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Chairman Baucus, Ranking Member Hatch, and distinguished members of the Committee. It is an honor to testify before you today. I am the CEO of the Health Services business of Siemens Healthcare. Siemens Healthcare is a leading medical technology company with a portfolio comprising medical imaging, laboratory diagnostics, and healthcare IT. We deliver sustainable healthcare technologies that enable improved patient outcomes and reduced costs.  At Health Services, we develop enterprise-level healthcare IT solutions that help providers coordinate care in a variety of settings including hospitals and ambulatory practices. Before joining Siemens, I spent fifteen years as the CIO for a large healthcare system in Boston and I previously served as an advisor to the Office of the National Coordinator for Health IT. 
Siemens applauds the Committee for holding this hearing to highlight the importance of healthcare IT as a tool to improve the delivery of care. We also appreciate the work of Senators Roberts, Enzi, Thune, and Burr in focusing attention on the Medicare and Medicaid electronic health record (EHR) Incentive Program (the Program) and seeking improvements in the Program, where appropriate, as described in their recently published report: “REBOOT: Re-Examining the Strategies Needed to Successfully Adopt Health IT.”

Health Services, Siemens Healthcare’s HIT business, is headquartered in Malvern, PA, and employs approximately 5,000 individuals worldwide. We have been a leader in the healthcare IT industry for more than 40 years. In that time, our customers have demonstrated impressive outcomes that highlight the ability of healthcare IT to help providers increase the quality, safety and efficiency of care delivery – which can support the ability to deliver that care at a lower cost.
Today, IT solutions enable care givers to expedite diagnosis and improve care delivery.  This is achieved by eliminating duplicative or unnecessary testing; generating data that can be used in efforts to evaluate care practices; creating better access to a patient’s medical history – anytime, anywhere; and by reducing instances of things that as a society we have deemed should not happen: medical errors, patient falls, hospital-acquired conditions, and preventable  hospital readmissions. 
For instance, The Chester County Hospital, in West Chester, Pa., has used our solutions and our clinical workflow technology to reduce hospital-acquired MRSA (methicillin-resistant Staphylococcus aureus) infections by 60%. MRSA infections are identified by the Centers for Medicare & Medicaid Services (CMS) as a preventable “never event.” MedCentral Health System, in Mansfield, Ohio, used the same technology to reduce inpatient pressure ulcers, another “never event,” by 90%.
 
To reach, and exceed, these objectives EHR technology must be well implemented and it must be used as a fundamental element both in each care encounter and in the long-term management of a patient.
Siemens is fully committed to helping our customers achieve the objectives outlined in the EHR Incentive Program which was authorized under the Health Information Technology for Economic and Clinical Health (HITECH) Act of the American Recovery and Reinvestment Act (ARRA). Since the HITECH Act was passed in 2009, quantifiable and broad evidence has been gathered that supports the fact that the use of electronic health record systems has a measurable impact on patient care. The Meaningful Use Program was thoughtfully designed and it has been effective. We can also point to year-over-year increases in the number of hospitals and physicians that have attested to the Medicare EHR Incentive Program. A recently published report states that, as of 2012, 44% of hospitals reported having a basic EHR system, triple that of 2010
. 
However, we are at a critical moment in the Program. While impressive gains have occurred in EHR adoption, we should recognize that a minority of hospital and eligible providers have achieved attestation under Stage 1 of the Medicare EHR Incentive Program. Moreover, there are material differences in the adoption rates between large, teaching hospitals and small, rural and non-teaching hospitals. A report in the publication Health Affairs looked at data from 2011 and found nearly a 22% difference in EHR adoption between these types of organizations – a gap that was widening when compared with similar data from 2010. 

Implementing EHR technology is a complicated and demanding undertaking. For those organizations and providers that have achieved Stage 1 the path ahead in 2014 will be exceptionally challenging. They will need to:

· Continue EHR implementation of 2014 Edition certified technology
As organizations now prepare for Meaningful Use Stage 2, the effort is becoming increasingly complex. In its current state, Meaningful Use Stage 2 is more stringent in its requirements and this is compounded by the delayed delivery of fully usable testing tools. Additionally, there is a lack of clarity in criteria and inconsistency in auditing approaches which compounds the ability for some hospitals and eligible providers to comply. 

· Convert to ICD-10
The mandatory conversion from the current ICD-9 procedure coding system to the vastly more complex ICD-10 coding system requires a complete overhaul that affects system capabilities, clinical documentation, coding, and billing.
· Adjust operations for payment reform
As healthcare reform, driven by both the public and private sectors, continues to roll out new payment approaches and improved accessibility, hospitals and clinicians will deal with a number of operational and other changes in 2014, including Medicaid expansion, state health exchanges, new payer regulations, and increasing numbers of insured. These efforts will involve further investments in IT.
There are two significant outcomes of the above IT demands over the next 18 months – providers and organizations may simply opt out of the Program or they may rush the implementation.

First, many providers may opt out of further participation in the Program. Program participation may be viewed as less important than compliance with ICD-10 and the IT initiatives that are driven by an organization’s strategic and operational goals. The attestation percentages cited above may plateau – falling well short of our collective ambitions for the Program.

Moreover, hospitals and eligible providers that have not achieved Meaningful Use Stage 1 by October 1, 2014, will face Medicare reimbursement cuts. With penalties taking effect, we could create an environment in which the gap grows between the “haves” (achieving Meaningful Use) vs. “have nots.” Many smaller hospitals and physician practices could become the “have-nots” because many of these organizations do not have the financial and staff resources required to invest in and implement an EHR system. Although there are provisions for small, rural and critical access hospitals, incentive monies are paid only when an organization demonstrates use and these organizations often cannot finance the purchase of a system. 
Second, the goal of achieving the improvements in care that can result from advanced EHR capabilities could be jeopardized by a rush to collect incentive payments and avoid penalties. From the vendor perspective (and my experience as a CIO), I recognize the substantial and multi-faceted effort required to implement healthcare IT systems in an approach that optimizes the technology and its capabilities. HIT technology does not exist in isolation but rather supports the clinical work of physicians, nurses and other healthcare professionals in nearly all hospital departments and patient settings. Therefore, process redesign is a critical component to ensure optimum use of any system. This redesign is part of what we broadly consider to be the “implementation.” 
Implementation goes beyond installing software and servers and entails active participation by clinicians, administrators, and IT staff – it is a months-long intensive project. “Rushing” an implementation can dilute the opportunity to maximize the technology, jeopardizes the ability to achieve the desired Program outcomes of care improvement and could, ultimately, have a negative effect on patient safety.

I would also like to comment on interoperability standards because increasing the exchange of important patient data between providers is a critical objective of the Program. To date, the level of exchange across the country is well below our collective aspirations.
I believe that payment reform is the major stimulus to increased levels of exchange. Payment arrangements that reward high-quality and cost-effective management of a patient’s care over time and across various care venues will incent providers to invest more deeply in health information exchange. However, as payment changes take hold we need to facilitate that exchange with our efforts to improve EHR interoperability.

The 2014 Edition on Standards and Certification Criteria to be used in Meaningful Use Stage 2 clearly increased the requirements for cross-provider interoperability. However, a number of standard implementation guides are effectively described as being in a “draft stage” by the very standards organizations that manage them. Yet these new standards are being instituted for widespread use. Numerous clarifications and errata continue to be identified while preparations for Meaningful Use Stage 2 have to effectively conclude by October 1, 2013.

ONC has defined a sound framework to focus and advance the development and deployment of standard implementation guides that support cross-provider interoperability. While there is room for improving upon these processes, we are rushing through the steps without adequate time to ensure the resulting standard implementation guides actually work. We do not have time to determine if they are mature enough to be mandated across the industry. Mature standard implementation guides are essential to ensure we can communicate consistently and unambiguously across providers.
Recommendations
Hospitals and eligible providers are committed to improving the care they deliver to their patients. And they recognize the critical role that interoperable electronic health records play in those efforts. We must recognize, as they do, that the effective implementation of these systems takes time, significant resources, and a concerted organizational focus on re-engineering care practices using the technology. We need to give those who deliver care the time to do it right. We need to take some of the time pressure off Program participation while continuing to implement the Program. Our recommendations are to:
Extend Stage 2 deadlines to October 1, 2015

We support an extension of the Stage 2 deadlines until October 1, 2015 and to change the timing so that each stage is separated by three years; giving ample time for organizations to prepare, implement, and gain tangible outcomes. By adding an additional third year to Stage 2 and extending Stage 3 and subsequent (if any) stages, providers can provide adequate attention to the important work of implementation and care workflow improvements.
Make the Program less prescriptive and promote flexibility

We also recommend adjustments to the Stage 2 objectives in order to better achieve the Program goals. If one of the goals of the program is to increase the use of EHR technology, then the objectives should be structured in order to help hospitals and eligible providers of all types and sizes. While all of these care givers desire to improve the care that they deliver to their patients, they do have differences in priorities, reflecting their assessment of their areas of needed improvement. We recommend that the Program should be less prescriptive and become more flexible. Flexibility could be added to Stage 2, for instance, by expanding the menu selection of requirements, rather than having to meet all of the 16 requirements currently mandated. 
Moreover, as the country transitions from a phase of achieving meaningful use of EHRs to care improvement resulting from EHR use, the objectives should shift from defining specific features and capabilities of EHRs to ensuring that care delivery meets desired levels of quality, safety and efficiency. We need clinicians and provider leadership to focus on care outcomes rather than whether the have installed a certified EHR.

This critical shift in focus would lead to fewer EHR objectives and more care outcome goals. This relative de-emphasis on EHR features and functions would provide greater flexibility to care givers and their EHR suppliers in how to approach our collective goal of a high performance healthcare system.
Extending deadlines, timeframes, and incorporating a flexible approach has the potential to increase participation because it will allow providers to meet the goals of the Program while doing so without over-burdening their increasingly resource-constrained organizations. This has the potential to also enable rural and other smaller organizations to participate more fully in a program that may have been considered to be too restrictive and resource-consuming initially.
Create a special grant program for rural and critical access hospitals

We further recommend creation of new program elements that will encourage and enable adoption by rural and critical access hospitals and physician practices. Currently, these organizations are often without the financial and personnel resources required to undertake such an implementation and there is a real risk of a two-tier healthcare “have” and “have-not” system. We propose evaluation and development of alternate funding sources, such as grants or pre-payment of incentive monies to enable these organizations to implement EHR systems. We cannot claim success until the adoption rates improve among these institutions which typically care for our underserved and vulnerable populations. 
Increased focus on interoperability

Finally, the Program has consistently and diligently focused on strengthening interoperability. While recognizing that provider exchange of health information will fundamentally be driven by payment reform, there are steps that can be taken to improve the effectiveness of interoperability and standards implementation efforts. 

The recommendations I outlined above provide needed time for additional standards development, coding, testing, piloting, publishing, and roll-out of interoperability standards. The Program could use this time to address several interoperability challenges and issues, such as: 
· incomplete quality measure definitions;

· ambiguous or incorrect interoperability implementation guides; and
· incorrect testing tools for interoperability and quality measures that were deployed without sufficient testing.
Conclusion
We appreciate the leadership of this committee in examining the effectiveness of the Medicare and Medicaid EHR incentive program. Over time, we believe that these investments will make a difference in improving care delivery. Let’s have the patience to reaffirm that we are doing the right thing in how we encourage the adoption of, implementation of, and use of this critical technology to improve the care provided in our nation. After all, each of us is, one day, a patient. 
I thank you for the opportunity to testify to this committee and I look forward to answering your questions.
� The outcomes achieved by the Siemens customers described herein were achieved in the customer’s unique setting. Since there is no “typical” hospital and many variables exist (e.g., hospital size, case mix, level of IT adoption), there can be no guarantee that others will achieve the same results.


� Health Information Technology in the United States: Better Information Systems for Better Care, 2013. July 2013 Robert Wood Johnson Foundation.


� DesRoches CM, Worzala C, Joshi MS, Kralovec PD, and Jha AK. Small, Nonteaching, And Rural Hospitals Continue To Be Slow In Adopting Electronic Health Record Systems. Health Affairs. 2012. Accessed online: � HYPERLINK "http://content.healthaffairs.org/content/early/2012/04/19/hlthaff.2012.0153" ��http://content.healthaffairs.org/content/early/2012/04/19/hlthaff.2012.0153� 
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