caEHR Domain SME F2F Meeting - Las Vegas, NV

Thursday, April 22,2010
8:13 AM

Day 1 Agenda

Attendance -John E, Gene K, Anna$, Dianne R, Christine B, Bill D, Jean D, Lisa S
Telecon Attendance - Raymond L, Ann S, Helen S, Patrick L, Harris M, Val B, Derek A, Marti V

¢ Introduction to Meeting Goals, Agenda Review and Adjustments

 Project Status Update
o Long-Term
Short-Term
CBIITservice specifications built
Moving from Application developmentto service development
Building shell of services, to full scale referenceimplementation
o Tobe adapted by NCCCP - contracted site
e Deploymentteamisworking on deployment

O O O O

Q:Shell to Pilot(Reference Implementation) ?
A:

Q: s DE team helpingto validate the reference implementation?
A:thatisthe expectation

o Stakeholder management - MarcKoehn
o Service developmentisunderway

o Asteamgrows, allteam memberswon'tbe able to be at all meetings thatdon'talign with their
expertiseordeliverable assignments.
e Single DEteam membersto be broken outinto specificgroups
o ProjectScopeisnot well defined outside initial business capabilities
e Scope capability documents beingarranged
= Qutcomes
= Referrals
e Business capabilities List
= Q:Why isOutcomes Management last
= A:KenB determinedthat Outcomes Management should be movedto the top
of thelist.
= Teamisstill continuingwork on Referral and Consult capabilities
= Toolslike Patient Registration existand is considered acommaodity service. We
canleverage those.
= CBIITtools exist, butrelevant pieces can't be de-coupled
= NCCCPsite canallow usto determine what the right components are and to
choose the appropriate services. Leverage" Plug/Play-type" components

Get DE's access to team wiki site

Outcomes/PODS
Patients and Providers need to be de-identified.

o Referrals Working Session
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o lteration 1 Status Update
= See Bill's slide deck
= Published Create, Receive - base documents
= Accept, Reject Variations
? o The place where the DE provide information at level 1 and 2 then the handoff to the architects for
level 3; this is where systems become apparentin the use cases the business process remains as
they did inlevels 1and 2
7 o Where does the leveling concept arise from? Is based on HL7 usage butis commonly used in system
developmentto denote the decomposition of business processes
o Levelsetonthe Iteration and Sprint schedule and how itimpacts the work items that will be produced
by our group
o Use Case and Activity Diagram Review
= Use case and activity diagram primer

o Referrals

» Need to remove medical release form from activity diagram level 2 create patientreferral order
= There is some question aboutwhenin the referral process the additional diagnostic information

Parking Lot
o Whatis being sentin supportofthe referral and when is it sent over to the referred To provider

Referrals Working Session cont.
o Use Case Development

= Qutstanding Issues
= Narratives

Domain Analysis Model
o ReviewR1DAM
o Review Treatment Cycle and Course attributes
o Discuss Observations
Discuss Outcomes modeling focusing on Treatment Activities
Determine Insurance Eligibility and Evaluate Referral Acceptability are sequential vs. parallel L1Receive
and Process Patient Referral Order
Minimum datasetisthose item listed as critical on our Referral Data Documentbut we do need an
additional decision pointto reject the referral atthat point thatthere is no need to proceed with
referral asitis not a validrequest. E.G. selectaoncologist that does nottreat gynecological cancers and
thatis what the referralis for.
Many insurance companies provide contracts to the physician that outline what types of interventions
are provided suchasa CT SCAN
When areferralisrejecteditiscommunicated back to the referred from provideristhere any other
activities thathappen
o Yes, purge any information that was received electronically, shred any paper documents and make
note inyourrecords that youreviewed the referral and captured areason forrejection. This
patientrecord would onlyinclude patient name and unique identifier such as medical insurance
number

Lite patientrecord to be usedinrejectreferrals couldinclude patient name, and a unique identifier such
as medical insurance number

The DE team feels that retaining records for patient that were rejected through a referral
request is not necessary and is not currently done in a paper system.

ACTION: The project team will take this question forward to an expert group to ensure there
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are no medical/legal implications and addressed as non functional requirements

On a reject back to the Referred From there needs to be a reason for rejection, name and role
of person who reviewed and executed decision as well as the lite patient record.

L2 Receive and Process Referral

Update patient record? Is this in scope, yes if new information was presented at this time it
would be okay to update the record

This is impacted by time... is this a record that has already been approved and just adding
additional information or is it a patient that has not been seen

Is this a current referral or a historical patient being re-referred

Additional Notes in this section from Bill D.

Diagnostic Model Components:
o Afamily meetingisaform of diagnosticactivity. Itisa therapeuticactivity.
o Dietaryconsultations are to be considered
o Home Care - Data is captured and comes back into the system

Fora Physician, most of the encounter with patient (approx 60%) is counseling

Make sure these are accounted forin the model:
Counseling/Education

Pulmonary Function test

Capture of clinical requirements

Genetictesting

O O O O

Comment: would be nice to have a pedigree tool inthe caEHR as most pedigree checks are
done manuallyandin person. Some are sentout to experts.

Administrative Activity Model Components
Transporting Patient

Non-medication orders
Accessrecords (i.e. gathering consent)
Scheduling

O O O O

OrderPattern
Imaging
Use cases need toidentify the Health care facility
Glossary: SUV=Standard Uptake Value
Observations:
(Doesn’tmeanitis experienced/observed/reported)
o Inthe H&P structure. An HL7 structured document
Advance Directives

o DNI/DNR- helps with building the care plan
o CWAD-Concerns, Warnings, Alerts, D(?)

Problems
o
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Problem | Episode Observation | Social History Observation
o Pauseintreatmentcycleisequivalenttothe term'spacer'
o i.e.course hasacycle,anditisrepeated4timeswitha certain duration
e 'collectionof cyclesinacourse'
= Course doesnothave afrequency
= Coursesdon'toftengetrevisited
e Thereisarequirementfora'category'fora treatment course.

Friday April 23, 2010
Day 2 Agenda

Referral Acceptance Scenario

As we move into the electronic world we can let the systems do some of the work, ina scenario
where we have two systems interoperating, system handshake is complete, next expectation is
that caEHR have a rules engine allow for preliminary triaging of the electronic referral request
to be done in advance of a human interaction with the system. In the example of a pediatric
request coming to an adult only oncology practice the system based on the referral
demographic data could "reject" the request for referral because the patient does not meet the
outlined criteria by the Referred To Provider, however the is no need for human intervention at
this point.

Does this sound reasonable to the DE Teamto plan for this future functionality

Yes, Gene is familiar with a system that currently uses a small rules engine however they keep
copies of system interactions that a human reviews weekly to ensure no further action needs to
be taken.

HL7 Issue model can be leveraged to support this function

Reject by caEHR is accompanied by a reason for reject

Passes automated rules, then clinician sees the referral there is still an opportunity for the
referral to be rejected based on reasons not included in the rules (however if the patient arrives
in the clinic that referral is accepted).

Need a use case for the cancellation of a referral inthe example of referral has been accepted
by office now dr is reviewing chart and realizes they will not proceed with treatment of this
patient (for many reasons, wrong disease, wrong dr) therefore the referral needs to be
cancelled and a update needs to be sent to the Referred To Provider

ACTION : Jean to produce a state diagram for Referral, Patrick to review

Level 2 - 3 different dimensions any process that drives out information differences
No business rules identified for Referrals on the accept or receive

Referral Narratives
Level 2 Referral Create Order Electronic Modify

ACTION: Christine to follow up with up Anna to rewrite the modify referral based on the
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9.

scenario where Dr Cutter originally sent a request for referral to Dr. Tumor for suspected Colon
CA and now knows itis a lymphoma and needs to update this information on the referral
request.

Level 2 Referral Receive and Process Patient Manual Rejected
Change vacation to unavailable and or failed insurance eligibility check

Additional Notes from Bill D.

Introduce Diagramming & Review Referral Diagrams
o Use case diagrams make assumption that patientis not currently active at the Referred to
provider practice
e Actiontoadda checkfor existing patientrecordinthe Receive & Process
diagramming
o Whathappenstorecord if patientisrejected?
e Wouldwantto know who was rejected and by whom and the reason, termed "patient
record lite"
= Manuallydelivered paperrecordsforarejected referral are shredded.
= Addretention of some basicrejectioninformationtorejection scenariosin
diagrams
= Patientisnotproviderresponsibility until first assessment visit, so records are
notretained... Nolegal requirement to divulge information on rejected patients
that were never officially the responsibility of the provider.
e Inelectronicsituationthereisariskthatthe recordis deleted fromthe
user pointof view, but system actually retains traces of record(unseen).
e Representsapotential legalissue if there isnolegal record of the
rejection
= |sthe electronicexistence of dataimportant?
e Non-functional requirement - Christine to follow-up to check relevance of
this
= Medical(Clinical) informationis typically sent on after the acceptance of the
referral
= Typicallythree typesof checksin referral receipt and acceptance process:
e Administrative check:i.e.isthe provideraccepting patients? And patients
of this type/diagnosis?
e Insurance Check:veryimportantto make sure patientiseligible for
insurance coverage.
e Clinical Check-relevant diagnostics are critical to confirming the
acceptance or going back to the RFP for more information.
e Typicallyastage release of information
e Loopbackformoreinformation...isitatall steps?
e Parkinglotitem,isrequestformore informationviableatall
three checkssteps.

Referral Q&A:
o Review process steps for Receive and Process Patient Manual Accepted use case;

e Acceptance takes place overthe phone, mostly.

e Providerwouldn'tsee the patient, thenrejectthe referral.

e Patientmay bringadditional paperworkintothe assessment visit, butitis only
supplementary information

e Jean/Lorraine are working on astate transition diagram on this process

o Whatare theimportantinformational differences that we are missingin our current modelingand
use case decomposition work?

e Pediatricsituationsinvolvelegal guardian for consents/decisions if patientis under8
yearsold.

e Implied consentin some situations

e Social Assistance orIncarceration situations?
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= Ordering of referral mightincludeinformation/allowances for special
circumstances.
o Narrative reviews
o Referral Narratives and branches examined and tightened:

e Consumer of narratives are software engineers to have traceable business context for
the solutions they are developing.

e Maincancer journey narrative is sufficient but needs viable branches of storyline to
accountforvariationsin the process.

= Approachisforanalystto build out plausible scenario forthe branchesand
confirm them with the Domain Expert teamto assign reality.

e ForModify use case, there isan update on the Narrative branch. More suitable story
isforthe providerto suspectandreferfor colon cancer diagnosis, upon finding lesion
in colon. Modificationis required when the biopsy shows itto be lymphomainstead.

= Billtoworkthisintoupdated use case

e ForManual Rejectuse case - use scenario with elusive small cell cancer.

__|| ACTION:In Manual-Accepted use case the team to check at X12 to see what
insurance verifications are required.

e Rebuild use case with patientvisitincluded.

= Update andreview with DEteam
e Table of critical/important/optional data components that were built with the DE
teamwas builtin reference to the manual referral process.
= Demographics
= ReasonforReferral
= |nsurance
= Contactinfo
= Pathologyreport
e Are patientrecords putintoa pendingstate?
= A:no,theyare typicallyaccepted and updated asinformation arrives ordeleted
ifthereisa subsequentrejection orcancellation.
= Definitionfor'Current'=begins at last visit
e Mostrecentinteraction with patientand whatis still active since last visit.
e Thisistheinformationthatisrequired and deemed pertinent
tothe referral.
e Are Consentsimportant? Written orVerbal?
= Referredtoproviderdoesn't needto know about consents for priortreatment

o Review of Clinical Document Exchange Scope Document
e Homework for DEteamis to comment on existing standards pagesinthe document
that Helen would be distributing.

10. Outcomes
o Explanation of PODS and outcomes repository
e Qutcomesdividedintodirectcare and supportive care.
= Queryforpatient outcomes
= Use foreffectiveness evaluation
e Useforplanningtrialsand Patient eligibility for trials
= VAhasissue with clinical trials
= Supportive Care -includes comparative analysis
= Financial evaluationis currently out of scope
e Riskthatfinancial analysisis outof scope
= Companyexpenseondrugversusits effectiveness
e Whichisbestforpatient??

e Iftwodrugsare equally effective and have the same side
effect profile, then economics usually determines the access
and utilization of the drug.

e Requirement: Physician must be anonymized when they are
given access tothe outcomes repository system.
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o Lisareviewedthe PODS slides showingapplication feature screen shots.

Codesfordisease are notinthe caEHR butin the PODS DB.
Requirement: tumor measurement range
Looking formanual input requirementin PODS. Currently manual dataentryis not
partof the feature set.
Off treatment-reason wouldn't be discrete dataelement

= Adate mightexist, butthe reason wouldn't

= Systemwouldtreatitasan observation & measure

= Doc wouldhave tomine notesto find particularelement.
'Add Disease Eval'screen wouldn't contain discrete data

= Wouldn'tbe part of the caEHR
Docs always puta performance status(as atextelement)

= Easy & consistentto capture
Discrete Data Elements

= Disease response (better, worse, stable)

= Performance status=functional status

= ProCTCAE Questionnaire=Defined side effects

= Dataof nextline of therapy

= Diagnosis?

o Date of diagnosis and death=two important data points

Narrative Review:

Narrative is from PODS work
o QOPI-Quality, ?, Practice, Indication
o Discreteindicatorsare tied to diagnoses

Send the Outcomes guidance from Ken B, to Dianne
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