

Planning Document - Clinical Documentation Hearing
Joint hearing of Certification/Adoption and Meaningful Use Workgroups

Date of hearing: Potentially between February 12-14, 2013
Hearing goals: This hearing will focus on clinical documentation functionality in EHRs and its affect on the delivery of high quality clinical care and provider efficiency (and collaboration).  With that focus in mind, derivative and interdependent uses (and drivers) of clinical documentation functionality may be addressed (e.g., business and administrative purposes such as billing).  This hearing should result in draft recommendations by the participating workgroups for the HIT Policy Committee to consider.  It is expected that such recommendations could range from greater education/awareness of good practices related to EHR documentation functionality (from ONC or other appropriate agencies) to potential changes in meaningful use objectives and in EHR certification criteria.  

Background presentation: AMIA summary – 30 minutes (20 minute presentation, 10 minutes for questions)
· Representatives from AMIA Dec 2011 public policy meeting on clinical documentation
· Gil Kuperman
· Trent Rosenbloom
· 2012 JAMIA Conference report at  http://jamia.bmj.com/content/early/2012/09/07/amiajnl-2012-001093.full

Panel 1: Role of clinical documentation for clinicians: challenges and opportunities
· Challenges
· Christopher Sharp, MD, Stanford Hospital and Clinics 
· Voice recognition
· Nuance – academic not marketing
· Charles Kennedy, Aetna – multiple data streams
· Opportunities
· Pete Stetson – internist, wrote policy on cut and paste 
· George Hripcsak – innovations to include documentation (including NLP)
· CDS
· David Bates 

Panel 2: Role of clinical documentation for care coordination across the health team (including patients): challenges and opportunities
· Rhonda Struck, director of nursing Wisconsin 
· Someone from care coordination hearing?
· American Nursing Association (potential panelists below)
· Sarah Collins, RN, PhD, Nurse Informatician, Clinical Informatics R&D, Partners Healthcare Systems, Instructor in Medicine Harvard Medical School & Brigham and Women’s Hospital (See “Workarounds Used by Nurses to Overcome Design Constraints of EHRs,” NI 2012: 11th Int’l Congress on Nursing Informatics.  I have this article and 2 other that are on point.)
· Marisa Wilson, DNSc, MHSc, Rn-BC, University of Maryland, http://nursing.umaryland.edu/directory/marisa-wilson-dnsc-mhsc-rn-bc-0
· Tiffany Kelley PhD MBA RN, Duke, https://www.dchi.duke.edu/education/informatics-seminars/2012-seminar-archives/health-informatics-seminar-sept-12-2012?searchterm=tiffany+kelleyLinda Thede, PhD, RN-BC, (See “Informatics:  Where Is It”, Online Journal of Issues in Nursing, Vol 17, No 1 (Jan 23, 2012)
· Patient perspective
· NeHC spokesperson on Patient Engagement Framework.  See http://www.nationalehealth.org/ckfinder/userfiles/files/NEHC_Patient%20Engagement%20Framework_FINAL.pdf
· Open Notes project spokesperson

Panel 3: Role of clinical documentation for secondary uses: challenges and opportunities
· Public health – Art for ideas?
· CDC?
· Frank Lapalta – Louisiana
· Michael Buck, PCIP – NY DOH
· CQM
· Indian Health Service?
· Joe Francis, VA
· Vendor that has a solution to help? Cerner customer?
· Research
· Chris Chute – SHARP grant
· Jim Cimino – NIH
· Social media and human computer interaction – Lena Mamykina 
· Joint commission

Panel 4: Role of clinical documentation for legal and billing purposes: challenges and opportunities
· CMS (2 different representatives)
· Policy side
· Someone to talk about the payment side and issues related to fraudulent use.
· AHIMA – work on what makes the legal record
· Michelle Dougherty?
· AHA for a provider representative
· AAMC
· AAMC rep for compliance committee (see “Appropriate Documentation in an EHR: Use of Information That Is Not Generated During the Encounter for Which the Claim is Submitted: Copying/Importing/Scripts/Templates,”  https://www.aamc.org/download/253812/data/appropriatedocumentationinanehr.pdf

Background reading: Caitlin CM, et al, The future state of clinical data capture and documentation: a report from AMIA’s 2011 Policy Meeting,  J Am Med Inform Assoc 2012;0:1–7. doi:10.1136/amiajnl-2012-001093 (all authors: Caitlin M Cusack, George Hripcsak, Meryl Bloomrosen, S Trent Rosenbloom, Charlotte A Weaver, Adam Wright, David K Vawdrey, Jim Walker, Lena Mamykina) 
http://jamia.bmj.com/content/early/2012/09/07/amiajnl-2012-001093.full

AMIA -- Proposed Guiding Principles for Clinical Data Capture and Documentation (2012)

Clinical data capture and documentation should:
1. Be clinically pertinent, patient-centric, and represent an individual’s lifetime health and healthcare.
2. Support capture of high quality information that is accurate, relevant, confidential, reliable, valid, complete, and secure.
3.  Be efficient and usable while enhancing the healthcare organization’s and the care team’s overall efficiency, effectiveness and productivity.
4. Support multiple downstream uses as a byproduct of the recording of care delivery including quality measurement, performance improvement, population health care delivery, policymaking, research, education, and reimbursement.
5.  Enable joint patient-provider decision making, team collaboration, care process management, and advanced clinical decision support. 
6. Enable collection of data and interpretation of information from multiple sources as appropriate and necessary, including nuanced medical discourse, structured items, and data captured in other systems and devices.
7. Automation of data capture and documentation should be optimized whenever appropriate, allowing human beings to focus on gathering and entering data that cannot be effectively collected by automated tools (eg, automated acquisition of data from biomedical devices).
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