ONC comments


As physicians in clinical practice, our communication is face-to-face and vocal, at the speed of sound. During the pandemic, virtual visits became part of our day-to-day profession, not totally losing but certainly reducing some of the total human interaction and stimulation therein. Removing the human contact and hands-on experience detracted from our professionalism, making some of this IT interaction no more than just addressing a disease process. As Sir William Osler stated over a century ago, “good physicians treat a disease and great physicians treat the patient”, we were undeniably unable to treat the total patient. Suddenly we became beholden to our IT and not our patients. And the pace has been digital, near the speed of light.

I would maintain that the unacceptable 60% burnout rate in our profession, is a new crisis in our profession and is much related to EHR and IT integration. There has been a further loss of human interaction, something all of us approached clinical medicine for the reward of those relationships we developed in our practices. We can no longer just take care of our patients and they will take care of us; we must fulfill all the EHR duties and documentation. No longer can our office staff help us with most of the menial daily duties because we are tasked with coding, billing and quality mensuration requirements on our screens, spending 6 of an 11-hour day behind them. We are working to satisfy all the EHR requirements, and it needs to work better and more efficiently for us, especially at the price- detracting from our allegiance to patient interaction and our social isolation as a result of documentation to create longer notes. The EHR note is on average 60% longer than former written ones, is harder to interpret between users and well over half are repetitious with abundant cut and paste confounders.

The EHR burden is listed as the largest reason for attrition when retiring physicians are polled. One of five physicians have recently stated they plan to retire in the next 2 years. While indelible circumstances follow pandemics, new opportunities for response and resolution are now open. The saying that,” dumb stuff pushes hard times and hard times then can kill dumb stuff,” hopefully will resonate. Spoken word in our clinical and even casual encounters with colleagues has weight and occurs at the comfortable speed of sound. 

The concerns for my profession as being sustainable in all these EHR requirements is compounded by the sheer danger and disregard EHR vendors have for patient safety. I am fluent in EPIC, Oracle Cerner and MEDITECH and find them all highly burdensome and at times dangerous. This has recently been demonstrated by the VA EHRM new Oracle Cerner release revealing attributable deaths and significant clinical errors causing patient harm. Release of this newer product to the entire VA system has been delayed due to problems. Personally, my father was killed as an inpatient with an EPIC malfunction denying him IV antibiotics for 3 shifts in an I.C.U., resulting in unnecessary death. All the systems, not those specific to these 2 examples, have dysfunction that translates to potential patient harm.

While the requirements and improvements to achieve true interoperability are detailed and listed for USCDI V4, as a provider I still don’t have the functionality at the point of care to get all needed patient information for full sharing doesn’t exist. ONC has created the certification process and the CARES act added more requirement but despite dysfunction remains. Other integrated industries such as the airline and hotel industries have figured out how to share data but EHRs cannot. Phone operating systems whether iOS or android have interfaces that function the same despite major proprietary and design differences. 

Finally, one shouldn’t complain without offering solutions. I feel the EHR vendors should no longer be allowed to be held harmless. All the hospitals and physician providers are responsible for their care and
are at risk for malpractice with errors of commission and omission as well as negligence. IT vendors must be held to the safety and standards of providers and must and be ultimately responsible for the medical errors their systems create. Secondly, sharing data even after 15 years since the HITECH act was initiated should be achievable especially with all the expenditures to date. If IT vendors won’t share fully their siloed data bases, maybe HHS and ONC could develop a cloud-based system for all who would choose to use and fully functions as an HIE. There will be more excuses by the software industry, and they won’t be able to charge for each inquiry, but full functionality is possible. Patient data could still be HIPPA compliant. Hopefully AI will make all these EHR mastodons obsolete but until then ONC needs to consider to up the certification requirements to include a nationally functioning HIE with waiver of hold harmless agreements.

I appreciate the opportunity to provide provider and end-user input,
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