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Scenario Based Test Case Script	Comment by McCue, Elizabeth: [C. Ross] This scenario relates to an adult patient. There is other minor patient specific testing.

{l. Johnson] There are specific pediatric requirements for MU. We need an addendum to this document or we need to be able to indicate where these apply. 

[J. Travis] We should consider data sets. For example, for some criteria there are age ranges required by the MU objective. Instead of defining a scenario for each age range (senior, adult, pediatric), does it make sense that all the criteria should be included but that the test data should differ?

[C. Ross] So the adult scenario is enough to create a sufficient frame.

[D. Kates] If there Is a specific attribute that applies to a certain type of patient (e.g. adult, senior, pediatric…) just note in the testing criteria (e.g. “special consideration for…”)

Action Item – Will need to go back through the scenario and indicate the patient-specific considerations
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 are 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. 	Comment by McCue, Elizabeth: Action Item – Need to add this in the into the scenario. It is only reference here, but is not actually incorporated in the scenario.
The scenario 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 practice. 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 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 their 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 typical workflow that occurs at an Eligible Providers site of care. There are a variety of actors and interactions throughout the sequence.
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)(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(i)
	Generate Patient List
	http://healthcare.nist.gov/docs/170.302.i_GeneratePatientLists_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

	170.304(e)
	Clinical Decision Support
	http://healthcare.nist.gov/docs/170.304.e_ClinicalDecisionSupportAmb_v1.0.pdf

	170.304(f)
	Exchange of clinical information and patient summary record
	http://healthcare.nist.gov/docs/170.306.f_ExchangeClinicalinfoSummaryRecordIP_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

	170.306(h)
	Advance directives
	http://healthcare.nist.gov/docs/170.306.h_AdvDirectives_v1.0.pdf

	170.314(a)(3)
	Patient Reminders
	(link to the 2011 TP)
http://healthcare.nist.gov/docs/170.304.d_GeneratePatientReminders_v1.0.pdf

	170.314(a)(4)
	Vital Signs
	(link to the 2011 TP)
http://healthcare.nist.gov/docs/170.302.f.1_vitalsigns_v1.0.pdf 


Scenario Assumptions:
The site of service is a typical outpatient provider’s office. The office 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 practice sees adult patients over the age of 18.
The actors/users of the system include:
· Administrative personnel
· Non-licensed cClinical personnel	Comment by McCue, Elizabeth: [L. Johnson] Some personnel are licensed and some are not.

[J. Heyman] Recommend removing the word “non-licensed’
· Licensed eligible providers 
An adult patient is being seen by the provider for an initial visit.
Once the patient is seen by a variety of administrative and professional staff and care is rendered, theyhe/she will be referred to another provider for additional care.
Work Flow:	Comment by McCue, Elizabeth: Will revisit these scenarios after the Final Rule is published.

M. Tripathi would like to include secure messaging and view/download/transmit

C. Ross would like to include the patient engagement certification criteria
This scenario assumes a clinical work flow that is categorized in three iterative phases: a pre-visit, a visit and a post-visit set of activities to represent the typical patient and provider experience as they interact with the Certified EHR. 
In each phase the 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.

Note: The bullets within each phase do not indicate sequence. Rather, each bullet must be satisfied within the relative phase.

Pre-Visit Phase:
The patient calls the provider seeking an appointment for a newly identified medical condition. It is the patient’s first visit to the provider.
The administrative staff logs into the EHR system using his/hertheir log in credentials and records the patient’s demographic information which he/shethey inputs into the EHR.
After being away from the EHR system for 10 minutes, the system automatically logs the staff member off.
[bookmark: _GoBack]Several days later, in preparation for the patient’s initial visit, the administrative staff uses theirhis/her EHR to produce a patient list for the following day which includes the visit of his/her new patient.
Visit Phase:
Upon arrival, the patient may provide additional information before being seen by the provider through the use of a general health questionnaire which collects:	Comment by McCue, Elizabeth: [C. Ross] Could also say “Prior to or during the exam, the following information is gathered’
· History of present illness 
· Past medical history to include problems, past illness and surgeries
· Complete review of all systems
· General health history to include smoking status
· Family medical history
· List of implantable or external medical devices, if any.
· Active medication inventory which include medications the patient is currently taking
· Past medication history to include medications that the patient is no longer taking, has discontinued using on his/her their own or on medical advice, effects and side effects.
· Inventory of over-the-counter medications and dietary supplements, if any
· Know drug, food or environmental allergies
· Consents, power of attorney, and advance directives
The patient may have downloaded the forms from the provider’s website and filled in the information in advance of the patient’s visit. In either case, this information is collected during the registration process using the forms as instructed. The patient is positively identified by the staff using name and date of birth. Some form of identification is asked to be provided. The staff record demographic information into the Certified EHR to include name, date of birth, preferred language, gender and with the patient’s permission, race and ethnicity.
Once registration is completed, the patient is asked to please wait and theyhe/she will be seen shortly.
The patient is called to be seen. TheyHe/She areis identified and evaluated.  His/Her vital signs, including, at a minimum, height, weight, and blood pressure, are measured and recorded.  by non-licensed personnel such as a health aide who measure and record the patient’s vital signs to include, at minimum, height, weight, and blood pressure.
During the visit with the provider, the provider reviews and discusses the information provided by the patient on the forms now entered into the EHR by the provider’s staff. The provider then performs a complete or pertinent physical examination that includes a complete review of all systems. The provider notes normality and abnormality during this exam and the information is collected and entered into the EHR during or after the examination.
Using the EHRs Clinical Decision Support functionality, the system provides the clinical guideline approved by the provider for rule out Diabetes Mellitus, Type 2
During the visit, the provider decides that diagnostic testing is required and enters the following orders into the EHR:
· Laboratory tests to include a lipid panel, HbA1C, and a complete chemistry panel which are sent  electronically to the laboratory.	Comment by McCue, Elizabeth: [J. Travis] We have a problem later with the clinical summary. If it follows the function of stage 1, it requires data that includes lab results, and we do not address entering lab results into the system.

Action Item – Need to add section for entering structured lab results into the system prior to production of the clinical summary. Need to indicate what labs are pending.
· X-rays of chest and abdomen which are printed out and faxed to the radiology practice one floor below the providers’ office.
During the visit, the provider also orders a referral to another provider for additional expertise based on preliminary findings. The provider electronically sends the patient summary to the preferred provider.
In addition, the provider will use the prescribing and medication management functions contained in the EHR to order prescriptions for the patient electronically. The provider selects several medications from the system such as flu and pneumonia vaccinations and the system checks to see if these medications are contained on the patient’s drug formulary as provided by the patients’ health plan. 	Comment by McCue, Elizabeth: [J. Travis] How are you going to the drug formulary check if you are not going to require the formulary plan benefit transaction to be used? How will you get access to the drug formulary?

Action Item – D. Kates will follow up with J. Travis to determine what the expectation is in order to accomplish a drug formulary check.
Before the provider completes the order, the EHR performs a drug-drug, drug-allergy check to ensure that the medications are safe for the patient to take. In completing the order, the provider selects the patient’s preferred pharmacy and sends the prescriptions electronically for the patient to pick up after the visit.
As the visit ends, the provider either selects uses their EHR- to selectuggested patient specific educational resources identified by the patient’s specific clinical information or other relevant patient specific education resources not suggested by the EHR which theyhe/she prints out. The provider instructs the nurse to review the information with the patient and the patient is provided a copy.  The provider also asks the patient if theyhe/she would like an electronic or paper copy of their visit summary electronically or on paper. The patient requests a paper copy.elects to have the provider provide a paper copy. 
While the patient’s blood samples are taken for the laboratory, the provider enters in the appropriate diagnosis code for Diabetes Mellitus Type 2 into the EHR and asks the patient to return to the registration staff to schedule a follow up visit in two weeks.
Post Visit Phase:
After the visit is completed and the laboratory information and radiology test results and interpretations are received and imported electronically into the EHR, the professional staffs are notified via the EHR’s alerting function. The results are reviewed by the provider responsible for the patient’s care.
The provider’s staff generates a patient summary record in the required format and electronically submits it to the provider he/she has referred the patient to for further care. After seeing the patient, the second provider provides the referring provider an electronic copy of the care delivered to include problems, additional laboratory results and medications all of which are electronically incorporated into the referring EHR.
Upon input of new medications prescribed by the second provider, the system presents data to allow performs a reconciliation of the medication list that exists in the EHR and the information provided by the second provider. The reconciliation is performed and reviewed by a member of the professional staff and reconciled appropriately.
As is routine for the practice to improve the wellness of the patients it serves, the staff uses the EHR to electronically generate a list of patients who require follow up care. The list is generated based data in the EHR and sorted based on the provider’s preferences. The data could derive from the: problem list, active medication list and medication allergy lists contained in the EHR. Since the patient has a condition needing follow up care based on out of range laboratory test results, the patient’s name appears on the electronically generated list and the patient is contacted by the administrative staff to schedule a follow up visit. 
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