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1. Attendees

Hartford Hospital Core Project Team (full roster included under separate cover):

· Donna Handley, Vice President Oncology

· Patricia Kaehrle, EHR Clinical Consulting Analyst

· Patricia Montanaro, HHC Director EHR

· Elise Sinha, EHR Director 

· Susan Wright, Cancer Information/ NCCCP Coordinator
· Marc Palter, MD, Chief Medical Informatics Officer, HHC
· Andrew Salner, MD, Medical Director, Cancer Center
National Cancer Institute:
· John Speakman, Associate Director, Clinical Products and Programs, NCI CBIIT

caBIG® Clinical Information Suite Team:
· Kevin Hurley, Project Manager, PMO
· Robbin Gosa, Technical PM, SAIC-F
· Gene Kraus, Stakeholder Manager 
· Willi Santiago, Analyst 
· Bill Dumais, Analyst
· Philip Gelda, Deployment Project Manager
· Adam Welsh, Deployment Customer Relationship Manager
· Greg Thompson MD, Deployment SME Medical Informaticist
· Kalpesh Patel, Deployment Transition Lead
· Jeff Couch, Deployment Senior Software Engineer

· Shannon Brown, Deployment Technical Writer
2. Overview

Hartford Hospital’s Helen & Harry Gray Cancer Center is a full service regional cancer care and research facility that provides a comprehensive set of oncology services. The Cancer Center cares for approximately 2,700 new cancer patients annually and is the second largest cancer center in Connecticut. As one of only 30 National Cancer Institute Community Cancer Centers Program (NCCCP) sites, the center provides care for over 50,000 patient visits annually and receives patient referrals from within Hartford Hospital as well as the surrounding medical community.

The caBIG® Clinical Information Suite Team conducted an initial site visit with the Hartford Hospital Project 18 core team and key functional groups on Monday August 30th and Tuesday August 31st, 2010. The objectives of the meeting were to provide an overview of the caBIG® Clinical Information Suite for Hartford Hospital and to develop a shared understanding of the Hartford Hospital goals, objectives and expectations for the project. Through a series of facilitated discussions with the functional groups, the team worked to generate high-level process maps of Hartford Hospital’s oncology care environment for end-to-end care and operational processes. Functional mapping activities were used to inform the development of IT and health IM maps and to align IT systems with the processes they support and underpin.

The meeting began with an opening session for all stakeholders and functional group members. Hartford Hospital (HH) executive representatives outlined the following expectations: 1) understanding the role of the NCI Project Team, 2) identifying how the NCI Team will interface with the HH Team, 3) providing the NCI Team with a clear understanding of HH’s goals, objectives and the abilities of the HH Team, and 4) identifying and prioritizing pain points for the Cancer Center.
The NCI CBIIT Associate Director for Clinical Products and Programs, John Speakman, provided an overview of the project from NCI’s perspective. He reviewed the historical challenges faced by the cancer community to explain the business needs for an extended EHR for oncology. He emphasized the need to work toward a learning health system and explained how the NCI/American Society of Clinical Oncology (ASCO) effort aims to address this need by mitigating islands of information with modular solutions that can be plugged in to fill gaps in current solutions. The group was informed that the project has been formally changed to caBIG® Clinical Information Suite. In addition, he explained that the selected National Community Cancer Center Program (NCCCP) sites are interested (via “Project 18”) in deploying caBIG® Clinical Information Suite modules, either in conjunction with their existing EHR, or as an open source reference implementation. He conveyed NCI’s appreciation of Hartford Hospital’s participation and for acting as a testing ground for the new modules.

The caBIG® Clinical Information Suite Deployment Project Manager, Philip Gelda, made introductions and explained the intended approach for gathering information during the site visit. He also emphasized the focus on Meaningful Use criteria and highlighted the open source capabilities. The Deployment Team reaffirmed its commitment to acting as a partner to HH by listening and serving as a feedback loop to the requirements team to be sure that HH’s needs are heard. The Team will work with HH throughout the process, and will offer customized training and support based on HH’s workflow. In addition, the Deployment Project Manager will work with vendors to drive successful market penetration. Following the site visit, the Deployment Team committed to sharing the meeting notes for validation and to ensure shared understanding. The Deployment Team noted that a success factor for HH is a champion on the clinical side.

During the open question and comment portion, a number of topics were raised. 

· One participant asked what would be improved in patient care delivery. The improvement for patients would be to receive quality care in a reasonable amount of time. From the NCI perspective, patient care will also be improved through shared information that is possible with the construction of a true learning health system. 

· A participant asked about the Deployment Team experience with similar efforts in the past. The Deployment Project Manager described experience implementing solutions for a large outpatient radiology setting including 65 sites with different workflows. The effort was completed 3 months ahead of schedule. Another similar experience involved a large university medical center implementation of PACS and billing. In addition, the Deployment Team has extensive experience with caGRID at many centers. The Deployment Team expertise is rounded out with subject matter and technical architecture expertise.

· Another participant asked if reporting or studies would be required after this project funding period ends. NCI indicated that it strongly encourages data sharing and the use of a security framework to share data appropriately, however, it is not required. HH indicated that data is already shared with a number of sources including cancer registries. HH indicated that an ongoing data warehouse project may be relevant. NCI indicated a desire to work with the sites to encourage and facilitate the sharing of data and encouraged the group to provide input about data use. 

· Hartford indicated that with the Moffitt study, the Imaging Department is very content with the existing systems. NCI clarified that there is no intent to push out vendors; rather the goal is to encourage vendors to use NCI standards. 
· Dr. Marc Palter, CMIO for Hartford Hospital, expressed hope that the Eclipsys Allscripts merger will make the situation easier. One of the biggest obstacles identified by the group is the ability to provide information for patient care when and where it is needed. 
· The group agreed that communication back out to the community will be critical.
· A participant expressed concern about competing projects and asked if there is any relationship between this project and the effort underway with RTI (outcomes contractor). Hartford leadership clarified that the aforementioned effort is synergistic but no overlap exists. 
After the plenary, the following functional groups attended facilitated process mapping sessions:

· Nursing and Pharmacy

· Oncology Operations

· Physicians

· IT and Health Information Management (HIM)

· Ancillary Services (Social Services and Dietary Service)

Each group was engaged in discussion about the overall care processes particular to their discipline in an attempt to understand their data requirements and work flows, and the systems (e.g., EHR versus paper-based) used to query, retrieve, and process patient information. Particular attention was paid to identifying deficiencies of the current systems and need for improved EHR functionality, with emphasis on extending current functionality for cancer care capabilities. A summary of the information gathered during these sessions is presented below in Session Overviews.

The site visit concluded with a Wrap Up session for the core HH project team and the Deployment Team to share lessons learned, thoughts, feedback and next steps.
3. Session Overviews

Nursing & Pharmacy Session

· A detailed current process flow for outpatient chemotherapy management was provided by the site and used extensively for discussion. No ambulatory care Computerized Provider Order Entry (CPOE) function currently exists.
· As the group walked through the Outpatient Chemotherapy Workflow diagram, the following items were noted:
· HH uses a single standard paper Antineoplastic Order Form (AOF).
· Order forms are hand carried by the ordering provider or faxed to the Cancer Center.

· Upon receipt of the AOF, a Cancer Center nurse (RN) begins a paper Chemotherapy Order Verification Checklist (COVC).

· Several manual verifications are made regarding recent lab results, body surface area (BSA), protocol identification, and protocol variance. Note: electronic lab interfaces do not exist with several related service partners, such as Clinical Lab Partners (CLP) and Connecticut Multispecialty Group (CMG).

· Any of a number of verification steps can result in additional required communication with the ordering physician (e.g., written justification for protocol variance or off-formulary agents) and delays in chemo administration. This is complicated by the Cancer Center’s zero tolerance policy for verbal and telephone orders for chemotherapy agents.

· BSA is manually calculated for dosing verification. 
· Any change to a chemotherapy order resets the COVC, further delaying chemo administration.
· Chemotherapy treatment protocols used at the Cancer Center currently exist on paper and are referred to by reference number. Protocols may be located in file folders, textbooks or other paper sources. 

· The group highlighted that patient registration can be a significant pain point. It is desirable to enter patient identifiers directly into the Eclipsys system; however, patients must first be registered in the Siemens system to be registered in the Eclipsys system (unidirectional information flow). Furthermore, private practice (community-based) offices need a decentralized registration function to register patients with the Cancer Center. 

· As a result of this discussion, it was identified that CPOE for outpatient chemotherapy could serve to automate most of the current Cancer Center ambulatory chemotherapy management processes (e.g., variance justifications, formulary checks, BSA calculation, and agent-specific dosing calculations), and a preliminary list of functional specifications were generated for an oncology-specific CPOE system. An electronic version of the COVC could be included as a useful function of CPOE for chemotherapy, with the provision of appropriate authorization levels to distinguish between the ordering provider and administration staff.

· It was further identified that electronic protocols would be beneficial and Cancer Center staff indicated that they are exploring products currently on the market.
Oncology Operations Session

· The Oncology Operations functional group described their primary functions in the following categories: research, registry, treatment, survivorship, and support services. 

· Research

· The group described Hartford Hospital’s participation in the Moffitt study, indicating that there are 2000+ patients enrolled and the group is trying to collect data on all of them. Currently, a team member locates patient information in electronic form from the medical oncology offices, prints out the information, and faxes it to the Moffitt office. If the information exists in paper form, it is copied and faxed to the Moffitt office. This trial is different from most other clinical trials because it focuses on biospecimen collection. 
· The group indicated that it would be beneficial to have the capability within the EHR to flag patients as study participants.
· In addition, the group desires a system capability to have the Problem List trigger trial matching. 
· The current process is initiated when a physician calls HH with information about a patient who may be eligible for a clinical trial. The operations group then checks for patient records to confirm eligibility. Note that HH did receive funding to embed a nurse in private practices to help identify patients for clinical trials.

· The current process requires researchers to mine patient data (e.g., lab results and hematology results) out of various sites’ disparate EHRs. At times, research staff may need to physically visit 6 or 7 different sites daily to log onto each site’s system or to retrieve paper charts and make copies of pertinent sections. Alternatively, the group would like the capability to have relevant patient data sent to the HH system, though they are not sure if it should be accomplished through integration or via the HIE. Data should include Diagnosis; Lab results; Progress notes; Staging; Pathology; Radiology; and Previous Treatment. However, there is an issue with the culture at the community level due to conservative laws regarding permission/opt-in/opt-out. 
· Hartford Hospital is considering I2B2, a product that integrates with the Health Information Exchange (HIE) and allows users two types of functionality. For example, a user could anonymously search for breast cancer patients with certain criteria. Then the user could identify a cohort of patients if there is an approved trial with active enrollment.

· Clinical trials financial data is contained within the DDOTS system. The DDOTS vendor has not committed to receiving data in the formats specified by the HIE and standards development bodies.

· Part of the Hartford Hospital HIE deliverable is to look at connections/sharing with the private practices.
· Registry

· The group indicated that many of the issues regarding the tracking and reporting on patients are similar to issues for the research function and have been discussed (see above). The registry vendor is CNExT. A primary concern is redundant information and duplicated data entry.
· There are questions of risk associated with sharing data with registries, and if HH gives access to its data, it fears loss of control over which records could be viewed.
· Treatment

· Chemotherapy

· The group indicated that chemo may be delivered in a variety of locations, including private practices, the Cancer Center, Connecticut Multispecialty Group (CMG) locations in Wethersfield, Avon, etc., and the HH infusion center.

· Patients will frequently move back and forth between these types of locations, across EHRs (ARIA, Allscripts, and Eclipsys) and paper systems.

· Radiation

· The group indicated that they use the Varian (ARIA) system to track radiation doses and physician orders, and monitor E&M codes. 
· ARIA also allows users to add documents or copy documents, but the data is unstructured and those documents are not easily recognized or retrievable in the hospital EHR (Eclipsys). 

· It would be ideal for outpatient information in ARIA to show up as structured data in Eclipsys Sunrise Clinical Manager (SCM), including: 

· Full psycho-social assessment 

· Patient/family assessment

· Coping, financial issues

· Pain assessment (the group currently uses electronic scales that are printed and put in the charts)

· Nutritional consultations and updates

· The group shares information with sites such as the Northeast Regional Radiation Oncology Network (NRRON), University of Connecticut, Manchester Hospital, and sites in Avon and other nearby areas. 
· Surgical

· The Surgical environment at sites is either all paper or an early implementation of the Allscripts system.

· Gastroenterology

· Gastroenterology procedure results are either paper-based or stored within the GE system.

· Survivorship

· The group uses the Cogent Equicare system to create the patient’s survivorship plan after treatment is finished. The survivorship plan is a one-time compilation of the entire patient experience including outcomes, a wellness plan, patient education materials, questionnaires about satisfaction, team contact information, and a patient version of the EHR (including summary material that has been manually extracted by staff). 
· HH uses the survivorship plan as a way to communicate with patients and with all physicians on the team while transitioning a patient from active care to survivorship.

· The information can currently be pulled electronically from Radiation Oncology, and the group is looking into pulling electronic information from Medical Oncology next. 
· The patient can access their own plan through a password protected portal. 
· Support Services

· The Support Services group expressed a desire for an interface with ARIA.

· Support services include the following areas:

· Nutrition

· Social work

· Navigation
· Hospice
· Palliative
· Rehabilitation, including speech
· Behavioral health

· In a discussion of the systems in place and desired improvements, the Oncology Operations group indicated a need for a central EHR system that will create a longitudinal view of a patient’s care combining data on inpatient and outpatient, hematology, chemotherapy, psychosocial care, resources, etc.

· The Eclipsys system in place has an ambulatory module that is good for the hospital but does not work well for private practices. The Allscripts system has a good outpatient private practice module but it is not as good for the hospital. Allscripts is the primary EHR solution in the Central Connecticut region and allows for linking between records in multiple Allscripts implementations. In addition, Allscripts allows for linking to records in SCM and may link to other products as well. 

Physician Session 1

· The first physician group included representation from Medical Oncology and Urology. 
· The Medical Oncology group uses Varian ARIA, with electronic chemo ordering in the outpatient setting. Siemens provides the registration system. The group converted paper charts to electronic format over a two year timeframe, now all current work goes into the system electronically. The group does receive hard copy echocardiograms and results from Radiology and Pathology. Physicians choose which paper materials to scan into the EHR. The group indicated a need for electronic echocardiograms and results from Radiology and Pathology.

· The Urology practice includes 14 physicians, while Connecticut Surgical Group (CSG) includes 35 total members. The Urology practice (part of CSG) has an early Allscripts implementation. Material that originated outside of CSG remains in paper format, as well as legacy paper charts that existed prior to the Allscripts implementation.
· Orders 
· Medical Oncology: The Varian system is used on laptops and includes flowsheets and CPOE with electronic protocols for chemo. Non-chemo medications can be added to the orders. There are also orders for labs. Approximately 95% of patients receive chemo in the Medical Oncology offices, only 5% go to the hospital (usually due to insurance issues).

· Urology: Allscripts does not include outpatient CPOE. Orders are hand written and the patient may hand carry the orders to the appropriate location. The physician completes the paper requisitions with 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 by the hospital and put in the paper chart when a patient is admitted. Upon patient discharge, materials are scanned back into Eclipsys Sunrise Record Management (SRM). 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 in the outpatient setting). Hartford Hospital created EDDS as a workaround solution because patients in this situation are not registered so information could not be entered directly into SRM (this ties back to the dependency of registration via Siemens mentioned above). 

· Documentation
· Medical Oncology: Occasionally, new consultations are dictated, but repeat patients are documented using previously developed templates. 
· Urology: The group dictates consultation notes.
· Tumor Staging

· Medical Oncology: Staging information is manually entered into the Varian system, which does not communicate with the tumor registry. 
· Urology: Staging information is dictated and maintained on paper.
· Referrals/Physician Consultations
· Medical Oncology: The representative indicated that routing slips are used for referrals and phone calls are used for consultations.
· Urology: TBD 
· Needs/Pain Points 

· The group identified a need for decentralized registration. The current environment allows remote access to Eclipsys Sunrise Clinical Management (SCM) but the Siemens system prevents users from registering patients directly into SCM.
· There are concerns over the lack of an EHR down-time solution with paper back up. 
· 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 systems.

· The group desires decision support and chemo dosing data.
IT and Health Information Management (HIM) Technology Baseline Session

· The group provided a list of systems in use and explained Hartford Hospital’s participation in the local HIE. Then the group shared information about enterprise capabilities, continuity of operations, external information sharing, and needs/desires. Finally, the group walked through an outpatient chemotherapy scenario.
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Ancillary Team Session

· The Ancillary Services group initially included representatives from Nutrition Service and Social Services (NS/SS). The latter part of the discussion focused on Pathology services, processes, and needs.
· There are 2 FTEs for Social Services, covering inpatient and outpatient areas.
· There is 1 FTE Registered Dietitian for the Cancer Center outpatient area.
· The NS/SS discussion covered referrals, documentation, recommendations/follow-up plans, and patient education. 
· Referrals (NS/SS) 

· Referral Management is a key issue. There is need for better communication of recommendations back to referring physicians.

· The group indicated that outpatient referrals could originate from physicians, nurses or patient self-referral. 

· Nutrition referrals could come from Radiation, Hematology Oncology, Medical Oncology, or other oncology specialties. Referrals could also come from an inpatient transferring to an outpatient setting.

· Social Work referrals could come from the community agency, physician offices or practices, patients and families, physicians and nurses. The group indicated that patients are usually referred by physicians and nurses in the outpatient area. The Social Work group is open to the method of referral, accepting phone calls, emails, pages or electronic orders. 

· Many referrals are undocumented with no paper or electronic trail.
· The group indicated that some records are on paper and some are in SCM. 
· The group also indicated that there are computers in their offices.

· Documentation of Recommendations and Follow-up (NS/SS)
· For Radiation Oncology patients, electronic charting is available using a customizable “structured” template within ARIA which is then printed and included in the paper chart.

· For Hematology Oncology patients, the system is paper-based, so progress notes are hand written. 

· For Medical Oncology patients, reports are given verbally and not recorded.
· Connecticut Multispecialty Group (CMG) is paper-based.
· Patient Education (NS/SS)
· The group provides patients with a variety of educational materials. The materials may be pre-printed or created by the group. 

· It may be possible to tap into the survivorship portal for some aspects of patient education.
· Desired improvements (NS/SS)
· The group is interested in creating a linkage to payer information in the hospital payer system. The social workers need information on eligibility, loss of eligibility and the legal status of patients. 

· The group desires more accurate and complete information, and would like to chart their information once and be able to disseminate it with ease. 

· A concern for this group is telephone consultations. There are HIPAA concerns when family members call and it can be hard to determine whether or not the information requested is restricted.
· Pathology

· Clinical Laboratory Partners (CLP) is a for-profit wholly owned subsidiary of Hartford Healthcare Corporation (HHC). 
· Hartford Pathology Associates (HPA) is a private practice that operates within Hartford Hospital. 
· HPA does all of the pathology work for CLP. CLP is in the process of taking over the entire Anatomic Pathology department (target 10/1/2010) and CLP has an existing information system (IS).
· Referring physicians complete a paper requisition with a history and differential diagnosis. The requisition contains the patient name, address, phone numbers, date of birth, social security number, and the submitting physician’s name.

· HPA often receives specimens from doctors whom they do not know. 

· Patients referred through CLP are registered with CLP, but patient registration data in CLP’s IS is not communicated to HH’s Siemens system, thus HPA processes many specimens for unregistered patients. A reciprocal registration process is desirable.

· Certain key details are necessary for biospecimens, including the specimen’s site, the clinical diagnosis, ischemic time, time in formalin, and time to pathology. 

· Results are registered in CoPath, the Anatomic Pathology IS.

· The pathology group identified the following additional needs:
· More medication history data on requisitions
· Ability to flag patients for various reasons (i.e. for clinical studies)
· Ability to factor in physician preference for communication of reports
Physician Session 2

· The second physician group included representation from Medical Oncology (using either Allscripts or Varian ARIA) and Radiation Oncology (using a different installation of Varian ARIA). 
· 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. 
· The group indicated that there is no common registration or communication between the two ARIA systems (Medical Oncology and Radiation Oncology) in place.

· Chart Views
· Allscripts: Medical Oncology

· The system is used for chart views, though it changes the dynamic with the patient in the exam room.

· ARIA: Medical Oncology 

· The system is not customizable. 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). 
· 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 group uses laptops, and there is concern regarding the perceived loss of empathy towards the patient due to laptop use. In some cases, the situation necessitates a scribe in the room.
· 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 treatment regimen does carry over.
· The group maintains electronic and paper records (backup copies). 
· The group prefers the functionality available in the Medical Oncology version of ARIA. 
· 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 was 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 this practice setting.
· Several steps are required to incorporate outside treatment information into the flowsheet, so it is not usually performed. 
· ARIA: Radiation Oncology

· More information needed re: order entry process. 
· Decision Support
· Allscripts: Medical Oncology

· The system provides diagnosis codes and formulary checks, but staging is done manually. 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 dosing. Physicians should 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 no NCCN or ASCO guidelines.
· ARIA: Radiation Oncology

· The system has no decision support/guidelines and no 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.

· 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.
Physician Session 3

· The third physician discussion included representation from GYN Oncology and Surgical Oncology (both are HH employed practice groups). 
· Both groups are paper based. The group observed that in some cases, computers/systems can become too cumbersome. 
· 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. 

· Orders
· The HH Antineoplastic Order Form is used for chemotherapy.
· Decision Support
· Limited, through computer look-up in office (not in exam rooms). 

· 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
· The group receives many referrals from a wide variety of locations. In approximately 90% of referrals, critical information is missing and many back-and-forth exchanges are necessary. 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. 

· 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. 
· 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. 
4. Wrap Up Discussion

The wrap-up discussion provided an opportunity for the Hartford Hospital Team and the NCI Team to debrief from the previous day, discuss any open issues raised in the mapping sessions, and plan next steps as a group.

· Hartford Hospital (HH) indicated that the Medical Oncology ARIA system described during Physician session 2 is what would be ideal for Hartford if the existing environment could be redesigned.
· HH asked for clarification of the deliverable for the caBIG® Clinical Information Suite effort. NCI clarified that it is not NCI’s intent to create an oncology version of VistA. NCI further clarified that the focus of the caBIG® Clinical Information Suite effort is the creation of capabilities or modules that can be adapted or adopted by sites. The NCI team would want to have conversations with Hartford’s EHR vendor(s) about having capabilities added to existing systems to add value for both Hartford and the vendor. The value to NCI is that the sites act as a test bed for the capabilities. 
· HH uses evidence-based documentation and requests that NCI create standards for documentation for each type of cancer patient. The standards could be given to vendors. NCI indicated that this request would be outside of NCI’s authority, though NCI will continue to work with ASCO and other groups to influence industry in this direction. A good example is obstetrics, where there are accepted necessary data elements required and physicians simply will not purchase systems that do not offer required elements. 
· HH observed that physicians become resistant to using multiple systems over time. NCI clarified that the team will not be delivering everything discussed in the sessions, rather, the team is learning about the HH infrastructure to determine the approach for incorporating capabilities. The NCI Analysts attending this meeting have the task of capturing functional requirements. The NCI Deployment Team will examine workflow and implementation requirements.

· Referral Management was identified as a priority. It will be important to understand the appropriate path for HH to use this capability and the Deployment Team will work with the vendors to build it in. It was suggested that the Deployment Team speak to the vendor to understand the currently available referral product before bringing the vendor, HH and the Deployment Team to the table for detailed discussion. 
· HH is in beta for the integration of Eclipsys and Allscripts. The vendor commitment letter verifies that the vendor agrees to engage in communication with NCI.

· It was stated that HH should involve IT representation in strategic decision making. The IT group must be empowered to do governance or the Hartford Hospital leadership will need to fill that role. 
· HH expressed concerns about whether each site will have the same capabilities implemented. HH was concerned about the NCI team being too busy to adequately support HH if each site is going through a completely different implementation. Further, HH expressed that the NCI team will likely be viewed as a software vendor even though it is not accurate. NCI clarified that, in essence, each time a capability is mentioned as a priority for a site, that capability gets a “vote.” This means that the capabilities that get implemented may not be a given site’s top priority. The Deployment Team intends to explain more about the value of SOA in future IT sessions. 
· NCI reiterated that the value of this project is that the capabilities are based on industry standards. 
· NCI gratefully acknowledged the tremendous effort HH has dedicated to this effort. 
· Chemo management is the most complex thing HH does. It is practice specific. The HH team stated that the physicians at HH have invested tremendous time and money developing the current tools. It is critical that this project adds value for the physicians. 
· HH has a precarious situation with resource availability. HH would like to reassure stakeholders that there are some definite priorities coming out of this project and that HH’s time and resources will be used wisely. NCI acknowledges this concern and encourages HH to share feedback about the actual feasibility and obstacles for this type of implementation. 

· HH wants a clear picture of what the HH team has to do. The Deployment Team will communicate with HH as capabilities become available about what it will take in terms of time and resources to move forward with the capabilities. The Deployment Team then provided a review of the readiness and baseline assessment process. 
· HH indicated that there are existing artifacts created through the NCCCP baseline assessment process and these artifacts should be used as a starting point for process mapping discussions instead of duplicating effort by recreating materials that already exist. 
· HH emphasized that in light of the required deliverables and concurrent projects, and the change in deployment teams, it is particularly important for NCI to be clear about what the NCI team brings to the table so that expectations are managed accordingly. Due to widespread changes in HH with the executive team, HH has become very sensitized to resources and time. 
· HH expressed concerns about the timeframes of working with add-ons to get through standards bodies and vendors. HH is committed to the existing system. The HH team reiterated the possibility of exploring the clinical trials matching capability as the priority. 
· The HH team has an EHR prioritization list and will send it to the NCI team with cancer specific information added. 

· The HH team explained that the content for the nursing and ancillary groups and documentation templates based on research and best practices come from CPMRC (Elsevier). However, the content is weak for oncology specific diagnosis. HH asked if NCI can help to gain commitment from CPMRC to build out this material. It would be beneficial to have this build out fast tracked. NCI is happy to work with industry organizations such as ASCO, but has no authority over other third party products. 
· NCI’s medium term goal is to identify how to complete the circle of clinical research by getting guidelines updated and into templates as part of a learning health system. 
· HH indicated that attendees at a meeting about caBIG® CTMS did not agree with the presentation about how CTMS can be used. NCI clarified that it can be standalone. The HH team indicated an ongoing struggle to find a meaningful way to use caBIG®.
5. Additional Main Findings and Observations

· There is excellent executive support for this project, including a full-time CMIO. There initially also appears to be good cooperation among the clinical staff.

· The Cancer Center employs a complex mix of best-of-breed IT solutions that lack basic interoperability, complicated by a large diverse community of private practices that refer patients to the Cancer Center for care and treatment. Any efforts to implement oncology-specific EHR extensions will need to consider the bidirectional data flow between the Cancer Center and community providers.

· The Cancer Center and the community-based oncology practices currently employ several disparate EHR implementations. It will most likely be necessary to select a single implementation within Cancer Center for any given extension. 

· Adoption of an HIE platform is under consideration and should help considerably with data sharing, though most data will likely remain unstructured.

· The end result of the Eclipsys-Allscripts merger promises to provide additional EHR functionality but uncertainty of that timeframe may necessitate additional interim solutions.

· Paper-based provider practices will need a base EHR implementation prior to implementation of any oncology-specific EHR extensions.

· Several priority oncology-specific EHR capabilities were identified, and even verbalized by session attendees, which fall squarely within the scope of the caBIG® Clinical Information Suite project:

1. Referral Management (esp. incoming to the Cancer Center)

2. Chemotherapy Management (esp. chemotherapy CPOE with built-in decision support)

3. Patient Trial Matching (pending HH’s decision regarding I2B2 adoption)

· Significant workflow considerations will come in to play for providers who view using computers in the exam room as a barrier to the doctor-patient relationship.
6. Next Steps

During this site visit, the NCI team gained a strong, basic understanding of the Cancer Center clinical and IT environments as well as HH’s goals for the caBIG® Clinical Information Suite project. However, several gaps remain, which will require further data gathering. Specifically, there was insufficient time to conduct a thorough analysis of functional and implementation requirements specific to the EHR capabilities under development by the NCI. A critical value of this meeting was the identification of several capabilities within the scope of caBIG® Clinical Information Suite on which to focus during future data gathering efforts. The NCI Team recommends the following next steps:

1. The caBIG® Clinical Information Suite Deployment Project Manager and Deployment Customer Relationship Manager would like to schedule a follow-up visit with key Hartford Hospital executive staff to engage in deeper discussions regarding HH’s IT vision and goals. We would hope these conversations could include the Hospital CIO as well. The goal of these meeting would be to understand the overall technology roadmap goals for the site and the health system so that we can best identify the appropriate solutions and interface points for potential services deployments. While the delays caused by the Eclipsys/Allscripts merger have made the immediate EHR picture uncertain, we want to ascertain the overall technology roadmap so we can come up with recommendations that may be able to leverage the existing systems and technologies already in use at the site.

2. The caBIG® Clinical Information Suite Deployment Team would like to discuss work with the Cancer Center and core staff to help understand the current roadmap for an enterprise-wide ambulatory EHR solution so that we can better align strategies and recommendations to meet site needs but also align those recommendations with Eclipsys/Allscripts deployment planning activities.

3. The NCI team would like to receive from HH the “EHR prioritization list” referenced during the site visit’s Wrap Up session. 
These next steps will help inform a set of recommendations for service deployment that will take into account the complex and rich IT environment at Hartford Hospital and that impact the Cancer Center and its ongoing care delivery operations. Based on the information gathered from the above activities we believe we can develop a concrete set of actions to begin the process of deployment planning for oncology-extended services into your IT environment.
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