
AD HOC SUBCOMMITTEE ON EHR FUNCTIONALITY Minutes March 15, 2016  Donald Moore, MD Jeffrey Sneider, MD Hardik Shah, MD Parag Mehta, MD William Zurhellan, MD John Maese, MD Zebulon Taintor, MD  Materials had been provided to the members of the Ad Hoc Subcommittee. Dr. Moore asked Dr. Mehta to walk Subcommittee members through the data provided.  Dr. Mehta focused on survey data and what it showed. Wanted the group to take a position on what it shows and what other reports show. For example, our survey data showed that many physicians are unhappy with EHR and functionality. Incentives and penalties are not working and it is costly. Satisfaction is dependent upon variables such as whether EHR is used frequently, can generate reports and can support P4P.  If we know what physicians want should take a position or issue an opinion statement as has ACP, AAOS.   Dr. Sneider offered two suggestions: a majority of physicians are dissatisfied with the impact that EHRs have had on their practice. The relief from MU will be a good.  Dr. Zurhellan suggested that we should identify what we need to make the EHRs workable. Make list of what we want them to do that they cannot do. Speak in prospective terms about design features.  Dr. Sneider recommends that statement should articulate: 1. Dissatisfaction 2. Here is what needs to be done to improve satisfaction like making EHRs more efficient to enhance workflow. 3. Improve design and workflow. 4. Reduce documentation that serves functions other than care of patients. 5. Documentation should allow us to tell the patient’s story (too often notes come through in one sentence).   Dr. Maese suggested that the recommendations should speak to usability and office workflow. The amount of data that you have to document is not pertinent to the visit but to MU.  Include the Recommendations below for HIT Committee’s consideration with link to data from survey supporting the recommendation but should specify that the cost of these improvements should not be imposed on physicians:  1. The emphasis of documentation should focus on patient care not billing or other documentation needs. EHR should support clinical management to ultimately generates the payment. Pay for quality not quantity. Unresolved is the issue as to whether documentation should support patient care which then justifies level of payment. Dr. Mehta to identify more information from other reports.     MSSNY Survey 



2.  Improve capacity to generate reports, prompts the gap in care and support achievement of new payment systems.        MSSNY Survey 3. Design of EHR should be customized to improve the workflow needs of a specialist and a primary care physician.        MSSNY Survey 4.  Improve value of notes in telling the patient’s story and the thought process of the physician rather than the volume of data.       ACP Paper 5. Reduce cognitive burden with better clinical decision support systems. Should allow for physician assessment of clinical outcome.  6. EHR should capture episodes of care rather than encounters HIT in the Pediatric 
           Medical Home 7. Improve interoperability between physicians and all healthcare providers. Peer to peer exchange should be the goal whether its direct or through an exchange.      MSSNY Survey 8. Cost should come down because the ROI is far less than cost of acquisition and implementation and IT support should be included because IT support is essential to physician satisfaction. Costs should be bundled and there should be no unfunded mandates. MSSNY should consider whether to establish a business line to provide support for its members.              MSSNY Survey   Items removed from initial recommendations:  1. Change meaningful use incentives from all or none to threshold based. AAOS Statement  2. EHR should allow for patient access to progress notes that are part of the patient record (open notes) to improve patient engagement and quality of care.         ACP Statement     


