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The Health Story Project is dedicated to achieving better care and lower cost through use of HIT for coordination of care and outcomes management. We are concerned that if key elements are missing from the incentives, the path forward will not be viable and we will waste this historic opportunity. 
Data-driven outcomes measurement requires widespread availability of standardized, coded, clinical source data and the extraction and reporting of that data out of information repositories. To operationalize this process, take it from the drawing board to the trade show demonstration to meaningful levels of adoption, we need to use all tools available. The incentives outlined in the Recommendations address only the achievement of the ultimate goal, not the incremental steps and multiple pathways that are needed to get there. 

Incremental Steps to Meaningful Use
Step 1. Create incentives for basic connectivity so that information moves between providers and from provider to QIO/HIE/PHR/NHSN, etc.

Requirements:

· secure internet connection

· electronic documents with standard metadata
· local or hosted document/file management

The basic goal here is to ensure discoverability for the information needed to support decision-making -- when I query by patient, provider, type of object, do I get what I expect and only what I expect? -- and to ensure that providers can manage this information using a simple interface.
Required standards and technology: available, time-tested, reliable

Benefits: 

· continuity of care supporting clinical decision-making, still, and always, the front line for quality. 

· minimal disruption to clinical workflow
· we can do this today using currently-available and widely-used technology. The core of the clinical record can be made accessible through standards that the dictation/transcription industry is already adopting. 
The public understands the benefit of access to the full clinical record. When the PCP does not have the Discharge Summary explaining the reason for a change in medication or documenting the plan of care, a post-discharge follow-up visit is of little use. We have never heard a clinician refuse to read information about a patient because it was dictated and not generated as discrete data from an EHR.  

We can make the full record available at the point of care now with an impact on every encounter using time-tested, readily-available technology and with minimal disruption to current workflow. At the same time, we will benefit clinicians and patients and lay the necessary groundwork for more sophisticated applications. 

Step 2. Augment connectivity through structured information with potential for reuse
Requirements:

· as above, where..

· electronic documents have a structured body and conform to national standards for sections and section codes

Required standards and technology: available, time-tested, reliable

Benefits:

· creates efficient platform for extraction of discrete coded data using both automated and manual processes
· lays basis for re-use of information at section level
This stage takes information creation away, forever, from the intractable, incomputable blob and sets an expectation that, at minimum we can do free-text search, itself a massive advantage over paper or imaging. We can understand the context of the information and ensure that the basic building blocks of the record are consistent across providers. 
This may seem too modest a goal, however, consider that there is, today, no agreement on this level of consistency, often within a single enterprise, much less on a national level. Taking clinical record keeping through this stage is a meaningful, incremental step toward full semantic interoperability. If we do not recognize it as such, and make sure we get it right, with clinician buy-in, we simply delay the availability of the rich semantics required for outcomes measurement. 
Step 3. Augment structured information with standardized, coded data
Requirements: 

· as above, where..

· electronic documents conform to national standards for sections and coded data elements
Required standards and technology: standards are available, with gaps identified by HITSP; technology is getting up to speed, not there yet in widely-implemented commercial applications.
Benefits: 

· rewards creation of the source data for outcomes measurement

· supports data analysis and reuse

This is the appropriate jumping off point for automating measurable outcomes. Although it is not yet sufficient to support it, it begins to build the data stores, and, more fundamentally, the track record and comfort level with the transformation of complex, subtle clinical concepts into discrete computable data. 
Step 4: Create incentives for automated reporting of quality measures
Requirements:

· as above, plus...

· extraction and integration of information from multiple, simultaneous data stores

· integration of quality measure logic into clinical information systems,
· real-time terminology services 

Required standards and technology: standards are in the initial stages of development, prototyping and testing; no single end-to-end deployment has been designed, prototyped, tested or implemented. 
Benefits:  as outlined in the Recommendations
Yes, we want to get here. We need the interim incentives to make sure that when we do so, we have more than the current 4% of EHR users on board. Let’s use this opportunity to lay the ground work that will get us there when the requisite standards and technology are available and reaching maturity. 
Conclusion
The path outlined in the Recommendations recognizes templated, structured data entry into an EMR as the precondition to physician involvement in information exchange and outcomes management. This risks physician rejection, as is well documented [Hartzband, NEJM, 2008; Ash, JAMIA, 2004], and once again places the up-front cost on the providers while the up-front benefits accrue elsewhere. The incentives proposed cover some portion of initial software acquisition; it would be naïve to assert that they cover the cost of integration and adoption. Without physician buy-in, the incentives become all stick and no carrot.
We have too much at stake to gamble when the odds of success are in doubt. We need to observe the successes and failures of HIT investment outside the US and create the safe, step-wise incentives that will transform the industry. 



