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Scenario Based Test Case Script
Purpose:
The purpose of the scenario based test script is to test the Electronic Health Record in a manner that reflects a typical clinical workflow to ensure that as the required data is collected, it remains “threaded”, meaning that pertinent data elements persistent throughout the entirety of each certification criterion tested as part of the testing sequence.
By way of example: 
If information is collected and appears on a patient’s problem list (Reference: 170.302(c) Maintain an up-to-date-problem list), it is expected that the same information will be available and used by the EHR to generate a patient reminder list (Reference: 170.304(d) Patient Reminders). It is expected that the vendor demonstrate a “one-to-one” match using the test data contained in the EHR that is being tested. 
[bookmark: _GoBack]This scenario depicts a plausible workflow. It is not intended to be an exact reproduction of any one provider’s clinical workflow. It is recognized that clinical work flows are highly personal and unique for each medical practiceemergency department. The testing sequence is intended to be a reflection of the EHRs ability to maintain data through the functionality to be tested.
Test Methodology:
Testing is performed in a sequence of iterative steps to be completed one after another to match the workflow described. At the end of the sequence and scenario, the EHR would have demonstrated its ability to perform to both the scenario sequence and the individual certification criteria tested during that scenario sequence. The test subject does not have to complete each and every one of the criteria needed to be certified through this testing sequence however the candidate EHR will need to successfully demonstrate that it meets any criteria required for the base EHR and any additional criteria required.
The scenario based testing sequence will assume that:
· The person accessing the system is the person authorized to perform the specified action to be tested in accordance with the certification criteria contained in the Final Rule regardless if vendor or test lab personnel are accessing the system. E.g., for electronic prescribing, the actor will assume the rule of the Eligible Provider authorized to perform that function. The software being tested must be able to demonstrate that the appropriate rights and permissions are afforded to the user based on his/her role.
· The actor must complete both the entire sequence and the specific test procedure for the criterion being tested in order to complete the test.
Pre-conditions:
This scenario is a plausible workflow that occurs at a typical Emergency Department serving child through adults. There are a variety of actors and interactions throughout the scenario.
Certification Criteria Tested:
(For example only. This to be updated to Stage 2 criteria and test procedures, when final)
The scenario will test the following certification criteria:
	Certification Criterion Citation
	Criterion Description
	URL to Criterion Test Procedure

	170.302(a)
	Drug-Drug, Drug-allergy interaction checks
	http://healthcare.nist.gov/docs/170.302.a_DrugDrugDrugAllergy_v1.0.pdf

	170.302(b)
	Drug Formulary Checks
	http://healthcare.nist.gov/docs/170.302.b_DrugFormularyChecks_v1.0.pdf

	170.302(c)
	Maintain up-to-date problem list
	http://healthcare.nist.gov/docs/170.302.c_problemlist_v1.0.pdf

	170.302(d)
	Maintain Active Medication List
	http://healthcare.nist.gov/docs/170.302.e_allergylist_v1.0.pdf

	1703.302(e)
	Maintain Active Medication  Allergy List
	http://healthcare.nist.gov/docs/170.302.e_allergylist_v1.1.pdf

	170.302(f)(1)
	Vital Signs
	http://healthcare.nist.gov/docs/170.302.f.1_vitalsigns_v1.0.pdf

	170.302(f)(2)
	Calculate Body Mass Index
	http://healthcare.nist.gov/docs/170.302.f.2_BMI_v1.0.pdf

	170.302(g)
	Smoking Status
	http://healthcare.nist.gov/docs/170.302.g_smokingstatus_v1.0.pdf

	170.302(h)
	Incorporate Lab Results
	http://healthcare.nist.gov/docs/170.302.h_IncorpLabTest_v1.0.pdf

	170.302(j)
	Medication Reconciliation
	http://healthcare.nist.gov/docs/170.302.j_%20MedicationReconciliation_v1.0.pdf

	170.302(m)
	Patient Specific Education Resources
	http://healthcare.nist.gov/docs/170.302.m_EducationResources_v1.0.pdf

	170.302(o)
	Access Control
	http://healthcare.nist.gov/docs/170.302.o_AccessControl_v1.0.pdf

	1703.302(q)
	Automatic Log Off
	http://healthcare.nist.gov/docs/170.302.q_AutomaticLogOff_v1.0.pdf

	170.302(t)
	Authentication
	http://healthcare.nist.gov/docs/170.302.t_Authentication_v1.0.pdf

	170.304(b)
	Electronic Prescribing
	http://healthcare.nist.gov/docs/170.304.b_ExchangePrescriptionInformation_v1.0.pdf

	170.304(c)
	Record Demographics
	http://healthcare.nist.gov/docs/170.304.c_RecordDemographicsAmb_v1.0.pdf

	170.306(d)(1)
	Electronic Copy of Health Information
	http://healthcare.nist.gov/docs/170.306.d.1_ElectronicCopyOfHealthInformation_v1.0.pdf



Scenario Assumptions:
The site of service is a typical Emergency Department. The department is located in an Eligible Hospital that has applied for EHR incentive funds under the Medicare rules and has installed a certified EHR product as found on the Certified Health IT Product List (CHPL).
The emergency department practice sees both pediatric and adult, patients over the age of 18, but does not have specialist in a pediatric specific emergency medicinedepartment.
The actors/users of the system include:
· Administrative personnel
· Clinical personnel
· Professional lLicensed eligible providers as defined by the Meaningful Use Incentive Program, Interim Final Rule.
A 15 year old pediatric patient, who has been under the care of several is being seen by a series of the providers, and appears with an acute exacerbation of previously diagnosed Asthma.
Once the patient is seen by a variety of administrative and professional staff and care is rendered, he/she will be referred back to his/her Pulmonologist and released to home. 
Work Flow:
This scenario assumes a clinical work flow that is categorized in three iterative phases: pre-hospital care, care in the emergency department, and a discharge to home. These phases are a set of activities which represent a plausible patient and provider experience as they interact with the Certified EHR. 
In each phase the emergency medical services and emergency department personnel in the office will use the Certified EHR to collect, reconcile and report clinical information the details of which are included in each of the specific test procedures associated with the clinical action.
	Comment by McCue, Elizabeth: [J. Heyman] There is not a physical exam.

[C. Brancato] These are the specific criteria that will be tested; however, we can add a physical exam into the work flow.

Action Item: Add a physical exam into the work flow.Note: The bullets within each phase do not indicate sequence. Rather, each bullet must be satisfied within the relative phase.

Pre-Hospital Phase:
The patient’s family calls 911 requesting the Emergency Medical Service send an ambulance for a 15 year old patient with extreme shortness of breath and a long history of acute exacerbation of asthma. The patient and his/her family are bi-lingual speaking Spanish and English. The family speaks Spanish exclusively at home and some members have almost no English language skills.	Comment by McCue, Elizabeth: [J. Travis] If the patient is a minor, we need to document a legal representative	Comment by McCue, Elizabeth: [L. Johnson] May want to say a few family members speak English.  
The local EMS authorities dispatch an Advanced Life Support ambulance capable of providing advance airway control techniques and emergency medications.

Upon arrival, the patient is found to be in extreme moderate respiratory distress. The Paramedics immediately begin care and collect the following information:	Comment by McCue, Elizabeth: [J. Travis] Is there a presumption that the EMTs have access to the EHR? Not sure how common this is.

[C. Brancato] It is not common for EMTs to have access to an EHR.  There are some cases where the EMS is hospital based (it doesn’t come from a public service like a fire department) and, depending on the system, they may have wireless capabilities. However, the default is paper.

[J. Travis] May want to explicitly state how the information is captured.

[L. Johnson] This doesn’t say anything about this information being entered into an EHR.

Action Item: Explain how the EMTs capture the listed info and how it is entered into the EHR.	Comment by McCue, Elizabeth: [L. Johnson] How do the EMTs collect this info if the family only speaks Spanish?

[C. Brancato] As an EMT, you are required to have some mastery of Spanish. 

Action Item: Explain how this info is collected.
· Patient demographics
· Patient preferred language
· Gender
· Race
· Ethnicity
· Date of Birth
· Patient vital signs:
· Including blood pressure
The patient is stabilized in route to the nearest Emergency Department for further treatment. The patient’s family arrives at the Emergency Department as well.	Comment by McCue, Elizabeth: [L. Johnson] From a clinical perspective, it is hard to fathom that extreme respiratory distress can be stabilized in an ambulance.

[C. Brancato] This could happen. Whether the patient responds to therapy in an ambulance depends on the severity of the distress.

[L. Johnson] Could say the “patient is found to be in moderate respiratory distress.” Need to find a different word for “extreme”.
Emergency Department Care Phase:
Upon arrival, the patient continues to have significant shortness of breath and can only provide limited information to the care givers.	Comment by McCue, Elizabeth: [J. Travis] Patient will most likely need a translator upon arrival since he/she speaks Spanish.  
In addition to the data collected by the Paramedics, personnel locate a family member who provides them with additional information including:
· Preferred language
· Ethnicity
The family also provides name of the patient’s pediatrician who is affiliated with the hospital but does not use the same EHR the hospital uses. The hospital has a mechanism througho which the provider can access the pediatrician’s EHR under emergency circumstances and the provider does so to gather pertinent information in order to provide safe and effective care. 	Comment by McCue, Elizabeth: [J. Travis] There is a question of scope. Vendors are not going to be able to show an external system access.  Tester would most likely provide a structure summary of care.

[L. Johnson] May want to clarify that this data will be provided as part of the test data.
The provider is able to download a summary patient record electronically which is imported directly to the ED’s EHR where it is reviewed and committed to the EHR and contains the following data:	Comment by McCue, Elizabeth: [L. Johnson] Are these the correct data provided in a summary care record?

[J. Travis] May include structured lab results. After further review, there may be more data to include.
· Height
· Weight
· Blood Pressure
· BMI
· Smoking Status	Comment by McCue, Elizabeth: [L. Johnson] May want to include this in the work flow. Especially because the patient has asthma.
· Problem List
· Active Medication Allergy List
· Active Medication List	Comment by McCue, Elizabeth: [L. Johnson] Need to be sure we are using current meds in the test data set.
During the visit, the provider decides that diagnostic testing is required and enters the following orders into the EHR:
· An Arterial Blood Gas
· Bedside Chest X-Ray
· Numerous medication orders
After the tests are completed, the results are received electronically and displayed in the EHR and incorporated electronically. Appropriate medication and therapeutics are adjusted based on the interpretation of the test results.	Comment by McCue, Elizabeth: [L. Johnson] This is the right thing to do; however, it is so generic that I don’t know how to interpret it.  May want to clearly state the intent so it can be easily tested.
Before the ED provider completes the order, the ED EHR performs a drug-drug, drug-allergy check using the reconciled medication and medication allergy lists based on the information imported from the pediatrician’s EHR to ensure that the medications are safe for the patient to take. 	Comment by McCue, Elizabeth: [L. Johnson] Did not explicitly state drug formulary checks.

Action Item: Add a drug formulary check into the work flow.	Comment by McCue, Elizabeth: [L. Johnson] This is confusing. Is this completed because the ED hasn’t collect an allergy?

[C. Brancato] The ability in stage 2 is to pull a summary care record in.  There is also a med reconciliation component.

[L. Johnson] So because I have an active med list and med allergy list, I should be able to do drug-drug and drug-allergy check.	Comment by McCue, Elizabeth: [J. Travis] We have not tested for discharge eRx. It is common to have a discharge med that you fill externally.

[L. Johnson] Need to determine if this is part of the ED care or if this is a med order given during discharge to be filled externally (eRx).

Suggested word change: “… ensure that the medication is safe to administer during the ED care and continue for home use”
Discharge to Home Phase:	Comment by McCue, Elizabeth: [J. Travis] Is there a discharge medication reconciliation?

[L. Johnson] May also want to include eRx. Must reconcile discharge meds as part of discharge med orders (whether eRx or not).

Action Item: Need to include discharge medication reconciliation and eRx.
The patient has stabilized to the point where he/she is ready to be discharged to home.  Staff asks the patient if he/she would like an electronic copy of both the discharge instructions and his/her health information before he/she leaves. After agreeing, the patient is provided this information on a DVD in .PDF format.	Comment by McCue, Elizabeth: [J. Heyman] Is it a requirement that the discharge instructions and educational material needs to be provided electronically?

[J. Travis] This is constraining and you are getting into testing method. For example, you could provide the discharge instructions directly or provide steps to attain the discharge instructions (e.g. a URL).

[L. Johnson] May say that the patient couldn’t use the electronic copy and, instead, a paper copy was provided.
As the visit ends, the provider uses his/her EHR to select patient-specific educational resources identified by the patient’s specific clinical information which he/she prints out. The nurse reviews the information with the patient and the patient is provided a copy in both English and Spanish.  
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