IT STAFFING

who'll Run
Your IT?

uilding a hospital information technology staff
with the complex mix of clinical, computer and
process engineering skills required to support
advanced health care applications has always been
tough. It's about to get tougher. Over the next five
years, hospitals face a triple whammy of major IT
changes that will produce acute shortages of skilled IT workers.

First up are tightened HIPAA data security requirements, some
of which take effect this year. Second is the transition to ICD-10 coding
and related transaction standards, currently set for October 2013.

And then there’s the big one—stimulus incentives for meaningful
use of electronic health records. Medicare and Medicaid bonuses will
be paid starting in October, transitioning to penalties for failure to comply
in 2015. Yet the Department of Health & Human Services Office of the
National Coordinator for Health Information Technology estimates that
80 percent of physician offices and 89 percent of hospitals have not yet
begun to use EHRs at even a basic level.

ONC estimates that an additional 51,000 health IT workers will
be needed over the next five years to meet these challenges. Considering
that there were about 108,000 HIT workers on the job in 2007, that
means the workforce will have to grow by nearly 50 percent.

That's a problem, says Timothy R. Zoph, chief information officer
at Northwestern Memorial Hospital in Chicago. “We're starting out with
a shortage to support the current system. It’s only going to get worse.”

Many initiatives are under way to address the shortage, including
federal grants to expand health IT training programs (see sidebar, page
33). Even so, coping with a shortage of this magnitude means hospitals
will have to be creative in cultivating talent—and develop strategies for
deploying limited talent and financial resources to generate the greatest

return. “Chasing resources in the market isn’t going to get us there,” Zoph
says. “We need to expand the workforce base.”

Glinical Experience At a Premium

Health care is among the most complex of human undertakings, and that
complexity is reflected in the IT workforce. The American Health Information
Management Association broadly classifies health IT professionals in three
categories revolving around their training and work roles: computer scientists,
information managers, and informaticists with clinical backgrounds.

ONC has developed its own groupings around the implementation
process to guide its workforce development plans. The mobile adoption
support category includes implementation managers, clinician consultants
and workflow redesign specialists who would move from place to place to
help with implementations. Permanent staff includes software support,
application trainers, clinician leaders and information exchange and privacy
specialists to keep systems going. Informaticians include research scientists,
software engineers and health IT subspecialists with deep knowledge of
clinical, ethical and other content areas to develop new applications and
analyze data to guide management, resource allocation and public health
decisions.

In the real world, these job categories overlap considerably and are
changing as health care IT develops, says William Hersh, M.D., a leading
health IT researcher who heads medical informatics and clinical epidemiology
at the Oregon Health & Science University, Portland. “There is no single
career path in HIT. The inputs and outputs are so varied that you cannot
talk about a single path,” he says.

Numerically, implementation and application specialists are in the
shortest supply, Hersh says. But while fewer clinician leaders, such as chief
medical and nursing information officers, and application researchers will
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be required, they will be harder to find and take more time to train. In
any cas, all are essential to implement EHR and other health IT systems
in a way that improves care and efficiency, he emphasizes.

One spot of good news is that health care is now attracting expe-
rienced IT professionals from other industries, in part because of layoffs,
but also because health care systems are getting more sophisticated
and configurable, says Jorge Cerda, vice president and general manager
of international operations for GE Healthcare IT. “A lot of these people
know how to do configuration work, and a lot of that is transferable to
health care,” Cerda says.

The not-such-good news is that many health IT positions require
a clinical background. In essence, virtually every clinician in your orga-
nization will have to be retrained to use electronic records. “It is not
enough to buy and implement the system; you also have to demonstrate
effective use. Individuals who can translate the technology to clinical
operations and can be leaders driving process change possess a critical
skill set,” Zoph says. “The more critical personnel are those with change
management experience who understand not only the technology but
how it can work with your models of care and operations. That is where
change management occurs. It is often the inside actor rather than out-
side who needs to sponsor the change.”

Getting rank-and-file personnel up to speed on IT—and upgrading
their skills as modules are added or upgraded—is also costly. “We
grossly underestimated the amount of time and training it takes to
keep people competent,” says Phil Stuart, CEO of Tomah (Wis.) Memo-
rial Hospital, a critical access facility. Tomah’s system is supported by
the Rural Wisconsin Health Cooperative, which provides IT services
to four hospitals through its network. “When you get upgrades, you
have to retrain your staff and it is very costly,” Stuart says. “When you
put in new nursing documentation, you multiply that by all the nurses

Photo-Illustration by Chuck Lazar

HELP
WANTED

on all the shifts and it adds up to a lot of lost productivity.” In addition
to three on-site IT staff, Tomah has a part-time nurse “super-user” who
helps with training.

Many hospitals are creating chief medical and chief nursing infor-
mation officer positions to meet this need, says Mike Supple, senior vice
president of business development for management recruiters B.E.
Smith, Lenexa, Kan. “You need leadership to set the criteria and establish
the optimal solution for your institution, and you need people to deploy
the system and train staff. CPOE isn’t just about ordering; it changes
the way that doctors and nurses and pharmacists work together, and it
is a huge training endeavor.” Clinical training typically runs 15 to 20
percent of total system costs, he notes.

But there aren’t enough professionals in many clinical categories,
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Rural Cooperatives Bring EHRS to Smallest Hospitals

Luring a multitalented IT staff to a rural critical access hospital is beyond difficult. It's down-
right impossible, says Harold Geller, administrator of Othello (Wash.) Community Hospital.

“We could afford maybe one person, but they'd be on call 24/7, and nobody wants to work
like that these days. It's the same problem we have with doctors,” Geller says.

Nonetheless, Othello has in place an advanced Meditech financial and medical record system
that provides clinical decision support and computerized provider order entry. The entire system—
hardware, software and applications—is run by Inland Northwest Health Services, a not-for-profit
collaborative headquartered 115 miles to the northwest in Spokane.

“They have the breadth and depth of staff to meet our needs. We could not afford a stand-
alone system in a 25-bed hospital in a town of 6,000 without INHS,” Geller says. The cost, including
one full-time nurse who acts as a systems analyst adapting the system to clinical workflows at
the hospital, is about $425,000 annually, or about 3 percent of revenues.

INHS is one of a handful of regional cooperatives offering such services to small rural
hospitals. Its staff of 300 currently provides IT services to 34 hospitals and health facilities ranging
from 25 to 623 beds in three states, says Phyllis Gabel, chief human resources officer. The
arrangement not only saves money by sharing personnel, it increases staff skill level by giving
them experience across a wide range of settings, she adds.

The 75-person IT staff at SISU Medical Systems in Duluth, Minn., provides similar services
to 16 hospital members, of which 12 are rural critical access facilities, says executive director
Diane Mandernach. One of them, Kanabec Hospital in Mora, Minn., last year became the first
critical access hospital in the country to reach Stage 6 of HIMSS Analytics” EMR adoption model.
“A couple more will reach Stage 6 soon,” Mandernach says. Only 57 hospitals of any size have
achieved that honor.

SISU is also a member-owned not-for-profit. And like INHS, it offers IT services to nonmember
hospitals. Both organizations are seeing an uptick in inquiries as a result of the looming stimulus
incentives. “There is nothing like attaching dollars to a program to open the floodgates for people
who thought they could sit on the sidelines and wait,” Mandernach says. “That is not allowed
anymore.”

However, the severe IT workforce shortage and the lengthy timeline required to fully implement
an EHR may make it impossible for many hospitals to qualify for incentives, she says. “Entities
that are just now starting are looking at avoiding penalties rather than getting bonuses.”

Mandernach emphasizes that EHR implementation is not a sprint but a marathon, requiring
ongoing support to stay current with changing needs and application upgrades. Smaller organizations
will likely need long-term, committed, affordable IT partners to pull it off, she adds. “I am a firm
believer that co-ops and networks are the way it will have to go,” she says.—HOWARD LARKIN @
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including nursing and pharmacy, to do clinical
work, let alone lead an IT revolution, says recruiter
Neill Marshall of Marshall Koll & Associates,
Coppell, Texas. He believes that is the biggest
obstacle to rapid HIT adoption. “Clinicians don’t
believe IT people, they only believe other clini-
cians. There just aren’t enough clinicians to go
around,” he says.

Growing Your Own IT Specialists

Partners Healthcare in Boston addresses the
shortage by cultivating clinicians internally, says
Mary Finlay, deputy CIO. Nurses and physicians
on IT project teams often move into technology.
Some older workers prefer it because it gives
them greater scheduling freedom, sometimes
even allowing them to work from home.

“We focus on being an employer of choice.
We have programs for career growth and devel-
opment, and we keep track of salaries to stay
competitive,” she says. “Our mission is also
important; people like to know that what they
are doing makes a difference.” Partners works
hard to develop and hold onto talent, Finlay says,
adding, “We anticipate there will be more com-
petition from vendors, consulting firms and other
health care providers, but we are not overly con-
cerned about turnover.”

Northwestern follows a similar strategy. An
organizationwide talent review is conducted
annually to identify both organizational needs
and potential candidates. “Training is key, reten-
tion is key,” Zoph says. Candidates come not only
from existing IT staff, but also from physicians,
nurses and technicians who are on project imple-
mentation working groups. “Our team leaders
are always looking for aptitude. This is a good
time to identify people who are looking for career
change or development,” he says.

But not all organizations have established
IT talent development programs. They may ben-
efit from the training initiatives the ONC will be
sponsoring with community colleges and uni-
versities across the country.

While these programs will not give partic-
ipants the real-world experience needed to man-
age a major IT implementation, they will help
establish a common base of knowledge and dis-
seminate best practices for using electronic
records, Hersh says. This is especially important
because fulfilling the potential of EHRs to
improve dlinical outcomes relies heavily on proper
implementation. Failure to apply known best
practices has been implicated in at least one case
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in which implementation of an EHR resulted
in increased mortality rates, he points out.

Outsourcing Options

One way to deal with HIT personnel shortages
is to carefully stage your implementation and
bring in temporary help to do the heavy lifting,
Supple says. He recommends analyzing IT
opportunities and needs to determine where
the biggest return on investment will be. For
many systems, this turns out to be critical access
hospitals because they have higher reimburse-
ment, and physician practices.

Once the optimal scope of an IT project is
determined, there are several options for carrying
it out. Chief medical information officers and
chief nursing information officers can smooth
an implementation, Supple says. Large hospitals
or systems may want to keep these leaders on
permanently. Smaller organizations may benefit
from a temporary assignment during which
consultants train permanent internal staff.

The short time frame before incentive pay-
ments kick in plus the need to integrate record
systems with physicians and other providers are
creating huge incentives to adopt standardized
EHR platforms, Supple adds. “There is a big
focus on handing off the platform to a partner.”

About 90 percent of GE’s small and rural
hospital customers are now asking for IT services
delivered on a remote hosted model, Cerda says.
“They are not buying the system, they are leasing
it. That is a huge change from three or four years
ago.” GE concentrates on five- to seven-year
agreements in which the firm installs hardware,
hosts the application and data. Most important,
experienced systems analysts work with hospital
staff to configure the system to meet needs, re-
engineer workflows to increase efficiency and
train staff. “The educational services are the most
important,” Cerda says.

Siemens Healthcare also is seeing a big
upswing in outsourcing, says Michael Long,
senior vice president of global services. The
firm’s massive data center processes 200 million
financial and dlinical transactions a day for more
than 1,000 customers ranging from community
hospitals to integrated delivery networks and
academic medical centers.

“They may have a large IT staff on-site, but
they are letting us do the hosting so they can
focus on quality improvement and safety pro-
grams,” Long says.

Siemens also offers a complete range of
consulting and training services from strategic
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planning through implementation and support.
Long emphasizes the value of the firm’s com-
pliance teams, which analyze regulations and
incentives and translate them into executable
plans and systems for customers.

Still, for hospitals starting now from scratch,
the HIT personnel shortage is likely to bite hard,
Marshall says. “There is a limited pool of expertise.
The people who have already signed multimil-
lion- dollar contracts are going to get the resources
first,” he says. “If you haven't already lined up

help, you may not get it in time to earn incentives
for 2011. The best you may be able to do is avoid
penalties further down the line.”—Howard Larkin
is a freelance writer in Oak Park, Ill. @
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HHS Launches HIT Crash Courses

his spring, community colleges and universities across the country will receive federal
grants to quickly train health care workers in specific IT skills needed to deploy and main-
tain electronic medical records and other HIT applications. The six-month to one-year training
programs will commence this fall, with the first round of trainees expected to enter the work-

force by early 2011.

When fully implemented, the programs could supply 10,500 new health T workers annually,
or about 85 percent of health IT workforce needed over the next five years, according to estimates
from the Department of Health & Human Services.

“In anticipation of the large number of providers and eligible hospitals that will be aiming
to achieve meaningful use, we believe it is important to address workforce needs as quickly as
possible,” says Charles P. Friedman, M.D., deputy national coordinator for health information tech-

nology at HHS.

Community college grants totaling $70 million will be used to set up six-month certificate
programs to train adoption support personnel, including implementation managers, workflow spe-
cialists, clinician consultants and long-term support personnel, including technical support staff
and application trainers. Many of these workers may
end up supporting regional extension centers and health

information networks.

Another $10 million will be used to develop a mod-
ular curriculum. “It will be highly customizable to address
the specific knowledge needs of individual students,”
Friedman says. A competency exam is also being devel-
oped to ensure that students have mastered the core

competencies of the study area.

University programs will be mostly one-year or
less graduate or certificate programs to help clinicians,
public health professionals and health IT professionals
develop leadership and sophisticated data analysis and
application analysis and development skills. These
include preparation for chief medical information or
nursing information officers, information management
and exchange specialists, privacy specialists, research scientists and software engineers. Part of
the $32 million earmarked for this program will directly support students.

While launching a training program of this magnitude is ambitious, Friedman believes that
enough faculty and other training resources exist to meet the demand. The modular curriculum
and emphasis on distance learning and other flexible training approaches will also help. Applications
to participate have been received from colleges all over the country. The grant winners will be

announced in March.—HOWARD LARKIN @

TECH SUPPORT: University programs
will be mostly one-year or less graduate
or certificate programs to help clinicians,
public health professionals and health IT
professionals develop leadership and
sophisticated data analysis and applica-
tion analysis and development skills.
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