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A Brief History of EHRs

1967 LDS begins using HELP

1972 Regenstrief Medical Record in Indiana
1981 PHAMIS founded in Seattle

1985 VA begins using DHCP

2009 ARRA passes

1965

1970 1975 1980 1985 1990 1995 2000 2005

1971 TDS at El Camino uses CPOE

1969 COSTAR implemented at Harvard 1994 Cerner releases Powerchart

1968 Larry Weed publishes NEJM article on POMR
1992 Epic releases EpicCare
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The Day the EHR Died
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Texting While Doctoring: A Patient Safety Hazard

Christine A. Sinsky, MD, and John W. Beasley, MD
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Tcxting while driving is associated with a 23-fold
creased risk for crashing (1) and is illegal in most s SundayReview  oriNiON
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The Rise of the Medical Scribe Industry
Implications for the Advancement of Electronic

Health Records

With federal meaningful-use incentives driving adop-
tion of electronic health records (EHRs), physicians are
increasingly concerned about the time spent document-
ing patient information and managing orders via com-
puterized patient order entry (CPOE). Many perceive
thatthe inefficiencies of EHRs are adversely affecting the
quality of care, and because physicians see fewer pa-
tients per day, income may decline.’ Although physi-
cians approve of EHRs in concept and appreciate their
future promise, the current state of EHR technology has
increased physician dissatisfaction.’ Poor EHR usabil-
ity, time-consuming data entry, reduced patient care
time, inability to exchange health information, and tem-
plated notes are central concerns. Physicians empha-
size that EHR technology—especially user interfaces—
must improve,’ and a new industry has emerged
nationally to provide physicians with medical scribes.
Use of medical scribes—unlicensed individuals
hired to enter information into the EHR under clinician
supervision—has increased substantially.? Scribes
reportedly enable physicians to see more patients;
generate more revenue; and improve productivity,
efficiency, accuracy of clinical documentation and bill-

enced"” medical scribe, and periodic reassessment of the
scribe’s effectiveness.® PhysAssist Scribes emphasizes
that “great scribesaren't just born—they’re made," so it es-
tablished a “scribe university...a five-day training pro-
gram unlike any otherin theindustry.® PhysAssist was re-
centlyacquired by TeamHealth, one of the nation's largest
providers of hospital-based dinical outsourcing.
Estimates on growth of the medical scribe industry,
its constituent companies, or of its principal service arean-
ecdotal. No agency of state or federal government cur-
rently monitors—or regulates—the growth or activities of
this new health care industry. Many smaller local compa-
nies either do not have websites or advertise only as medi-
calstaffingagencies. The 22 companieslisted in theeTable
(inthe Supplement), likely an underestimate of theindus-
try’s breadth, offer services in 1058 locations. The chief
executive officer of ScribeAmerica, the largest US scribe
company, estimates that 10 000 scribes are working in
hospitals and medical practices around the country.® Ac-
cording to the ACMSS, the number of medical scribes has
been doubling annually, with about 20 000 expectedto
beworking by theend of 2014.” Theindustry “expects [its]
ranks to swell to 100,000 by 2020.” If accurate, in 6
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EHR distracts from
personal connection
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Task Force Goal

Create recommendations to assure EHRs fit well
into evolving workflow of health care delivery,
support team-based care, enhance productivity
and safety, and are as easy as possible to adopt.
Highlight especially roles that AMIA could be
playing to advance those recommendations.
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EHR 2020 Task Force Timeline

Charge by AMIA BOD April 11, 2014

Activities

Invited task force members

Four teleconference calls: June 13, July 14, September 30, December 3, 2014
Two face-to-face meetings Chicago (August 28) Washington, DC (Nov 16, 2014)
Delphi survey of AMIA membership.

Annual Session Late Breaking Session: “AMIA Task Force on Status and Future Direction of EHRs:
Early Findings and Your Thoughts”

Final work products

Final report approved by AMIA BOD: April 8, 2015
Public release: May 29, 2015

/\\I/\ www.amia.org



EHR 2020 Task Force Recommendations

Full text available at http://jamia.org

Report of the AMIA EHR 2020 Task Force on
the Status and Future Direction of EHRs

Thomas H. Payne,' Sarah Corley,? Theresa A. Cullen,® Tejal K. Gandhi,*
Linda Harrington,® Gilad J. Kuperman,® John E. Mattison,” David P. McCallie,®

N\MI/\ OXFORD
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Clement J. McDonald,® Paul C. Tang,'® William M. Tierney,"" Charlotte Weaver,'?

Charlene R. Weir,'® Michael H. Zaroukian'

Over the last 5 years, stimulated by the changing healthcare
environment and the HITECH Meaningful Use (MU) EHR
Incentive program, EHR adoption has grown remarkably, and
there is early evidence of benefits in safety and quality as a
result.”? However, with this broad adoption many clinicians
are voicing concerns that EHR use has had unintended clinical
consequences, including reduced time for patient-clinician in-
teraction,” transferred new and burdensome data entry tasks
to front-line clinicians,*® and lengthened workdays.®"®
Interoperability between different EHR systems has languished
despite large efforts.®'® These frustrations are contributing
to a decreased satisfaction with professional work life.'"'% '3
In professional journals,'* press reports,’>'®'” on wards and
in clinics, we have heard of the difficulties that the transition to
EHRs has created.'® Clinicians ask for help getting through
their days, which often extend into evenings devoted to writing

Much of the focus of the last decade, via MU and other in-
centives, was to encourage providers and other health profes-
sionals to implement EHRs and use them to capture and share
data important to quality and cost. The work now ahead is to
ensure that these systems are designed and implemented in a
way that yields promised benefits to efficiency, quality and
safety with fewer side effects.?®> While cost, usability, and other
considerations are important, patient safety and quality of care
need to guide how we optimize these systems.

There can be a tension between efficiency and safety.
Medication reconciliation is a good example—medication er-
rors at transitions of care are a significant safety concern and
represent a rationale for adding safeguards despite the impact
on time and process.?® EHRs now include detailed processes
to reconcile medications that some providers feel add to their
workload and slow them down. Informed by careful stud-
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Health, Education

U.S. SENATE COMMITTEE ON
CHAIRMAN  RANKING MEMBER ~ HEARINGS  COMMITTEE ACTIONS  ABOUT Q
Labor & Pensions

Home Hearings

FULL COMMITTEE HEARING
Health Information Exchange: A Path Towards Improving the Quality
and Value of Health Care for Patients

Date: Wednesday, June 10, 2015
Time: 10:00 AM
Location: 430 Dirksen Senate Office Building




EHR 2020 Task Force Recommendations

Ten recommendations in five areas

1. Improve documentation requirements and functionality to
empower patients

2. Refocus regulations so that patients and their caregivers can
derive the most benefit

3. Increase transparency
4. Foster innovation
5. Support person-centered care

Full text available at http://jamia.org
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Improve documentation requirements
and functionality to empower patients

Recommendations [,2,8,9

NEED

* Documentation takes up large amount of time and effort.
* Physicians now carry the largest burden for documentation.
* The patient’s story needs to be easy to find and easy to understand.

* “Note bloat” has exploded due to writing shortcuts (e.g. copy/paste).
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Refocus Regulations

Recommendations 4, 5

NEED

e Clear and simple certification of MU regulations.
* Respond nimbly to new external demands.
e Current emphasis on E/M format optimizes support for billing, but does not result in a

note that easily conveys the essence of the visit.
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Increase Transparency

Recommendations 6, 7

NEED

* Need to empower providers to pick the best system(s) for their practices.
* Researchers need to present analysis and research that involves EHRs.
* Users need to share potential EHR patient safety issues.
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Foster Innovation

Recommendations 3, 8,9, 10

NEED
* Need to imagine and build next generation of EHRs.
Public standards-based application programming interfaces (APIs) and data standards.
Permit patients to gain access to their entire medical record.

Investments in research on how best to capture and integrate data, and to desigh new
interfaces.
To know how to better use data to change individual behavior and system change.
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Support Person-Centered Care

Recommendations 3, 8,9, 10

* To integrate the full spectrum of the patient’s data — a medical home.

Public standards-based application programming interfaces (APIs) and data standards.
Permit patients to gain access to their entire medical record.

Investments in research on how best to capture and integrate data, and to desigh new
interfaces.

To know how to better use data to change individual behavior and system change.
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The future has already arrived; it just isn't evenly distributed.

William Gibson

24



Our brains are designed for speech

auditory ™ auditory

association




¥ Follow

patients and clinicians on the same page

)

What is OpenNotes?
Sharing clinicians' notes with
patients—a simple idea for
better health More >

Why it Works

Patients become more
actively involved in their
care More >

Get Started
Check out our toolkit
More >

A Patient’s View of OpenNotes:

“Greater knowledge about one’s medical condition has a Find Participating Sites >
strong tendency to level the playing field.” »



Intake unique

keep rest | reject rest [ clear ]

Calciferol
600 IU PO daily

calcium carbonate
500 mg PO QID

dabigatran
150 mg PO BID

metformin
850 mg PO daily

Micronase
5mg PO daily

Tirosint
100 mcg PO daily

vitamin B12
1000 mcg SC gMonth

m Nothing to display.

Identical

keep rest | reject rest

Intake similar

keep rest | reject rest [ clear ] [ clear )

acetaminophen
1g PO g6h prn pain

lorazepam
1 mg PO g8h prn anxi...

tramadol
50 mg PO g6h prn pain

Aricept
10 mg PO daily

Plavix
75 mg PO daily

Prozac
20 mg PO daily

Zestoretic
20 /12.5mg PO daily

Lipitor
40 mg PO daily

Toprol XL
25 mg PO daily

[ case : pulmonary disease 2 corrected ]

Hospital similar

keep rest | reject rest

Hospital unique

[ clear ) keep rest | reject rest [ clear ]

cephalexin
500 mg PO g6h

enoxaparin
40 mg SC daily

insulin sliding scale
SC q4h prn

Lantus
20 mg SC gHS

donepezil
10 mg PO gHS

clopidogrel
75 mg PO daily

fluoxetine
20 mg PO daily

hydrochlorothiazide
12.5 mg PO daily

lisinopril
20 mg PO daily

rosuvastatin
40 mg PO daily

metoprolol
50 mg PO BID
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EHR problems are solvable and the future for EHRs is bright.

Thank you!

tpayne@u.washington.edu
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