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How	HIM	leadership	roles	need	to	evolve	in	data	strategy

By	Dom	Nicastro

HIM	leaders	are	constantly	asked	to	compile	complete,	longitudinal	patient	records	from	dozens	of	systems	that	don’t
speak	the	same	language.

Easy	task,	right?

Despite	advances	in	interoperability,	like	the	Trusted	Exchange	Framework	and	Common	Agreement	(TEFCA),	the
reality	is	that	patient	records	are	spread	across	hospitals,	outpatient	clinics,	imaging	centers,	and	legacy	platforms.
This	creates	compliance	risks,	clinical	blind	spots,	and	administrative	gridlock.

HIM	leaders	need	to	become	strategic	data	stewards,	according	to	Mika	Newton,	CEO	of	xCures.	In	this	Q&A,	Newton
shares	insights	on	record	reconciliation,	AI’s	role	in	streamlining	data	normalization,	and	how	HIM	teams	can	move
beyond	managing	files	to	architecting	trust	and	truth	in	healthcare	data.

The	fragmentation	problem	in	modern	EHRs

Q:	How	prevalent	is	the	issue	of	fragmented	patient	records	across	different	electronic	health	record
(EHR)	systems?

Newton:	It’s	not	just	prevalent,	it's	the	default	state	of	American	healthcare.	We	have	created	this	strange	data
paradox.	While	we	have	more	patient	information	than	ever	before,	we	are	struggling	to	make	sense	of	it.	The	average
person’s	medical	history	isn’t	a	single	file.	It's	a	chaotic	mosaic,	scattered	across	30	or	more	different	doctors’	offices,
hospitals,	labs,	and	imaging	centers.	Each	one	of	those	locations	is	using	one	of	the	400-plus	EHR	systems	out	there.

So,	one	patient’s	"record"	can	easily	be	over	1,400	separate	documents,	a	messy	pile	of	structured	data,	doctors'
notes,	faxes,	and	huge	imaging	files.

Now,	new	interoperability	rules	like	TEFCA	have	been	a	game-changer	for	getting	the	data.	The	ability	to	query	other
networks	and	get	a	response	is	night	and	day	from	where	we	were.

But	here	is	the	catch:	access	without	understanding	is	just	more	noise.	It	is	like	being	handed	a	thousand-page	book
with	the	pages	out	of	order	and	written	in	different	languages.	Until	we	can	make	the	data	actually	mean	the	same
thing	everywhere,	fragmentation	isn't	just	a	headache.	It's	the	biggest	barrier	to	providing	better,	safer	care.

The	high	cost	of	incomplete	patient	data

Q:	What	are	the	biggest	risks	for	HIM	departments	when	patient	records	are	split	across	multiple
disconnected	providers	or	platforms?

Newton:	The	risks	are	huge,	and	they	ripple	out	to	touch	every	single	part	of	a	hospital.	I	tend	to	think	of	them	in	four
main	buckets:

First,	and	most	importantly,	you	have	the	risk	to	patients.	When	a	care	team	is	working	with	an	incomplete	picture,
they	are	making	decisions	in	the	dark.	An	emergency	room	doctor	might	not	see	a	critical	allergy	note	buried	in	a	PDF
from	an	outpatient	clinic.	A	surgeon	might	not	know	about	a	recent	electrocardiogram	from	another	hospital	and	miss	a
key	cardiac	risk.	These	aren't	just	hypotheticals;	they	lead	to	medical	errors	and	repetitive,	unnecessary,	expensive
care.

Then,	there	is	the	operational	chaos	and	financial	hit.	Fragmentation	creates	so	much	friction.	HIM	teams	spend
countless	hours	on	the	phone	chasing	down	records,	trying	to	figure	out	which	of	five	documents	is	the	most	current
one.	All	of	that	administrative	waste	clogs	up	the	revenue	cycle,	leading	to	coding	delays,	denied	claims,	and	fights
over	prior	authorizations.	In	today’s	world	of	value-based	care,	if	you	can’t	show	a	complete	picture	of	a	patient's
journey,	you	can't	prove	your	outcomes.	That	is	money	left	on	the	table.

You	also	have	a	huge	compliance	and	legal	headache.	Under	HIPAA,	a	patient	has	the	right	to	their	complete	medical
record.	How	can	you	confidently	say	you've	fulfilled	that	request	in	30	days	when	you	know	bits	and	pieces	of	their
history	are	scattered	all	over	town?	It’s	a	compliance	minefield.	Also,	if	you	get	a	subpoena,	handing	over	a
disorganized,	contradictory	mess	of	documents	is	not	a	good	look.	It	can	make	the	care	you	provided	look	indefensible.
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