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1 Abstract

Objectives: Hospitals are facing increasing pressures for the rapid adoption and
implementation of Electronic Health Records (EHRS), as well as regulatory requirements to
meeting certain “meaningful use’ standards. The objective of this project was to evaluate a
specific hospital’s EHR implementation, and assess the considerations and changes

necessary for the hospital to address Stage 2 meaningful use requirements.

Methods: This project assessed a single not-for-profit regional referral center with respect
to its EHR implementation, and the requirements for it to meet the Stage 2 Eligible Hospital

meaningful use objectives and measures.

Results: A detailed assessment of the hospital’s current EHR implementation was made
regarding the 16 core and 6 menu set objectives for Stage 2 Meaningful Use, as well as their
associated measures. Current hospital performance was assessed, based upon available
reports from the EHR system, and workflows were evaluated. Five of the 16 core objectives
were defined as “high effort’ due to the requirement for additional EHR build, lack of clarity
regarding how the EHR will be reporting against these measures with respect to nursing and
provider workflows, or the requirement to engender behavior change in patients or with

providers who are not associated with the hospital’s ambulatory EHR implementation.

Conclusions: Hospitals should not assume that the successful implementation of Stage 1
meaningful use criteria allow Stage 2 implementations to occur with minimal work effort.
The lack of clarity regarding exact EHR implementation and reporting methodologies for

Stage 2 meaningful use are leading to a delay in actionable information. Inaddition, the



requirement for hospitals to engender behavior changes in patients, current inpatient
medical staff, as well as referral physicians who are not affiliated with the hospital’s
ambulatory EHR greatly increase the complexity and risk associated with meeting Stage 2

meaningful use requirements.



2 Introduction

2.1 Background

Hospitals in the United States have recently undergone enormous pressure to rapidly adopt
and use health information technology in clinical practice. This rapid adoption, and the pace
of new and more expansive regulatory requirements, has pushed hospitals to implement
health information technology (HIT) in clinical settings that were recently devoid of such

tools.

The adoption of HIT by an organization is complex, both from a technical computer science
standpoint as well as from the requirement to understand clinical requirements and
workflows. Inaddition, there are complex human behavioral issues that can arise in these
organizational systems. Itis such complex systems, where the balances of regulatory
requirements, system capabilities, clinical medicine, and organizational behavior collide,

that informaticists can be most helpful in creating successful outcomes.

This Capstone project is an investigation of a single hospital, and the requirements it is
currently facing in transitioning to the next stage of regulatory requirements in federal fiscal
year 2014; otherwise known as Stage 2 of “‘meaningful use.” This hospital has already
successfully attested to meeting Stage 1 of meaningful use, and is now facing a breadth of

new requirements that it must accomplish over the next one and a half calendar years.

This project reviews the high level requirements for any organization to attest to meeting
Stage 2 meaningful use, and then specifically addresses each of the objectives and measures

that this hospital needs to potentially meet. By reviewing current performance and current



workflows this project is designed to provide a high level ‘roadmap’ of where the
organization needs to prioritize its efforts and limited resources over the subsequent 18

months.

There are many unknowns for any healthcare organization that is peering forward towards
practices more than a year away; not the least of which is how their electronic health record
(EHR) vendor is going to modify its product to meet certification requirements. In addition,
each vendor independently decides how it going to measure behaviors within its own
system, in order to produce reports for providers and organizations regarding whether they
have met the ‘meaningful use’ requirements. Aswe will find it is often the EHR’s report
design that drives subsequent workflow modifications and organizational decisions, rather

than the verbiage of federal regulation.

2.2 American Reinvestment and Recovery Act of 2009 and the HITECH Act

The American Reinvestment and Recovery Act of 2009 (ARRA of 2009) was signed into
law (Public Law 111-5) in February of 2009 as a federal economic stimulus package. [1]
Title X111 and title IV of division B of that act are referred to as the Health Information

Technology for Economic and Clinical Health Act, or HITECH act.

Among a number of items, the HITECH act changed the landscape of Healthcare
Information Technology (HIT). The HITECH act has greatly supported the adoption of HIT
by creating an infrastructure for the development, approval and implementation of HIT
standards, a new process for certifying HIT as meeting those standards, as well as

amendments to the Social Security Act to influence the Inpatient Prospective Payment



System (IPPS) to award healthcare organizations and individual providers for adopting and
demonstrating ‘meaningful use’ of certified HIT. Inaddition, by eventually penalizing
those organizations and providers who do not demonstrate meaningful use of certified HIT,

the HITECH act has essentially mandated such adoption.

OnJuly 28, 2010 the Centers for Medicare and Medicaid Services published a final rule for
the implementation of the incentive payments to providers and physicians established in the
HITECH act. Thisrule, called the “Medicare and Medicaid Programs; Electronic Health
Record Incentive Program’ [2] established the regulations under which both incentives and
penalties would be imposed for the adoption and meaningful use of certified HIT; or the
failure thereof. Thisfinal rule iscommonly called the ‘Stage 1 Meaningful Use’ rule, due to
the fact that in this rule the certification and *‘meaningful use’ definitions were discussed as
being implemented in at least three stages over time, where this rule clearly defined the

requirements, incentives and timeline for meeting Stage 1.

In this same edition of the Federal Register, the initial standards, specifications and
certification criteria for HIT were defined in the final rule entitled ‘Health Information
Technology: Initial Set of Standards, Implementation Specifications, and Certification

Criteria for Electronic Health Record Technology’. [3]

On September 4, 2012 the final rules for Stage 2 of the Electronic Health Record Incentive
Program were published in the Federal Register, entitled ‘Medicare and Medicaid
Programs; Electronic Health Record Incentive Program — Stage 2’ [4] and “Health
Information Technology: Standards, Implementation Specifications, and Certification

Criteria for Electronic Health Record Technology, 2014 Edition; Revisions to the



Permanent Certification Program for Health Information Technology; Final Rules’. [5] In
addition to defining the objectives and measures for Stage 2 of meaningful use, these rules
also amended the timeline for implementation of Stage 2 of the incentive program extending
the adoption requirement for Stage 2 to federal fiscal year (FY) 2014 for hospitals that
originally attested to Stage 1 meaningful use in FY2011 or FY2012, and also made
amendments to some of the measures and definitions for meeting the Stage 1 meaningful use

objectives.

2.3 Timeline for meaningful use attestation

The Electronic Health Record Incentive Program specifically addresses ‘Eligible Hospitals’
(EHs), Critical Access Hospitals (CAHSs) and “Eligible Providers’ (EPs). The current
definitions for these terms can be found in the Code of Federal Regulations (CFR), and are

briefly summarized below:

Qualifying Eligible Hospital: 42 CFR 495.100 “a hospital subject to the
prospective payment system specified in § 412.1(a)(1) of this chapter, excluding
those hospitals specified in § 412.23 of this chapter, and excluding those hospital
units specified in § 412.25 of this chapter.” [6] and “that is a meaningful EHR user

for the EHR reporting period for a payment year.”

Qualifying Critical Access Hospital: 42 CFR 495.4 *“a facility that has been
certified as a critical access hospital under section 1820(e) of the Act and for which
Medicare payment is made under section 1814(l) of the Act for inpatient services

and under section 1834(g) of the Act for outpatient services.” [7] and 42 CFR



495.100 “that is a meaningful EHR user for the EHR reporting period for a cost

reporting period beginning during a payment year.”

Qualifying Eligible Providers: 42CFR 495.100 “a physician as defined in section
1861(r) of the [Social Security] Act, which includes, with certain limitations, all of
the following types of professionals: (1) A doctor of medicine or osteopathy, (2) A
doctor of dental surgery or medicine, (3) A doctor of podiatric medicine, (4) A
doctor of optometry, (5) A chiropractor.” and “who is a meaningful EHR user for the
EHR reporting period for a payment year and who is not a hospital-based EP, as

determined for that payment year.”

These definitions will slightly change November 5, 2012 due to amendments to CFR

495.100, however the text of these changes is not significant. [8]

This project focuses on the requirements for meeting meaningful use for EHs and CAHs.
The objectives, measures and timelines for EHs and CAHs are the same for Stage 1 and
Stage 2 of meaningful use. The objectives, measures, requirements and timelines for EPs

are different for each of these stages, and will not be addressed here.

The current timelines and requirements for EHs and CAHs for meaningful use stages are
demonstrated in the figure 1 below, based upon the first payment year for federal incentives.
The earliestan EH or CAH could attest to meaningful use of certified EHR technology was
for FY2011, thus the earliest any EH or CAH may attest to Stage 2 of meaningful use will be

FY2014.



TABLE 3—STAGE OF MEANINGFUL USE CRITERIA BY FIRST PAYMENT YEAR

Stage of meaningful use
First payment year

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021
2011 1 1 1 ‘2 2 3 3 8D TBD TBD T8D
2012 1 1 ‘2 2 3 3 T8D TBD TBD T8D
2013 1 “1 2 2 3 3 TBD TBD 8D
2014 “1 1 2 2 3 3 TBD 8D
2015 RS [ 1 1 2 2 3 3 T8D
208 c.cnieicsscssssssssssssosssssssssssasasasassoss | snsassssasss | sosssssasase | ssssssssases | eosssscasase | asssasassses 1 1 2 2 3 3
2T cieiisissssssssssissssssnsssssesssasasss | assssssssse | cssssssinie | sassscsinens | asssessnsnse | ssssssssiss | cassininsee 1 1 2 2 3

*3-month quarter EHR reporting period for Medicare and continuous 90-day EHR reporting period (or 3 months at state option) for Medicaid
EPs. All providers in their first year in 2014 use any continuous 90-day EHR reporting period.

Figure 1: Excerpt from 77 FR 53917, Table 3[9]
2.4 Financial implications for hospitals

The adoption of certified EHR technology (CEHRT) by hospitals is an extremely expensive
proposition. The Electronic Health Record Incentive program is designed to provide an
incentive for organizations to rapidly adopt and demonstrate meaningful use of CEHRT. In
addition, this incentive is quickly phased out, and ultimately penalties are emplaced for

organizations that fail to demonstrate meaningful use of CEHRT.

In the Electronic Health Record Incentive Program organizations are eligible for both
Medicare and Medicaid incentives. The incentive formulas for EHs are explicitly described
in the Stage 1 final rule, and are briefly summarized below. [10] CAHSs have a different

reimbursement formula, which is available for review in the final rule.

Medicare: The Medicare incentive for an EH is calculated based upon the number
of total discharges ($2,000,00 plus $200 for every discharge between the 1,150" and
23,000™), the fraction of their inpatient bed days that are attributable to Medicare
and Medicare managed care beneficiaries, and the fraction of the overall hospital

charges that are attributed to charity care. These are placed inaformulaand a



transition factor is then applied, depending upon the year for which the incentive is
received (1 for year one, % for year 2, V4 for year three, and ¥4 for year 4). The last
year a hospital may receive an incentive payment is for FY2016, and the last year
they may initially attest to meeting meaningful use for an incentive is FY2015.
Thus, any hospital that attests to meaningful use for the first time after 2013 will use

transition factors as if they had first attested for FY2013.

TABLE 14: Transition Factor for Medicare FFS Eligible Hospitals

Fiscal Year Fiscal Year that Eligible Hospital First Receives the
) Incentive Payment
2011 2012 2013 2014 2015

2011 1.00

2012 0.75 1.0

2013 0.50, 0.75 1.0(

2014 0.25 0.5( 0.75 0.75) -1
2015 | e { 0.25 0.500  0.50 0.50)

2006 | e eeeeen 0.25 0.25 0.25

Figure 2: Excerpt from 75 FR 44460, Table 14 [11]

Based upon the formula, the maximum year one incentive payment (for a hospital
that sees 100% Medicare patients and 23,000 inpatient discharges per year) is
$6,370,000; with an aggregate maximum of $15,925,000 from the Medicare
incentive program for four incentive years, if first attesting in FY2011, FY2012 or

FY2013.

Medicaid: For an EH to qualify for the Medicaid incentive they must have at least
10% of their inpatient volume attributable to Medicaid patients. The formulato
calculate Medicaid incentives is essentially identical to that of the Medicare

incentive program, simply substituting Medicaid and Medicaid managed care



inpatient days for those of Medicare. [12] Hospitals may qualify for both the

Medicare and Medicaid incentive programs.

In FY2015 and onwards, EHs will be susceptible to a penalty for failing to demonstrate
meaningful use of CEHRT. This penalty will be implemented as a reduction in EHs
Medicare market basket updates of %4, 2 and % in FY2015, FY2016 and FY2017 and
onwards respectively. The market basket update for FY2013 is 2.8%, so as an example if
this were 2017 and a hospital failed to meet meaningful use, that hospital would have a %
reduction in their market basket update of 2.8%. In that case, the hospital would only
receive a 0.7% increase as opposed to a 2.8% increase in payment for that fiscal year. A fact
sheet describing the market basket update, and specifically the effects of the August 1, 2012
final rule regarding the Inpatient Prospective Payment System for FY213, is available on the

Centers for Medicare and Medicaid Services (CMS) website. [13]

2.5 Kadlec Regional Medical Center

Kadlec Regional Medical Center isa 270 licensed inpatient bed acute care hospital in
southeastern Washington State. As part of the Kadlec Health System, the hospital is a
regional referral center for northeastern Oregon and southeastern Washington. Kadlec
Health System is comprised of both a Medical Center, as well as a large ambulatory care

clinic system, a neuroscience center, and other associated entities.

In 2010 Kadlec Health System decided to make the transition from it’s then state of
disparate EHRs to a single enterprise system, and chose to use Epic as it’s new enterprise

EHR. Atthat time the health system was using the GE Centricity EHR in itsambulatory

10



clinics, and the McKesson Horizon products for inpatient nursing care, as well as for
financial and operational processes. The inpatient providers were documenting on paper,
and order entry was on paper. The Emergency Department was using T-System EV for

nursing and provider documentation, as well as for CPOE.

The transition to Epic started in November, 2010 with validation and build processes, and
culminated in an ambulatory clinic ‘go live” in August 2011, and an Inpatient ‘go live’ in

November 2011.

Kadlec Health System went live with the Epic 2010 version, and is currently still on that
version. The Epic 2012 version has just recently been released for general use, but has not

yet been adopted by the medical center.

2.6 Methods

This project was undertaken with the approval of the Chief Information Officer for Kadlec
Regional Medical Center, as well as with approval of the Epic Corporation. [14] It involved
an evaluation of the current build and implementation of Epic version 2010 at Kadlec
Regional Medical Center including: (a) personal experience during the year long validation
and build of the EHR as part of Kadlec’s implementation team, (b) discussions and
interviews with Kadlec system analysts, (c) review of documentation from Epic in regard to
both the system functionality, meaningful use report design, meaningful use report
configuration, and system updates, (d) review of current and prior legislative and regulatory
materials regarding meaningful use, and (e) evaluations of current clinical workflows where

appropriate.

11



Initial assessments of the performance and workflows for Kadlec Regional Medical Center
for each of the EH core and menu set objectives for Stage 1 meaningful use was performed,
followed by a subsequent analysis of the Notice of Proposed Rulemaking for Stage 2 of the
Electronic Health Record Incentive Program [15] and how those proposed rules would
introduce new requirements for the organization. Subsequent to that proposed rulemaking,
the final rules were published on September 4, 2012 in the Federal Register. A final analysis
was performed, taking into account these final rules; and the resultant analysis is the body of

this document.

This project was drafted with the intent to develop an understanding of the complexity and
work effort this single organization will be facing in order to meet Stage 2 of meaningful
use, as well as to assist in providing a roadmap or guide to the initial commitment of the

limited organizational resources in the pursuit of this goal.

12



3 Meaningful Use for Eligible Hospitals
3.1 Certified EHR Technology

3.1.1 Definition

In order to meet the meaningful use requirements, an EH must be using CEHRT. The
technical specifications for Stage 1 meaningful use for CEHRT are published in the final
rule entitled ‘Health Information Technology: Initial Set of Standards, Implementation
Specifications, and Certification Criteria for Electronic Health Record Technology’. [3]
The Stage 2 meaningful use requirements for CEHRT are published in the September 4,
2012 final rule entitled “Health Information Technology: Standards, Implementation
Specifications, and Certification Criteria for Electronic Health Record Technology, 2014
Edition; Revisions to the Permanent Certification Program for Health Information

Technology; Final Rules’. [5]

The ARRA of 2009, HITECH act, and their resulting regulations created the current
infrastructure for testing and certification of HIT. The program was previously called the
Permanent Certification Program, and has recently changed its name to the ONC HIT
Certification Program. Anoverview of that process is available on the HealthIT.gov

website [16], and is summarized here:

Standards for CEHRT are defined and created by the Secretary of Health and Human
Services, and published in the federal rulemaking process. The National Institute of
Standards and Technology (NIST) developed the 2011 (Stage 1) testing
requirements, tools and use cases for the HIT certification program in collaboration

with the ONC. NIST has also developed the initial drafts of testing requirements and

13



use cases for the 2014 (Stage 2) certification program in collaboration with ONC.

[17,18]

The National VVoluntary Laboratory Accreditation Program (NVLAP) is the
Accreditation Body for Test Labs for the Permanent Certification Program. It
accredits test laboratories to test EHR technology under the program, against the
approved testing requirements and use cases, and using the approved tools.

Currently certified Accredited Testing Laboratories (ACLs) are [19]

InfoGard Laboratories, Inc

SLI Global Solutions, Inc

Certification Commission for Health Information Technology (CCHIT)

ICSA Labs

Drummond Group EHR Test Lab

Currently the American National Standards Institute (ANSI) is the ONC — Approved
Accreditor for certification bodies. ANSI accredits certification bodies, which may
then apply to the ONC to become an ONC — Authorized Certification Body (ONC-
ACB). Once approved, ONC-ACBs have authorization to certify successfully
tested EHR technology under the ONC HIT Certification Program. Currently

certified ONC-ACBs are [20]

ICSA Labs

14



InfoGard Laboratories, Inc

Certification Commission for Health Information Technology (CCHIT)

Drummond Group

Orion Register, Inc

A diagram of the current testing and certification structure is presented in figure 3 below:

ONC reviews and
posts certified
L product to CHPL

T
L DL DL D

Product Product
successfully == . successfully ==
asses testin, *  achieves

P v .' certification .'

Figure 3, Excerpt from [21]

3.1.2 Epicand certification

Kadlec Health System implemented Epic (Version 2010) in November of 2011 for hospital

use. The Epic 2010 version has been certified asa Complete EHR by CCHIT, their chosen

ONC-ACB, for both Inpatient [22] and Ambulatory [23] settings, thus the health system met

the first mandatory step in being able to attest for the Electronic Health Record Incentive

Program, which is the use of CEHRT.

15



The next mandatory step, in order to attest and be able to qualify for incentives, is to become
a ‘Meaningful User’ of the CEHRT. Kadlec attested for Meaningful Use for FY2012, based

upon both the use of CEHRT, as well as being a ‘meaningful user’ of that technology.

3.2 Meaningful Use

3.2.1 Stage 1 Core and Menu Objectives for Eligible Hospitals

In order to be a “Meaningful User’ of CEHRT, and be able to attest to meeting Stage | of
meaningful use, EHs and CAHs have to satisfy a core set of objectives and measures, as well
as selected ‘menu set’ objectives and measures. The Stage 1 core objectives for EHs and
CAHsare listed below. Every core objective must be satisfied by the hospital, and each
objective has one or more measures that must be accomplished in order to satisfy the

objective.

Core Stage 1 EH and CAH Objectives: [24]

1. Use CPOE for medication orders directly entered by any licensed healthcare
professional who can enter orders into the medical record per state, local and
professional guidelines

2. Implement drug-drug and drug-allergy interaction check

3. Record demographics

» preferred language

* gender

16



10.

11.

* race
* ethnicity

» date of birth

* date and preliminary cause of death in the event of mortality in the eligible

hospital or CAH

Maintain an up-to-date problem list of current and active diagnoses
Maintain an active medication list
Maintain an active medication allergy list

Record and chart changes in vital signs

* Height

* Weight

* Blood pressure

* Calculate and display BMI

* Plotanddisplay growth charts for children 2-20 years, including BMI

Record smoking status for patients 13 years old or older

Implement one clinical decision support rule related to a high priority hospital
condition along with the ability to track compliance with that rule

Report hospital clinical quality measures to CMS or the States

Provide patients with an electronic copy of their health information (including
diagnostic test results, problem list, medication lists, medication allergies, discharge

summary, procedures), upon request

17



12. Provide patients with an electronic copy of their discharge instructions at time of
discharge, upon request

13. Capability to exchange key clinical information (for example, discharge summary,
procedures, problem list, medication list, medication allergies, diagnostic test
results), among providers of care and patient authorized entities electronically

14. Protect electronic health information created or maintained by the certified EHR

technology through the implementation of appropriate technical capabilities.

EHs and CAHs also have to meet five of the 10 menu set objectives, each of which as one or
more measures that must be accomplished in order to satisfy the objective. The menu set

objectives are listed here: [25]

1. Implementdrug-formulary checks

2. Record advance directives for patients 65 years old or older

3. Incorporate clinical lab-test results into certified EHR technology as structured data

4. Generate lists of patients by specific conditions to use for quality improvement,
reduction of disparities, research or outreach

5. Use certified EHR technology to identify patient-specific education resources and
provide those resources to the patient if appropriate

6. TheEP, eligible hospital or CAH who receives a patient from another setting of care
or provider of care or believes an encounter is relevant should perform medication

reconciliation
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7. EachEP, eligible hospital or CAH who transitions their patient to another setting of
care or provider of care or refers their patient to another provider of care should
provide a summary of care record for each transition of care or referral

8. Capability to submit electronic data to immunization registries or Immunization
Information Systems and actual submission in accordance with applicable law and
practice

9. Capability to submit electronic data on reportable (as required by state or local law)
lab results to public health agencies and actual submission in accordance with
applicable law and practice

10. Capability to submit electronic syndromic surveillance data to public health

agencies and actual submission in accordance with applicable law and practice.

3.2.2 Stage 2 Core and Menu Objectives for Eligible Hospitals

On September 4, 2012 the requirements to meet Stage 2 of meaningful use were published.
These included the core and menu set objectives for hospitals to achieve, the technology and
functional requirements for EHRs to become 2014 CEHRT, as well as updates to the

definition of being a ‘meaningful user’ of CEHRT.

Below isa list of the 16 core and six menu set objectives for Stage 2 meaningful use for EHSs.
Each objective has one or more measures that must be satisfied in order to accomplish the

objective.
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Core Stage 2 EH and CAH Objectives: [4]

1. Use CPOE for medication, laboratory and radiology orders directly entered by any
licensed healthcare professional who can enter orders into the medical record per
state, local and professional guidelines

2. Record the following demographics

preferred language

*  sex

* race

* ethnicity

» date of birth

* date and preliminary cause of death in the event of mortality in the eligible

hospital or CAH

3. Recordand chart changes in vital signs

* Height

*  Weight

* Blood pressure (age 3 and over)
* Calculate and display BMI

* Plotanddisplay growth charts for children 2-20 years, including BMI

4. Record smoking status for patients 13 years old or older
5. Use clinical decision support to improve performance on high-priority health

conditions
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10.

11.

12.

13.

14.

Incorporate clinical lab-test results into Certified EHR Technology as structured
data

Generate lists of patients by specific conditions to use for quality improvement,
reduction of disparities, research, or outreach.

Automatically track medications from order to administration using assistive
technologies in conjunction with an electronic medication administration record
(eMAR).

Provide patients the ability to view online, download, and transmit information
about a hospital admission.

Use Certified EHR Technology to identify patient-specific education resources and
provide those resources to the patient.

The eligible hospital or CAH who receives a patient from another setting of care or
provider of care or believes an encounter is relevant should perform medication
reconciliation

The eligible hospital or CAH who transitions their patient to another setting of care
or provider of care or refers their patient to another provider of care should provide a
summary of care record for each transition of care or referral

Capability to submit electronic data to immunization registries or Immunization
Information Systems and actual submission in accordance with applicable law and
practice

Capability to submit electronic reportable laboratory results to public health
agencies, except where prohibited, and in accordance with applicable law and

practice
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15. Capability to submit electronic syndromic surveillance data to public health
agencies, except where prohibited, and in accordance with applicable law and
practice

16. Protect electronic health information created or maintained by the certified EHR

technology through the implementation of appropriate technical capabilities.

Menu Set Stage 2 EH and CAH Objectives: [26]

1. Record whether a patient 65 years old or older has an advance directive

2. Imaging results consisting of the image itself and any explanation or other
accompanying information are accessible through Certified EHR Technology

3. Record patient family health history as structured data

4. Generate and transmit permissible discharge prescriptions electronically (eRx)

5. Record electronic notes in patient records

6. Provide structured electronic lab results to ambulatory providers

4 Kadlec Regional Medical Center and the Transition to Stage 2 Meaningful Use

This project examines Kadlec Regional Medical Center’s current Epic 2010 build,
implementation and workflows with respect to meeting the Stage 2 meaningful use

requirements of the Electronic Health Record Incentive Program.

Each objective and measure for Stage 2 meaningful use is evaluated, and changes of those
measures and objectives with regard to Stage 1 meaningful use requirements are addressed.
The current software implementation and the organizational performance against the EH

Stage 1 meaningful use requirements is assessed, and where possible an assessment of
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workflow changes or decisions necessary to meet the Stage 2 meaningful use requirements

is delineated.

4.1 Denominators for Measures

Stage 2 meaningful use regulations continue the practice of the Stage 1 rules, allowing
hospitals to select one of two methods of counting patients in the denominator for most
measures. [27] These methods are commonly called the *observation services” method and

the “all emergency department’” method.

Observation services method: *... includes all patients admitted to the inpatient
department (POS 21) either directly or through the emergency department and
patients who initially present to the emergency department (POS 23) and receive
observation services.” [27] Observation services are defined in the Medicare

Benefit Policy Manual.

All Emergency Department method: “...includes all patients admitted to the
inpatient department (POS 21) either directly or through the emergency department

and all patients receiving services in the emergency department (POS 23).” [27]

The Stage 1 meaningful use rules provided two methods for EHs and CAHSs to calculate the
denominator for patients because they recognized that some of the objectives and measures
may not be relevant to all emergency department encounters; and thus provided a way for

individual hospitals to make their own decision.
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Oninitial evaluation with Kadlec Regional Medical Center it appeared to be in a hospital’s
interest to pursue using the “All Emergency Department” method for Stage 1 Meaningful

User reporting. This was based upon the following observations:

* The Emergency Department was felt to be the department that would have the
least transitional issues when moving to Epic. The emergency department was
the only department of the hospital, prior to the implementation of Epic, which
was performing electronic physician documentation, electronic nursing
documentation, and CPOE. The remainder of the hospital was using paper and
dictation for physician notes, and handwritten orders.

* Theemergency department had an annual volume of approximately 60,000
patients per year, with an overall admission rate (inpatient and observation
patient) of 16%. Admissions from the emergency department then accounted

for approximately 50% of all hospital admissions.

0 Using the ‘observation services method’ the emergency department would
influence approximately 50% of the denominator for most EH measures
0 Using the “all emergency department method’ the emergency department

would influence 93.5% of the denominator for most EH measures

* By focusing on the processes and methodologies for patients within the emergency
department, and aggressively managing workflows and optimizing user interfaces

and clinical decision support, the hospital would much more likely achieve success
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0 The hospital would be able to work within one department, and only need to
influence the behavior of a small percentage of the active medical staff
(~8%)

o Thehospital would only have to critically evaluate and adjust the behavior of

a small percentage of its nursing staff

Kadlec Regional Medical Center went forward with its initial intent to use the “all
emergency department’ method for attestation for meaningful use, however discovered late
into the process that this was not going to be possible without significant customization and

maintenance of reports within Epic.

The current Epic 2010 reporting methods for meaningful use do not support EHs using the
‘all emergency department’ denominator, and instead require hospitals to use the
‘observation services” denominator. [28] As hospitals are going to use these reports to
prove to justify their attestations to CMS, should they be audited, it is absolutely incumbent
upon them to be able to rely on these reports. The requirement to internally build, maintain
and validate reports by using the “all emergency department” method for calculating the
patient denominator for measures was essentially too risky for the organization to adopt. In
that same communication Kadlec was informed that “There is currently no plan to develop
that option because of the hours involved and that it would most likely cause the MU reports

to take about twice as long to run.”
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Kadlec Regional Medical Center is currently using the *observation services’ method to
calculate patient denominators for Stage 1 meaningful use; and it is anticipated that this will
continue for Stage 2 meaningful use unless Epic changes it’s reports and provides native
support for use of the “all emergency department’ method. Inthe following section during
the discussion of Kadlec Regional Medical Center’s performance against Stage 1
meaningful use requirements, all measures of current performance are using the

‘observation services’ method.

4.2 Stage 2 Definition of a Meaningful User

In Stage 2 of the Electronic Health Record Incentive Program the definition of a
‘Meaningful User’ was modified to include the requirement successfully report clinical
quality measures selected by CMS in a format and manner selected by CMS. [29] Due to
this, the prior objectives and measures related to reporting of quality measures have been
removed. The requirement to submit clinical quality measures (CQMs) for FY2014,
however, has expanded with a total of 29 electronic CQMs for EHs, with 17 of these

measures being new. [30]

Thisongoing CQM requirement isasimple “Yes’ or “‘No’ attestation, related to the
configuration of reports provided by Epic against a body of clinical quality measures.
Hospitals are not currently ranked, graded or incentivized by the results of these reports; nor
is that proposed for FY2014. Hospitals do have a number of CQMs publically reported
through CMS, however those metrics are currently manually abstracted from hospital charts

and not based upon automated reporting.
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In order to be certified to 2014 standards, the 2010 version of Epic will be required to report
against the mandatory CQM measures. Kadlec’s work effort regarding this process will be

the configuration of selected new CQM reports.

The attestation of success for meaningful use is related to the reports running and being able
to report these measures. Meaningful use does not require a comparison of the
electronically derived data to that of manually abstracted charts, nor the alteration of
workflows or EHR implementation to intentionally improve automatic capture of data. Due
to these facts, the CQM requirement to meet the minimum for meaningful use attestation

simply requires the time of report writers.

4.3 Stage 2 Core Objectives and Measures

The stage 2 final rule lists a set of 16 core objectives, all of which must be satisfied by EHs,
in order to be “‘meaningful users’ of CEHRT. Those 16 objectives and their related measures
are listed and discussed in this section, along with the current performance of Kadlec

Regional Medical Center where known.

4.3.1 CPOE

Objective: Use CPOE for medication, laboratory and radiology orders directly entered by
any licensed healthcare professional who can enter orders into the medical record per state,

local and professional guidelines: [31]
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Measure 1: More than 60 percent of medication orders by authorized providers of
the eligible hospital's or CAH's inpatient or emergency department (POS 21 or 23)
during the EHR reporting period are recorded using computerized provider order

entry

Measure 2: More than 30 percent of laboratory orders created by authorized
providers of the eligible hospital's or CAH's inpatient or emergency department
(POS 21 or 23) during the EHR reporting period are recorded using computerized

provider order entry

Measure 3: More than 30 percent of radiology orders created by authorized
providers of the eligible hospital's or CAH's inpatient or emergency department
(POS 21 or 23) during the EHR reporting period are recorded using computerized

provider order entry.

Discussion: The numerator and denominator for this objective are changing in Stage 2. In

Stage 1 there was a single measure for the CPOE objective, and this objective was specific to

medication orders only. In Stage 1 the requirement is “...more than 30 percent of all unique

patients with at least one medication in their medication list admitted to the eligible

hospital's or CAH's inpatient or emergency department (POS 21 or 23) have at least one

medication order entered using CPOE.” [32] The numerator and denominator have now

changed, with the denominator now being all orders of a given class (medication, laboratory

and radiology), and the numerator being all orders of that class being recorded using CPOE.

The requirements have become more stringent in Stage 2, as previously a single medication

order entered via CPOE would place a patient in the numerator for an admission, with the
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denominator being unique patient admissions. In Stage 2 the specific proportion of all

orders inagiven class (medication, laboratory, and radiology) will be calculated.

Current performance of Kadlec Regional Medical Center: Kadlec is currently
performing at 100% for the Stage 1 meaningful use CPOE measure for the most

recent 90 day reporting period (7.10.12t0 10.7.12).

3,824 of 3,824
Enter Orders Using CPOE 30% 100% Patients

Figure 4, from [33]

Itis assumed that the performance for this measure will decrease using the new
definitions for the measures. The current Epic 2010 meaningful use reports do not
reflect what that performance will look like, however a rough assessment may be
obtained by using the Epic go-live utility built for the Epic technical support

personnel. [i] This report was run for a seven day time window and demonstrated

the following:

* Inpatient medication orders were written by providers using CPOE 80.26%
of the time, while 12.76% of the time the orders were entered by nursing staff
as verbal orders. Itisimportant to note that verbal orders, and “protocol
orders’ entered by nursing staff are considered CPOE orders for the purposes
of meaningful use. [34] Per this utility only ~5% of medication orders would

not have counted as CPOE orders for meaningful use (the remainder 2%

'This report may be run from Epic’s ‘text” environment via the following path: Clin Admin > Management
> Utilities > EC Inpatient TS Order Utilities > Inpatient Go-Live Utilities. This can only be run for a short
timespan, roughly 7-10 days at most.
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falling into other categories which should also count towards the meaningful
use measure), thus the organization is anticipated to easily meet the 60%
threshold for measure 1 of this objective using current workflows and
ordering methods.

* The Epic utility does not provide a method to break apart laboratory from
radiology orders, and groups all of these as ‘procedure’ orders. Looking at
that aggregate, however, performance again appears to easily exceed the
threshold levels for measures 2 and 3 for this objective, with an aggregate of
80.26% CPOE entered by primary providers, 18.06% being entered by
verbal orders and “‘protocol orders’, and only ~2% not being counted as

CPOE orders for meaningful use.

Workflow Evaluation: Non-provider access to order entry capabilities was
intentionally outside the scope and design of Kadlec’s Epic implementation, in order
to prevent medical staff from circumventing the requirement for CPOE with initial
implementation. This was quickly reversed for certain geographic areas of the
hospital (ICU, surgical floors, cath lab and interventional radiology) due to the fact
that the standard order sets for those areas were not built, tested and deployed on
time; and the need to be able to allow unit clerks to transcribe written orders into the

system.

While there does not appear to be a significant practice of providing written orders to
clerks within the hospital, current automated reports don’t likely capture all of these

entries. Itisrecommended that now that order sets have been built, tested and
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deployed for all inpatient services, the hospital re-visit this issue and remove clerk
entered order access capabilities. This will assist in enforcing only nurse/protocol

and provider entered orders into the system.

Summary: The organization should be able to meet the Stage 2 meaningful use for all three
measures for the CPOE objective without significant changes to current workflow or
processes, however this should be promptly validated once Epic 2010 stage 2 meaningful

use reports are available for use.

4.3.2 Demographics

Objective: Record all of the following demographics: (A) Preferred language, (B) Sex, (C)
Race, (D) Ethnicity, (E) Date of birth, and (F) Date and preliminary cause of death in the

event of mortality in the eligible hospital or CAH. [35]

Measure 1: More than 80 percent of all unique patients admitted to the eligible
hospital's or CAH's inpatient or emergency department (POS 21 or 23) during the

EHR reporting period have demographics recorded as structured data.

Discussion: The calculation of this measure has essentially not changed between Stage 1
and Stage 2 of meaningful use, with only an increase in the threshold requirement from 50%
to 80%. The verbiage has changed from previously recording ‘gender’, which is an attribute
that an individual assigns to themselves, to recording ‘sex’” which is defined as “the
physiologic characteristics at time of birth’. [36] Current Epic meaningful use reports

should accurately reflect how the medical center is performing against this measure.
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Current performance of Kadlec Regional Medical Center: Kadlec is currently
performing at 99% for the Stage 1 meaningful use demographic measure for the

most recent 90 day reporting period (7.10.12t0 10.7.12).

3,817 of 3,885

Record Patient Demographics* 50% 99% Patients

Figure 5, from [33]

Workflow evaluation: Kadlec has done an excellent job of obtaining the core
demographic requirements for all patients admitted to the hospital. One very small
subset of patients, those who expire during the admission, currently fails to make the
numerator for this measure. This is due to the current workflows, and failure to
record the preliminary cause of death in a discrete location within the patient’s
medical record for reporting purposes. Epic has released service updates to allow
for the recording of this information by providers, including in a specific order [37],
using a specific Preliminary Cause of Death Navigator section [38], or through a
coding abstraction method associated with Charting Deficiency Reminders [39].

None of these workflows have been currently implemented at Kadlec.

Summary: The organization should be able to meet the Stage 2 meaningful use the
Demographics objective without changes to current workflow or processes. If the desire is
to improve capture of the preliminary cause of death demographic information, than
changes in provider workflows will need to occur. Itis recommended that such changes
only occur with the involvement of the medical staff, and include workflow validation

sessions and the development of clinical decision support to prompt adoption.
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4.3.3 Vital Signs

Objective: Record and chart changes in the following vital signs: (A) Height/Length, (B)
Weight, (C) Blood pressure (ages 3 and over), (D) Calculate and display body mass index
(BMI), (E) Plot and display growth charts for patients 0-20 years, including body mass

index. [40]

Measure 1: More than 80 percent of all unique patients admitted to the eligible
hospital's or CAH's inpatient or emergency department (POS 21 or 23) during the
EHR reporting period have blood pressure (for patients age 3 and over only) and

height/length and weight (for all ages) recorded as structured data.

Discussion: The calculation of this measure has slightly changed from the 2012 Stage 1
requirements to new 2013 Stage 1 and Stage 2 requirements for meaningful use.
Specifically, the age threshold for recording of height and weight has changed to all ages
(from 2 years of age), and the threshold for recording blood pressure has changed to 3 years
of age (from 2 years of age).[41] Other that that requirement, there has only been an increase
in the threshold requirement from 50% to 80%. Current Epic meaningful use reports should
be roughly accurate and reflect how the medical center is performing against this measure.
The current population of patients admitted to Kadlec Regional Medical Center is
preponderantly greater than two years of age, and thus should be counted in current report.
In addition, newborn nursery patients are specifically excluded from the meaningful use

measures.
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Current performance of Kadlec Regional Medical Center: Kadlec is currently
performing at 99% for the Stage 1 meaningful use demographic measure for the

most recent 90 day reporting period (7.10.12t0 10.7.12).

3,635 of 3,692

Record Vitals 50% 99% P
atients

Figure 6, from [33]

The Neonatal Intensive Care Unit (NICU) currently is not measured for vital sign
performance for Stage 1 although that will start this fiscal year (FY2013). As
recording height and weight of newborns is part of standard practice within the

NICU, thisis not anticipated to become an issue.

Summary: Kadlec has done an excellent job of obtaining the necessary vital sign elements
for all patients admitted to the hospital. Kadlec should be able to easily meet the Stage 2
80% threshold. It is not recommended that processes change for the recording to core vital
signdata. Itisrecommended that as soon as report updates are available for Epic 2010 to
report against the FY2013 updated vital sign requirements (notably recording height and
weight for patients of all ages), the performance of the medical center with specific attention

to the NICU and pediatrics floors be assessed.

4.3.4 Smoking Status

Objective: Record smoking status for patients 13 years old or older. [42]
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Measure 1: More than 80 percent of all unique patients 13 years old or older
admitted to the eligible hospital's or CAH's inpatient or emergency department (POS
21 or 23) during the EHR reporting period have smoking status recorded as

structured data.

Discussion: The calculation of this measure is unchanged from the Stage 1 requirements,
other than a change in the threshold level from 50% to 80%. Current Epic meaningful use
reports should be accurate and reflect how the medical center is performing against this

measure.

Current performance of Kadlec Regional Medical Center: Kadlec is currently
performing at 99% for the Stage 1 meaningful use smoking measure for the most

recent 90 day reporting period (7.10.12t0 10.7.12).

3,597 of 3,636

Record Smoking Status 50% 99% Patients

Figure 7, from [33]

Workflow Evaluation: In order to achieve success in this measure, when it was
anticipated that the hospital was going to use the “all emergency department” method
for calculating the measure denominator, the emergency department implemented
clinical decision support within the system to assist in performance. Per the Epic
reporting methodology, a patient’s smoking history is considered ‘Never Assessed’

until an alternate value is documented:
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o Maik 23 Redewao Never
Alcohol Use

Figure 8, Epic Smoking History user interface from [43]

The emergency department developed and deployed a form of active clinical
decision support, called a ‘Best Practice Advisory’ (BPA) which presents to both
nurses and clinicians within the Emergency Department when the patient is 13 years
old or older, their smoking status is ‘Never Assessed’, and the provider or nurse ison

a disposition navigator (i.e. ready to discharge or admit the patient).
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Figure 9, Epic Smoking History BPA user interface from [43]

This workflow provides a hyperlink, which allows the nurse or provider to click
directly to the *Social History’ section and document the smoking history for these
patients. Atwhichtime the BPA is cancelled, and the patient is placed into the

numerator for this meaningful use measure.
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This BPA has been kept in production, even when the organization changed its plan
to use the “observation services’ denominator, due to the fact that 50% of all
admissions to the hospital come from the emergency department. Itisnotan
onerous workflow for providers or nurses within the emergency department, and has
helped the organization obtain this information successfully and reliably. Thisisan
example of a method which has been successful in helping the organization to meet

Stage 1 meaningful use requirements.

Summary: Kadlec has done an excellent job of obtaining the necessary smoking
information for all patients admitted to the hospital. Kadlec should be able to easily meet the

Stage 2 80% threshold.

4.3.5 Clinical Decision Support

Objective: Use clinical decision support to improve performance on high priority health

conditions. [44]

Measure 1: Implement five clinical decision support interventions related to four or
more clinical quality measures at a relevant point in patient care for the entire EHR
reporting period. Absent four clinical quality measures related to an eligible hospital
or CAH's patient population, the clinical decision support interventions must be

related to high-priority health conditions
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Measure 2: The eligible hospital or CAH has enabled and implemented the
functionality for drug-drug and drug-allergy interaction checks for the entire EHR

reporting period.

Discussion: This measure is essentially the combination of two Stage 1 core objectives.
Measure 1 is an adjustment of the “‘Implement one clinical decision support rule related to a
high priority hospital condition along with the ability to track compliance with that rule’
objective, while Measure 2 is essentially the same as the Stage 1 ‘Implement drug-drug and

drug-allergy interaction check’ requirements.

Current performance of Kadlec Regional Medical Center: Kadlec was able to
successfully attest to Stage 1 meaningful use for FY2012, which included attesting

“Yes’ to having implemented a clinical decision support rule.

Measure 1: Kadlec has successfully implemented a large number of clinical
decision support rules, and is currently in the process of implementing a number of
additional clinical decision support rules specifically related to ‘core measures’ and
the CQMs. All of these current" and new clinical decision support measures will
allow Kadlec Regional Medical Center to continue to attest that it has successfully
met measure 1 of the Stage 2 meaningful use rules for this objective, and the current

focus on CQMs specifically addresses the expressed need to address four of the

" Kadlec currently has specific order sets related to stroke, congestive heart failure and
pneumonia. In addition, referential clinical decision support has been built into a number of
medication orders, and documentation template specific clinical decision support has been built
for many presenting complaints including chest pain (for pulmonary embolus evaluations) and
head injury (for adult and pediatric imaging).
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CQMs. Itisimportant to note that the clinical decision support is not required to be
‘alerts’, and includes the breadth of decision support to include documentation
templates, order sets, dosing guidelines, and referential decision support. [45]
Kadlec currently has specific order sets related to stroke, congestive heart failure
and pneumonia. Inaddition, referential clinical decision support has been built into
anumber of medications, and documentation template specific clinical decision
support has been built for many presenting complaints, including chest pain (for

pulmonary embolus) and head injury (for adult and pediatric imaging).

Measure 2: Kadlec was able to attest for FY2012 to having successfully
implemented drug-drug and drug-allergy interaction checks. Kadlec continues to
have this functionality enabled in its current version of Epic, and will once again be

able to attest “Yes’ to this measure.

Summary: Kadlec is currently developing and implementing a number of clinical decision
support methods to improve CQM performance, documentation and reporting. All of these
new clinical decision support elements, in addition to currently implemented clinical
decision support, will allow the hospital to attest “Yes’ to measure 1 of this objective.
Kadlec currently is able to attest *Yes’ to drug-drug and drug-allergy testing based upon

current capabilities and functionality enabled in the EHR.

4.3.6 Clinical Lab Test Results as Structured Data

Objective: Incorporate clinical lab test results into Certified EHR Technology as structured

data.[46]
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Measure 1: More than 55 percent of all clinical lab tests results ordered by
authorized providers of the eligible hospital or CAH for patients admitted to its
inpatient or emergency department (POS 21 or 23) during the EHR reporting period
whose results are either in a positive/negative affirmation or numerical format are

incorporated in Certified EHR Technology as structured data.

Discussion: The calculation of this measure is unchanged from the Stage 1 requirements,
other than a change in the threshold level from 40% to 55%. Current Epic meaningful use
reports should be accurate and reflect how the medical center is performing against this

measure.

Current performance of Kadlec Regional Medical Center: Kadlec is currently
performing at 100% for the Stage 1 meaningful use discrete lab test measure for the

most recent 90 day reporting period (7.10.12t0 10.7.12).

65,474 of 65,474
Incorporate Discrete Lab Test Results 40% 100% Orders

Figure 10, from [33]

Summary: Kadlec is performing well above the current Stage 1 40% threshold, and should
be able to easily meet the Stage 2 55% threshold without any change in current workflows or

implementation. Kadlec is using Sunquest version 6.4.2 as its laboratory information
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system. This system returns structured laboratory values across the hospital’s interface

engine, and they are propagated into the EHR as structured data.

4.3.7 Generate Lists of Patients

Objective: Generate lists of patients by specific conditions to use for quality improvement,

reduction of disparities, research or outreach. [47]

Measure 1: Generate at least one report, listing patients of the eligible hospital or

CAH with a specific condition.

Discussion: The measure is unchanged from the Stage 1 requirements. Kadlec was able to
attest “Yes’ to this measure in FY2012 due to the use of reports and worklists used in day-to-

day patient care with Epic.

Summary: Kadlec is currently able to attest *Yes’ to this objective, based upon current
functionality and implementation of its EHR. Kadlec creates lists of patients routinely from
its EHR in order to track patients on specific services, as well as with specific diagnoses

(such as congestive heart failure).

4.3.8 Provide Patients the Ability to View Online, Download and Transmit

Information

Objective: Provide patients the ability to view online, download, and transmit information

about a hospital admission. [48]
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Measure 1: More than 50 percent of all patients who are discharged from the
inpatient or emergency department (POS 21 or 23) of an eligible hospital or CAH

have their information available online within 36 hours of discharge

Measure 2: More than 5 percent of all patients who are discharged from the
inpatient or emergency department (POS 21 or 23) of an eligible hospital or CAH (or
their authorized representative) view, download or transmit to a third party their

information during the EHR reporting period.

Discussion: This is a new objective for meaningful use, and each measure will require
detailed understanding and workflow changes by the organization to successfully
implement. This objective is replacing two prior meaningful use objectives; ‘Provide
patients with an electronic copy of their health information’ and “Provide patients with an

electronic copy of their discharge instructions’.

Measure 1: In this measure all patients discharged (or their guardians) must have
online access to their information within 36 hours of discharge. The information
that is required to be provided is delineated in 77 FR 54040, [49] “‘Health
Information Technology: Standards, Implementation Specifications, and
Certification Criteria for Electronic Health Record Technology, 2014 Edition;
Revisions to the Permanent Certification Program for Health Information
Technology; Final Rules’[5] and specifically 45 CFR 170.102[50] as the *Common
MU Data Set’ with respect to the Summary of Care record. Insummary, the

elements required include:

42



Patient name

Admission and discharge date and location

Reason for hospitalization

Care team members including attending of record as well as other providers

of care

Procedures performed during the admission

o IHTSDO SNOMED CT, or
0 Health care Financing Administration Common Procedure Coding

System and Current Procedural Terminology, Fourth Edition (CPT-
A[51]

Currentand past problem list

Current medication listand medication history

Current medication allergy list and medication allergy history

Vital signs at discharge

Summary of care record for transitions of care or referrals to another

provider

Laboratory test results available at discharge

Care plan fields, including goals and instructions

Discharge instructions for patient

Demographics maintained by the hospital (sex, race, ethnicity, date of birth,

preferred language

Smoking status
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Currently Kadlec Health System does have a patient portal system implemented
through Epic, and branded as ‘My Chart’. The functionality of that system to date
has focused on ambulatory patients, with extremely limited access to information
from inpatient and emergency department stays. This will require significant
changes in policy and implementation prior to attesting for Stage 2 meaningful use

by the hospital in FY2014.

Implementation considerations must extend beyond the basic Information
Technology (IT) issues related to providing information electronically to patients;
which are relatively easy to accomplish by providing accounts and access codes to
‘My Chart’ at the time of discharge (which is current practice at the organization,
and meets the requirement for the patient to be in the numerator for this
measure)[52] and ensuring the necessary data elements (see above) are available.
Much harder process and human interaction issues dominate, however, and will

need to be considered and addressed prior to the IT implementation. These include:

* Enabling and vetting proxy access to patient portal accounts. The Stage 2
meaningful use guidelines state that the provision of account access to
guardians will meet the requirements for this measure for patients under the
age of 18 years, and that restriction of information due to state and local laws
is acceptable and the patients may still be counted in the numerator for the
measure.[53]

* Addressing requests for clarification or modification of online material.

Online material will become a collated repository of information from both
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ambulatory and inpatient visits by patients. Patients will have previously
unprecedented access to information within their medical record, which is
accepted as likely to improve overall patient care. Kadlec Health System
must, however, have the ability to address patients’ questions related to
pieces of information within their health record, as well as a process to
address patients’ concerns related to the information within the health record
including a process to validate, modify, and expunge information when
appropriate. Such a process, from ashared ‘database’ of patient information,

does not currently exist at the medical center.

Kadlec’s current policies and procedures regarding patient requests to
amend records revolve around the historic concept of isolated notes. Those
notes can be easily attributed to single individuals, and requests for changes
may be directly addressed to those individuals. Any changes in those stand-
alone documents are subsequently isolated to those documents, and are

static.

When data from multiple notes, encounters and interactions with a multitude
of nurses and providers propagate a large database, and the personal health
record of a patient is a ‘view’ of a portion of that database, significant

complexities then result. ldentifying the attribution of specific data
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elements, and developing a process to validate, and if necessary amend data

within the database will become a much more significant issue."

Measure 2: In this measure, the patients not only need to have access to their
accounts (as in Measure 1), but must actually log into their accounts and access their
information.[54] This isameasure that may be particularly challenging for the
health system. Itis currently thought that less than 3% of ambulatory patients (who
have more functionality and access to health information than inpatients) have
established and used their *‘My Chart’ accounts within Kadlec Health System despite

amarketing campaign.[55]

While the assumption that increased access to information, and improved
functionality of the patient portal, will increase adoption by customers, there is
currently no reliable information or program to ensure that the medical center will

successfully meet this measure.

Itisrecommended that the medical center address this measure though a
modification of the discharge process for all inpatients and observation patients,
incorporating the use of wireless laptops in the discharge process with case
management or nursing staff. This new discharge process would encompass the

following:

" Of note, this has already occurred with at least one patient since the health system implemented this EHR.
A patient identified that their medical record from a prior visit incorrectly listed that they were taking a
specific medication. The patient requested that this information be changed within the medical record.
Organization Health Information Management (HIM) and IT procedures had ‘locked’ nurses out of that
chart by that time, preventing anyone from being able to access and update this information. At that time
there was no process in place to create an ‘administrative encounter’ to allow for the correction of this
patient’s data. A one time decision was made to create a ‘telephone encounter’ and correct the information
after escalating this issue to both the department chairman and nurse manager for the unit. There was no
HIM policy addressing how this should be accomplished.
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* Review of the discharge instructions/after visit summary printed for the
hospital stay, including the ‘My Chart’ account set-up information

* Having the patient log in to their “My Chart’ account at the point of discharge
via the hospital wireless network

* Review the patient’s problems, medications, allergies, laboratory tests and

values and vital signs at the point of discharge"

By implementing this discharge process the hospital will more closely approximate
100% performance on this measure as opposed to the currently anticipated low
performance. The ability of this program to succeed will be predicated upon the

following:

* Timely and accurate completion of the medication reconciliation as part of
the discharge process

* Near real time updates to the “My Chart’ patient portal, as opposed to the
allowed 36 hours prior to information being available for view and

download.

Summary: Itisanticipated that Kadlec will find this objective challenging to address, as it
will require much more than an IT implementation; and will instead involve the
establishment, modification and management of HIM policies regarding the
communication, review and change of information in the patient’s record. In addition, it will

involve a decision making process regarding who may update pertinent patient information,

VIt is felt that this one on one review of medications, allergies, problems and vital signs at the point of
discharge with the patient will likely improve communication, understanding, and can be an integral part of
a readmission reduction program for the hospital as well.
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how that will be accomplished, and under who’s auspices this will be performed. Current
historical processes are related to individual notes by providers, however patients will now
be seeing discrete data within a database which may be attributable to any number of

providers.

In addition, Kadlec will now be measured by the performance of its individual patients, and
whether they chose to log into their ‘My Chart” accounts and access their information.
Fortunately for Kadlec, the geographic catchment area for its patient population has
excellent broadband penetration, as well as a technologically savvy patient population.
Continued marketing of the ‘My Chart’ patient portal, as well as smartphone and tablet
applications for the patient portal, will likely not be sufficient to meet this objective’s
measure regarding patient views; and the development of a proactive and aggressive
discharge process that sets up and introduces patients to their “My Chart” account is strongly

recommended.

Lastly, this measure makes the adoption of the “all emergency department’ method for
calculating denominators untenable. Attempting to orient and facilitate access for all
emergency department patients to their ‘My Chart’ accounts prior to their discharge will
significantly add to patients’ length of stay and require enormous manpower. Inaddition,
there will not be nearly as much relevant information to draw patient’s interest, as compared
to an inpatient stay. For the organization to become successful in assisting patients with
setting up and using their *My Chart” accounts, this manual process needs to focus on

inpatients and observation patients only.
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4.3.9 Education Resources

Objective: Use clinically relevant information from Certified EHR Technology to identify

patient-specific education resources and provide those resources to the patient. [56]

Measure 1: More than 10 percent of all unique patients admitted to the eligible
hospital's or CAH's inpatient or emergency department (POS 21 or 23) are provided

patient-specific education resources identified by Certified EHR Technology.

Discussion: The calculation of this measure is unchanged from the Stage 1 requirements.
Current Epic meaningful use reports should be accurate and reflect how the medical center

is performing against this measure.

Current performance of Kadlec Regional Medical Center: Kadlec is currently
performing at 91% for the Stage 1 meaningful use patient-specific education

resources measure for the most recent 90 day reporting period (7.10.12 t0 10.7.12).

3,503 of 3,885

Provide Patient with Educational Resources* 10% 9% Patients

Figure 11, from [33]

Workflow Evaluation: Epic designed its meaningful use reports to place patients

in the numerator by one of two methods [57]:

Nursing documentation: Any teaching points documented by nurses in the

‘Patient Education Activity’ as part of nursing workflow will place a patient
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in the numerator for this activity. This is not part of emergency department

nursing workflow.

Inclusion of Selected References: The inclusion of references selected by
providers or nurses from suggestions made to them by the EHR. Selected
references are provided to clinicians via two methods, only one of which

currently place the patient into the meaningful use numerator:

* Suggested SmartTexts are presented to providers based upon discharge
diagnoses. These show up as hyperlinks, and if they are selected they are
added to a patient’s discharge instructions. This does not place a patient

in the denominator.

Figure 12, Discharge SmartText user interface from [43]

* Goto References/Attachments activity. If thisactivity is entered, and a
provider selects and adds discharge instructions to the patient’s
discharge material from this activity, then the patient is included in the

denominator.
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Clinical References

& %
Master Index Rx Search
Relevant Documents ]Additional Search I Document Preview | Discharge Instructions I
=53 Diagnosis/Problem Related Documents E 4= Bach =) Foryard &3 Master Index

ALl ) Language:  [English -
@ ABDOMINAL PAIN DURING PREGNANCY, SUSPECTEL
B ABDOMINAL PAIN IN CHILDREN (ENGLISH)
@ ABDOMINAL PAIN, ADHESIONS (ENGLISH)

& aspomNaL Pa apHesions Frovipriorsurcer || | Abdominal Pain

B ABDOMINAL PAIN, EARLY PREGNANCY (ENGLISH)

|»

B ABDOMINAL PAIN, POSSIBLE APPENDICITIS (CHILD) (E Abdominal pain is pain in the stomach or intestinal area. Everyone

B ABDOMINAL PAIN, POSSIBLE APPENDICITIS (FEMALE! has this pain from time to time. In many cases it goes away on its

B ABDOMINAL PAIN, POSSIBLE APPENDICITIS (INFANT/ own. But abdominal pain can sometimgs be due to a serious

B ABDOMINAL PAIN, UNKNOWN CAUSE, (FEMALE) (ENG prot:(lehml. such as appendicitis. So it's important to know when to
seek help.

B ABDOMINAL PAIN, UNKNOWN CAUSE, FEMALE (CHILC
B ABDOMINAL PAIN, UNKNOWN CAUSE, FEMALE (INFAN

B ABDOMINAL TRAUMA (INFANT/TODDLER) (ENGLISH) Causes of Abdominal Pain
B ABDOMINAL ULTRASOUND (ENGLISH) , _
B ACETAMINOPHEN TEST (ENGLISH) There are many possible causes of abdominal pain. Common

B ACUTE VIRAL HEPATITIS PANEL TEST (ENGLISH) causesipladlisincludes

B AFTER AN APPENDECTOMY (ENGLISH)
B BACTERIAL GASTROENTERITIS (ENGLISH)
B CLOSTRIDIUM DIFFICILE AND C. DIFFICILE TOXIN TES®

o Constipation, diarrhea, or gas

B CLOSTRIDIUM DIFFICILE INFECTION (ENGLISH) e GERD (movement of stomach acid into the esophagus)

B COPING WITH COLIC (ENGLISH)

B DIARRHEA BACTERIAL (BY-ADULT) (ENGLISH) _lj * Peptic ulcer (a sore in the lining of the stomach or small
| | » intestine)

Add To Instructions | | | _'l_l

Figure 13, Go to References user interface from [43]

Summary: Kadlec is performing well above the current Stage 1 threshold, and should be
able to easily meet this objective measure with current workflows. Itis interesting to
question, however, why this measure isn’t higher at the medical center. Exploration of the
data demonstrates that the general inpatient floors at Kadlec perform extremely well on this
measure, but the Birth Center (which cared for 20.5% of the patients in the denominator
during this 90 day period) only performed at 78%, the Cath Lab (which cared for 1.3% of the
patients in the denominator) only performed at 47%, the Intensive Care Unit (which cared
for 3.1% of the patients in the denominator) only performed at 64%, and the NICU (which

cared for 1.8% of the patients in the denominator) only performed at 49%. On assessment,
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each of these areas can be considered ‘high risk” areas that should warrant complete and

detailed discharge instructions being provided to either the patients or their caregivers.

Itis strongly recommended that the organization evaluate the discharge workflow for each
of these supposedly underperforming areas, and establish the reasons for why they are not
performing well against this measure. This can be due to a number of reasons, including the

following:

* Providers may have established their own discharge instructions using ‘Smart
Phrases’, ‘SmartText’ or “‘dot phrases’ within Epic. Inaddition, they may be using
the standard functionality of the system that suggests third party discharge content as
Smart Text, but doesn’t include the patient in the denominator. The use of these
methods, as opposed to going to the *‘Resources’ activity and choosing ExitWriter or
Krames discharge instructions from the presented list does not add a patient to the
numerator for this measure

o Ifproviders are using the third party discharge content as Smart Texts, it may
be necessary to remove this functionality, and have them access the same
content through the *‘Go to References’ activity within their discharge
navigator.

o Ifproviders are using their own “dot phrases’ or ‘Smart Phrases’, it may be
due to the fact that they are not satisfied with the content of the third party
discharge instructions. The discharge content that Kadlec is using may be
modified to meet the requirements of the end-users, to improve the

consistency of use as well as decreased variability in discharge instructions
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within specific services. Kadlec has not stood up a process to edit, manage or
maintain discharge content on behalf of the medical staff, and this is
something that should be developed to assist in the use of standard discharge
instructions and material.
* Nursesare not documenting educational activities within the expected areas of the
chart.

0 Thismay be due to failure to provide education, or may be due to the fact that
education is provided but not documented. Either may be reported/tracked
and education can be provided to the nursing staff regarding the need to
document education and the provision of educational materials to patients

and their caregivers.

4.3.10 Medication Reconciliation

Objective: The eligible hospital or CAH that receives a patient from another setting of care
or provider of care or believes an encounter is relevant should perform medication

reconciliation. [58]

Measure 1: The eligible hospital or CAH performs medication reconciliation for
more than 50 percent of transitions of care in which the patient is admitted to the

eligible hospital's or CAH's inpatient or emergency department (POS 21 or 23).

Discussion: The calculation of this measure is unchanged from the Stage 1 requirements.
Current Epic meaningful use reports should be accurate and reflect how the medical center

is performing against this measure.
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Current performance of Kadlec Regional Medical Center: Kadlec is currently
performing at 75% for the Stage 1 meaningful use medication reconciliation

measure for the most recent 90 day reporting period (7.10.12t0 10.7.12).

3,585 of 4,801

0, 0,
Reconcile Medications for Transitions of Care 50% 75% Transitions

Figure 14, from [33]

Summary: Kadlec Regional Medical Center is currently performing this process at a rate
that will allow them to attest for Stage 2 of meaningful use. The current low success rate for
this measure, however, is concerning from a patient care standpoint, and will likely be
reflected in significant patient dissatisfaction and frustration when this is coupled with the
new ‘view, download and transmit’ objective, as lack of adequate medication reconciliation

will only become more clear to patients.

The Epic reports place a patient in the numerator for the medication reconciliation measure
when the ‘Mark as Reviewed’ button is checked for a patient’s medications. Failure to
check this ‘reviewed’ button keeps a patient out of the numerator, even if the patient’s

medication list has been updated.

Geographic discharge areas of the hospital which are performing significantly lower than

the rest of the organization are listed here:

* Birth Center (64%)
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* CathLab (47%)

* Clinical Decision Unit (62%)
* Intensive Care Unit (47%)

« NICU (7%)

* Surgical Floor (55%)

Methods to address performance on this measure are two-fold. One is to change the way the
reports are currently calculating the numerator. The Epic reports allow configuration to
either count the *“Marked as Reviewed’ button click, or access to the Medication
Reconciliation navigator. Changing to the Medication Reconciliation navigator may
arguably increase the numerator simply by accounting for the average clinician workflow
on the inpatient floors. The medication reconciliation navigators are not in the emergency
physician workflow, however, and the Emergency Department currently performs at 85%
on this measure (greatly assisting the hospital in performance). Thus, the hospital should
continue to report medication reconciliation against the ‘Marked as Reviewed’ functionality

of the EHR.

The second method is to address nursing and provider, as well as general patient care
workflows. Reports may be created and run to assess individual provider performance,
which will allow for a better understanding of how individual clinicians are using the
system. By assessing and tracking individual performance over time, and providing

individual provider feedback, it is anticipated that provider performance would likely
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improve —and the medication reconciliation performance would trend upwards. Infact, this

is the process adopted by the emergency department, with quite good success.

Itis important to note, however, that the medication reconciliation process for meaningful
use does not require a physician or non-physician practitioner to perform the process; and
nursing or other staff may also perform medication reconciliation, and enter information
into the patients’ medical records in order to meet meaningful use measures. Thus, a
thoughtful evaluation of nursing workflows is important for this objective, as they are
frequently the individuals who are gathering and updating the patients” home medications

including dose, route and frequency.

Lastly, if the organization starts to have performance issues regarding medication
reconciliation it is possible to provide both “charting deficiencies’ as well as clinical
decision support around the medication reconciliation process. The provision of alerts may
improve performance and patient safety if thoughtfully placed into the clinicians’ or nurses
workflow to prompt the performance of medication reconciliation during the normal
admission and discharge process. Creating “charting deficiencies’, however, runs the risk of
provider dissatisfaction (if made a physician charting reminder), as well as improving
reporting performance without necessarily improving patient safety (whether a physician or
nursing charting reminder). Thiswould be the concern for charting deficiencies, as they are
usually addressed after a patient’s visit, when the performance of medication reconciliation

is no longer of clinical benefit.
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4.3.11 Summary Care Record for Transitions of Care

Objective: The eligible hospital or CAH that transitions their patient to another setting of
care or provider of care or refers their patient to another provider of care provides a summary

care record for each transition of care or referral. [59]

Measure 1: the eligible hospital or CAH that transitions or refers their patient to
another setting of care or provider of care provides a summary of care record for

more than 50 percent of transitions of care and referrals

Measure 2: the eligible hospital or CAH that transitions their patient to another
setting of care or provider of care provides a summary of care record for more than
10 percent of such transitions and referrals either—(1) Electronically transmitted
using Certified EHR Technology to a recipient; or (2) Where the recipient receives
the summary of care record via exchange facilitated by an organization thatis a
NwHIN Exchange participant or in a manner that is consistent with the governance

mechanism ONC establishes for the nationwide health information network

Measure 3: an eligible hospital or CAH must satisfy one of the following: (1)
Conducts one or more successful electronic exchanges of a summary of care record
meeting the measure specified in paragraph (1)(11)(ii)(B) of this section with a
recipient using technology to receive the summary of care record that was designed
by a different EHR developer than the sender's EHR technology certified at 45 CFR
107.314(b)(2); or (2) Conducts one or more successful tests with the CMS

designated test EHR during the EHR reporting period.
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Discussion: Measure 1 consolidates the prior objectives of maintaining an *up-to-date

problem list’, “active medication list” and *active medication allergy list” with the necessity

of providing a summary of care record for each transition of care (measure 1 of this

objective).[36] The summary of care document for EHs must contain the following

information:

Patient name

Procedures

Encounter diagnosis

Immunizations

Laboratory test results

Vital signs (height, weight, blood pressure, BMI)

Smoking status

Functional status, including activities of daily living, cognitive and disability
status

Demographic information (preferred language, sex, race, ethnicity, date of birth)
Care planfield, including goals and instructions

Care team including the primary care provider of record and any additional
known care team members beyond the referring or transitioning provider and the
receiving provider

Discharge instructions

Current problem list (may not be blank)

Current medication list (may not be blank)

Current medication allergy list (may not be blank)
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Measure 1 does require the electronic creation of asummary of care record for 50% of
patients, however it does not require electronic transmission of this document. Much like
Stage 1 of meaningful use, the document may be printed in the patients’ after visit summary
where they can then take this to the subsequent provider. Given the required extensive
content of this summary of care document, however, alternative methods are suggested for

its production.

Kadlec Regional Medical Center participates in Washington State’s Health Information
Exchange (HIE). Itis recommended that the summary of care document be produced
automatically at the time of discharge for all emergency department, inpatient and
observation patients, and be submitted electronically to the HIE. Thiswill exceed the
threshold requirements for this measure, and provide a framework to assist in meeting the
second measure of this objective. Inaddition, it will greatly decrease the printing and paper
management requirements that this measure would otherwise impose upon the
organization, which is both costly as well as increases the risk of accidental breaches of the

HIPAA privacy rules with regard to Protected Health Information.

Measure 2 places a significant burden upon the medical center, as it requires external
organizations and providers to either electronically receive or “pull’ summary of care
records. Ten percent of all transition of care, including patients discharged from the
emergency department, must include direct transmission of the summary of care record to
the recipient (a *push’ methodology, such as with Direct Connection), or the recipient must

receive the document from an HIE (a *pull” methodology). The regulations specifically
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state that “The act of uploading a summary of care record to a repository that can be queried
by the recipient —without validation that this query in fact occurred will not be sufficient to

count towards the numerator.”[60]

Organizational performance with regard to this measure will require an understanding of
how Epic plans to address not only the 2014 CEHRT requirements for electronic exchange

of summary of care records, but also the workflows that are both available and enabled.

* Theregulation specifically excludes providers who access a patient’s medical
record from the same instance of the CEHRT, thus the medical center should only
count patients in the denominator who are referred to a provider which is not
currently using Kadlec’s EHR in their office or clinic setting.[61]

* Alarge (though shrinking) portion of primary care (follow up) physicians and
referral physicians for Kadlec’s emergency department, as well as inpatient and
observation patients who are subsequently discharged, are not currently using
Kadlec’s Epic ambulatory product. Itwill be incumbent upon the organization to
determine the most prominent providers to whom patients are referred for follow-up
from the medical center, and establish and validate electronic data exchange
methods with those providers using the approved transport standards in 45 CFR
170.202[62] and 45 CFR 170.299. [63] This will be a significant task that will
require both a large amount of time and coordination with non-affiliated providers.

* Kadlec Regional Medical Center does not transfer many patients to outside
hospitals, however identifying the most prominent referral centers by patient

volume and subsequently automating and validating electronic summary of care
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document generation and transmittal as part of the transfer process will assist the

medical center in achieving the threshold for this measure.

Measure 3 is predicated upon the 2014 CEHRT technology of the EHR, and it’s ability to
interoperate. The medical center will have the option to perform this function with a number
of non-Epic EHRs in order to establish mechanisms to meet measure 2 of this objective. If
the medical center should wish, it may also use the ‘test EHR’ being established by NIST for

this purpose.

4.3.12 Submit Electronic Data to Immunization Registries

Objective: Capability to submit electronic data to immunization registries or immunization
information systems except where prohibited, and in accordance with applicable law and

practice. [64]

Measure 1: Successful ongoing submission of electronic immunization data from
Certified EHR Technology to an immunization registry or immunization

information system for the entire EHR reporting period.

Discussion: This measure is an extension of the Stage 1 menu set measure to have the
‘capability’ to submit immunization data, and now requires ‘ongoing submission’ of such
data. Kadlec Regional Medical Center currently has ongoing exchange of immunization
data with the Washington State Immunization Registry [65], and thus Kadlec Regional

Medical Center will be able to attest “Yes’ to this Stage 2 meaningful use requirement.
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4.3.13 Submit Electronic Reportable Laboratory Results

Objective: Capability to submit electronic reportable laboratory results to public health

agencies, except where prohibited, and in accordance with applicable law and practice. [66]

Measure 1: Successful ongoing submission of electronic reportable laboratory
results from Certified EHR Technology to a public health agency for the entire EHR

reporting period.

Discussion: This measure is an extension of the Stage 1 menu set measure to have the
‘capability’ to submit reportable laboratory data, and now requires ‘ongoing submission’ of
such data. Kadlec Regional Medical Center did not attest to this menu set objective in

FY2012.

Kadlec Regional Medical Center currently uses the Sunquest laboratory information system
(LIS) in conjunction with its partnership with Tri-Cities Laboratory (TCL), as opposed to
Epic’s LIS (Beaker). The Sunquest laboratory system isa 2011 certified EHR module,
which includes the requirements of reportable laboratory results.[67] Itis anticipated that

Sunquest will achieve 2014 certification as well, and be a CEHRT module.

Kadlec Regional Medical Center may meet this objective measure by either (a) ensuring that
TCL has established the necessary interfaces between the Sunquest system and the
Washington State Department of Health to provide automated reporting of reportable
laboratory results from Kadlec Regional Medical Center (including identifying and
maintaining the list of reportable results), or (b) ensuring that TCL is identifying all

reportable results in the Sunquest system and is flagging those results as reportable when
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sending them to Epic. Atthat point, Kadlec can use its interface engine to send those results

via to the Washington State Department of Health.

4.3.14 Submit Electronic Syndromic Surveillance Data

Objective: Capability to submit electronic syndromic surveillance data to public health

agencies, except where prohibited, and in accordance with applicable law and practice. [68]

Measure 1: Successful ongoing submission of electronic syndromic surveillance
data from Certified EHR Technology to a public health agency for the entire EHR

reporting period.

Discussion: This measure is an extension of the Stage 1 menu set measure to have the
‘capability’ to submit syndromic surveillance data, and now requires ‘ongoing submission’
of such data. Kadlec Regional Medical Center did not attest to this menu set objective in

FY2012, and is not currently submitting syndromic surveillance data to the state.[69]

The 2014 CEHRT requirements[70] mandate the use of HL7 v2.5.1 as the messaging
standard[71] for syndromic surveillance. 1t does not, however, specify the specific data
elements that are required to be transmitted. Those are left up to the public health agency.
Kadlec will need to build, test and maintain a syndromic surveillance interface with a public
health agency in accordance with 45 CFR 170.314(f)(3). Of particular note, the 42 CFR
495.6(1)(14)(iii)[72] provides some assistance in addressing this measure, with a few

exclusions including:
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(B) Operates in a jurisdiction for which no public health agency is capable of
receiving electronic syndromic surveillance data in the specific standards required
for Certified EHR Technology at the start of their EHR reporting period or can enroll

additional eligible hospitals or CAHs.

(C) Operates in a jurisdiction for which no public health agency provides

information timely on capability to receive syndromic surveillance data.

(D) Operates in a jurisdiction for which no public health agency that is capable of
accepting the specific standards required by Certified EHR Technology at the start

of their EHR reporting period can enroll additional eligible hospitals or CAHs.

Indiscussions, working with the Washington State Department of Health has been
particularly challenging with regard to standing up and maintaining immunization registry
interfaces.[73] The ability to exclude this measure if the state registry is not ready,

available, or capable of accepting information provides some relief from this measure.

4.3.15 Protect Electronic Health Information

Objective: Protect electronic health information created or maintained by the Certified

EHR Technology through the implementation of appropriate technical capabilities.[74]

Measure 1: Conduct or review a security risk analysis in accordance with the
requirements under 45 CFR 164.308(a)(1), including addressing the
encryption/security of data stored in Certified EHR Technology in accordance with

requirements under 45 CFR 164.312(a)(2)(iv) and 45 CFR 164.306(d)(3), and
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implement security updates as necessary and correct identified security deficiencies

as part of the eligible hospital's or CAH's risk management process.

Discussion: This objective and measure are essentially the same as those present in Stage 1
of meaningful use. There is, however, an emphasis on the risk assessment that the EHs must
perform, specifically related to addressing data encryption and security. This objective and
measure cite the current HIPAA privacy and security rules in the CFR, however the
‘Medicare and Medicaid Programs; Electronic Health Record Incentive Program — Stage 2,
Final Rule’ also states that EHs “must use the capabilities and standards of CEHRT at 45

CFR 170.314(d)(L) through 170.314(d)(8)”[75].

45 CFR 170.314(d)(i) requires that “EHR technology that is designed to locally store
electronic health information on end-user devices must encrypt the electronic health
information stored on such devices after use of EHR technology on those devices stops,”

[76] and that such technology must by default have encryption turned on.

The Epic 2010 implementation for Kadlec does currently allow the storage of electronic
health information on local devices. Though Kadlec currently attempts to manage this via
the use of Citrix sessions and security restrictions, electronic health information can be

stored on network devices and flash drives.

Itis anticipated that the 2014 CEHRT requirements will require modifications to the current
implementation of Epic, as well as potentially require Kadlec to change hardware and

network security settings.
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4.3.16 Automatically Track Medications from Order toeMAR

Objective: Automatically track medications from order to administration using assistive
technologies in conjunction with an electronic medication administration record (eMAR).

[77]

Measure 1: More than 10 percent of medication orders created by authorized
providers of the eligible hospital's or CAH's inpatient or emergency department
(POS 21 or 23) during the EHR reporting period for which all doses are tracked

usingeMAR.

Discussion: This isanew objective and measure. Kadlec medical center’s version of Epic
currently has an eMAR implemented, as well as bar code scanning of medications and
patient identifiers to appropriately attribute medications to the correct patient and orders

within the system.

Current performance of Kadlec Regional Medical Center: There is currently no
report available to reflect how well all doses of medications are tracked on a given
patient’seMAR. By definition, within the patient’s medical record, the
denominator for any Epic reports would be the medications administered as
recorded onthe eMAR. The only disparities would be medications that are listed on
the eMAR, for which there is not established order within the Epic system. The
maximum for this value would be medications which are pulled from the medication
dispensing system on an ‘override’ basis, which is known to be quite low and

aggressively managed at Kadlec.
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Summary: As soon as reports are available Kadlec Regional Medical Center should start
tracking unit and nurse based performance on ‘order’ to ‘delivery’ for all medication doses
with the eMAR. Itisanticipated that Kadlec’s performance will easily surpass the measure

threshold.

4.4 Stage 2 Menu Set Objectives and Measures

The stage 2 final rule lists a set of six menu objectives. EHs must satisfy three of the six in
order to be “meaningful users’ of CEHRT. Those six menu objectives and their related
measures are listed and discussed in this section, along with the current performance of

Kadlec Regional Medical Center where known.

4.4.1 Record Advance Directives

Objective: Record whether a patient 65 years old or older has an advance directive. [78]

Measure 1: More than 50 percent of all unique patients 65 years old or older
admitted to the eligible hospital's or CAH's inpatient department (POS 21) during
the EHR reporting period have an indication of an advance directive status recorded

as structured data.

Discussion: This menu set objective is unchanged from the Stage 1 meaningful use

objective and measure.
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Current performance of Kadlec Regional Medical Center: Kadlec is currently
performing at 100% for the Stage 1 meaningful use medication reconciliation

measure for the most recent 90 day reporting period (7.10.12t0 10.7.12).

1,095 of 1,097

4 A
Record Advance Directives 50% 100% Patients

Figure 15, from [33]

Summary: Kadlec is performing well above the Stage 2 50% threshold, and should be able

to easily meet this threshold without any change in current workflows or implementation.

Itis recommended that Kadlec use this objective as one of the three menu set objectives it

will choose in order to attest for Stage 2 of meaningful use.

4.4.2 Imaging Results Accessible

Objective: Imaging results consisting of the image itself and any explanation or other

accompanying information are accessible through Certified EHR Technology. [79]

Measure 1: more than 10 percent of all tests whose result is an image ordered by an
authorized provider of the eligible hospital or CAH for patients admitted to its
inpatient or emergency department (POS 21 or 23) during the EHR reporting period

are accessible through Certified EHR Technology.

Discussion: This is anew menu set objective and measure. This measure clearly defines

that the images and results are “accessible’ through the CEHRT, but do not need to be stored
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or maintained within the CEHRT. Thus, links to the current Picture Archiving and

Communication System (PACS) within the CEHRT are acceptable.[80]

Kadlec’s current implementation of Epic 2010 provides URL links for all radiology studies,
which take the provider directly to the image using WebPACS. In addition, both Epicand
the WebPACS application provide access to the interpretation and supporting data for the

studies.

ED Imaging Orders

Start

101712 1907 XR Chest AP portable 1 Time Imaging Completed Interpret
10/17112 1834 ¥=ray-chest-tview 1 Time Imaging, Status: Canceled Comments: Pre op rt hip fx
10/17112 1803 XR Hip Right AP and Lateral 1 Time Imaging Completed Interpret

Exam Images
Show images for XR Chest AP portable

Figure 16, Imaging orders user interface from [43]

Summary: Kadlec is currently already meeting this objective and measure though its

present Epic implementation.

Itis recommended that Kadlec choose this objective as one of the three menu set objectives

itwill choose in order to attest for Stage 2 of meaningful use.

4.4.3 Patient Family History as Structured Data

Objective: Record patient family health history as structured data. [81]
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Measure 1: More than 20 percent of all unique patients admitted to the eligible
hospital or CAH's inpatient or emergency department (POS 21 or 23) during the
EHR reporting period have a structured data entry for one or more first-degree

relatives.

Discussion: Current functionality within this system allows providers to identify specific
past medical history elements and attribute them to specific family members. Itis unknown
how Epic will chose to implement this functionality for 2014 CEHRT requirements, but it is
reasonable to assume that they will use the same user interface. If that is the case, then
attribution of structured past medical history data for first-degree relatives will not require

re-education or training of providers.

B FamilyHistory %
< Add Problem to View + Mark as Reviewed

Default View | Positives Only | Negatives Only | View All

Relationship Name Status ¥ 3
Mother = o

Father = v
Sister
Brother
Daughter
Son

Mat Aunt
Mat Uncle
Pat Aunt
Pat Uncle
MGM
MGF
PGM
PGF
Cousin
Other [=sibling Alive

s I [ B

Click to Add:  Sister, Brother, Daughter, Son, Child, Mat Aunt, Mat Uncle, Pat Aunt, Pat Uncle, GChild, Cousin, Other
Details:

Age of Onset:

Comments:

Adopted: r

[0 (o) () () () ) () ) ] ]

o Mark as Reviewed

Figure 17, Family history user interface from [43]
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This measure requires the information to be (a) structured, and (b) related to a first-degree
relative. Thiswill require the list of disease items in the family history activity to be mapped
to structured data elements, and it will require Kadlec to prioritize these items based upon
both the most commonly present medical conditions (so they are easily accessible and most
likely to be selected), as well as the most relevant items for the ongoing care of patients as a

whole (as items which are not on this list are less likely to be selected and/or added).

The current user interface already prioritizes (from the top down) first-degree relatives, so

there is no requirement to re-sort those rows of information.

Of note, the Family Medical History activity in the Emergency Department navigators for
providers is not actually visible in their standard workflow, and is not routinely validated by

providers or nursing staff in the Emergency Department.

& History
Medical Histor

Arthritis [716.90R]

Diverticulosts [562.10G)

Asthma [493.90AE]

Hiatal hernia [553.38)

Hyperipidemia [272.4S5]

Atrial fibrillation [427.31)

OP (osteoporosis) [733.00€)

Cancer [199.1X] breast, hodgkins lymphoma

Radiotherapy [V58.0] left, 1997
Post.menopausal [VA9.81G]
Breast cancer [174.90) 1997 left. malignant, DCIS
GERD (gastroesophageal reflux disease) [530.815)
DJD (degenerative joint disease) [715.90AJ)
CAD (coronary artery disease) (414.00A€)
Lymphedema [457.15)
Hypertension [401.9AJ]
Surgical History
Oophorectomy [SHXB6) age 35
Breast surgery [SHX581) lumpectomy left breast
Breast lumpectomy [SHX2) 1997 loft
Broast blopsy [SHX20) 1997 left, DCIS

Hysterectomy [SHX81] age 35
Cardiac catheterization [SHX172] 2 steats placed in January 2001
Mouth surgery [SHX715) a new dental plate and 6 teeth pulied 10-16-12

Social History

Smoking Tobacco Uso Former Smokor; Quit date: 811111987
Smokeless Tobacco Use Never Used

Tobacco Comment

Aicohol Use No

Drug Use No

Sexual Activity Not Asked

ADL Not Asked

o Mark as Reviewed

Figure 18, History section user interface from [43]
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It is unknown how many patients have this information recorded within the current Epic
system. Itisalso unknown how Epic will develop it’s report functionality, and whether they
will place a patient within the numerator if a piece of information is present, or whether they
will require either the active entry of a new piece of data or a *‘Mark as Reviewed’ button

click.

Summary: Itisrecommended that if Kadlec choses to pursue this objective as one of it’s

menu set objectives for Stage 2 of meaningful use, that it does so in the following manner:

* Ensure that the family history is expanded within provider and nursing workflows
for patients admitted as inpatients, and has relevant diagnoses which map to
structured data fields

» Buildactive clinical decision support into the workflow of nursing and providers,
much as has been done for the smoking objective, in order to ensure that this is
addressed prior to the disposition of patients from the hospital.

» Carefully understand the data points that Epic’s Stage 2 meaningful use reports will

use to capture and report against patients in the numerator for this objective.

Due to the unknown current penetrance of first-degree relative information in the current
EHR, and the method that Epic will use to place patients into the numerator for these reports,
this isa measure that Kadlec will have to pay particular attention to as soon as Stage 2

Meaningful Use reports become available to the organization.

In order to be successful with this objective, the hospital will likely need to change

navigators for nurses and clinicians, change workflow for nurses and clinicians, as well as
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create, manage and report against clinical decision support and individual performance.

This may be a measure that Kadlec chooses not to pursue for its Stage 2 attestation.

4.4.4 Electronic Prescriptions

Objective: Generate and transmit permissible discharge prescriptions electronically (eRx).

[82]

Measure 1: More than 10 percent of hospital discharge medication orders for
permissible prescriptions (for new, changed and refilled prescriptions) are queried
for adrug formulary and transmitted electronically using Certified EHR

Technology.

Discussion: This isanew measure for EHs, and there are no current Epic Meaningful Use
reports that report this information. Kadlec may create it’s own report to identify the
percentage of discharge medications that are currently electronically transmitted; however

itis unlikely to meet the new 10% threshold.

This measure does not allow the hospital to choose to exclude Emergency Department
patients, and thus the Emergency Department will account for approximately 84% of the
patients with discharge prescriptions within the denominator. Currently the Emergency
Department has elected to print discharge prescriptions as the default function for patients,
as opposed to performing electronic prescriptions, due to current workflow issues related to

(a) preferred pharmacies, and (b) narcotic prescriptions.
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Preferred pharmacy issues: Patients who have prior records within the EHR
frequently have a preferred pharmacy identified within the system. This is generally
the pharmacy that they would like to use on a routine basis during regular hours.
Many of these pharmacies within Kadlec’s catchment area, however, are not 24 hour

a day pharmacies.

< Search [ PrefList

3 Pharmacy R, OPTUMRX MAIL SERVICE - CARLSBAD, CA - 2858 LOKER AVENUE EAST [Patient Preferred] & 800-791-7658

Routing | Dx Association || |

Figure 19, Discharge prescription user interface from [43]

The workflow for writing discharge prescriptions defaults the electronic
prescriptions to go to the patient’s previously selected pharmacy. This pharmacy
information only presents to the provider at the time they are writing the
prescription, which can be done anywhere from the middle to the end of the patient’s
Emergency Department stay. Having to verify and select the pharmacy for the
patient is not something that is within the current provider workflow, and will
require additional re-work and likely frequently a return to the patient’s evaluation

and treatment rooms to obtain.

The current implementation does provide a look up capability based upon pharmacy
location, which does provide some assistance for providers when they have to select

anew pharmacy.
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Sta 2|
M 61954 Yes MALLEYS PHARMACY - RICHLAND, WA - 1906 GEORGE WASHINGTON 1906 George Washington Richland WA
BN 62112 Yes FRED MEYER #701286 - RICHLAND, WA - 101 WELLSIAN WAY 101 WELLSIAN WAY RICHLAND WA
WE 62650 Yes  SAFEWAY #27-0333 - RICHLAND. WA - 1803 GEORGE WASHINGTON WAY 1803 GEORGE WASHINGTON WAY RICHLAND WA
BB 62959 Yes TARGET PHARMACY #2314 - RICHLAND, WA - 2341 QUEENSGATE DR 2541 QUEENSGATE DR RICHLAND WA
BB 61958 Yes  SAV-ON PHARMACY #213 - RICHLAND, WA - 1320 LEE BLVD 1320 Lee BN Richiand wa
ME 62480 Yes  SAV-ON PHARMACY #252 - RICHLAND, WA - 690 W. GAGE BLVD 630 W. Gage Bid Richland WA
ME 62910 Yes  YOKES PHARMACY 14 - WEST RICHLAND, WA - 1401 BOMBING RANGE RD 1401 Bombing Range Rd Wast Richland WA
ME 62019 Yes RITE AID-1329 LEE BLVD - RICHLAND, WA - 1329 LEE BOULEVARD 1329 LEE BOULEVARD RICHLAND WA
M 63362 Yes  WALMART PHARMACY 1007 - RICHLAND CENTER. WA - 2401 HWY 14 EAST 2401 HWY 14 EAST RICHLAND CENTER w
WD 35369 Yes  WAL-MART PHARMACY 2939 - RICHLAND, MS - 200 MARKETPLACE DRIVE 200 MARKETPLACE DRIVE RICHLAND MS
W0 62732 Yes  WAL-MART PHARMACY 3261 - RICHLAND, WA - 2801 DUPORTAIL STREET 2801 DUPORTAIL STREET RICHLAND WA
WD 35444 Yes  WALGREENS DRUG STORE 07656 - RICHLAND, MS - 1199 HIGHWAY 49 S_ AT HIGHWAY 49 & SCARBOROUGH ROAD 1199 Highway 49 S Richlang MS
M0 62905 Yes WALGREENS DRUG STORE 09596 - RICHLAND, WA - 585 GAGE BLVD AT SWC OF LESUE RD & GAGE BLVD 585 GAGE BLVD RICHLAND WA
WD 62938 Yes WALGREENS DRUG STORE 10478 - RICHLAND. WA - 1601 GEORGE WASHINGTON WAY AT NWC OF G WASHINGTON WAY & VAN GIESE 1601 GEORGE WASHINGTON WAY RICHLAND WA
WD 62997 Yes PRESCRIPTION PHARMACY (WALGREENS) - RICHLAND, WA - 800 SWIFT BLVD . SUITE 160 AT 800 SWIFT BLVD . SUITE 160 800 Swit Bhd , Suite 160 Richland WA
W 57147 Yes WAL-MART PHARMACY 3274 - N. RICHLAND HILLS TX - 9101 NORTH TARRANT PARKWAY 9101 NORTH TARRANT PARKWAY N RICHLAND HILLS ™
WD 53998 Yes  WAL-MART PHARMACY 807 - N RICHLAND HILLS. TX - 6401 NE LOOP 820 6401 NE LOOP 820 N RICHLAND HILLS ™
WD 59317 Yes WALGREENS DRUG STORE 03825 - NORTH RICHLAND HILLS, TX - 7151 BOULEVARD 26 AT STATE HIGHWAY 26 & GLENVIEW DR 7151 BOULEVARD 26 NORTH RICHLAND HLLS  TX
WD 55475 Yes  WALGREENS DRUG STORE 05214 - NORTH RICHLAND HILLS, TX - 8955 N TARRANT PKWY AT NEC OF DAVIS BLVD & NORTH TARRENT P 8955 N TARRANT PKWY NORTH RICHLAND HLLS TX
M0 56992 Yes WALGREENS DRUG STORE 06631 - NORTH RICHLAND HILLS, TX - 6350 DAVIS BLVD AT SEC OF DAVIS & MID-CITES 6350 DAVIS BLVD NORTH RICHLAND HILS  TX
WD 54381 Yes  WAL-MART PHARMACY 4487 - AKEN. SC - 3581 RICHLAND AVE SW 3581 RICHLAND AVE SW AEN 8C
M 54484 Yes WALGREENS DRUG STORE 12795 - AKEN, SC - 3510 RICHLAND AVE W AT NEC OF UNIVERSITY PKWY & RICHLAND A 3510 RICHLAND AVE W AWEN sCc=
WD 45195 Yes  WALGREENS DRUG STORE 12133 - JACKSONVILLE, NC - 3069 RICHLANDS HWY AT SWC OF BYPAS RT 17 RT53) & RT 24 & 3069 RICHLANDS HWY JACKSONVILLE NC o
< | »
25 records 10tal. all records loaded

e
Figure 20, ePrescription user interface from [43]

Itis anticipated that a number of prescriptions will be entered for the ‘default’
pharmacy for patients, and then need to be corrected. Unfortunately, the
implementation of the electronic prescribing software within Epic 2010 allows for
prescribing, but not cancelling of prescriptions. If prescriptions need to be
cancelled, they require a phone call to the pharmacy itself, which often requires the
use of a long phone tree and a fair amount of time for the provider. Itis anticipated
that erroneously routed prescriptions will not be predictably cancelled by providers,

causing pharmacies to fill and then have to re-stock many medications.

Controlled Substances: Unfortunately Emergency Departments are frequent sites
for patients to present with unverifiable pain syndromes, in an attempt to obtain
narcotic pain medications. Historically is has been quite common at Kadlec
Regional Medical Center for pharmacies to call after patients are discharged,
informing the physicians that patients are trying to only fill the narcotic prescription

when they had additional medications written on the same prescription.
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Shortly after Kadlec Regional Medical Center’s Epic implementation the
Emergency Department successfully lobbied to have multiple prescriptions print per
page of prescription paper, as the default process was to print one piece of paper per
prescription. When each prescription printed on it’s own piece of paper, patients

were then empowered to selectively present prescriptions to pharmacies.

Currently the electronic prescribing capabilities within Epic (and Superscripts) only
allow for non-controlled prescriptions to be written electronically. Due to this, all
controlled substance prescriptions have to be handled separately, and printed for
patients. This process would defeat the processes put into place to enforce certain

behaviors in patients.

Summary: Due to process issues, the need to create new workflows within the emergency
department, the need to create individual provider reports and feedback for poor performers,
the impact on inappropriate patient behavior with regard to narcotic prescriptions, and the
likelihood that pharmacies will have a significant rise in re-stocking requirements for
medications, it is not recommended that Kadlec Regional Medical Center select this “menu

set’ objective.

4.4.5 Electronic Notes

Objective: Record electronic notes in patient records. [83]

Measure 1: Enter at least one electronic progress note created, edited and signed by
an authorized provider of the eligible hospital's or CAH's inpatient or emergency

department (POS 21 or 23) for more than 30 percent of unique patients admitted to
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the eligible hospital or CAH's inpatient or emergency department during the EHR
reporting period. The text of the electronic note must be text-searchable and may

contain drawings and other content.

Discussion: Itis standard practice at Kadlec Regional Medical Center for provider notes to
be textual documents. These documents are generated via a variety of methods, including
the entry of templated information from point and click user interfaces, the use of template
text files with providers typing, as well as the use of natural language processing and
dictation. Kadlec was aggressive with its implementation of its EHR in November of 2011,
phasing out all written and scanned provider notes and histories and physicals within the

first few months.

As an example, the emergency department only uses textual notes, with a list of complaint-
based templates available to the physicians. Each physician also has the ability to create or

modify his or her own version of these templates.

The CEHRT is not required to have a text-searching capability, only to create notes that are
text searchable. The notes that are created by the “Notewriter’ activity are text files, which

are searchable and exportable.
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Note templates:
.EDABDPAIN: Abd Pain note template
.EDADULTFEVER: Adult Fever note template
.EDADULTGENERAL: General note template
(adult)
.EDAMS: Altered Mental Status note template
.EDCHESTPAIN: Chest Pain note template
.EDCODERESPONSE: Code Response note
template
.EDDENTALPAIN: HEENT/Dental note
template
.EDDIZZY: Vertigo/Dizziness note template
.EDDYSPNEA: Dyspnea note template
.EDEYECOMPLAINT: Eye Complaint note
template
.EDFALL: Fall note template
.EDFEMALEGU: Female GU note template
.EDFOCALNEURO: Focal Neuro note template
»/ .EDHEADINJURY: Head Injury note template
.EDHEADACHE: Headache note template
*  .EDLOWEREXTREM: Lower Extremity injury
note template
.EDMALEGU: Male GU note template
.EDMVA: MVA note template
.EDPALPITATIONS: Palpitations note
template
.EDSUTURE: Suture Removal note template
.EDSEDATION: Sedation note template
.EDSEIZURE: Seizure note template
.EDSKIN: Skin/Rash/Abscess note template
.EDSYNCOPE: Syncope/Near Syncope note
template
.EDTRAUMA: Trauma note template
.EDURI: URI/Cough note template

Figure 21, List of Emergency Department notes from [43]

Summary: Kadlec Regional Medical Center should already be meeting this Stage 2 ‘menu
set’ objective with its current implementation of the Notewriter activity, as well as the
workflows of providers within the inpatient care areas. Kadlec should run Stage 2
meaningful use reports for this measure as soon as they are available, to validate this

material.
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Itis recommended that Kadlec pursue this objective as one if its three *‘menu set’ objectives

for attestation for Stage 2 of meaningful use.

4.4.6 Provide Structured Electronic Lab Results to Ambulatory Providers

Objective: Provide structured electronic lab results to ambulatory providers. [84]

Measure 1: Hospital labs send structured electronic clinical lab results to the

ordering provider for more than 20 percent of electronic lab orders received.

Discussion: As previously mentioned, Kadlec’s LIS is currently Sunquest version 6.4.2,
which is maintained by TCL. This version of the Sunquest software is currently a certified
EHR module based upon the 2010/2011 specification. The new 2014 specification requires
the LIS to have the capability to provide structured electronic clinical lab results to ordering
ambulatory providers, and it is assumed that the current version of this LIS software will

meet the 2014 certification requirements and that Sunquest will pursue this certification.

If Sunquest does obtain the 2014 certification for its LIS, then Kadlec will need to assess
whether the LIS is providing structured laboratory results back to ambulatory providers for

all electronically received orders which are processed by Kadlec Regional Medical Center.

* Thisassessment will require report development by TCL from the Sunquest system,
specific for Kadlec Regional Medical Center
* These reports will need be created and validated, run and archived, in order to

support attestation requirements for the medical center
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Summary: Itis feltto be very likely that the current version of Sunquest software will be
updated to ensure that it is certified to meet the 2014 CEHRT requirements. If for some
reason Sunquest decides to leave this version as legacy, then TCL will need to update their
LIS software to a version which is certified to the 2014 standards; as TCL labs provides
services by contract to all three of the local hospitals; all of whom need to meet the

meaningful use requirements.

Itisassumed that TCL will be able to meet these requirements to provide results as

structured data back to ambulatory providers

In order for Kadlec to able able to attest to meeting this objective, TCL will need to create,
validate and run reports specific to this measure; filtering on (a) ambulatory labs, (b)
received electronically, (c) performed by the hospital, and (d) resulted electronically to the
provider as structured data. This will likely require development time and resources outside

of the hospital’s control.

Itis recommended that Kadlec Regional Medical Center pursue this objective for Stage 2 of
meaningful use, and request TCL to create and run these reports on a frequent basis. This
will initially establish how the medical center is performing, once developed; however in
addition it will start a process that may have a significant lag time due to Kadlec not

possessing the resources and being forced to rely on a contracted agency.

Itis notable that the majority of Stage 1 “menu set’ objectives became core set objectivesin
Stage 2, and it is expected that this will be replicated in Stage 3. Thus, it is anticipated that

Kadlec Regional Medical Center will be required to meet this objective in FY2016 with
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Stage 3 implementation, though the threshold for the measure may increase significantly

from its current level of 20%. Pursuing thisearly is in the interest of the medical center.
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Core Set Stage 2 EH Objectives: Low High Effort Recommended
Effort
Selection
Use CPOE for medication, laboratory and radiology orders directly entered by X
any licensed healthcare professional who can enter orders into the medical
record per state, local and professional guidelines
Record demographics X
Record and chart changes in vital signs X
Record smoking status for patients 13 years old or older X
Use clinical decision support to improve performance on high-priority health X
conditions
Incorporate clinical lab-test results into Certified EHR Technology as X
structured data
Generate lists of patients by specific conditions to use for quality improvement, X
reduction of disparities, research, or outreach.
Automatically track medications from order to administration using assistive X
technologies in conjunction with an electronic medication administration
record (eMAR).
Provide patients the ability to view online, download, and transmit information X
about a hospital admission.
Identify patient-specific education resources and provide those resources to the X
patient.
Perform medication reconciliation X
Provide asummary of care record for each transition of care or referral X
Submitelectronic data to immunization registries X
Submitelectronic reportable laboratory results to public health agencies X
Submitelectronic syndromic surveillance data to public health agencies X
Protect electronic health information created or maintained by the certified X
EHR technology
Menu Set Stage 2 EH Objectives:
Record whether a patient 65 years old or older has an advance directive X
Imaging results consisting of the image itself and any explanation or other X
accompanying information are accessible through Certified EHR Technology
Record patient family health history as structured data
Generate and transmit permissible discharge prescriptions electronically (eRx)
Record electronic notes in patient records X

82




Provide structured electronic lab results to ambulatory providers

Table 1, List of Stage 2 Meaningful Use objectives and implementation effort
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Summary and Conclusions

The results of this evaluation of Kadlec Regional Medical Center, its current performance
against unchanging Stage 1 meaningful use requirements, and an assessment of the likely

performance against new Stage 2 meaningful use measures is actually quite reassuring.

Itis important to note that it is as yet unclear how Epic will write many of it’s future reports
for Stage 2 meaningful use, much less what configuration options it will provide for these
reports to its client hospitals. Kadlec Regional Medical Center was previously forced to
abandon its plan of using the ‘all emergency department’ denominator, due to Epic’s reports
being unable to support this option; despite this being a specific option for EHs within the

meaningful use regulations.

While recognizing this reporting uncertainty, and making basic assumptions such as the fact
that Epic version 2010 will be certified to meet the 2014 CEHRT requirements, and the
current Sunquest L1S will be certified to 2014 standards as well, Kadlec Regional Medical
Center appears to be able to concentrate its time and resources on only a few “difficult’

objectives in the upcoming year.

Itis recognized that the medical center should likely pursue all menu set objectives for Stage
2 meaningful use, as there is a high likelihood that they will be incorporated into Stage 3 as
mandatory requirements. Due to the short period of from now until the hospital needs to
attest for Stage 2 meaningful use, however, it makes most sense to concentrate attention and
resources to the high effort core objectives, and resolve those issues as quickly as possible,

planning to tackle residual menu set objectives after attestation.
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Of the “high effort’ objectives, one was placed into this category due to the requirement to
influence patient behavior and ensuring that 5% of the patients actually access their medical
records online. Thiswill require minimal IT implementation, other than ensuring that
information is propagated to the patient portal; however it will likely require significant
workflow and discharge process changes in order to be successful. Inaddition, this
objective will provide patients with unprecedented access to their medical recordsina
manner with which the organization and its medical staff have not dealt with previously. It
is anticipated that this is cause significant trepidation on behalf of the medical staff, and

unforeseen management and policy issues for the medical center.

The remaining four objectives were placed into the “high effort’ category due to IT
implementation issues. The summary of care objective is of concern, as the medical center
needs to influence the behavior of non-affiliated referral physicians; either getting them to
receive electronic summary of care records into their certified EHRS, or getting them to
‘pull” electronic summary of care records from the state HIE. Obtaining the commitment of
resources from these providers in order to ensure that summary of care documents can be

successfully received by them will likely be a daunting task.

The reportable laboratory results objective is considered “high effort’, or more appropriately
‘highrisk’, as itis reliant upon a third party to ensure that (a) their maintained version of the
LIS becomes certified to 2014 standards, and (b) they develop, test, and maintain a
functional reporting interface with the Washington State Department of Health. If they are

unable to develop this interface, then Kadlec will need to stand up its own interface with the
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Department of Health, however in doing so will still be reliant upon TCL to appropriately

flag all abnormal results.

Lastly, the requirement to ‘protect electronic health information’ has been identified asa
‘high effort’ objective as well, due to the requirement to provide encryption on devices
where the EHR is designed to store “electronic health information’ on the device. There is
certainly no delineation of which EHRs do and do not have this functionality, however it is
clear that the Epic EHR does currently allow for the storage of electronic health information
on end user devices. If this objective requires the encryption of those devices, then Kadlec
may have a significant logistic, financial, and temporal resource commitment in order to

meet this objective.

Kadlec Regional Medical Center, like most hospitals within the United States, is facing the
imposition of new regulatory and financial requirements related to the adoption of HIT. In
addition, the adoption and implementation of new information technology and workflows
into the clinical space is occurring faster than any time in history. This pace of adoption
brings new challenges, as well as clinical, financial, efficiency, productivity and legal risks
to the organization and medical staff. By thoughtful analysis, and purposeful focus of
resources and time on high risk areas, Kadlec and other healthcare organizations are much
more likely to achieve their goals while minimizing adverse outcomes. Itis recommended
that organizations going through similar changes adopt a focused analysis and prioritization

method such as that performed in this project.
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