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Challenges of EHR “Meaningful Use” in Rural Health

Centers
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ABSTRACT

The Centers for Disease Control and Prevention (CDC) continues to promote the utilization of electronic health records (EHRSs) to
support population health management and reduce disparities. However, access to EHRs with capabilities to disaggregate data
or generate digital dashboards is not always readily available in rural areas. With funding from CDC’s DP-18-1815, the Division of
Diabetes and Heart Disease Management (Division) at the South Carolina Department of Health and Environmental Control
designed a quality improvement initiative to reduce health disparities for people with hypertension and high blood cholesterol in
rural areas. With support from a nonprofit partner, the Division used qualitative evaluation methods to evaluate the extent to
which practices were able to disaggregate data and report quality measures.
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Background

With the advent of the Health Information Technology
for Economic and Clinical Health (HITECH) Act, the
ability to use health information technology (HIT) to
compile data on groups is now possible." HIT, for
example electronic health records (EHRs), can support
the medical community in expanding the focus of
health care to specific populations. EHRs can also be
useful in creating opportunities to identify and define
disparities within and among groups. Meaningful use
of EHRs is a national initiative that began in 2011 as
a result of the HITECH Act. HITECH was designed to
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ensure certified EHRs were utilized nationally to
improve the collection, exchange, and reporting of
specific clinical data and quality measures. Once com-
piled, clinical data and quality measures can be used to
better identify disparities and create opportunities to
implement quality improvement projects.” The culmi-
nation of data and quality improvement has the poten-
tial to advance population health.?

Many disparities exist in the ability of HIT to be
implemented equitably across both urban and rural
areas. The potential expectations associated with HIT
must be balanced with the readiness and capacity of
providers to adopt these innovations and the asso-
ciated population health mindset.* Research by
Skillman et al,’ showed limited staff capacity presents
a workforce-related barrier to meaningful use of
EHRs. This study found most rural practices did not
plan to hire new employees with adequate skills to
support meaningful use of the EHR and planned to
rely on existing staff to manage these responsibilities.’
Rural areas were highly dependent on regional exten-
sion centers to help them implement EHRs and
achieve meaningful use.® Furthermore, nearly two
out of three rural primary care practices surveyed,
indicated their staff needed more training but access
and availability of resources were limited in these
underserved areas.” Although there is evidence that
federal programs were effective in accelerating the
adoption of EHRs in rural areas, this does not trans-
late to sites ability to use the EHR to support quality
improvement.”
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The Centers for Disease Control and Prevention
(CDC) continues to promote the utilization of EHRs
to support population health management and reduce
«disparities. The Division of Diabetes and Heart Disease
Management (Division) at the South Carolina (SC)
“Department of Health and Environmental Control
{ecelved funding from CDC’s DP-18-1815 to promote

S ﬁhe adoption of evidence-based quality measurement at
Dthe provider level. This funding was used to support
uahty improvement activities designed to help reduce
ealth disparities for people with hypertension and
hlgh blood cholesterol in rural areas. The evaluation
of this quality improvement initiative examined the
Sextent to which meaningful use of EHRs occurs in
ural SC. The f1nd1ngs from this evaluation will sup-
ort the CDC in creating opportunities to implement
imilar initiatives in areas with limited resources.
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Methodology
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cThe quality improvement initiative focused on part-
ering with a statewide nonprofit orgamzatlon dedi-
ated to the preservation of rural health in SC (later
eferred to as nonprofit partner). The Division relied
subject matter expertise provided by the nonprofit
rtner to determine which Rural Health Centers
HCs) were deemed capable and ready to implement
is initiative. Recruited sites were instructed to use
EHRs to collect and disaggregate patient data then
se existing data to complete a set of tables that
sexplored socio-demographic variables across chronic
conditions. Once RHCs completed this step, sites
were asked to make a data-informed decision to select
a priority population (ie, a population with the great-
est burden). Sites were then asked to monitor differ-
ences in hypertension and high blood cholesterol
quality measures (ie, NQF18 and CMS349v2)
among the priority population and compare the find-
ings to their overall patient population.

To examine the extent to which practices were able
to disaggregate data and monitor quality measures,
the Division relied on qualitative evaluation methods:
meeting minutes, site-level reports, and interviews.
Meetings were held monthly to garner feedback
from the nonprofit partner to identify successes and
address challenges with the quality improvement
initiative. Data tables within the reports were exam-
ined for completeness to determine if participants
were able to disaggregate data. To meet the minimum
requirements of this quality improvement initiative,
sites were required to complete two tasks. First, sites
had to disaggregate at least one sociodemographic
table (ie, age, race, or gender), and use that informa-
tion to identify a priority population. Secondly, sites
were required to report quality measures biannually
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for the identified priority and general populations. To
complete the reports, technical assistance was pro-
vided by the nonprofit partner to extract data from
EHRs. Informal interviews between the Division, the
nonprofit partner, and participating sites were held to
explore barriers and facilitators associated with dis-
aggregating data and reporting quality measures.

Results

Over the course of the cooperative agreement, 12 sites
were recruited to participate in the quality improve-
ment initiative. Practice size varied with an average of
seven providers per site. The patient population ran-
ged from 75 to 7600, averaging 3600 patients per site.
Based on reports submitted by the nonprofit partner,
race and gender were the most common variables
used. Nine RHCs successfully used the data tables to
disaggregate data and identify a priority population.
For the general population, nine RHCs reported qual-
ity measures for patients with hypertension and seven
out of the nine RHCs reported quality measures for
patients who were prescribed a statin.

Evaluation findings indicate that technical assistance
provided by the nonprofit partner facilitated the imple-
mentation of data disaggregation. The nonprofit part-
ner’s experience with Patient Centered Medical Home
certification requirements helped sites to align reporting
efforts. Despite available technical assistance, none of
the sites were consistently able to utilize their EHRs to
report quality measures for their respective priority
populations. In most instances, the sites lacked the
staff capacity to perform disaggregation tasks indepen-
dently and did not have a modernized EHR. Recruited
sites lacked the financial resources needed to address
capacity limitations. RHCs’ limited budgets hindered
their ability to hire a population health data manager
or purchase an upgraded EHR that could automate the
disaggregation of data. Sites transitioning to a new EHR
system during the quality improvement initiative prior-
itized time needed to get familiarized with a new system.

Discussion

According to a recent survey, in rural America, many
patients seek and receive health care from RHCs.” The
outcomes of this quality improvement initiative pro-
vided insights on how rurality and practice size can
impact the meaningful use of EHRs for chronic disease
management. Research suggests that if the uptake of
EHR use in urban areas outpaces the use in rural areas,
existing geographic health disparities will worsen.®
Identifying a priority population who is dispropor-
tionately impacted by a condition is a recognized best
practice for addressing health disparities.® Findings
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indicated that RHCs were able to disaggregate patient
data to identify a priority population. However, some
practices found it to be less advantageous to identify
a priority population because it is more difficult to
detect variations between groups due to smaller sample
sizes. The meaningful use of the EHR to disaggregate
quality measures and report by the priority population
was observed to be even more rare due to data collec-
tion policies and EHR limitations. The identification of
a priority population was an expectation met by most
of the RHC:s participating in the quality improvement
initiative, but this deliverable was not met without
challenges.

This study affirmed that rurality and practice size
challenges are the result of workforce and economic
barriers. As previously described by Skillman et al,’
limited staff capacity did indeed create a workforce-
related barrier to meaningful use of EHRs. Noted
challenges included not having trained staff or access
to affordable vendors for EHR technical support,
many sites had to rely on the nonprofit partner
to implement the quality improvement initiative.
Although many RHCs met the basic requirement of
having a certified EHR, limited budgets often hindered
the procurement of EHR add-ons to support quality
improvement. This gap had an adverse effect on the use
of the EHR for data disaggregation to identify health
disparities for chronic disease management.

There were noteworthy limitations of this study. The
small sample size limits the generalizability of these
findings. Interpretation of these results is best suited
for rural areas located in the southeastern parts of the
United States and for sites with a small patient popula-
tion. Data collected for this study were limited in scope.
Qualitative data were compiled and subjective based on
document review. Opportunities for future research will
include the use of validated instrumentation to assess the
extent to which EHRs are being meaningfully used and
the adoption of more rigorous evaluation methods. This
study offers a preliminary view into the barriers and
challenges associated with adopting evidence-based
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Implications for Policy & Practice

m In rural areas that serve some of the most vulnerable
populations, more support is needed for using data disag-
gregation to identify priority populations and report dis-
aggregated quality measures.

m The meaningful use of EHRs to address population health
in rural areas remains in question due to limited staff
capacity and budgetary constraints.

m Continued state and federal investments for health infor-
mation technology resources in rural areas is necessary to
support the improvement of population health and the
reduction of health disparities.

methods for reducing disparities in chronic disease man-
agement through the meaningful use of EHRs.
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