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Scenarios, Goals, Objectives and Key Data

Scenarios:

· Walkthrough patient appointment/referral processes

· Walkthrough several common patient scenarios (i.e. diagnosis & treatment, prescription refills, admission to inpatient facility)

Goals:

· Understand care processes from a patient-centric perspective

· Identify needs and/or gaps for effective and targeted oncology-extension services

· Understand barriers to potential service deployment options

· Understand the current patient appointment processes

· Understand if/how ASCO requirements are being satisfied

· Understand any barriers to ASCO requirements

· Understand the pain points faced in the current IT systems
· Understand what additional functionality would be useful in Oncology care that is not currently supported by the existing EMR / EHR
Objectives:

· Walk through the patient appointment process step-by-step

· Walk through any other common patient care scenarios that require EHR input/output (e.g. between-appt patient lookup, Rx refills, etc.)

Key data:

· How is patient data queried, retrieved, and viewed? (e.g. demographics, past medical history, med list, problem list, allergies, social history, family history, immunizations, VS/PEx findings, results/reports)

· What patient data is missing/required/desired?

· How is history and exam data input into the EHR?

· How is information queried and retrieved from the patient/tumor registry?

· How are treatment plans documented and communicated to nursing/pharmacy?

· How are orders input (meds, labs, referrals, follow-up appointments)?

· What (if any) flow sheets are used?

· What medical record views are available? (e.g. tumor staging, procedure notes, pain assessment, pathology reports, radiology reports, lab reports, EOL documents)

· What (if any) decision support tools are available and used? (e.g. tumor staging, chemo guidelines, pain management, documentation templates, etc.)

· What (if any) disease management tools are available (e.g. clinical quality measures, practice population analysis, customizable reports, etc.)

· How are patient education materials distributed?

· How is authorization for release of patient information to other parties handled?
Session 1 Notes
· The first physician group included representation from Urology and Medical Oncology. The Urology practice (part of Connecticut Surgical Group (CSG)) has an early Allscripts implementation. The practice includes 14 physicians, while CSG includes 35 total members. The Medical Oncology group has Varian, with electronic chemo ordering in the outpatient setting. Siemens provides the registration system. 
· The group provided information about current system functionalities in the following areas: pre-office/scheduling views, record views, Vital Signs, tumor staging, and referrals/consultations. The group also discussed needs and pain points associated with current systems and processes. Key points are indicated in bold. 
· Pre-office/Scheduling Views
· 
The Varian system provides custom views and can be sorted by time and other criteria.
· The Allscripts system offers a mobile application.
· Record views – viewing records in advance

· The Medical Oncology representative indicated that records are not viewed in advance. In addition, the group converted paper charts to electronic format over a two year timeframe, and all current work goes into the system electronically. The group does receive hard copy echocardiograms and results from Radiology and Pathology. Physicians choose which additional paper materials are scanned into the EHR. The group indicated a need for electronic echocardiograms and results from Radiology and Pathology.
· The CSG representative indicated that records are viewed in advance, but it is a difficult process. The group has some material that is maintained in a paper chart, while other material is maintained in the electronic record. Material that originated outside of CSG remains in paper format, as well as legacy paper charts that existed prior to the Allscripts implementation. 
· Orders 
· The Varian system is used on laptops and includes flowsheets and CPOE with electronic protocols for chemo. Non-chemo can be added to the orders. There are also orders for blood draws.
· For admissions, an Advanced Practice Registered Nurse (APRN) completes the process in a separate system and then prints and hand carries the material to the appropriate location.
· 95% of patients get chemo right in the Medical Oncology office. 5% of patients go to the hospital, usually due to insurance issues.
· The group using Allscripts: Orders are hand written and the patient may hand carry the orders to the appropriate location. In this situation, the physician is completing the requisition and there is no electronic ordering or admission capability. 
· The group does use Electronic Document Delivery Service (EDDS), a stand-alone one way scanning system, to scan orders, history and physical examination notes, and consent forms into an electronic database. These materials are then printed out and put in the paper chart when a patient is admitted. Upon patient discharge, materials are scanned back into Eclipsys Sunrise Record Management (SRM) (outpatient). If a physician wants to access the information later, it must be viewed via SRM as there is no access to materials put into EDDS (the documents are not recoverable). Hartford Hospital created EDDS as a workaround solution because patients in this situation are not registered yet so information could not be entered into SRM. 
· Documentation


−    Varian: Occasionally, new consultations are dictated, but repeat patients are templated.


−    Allscripts: Does documentation by dictation.
· Tumor Staging

· Staging information is manually entered into the Varian system, which does not communicate with the tumor registry. When a patient is admitted, orders cannot be activated right away.  

· Staging information is dictated and maintained on paper for the group using the Allscripts system.

· Referrals/Physician Consultations
· The Medical Oncology representative indicated that routing slips are used for referrals and phone calls are used for consultations.
· Allscripts:  TBD (follow-up with HH)

· Needs/Pain Points

· The group identified a need for decentralized registration. The current environment allows remote access to Eclipsys Sunrise Clinical Management (SCM) (with one way communication from Siemens to SCM) but the functionality of the Siemens system prevents users from registering patients directly into SCM.
· There are concerns over the lack of a paper back up. It would be ideal to have a down time solution.
· The group also indicated that there is no way for the Pharmacy to see the creatinine levels or the patient height and weight in the current system.
· The group desires decision support and chemo dosing data.
Session 2 Notes
· The second physician discussion included representation from Medical Oncology and Radiation Oncology. The group indicated that there is no common registration or communication between the two ARIA systems (Medical Oncology and Radiation Oncology) in place. The SCM system was chosen for the advanced decision support
 capability. The group indicated that one of the largest challenges is interface/interoperability. The discussion focused on chart views, documentation, orders, decision support, outcomes/clinical quality measures, data sharing and needs/pain points. Each topic was discussed in the context of the system implemented.
· Chart Views

· Allscripts: Medical Oncology
· The system is used for chart views, though this is difficult as it changes the dynamic with the patient in the exam room. The physician needs to be able to focus on the patient and pay attention without having to focus on the computer screen
. 
· ARIA: Medical Oncology 
· The Medical Oncology ARIA system is not customizable. For example, users are unable to leave windows open while viewing information from another section of the system. It is possible to view information about previous chemotherapy and radiation treatments, though there is no electronic structured data for the radiation information. The group has all information generated within its own office, and has direct access to lab results. X-rays must be scanned into the system. 
· The group expressed frustration with excessive scrolling and small font within the system. Inpatient information is not viewable in the outpatient system.
· ARIA: Radiation Oncology
· The Radiation Oncology ARIA system only contains notes about the current encounter (i.e. what is happening now) and there is no implemented approach to carry this information forward in the system
.
· Documentation

· Allscripts: Medical Oncology
· Users type in the notes, history of present illness and problem list (including the treatment regimen). It is challenging to get information quickly. 
· ARIA: Medical Oncology 

· The group uses laptops for documentation. As soon as the nurses record that a medication was given, it is recorded into the MAR and populated into the flowsheet.
· ARIA: Radiation Oncology
· The Radiation Oncology representative expressed displeasure with the ARIA system in place. The group desires the functionality available in the Medical Oncology implementation. 
· Currently, the group dictates or types notes. Some templates exist, but the system does not allow for importing certain information such as weight and vitals. The group mentioned that in some cases, three monitors are necessary to view all of the relevant data during a visit (chart view, look up, and x-rays). The treatment regimen does carry over.
· The group uses laptops, though there are concerns about being able to view the necessary information while maintaining focused communication with the patient. In some cases, the situation necessitates a scribe in the room. The real concern is the potential loss of empathy due to laptop use.  
· Orders

· Allscripts: Medical Oncology
· The group is in the process of building order templates. Currently, the process requires a fair amount of typing. Orders are then sent
 to nurses and the nurses carry them out. 
· ARIA: Medical Oncology 
· Chemo orders are currently in CPOE. The system came pre-loaded with templates for chemo, but the templates can be modified, and the machine can calculate dose based on height, weight, and creatinine levels. There is a capability to set new rules for drugs as well. CPOE is limited to one practice setting
. 
· Several steps are required to incorporate outside treatment information into the flowsheet, so it doesn’t usually get done. 
· ARIA: Radiation Oncology
· The Radiation Oncology group indicated that they really struggle with the system. The group maintains electronic and paper records. The records stay within the department, and if they are modified, it is necessary to print them again for insertion into the charts. People have to know that a new record has been added as well. The group was uncertain whether issues were due to implementation or the product itself
.
 
· Decision Support

· Allscripts: Medical Oncology
· The system provides diagnosis codes and formulary checks, but staging is done manually. The group indicated that in some cases, the pharmacy decision support is time consuming or even useless to physicians.
· The SCM system uses a small piece from Altum that cannot be turned off for drug-drug interactions. This function has mixed reviews from users (about a 50/50 split).
· It would be beneficial to have site customized rules for dosages. Physicians would be able to program the rules (dose ranges and protocols), thereby minimizing verification calls from nurses. 
· ARIA: Medical Oncology 
· The system has tumor staging tools built in, but there are no NCCN or ASCO guidelines included.
· ARIA: Radiation Oncology
· The system has no decision support or guidelines and does not provide ICD-9 support.
· Outcomes/Clinical Quality Measures
· Allscripts: Medical Oncology
· Quality measures are in early stages, and there are desirable but pricey add-ons available. 

· ARIA: Medical Oncology
· It is possible to generate outcomes via a “hunt and peck” approach. The group will be participating in an ASCO initiative and can extract outcomes from charts. Outcomes are included, mostly in a narrative format.
· RECIST criteria are not in the system.

· Radiology results come to this group in PDF format. 
· ARIA: Radiation Oncology
· The group is not aware of any outcomes or clinical quality measures capabilities.
· Data Sharing

· Allscripts: Medical Oncology
· The group prints health summaries for patients.
· ARIA: Medical Oncology
· There is no data sharing capability for providers outside of the practice. Sharing is enabled within the practice and remote access is available. Data can be shared with patients as well.
· ARIA: Radiation Oncology
· The group prints health summaries for patients.
Session 3 Notes
· The third physician discussion included representation from GYN Oncology and Surgical Oncology (both are HH employee practice groups). Both groups are paper based. The group observed that in some cases, computers/systems can become too cumbersome. One participant noted that the VA VistA system is the best for ease of information extraction. The group discussed the following topics: chart views, documentation, orders, decision support, outcomes/clinical quality measures, data sharing, patient education, referrals and matching, and needs/pain points.
· Chart Views

· The group uses computers in offices but there are no computers in exam rooms. They use the office computers to look up information and refer to guidelines as they review paper charts. 
· Documentation

· Reports are dictated and the family history is hand written. Images may be looked up outside of the exam room, but the results have to be printed and placed into the paper chart. The chart does not travel and only (copies of) relevant pieces may go to the hospital. 
· Documentation includes the flowsheet, cycle number, history, and type of venous access.
· Orders

· There are separate papers for each order. There are separate chemo notes and flowcharts. There is a Hartford Hospital neoplastics form and separate forms for history and physical, and lab work.  

· Decision Support

· There is asynchronous decision support (i.e. not in the exam room – no computers). 
· Outcomes/Clinical Quality Measures
· There are no capabilities for outcomes or clinical quality measures. One participant created an Excel database of robotic surgical cases, including length of stay, blood loss, nodes, and BMI; however, she does not know how to program Excel to do calculations, so she hand calculates data such as total lifetime dosage.
· Data Sharing

· Data is shared via paper copies.
· Patient Education
· Patient education materials are printed.
· Referrals and Matching
· Referrals and patient trial matching are a priority across physician groups. Currently, the group carries information in their pockets about open trials on pieces of paper and this information may only be updated once a month. The group also gets many referrals (including new patient referrals) from a wide variety of locations. In approximately 90% of referrals, critical information is missing and many back-and-forth exchanges are necessary. 

· Needs/Pain Points
· The group would prefer to avoid hand carrying charts between sites. In addition, the paper charts make it difficult for physicians to quickly see the relevant details without flipping through many pages of extraneous information. It would be ideal to be able to quickly see only the relevant data. 
· The group prefers to avoid typing while meeting with new patients, but it would be beneficial to use a computer in the room during chemo visits to capture the detailed information. 

· Surgical Oncology has a different process with the priority being the diagnostic line (e.g. data necessary for tumor staging – path reports, radiology reports, etc.).
�Bullet formatting is off throughout this document. I will fix this when I compile everything in the master document


�Need to determine if/how this functionality is used currently.


�NOTE: This is a major issue with EMRs in general and will need to be explored in more depth with subsequent requirements analyses.  i.e. What process will work – likely to be different for individual providers.


�Need follow-up.  i.e. how are previous notes viewed???


�Follow-up: HOW are orders sent – paper or electronic?


�Follow-up: What other systems does CPOE integrate with (e.g. pharmacy, lab)?


�Follow-up: need more information here on their ordering process.


�Shannon, I think this section needs to be under Documentation, not Orders
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