHR vendors be forced to consolidate?

“There is not a new 
customer base to obtain. 

How are you going to 
get revenue? There 
are no government 

incentives [to vendors] 
coming out to help.”
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says Finn. “These are all good things, 
but we have to make sure we do it the 
right way.”

A related concern is privacy. Once 
patients agree to the terms of the app—
and most consumers don’t read the legal-
ese in the signup agreements—and infor-
mation flows from the EHR to the app, 
experts say the data may be used for a 
wide variety of purposes. “One concern is 
vendors will monetize the data, because 
it won’t be covered by HIPAA or bound by 
any federal privacy laws,” says Tennant. “A 
large employer could offer a health app, 
and go to the physicians and download 
all the health records of their employ-
ees. Who’s to say the employer wouldn’t 
look through the records looking for 
substance abuse, pregnancy or cancer? 
I hope it never happens, but the way the 
rule is structured, there is no prohibition 
against that.”

The Office of Civil Rights has issued 
guidance that says physicians are not 
responsible for patient data once the 
patient requests it, but Tennant wor-
ries that doctors will be blamed if data 
is misused or if the app provider suffers 
a security breach. “Patients might ask, 
‘Why didn’t you warn me?’ It erodes the 
doctor-patient relationship.”

Finn says patient education needs 
to be a major part of bringing apps into 
the healthcare system. “Patients have to 
understand what sharing data means 
and which data they are comfortable 
sharing. I think government and the 
industry itself for too long has excluded 
the patient from the processes.”

ONC, for its part, says patients under-
stand what’s at stake. “Patients are going 
to understand that this is their medical 
record that is being downloaded, and 
they will treat it the same way they 
are careful with other personal infor-
mation—they are not just doing their 
banking with anyone, for example,” says 
Rucker. “There will be some consumer 
branding and trust on these things.”

Tennant says a developer certification 
process is needed, and it should include 
a commitment to privacy and security 
along with clear statements of what the 

developer plans on doing with data col-
lected from EHRs. “If appropriate steps 
are taken, this could work well for all 
sides, but if they are not, you could see 
catastrophic data breaches.”

Experts say slow, incremental improve-
ments in usability and interoperability 
are more likely the end result of API stan-
dards despite the hype around them. “In 
healthcare, it’s very rare to have some-
thing come out of the blue and spread 
virally the way we sometimes see in the 
consumer market,” says Rudin.  “There 
might be some specific applications that 
take off, but in terms of a major overhaul, 
I don’t see it happening in the next few 
years. There is still more foundational 
work we need to do.”

“Almost anything you can think of, 
API could step into the picture and really 
help,” says Tennant. “It’s early yet, and 
all this excitement comes with a price 
tag, and for independent practices, they 
will have to have true ROI to move to 
the new technology. But the long-term 
potential is tremendous.”

“One of the big frustrations is 

that so many EHR systems don’t 

talk to each other. Because EHRs 

evolved from different companies 

all trying to make successful 

ventures out of it, there was not 

really an incentive early 

on to be interoperable.”

— ROBERT MCLEAN, MD, FACP, PRESIDENT, ACP
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N
early 117 million Americans have 
more than one chronic health 
condition, according to the Cen-
ters for Medicare and Medicaid 
Service (CMS). By 2025, chronic 
diseases are expected to aff ect 
nearly 164 Americans. Th at’s al-
most half of the U.S. population.

It’s more important than ever before — 
and will be increasingly important — to fi nd 
eff ective ways to help patients manage their 
chronic diseases. Th e trick in the age of val-
ue-based care is for independent practices 
to do so in ways that also contribute posi-
tively to their bottom line.

One way is to build a strong program that 
tackles the most prevalent conditions with-
in the local patient population and make use 
of CMS’s chronic care management (CCM) 
service codes. 

Th ese codes recognize CCM as a “critical 
component of primary care that contrib-
utes to better health and care” for patients. 
Practices can be reimbursed for time spent 
developing and administering a compre-
hensive care plan for patients with two or 
more chronic conditions that place them at 
greater risk for death. Th at may include car-
diovascular disease, diabetes, and asthma, 
among others.

Implementing a CCM program has im-
proved our ability to help patients better 
manage their chronic conditions and pro-
vide more coordinated care overall, espe-
cially for some of our sickest patients.

Fortunately, with careful planning and 
a third-party partner that understands pa-
tient care, we were able to integrate care co-
ordinators into our practice without adding 
extra work for our already busy clinical and 
administrative teams.

Here are three best practices we followed 
to create a comprehensive CCM program for 
our independent practice.

MAKE CCM INTEGRAL
Th e last thing we wanted to do was to treat 
CCM as a separate program from the rest 
of the practice.  Since we are using a care 
management service provider, we thought 
it was important to embed experienced care 
coordinators into our practice. Th at means 
having them use the same equipment and 
technology as the internal clinical and ad-
ministrative teams and including them as 
vital members of the care team.

We assigned CCM staff  the responsibil-
ity of gathering results and coordinating 
among providers, then documenting and 
sharing that information with the practice 
and patients as appropriate. We have found 
the best way for our practice to get the total 
value of Medicare contributed dollars is to 
ensure that the data gathered through CCM 
is fully utilized.

Because CCM is such an integral part of 
our practice, we have developed a close re-
lationship with our CCM provider. Th at rela-

Comprehensive chronic care 

T he way medicine should be practiced

Continued on page 26
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Chronic Conditions Chronic care management

tionship has helped us establish an eff ective 
program, which we have adapted to meet 
our practice’s needs and goals. Th at integra-
tion is also key for ensuring everyone prop-
erly documents the services provided. 

As a result, our billing is more accurate. 
We have fewer denied claims and a higher 
reimbursement rate than when we tried to 
do it ourselves.  

INVOLVE KEY CLINICAL STAFF
Ask a lead physician or a senior nurse practi-
tioner to advocate for the program, actively 
move it forward from patient enrollment to 
EHR integration, and help solve challenges 
as they arise. 

Th at will also reduce or avoid service de-
lays for patients. Delays can be caused by a 
number of reasons, including if care coordi-
nators are hindered by lack of access to the 
internet or other tools, if care coordinators 
are having trouble synching records with 
another organization to get test results in a 
timely manner, or if patients need more in-
formation to help them sign up for the pro-
gram or follow their treatment plans. 

BUILD A PATIENT 
COMMUNICATION STRATEGY
Enlisting patients in the CCM program 
takes some strategic communication plan-
ning and eff ort. For us, it was more eff ective 
to sit down discuss the program with pa-
tients when they were in our clinic rather 
than calling them or sending a letter after 
their visit.

We found the best way to increase patient 
enrollment was by explaining the value of 
the program. We told patients that through 
this program they would have 24/7 access to 
certifi ed clinicians. Th ese clinicians would 
help them manage chronic conditions and 
notify the full care team in case any treat-
ment plans needed to be updated. 

Some other value points to discuss in-
clude: close coordination among providers 

and specialists; personal attention to pa-

tients’ health needs to prevent hospitaliza-

tion; support in the arrangement of needed 

services, such as transportation; and assis-

tance in booking appointments and manag-

ing medications.

Th at makes attrition, having patients opt 
out of CCM, a nonissue for us. Once patients 
experience the high-touch care coordina-
tion, they see the benefi t of sticking with it.

DELIVER SUCCESS IN MANY WAYS
Establishing a CCM program allows us to 
be successful in this value-based health-
care environment. As MACRA and other 
value-based payment models evolve, it is 
imperative that independent primary care 
providers work to better manage the cost 
and care of chronically ill patients.  

Because our chronic care team stays in 
contact with patients’ physicians, we have 
access to complete patient information and 
test results from other providers, helping us 
save money by not ordering unnecessary or 
duplicative tests.

It’s become clear to us that CCM is the 
way medicine should be delivered. Partic-
ipating patients recognize the value of the 
additional service and its role in improving 
their health outcomes. 

Because of our CCM program, we’ve 
seen better care quality and coordination 
of our complex patients with fewer pitfalls. 
For example:

 ❚ Within the fi rst few months of launching 

our CCM program, we were able to secure 

more than 30 disabled parking stickers 

for patients who were entitled to them 

but needed help navigating through the 

complex process.

❚ A patient with a challenging lung condition 

sought treatment with an out-of-state 

specialty hospital. During his treatment, 

our care coordinators worked with 

the hospital and laboratory to collect 

his test results, monitor his specialty 

medications, communicate with our team, 

and ask questions about how to optimize 

follow-up care at our clinic. Having all 

the patient information in one place and 

collaborating care with the out-of-state 

providers ultimately improved the patient’s 

adherence to his treatment plan, which 

resulted in a better health outcome.

 ❚ Another patient recently commented our 

offi  ce is more effi  cient than we used to be. 

We directly attribute that to the follow-up 

care coordination from our CCM eff orts.

Best of all, participating patients think 
the program is fantastic, and they truly see 
the value. Th at itself makes the CCM pro-
gram worth it to us. 

Nicolas Chronos, MD,  is the medical director of 

Cardiology Care Clinic in Eatonton, Ga. 

Chronic care 
management codes

99490: non-complex 

CCM is a 20-minute 

timed service provid-

ed by clinical staff to 

coordinate care across 

providers and support 

patient accountability

99487: complex CCM 

is a 60-minute timed 

services provided by clini-

cal staff to substantially 

revise or establish com-

prehensive care plan that 

involves moderate- to 

high-complexity medical 

decision making.

99489: is each 

additional 30 minutes 

(cannot be billed with 

CPT code 99490)

99491: CCM services 

provided personally by a 

physician or other qual-

ifi ed health care profes-

sional for 30 minutes.
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7 ways to help new physicians succeed

This is another commonly 

underestimated 

requirement in getting 

physicians fully running 

in their new position. 

We often fi nd that 

administrators haven’t 

done the analysis of what 

it will take to get and 

keep new hires’ schedule 

full and profi table. New 

physicians can benefi t from 

introductions and coaching 

on how to present 

themselves to referring 

physicians through local 

medical associations.

6. Lay out clear 
compensation goals 
in physician contracts 
Although it takes an initial 

investment of time and 

energy to distill your 

expectations, it’s essential 

that you communicate on 

this subject as precisely 

as possible. No lawyer 

or boilerplate contract 

is going to reduce the 

importance of this step. 

We often see practices 

where new additions cause 

a decrease in profi tability. 

It’s not unheard of for new 

junior physicians to be paid 

more than the (shocked) 

physician owners simply 

because of an error in the 

compensation formula.

7. Hold regular 
team meetings 
For some practices, 

especially if they’re bursting 

with patients, it might be 

tempting to simply throw 

new physicians into the mix 

and hope for the best. In 

most cases, this approach 

is a mistake. We’ve heard 

from many doctors entering 

new practices that they 

value being part of a larger 

team with senior physicians 

with whom to confer. This 

small investment is an 

obvious benefi t to patients, 

but it’s also a wonderful 

way to build a sense 

of loyalty and heartfelt 

appreciation for your new 

team members. 

using the practice’s 

EHR, navigating prior 

authorizations with 

a diffi cult payer or 

connecting with the local 

physician community.

3. Provide a strong 
and experienced 
medical assistant 
As with physician 

mentoring, a respected 

medical assistant can take 

a leading role in getting 

new physicians up to 

speed and acclimated to a 

new environment.

4. Provide adequate 
EHR training and support 

In our consulting practice, 

we see chronic underin-

vestment in this area with 

costly and long-lasting 

repercussions. Experi-

enced physicians might 

be well suited to assess 

new physicians’ readiness 

as well as sharing their 

tips and tricks in using the 

system. Incidentally, having 

a tech lead is useful in the 

front offi ce as well.

5.  Marketing to help 
build business for 
new physicians 

1. Structured, consistent 
program for physician 
onboarding 
If you haven’t integrated 

a new physician recently, 

it’s easy to underestimate 

the challenges she/he 

faces in simply getting 

up to speed. Things you 

take for granted such as 

scheduling rules, charting 

conventions, clinic work 

fl ow and even staff names 

and their roles are all part 

of the learning process. 

Helping your new hire 

learn the ropes quickly 

makes her/him feel 

welcome and fl attens the 

learning curve.

Furthermore, codifying 

this process will help 

avoid your need to rein-

vent the wheel each time 

you add a physician.

2. Consider a mentor for 
new physicians 

Mentoring can be both 

deeply fulfi lling for the 

mentors and hugely 

valuable for the physician 

mentees. We’ve seen 

many skills transferred 

to new physicians 

that otherwise might 

have taken years to 

acquire, including 

maintaining a warm 

bedside manner while 
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For our exclusive survey, Medical Economics polled physicians to 

gauge how well EHRs function. Respondents were asked to rate their 

systems on key areas, including system capabilities, customer service, 

interoperability and impact on patient care and practice fi nances.

Physicians rate their systems

29  Use 

30 Satisfaction 

32 Impact 

33 Security 

34 Ratings

36 Cost  

37 Who Took Our Survey

I N  TH I S  I S S U E

TECHNOLOGY

2019 EHR
SCORECARD
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EHR USE
How many EHR systems have you personally used?

6% +15

18% 1–2

6% >1

16% 3–4

26% 5–7

17% 8–9

11% 10–14

How many years have you used your current EHR?

23%

1

27%

2

24%

3

13%

4

13%

5

Why don’t you use an ambulatory EHR system? 
(Respondents provided multiple answers)

46% Interferes with patient relationships

33% Cost

43% Prefer paper

37% Don’t want to invest the time and money

40% Not required for my daily work

10% Don’t accept Medicare patients; no threat of penalties

Do you personally use an 
ambulatory EHR system?

87% 
YES

44% 
YES

EHR scorecard Technology
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SATISFACTION
Overall, how satisfi ed are you with your EHR system?

very 
satisfi ed

not at all 
satisfi ed

9%

21%

31%

20%

19%

5 

4 

3 

2 

1 

2.8
AVERAGE SATISFACTION SCORE

What is your staff’s opinion of your EHR system?

1%

NO ANSWER

52%

NEGATIVE

23%

NEUTRAL

24%

POSITIVE

If you were starting from 
scratch, would you purchase 
the same EHR system that you 
are currently using?

40% 
YES

Is your practice considering 
switching its current EHR system 
within the next 12 months?

YES: 16%

NO: 67%

NOT SURE: 17%

60% 
YES

Technology EHR scorecard
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TechnologyEHR scorecard

Would you recommend your 
current EHR to a colleague?

56% 
NO

Why wouldn’t you recommend your current 
EHR to a colleague?*

69% Lack of concern for physician’s time in resolving problems

46% Not meeting current practice needs

39% System dosen’t live up to vendor promises

40% Inadequate vendor support (training, customer service, etc.)

46% Little or no ability to customize

29% Too expensive

12% Unable to negotiate better pricing

What capabilities is your practice looking for in a new EHR system that 
its current system lacks?*
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What are the main reasons you switched EHRs in the past?*

49% Changed practice/employment

18% Wasn’t user-friendly

14% Wanted a product linked to other systems (practice management, billing, etc.)

15% Wanted better customization of system

12% Lack of customer support

10% Wasn’t certifi ed for Meaningful Use/MACRA

12% Vendor went out of business/merged with another vendor

8% Found a less expensive system

*respondents could provide multiple answers

44% 
YES

http://www.medicaleconomics.com
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IMPACT

*respondents could provide multiple answers

In what ways do 
you feel your EHR 
has improved the 
quality of care your 
practice provides?*

64% Enabled e-prescribing

Improved communication w/ patients via patient portals33%

Made it easier to exchange patient health information 
with specialists/other providers31%

Improved patient access to their records27%

None, no improvements to quality of care22%

No answer1%

What have been the disadvantages 
of your EHR system (if any) to 
your practice’s daily operations?*

85%
Spending too much time entering data 
not directly related to patient care/outcomes

65% Disrupting practice workfl ow

63%
Diffi culty of making eye contact 
with ptients during exams

6% None, no major disadvantages

1% No answer

Do you feel your current EHR vendor 
has improved your system’s ability to 
share records and be interoperable 
with other EHR systems?

NO ANSWER: 1%

NO, SYSTEM 

COULD BE 

IMPROVED: 69%

NO, SYSTEM 

IS GOOD AT 

THIS: 6%

YES: 24%

Do you feel your EHR has improved or harmed the quality of care your 
practice provides?

23%

MOSTLY 
HARMED

22%

SLIGHTLY
HARMED

27%

NO
EFFECT

20%

SLIGHTLY
IMPROVED

8%

MOSTLY 
IMPROVED

Technology EHR scorecard
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TechnologyEHR scorecard

SECURITY

Do you feel your EHR has improved 
or harmed patient engagement?

NO ANSWER: 3%

NO CHANGE: 22%

HARMED: 60%

IMPROVED: 15%

Have you or your practice ever made a 
medical mistake that you attribute to an 
issue with your current EHR system?

52% 
NO

Are you concerned about the security 
of the data contained in your EHR 
system and the potential for a breach?

58% 
YES

42% 
NO

Has your practice been the victim of a 
data breach in the last 12 months?

YES: 4%

NO: 76%

NOT SURE: 
20%

1. Ransomware was installed

2. Opened email with phishing scheme

3. EHR system hacked 

4. Practice network hacked

5. Malware was installed

6. Employee error or stolen device

Top causes of a data breach:

48% 
YES

http://www.medicaleconomics.com
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RATINGS

Hospital Physicians All PhysiciansIndependent Physicians

Ratings are on a scale of 1–10

very satisfi ed

10
not at all 
satisfi ed

1

Technology EHR scorecard

Customer service

Response time to 

resolve an issue

5.5

4.6

5

Average wait time 

on a support call

5.6

5.2

5.4

Vendor’s ability 

to resolve 

technical problems

5.6

4.8

5.2

Quality of 

communication on 

resolving issues

5.6

4.8

5.1

PRODUCTIVITY SCORE

5.5

4.2

4.8

Productivity

CUSTOMER SERVICE SCORE

5.6

4.9

5.2

Ease of moving 

from one section 

of EHR to another

6

5

5.4

Ease of navigation 

through patient visit

6

4.8

5.3

Speed of moving 

to back-up system 

when main system 

is interrupted

4.8

3.1

4

Frequency of useful 

pop-ups/alerts

5.2

3.8

4.5

http://www.medicaleconomics.com
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TechnologyEHR scorecard

OVERALL EHR SCORES

5.2
INDEPENDENT PHYSICIANS

4.5
HOSPITAL PHYSICIANS

4.8
ALL PHYSICIANS

Interoperability

INTEROPERABILITY SCORE

4.3

4.7

4.4

Ease of sharing 

data with patients

5.1

5.1

5.1

Ease of receiving/

importing records 

from other 

providers/hospitals 4

4.3

3.9

Ease of sharing 

records with other 

providers/hospitals

3.9

4.7

4.1

Implementation

IMPLEMENTATION SCORE

5.3

4.5

4.9

Amount of 

training

5.4

4.8

5.1

Quality of 

training

5.5

4.9

5.2

Ease of 

customization 

or confi guration

5.1

3.9

4.4

http://www.medicaleconomics.com
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COST
What effect has your EHR had on the 
fi nances of your practice?

2%

NO ANSWER

42%

NEGATIVE

36%

NO EFFECT

20%

POSITIVE

Physicians who don’t know how 
much they spend annually on EHR 
maintenance, by practice type:

19%
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72%

A
c

a
d

e
m

ic

68%

O
th
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72%

How much does your practice spend annually to maintain its current EHR?

7% Less than $5,000

8% $5,000–$9,999

9% $10,000–$19,999

10% $20,000–$49,999

4% $50,000–$74,999

2% $75,000–$99,999

14% $100,000 or more

1% Have not had current EHR for a year

45% Don’t know

$44,500
AVERAGE ANNUAL COST

$29,200
MEDIAN ANNUAL COST

Technology EHR scorecard
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TechnologyEHR scorecard

WHO TOOK OUR SURVEY

About the survey
About 1,000 physicians 

answered our 2019 

EHR Scorecard survey, 

which was conducted 

for Medical Economics 

by Readex Research, via 

e-mail. Here is a snapshot 

of who took the survey, 

including their specialty, 

practice size and type.

Type of practice

49% Independent

37% Owned by hospital/health system

6% Academic

3% Part of a government system

5% Other

Practice specialty

Fa
m
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y 
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d
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21% 17%
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4%
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3%
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2%
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14%4%
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Number of physicians in practice

16%

SOLO

15%

6–10

17%

<100

5%

51–100

7%

26–50

10%

11–25

30%

2–5
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Physicians need more time with chronic care patients  PAGE 1READ MORE

Bipartisan support keeps telehealth 
adoption moving forward

ver the last decade, 
few issues in politics 
have been more polar-
izing than healthcare. 
It’s driven a deep wedge 

between Democrats and Repub-
licans, particularly following the 
passage of the Affordable Care Act 
(ACA) and the subsequent efforts 
to repeal it, and has caused rifts 
within those parties. 

Yet despite all the animos-
ity, there is one subset of health-
care that has had the opposite 
effect, pulling ample support 
from both parties to drive mul-
tiple initiatives forward: tele-
health. Whether it takes the form 
of remote patient monitoring 
(RPM), online video discussions 
between patients and providers 
(telehealth), asynchronous infor-
mation exchange or some other 
option, it’s a concept politicians 
of all persuasions, from fiscal 
conservatives to social liberals, 
are lining up to promote for one 
simple reason: it makes sense. 

Despite all the wrangling over 
the specific path to get there, 
most politicians are in favor of 
transitioning healthcare from fee-
for-service (FFS) to value-based 

care. Paying for outcomes rather 
than for activities is very Ameri-
can; we like to see results. It’s also 
critical to bringing the skyrock-
eting cost of healthcare under 
control, especially if the ultimate 
goal is to keep people healthy so 
they consume fewer healthcare 
resources and dollars. 

The challenge, however, is that 
nearly everyone spends more time 
outside of the healthcare sys-
tem than within it. That makes 
it far more difficult for primary 
care physicians and other provid-
ers to monitor the health of their 
patients on a regular basis, which 
means they often don’t learn of 
developing health issues until 

they get so bad their patients can’t 
stand it anymore. 

Telehealth solves that chal-
lenge by enabling easy, conve-
nient contact between patients 
and providers. Remote patient 
monitoring in particular can give 
providers daily or even real-time 
data on the conditions of their 
highest-risk patients so they 
can address developing issues 
before they require an emergency 
department visit or inpatient 
stay. And these days, telehealth is 
easier than ever to put in place, 
because the enabling technology 
is nearly universal. 

Pew Research says that 81 
percent of Americans now own 
smartphones, and more than half 
(52 percent) own tablets. So in 
many cases, the infrastructure is 
already there. Providers simply 
need to take advantage of it to 
drive better health outcomes. 

That’s also what makes it easy 
for politicians to get behind tele-
health. They don’t need to spend 
billions to create a new system. 
They merely need to throw their 
support behind it to encourage its 
use and growth. Here are some of 
the ways they are doing that: 

“The changes being 

implemented 

now will have a 

profoundly positive 

effect on the way 

care is delivered in 

the future.”

O
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Last Word

 ❚ The recently introduced Chronic Dis-

ease Management Act of 2019 (S. 

1948, H.R. 3709) intends to allow 

health savings account (HSA)-eligible 

high-deductible health plans to cover 

chronic disease prevention and treat-

ment on  a pre-deductible basis. Bill 

sponsors include John Thune (R-SD) 

and Tom Carper (D-DE) in the Senate 

and Earl Blumenauer (D-OR) and Tom 

Reed (R-NY) in the House. Since tele-

health is an important component of 

the preventive aspect of chronic dis-

ease management, this bipartisan leg-

islation will make it easier and more 

aff ordable for health plans to cover 

these services. America’s Health Insur-

ance Plans also supports this import-

ant new legislation. 

 ❚ The Substance Use-Disorder Pre-

vention that Promotes Opioid 

Recovery and Treatment (SUP-

PORT) for Patients and Communi-

ties Act (H.R. 6), which took eff ect 

July 1, 2019, enables an individual’s 

home to be used as a site for treat-

ment and recovery from opioid abuse 

via telehealth. Among the major bene-

fi ciaries are older Americans and peo-

ple of all ages in rural areas, as both of 

these populations may fi nd it diffi  cult 

to travel to an outpatient clinic for 

regular treatment. It is particularly 

important to older Americans who 

live in rural areas, as the death rate 

from opioid addiction there is 10 times 

higher than the national all-popula-

tions average. 

 ❚ Medicare patients with End-Stage 

Renal Disease (ESRD) can now use 

their homes as an approved site 

for a telehealth consult. Changes in 

the Centers for Medicare and Medicaid 

Services’ (CMS) rules about originating 

sites mean that as of January 1, 2019, 

patients with ESRD who are receiving 

dialysis in their homes can now use 

telehealth services to consult with 

their physicians rather than going into 

the offi  ce. To be reimbursed, physi-

cians must simply encode the encoun-

ter under HCSPS/CPT code 90963. 

 ❚ H.R. 6502, the Reducing Unneces-

sary Senior Hospitalization (RUSH) 

Act of 2018, has been reintroduced in 

Congress. This bill seeks to minimize 

disruption in the lives of senior citi-

zens by giving skilled nursing facilities 

(SNFs) additional fi nancial incentives 

to use telehealth to connect patients to 

the emergency department during an 

emergency rather than automatically 

transferring them to the hospital. Orig-

inally, the bill received bipartisan spon-

sorship from three Republicans and two 

Democrats. It now has 10 cosponsors—

four Republicans and six Democrats. 

 ❚ Medicare Advantage plans make 

telehealth a standard benefi t. As 

of January 1, 2020, CMS will allow 

telehealth services (including remote 

patient monitoring) to be off ered as 

a standard, covered benefi t rather 

“optional” coverage for which members 

must pay extra. CMS also allows anyone 

with basic Medicare coverage, rather 

than just benefi ciaries in rural areas, to 

have a virtual check-in with their physi-

cians by phone or video chat. 

 ❚ States are also looking at telehealth 

changes in Medicaid programs. Just 

like their Federal counterparts, many 

states are realizing the value of recog-

nizing the home as a site of care. They 

are seeing that giving Medicaid ben-

efi ciaries the option of connecting to 

their physicians via technology rather 

than in-offi  ce visits can help benefi -

ciaries address acute issues earlier and 

take advantage of more preventive 

care. Use of telehealth can eliminate 

the need for Medicaid populations to 

take unpaid time off  of work or coor-

dinate care for healthy children when 

another child is ill. 

These are just a few cur-
rent examples of the gathering 
momentum and support for tele-
health services on both sides of 
the aisle, from the grassroots up 
to the Federal level. The changes 
being implemented now will have 
a profoundly positive effect on the 
way care is delivered in the future. 

Primary care physicians will 
find it particularly beneficial, 
especially as more of their rev-
enue shifts from FFS to val-
ue-based care, where they take on 
more risk and are more directly 
responsible for the health out-
comes of their patients. The 
sooner they take advantage of this 
trend, the better-prepared they 
will be as telehealth becomes the 
norm in healthcare. 

Eric Rock is CEO of Vivify Health, an 

innovator and leader in connected 

healthcare delivery solutions, offering 

holistic remote care management while 

serving the nation’s largest and most 

progressive health systems, healthcare 

organizations and employers. He can be 

reached at e.rock@vivifyhealth.com. 

“Despite all the 

animosity, there 

is one subset of 

healthcare that has 

had the opposite 

effect, pulling 

ample support from 

both parties to drive 

multiple initiatives 

forward: telehe alth.”
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By Jon Carter, cartertoons.com

The physician’s malpractice guide 
Doctors frequently worry about getting sued for malpractice, and with good 

reason. But physicians needn’t think of malpractice suits as inevitable. In 

our next cover story, we talk to physicians and legal experts about how 

understanding the reasons for lawsuits can help doctors minimize the chances 

of being sued and improve the odds of a favorable outcome if they are.

COMING 
NEXT ISSUE

“The good news is your virus is gone. The bad news 

is it infected your electronic health records”
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IT’S MORE COMMON THAN YOU MAY THINK
Replication of the HIV-1 virus is error prone, resulting 

in millions of mutations, like M184V, each day.1-3 Based 

on reports to the US National HIV Surveillance System, 

as of 2016, approximately 1 out of 5 treatment-naive 

patients in the United States had at least one acquired  

drug-resistant strain of an HIV-1 virus.4*

Learn more about HIV-1 resistance  at  

HelpPreventDrugResistance.com

SERIOUS, IRREVERSIBLE IMPLICATIONS
If the virus is resistant to a drug, it may be resistant 

to other drugs of the same class. HIV drug resistance 

may result in fewer treatment options for your patients, 

meaning fewer ways to achieve and maintain viral 

suppression. Plus, if a patient has a drug-resistant virus, 

they could pass it to their partner.3,5,6

A TREATMENT WITH A HIGH BARRIER TO RESISTANCE 

IS IMPORTANT
Treatment regimens with a high barrier to resistance 

require a greater number of critical mutations to 

make treatment ineffective. Patients who aren’t on 

a drug with a high barrier to resistance and have  

sub-optimal drug levels have a greater chance 

of developing resistance.7 Factors that contribute to  

sub-optimal drug levels include poor treatment 

adherence, food effects, and drug-drug interactions.8-10

WHY HELPING 
TO PREVENT 
HIV-1 DRUG 
RESISTANCE 
STILL MATTERS

*Data from drug-resistance tests for any transmitted drug-resistance mutation performed within 3 months of HIV diagnosis were analyzed in 36,288 cases that 

were reported to the US National HIV Surveillance System.
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