Why the Department of Veterans Affairs Should not Adopt Cerner
I am the widow of an Air Force physician, a physician and the president of an all-volunteer charity, WorldVistA.  I am well versed in the issues surrounding electronic medical records in general, including Meaningful Use, and I am well informed about the Department of Veterans Affairs' VistA./CPRS.  VistA is the whole system.  CPRS is the clinicians graphical user interface (GUI) that many think of as VistA . I am best known for my work related to open source VistA over almost 20 years. 

Dr. Shulkin has asserted that the VistA electronic medical record system needs to be replaced because the VA cannot retain VistA developers and to increase interoperability between the VA, DOD and outside providers.  I believe his assertions are based on some false assumptions and that there are innumerable reasons why VistA should not be replaced.

But first and perhaps most important is that VistA/CPRS is the top rated EHR and should not be replaced, at as estimated initial cost of $16-18 billion*, by an inferior product.
(*https://fcw.com/articles/2016/07/27/va-vista.aspx ) [image: image1.jpg]VA-CPRS
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VistA is Already Interoperating As Well or Better with Other Systems than any other EHR
Interoperability is a complex problem and no EHR has entirely solved it. Naturally, the best interoperability will occur within groups of users of the same brand of EHR, but even that is not perfect. Given that caveat, in the 2016 Medscape Survey of EHRs, VA-CPRS (VistA)was rated the most connected” of any of the EHRs.  (see graph next page) Dr. Shulkin finally recognized the problems with interoperability and that the VA was not bad compared to other EHRs before he left.
The VA was one of the first users of the National Health Information Network, making it an early leader in interoperability. The exchange of data with Kaiser Permanente is a good example of its early achievements in interoperability. The VA is now regularly exchanging health information with Walgreens, Social Security and 21 other partners.  

Each time this free exchange happens, a tremendous amount of groundwork, often involving lawyers for both institutions, to establish agreements about how the data will be exchanged, using what security keys, etc., and what data may be shared and what permission is required first.  To facilitate this, the VA has asked Congress to allow sharing of veterans data without opt-in permission for the patients.  This, however, has privacy implications for some veterans who may not wish to have their records shared without first giving permission explicit permission.
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Please take a look at what Judy Faulkner, owner of Epic, had to say about interoperability when Epic was being criticized for not being interoperable by HHS. She agrees that Interoperability is an across the board quagmire, not just a VistA issue or an Epic issue. 

http://www.healthcareitnews.com/news/judy-faulkner-refutes-rivals-claims-about-epic-ehr-being-closed-explains-interoperability
The VA has made strides in interoperability over a long period of time that I don't believe can be matched by any other EHR. In the 1990s, DOD and the VA were exchanging health information in the Austin Automation Center in Texas, between Madigan Army Hospital in Washington State and the Puget Sound VA and the Great Lakes Navy Training Center and Hines VA Hospital in Illinois. The original iteration of the Joint Legacy Viewer, called Janus, had the capability of both reading and writing to the DOD's CHCS I, the VA's VistA and the Indian Health Service's RPMS (although it was not implemented as read-write in the VA). CPRS users have been able to view data from other VAs for many years. The Joint Legacy Viewer was just recently (about 6 weeks ago) made available for ALL users of CPRS.  Prior to that the DOD had been concerned about privacy and only a limited number of users were allowed access to the Joint Legacy Viewer. eHMP was paving the way for information to be aggregated not only from all VistA instances, but also from the DOD, the Virtual Lifetime Electronic Record
( VLER) for active duty military and veterans, and any other system for which data can be made available. VistA is the corner stone upon which this technology was developed.

ALL EHRs have difficulty with interoperability and that singling VistA out as not being successful is because disinformation about the ability of VistA to interoperate as compared to other EHRs  is being disseminated.  In addition, the idea that moving to “The Cloud”will make VistA or any EHR magically interpretable is a falsehood that is being foisted upon the VA, Congress and the public.

John Halamka has spoken about the difficulty of interoperabiltiy often. On his blog (see the link below) he talks of FHIR as an ideal solution, but the FHIR standard, as promising as it is, is not even complete yet. However, the VA is already preparing VistA for FHIR to be in production systems and usable for interoperability as soon as it is finalized.

 http://geekdoctor.blogspot.com/2016/02/enabling-nationwide-interoperability.html  
Dr. Shulkin has stated that VistA can’t continue in the VA because the VA can’t retain developers.
The proper statement is that the VA has made no effort to retain developers or to replace those that leave for over 20 years and has made significant changes that have made their developers less effective.  
This can be remedied in 2 years with a concerted effort to hire quickly and train new developers at much less expense with a far better result that the current plan.  Congress has complained about the cost of maintaining VistA and about failed projects, but this has largely been because the VA has relied on contractors who do not know the system for almost 20 years  The VA developers know VistA  and know how to make changes with a speed and accuracy that cannot be matched by consultants. Amazingly, VistA has remained the top rated EHR despite this neglect and attrition in the programmer ranks..

Using consultants is like asking family practitioners to do neurosurgery. The VA needs to stop decimating their programmer ranks. The cost savings would be immense. For example,the massive expenses of the failed projects of Core FLS and Scheduling were related to the use of contractors and could have been avoided. 

The VA had an internship program for veteran programmers in the past that brought in and trained VistA developers which was very successful.  In addition, in the past the VA trained subject matter experts to program from within their ranks and trained all new developers.  Now it largely does not hire new developers and if it does, they are not adequately trained. Much like the VA does not take in new lawyers and expect them to know the law regarding benefits as soon as they come in, developers need to learn about VistA, not just programming languages to be successful.  They need to know the proper APIs to use, etc. There are retired employees who are willing to work as contractors to train new developers and contractors who have participated in the training of VA programmers in the past who remain available to do it again.  

When VA VistA managers were asked how many new MUMPS developers they needed to help correct the problems, they gave a number of 40.  Even if a new programmer costs $200,000 a year, this is tiny fraction of the cost of adopting Cerner which will have costs in the tens of BILLIONS and has a high risk of failure.

In the past, the VA had teams of programmers maintaining packages such as lab, pharmacy, etc.  These teams remained stable for years and any new people that were added to the team were thoroughly trained.  New version of each of the package were released about every two years by very small but highly capable teams.  Bugs could be fixed almost immediately.  Beginning 20 years ago, developers were prohibited from making major package updates and for the most part there was not attempt made to replace them when they retired or left the VA for other reasons.

The VA then began to distribute programmers by “competencies” and are moved from one project to another instead of keeping them working on the package they knew best.  It markedly reduced their effectiveness.  Even the VA has recognized the folly of that approach and has begun to reverse it, but it is short on programmers because of its failure to hire and train more in anticipation of people retiring, etc.  There is only one package that has kept a stable development team to my knowledge and that is Reminders.  That package is a jewel in the world of EHRs.  Nothing else has matched it in any EHR. 

About 10 years ago the VA separated its users from its programmers.  This is known to be a mistake both for Agile programming and development in general.  Again the VA now seems to have recognized the problem but has done little to reverse it. 

The staffing problem the VA has affected the VAs ability to test software in the field, which affects the ability of the code to be released in a timely fashion.  Staffing of subject matter experts to support development and testing  in the hospitals needs to be beefed up, but this would not be a huge expense, especially when compared to the 1000 plus contractors that will be coming on board to support the Cerner implementation.

Another problem that the VA has recognized but has not effectively remedied is that if contractors are hired, they need to be hired long term and not let go at the end of a project.  During their time on a project, the contractors are frequently trained by VA developers and then lost at the end of the contract.  

The most effective use of contractors has been to embed them with VA teams, but again, the problem has been that very effective team members have been fired at the end of projects instead of being transferred or maintained to continue doing the good work that they have been doing. Once Google or some other organization hires the terminated contractor, he is lost to the VA forever.  

In addition, if collaboration with the open source community were enhanced, there could be very significant cost savings. For instance, there are concrete plans within the open source community for significant enhancements for VistA lab that would be (less than $10,000,000) that could be done in concert with the VA programmers with no concern about protecting commercial interests.  The programmers who have agreed to work on that project are retired VA programmers.  There is a relatively new process in place in the VA for taking in code from open source sources, but the process for joint development between the VA and the open source community, although already happening in the Immunizations Project in OSEHA (Open Source Electronic Health Record Alliance,  http://OSEHRA.org  needs to be enhanced and expanded.

The VA has now recognized that even if it adopts Cerner, it will need to keep VistA.  
It is likely because they have realized what is covered in some of the following sections of this paper is true.  However, if they try to use Cerner with VistA it only will allow one more layer of complexity and risk.  It would be far better to just keep and enhance VistA without spending Billions on Cerner.  They can reverse all of the concerns Congress has had if they just beef up internal VA development.  

It is a virtual certainty that Cerner will not be able to serve all VAs and the DOD on one instance of the EHR as is being postulated.  It is my understanding that Cerner is based on an Oracle database using Citrix as a method for users to access the graphical user interface for that database.  Oracle has been replaced in many places by so called NoSQL databases, such as MongoDB and  MUMPS, because of speed and scalability issues.  Can Cerner actually be handle the massive load from the DOD and VA?   Most EHRs cannot be distributed in the cloud like Facebook and Google.  Can Cerner do that?

The following discusses reasons that VistA should not be replaced, countering the assertions that were in the RFI for replacing VistA.
It is Not True that there are Few Standard Data Elements in VA VistA Instances and the Question of Interoperability
There is an assertion in the RFI  to replace VistA that there are few standard data elements among VistA instances in the 150+ hospitals and hundreds of clinics. This is entirely false. The vast majority of data elements are standardized and the standardization process for the remaining few of them has been well underway. The proper assertion that should have been made is that the data itself may not be standardized between instances. For example, the lab tests may not be standardized throughout all of the VA hospital. For that to be true, there would have to be the same lab tests run with the same equipment using the same reagents in all hospitals. This is not necessarily a bad thing as different institutions have different requirements for equipment and test. It also is certainly not something that should be blamed on VistA. The LOINC standard that is used for coding lab tests would not be the same from hospital to hospital because the LOINC encoding is dependent upon the methods, reagents, etc. Having a COTS EHR would not change that. Standardizing all of the instruments might not be wise either as the clinical requirements will not likely be the same from site to site and it would be very expensive.

There are standardized coding systems for things in EHRs. Not all EHRs use the same codes for even what seems to be the same piece of data. These standardized coding systems have only been selected, essentially established, by the Office of the National Coordinator for Health IT well within the last several years, so coding data that is older than that is not likely to have been done according to the now “established standards” until recently, if at all. That is true for any EHR. The Office of the National Coordinator for Health IT (ONC) itself does not require that every code that has been approved for Meaningful Use be represented in an EHR and with tens of thousands of codes, there are likely to be multiple mismatches between EHRs. There can be mappings from internal EHR data to standardized codes but there is no smooth path forward to having standardized data in diverse EHRs.

The DOD has a slightly  different problem.  The DOD has its data all coded, but it was originally encoded using a proprietary coding system that is not one that  the ONC chose for standardizing data, and, to my knowledge, the mapping of the coding system the DOD used to those considered "standard" has not been completed.  Also, there are things that cannot be coded in anything that could be considered a standard coding system for both the VA and the  DOD.   That is one of the reasons for extensions to coding  systems, like the US extension to the SNOMED  (Systematized Nomenclature of Medicine) coding system which is growing right  along with the International portion of the SNOMED coding  system.

There is an  Unconscionable Risk of the Loss of 35+ Years of Veterans Data if VistA is Replaced
With an EHR that has 35+ years’ worth of data, like VistA, it is going to be an enormous job mapping the data to new standards. VistA has over 50,000 data elements (think columns in tables) with most of these elements having a variety of standardized codes for the data within them. It would be an even bigger job to put all of the veterans' data from the last 35 years into a different EHR with different data elements and different codes. 

I don't believe there are any other EHRs with 35+ years of data comparable to the data that VistA has about veterans. I certainly would not want to see any of that data lost during a transition to a new, COTS EHR. It is too important for the individual veterans and as well as the fact the VistA database is invaluable for research. As I am sure you know, the VA does extensive research and VistA provides the backbone that allows that to happen. 

In addition to being unconscionable for all of these other reasons, the VA is required to retain data for 75 years by the NARS vs. Turnage legal decision.  https://casetext.com/case/national-assn-of-radiation-survivors-v-turnage.

Stating that there is a Variety of Hardware and Software that VistA is running On is a Reason to Get Rid of VistA is Inaccurate
The assertion in the RFI to replace VistA that there is a variety of hardware and software systems in the VA is true, but the assumption that it is bad and somehow it is the result of VistA needing special care is not true. It is a strength of VistA that the hardware and software stack VistA can run on is flexible. VistA can gradually transition to newer hardware and software successfully.. Not only has it been done in recent years, but this has been done with great success for over 35 years. I am not sure COTS EHRs could do the same. With the hardware and software VistA is migrating to now, modern, open source, Linux systems, the cost of hardware and software will come way down. VistA also has the flexibility to be run on two different implementations of MUMPS when Linux is used, one of which is used extensively by the open source community (FIS's GT.M) and one which is used by the VA (Intersystems' Cache) . This is a plus as it helps to keep a downward pressure on software costs when there is no vendor lock-in.

In the VA now, all VistA systems are being migrated to Linux systems on commodity hardware , but until that is done these other systems will work well.  The ability to migrate systems over the 35 plus years and to use different software to host VistA has likely saved billions of dollars over the life of VistA. 

Can you recall what computers were in use 35 years ago? VistA does not run on any of those any longer. In fact, there is constant drum beat excuse that VistA is old technology which is why it needs to be replaced. It should be obvious that this technology has been very successful in evolving over this period of time and that VistA is alive, and constantly improving over time. I invite those who are saying that MUMPS needs to be replaced because it is too old to suggest  that Epic should be replaced.  Note that MUMPS is the infrastructure language of both VistA and Epic (a COTS EHR) and Epic is the most installed EHR in the US.

Other Electronic Health Records Do Not Support All of the Needs of Veterans
VistA has been used to support veterans' healthcare for 35+ years. There are large portions of VistA which are unique to the care of veterans. As an example, the data collected that might be considered "demographics”, like exposure to agent orange and to the gulf war oil fires, are taken into account in VistA. Half of the patient file that stores that type of “demographic” data is specific to veterans.    Another EHR would not have veteran specific data. Extensive, expensive custom programming would have to be done to add it. Whole separate systems would need to be developed to handle what a COTS EHR is not designed to handle.

In addition, VistA is Open Source which is of great value when Congress votes to add additional services and seeks additional information about Veterans. Programmers can quickly adapt VistA to collect this new information or enforce the legislation. COTS EHRs would require new contracts for development and might even refuse to implement these changes needed for veterans within the EHR. 

VistA is 508 compliant, ie., usable by those who are visually impaired.  This may make CPRS appear dated because of the lack of “bells and whistles”, but it does its job well.

Other Very Significant VA Enterprise Functions are Supported by VistA
References in the RFI are made to the extensive capabilities of VistA. The RFI is correct that VistA has 180 applications that include financial, administrative and infrastructure and some of those are in use throughout the whole VA enterprise. This includes IFCAP, the core financial system for the VA. They would need to be replaced if a new EHR were adopted. Just how much will that cost? There are additional programs in the Austin Automation Center that would also need to be replaced or custom interfaces written to connect with them as they are dependent upon data coming from VistA in a particular way. It is much better to continue to the path to enhance VistA than to replace all of these functions.  Belows is a link to a monograph describing the functionality of VistA.

http://www.ehealth.va.gov/VistA_Monograph.asp
VistA is Highly Capable of Analytics
Surprisingly, the RFI reads as if VistA is not capable of analytics. Nothing could be further from the truth. VistA itself has the extremely capable Fileman system that is able to do complex queries of data and VistA has the Reminders system. The Reminders system is very powerful for not only keeping track of the usual things clinicians think of as clinical decision support reminders, but it also supports capabilities for analytics, graphing and innumerable other functions in VistA with amazing speed. It is doubtful that any other EHR can match VistA's Reminders package capabilities. In addition, the Corporate Data Warehouse (CDW) is being used extensively to do analytics outside of VistA, but the capabilities of the CDW are not as advanced as those in VistA.  The CDW pulls its data from VistA.

The DOD plan is to alter the DODs processes, not the Cerner EHR, to keep within budget.  There is already evidence that that process is failing. https://www.politico.com/story/2018/03/08/veterans-military-health-system-trump-386232  The purchased COTS product is supposed to support all that the DOD does, yet the DODs healthcare system requirements go beyond those of any civilian US hospital. As Judy Faulkner said, one hospital is not a cookie cutter of another hospital, and neither are the requirements of the DOD a cookie cutter match for Cerner. Would the VA also have to fit veterans into the COTS concept of a patient?

These analytic capabilities are key for supporting research, one of the three missions of the VA, i.e., Care, Research and Support for National Emergencies/DOD.

VistA is Robust
The comment was made in the RFI that "robust systems" are needed. One standard measure of robustness is the uptime of systems. VistA is extremely robust in that regard. What little down time that has been experienced is mostly related to the VA moving VistA systems into data centers away from the hospitals, not because VistA has failed. VistA is legendary for its reliability.

VistA is Living Software, not “Legacy”
To suggest that VistA is old technology and has not kept up implies that the software is dead and has not progressed. The VA is keeping VistA and the associated technologies moving forward with web based access, mobile, telehealth, personal health records, secure messaging, etc. The VAs own blog speaks to this.  Online scheduling for VistA will begin in January.  The VA has a patient portal, MyHealtheVet,where veterans can order their prescriptions, get copies of the records from VistA and get medical advice and contact their healthcare providers. 

http://www.blogs.va.gov/Vantage/29356/va-named-2016-wired-hospitals-list  
http://www.fiercehealthcare.com/va-to-go-live-online-scheduling-january
CPRS, which is the graphical user interface (GUI) for VistA and the name that most clinicians recognize as VistA, was the top rated EHR overall in the 2016 Medscape annual ratings and it virtually always rates near the top of all EHRs. 

 http://www.medscape.com/features/slideshow/public/ehr2016#page=8
Also VistA has received numerous awards including this Harvard Award for Innovations in Government. 

http://opensourcevista.net/NancysVistAServer/VistAHarvardAward7-9-06.pdf
Others Outside of the VA Benefit from VistA
While the VA is talking of replacing VistA, others are using it and adopting it. The states of Washington, North Carolina and New York are using VistA in their publicly run mental health facilities. Tennessee is using it for its public health services. West Virginia is using it in its public hospitals. Numerous hospitals and practices in the USA use VistA.  North Carolina's Central Regional Hospital, which is a state mental health facility has achieved HIMSS level 6 implementing VistA without a vendor..  VistA can be implemented very cost effectively which, in addition to quality, is why it is sometimes adopted often with little or no assistance from vendors. And of course, the Indian Health Service relies on VistA to create RPMS.  Hawaii, American Samoa and Guam also use RPMS, which is a modified version of VistA.  .

http://blog.ncdhhs.gov/post/149463813428/electronic-medical-records-enhance-patient-care-at
http://www.openhealthnews.com/articles/2014/north-carolinas-central-regional-hospital-rolls-out-vista-less-1-million
Internationally, it is in use in several places. The most significant is that VistA is the national health record system for the country of Jordan for both civilians and the military. In Jordan it is called EHS Hakeem.   It is also being implemented as the EHR for the All India Institute of Medical Sciences, which is described as the equivalent of Harvard for India. The Jordanians are helping to implement it in other countries in the Middle East. It is a non-controversial and much appreciated gift from the US to the world.. Below is a link to the nonprofit organization that is implementing VistA in Jordan.

http://www.ehs.com.jo/en/content/about-hakeem-0
The VA would no longer benefit from its relationship with the open source community if it were to replace VistA
VA has been in the forefront of making its software readily available to the open source communities in the US and elsewhere and has also been in the forefront of engaging with the open source community of VistA developers, users and implementers. OSEHRA (http://osehra.org) is concrete evidence of that. The relationship with the open source community is two-way, with the community contributing to VA development, donating code and subject matter expertise to projects, creating tools that both the VA and the open source community can benefit from and certifying code before it is offered to the VA for incorporation into VistA. All of this would be lost by use of a COTS product. 

This is not to say that the VA has achieved the maximum benefit it can from the open source community.

Before and concurrent with the existence of OSEHRA, WorldVistA http://worldvista.org has been actively engaging the open source community to support users of VistA inside and outside of the VA so the relationship with the open source community is long-standing. WorldVistA is a 501C3 volunteer run not-for-profit organization that provides a slightly modified version of VistA free of charge for use worldwide. For example, the WorldVistA EHR version of VistA is the EHR being used by the country of Jordan and the All India Institute of Medical Sciences and about 15 other institutions in India. WorldVistA does not, and will not contract, for any work with the Department of Veterans Affairs because its volunteers may be employees of the VA. 

Spare the Taxpayer and the Deficit  $16 Billion, Minimum
In summary, I believe it would be a very ill advised and costly decision to replace VistA. Roger Baker, a former CIO of the Department of Veterans Affairs has estimated that replacement of VistA may cost as much as $16 Billion. (POLITICO Morning eHealth News June 23, 2016  http://www.politico.com/tipsheets/morning-ehealth ).  Recent estimates are that it will be $18 not including infrastructure upgrades and other expenses.  The open source community has estimated it will be $30 Billion not counting long term maintenance.  I agree and I also believe the maintenance costs for a COTS EHR and the software that will be needed to replace the VistA functions will exceed those for maintaining VistA for the reasons explained above. The American taxpayer should not be saddled with a bill of tens of billions of dollars to replace VistA with a COTS system that is likely no better and is missing extensive features that exclusively support the care of veterans and the VA enterprise. In addition, the adoption of a COTS EHR would have a high probability of failure. There was an attempt to install a COTS EHR in a VAMC in the past, and that failed. There is no reason to think that a new effort would fare any better.

If VistA needs more Cost Data, Add It.  VistA does not need to be replaced to be able to collect that data.
The chief reason the Commission on Care seemed to think VistA needed to be replaced is because more cost of care data by diagnosis, etc., needed to be collected and that a commercial EHR would provide that.  However, the VA does not follow the same model for costs and billing as the private sector.  If this data is needed, the method of collection will need to be different.  This paper discusses some of the differences between determining costs between the private sector and the VA when it reviews providing Moh's surgery for patients with skin cancer and how much more cost effective VA care is.  

A Team Approach to Nonmelanotic Skin Cancer Procedures: Omar, Rawhi A; Kasdan, Morton L. and Abell, Anna V  Federal Practitioner December 2014 pg 30-34

http://www.mdedge.com/fedprac/avaho/article/89281/melanoma/team-approach-nonmelanotic-skin-cancer-procedures
“The RRVAMC cost analysis data show an average realistic cost at the setting (considering already available resources) of far less than $2000($1000-1500).  This is substantially below the $2000 to $10,000 cost per case (or less in patients with multiple lesions) that would have been required for a private sector referral, based on CMS reimbursement rates for Mohs procedures (CPT codes 17311-17315).”

The VA has made cost estimates made between the cost of care per patient which, as far as I know, has not been broken down by disease, and compared to the private sector and the VA costs are lower and have not gone up as rapidly as in the private sector.  I don't believe the VA has broken down the costs in the same way as the private sector.  Collecting the data to do it like the private sector does would likely interfere with patient care.  However, if it is necessary, adjustments could be made to how data is collected and processed rather than replacing the whole EHR system to do it for far less money.  The thought that the taxpayer should foot a $16 billion dollar bill with no guaranteed benefit just to collect better data on costs is unconscionable.  As previously stated, the ability to do the necessary analytics given the proper data collection is already present in VistA and the VA.  The top rated EHR does not need to be replaced to gather this data.

It appears that the Commission on Care did not receive briefings on the full breadth of all of the issues and certainly not enough to really understand what replacing VistA would mean.  I also believe the VA CIO was similarly poorly informed or the RFI to replace VistA would not have been released.

The systems proposed to replace VistA are, if you ignore the survey showing that VistA is best, are marginal improvements, at best
Well-meaning people believe that VistA is replaced with a COTS product, that the problems 
the VA is having will be greatly reduced, costs will go down and many of the problems with IT 
in the VA will be solved. This will almost certainly not be true.
In 2007, 50% of all implementations of EHRs failed.  Now EHR installations have to succeed or a private hospital will go out of business because Medicare has conditioned its payments on use of a Meaningful Use Certified EHR   This does not mean that hospitals and those caring for patients are delighted with their EHRs.  They have been forced to swallow a somewhat bitter pill by the Hiech Act.  Even Mayo is replacing its Cerner and Centricity EHRs looking for something better, but better is not ideal. (see http://www.motherjones.com/politics/2015/10/epic-systems-judith-faulkner-hitech-ehr-interoperability).
HIMSS is the big showcase for Electronic Health Records that occurs yearly.  Andy Savitt, who just resigned at as administrator for CMS, was quoted in POLITICO as follows:
"I get a little bit sickened every time I go to HIMSS, in some part, because we've got this 
massive industry that puts on a great party and has massive shows, and yet they have a 
customer base that is basically unsatisfied with the product. That seems like it's where we 
should put all our energy.  From Politico eHealth Newsletter, Feb 13, 2017
Those in the VA making the decisions about VistA are largely ill informed about VistA as they are all very new to the system and have massive responsibilities outside of just VistA. By the time a new EHR is implemented, upper management will have been replaced and only the users and patients inside and outside of the VA will face the consequences. Those who are very knowledgeable are seldom if ever the people briefing those that make the decisions and they are certainly not briefing Congress.
Installing a COTS EHR is not going to get rid of problems, it is just going to create a whole set of new ones.  All of the work that has been done to customize VistA for Veterans will be lost, productivity will go down as it always does with a new EHR implementation, and the VA will be locked in with a vendor that may not be able to provide for its needs and costs will go up.  It is virtually certain that two EHR databases will have to be maintained so veterans' data will not be lost.
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