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March 15, 2010

Charlene Frizzera, Acting Administrator
Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-033-P

Mail Stop C4-26-05

7500 Security Boulevard

Baltimore, MD 21244-1850

Re: Comments for CMS Notice of Proposed Rulemaking (NPRM)
Dear Acting Administrator Frizzera:

The Colorado Rural Health Center (CRHC), the State Office of Rural Health for Colorado,
extensively studied the Centers for Medicare & Medicaid Services (CMS) Notice of Proposed
Rulemaking (NPRM), released on January 13, 2010 in the Code of Federal Regulations (42 CFR
Parts 412 et al), Medicare and Medicaid Programs; Electronic Health Records Incentive
Programs Proposed Rule. Through our Technology for Healthcare Excellence (THE)
Consortium, we have gathered input from our stakeholders who represent a diverse
community of providers including:

e Critical Access Hospitals (CAH) and their provider-based Rural Health Clinics (RHC)

e Independent Free-standing Rural Health Clinics
¢ Community-Funded Safety Net Clinics (CSNCs) in rural and urban areas

We have also reviewed feedback from organizations similar to ours across the country. The
comments we have summarized in this document fairly and accurately represent our

stakeholders and we believe they are consistent with similar organizations.

Our comments focus on the incentive funding programs and the gaps the proposed rule creates
for adoption. While some parties have expressed the opinion that public comments should not
focus on areas that may require regulatory changes but rather focus on areas such as the

meaningful use criteria, measurements or adoption timelines (since these are open to
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1.

interpretation and change by CMS without legislative changes), we choose to focus primarily on

the incentive funding. This is due to the following:

CMS in response to a request for clarification related to incentive funding gaps advised
us to send our questions and concerns as public comments.

There is evidence that at least some provisions in the proposed rule relate to an
inaccurate interpretation of the American Recovery and Reinvestment Act (ARRA) by
CMS. This is supported by a letter sent on February 9t by 17 U.S. Senators to DHHS
Secretary Sibelius expressing their disappointment the NPRM disregarded

" 00T Ul UUz U urdl@edrdided-baéedudditdias in the incentive program.

The incentive funding gaps, if not clarified (so CAHs and providers can properly
budget, plan and in some case raise funds) or remediated will in some cases result in the
inability to adopt electronic health records, or the delay in adoption even at the risk of
reduced Medicare or Medicaid reimbursements.

We believe our concerns about meaningful use are adequately represented by existing
comments and expected language from the Colorado Hospital Association, and other
stakeholders at the Colorado Regional Health Information Organization (CORHIO). This
includes our belief that some of the criteria are too complex for a Stage 1 timeline, some
of the measurements are difficult to provide or generate, and in the case of the
interoperability criteria Stage 1 and even Stage 2 may be too soon for such a dramatic

system change.

Incentive Funding Gaps-Provider Based Physicians

Many Critical Access Hospitals (CAH) operate provider-based Rural Health Clinics (RHC). In
Colorado, 23 of the 45 RHCs are provider-based and owned by a CAH. These clinics must pass
a rigorous review and demonstrate a number of sophisticated quality programs. In many cases
they are acting as the sole provider in rural and frontier communities and offer a medical home
solution that has pre-dated the latest move to creating medical homes. The physicians and

providers in these clinics (usually advance practice nurses $ ANPs and Physician Assistants) are
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almost always employed by the CAH. However, the NPRM treats these providers as if they are
part of a class of hospital employed physicians such as a pathologists, anesthesiologists or
emergency department physicians who are excluded from incentive funds. The reason for the
exclusion of hospital employed physicians was to prevent double dipping of incentives
assuming these physicians traditionally use the EHR systems provided by the hospital who
would receive incentive funds. The intent according to the February 9t letter by the Senators
was not to exclude ambulatory care services in provider-based entities from receiving EMR
incentive funds who cite how the NPRM is in conflict with statutory language (from ARRA),

conference report language, the congressional record, and numerous letters of support.

CAH provider-based RHCs and provider-based outpatient clinics require different EHR
systems than would suffice for the inpatient EHR. Their systems are typical of the ambulatory
EHR (indeed the meaningful use criteria and the certification process to deem a system
qualified for incentive funds are separate for inpatient and ambulatory). Thus a CAH must
purchase two types of EHR if they operate a provider-based RHC or outpatient clinic - they
must purchase both an Inpatient EHR and an ambulatory EHR. Furthermore, virtually all
ambulatory vendors charge a licensing fee for their systems based on providers (regardless of
the type of provider).

Exclusion from either the CAH incentive fund program or the Medicare program will result in a

financial gap that for many CAHs cannot be adequately covered by their normal cost reporting.
Furthermore, the Medicaid incentive program which is designed to provide incentives in the

RHC settb OT wi OUwxT aUPEPEOQUWEOEwW -/ ¥/ zUwUlI gUPUI UwWE w
too high for most CAH provider-based RHCs who operate with a more dominant Medicare

census. Although the average provider-based RHC in Colorado sees approximately 15-25%

needy population (including Medicaid and uninsured), with the threshold set at 30% needy,
approximately 17 out of the 23 provider based Colorado RHCs would not qualify for

Medicaid incentive funding OR the Medicare funding as currently defined.
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Our Recommendation:

Revise the language of the rule to include provider-based physicians and clinics. Modify the
Medicaid thresholds (lowered to 20% needy patients) for rural health clinics and community
funded safety net providers (non-RHC and FQHCs).

Incentive Funding Gaps-Advanced Practice Nurses and Physicians Assistants
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above, many RHCs have a larger Medicare census than any other payer source. Additionally, to
qualify as an RHC, the CMS federal regulations require the facility to staff an APN, PA or nurse
mid-wife for fifty percent or more of the time the facility is open to patient care. Thus, the lack

of incentives for mid-level providers directly contradicts other CMS policy.

APN s are eligible if their Medicaid volume exceeds 30% (the measurement is based on a fixed

time frame and based on encounters). This is somewhat relaxed if the APN practices

predominantly in an FQ or RHC (where 50% of the encounters occur over a 6 month period in

UT 1 wOOUUOwUI Eil OVUWEEOI OEEVUwal EUAwWDOwPT PET wEEUT wOi
comprised of Medicaid, sliding scale and indigent or uncompensated care. Again, this will rule

out eligibility in many RHCs where the patient volumes for this class of patient do not meet the
threshold.

PAs are further disenfranchised as they are only eligible for Medicaid incentive funds if they
work in an RHC or Federally Qualified Health Center that is so led by a PAn Colorado a PA

the clinic is primarily staffed by a PA! This ignores a significant reality in patient access:

1. Many Medicaid and uninsured patients receive care in a community-funded safety net
provider clinic-often run and staffed by APNs or PAs.

2. In other cases patients receive care in Federally Qualified Health Center (FQHC) look-
alike clinics (organizations that meet all the qualifications of an organization that

receives PHS Section 330 funding but does not receive grant funding). Again, without
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clarification it appears that APNs and PAs who work in FQHC look-alikes may also not
be eligible for Medicaid funding.

Since EHR vendors charge a licensing fee for any provider (regardless of whether they are a
MD/DO or an APN or PA) this exclusion will mean that APNs and PAs in non RHC or FQHC
settings will be ineligible for Medicare incentive funding and ineligible for Medicaid incentive
funding. If their facility is owned by a CAH they will continue to be ineligible for funding. This
net effect will disenfranchise critical providers who in some cases are sole community health

care providers.

Our Recommendation:

Modify the funding criteria to allow APN and PAs to receive Medicare and Medicaid
incentives.

Incentive Funding Gaps-Critical Access Hospitals

The NPRM is ambiguous in its definition of what qualifies for incentive funding for a CAH. The
result is to create the opportunity for Medicare contractors to interpret differently than the CAH
and disqualify many credible costs. The rule proposes that reasonable acquisition costs include

software and hardware necessary to administer certified EHR technology. However, it does not

specifically state whether the numerous systems relevant to this are included such as:

e Information technology infrastructure such as network access points for wireless,
nursing computers, bar code readers, firewalls, switches and so forth

e Software technology to ensure adequate security or performance such as the necessary
encryption tools, network monitoring and so forth

e Third party software such as reporting or query tools (many of which may be necessary
to generate the lists needed for meaningful use), database licenses such as the drug
databases or decision support guideline databases

e Vital systems that may not be part of the actual inpatient EHR but are necessary for

order entry or other meaningful use criteria. For example laboratory information
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systems, radiology information systems or pharmacy systems. These often are sold as

separate modules by hospital system vendors and can be quite expensive.

Another significant gap is that only depreciable assets are eligible for the CAH incentives of
Medicare share plus 20 points and the accelerated depreciation schedule. This excludes three

very important areas:

e Data interface costs. These costs can be very expensive but essential; for example, the
cost to interface an existing laboratory information system to an inpatient EHR which is
necessary to provide both order entry and results downloading.

e Training and implementation. These costs may equalthe cost of software and are vital to
a successful implementation.

e Application Service Provider (ASP) or data center model. Increasingly, IT professionals
recommend a remotely hosted solution for CAHs and rural areas. This is now possible
because of the availability of broadband connectivity and mitigates the issues related to
recruitment and retention of IT staff, disaster recovery and contingency planning,
version control and so forth. However, most ASP delivery models are based on a

subscription model and not a one-time purchase model reimbursable by incentive fund

Our Recommendations:

Issue clear instructions related to included costs and allow the incorporation of all items
listed above.

Meaningful Use

Our comments related to Meaningful use correlate with those of several hospital

associations. These are listed as an addendum.

Thank you for your careful consideration of these comments and the opportunity for us to

comment on behalf of our rural and safety net provider constituents.
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Sincerely,
-
% {)7

Lou Ann Wilroy
Chief Executive Officer
Colorado Rural Health Center

Addendum: Meaningful Use Comments

m:
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requires use of a certified EHR, successful EHR adoption and use in accordance with each of 23
objectives, and significant, complex reporting on both health information technology (HIT)
functionality and clinical quality measures. This approach sets a very high bar that is inflexible.
Furthermore, this approach does not recognize the different paths hospitals may take to
becoming fully wired. We choose our path toward EHR implementation to fulfill our quality
improvement goals, best serve our patients and our communities, and support the work of our
clinicians.

(OWEEEDPUPOOOW" , 2z wxUOxOUI EwUDPOI OPOI wi OUwS$' 1wbOxOI1
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actual pace at which adoption of complex EHR systems and health information exchange can be
realized. Successful EHR adoption is a multi-year, incremental process that requires significant
capital and operating expenditures, investment in human capital and close collaboration with
medical and other staff. In the best cases, such an approach requires at least a three-year
window from initial project conceptualization to the point where clinicians are actually using
the systems for patient care. In most cases, the time required is much longer; even relatively
smooth-running EHR initiatives can take between five-and-seven years. In addition, hospitals
need ample time to test their EHR systems as they are implementing them to ensure that all
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safeguards are in place. Asking hospitals to do too much too soon will challenge their ability to
ensure these safeguards.

Finally, the proposed approach puts later adopters in the untenable position of having to

implement the more advanced functions expected in Stages 2 and 3 on an accelerated

timeframe. Late adopters already face a steeper adoption curve; they should not also face

financial penalties from the statutory payment formulasbecaU UT wOIl w" , 2z wOYI UOa wE
definition of meaningful use.

Recommended Alternative Structure and Timeframe for Meaningful Use

We believe that Congress intended to encourage EHR system adoption by hospitals and
introduced the concept of increasing levels of requirements over time to ensure that providers
could be supported through their adoption process. By placing this program within the
stimulus bill, Congress also intended the measure to provide an infusion of funds into the
health care sector. If very few hospitals qualify in the earlier years of the program, that
objective will not be achieved.

Therefore, our hospital believes an alternative transition approach is needed and we strongly
UUxxOUOwUT T w Ol UPEEOQwW' OUxPUEOw acto@eimimgUD OO0z UwUI EC
meaningful use and eligibility for EHR incentive payments. Described below, this
alternative is built on the belief that, to be successful in achieving an e-enabled health care
system that promotes better patient care, the EHR incentive programs must be flexible,
incremental, focused and achievable.

1. Establish the full scope of meaningful use objectives up-front.

The final vision of EHR meaningful use should be specified now to provide hospitals the
certainty needed to plan capital needs and implementation plans over the next several years.
As proposed, the requirements for Stage 1 leave out many key EHR functions to support safe,
high-quality inpatient care, many of which are necessary precursors to more advanced clinical

functions.
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The full list of hospital meaningful use objectives should be built on the proposed rule (with
some modifications) and expanded to include 12 additional objectives that have been discussed
and proposed by the HIT policy committee for FYs 2013 and 2015.
While the list of objectives required would remain relatively unchanged over the coming years,
the scope of their use should accelerate, so that:

e Levels of use increase over time (such as increased use of CPOE);

e Use of structured data increases over time; and

e Information exchange increases over time.

The AHA provided a final set of 34 recommended objectives, together with the changing
Ul gUpUI O OUUwWOYT UwUDPOI 6w3i 1l wUxl EDI PEwWET EOT 1 UWEOE
in the next section.

Although specified in advance, the full set of hospital objectives should be reviewed
periodically through rule-making. The regulatory requirements would represent the minimum
necessarynd certainly many hospitals would likely achieve a higher number of objectives and
greater level of use to meet competitive pressures.

2. Lengthen the timeframe for achieving the ultimate vision for meaningful use.

To support incremental adoption, the goal-line for meeting full meaningful use should be
extended to 2017 and encompass four phases of increased functionality and use (2011/2012,
2013/2014, 2015/2016, and 2017). By law, 2017 is the first year in which no incentive payments
are made. Under the ARRA, providers that first become eligible for incentives in 2013 or later
will receive payments through 2016. In addition, 2017 is the year when the penalties have been
completely phased in. Although they start in 2015, the penalties increase in size through 2017.
Therefore, the statute suggests 2017 as the year when providers should have finished their
adoption process.

3. Take a phased, flexible approach to defining meaningful use.

CMS should take a phased approach where hospitals can be considered meaningful users by

meeting fewer requirements in the early years of the program, but building toward achieving

the full set of meaningful use objectives over time. We recommend the following glide path:
e FYs2011/2012 ¢+ Meet at least 25 percent of the objectives;
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e FYs2013/2014 ¢ Meet at least 50 percent of the objectives;
e FYs2015/2016 ¢ Meet at least 75 percent of the objectives;
e FY 2017 ¢ Meet substantially all.

To be successful in achieving meaningful use, hospitals must have some choice and flexibility in
the objectives we meet. Progress toward full implementation and meaningful use is, by its
nature, specific to the staffing, strategy, and community of each institution. Therefore, we
recommend that CMS allow hospitals to choose the subset of the hospital meaningful use
objectives they meet.

4. Establish a Meaningful Use Technical Expert Panel

CMS should establish a Meaningful Use Technical Expert Panel with significant representation
from hospitals and eligible professionals at various stages of implementation. The Meaningful
Use Technical Expert Panel would provide input on the operational issues and feasibility of
achieving meaningful use objectives over time, taking into account market conditions, advances
in health information exchange, and the constraints facing subgroups of providers.

21 OwoOi w. ENT EUDPYI Uwi OUw ' zUw OUI UOEUDPYI w xxUOEE]
To establish the full vision of meaningful use, CMS should modify the 23 objectives included in

the NPRM as described below, but also add 12 new objectives. The AHA has proposed a final

set of 34 objectives, with proposed phasing of use and information exchange over time. The

following recommendations build that set.

First, we urge CMS to drop the two proposed measures related to administrative systems ¢
PET T EOwPOUUUEOGET wi Op1 PEDPODPUawl O EODUOOPEEOOGawi UOPw:
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under the HIPAA Administrative Procedures regulations and they are overseen by CMS such
that hospitals already face a financial penalty for submitting paper claims. These activities are
undertaken through existing claims processing systems, which are almost always integrated

with clinical EHR systems, although they are rarely part of the EHR installation.

Second, we urge CMS to separate the clinically relevant medication alerts (drug-drug
interaction alerts, drug-allergy interaction alerts) from the efficiency-related medication alert
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(drug-formulary alert). These alerts have different purposes ¢ preventing medication errors
versus encouraging consideration of cost when prescribing medications ¢ and involve
connection to different kinds of resources (drug safety information versus formulary
information).

Third, we urge CMS to defer the medication reconciliation requirement until FY 2013. CMS
notes in the proposal that the medical community lacks a clear, shared understanding of
medication reconciliation and the use of EHR systems to support this process. In fact, The Joint
Commission is currently revising its National Patient Safety Goal on medication reconciliation.
CMS should not attempt to define medication reconciliation processes and requirements
separately and differently from The Joint Commission. Doing so will cause confusion and
could slow efforts to build and spread best practice models of medication reconciliation.

Fourth, we urge CMS to defer the automated quality reporting requirement until FY 2013, as
long as all measures to be collected through EHRs can be re-specified, tested and
implemented. We recommend that for FYs 2011 and 2012 hospitals continue to report quality
measures through the current pay-for-reporting program while quality measurement specialists
and vendors work to create valid, reliable, and field-tested e-measures for deployment in
hospital EHRs. Electronic reporting of quality measures through EHRs is a highly valued goal
that is not yet possible to meet.

Fifth, we recommend that CMS add 12 additional measures and objectives to better define
the end goal. For 2011/2012, they are:
1. Use of evidence-based order sets (1 department)
Electronic medication administration record (eMAR) (1 department)
Bedside medication administration support (barcode/RFID) (1 department)
Record nursing assessment in EHR (1 department)
Record nursing plan of care in EHR (1 department)
Record physician assessment in EHR (1 department)
Record physician notes in EHR (1 department)
Multimedia/Imaging integration (e.g., X-Ray viewing)
Generate permissible discharge prescriptions electronically
10 Contribute data to a PHR
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11. Record patient preferences (language, etc.)
12. Provide electronic access to patient-specific educational resources

Reporting Burden

The proposed rule would require tremendous effort to comply with the reporting requirements,
which include reporting on 23 HIT functionality measures associated with each of the proposed
objectives and 35 additional Medicare quality measures.

CRHC is very concerned with the reporting burden and recommends changes to both the
proposed HIT functionality and quality measures to reduce that burden. Hospital efforts are
better spent on implementing EHRs than generating reporting.

HIT Functionality Measures

As currently constructed, many of the proposed HIT Functionality Measures will require
burdensome reporting, well beyond the estimated eight hours per year included in the
proposed rule.

For example, to calculate the percentage of all orders placed through CPOE, hospitals will need
to define the denominator of all orders placed via CPOE, in writing, or by another means. The
only way to accomplish this would be through manual chart review. Hospitals routinely
conduct chart review for purposes of quality reporting and our experienced abstracters
generally take 20 minutes per chart.

We recommend that CMS adopt a different measure for use of CPOE that would be less
burdensome to report. Our preferred measure for 2011 and 2012 is that the hospital has
activated CPOE.

In addition, the CPOE measure in the proposed rule excludes the use of CPOE within a

I OUxPUEOzUwI O1 UT T OFEa wE I we Eeth@dnOtiatOpsSHkldde im'th® P 1 Y1 UO
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CPOE use within an emergency department is important because in many hospitals, the

majority of patients admitted first enter the hospital through the ED. CPOE within the
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emergency department helps with care handoffs. Also, the emergency department is a logical
place for many health care organizations to begin implementing CPOE.

The Medicare program has a strong history of measure development in the context of reporting
on hospital quality. Through the Hospital Quality Alliance, CMS, the American Hospital
Association (AHA) and other stakeholders have developed a transparent, orderly and
collaborative approach to establishing a quality measurement framework. We believe that CMS
should draw on that experience in the development of HIT functionality measures. For the
long term, we urge CMS to establish an explicit, consultative process for development and
testing of evidence-based HIT functionality measures.

In the short term, we recognize that CMS will likely need to use modifications of the proposed

measures when the EHR incentive program begins. Of the 22 proposed hospital measures (not
including quality reporting), eight require a declarative response, and 15 require calculation of

actual performance through use of a percentage.

Our experience with hospital quality reporting suggests that the measures requiring use of a
percentage pose a significant burden needed for reporting. Indeed, for some of these
measures it is not clear whether the measure can, in fact, be calculated.

To ensure efficient reporting, we urge CMS to re-formulate the percentage performance
measures so that:
e Numerators and denominators are explicitly specified;
e No measures require hospitals to look across paper and electronic processes;
e Each measure provides a minimum threshold of cases for reporting; and
e Any measure that involves manual processing can be done through a sampling
methodology to limit burden.

Finally, we recommend that CMS not require submission of HIT functionality measure data
that cannot be derived easily from the EHR, and that the EHR has not been certified to
produce. CMS states in the proposed rule that the agency does not believe that demonstration
of meaningful use should require use of certified EHR technology beyond the capabilities
certified through the federal certification process. The interim final rule released by the Office
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of the National Coordinator for HIT (ONC), however, does not include generation of the HIT
functionality measures as a certification requirement.

Quality Reporting

Colorado hospitals are committed to quality improvement, including quality reporting. We
look forward to the day when automated quality reporting through an EHR provides solid
information that can inform our quality improvement efforts and the public. However,
developing and testing measures for automated reporting takes time and is essential to ensure
that vendor products, once installed and in use, produce scientifically valid and reliable data.
We are concerned that the list of measures proposed in this rule takes a scattershot approach at
picking and choosing from among existing measures with no overarching quality improvement
vision in mind. It is just as important that the clinical quality measures have value to hospitals
for quality improvement purposes as it is that they are capable of being collected through an
EHR.

Our specific recommendations for the selection of clinical quality measures for the EHR
incentives program are:

¢ Only measures chosen for use in the Medicare pay-for-reporting program should be
considered for implementation in the EHR incentives program;

o Measures should be selected for their potential to advance patient care and with the
consultation of quality reporting stakeholders;

e Measures selected for the EHR incentive programs should be comprehensively tested
in the field to ensure that they are thoroughly specified, clinically valid when the data
are collected through an EHR system and feasible to collect; and

e Measures should be phased in over time in clinically-related measure sets to allow for
a smooth transition.

We also urge CMS not to use any of the readmission measures. The readmission measures are
explicitly inappropriate for the reporting through EHRs and as required meaningful use

criteria. Specifically, these 30-day risk-adjusted readmission rates for heart attack, heart failure
and pneumonia currently are calculated by CMS based on Medicare claims data. While
hospitals could report on patients that are readmitted to their own facilities, hospitals currently
have no way of capturing data on patients who were initially admitted to their facilities but
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later readmitted to another hospital. In addition, hospitals do not have the data needed to
apply the risk-adjustment methodology for the readmission measures that CMS uses. Finally,
there is no evidence that use of EHRs has a direct impact on readmissions separate from the
many other activities known to be effective.

CERTIFICATION REQUIREMENTS

The first requirement of meaningful use is to use certified EHR technology. In the NPRM, CMS
accepts the definition of certified EHR technology put forth by ONC. ONC lays out a multi-
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applicable certification criteria adopted by the Secretary of the Department of Health and
" UOEOw21 UYPEI UOwpkPT POl WEWEOOEPOEUDPOOWOI w?$' 1w, OEUO]
EOOEDOEUDPOOwWUT T Ul Of wOl ECWEEOwWOT 1 OwlOT T wul gUPUI O DU
adopted by the Secretary.

ONC states that providers who choose to combine multiple EHR modules must ensure that the
modules work together and that, together, they meet all of the certification criteria. Taken
together, the two regulations require that hospitals demonstrate to CMS that the EHR system
they are using has been certified for all 23 meaningful use objectives through a federal process
that is yet to be established.

However, hospitals generally do not use a single EHR system. Hospitals routinely bring
together many different HIT systems from numerous vendors to create an EHR system. Even
those that install a main enterprise system routinely supplement with other products meant to
achieve specific needs, such as department-specific systems for the operating room or radiology
department. Thus,| OUUUDOT wli EQwUT T wi OUxPUEOz UwUaUUl OwbUWEI
meaningful use objectives will be a challenging exercise.

However, there is not yet a proposed process to certify EHRs according to this definition. We
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ability to meet the meaningful use requirements in a timely manner. Specifically, we see no
prospect for any certified EHR technology products to be available before the start of the EHR
incentive program on October 1, 2010. The rule-making process generally requires at least 180
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days between release of a proposed rule and the effective date of a final rule. Once a rule is
provided, the federal process to accredit certification agencies must be established, certification
bodies must be approved, and vendors must go through the process of revising their products
and getting them certified. Given all of these sequential steps, it seems highly unlikely that a
wide array of certified systems will be available before July 2011.

The current policy requires all hospitals to upgrade existing or adopt new systems
simultaneously. We are very concerned that vendors will not have the capacity to meet this
level of demand. Vendor queues for both existing and new clients are long and will likely
grow. Vendors also may give preference to larger institutions and existing customers, again
putting smaller and rural facilities at a disadvantage. ONC has already projected a shortage of
HIT workers and additional workforce shortages are occurring within hospitals, including
clinical staff that can assist in designing new workflows and championing the HIT installations.
Given the limited vendor capacity, existing workforce shortages, and the timelines required to
upgrade existing EHR systems, we recommend that CMS:

1. Consider existing but not yet certified EHR systems compliant for a period of three years,
as long as the hospital can meet specific meaningful use objectives.

2. Require that all upgrades to existing systems be certified.

3. Asthe meaningful use requirements change, provide a transition time of at least 24
months from when products certified to meet new requirements are available to when
certification is required for incentive payments.
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