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POMIS Delivery Method Solo & 2 Groups Hospital AMC MCP

2007 

Totals

Medical Billing Services

$125.0 $639.8 $270.0 $148.4 $193.1

$1,376.3

Inhouse Systems

$410.4 $2,913.8 $953.3 $524.0 $682.1

$5,483.6

Software as a Service (SaaS)

$135.6 $483.8 $223.0 $122.8 $882.1

$1,847.3

2007 Totals $671.0 $4,037.4 $1,446.3 $795.2 $1,757.3 $8,707.2


THE FEDS ARE FOCUSED


Back on April 27, 2004, President Bush issued Executive Order (EO) 13335 that established the position of a National Coordinator for Health Information Technology (IT) within the Office of the Secretary of Health and Human Services. The National Coordinator was charged with coordinating federal health IT policies and programs and relevant executive branch agency outreach and consultation with public and private entities. As such, the National Coordinator provides the day-to-day leadership necessary for the development of a health IT infrastructure for the nation.


In  addition, the EO charged the National Coordinator with developing, maintaining, and directing “ … the implementation of a strategic plan to guide the nationwide implementation of interoperable health information technology in both the public and private health care sectors that will reduce medical errors, improve quality, and produce greater value for health care expenditures.”


Accordingly, the Office of the National Coordinator for Health Information Technology (ONC) has worked across the federal government to develop this ONC-coordinated Federal Health IT Strategic Plan (the Plan), which identifies the federal activities necessary to achieve the nationwide implementation of this technology infrastructure throughout both the public and private sectors. The timeframe of the Plan is 2008-2012.


The Plan has two goals, Patient-focused Health Care and Population Health, with four objectives under each goal. The themes of privacy and security, interoperability, IT adoption, and collaborative governance recur across the goals, but they apply in very different ways to health care and population health. 

Goal 1) Patient-focused health care: Enable the transformation to higher quality, more cost-efficient, patient-focused health care through electronic health information access and use by care providers, and by patients and their designees. 

Objective 1.1 – Privacy and Security: Facilitate electronic exchange, access, and use of electronic health information while protecting the privacy and security of patients’ health information 

Objective 1.2 – Interoperability: Enable the movement of electronic health information to where and when it is needed to support individual health and care needs 

Objective 1.3 – Adoption: Promote nationwide deployment of electronic health records and personal health records that put information to use in support of health and care 

Objective 1.4 – Collaborative Governance: Establish mechanisms for multi-stakeholder priority-setting and decision-making to guide development of the nation’s health IT infrastructure 

Goal 2) Population health: Enable the appropriate, authorized, and timely access and use of electronic health information to benefit public health, biomedical research, quality improvement, and emergency preparedness. 

Objective 2.1 – Privacy and Security: Advance privacy and security policies, principles, procedures, and protections for information access and use in population health 

Objective 2.2 – Interoperability: Enable the mobility of health information to support population-oriented uses 

Objective 2.3 – Adoption: Promote nationwide adoption of technologies and technical functions that will improve population and individual health 

Objective 2.4 – Collaborative Governance: Establish coordinated organizational processes supporting information use for population health


The Plan for achieving each goal is detailed through objectives, strategies, and illustrative actions that align with a set of four core functional components: 1) policies relating to privacy and security; 2) standards, networking, and interoperability; 3) adoption of technology and information use; and 4) collaborative governance and decision-making. These components are necessary to create an environment in which health information can be exchanged securely and accessed in a timely manner for the purpose of patient care and population health.


How will this concerted move by the U.S. Federal government impact the POMIS industry, as well as the entire U.S. health IT environment?  The POMIS Industry Analyst sees this as a heavy hand of government to get the nation moving toward healthcare affordability, improved quality of care, and better outcomes for all American citizens.  Which one of the above core functional components should get our attention?

Component 3. Adoption of Technology and Information Use (“Adoption”) 

To transform health care and population health services, relevant health information users must adopt interoperable technologies. To this end, it is necessary to identify and reduce or remove the many existing obstacles to adoption of EHRs in health care settings. Initiatives such as the Centers for Medicare & Medicaid Services (CMS) Electronic Health Record Demonstration, described later in this document, should help advance the adoption agenda. There must be sufficient numbers of trained technical staff within health care and population health systems to enable development and deployment of useful technologies. It is also necessary to support adoption of PHRs, and other direct consumer uses of health IT and networking. As barriers are identified and addressed, the current slow rate of adoption will be followed by a period of rapid uptake, as the beliefs of providers, payers, and consumers shift from “why do we need it?” to “we cannot do without it”. Adoption efforts must ensure that the benefits of health IT reach disadvantaged and underserved populations, and do not widen the often-cited “digital divide”.


Let’s explore the plan’s adoption objective:

Objective 1.3 – Adoption: Promote the nationwide adoption of interoperable electronic health records (EHRs) by providers, and the adoption of personal health records (PHRs) and other consumer health IT tools by consumers and their designees. 
Measure: Percentage of physician offices using certified EHR systems. 

Target: 40% by 2012 

(This outcome targeted for 2012 is consistent with President Bush’s target of the majority of Americans to have access to EHRs by 2014.) 

Measure: Percentage of small physician office practices (those with five physicians or fewer) using certified EHR systems. 

Target: 12% by 2012 

Method: Annual national survey of a scientific sample of physician offices. 

Discussion Adoption of interoperable health information technology by providers and patients and its subsequent routine use are the critical foundations for transforming the current health care system to one that focuses on the patient while providing quality in an efficient manner. 

· In its 2001 report - Crossing the Quality Chasm: A New Health System for the 21st Century
 – the Institute of Medicine describes quality care as safe, timely, effective, efficient, equitable, and patient-centric. The report documents how this might be achieved, including the critical importance of timely access by clinicians to accurate and comprehensive electronic health information about each of their patients. 

· Adoption of interoperable electronic health records by clinicians throughout the delivery system can improve: 

1. Safety through provision of warnings and alerts when actions are taken that could injure a patient. 

2. Timeliness by fostering communications between providers and patients to assure that an individual’s needs are understood prior to a scheduled encounter and appropriately met. 

3. Effectiveness by providing and assessing comprehensive information about a patient’s care against evidence-based guidelines for care. 

4. Efficiency by presenting the comprehensive information necessary to coordinate care across multiple settings and providers, thus eliminating duplication and delays. 

5. Equity as these technologies are made widely available to all populations. 

6. Patient-centeredness by incorporating and presenting information about patient choices, preferences, and values in their clinical record
. 

· Widespread adoption of health information technologies will also support more cost efficient care – beyond the efficiencies gained from improvements in quality from enhanced patient safety, effective application of preventive processes, and better coordinated care. Through the use of health IT, more robust data will become available about variations in outcomes associated with different care processes. And, as therapies are tailored more specifically to each patient, the health system will become more cost-efficient by employing only those therapies known to be effective for that patient. 

· The health of individuals and of communities is not solely dependent on the health care delivery system. Individuals are in part responsible for their own health, and can affect it through the decisions they make regarding their lifestyle, dietary and exercise habits, accessing preventive health care services, and even pursuit of “good health” according to their own personal, basic beliefs. However, choices and beliefs will lead to better health only if a person is well-informed. Electronic access to one’s own clinical information, the ability to communicate electronically with one’s clinicians, the ability to ensure that medical information is available to key non-medical service providers, and the ability to access pertinent health information related to one’s condition or situation are all critical to well-informed, timely, individual choice and engagement. Personal Health Records (PHRs) are products that can collect, collate, and present the comprehensive data needed by engaged, activated individuals and for tools that can reformat the data in a manner most useful for those individuals. 

Strategies 
Nine strategies, in addition to those related to privacy, security, and interoperability, work together to achieve the objective of nationwide adoption of EHRs, PHRs and other consumer health IT tools. The initial five of these strategies (1.3.1 through 1.3.5) specifically address EHR adoption in the health care delivery system and the President’s goal of making electronic health records available to most Americans by 2014. Strategies 1.3.6 and 1.3.7 focus on the emerging areas of consumers’ access to, and use of, electronic health information related to their own health and care. Strategies 1.3.8 and 1.3.9 are designed to advance patient-focused health care by addressing liability, licensure, and other issues that can promote the provision of care when the patient is in a remote setting, not in the same physical setting as the clinician. (Details in Appendix A of the plan, beginning on Page A8.) 

Strategy 1.3.1: Remove business barriers and disincentives for provider and delivery system adoption of EHRs. 

Evidence suggests that there are barriers to the adoption and use of EHRs, including the cost of the EHR, changes in workflow processes, and time and effort required for training. This strategy will promote adoption by working to remove business barriers and disincentives. 
Strategy 1.3.2: Increase the likelihood of efficient and effective EHR purchase and implementation. 

The EHR adoption process is complicated, time consuming, and has been shown to decrease productivity in the short term, before beneficial effects related to health care occur. Sufficient provider training and technical assistance can help health care providers navigate the adoption process so that they better understand the products and can purchase and implement the software successfully. In this way, the benefits of health IT will be realized more rapidly and the number of effective and efficient EHR implementations can be maximized. 
Strategy 1.3.3: Increase the value of EHRs through interoperability, clinical decision support, and other technical advances. 

Clinicians find value in products and services that decrease their administrative burden, increase their access to comprehensive information about a given patient, and present clinical information in a manner that enables accurate and timely diagnoses, treatments, and care. To the extent that EHRs have these features and these features work well, clinicians will be more inclined to invest in EHR products. This strategy addresses the technical and implementation challenges that must be overcome to assure routine inclusion and use of these features within EHRs. 
Strategy 1.3.4: Promote certified health IT products as critical components and standards of clinical care. 

The risk of purchasing a product that does not meet the provider’s needs is one of the major barriers to widespread adoption of EHRs. Private sector certification processes would minimize this risk by assuring that the certified products meet specific criteria for functionality, security, and interoperability. As such, this process would not only protect the clinician purchaser, but would also allow the federal government, to the extent permitted by law to directly stimulate the adoption of interoperable products in both the public and private sectors through contractual mechanisms that reference use of certified systems. 
Strategy 1.3.5: Develop the workforce for health IT product development and use. 

Health IT development and implementation require an appropriately trained, highly-skilled workforce to play a wide range of specialized and essential supporting roles. Currently, the numbers of trained health IT professionals are only adequate to support the relatively low rate of health IT adoption. To enable the adoption rate to increase, and thus enable attainment of the 40 percent adoption objective by 2012 (and over 50 percent by 2014), the size of this trained health IT workforce will need to increase substantially. 
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Strategy 1.3.6: Identify key PHR functions and features that will allow individuals to link their health information to a wide variety of market-driven personal health tools that they and their designees find valuable in managing their heath and care. 

PHRs have low rates of adoption to date for many reasons. While secure websites that enable patients to access their electronic health records are widely used where available, there is considerable confusion about what constitutes a free-standing PHR that is wholly controlled by the patient or consumer. This strategy seeks to define the key elements of a free standing PHR that will support secure maintenance of an individual’s personal health information so that it can link to the myriad of applications being developed in the marketplace to support that individual’s ability to manage his or her own health. 
Strategy 1.3.7: Design methods to promote the use of PHRs and other consumer health IT tools by consumers and their designees. 

Communicating with consumers about the benefits of PHRs and self management of one’s own health may require new approaches to be effective. This strategy will expand and increase our understanding of how best to use these new technologies to the benefit of individuals interested in better management of their own health and care. 
Strategy 1.3.8: Minimize liability risks and clarify misperceptions of liability risks for providers using health IT, while preserving or enhancing patient protections. 

Many providers are concerned about both real and perceived liability risks of using EHRs and participating in the exchange of electronic health information. This strategy will promote clinician adoption of health IT by addressing issues related to state-based licensure and certification criteria that can mitigate liability risk. 
Strategy 1.3.9: Remove technical, financial, workflow, and other barriers to diagnosing, treating, and communicating with patients outside the boundaries of traditional health care settings. 

Our provider focused health care system is predicated on patients accessing care in the clinical setting. However, actual care is primarily dependent on decisions made in the home, office, or school setting by the patient – often without the guidance of their clinicians. Adoption and use has been very slow of new technologies that can provide data and enable communication between individuals and their clinicians at the time when it is needed. This strategy will promote adoption by helping the industry to understand the sources of the barriers to adoption and by identifying solutions that promote more widespread use of these technologies.
report preparation METHODS


The POMIS Report is conducted with the direct assistance of knowledgeable industry persons.  Jewson Enterprises constantly investigates several sources in the industry.  Therefore, its investigative activities today would parallel those of yesterday or tomorrow.  The data analysis period for The POMISSM Report lies between January and December.  Vendor information includes estimates as of December 31st of the year.  The market analysis includes a base year, the next year, and the fifth year.


To ensure excellence and quality of market research and analysis, Jewson Enterprises specializes in one industry and the influences of allied industries.  Jewson Enterprises' geographically-dispersed information-gatherers have intimate knowledge of the specific industry trends.  The industry analyst attends consultants and healthcare association’s activities and works closely with medical office buyers.  The report's industry analyst, Vinson J. Hudson, reviews more than 100 relevant publications and maintains continuing communications with industry representatives and related government agencies.  Therefore, Jewson Enterprises offers unique knowledge of the physician's office management information systems (POMIS) business, the medical office buyer, and the socio-political environment surrounding the physician services industry.  JE’s industry analyst quantifies and summarizes its research to help clients anticipate and respond to multi-direction, rapid changes that are challenging the U.S. ambulatory care setting.


The POMIS Report provides market analyses and detailed discussions that are strategically significant.  The methodology used for deriving market intelligence and forecasts represents more than 25 years of cultivated sources, such as geographically-dispersed information-gatherers; consultants and healthcare associations; well-researched sources of more than 100 publications; survey questionnaire responses from hundreds of vendors and others; and direct interviews with key management in vendor and provider organizations.


The POMIS Report contains eight (8) chapters of facts, figures, and analyses.


CHAPTER 100, EXECUTIVE SUMMARY.


CHAPTER 200, POMIS GLOSSARY.


CHAPTER 300, PRACTICE DEMOGRAPHICS.


CHAPTER 400, MARKET SPENDING

CHAPTER 500, TRENDS & EVENTS.


CHAPTER 600, TECHNOLOGY UTILIZATION.


CHAPTER 700, COMPETITORS ANALYSIS


CHAPTER 800, EHR-EMR SYSTEMS ANALYSIS


The basic survey process of Jewson Enterprises considers the issues within the scope of the report and makes predictions over five years.  We have identified knowledge sources for all issues considered and anonymously analyzed their assessment on trends and strategies.  The knowledge sources included a wide representation from providers, healthcare systems organizations, business coalitions and purchasers of care, professional and medical associations, healthcare policy makers and think tanks, computer manufacturers, POMIS vendors, reputable industry consultants, trade journal editors, computer systems market research firms, financial and investment banking firms, industry consultants, and physicians from several practice settings.  Knowledge sources were asked to express their views rather than the views of their employers or affiliations.


This technique, closely related to the Delphi technique, relies on the judgment of independent knowledgeable experts.  Although Jewson Enterprises uses other methods of forecast where appropriate, its techniques from knowledgeable sources are almost self-fulfilling:


Market projections, on which decisions regarding policy must rely, are strongly influenced by personal preferences and expectations, as well as quantitative factors.


We control and qualify opinions and commentaries by an iterative use of questionnaires and telephone interviews with selective feedback of previous knowledge source responses as an informational basis for subsequent forecasts.  We extract the relevant information from the returned questionnaire and telephone interviews, and analyze the statistical compilation and commentary with future questionnaires.

Matrix of POMIS Knowledge


Jewson Enterprises considers three levels of health care information systems knowledge as described in Exhibit 200-1.  There are research firms and consultants who might provide knowledge in one box of the matrix but not all.  In the POMIS industry, JE's Knowledge Base covers the entire matrix in an integrated manner.

1. Publicly Available Knowledge is found in the public domain and is available in general publications and presented at seminars, conference sessions, and libraries;

2. Expert and Consultant Knowledge is shared among experts and consultants as they have developed networks of communications with one another about their expertise; and

3. Privately-Held Knowledge is what each individual has within their minds, but which they have not shared with anyone - and which they may not be able to share with anyone due to a lack of understanding or even a vocabulary to express what they know.


Jewson Enterprises categorizes its knowledge into four types according to complexity and levels of abstraction and aggregation:

1. Data, Facts, and Information that pertain to a particular healthcare knowledge sector and a particular context to be analyzed;

2. Perspectives in How to View Information pertains to insights on how to view facts and data.  This type of knowledge includes conceptual images such as how an economic situation should be viewed, how to think about the behavior and operating status of a difficult "Group Without Walls," etc.;

3. Hypotheses and Reasoning Stepping Stones include the potential conclusions and interpretations of contexts; and

4. Strategies for How to Reason relates to a particular context.


It is relatively easy to obtain and elucidate knowledge in the public domain.  Jewson Enterprises (JE) has accumulated a large computer database of knowledge sources for nearly 30 years segmented by value and frequency of updates.  It is harder to obtain expert knowledge.  JE uses a dedicated network of regional-dispersed industry information scanners that provide specialized knowledge about their field, especially within a specific region of the U.S.  It is requires a great deal of time and resources to obtain privately held knowledge.  JE has developed and maintained a reputation for protecting confidential and proprietary information of private sources.  This is formally re-enforced through more than 400 non-disclosure agreements between corporations, individuals, and innovators.  This unique situation provides JE's industry analyst with insider’s knowledge that would rival any well-recognized competitive intelligence organization.  However, JE assumes a fiduciary responsibility for the knowledge that it uses from private sources to only analyze the POMIS industry.




Exhibit 200-1. Types Of Knowledge in the POMIS Knowledge Base








Source: Jewson Enterprises' POMIS Knowledge Base




Research Process


The purpose of the POMIS Report is to analyze and forecast seven strategic market segments and selected subsegment in terms of revenues, growth rates, customer installations, information systems technologies, pricing trends, competition, market share, and medical office distribution.  It also provides impact analyses of identified current trends on the future information systems growth.


The objectives of the market research are to:

· Analyze current changes in the health care industry and analyze its future impact on the POMIS industry's growth.

· Describe current and future national and regional distribution of seven physician's office market segments.

· Identify current uses of computer technology and related medical applications in the ambulatory care settings.

· Identify related industries and analyze their uses of computer and applications technologies that could be applicable in medical offices.

· Identify current competitive structures and future competitors in the POMIS industry.


Major research areas for the report are:

· Applications of Information System Solutions

· U.S. Census Divisions

	1
	New England Division

Connecticut (CT)

Maine (ME)

Massachusetts (MA)

New Hampshire (NH)

Rhode Island (RI)

Vermont (VT)
	6
	West North Central Division

Iowa (IA)

Kansas (KS)

Missouri (MO)

Minnesota (MN)

Nebraska (NE)

North Dakota (ND)

South Dakota (SD)

	2
	Middle Atlantic Division

New Jersey (NJ)

New York (NY)

Pennsylvania (PA)
	7
	West South Central Division

Arkansas (AR)

Louisiana (LA)

Oklahoma (OK)

Texas (TX)

	3
	South Atlantic Division

District of Columbia (DC)

Delaware (DE)

Florida (FL)

Georgia (GA)

Maryland (MD)

North Carolina (NC)

Puerto Rico (PR)

South Carolina (SC)

Virginia (VA)

West Virginia (WV)
	8
	Mountain Division

Arizona (AZ)

Colorado (CO)

Idaho (ID)

Montana (MT)

New Mexico (NM)

Nevada (NV)

Utah (UT)

Wyoming (WY)

	4
	East South Central Division

Alabama (AL)

Kentucky (KY)

Mississippi (MS)

Tennessee (TN)
	9
	Pacific Division

Alaska (AK)

California (CA)

Hawaii (HI)

Oregon (OR)

Washington (WA)

	5
	East North Central Division

Illinois (IL)

Indiana (IN)

Michigan (MI)

Ohio (OH)

Wisconsin (WI)
	
	


· Physician's Office Practices

· Traditional solo and 2-physician

· Traditional group practices (single- & multi-specialty)

· Hospital-based practices (outpatient & emergency departments.)

· Academic medical centers (FPP: departments & divisions)

· Managed care plans (HMOs, IPA-HMOs, PPOs, etc.)

· Free-standing ambulatory care centers (Urgent care centers, medical imaging centers, and surgery centers)

· Large Integrated Health Networks

· Vendor Products/Services Delivery Types

· Computer Systems (Personal computer-, Workstation-, and Midrange/mainframe-based systems

· Billing services

· Outsourcing services

· Application Service Providers (ASPs)


The formal description of our market research process is described in Exhibit 200-2.




Exhibit 200-2: General Market Research Process (Sheet 1 of 3)

FUNCTION: LITERATURE UPDATE SEARCH

Objectives:
Search for new related published material that include identification, access, review, and abstraction.


Methods:

· Task definition - report scope and definition of POMIS research and analysis.

· POMIS Knowledge Base enhancement - orientation with medical and professional information systems sources; identification of industry with key words, subjects, services, and authors.

· Enhancement of Search Strategy Development - segmentation of subject categories; update relevant indexes to periodicals and reports; update automated library retrieval services; update bibliography, review methods of literature acquisition, abstraction, and review; determine research team feedback

· Organize final search items

Items:

· Define literature search scope

· Prepare key word list for data base

· Prepare subject list for data base

· Use available search services list

· Prepare key authors list

· Prepare bibliography of sources

· Set up cross-references in data base

· Perform key literature abstracts on publications

· List current computer information systems solution technologies

· Final bibliography

· Cross-reference chart

· List of current information systems solutions

· Average costs of information systems solutions


Use:

· For research support and industry analyst

· For input to final POMIS Report

Source: Jewson Enterprises' POMIS Knowledge Base




Exhibit 200-2: General Market Research Process (Sheet 2 of 3)

FUNCTION: EXTENDED RESEARCH AND INTERVIEWS

Objectives: 
Detailed survey of operational aspects of information system solution technology; technology used in physician's office information systems; identification of information systems solution technology in related industries; and comparison of findings

Methods: 

· Interviews with information systems solution users in the medical office marketplace

· Literature search related to information systems solution uses in related industries

· Interviews with information systems solution participants, such as medical office providers, government agencies, insurance firms, purchasers of care, health information clearinghouses, vendors of POMIS solutions, etc.

Items:
· Interview notes

· Bibliography

· Cross-references

· Final bibliography

· Cross-reference chart

· List of current information system solutions and methods in related industries

· Average costs of information system solutions


Use:
· For research support and industry analyst

· For input to final POMIS U.S. Analysis Report

Source: Jewson Enterprises' POMIS Knowledge Base

Exhibit 200-2: General Market Research Process (Sheet 3 of 3)

FUNCTION: ANALYSIS AND DEVELOPMENT OF FUTURE OPPORTUNITIES

Objectives:
Develop and evaluate methods of delivering information system solutions to medical office practices.

Methods:
· Analyze list of information system solutions; costs of information system solutions; comments in interviews notes from vendors, members of the marketplace of buyers; comments in literature; research of computer information system solutions, etc.

· Prepare a list of potential windows of opportunity

Items:
· Annotated bibliography of pertinent literature sources

· Bibliographic cross-references for credibility

· Provide information system solution types


Use:
For input to final POMIS Report


Source: Jewson Enterprises' POMIS Knowledge Base

pomis


Medical offices, physician's offices, or ambulatory care settings are the foundation of managed, integrated delivery of care.  Physician’s office management and medical information systems (POMIS) provide the functionalities of financial, administrative, managed care, medical/clinical, and practice support.  The POMIS industry consists of ambulatory care medical providers who acquire these solutions and vendors who design, implement, and support these solutions.  A basic POMIS consists of patient billing, accounts receivable management, insurance processing, managed care functions, and scheduling information functions.


The POMIS marketplace consists of office-based and medical teaching physicians and vendors who market products and services as automated information systems solutions.  POMIS products and services are packaged as hardware, software, training, installation, and services to keep the medical office practicing quality medicine.


The POMIS Report is driven by the business performance of vendors who sell turnkey computer systems, billing services, and outsourcing services.  To be a POMIS vendor, the company must at least offer the basic POMIS solution previously described.  Individual software publishers are not counted as POMIS vendors.  However, their business is included if they market their product through POMIS vendors providing the POMIS vendor revenues.

pomis industry overview
· The number of vendors in 2007 was 655, down from 790 in 2006.  They generated $8.7 billion in revenue, or about $13.3 million per vendor.

· 
The top ten vendors loss ground during 2007 because other competitors began to gain ground through acquisitions, mergers, and partnerships just as the leaders.  The revenue of these leaders declined by $307.3 million, or $3,533.7 million in 2007.  Smaller vendors continue to chip away at the customer bases of established vendors.  However, large acquisitions, such as GE Healthcare of IDX, Allscripts-A4 Health-Misys merger, McKesson-Per-Se Technologies-Practice Partner, etc., contributed large acquired shares in the POMIS industry.
[image: image2.emf]Market Share of Inhouse Systems Vendors: $5,483.6 Million
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· Market share by delivery method is shown as follows:
[image: image3.emf]POMIS Delivery Method

Revenue 

($Million)

Number of 

Vendors 

Competing

Percent 

Penetration of 

Industry

Inhouse Systems $5,483.6 281 63.0%

Medical Billing Services $1,376.3 401 15.8%

Software as a Service (SaaS) $1,847.3 152 21.2%

TOTALS $8,707.2 834 100.0%


· Twenty-two publicly held companies hold more then 47% of the $8.7 billion industry share.
· During 2007, a competitive information technology solution should offer most of the following:

· Shared medical records for both patients and community providers

· Some form of Web services

· Dashboard business intelligence

· Reference lab orders and results

· Provider-employer communications

· Handheld functionality

· Charge capture

· Access to clinical summaries

· Popular specialty systems

· Primary care

· Cardiology

· Oncology

· Emergency department

· Home health care

· Radiology

· Clinical labs

· Public labs

· Enterprise Scheduling

· Enterprise Registration

· Call management

· Managed care contract management

· Enterprise data repository for administrative and financial information

· Data base management system

· Master patient index

· Executive reporting

· Voice recognition

· Interfacing

· Patient monitoring device interfaces

· CCOW compatibility

· Revenue cycle management

· Consumer-directed health plan solutions

· Case management

· Medicare and Medicaid solutions

· Community health centers functionality

· HIPAA compliance and solutions
· Patient Web portal

· Interoperability and Integration
· E-Prescribing

In the small and medium-sized physician organization, an attractive IT solution consists of the following components:

· Practice management system 

· Electronic medical records system

· Document management and scanning system

· Laboratory information system for commercial labs, hospital labs, and physician labs

· Appointment scheduling system fully integrated with the PMS and EMR system

· Physician and/or patient Web portal

· Jewson Enterprises (JE) analyzes the EHR-EMR market to be compendium of systems and technologies to assist caregivers to delivery quality medical services.  Each physician organization determines its definition and scope of clinical information, which identifies users and required data.

At the publishing of the 2007 Edition The POMIS Report, The EHR-EMR systems market of 238 vendors across five market segments earned more than $2.2 billion in 2007.  Based on industry trends, public and private drivers, and forecasts of ambitious vendors, by 2012, the EHR-EMR systems market is expected to reach about $5 billion, a 25% CAGR.

They are depicted as follows:

[image: image4.emf] 

Leading EHR-EMR Systems Vendors: $2,189.5 Million

Other

65.3%

Next 7 Leaders

21.6%

IMPAC

4.0%

McKesson

4.3%

Allscripts

4.8%


· The EHR-EMR systems analysis growth from 2006 through 2011 is shown in the following diagram:
[image: image5.emf] 

Market Segments 2007 2008 2010 2012

2007-2012 CAGR 

(%)

Total EMR-EHR Systems Market $2,189.5 $2,288.1 $3,603.8 $6,876.5 25.7%

   Solo & 2-Physicians Practices $120.6 $121.3 $187.4 $343.8

23.3%

   Group Practices $1,111.7 $1,213.3 $2,050.6 $4,124.4

30.0%

   Hospital-based Practices $409.4 $398.1 $583.8 $1,024.1

20.1%

   Academic Medical Centers $333.3 $334.1 $500.9 $916.9

22.4%

   Managed Care Plans $214.5 $221.3 $281.1 $467.3

16.9%


· The market potential for 2006 for the EHR-EMR systems market is shown in the following exhibit:
· Health plans and employers have begun to issue personal health records (PHRs), which are similar to the EHR system accounts proposed in the following exhibit.  By 2008, more than 70 million Americans will have access to an EHR system that contains information gleaned from medical claims data, according to America’s Health Insurance Plans association.
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Total POMIS Physicians 827,421

$41,475 $19,780.3 $22,300.4

   Solo & 2-Physicians 215,129 $24,500 $4,087.5 $4,410.1

   Group Practice Physicians 377,362 $46,000 $1,320.8 $1,547.2

   Hospital-based Practice Physicians 176,444 $46,000 $6,175.5 $7,234.2

   Academic Medical Centers Physicians 15,240 $55,000 $6,553.2 $7,162.8

   Managed Care Plan Physicians 43,246 $53,000 $1,643.3 $1,946.1

Market potential is estimated using the same cost of hardware for both EHR-EMR systems and PMS & MCIS.  Each is calculated as separte 

potential.

2007 EHR-EMR 

Market Potential 

Standalone (Millions)

2007 PMS & MCIS 

Market Potential 

Standalone (Millions)

Total 

Physicians

2007 Cost to 

Implement Application 

in First Year Per 

Physician* Major Market Segments


	Patient information
	Demographic and personal information, emergency contacts, primary care physician name, and contact information.

	Family history
	Possible health threats based on familiar risk assessment.  Includes the relationship, condition or symptom, status (e.g., active/inactive), and source of the data.

	Physiological information
	Physiological characteristics such as blood type, height, and weight.

	Subscriber information
	Information regarding any subscriber associated with the individual (spouse, children)

	Encounters
	Encounter data in inpatient or outpatient settings for diagnoses, procedures and prescriptions prescribed in association with the encounter.

	Medications
	Medication history such as medication name, prescription date, dosage, and pharmacy contact information.

	Immunizations
	Information regarding immunizations such as vaccine name, vaccination data, expiration date, and manufacturers.

	Benefit information
	Information regarding current insurance benefits such as eligibility status, co-pays, and deductibles.

	Providers
	Information regarding clinicians who have provided services to the individual.

	Facilities
	Information regarding facilities where individual has received services.

	Health risk factors
	Patient’s habits such as smoking, alcohol consumption and substance abuse.

	Advance directives
	Advance directives documented for the patient for intubation, resuscitation, IV fluid, life support, references to power of attorneys or other healthcare documents.

	Alerts-allergies
	Patient’s allergy and adverse reaction information.

	Health plan information
	Used no plan EHR transfer.  Information about sending and receiving plans.

	Plans of care
	Any reminder, order and prescription recommended by the care management and disease management program for the patient.


· The following exhibit shows the market share of the leading PMS vendors.  During 2006, a competitive PMS consisted of the following features:
HIPAA compliance

Patient information management

Patient and insurance billing

Electronic claims submission

Automatic remittance posting

HL7 interfaces

Electronic insurance eligibility status checking

Accounts receivable and claims follow-up module

Comprehensive reporting and custom report writer

Recall letters

Appointment scheduling

In the small and medium-sized physician organization, an attractive practice management solution consists of the following components:

Practice management system 

Electronic medical records system

Document management and scanning system

Laboratory information system for commercial labs, hospital labs, and physician labs

Appointment scheduling system fully integrated with the PMS and EMR system

Physician and/or patient Web portal

[image: image7.emf] 

Leading PMS Vendors: $4,760.4 Million

Other

42.6%

Next 7 Leaders

26.0%

Sage Software

5.8%

GE Healthcare

10.3%

McKesson

15.4%


· The leading group practice vendors are shown in the following exhibit.

Misys Healthcare Systems

Sage Software Healthcare Division

McKesson Provider Technologies

IMPAC Medical Systems, Inc.

Allscripts, Inc.

GE Healthcare

CBIZ Medical Management Professionals, Inc. (MMP)

NextGen Healthcare Information Systems, Inc.

DST Health Solutions, Inc.

MED3000, Inc.
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Leaders in Group Practices Market: $4,037.4 Million

Other

49%

Next 7 Leaders

27%

Sage Software

6%

McKesson

8%

GE Healthcare

10%


· The POMIS industry life cycle curve through 2011 is shown as follows.  It is anticipated that incentives and strong drivers will provide growth in information technology solutions, especially in clinical.
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Ambulatory Care Setting IT Solutions Expected Spending
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· Banks are marching into healthcare.  With hefty profits on the line, financial institutions and their rapid transaction speeds are coming to healthcare – and the bargain-hunting consumer won’t be far behind.  After implementing automation, financial institutions have long eyed healthcare’s inefficient billing, collecting, and reimbursement.  As the employer-based health insurance model continues to deteriorate, consumers are shouldering an increasing percentage of costs and playing a growing role in healthcare decision-making.  Therefore, the healthcare sector is paying closer attention to goals such as transparent pricing standardized quality measures and electronic medical record-keeping.
· Cisco Systems, Inc. targets health IT markets.
· 2006 was another strong year for healthcare technology transaction activity.  With significant growth in transactions and transaction volume, the healthcare technology sector continues to be one of the most active sectors in healthcare.
demographic summary

· The American Medical Association (AMA) published that there were 902,053 physicians (MDs) in the U.S. and possessions at the end of 2005.  More than 55.3% were located in the following 10 states:
California – 108,053

New York – 82,301

Texas – 53,571

Florida – 52,324

Pennsylvania – 41,358

Illinois – 38,513

Ohio – 33,618

Massachusetts – 31,908

New Jersey – 29,786

Michigan – 27,316

· The total distribution of physicians (M.D.s & D.O.s) by professional activity for 2005 Through 2011 is shown in the following exhibit.
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Professional Activity JE 2006 JE 2007 JE 2008 JE 2010 JE 2012

2007-2012 

CAGR (%)

Total DO and MD Physicians

981,464 998,986 1,018,880 1,058,935 1,099,369

1.9%

Patient Care

774,883 781,701 788,658 803,006 817,881

0.9%

   Office-based

599,926 605,325 611,568 625,189 637,933

1.1%

   Hospital-based

174,957 176,376 177,090 177,817 179,948

0.4%

Other Professional Activity

44,828 45,720 46,651 48,538 50,459

2.0%

    Administration

10,720 11,029 11,293 11,840 12,458

2.5%

   Medical Teaching

14,981 15,240 15,466 15,931 16,393

1.5%

    Medical Research

14,607 14,772 14,939 15,279 15,624

1.1%

   Other

4,520 4,679 4,953 5,488 5,984

5.0%


· The total distribution of physicians (M.D.s & D.O.s) by market segment for 2005 Through 2011 is shown in the following exhibit.
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Major Market Segments 2006 2007 2008 2010 2012

2007-2012 

CAGR (%)

POMIS Physicians 819,711 827,421 835,309 851,544 868,340

1.0%

   Solo & 2-Physicians

216,007 215,129 212,168 211,183 203,192 -1.1%

   Group Practice Physicians 399,600 406,466 413,459 427,830 442,728

1.7%

   Hospital-based Practice Physicians 174,957 176,444 177,944 180,982 184,072

0.9%

   Academic Medical Centers Teaching 

Physicians 14,981 15,240 15,466 15,931 16,393

1.5%

   Managed Care Plan Physicians 14,166 14,142 16,272 15,618 21,955

9.2%

NOTE: Solo & 2-physicians include urgent care centers, home health facilities, planned parenthood agencies, reral health centers, community health centers, 

mental health centers, etc.  Solo & 2-physiccians are still the most common practice setting in the U.S.; however, thee percentage of physiccians are decreasing   

Also note that group practice physicians now includes integrated health networks/integrated delivery systems and all physicians in organizations of 3 physicians 

and greater, including those groups that are in urgent care centers, surgery centers, imaging centers, planned parenthold agencies, cancer centers, home health 

agencies, community health centers, mental health centers, rural health centers, as well as traditional multi-specialty and single-specialty practices.  Hospital-

based practices include outpatient departments and emergency departments.  Academic medical centers include the department and divisions and medical 

schools.  Managed care plan physicians includes the salaried physicians in staff model HMOs and full-time equivalent physician within managed care 

organizations.


· Total physician organization by parent facility for 2005 Through 2011 shown in exhibit below.
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2006 2007 2008 2010 2012

2007-2012 

CAGR (%)

Total Physician Practices

221,274 222,316 221,659 222,715 219,577

-0.2%

   Solo & 2-Physicians Practices (All solo 

practices)

174,199 174,902 173,908 173,670 169,327

-0.6%

   Group Practices 

33,000 33,606 34,224 35,491 36,793

1.8%

   Hospital-based Practices

10,578 10,355 10,133 10,225 10,170

-0.4%

   Academic Medical Centers

2,236 2,180 2,107 2,017 1,952

-2.2%

   Managed Care Plans

1,261 1,273 1,286 1,312 1,336

1.0%


market analysis summary

The following exhibit shows the POMIS industry revenue growth from 2006 through 2011.

[image: image13.emf]Major Market Segments 2007 2008 2010 2012

2007-2012 

CAGR (%)

Solo & 2-Physicians Practices

$671.0 $714.6 $810.5 $919.3

6.5%

Medical Group Practices

$4,037.4 $4,546.1 $5,763.9 $7,307.9

12.6%

Hospital-based Practices

$1,446.3 $1,588.0 $1,914.5 $2,308.2

9.8%

Academic Medical Centers

$795.2 $865.2 $1,024.1 $1,212.3

8.8%

Managed Care Plans (All)

$1,757.3 $1,852.2 $2,057.6 $2,285.9

5.4%

Total $8,707.2 $9,566.1 $11,570.6 $14,033.6 10.0%


revenue cycle focus


The current hot headline in healthcare is optimizing reimbursements, emphasizing cash collections, and keeping a sharp focus on the bottom – Revenue Cycle Management (RCM).


Most physician organizations rely on patient accounting systems that operate without detailed information about the clinical events that preceded billing.  Such knowledge is essential to a practice struggling to prepare claims, guard against denials, and defend the right to bill.  However, practices are getting smarter by looking at a closed-loop, clinically driven revenue cycle that makes avoidable losses a memory.

For the last 10 years, RCM is booming with consultants and vendors with a wide variety of technology, services, and business process outsourcing solutions.  The marketing pitch to providers is to help them manage their cash flow.  The majority of this cash flow is dependent on payments from Medicare, Medicaid, commercial insurers, and third party administrators know as payers.  Until recently, providers have depended on checks from payers.  However, employers are shifting health care costs by offering plans that require employees to pay more of their care.  This rend is driving higher deductibles and co-payments in traditional health benefit plans and tremendous growth in Consumer Directed Healthcare (CDH), Health Savings Accounts (HSAs), and High Deductible Health Plans (HDHPs).  Therefore, patients will be responsible for paying an increasing higher portion of the healthcare bill.


Physician organizations don’t know what to collect from a patient until after they have submitted a claim and received a response from a payer.  The environment has changed leaving physician organizations chasing more and more patients for their “self-pay” portion.  The impact is an increase in accounts receivable, bad debt, and collection costs.


Most RCM solutions have a mission to transform the healthcare payment process for providers, payers, banks, and patients so that their payment experience is simple, convenient, reliable, and secure.

Who Pays for Healthcare?


The basic answer: workers.  The total cost of labor includes salaries, taxes, health coverage, pensions, and benefits.  As these costs rise, the labor component can become the limiting factor in the employer's ability to be price competitive with their products and services.  When these costs are too high, the labor component may be shifted to robotics, to lower cost countries where possible, or the company may actually close. 


Workers wages are taxed and part of this tax pays for Medicare and Medicaid for others.  Their own employer-provided coverage is the only thing for which most workers barter, since the cost of the coverage - which is considered part of the total labor component by the employer - is not paid in cash, but provided as a "benefit".  Employers don't provide shoes or groceries as part of compensation, why should they barter with employees for healthcare?  Why not give us the full wage and let us buy our own healthcare?  That is the core of the proposed solution.  Just like taxes, employees pay the total cost of their healthcare coverage; it is just shielded from them.  If more workers understood this, we may be able to start controlling healthcare costs.

important trends driving industry

	EHR-EMR Systems Trends

	An American Academy of Family Practice (AAFP) survey of EHR-EMR system use by members indicated the greatest user satisfaction with 13 systems.
	The 13 EHR systems most commonly reported by survey respondents performed better in several areas:

Functions facilitated or performed by the system (22 items)

Ease of use and flexibility (4 items)

Service and support (4 items)

Cost (3 items)

Interoperability (10 items)

Security (3 items)

Overall satisfaction (6 items)

The survey respondents of AAFP were satisfied with the following EHR-EMR systems (check CCHIT’s website for products that are certified):

Amazing Charts

Centricity (formerly Logician)

Cerner PowerChart Office

eClinicalWorks EMR

e-MDs Chart

EpicChart

HealthMatics EMR (acquired by Allscripts, Inc.)

Misys EMR

Practice Partner Patient Records (acquired by McKesson Corporation)

Praxis EMR

SOAPware

TouchWorks



	The Office of the National Coordinator for Health Information Technology would receive a 7.7 percent funding hike under President Bush’s fiscal year 2009 budget proposal.


	The HHS budget document states that the office’s FY 2009 funding will “continue health data standards development, support solutions for privacy and security challenges in electronic health information exchange, and support the testing of standards and services to exchange health information across geographic borders.”

	Leavitt seeks expanded use of electronic health records
	U.S. Health and Human Services Secretary Mike Leavitt proposed a $150 million incentives plan to expand physicians' use of electronic medical records.

	Three-fourths of health IT professionals said that improved quality of care would be the biggest benefit of clinicians using IT.
	Sixteen percent of respondents said improved staff efficiency would be the biggest benefit, while 4% cited increased revenue for the health care organization.  Just 2% of respondents said that the biggest benefit would be making the organization more competitive in the local market.

The survey also found that nearly 40% of respondents said the biggest barrier to getting nurses to use health IT is that the available technology does not fit into their workflow.  Thirty-five percent said the biggest barrier is nurses' unfamiliarity with the technology.

	The rate of electronic health record adoption remains low, especially among physicians in solo or small 
	The American Medical Association survey found that 14% of physicians had adopted a "minimally functional" EHR, or a system that can capture clinical notes, record prescription orders and perform other basic functions.  The survey also found that 30% of multispecialty practices had adopted a basic EHR system, compared with 10% of single-specialty.group practices.

	The first round of ambulatory electronic health record products (EHRs) have been certified by the Certification Commission for Healthcare Information Technology (CCHIT), HHS Secretary Mike Leavitt announced today. HHS awarded CCHIT a contract in fall 2005 to develop certification criteria and a certification process.
	This seal of certification removes a significant barrier to wide-spread adoption of electronic health records.  It gives health care providers peace of mind to know they are purchasing a product that is functional, and interoperable and will bring higher quality, safer care to patients,? Secretary Leavitt said.

CCHIT certification indicates that EHR products meet base-line levels of functionality, interoperability and security in compliance with CCHIT?s published criteria.  This impartial seal of approval paves the way for adoption of health IT products by limiting the risk associated with investing in health IT. CCHIT is continuing to evaluate products, and additional results will be announced at the end of the month and quarterly thereafter.

	Electronic prescribing adoption on the rise.
	Those in the know indicate that 95 percent of all pharmacies are wired for e-prescribing.  Due to coming requirement to submit pharmacy script electronically, not fax, physician practices are beginning to adopt e-prescribing systems.  In 2001, only 19 percent of practices greater than 50 physicians had an e-prescribing system installed; by 2005, this jumped to 47 percent.

Physicians practices will eventually implement a complete EHR system.  The compliant from physicians of too expensive is being reduced by the arrival of pay-for-performance from federal and state governments, as well as health plans.  Practices that react to laws and regulations do not typically get the full benefit of e-prescribing systems.  However, benefits and improvements are more immediate and tangible to physicians with implementation of a full-scale EHR system.

	A report detailing how the use of electronic health records does not necessarily lead to an increase in the quality of care may be misinterpreted by some as proof that EHRs aren’t useful. EHR vendors, consequently, are concerned.
	Written by prominent health information technology figures from Harvard Medical School and Stanford University, the study examined records of 50,574 patient visits collected as part of the National Ambulatory Medical Care Survey in 2003 and 2004, and compared how physicians with and without EHRs did on 17 quality measures. The researchers concluded that EHR-using physicians had significantly better scores on only two quality indicators, had no significant difference on 14, and did significantly worse performance on one.

	Healthcare IT Trends

	A survey of health IT professionals indicated that the Wired for Health Care Quality Act (S 1683) would have a limited effect on health IT adoption because of low funding.
	Only 9% of respondents indicated the legislation under consideration in Congress would boost health IT adoption substantially.  Health IT professionals also appear skeptical about other federal efforts intended to encourage widespread usage of health IT.  About 63% of respondents indicated a CMS pilot program to provide bonus payments to doctors who report quality measures tied to the use of EHR systems would have little effect on health IT usage.

	Privacy protections will be added to Wired for Health Care Quality bill
	Observers expect the Senate to pass the provisions to strengthen privacy protections for patients.  The privacy provisions proposed by Senator Patrick Leahy (D-VT) will be incorporated into a substitute bill that Senators Kennedy and Enzi are expected to offer.

The Leahy-authored provisions would:

Eliminate loopholes that allowd operators of personal health information databases to give sensitive health records to virtually anyone under the HIPAA Privacy Rule.

Ban certain health care providers from using or disclosing health records for marketing purposes.

Direct the secretary of HHS to submit a report to Congress recommending privacy and security protections for personal health records.

Give patients the right to inspect their e-health records and receive electronic copies of the records.

Strengthen congressional oversight over federal health privacy compliance and enforcement of the HIPAA Privacy Rule.



	Demographic Trends

	A small but increasing number of physicians are trying to use technology and curb overhead costs to make family practices more manageable and profitable, the Wall Street Journal reports.  The number of primary care physicians has dropped by half in the past 10 years, according to a series of surveys by the American Academy of Family Physicians. However, the trend of converting to "micropractices" could help counter the decline in primary care medicine, according to the Journal.
	For example, Dr. Gordon Moore in early 2001 opened a solo practice and by keeping overhead costs low, he was able to see fewer patients, provide them with better care and still earn a decent income. He previously worked in a large hospital-owned medical practice and grew frustrated by the pressure to see more patients, which he said resulted in errors and prevented him from providing the best care possible.

	The average turnover rate among physicians employed by medical groups increased slightly to 6.7% in 2006, while turnover among the growing population of female doctors dropped by nearly 1%.
	Turnover rates among males increased to 6.8% from 5.9% in 2005, while the percentage among women fell from 7.5% in 2005 to 6.6% last year, the survey said. Now in its third year, the survey included respondents from 92 groups associated with the Alexandria, Va.-based American Medical Group Association.

	Unless a revolutionary break-through in prevention or treatment of heart disease occurs, cardiologists in 2010 and 2020 will find more patients seeking care for their heart problems.
	Population estimates are not difficult to derive for the next ten years because most people who are alive now will be alive in 10 years; and birth, death and migration rates are predictable.  The population will age and the number of senior citizens (over 65 years old) will increase to about 17% of the population by 2010.  Although the incidence (new cases) of heart disease is dropping, prevalence (total cases) will increase because of the higher incidence of heart disease in the older population.  The declining death rate from heart disease is likely to create proportionately larger populations of patients with heart disease who require care.

	Physicians are drawn to mid-sized and specialty practices.
	Health System Change (HSC) reported that fewer American physicians are working in solo and two-physician practices and that the number of physicians moving to mid-sized, single specialty practices is increasing.

	Many organizations view IT as an integral component for improving patient care.
	An online survey was conducted in January and February 2008 of 410 health care IT professionals or administrators.  Ninety-two percent said their organization sees IT as an integral component in improving patient care.  However, 41 percent noted that there are cost and reliability issues.

	Proportion of Physicians in Solo/Two-Physician Practices Drops Physicians Increasingly Practice in Mid-sized, Single-specialty Groups of Six to 50 Physicians  
	Changes in physician practice setting and organization have important implications for the practice of medicine and the care patients receive. Some experts believe that large, multispecialty practices, which combine primary care physicians and a range of specialists in the same practice, are the organizational structure with the greatest potential to provide consistently high-quality care.

	Can single-specialty groups match multispecialty groups for high-quality, cost-efficient care?
	Using site-visit data from the Community Tracking Study, we show that specialists are increasingly forming large single-specialty medical groups, particularly in orthopedics and cardiology, where new technologies have increased the number of diagnostic imaging and surgical services that can be provided in outpatient settings. Specialists are also forming large groups to gain negotiating leverage with health plans; the decline of managed care and the fading of the perception of a specialist surplus has made single- rather than multispecialty groups an attractive means to gain leverage. We explore possible consequences of this shift in physician practice organization and its policy implications.

	Healthcare Expenditures Trends

	Hewitt Associates reported that major U.S. companies are likely to see a 7.7% healthcare rate increase in 2007 after a 7.9% increase in 2006.
	The 2006 increase was the lowest in eight years but still exceeded inflation and salary growth.  Hewitt said the average health cost per person for major companies will increase to $8,340 in 2007, up from $7,744 this year.  Employees are being asked to contribute 20% of the cost.  Overall employees' total health costs, including out-of-pocket costs, are projected to rise 7.8% to $3,305 in 2007.  Salaried employees, meanwhile, can expect a base salary increase of 3.7%, Hewitt said.

	Towers Perrin projected that healthcare costs for U.S. employers would rise 6% in 2007, the fourth consecutive year of slower cost increases.
	A separate report by the Kaiser Family Foundation and the Health Research & Educational Trust found that premiums for employer-sponsored health plans increased 7.7% in 2006, outpacing inflation by 3.5 percentage points. 


	Health Information Exchange Trends

	Google to store patients’ health records raises concerns.
	Google Inc. will begin storing the medical records of a few thousand people as it tests a long-awaited health service that's likely to raise more concerns about the volume of sensitive information entrusted to the Internet search leader.

	Federal Government Trends

	The Health Information Technology Adoption Initiative
	The dissemination and adoption of health information technology (HIT), particularly Electronic Health Records (EHR), is widely regarded as critical to enhancing the performance of the nation’s health care system. President Bush and Secretary Leavitt have recognized the essential role of HIT in improving health care quality and efficiency.
HHS Secretary Mike Leavitt has formally accepted a set of health IT interoperability standards.

	State Governments Trends

	Alaska
	Alaska has initiated a project to exchange health information securely and timely while still protecting privacy.

	Connecticut
	Connecticut physicians plan to open retail health clinics

eHealthConnecticuteHealthConnecticutis the notis notfor profit entity incorporated in January 2006 to create, champion and sustain a secure statewide health information exchange that will dramatically improve the safety, efficiency and quality of health care in Connecticut.

	Indiana
	Community Health Network and the Indiana Health Information Exchange announce new functionality to popular clinical messaging service - Community physicians now receive clinical results via electronic health record

	Missouri
	The State of Missouri establishes an EHR initiative implemented by ACS, Inc.



	Maine
	State of Maine has announced the launch of its statewide, not-for-profit Health Information Exchange, named HealthInfoNet.

	Florida
	Florida launches EHR project for Medicaid recipients

	Massachusetts
	Massachusetts eHealth Collaborative announced August 22, 2007.

Massachusetts Group Prepares for Next Step of EHR Pilot Project



	Maryland
	Maryland Health Insurer Invests $1.5M in Two EHR Initiatives

	Nebraska
	The Nebraska Medical Association Foundation received a two-year grant for $499,604 from the Physicians Foundation for Health Systems Excellence to work with small and medium-sized physician practices on electronic health records and chronic disease management registries.

	New Hampshire
	New Hampshire doctors now have immediate access to medical records and histories for their Antheim Blue Cross and Blue Shield patients.

	New Mexico
	New Mexico Awarded $1.6 Million in Federal Grants to Implement; New Technologies for the Medicaid Program

	New York
	New York health plans promote EHR uptake by physicians

	North Dakota
	Altru Health System and six other hospitals and long-term care facilities in North Dakota will use a $1.6 million federal grant from the Health Resources and Services Administration to launch an electronic health record system.

	Pennsylvania
	Pennsylvania maps out an EHR strategy.

	South Carolina
	BlueCross BlueShield of South Carolina will provide its members and their doctors electronic personal health records that are integrated with medical care plans by the end of the year.
CMS launches Medicare PHR pilot in South Carolina.

	Vermont
	Vermont Information Technology Leaders Inc. (VITL) is moving ahead with its plans to begin providing doctors with standards-compliant e-health records systems in 2008.

	Influential Reports

	IOM report addresses medication errors.
	The Institute of Medicine's latest report in its Quality Chasm series, Preventing Medication Errors, contains recommendations for decreasing preventable adverse drug events, which it says occur at least 1.5 million times each year in the United States.

	Develop a better understanding of the economic and business disciplines that encourage sustained efforts to improve the quality of health care.
	Throughout the country, institutional reluctance to invest in quality improvement and documentation of outcomes of quality improvement interventions remains a barrier to moving ahead, said Thomas Boat, co-chair of the Forum on the Science of Health Care Quality Improvement and Implementation. This reluctance stems from limited resources and, more importantly, competing priorities as to how these resources are spent within health care. For example, priorities tend to be placed on creating highly visible technology-driven programs, with less emphasis on meeting the needs and expectations of patients.

	California Leadership
	California's leadership in healthcare information technology should be replicated nationwide, but quality care can't be compromised to achieve rapid adoption.

	The inability of pay-for-performance programs to effectively motivate physician quality improvement efforts may be the result of designs that are too generic and stingy.
	The Journal of Managed Care published a study on P4P programs at 79 physician groups in Massachusetts, one of the few states in which most health plans have implemented physician quality incentive efforts.

	Technology Trends

	Conditions are right for small medical practices to take advantage of the new IT environment.
	Here are some reasons why:

Web-based technology and widespread access to the Internet allow vendors to offer remotely hosted applications that simplify the task of managing information technology solutions.

Several vendors now offer IT via the application service provider (ASP) model, which spreads the system costs over time.

Mobile computing devices enables a better fit with the work style of the physician, without huge costs for equipment and wiring.

Some vendors now offer modular, too-based products, providing more options for adding functionality incrementally.

Several vendors are designing products that make interoperability (ability to integrate different systems) and data transferability (from one system to another) les problematic.

Vendors are reconfiguring their products and pricing models to meet the needs and budgets of small practices.

	A new forecast by the FocalPoint Group predicts that wireless applications in the U.S. health sector will exceed $7 billion by 2010 and have the potential to grow much higher given proper development.
	I spent some time talking with John Williams, managing director of the FocalPoint Group, to get a better understanding of the forecast. FocalPoint predicts that several forces will expand wireless adoption in health care: baby boomers' growing demand for telehealth technologies, a shift from "reactive" to proactive care, self-treatment in the home, cost constraints due to an aging population and the collective need to respond in real time to bioterrorism.

	An advisory panel to President Bush has recommended increasing funding and attention to health care IT, particularly projects that illustrate the costs and benefits of technology investment.
	The recommendations include economic incentives for provider adoption and increasing federal support.  The four elements of the plan are electronic health records, decision support, electronic order entry, and interoperability.

	Competitive Trends

	Banks are marching into healthcare.
	With hefty profits on the line, financial institutions and their rapid transaction speeds are coming to healthcare – and the bargain-hunting consumer won’t be far behind.  After implementing automation, financial institutions have long eyed healthcare’s inefficient billing, collecting, and reimbursement.  As the employer-based health insurance model continues to deteriorate, consumers are shouldering an increasing percentage of costs and playing a growing role in healthcare decision-making.  Therefore, the healthcare sector is paying closer attention to goals such as transparent pricing standardized quality measures and electronic medical record-keeping.

By 2010, consumer-directed health plans coupled with HSAs will make up 24 percent of the commercial insurance market, according to Forrester Research.  Opportunities will be opened to service and safeguard the billions in deposits that will accompany such penetration.  Major banks are jumping into this opportunity:

	Cisco Systems, Inc. targets health IT markets.
	Since 2004, Cisco has put a greater focus on the health care industry, according to the journal.  The company provides language-interpretation systems that are shared by public hospitals and health facilities, including planned parenthood clinics in San Francisco.  It also provides telephone-system software for the Health Care Interpreter Network, which allows hospitals to share interpreters with other institutions.




appendix a: POMIS 100 VENDORS BY REVENUES - 2007

The following list provides the top 100 vendors in the POMIS industry based on revenues.  There is no intent to represent that these vendors are profitable but that they have the estimated revenues shown.  Some vendors are owned by parent organizations.  They are singled out because they are business units of the parent and the information system solutions separately supported.

See Vendor MktShare_Rev.  Vendor_MktShare_Rev.rtf
Also see EHR-EMR Vendors file list.  EHR-EMR VENDORS.rtf
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� Crossing the Quality Chasm: A New Health System for the 21st Century. Committee on Quality of Health Care in America, Institute of Medicine. National Academy Press. Washington, DC. 2001. (Full text available at: http://www.nap.edu).  





� Patient-centered care is defined as care that takes into consideration the values and preferences of the patient.  


� Joy Grossman and Marie Reed, “Clinical Information Technology Gaps Persist Among Physicans,” Center For Studying Health System Change; Issue Brief No. 106, November 2006.


� Modern Healthcare, Hewett Sees 7.7% rise in employers’ 2007 costs,  by � HYPERLINK "mailto:cbecker@crain.com" �Cinda Becker�, 10/9/2006.





� “The ONC-Coordinated Federal Health IT Strategic Plan: 2008-2012,” Department of Health & Human Services, Office of the National Coordinator for Health Information Technology.





