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Just the thought of implement-
ing an electronic health record 
(EHR) system can be over-

whelming. After all, we became 
physicians because we wanted to 
take care of people, right? For many 
of us, sitting in front of a computer 
wasn’t part of the picture. 

But EHRs are here, and a 2007 
survey by the Medical Group 
Management Association revealed 
that most of those who had imple-
mented EHRs wouldn’t go back. 
In fact one respondent said, “After 
3 years on EHR, I would never go 
back to paper charts. It’s a daunt-
ing project, but well worth the time 
and effort.”1

Why? The benefits of going 
paperless can be significant, ulti-
mately resulting in increased qual-
ity and efficiency and lower costs. 
At the same time, the process can 
be complex, costly, and time-con-
suming. It may take from 6 months 
to 2 years to move from the plan-
ning stage to becoming fully opera-
tional, and many practices don’t 
have the necessary resources to 
work through that process. So over 
the past year, the Wisconsin Medical 
Society has offered programs and 
resources to assist practices with 

the EHR selection and implemen-
tation process, as well as the use of 
data for quality improvement and 
patient outcomes. 

Then in February, the Society 
was 1 of 5 members of a consor-
tium awarded a 4-year, $9.125 mil-
lion federal grant, funded under 
the American Recovery and 
Reinvestment Act of 2009, for the 
operation of the Wisconsin Health 
Information Technology Extension 
Center (WHITEC). Other consor-
tium members are the Wisconsin 
Primary Health Care Association, 
the Wisconsin Hospital Association, 
the Rural Wisconsin Health 
Cooperative and MetaStar, Inc. 

WHITEC will provide an array 
of services designed to provide 
education, outreach and technical 
assistance to Wisconsin physicians, 
physician assistants and nurse prac-
titioners to select, implement or 
improve the use of their EHR with 
the goal of becoming a “meaningful 
user” of their system. The general 
requirements of meaningful use 
include the following: 
•	 using	 a	 “certified”	 system	 that	

allows for information exchange.
•	 the	 ability	 to	 report	 clinical	

quality data and other reporting 
measures.

•	 e-prescribing	as	appropriate.	

Achieving these goals through 
EHRs will allow eligible providers 
to receive incentive payments from 
Medicare and Medicaid beginning 

in 2011. Although the definition of 
meaningful use won’t be finalized 
until later this spring, it’s already 
clear that if the criteria are met, 
incentives can add up, perhaps even 
offsetting the cost of the EHR as 
well as providing additional savings 
through increased efficiency. The 
maximum incentive available per 
provider is $44,000 for Medicare 
and $63,750 for Medicaid. 

The time to begin a thoughtful 
selection process and implementa-
tion is now. Rushing can lead to 
poor decisions that won’t work 
over the long-term; and starting in 
2015, providers not actively using a 
certified EHR in compliance with 
the meaningful use definition will 
be subject to financial penalty. 

WHITEC services will be avail-
able for a fee to all providers prac-
ticing in Wisconsin, and financial 
subsidies will be available the first 2 
years to “priority primary care pro-
viders” who are defined as:  
•	 physicians	 and	other	health	 care	

professionals with prescribing 
privileges in practices of 10 or 
less providers.
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the medical staffs are medical staffs 
that do not work. Many medical 
staffs have outdated requirements 
for meetings that are either unen-
forced or unenforceable, so that the 
medical staff never takes an action 
because it never has a forum. If 
your medical staff does not meet, 
consider revising your structure 
to permit virtual meetings that can 
take place online, over an extended 
period during which physicians can 
log in and comment, vote, and oth-
erwise participate. 

bylaws
The home for medical staff orga-
nization is its medical staff bylaws. 
Do your medical staff bylaws need 
some housecleaning? If the basic 
organizational problems described 
here are not resolved in your medi-
cal staff bylaws, the answer must be 
“yes.” In Wisconsin, medical staffs 
have the benefit of a court rul-
ing that medical staff bylaws are a 
contract.5 Medical staff bylaws are 
strengthened by this holding, but 
it is crucial that the medical staff 
bylaws are current and helpful for 
the medical staff. It’s your contract 
with the hospital—make it a good 
one. And if your medical staff’s 
hospital is accredited by the Joint 
Commission, know that changes in 
the accreditation requirements are 
pending and may be put into opera-
tion in 2011. Stay tuned for changes 
for your organized medical staff. 
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cal staffs.2 The medical staff conflict 
of interest policy should call for 
identifying physicians who have 
financial relationships with the 
hospital (such as employment or 
exclusive contracts) to guard against 
manipulation, while protecting them 
from retribution from the hospital 
when the physicians support the 
quality decision even when it does 
not advance the hospital’s bottom 
line. Medical staff decision-making 
should be transparent and geared 
toward decisions that will promote 
quality patient care.

Code of Conduct 
What is in the code of conduct that 
applies to the medical staff? If you 
don’t know now, you might later 
find out the hard way that it pro-
hibits conduct that would not occur 
to you as being “inappropriate” or 
“disruptive”3—such as conduct that 
competes with the hospital system. 
As most corporations and other 
organizations do, the hospital corpo-
ration has a code of conduct, which 
will apply to physicians unless the 
medical staff adopts a medical staff 
specific code of conduct governing 
its members’ behavior. Hospital 
codes of conduct are designed for 
employees but often do not trans-
late well to physicians who are not 
employees, directing complaints to 
the Human Resources Department 
instead of to peer review, or pun-
ishing violators who, for example, 
are automatically “disruptive” 
when they admit patients because 
a poorly written Code condemns 
“conduct that adds to the workload 
of the staff.” Physician behavior 
should be addressed and controlled 
as warranted by the organized med-
ical staff in the medical staff’s code 
of conduct.4

Meetings
Medical staffs that have meeting 
requirements that do not work for 

•	 ambulatory	 clinics	 connected	
to a public or critical access 
hospital.

•	 community	 health	 centers	 or	
rural health clinics.

•	 other	 ambulatory	 settings	 pre-
dominantly serving uninsured, 
underinsured and medically 
underserved populations.

Each participating practice 
will complete an initial readiness 
assessment. Then, an individual-
ized plan will be developed to 
provide a methodical process 
and needed services for achiev-
ing effective EHR implementa-
tion. For those practices that have 
already adopted and are striving 
for meaningful use, tailored assis-
tance will be available. 

Other WHITEC services  
include the following: 
•	 workflow	 analysis	 and	 rede-

sign tools.
•	 technology	selection.
•	 contracting	 and	 purchasing	

tools.
•	 assistance	with	implementation.
•	 best	 practice	 information	 in	

privacy and security.
•	 assistance	 in	 interoperabil-

ity and health information 
exchange.

•	 EHR	optimization.

Practices interested in work-
ing with WHITEC are encour-
aged to complete an Application 
to Participate form, which is 
available on WHITEC’s website: 
www.whitec.org. For more infor-
mation, visit the website or e-mail 
QandE@wismed.org.
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