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* Scope: The HL7 EHR System Functional Model provides a reference list of
functions that may be present in an Electronic Health Record System (EHR-
S). The function list is described from a user perspective with the intent to
enable consistent expression of system functionality. This EHR-S Functional
Model, through the creation of Functional Profiles for care settings and
realms, enables a standardized description and common understanding of
functions sought or available in a given setting (e.qg., intensive care,
cardiology, office practice in one country or primary care in another
country).
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773 )—® 4 : Care Provision

u BENOT T DREICHERIEEDSZEA

CP.1 |Manage Clinical History
CP.2 |Render Externally-sourced Information
CP.3  |Manage Clinical Documentation . . .
P4 |Manage Orders Example child functions:
CP.5 |Manage Results CP.1  |Manage Clinical History
CP.6 |Manage Treatment Administration [CP11 |Manage Patient History
CR7 Manage Future Care Manage Allergy, Intolerance and Adverse Reaction
CP.8 |Manage Patient Education & Commu P12 |List —
— —CP1.3 |Manage Medication List
CP.0 |Manage Care Coordination & Reportin o7 e
CP1.5 |Manage Strengths List
CP1.6 |Manage Immunization List
Manage Medical Equipment, Prosthetic/Orthotic,
CP1.7 |Device List
CP1.8 |Manage Patient and Family Preferences
psihe T ordocumertcentrpublic emp_ABAT4FDF-1CZ3 BAIT s ”
—-BABEA RRES 27 LIRS
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Care Provision CP.1.33rR¥

Confo

rmance Criteria (Normative)

CPi3 - BEERE (BIF, 773>, IERESOR
Function by EbIO U o BEONE RKIER) 75
Manage Medication Lis HEE IR NOEIR
Sla_len]enl: ate  and 1. The system SHALL provide the abili lo_manage a pan_er!lfsper.lﬁc 0C.1.4 2#1 c 76
maintain patiel Statement (Normative) tion rescriptions.
medication lists. al 1o manage \%
= b ST, BEREOH
Description: Medication lists EREIF . FBEDOILE  duding nan?e!}them\nm ‘/’ZTL\(ZL & %#%ﬁkogjz
are  managed time 2 NOVERR LRSS ORM), prescriber, ordering I Z N ARTE I DHLRE
whather over the courss i timing, duration and route an ﬁ{ﬂbf‘b‘h(i\f‘BT‘b\
it ta the lifeti ite of administration), quantity, formulation and ancillary instructior| NU/d AL/ D/d Ve
:?’ anr ;aﬁ};hm Thi I::n:\nrz of practice, organizational policy and/or jurisdiction{] SHALL
medication history for any Description (Reference .
medication including, over-the- o p ( ) fo “:";399 as ,‘1'5::9;" gata
counter products, alternative %ﬁbﬁﬂﬁﬂ aptured Investigational Product NC 78
supplements  and  herbal i tice, organizational policy and/or ( N
ﬁza:z:gszs' “5:2 ;:zwabr::i 4. The system SHOULD provide the ability to capture all dates associated SHALL : M‘g.gékan%
limited to provider orders/ with medications including start, end, and discontinuation dates SHALL NOT : m.ltg—é
prescripﬁonspbm may  also according to scope of practice, organizational policy and/or judsdictional | SHOULD : jﬁﬁaﬂa
H H law. =
g}gt‘:&;ﬂ'gﬁtzﬁ& without | 3+ The system SHALL provide the ability to capture and maintain currefir MAY : FF&n?
prescription, over the counter and historical patient-specific medications in the Medication List.
medications  and patient- 6. The system SHALL provide the ability to capture non-prescription
reported medications, etc.All medications including over Ihe cuunler and complementary medications | DC.1.4.2#6 81
ertinent  dates,  including such as vitamins, hig ==
Pedieation start. modieation, | 7. The system SHALL M Normative : ERIEBEEUTHL7 D% Eﬁ"-x'CafgiEé
and end dates are stored. 5 f'r;"‘m”ated ";':‘J&E «."50)
Medication Lists may also - The system o =
include additional info}r‘rnation captured”. - REference . ?/égllﬁiﬁ
such as age-specific dosage. 9. The system SHALL provide the ability to render a Medication List NG a4
excluding medications that have been tagged as "erroneously captured”.
10. The system SHALL render an indicator that a medication is tagged as
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$373')—® 45 : Care Provision Support

B BENOTTORMETIEITZDICHEBRIEEENSEZZ N
®m Care Provision®O&Fv I —(CHHSELTWS

CPS.1 |Record Management

t y ; . . .
g CPS.2 |Support Externally-sourced Information Example Chlld funCt|OnS.
= CPS.3 [Support Clinical Documentatian

‘2 |CPS.4 [Support Orders cps.4 Support Orders

.g CPS.5 |Support Results CPS.4.1 Manage Order Set Templates

S CPS.6 |Support Treatment Adm|__CPS.4.2 Support Medication & Immunization Orders

: CPS.7 [Support Future Care CPS.4.2.1 Support for Medication Interaction & Allergy Checking
S

m

Q

CPS.8 |Support Patient Educati¢ CPS4.2.2 Support for Patient Specific Dosing and Warnings

CPS.9 |Support Care Coordinati| CPS.4.2.3 Support for Medication Ordering Efficiencies

CPS.4.2.4 Support for Medication Recommendations
CPS.4.3 Support for Non-Medication Ordering
CPS.4.4 Support Orders for Diagnostic Tests
CPS.4.5 Support Orders for Blood Products and Other Biologics
s s 7 rgldocumentcenterpublc_emp_ABATAFDF-1C23 BALT-0 y pt
—RAEEA BN 2 7 LIRS

aamis 777 3')—® | Population Health Support

B RRT L B EFMT. T7OER £ AREE
#7789 DHERE

POP.1

Support for Health Maintenance, Preventive Care and Wellness

PQOP.2

Support for Epidemiological Investigations of Clinical Health Within a Population

POP.3

Support for Notification and Response

POP.4

Support for Monitoring Response Notifications Regarding a Specific Patient's Health

POP.5

Donor Management Support

POP.6

Measurement, Analysis, Research and Reports

POP.7

Public Health Related Updates

POP.8

De-ldentified Data Request Management

POP.9

Support Consistent Healthcare Management of Patient Groups or Populations

Population Health Support

POP.10

Manage Population Health Study-Related Identifiers

Example child functions:

POP.6 |Measurement, Analysis, Research and Reports

POP.6.1 | Outcome Measures and Analysis

POP.6.2 | Performance and Accountability Measures

POP.6.3 | Support for Process Improvement

POP.6.4 | Support for Care System Performance Indicators (Dashboards)

hitps:/Awwwhi7.org/documentcenter/public_temp_AB474FDF-1C23-BAL7-( HR pf
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aaHIs P73 —®45: Administration Support

- BRESIVUBEEZECEEXE

As.1 |Manage Provider Information

AS.2 |Manage Patient Demographics, Location and Synchronization

AS.3 |Manage Personal Health Record Interaction
AS.4 |Manage Communication

AS.5 |Manage Clinical Workflow Tasking
AS.6 |Manage Resource Availability

AS.7 |Manage Encounter/Episode of Care Management

AS.8 |Manage Information Access for Supplen

1 Manage Provider Information

AS.9 |Manage Administrative Transaction Pro| AS
las.1.1 Manage Provider Registry or Directory
Exa m pl e Ch |Id fu nCtionS . lns.1.2 Manage Provider's Location Within Facility
lns.1.3 Provider’s On Call Location
lns.1.4 Manage Provider's Location(s) or Office(s)

lnS.1.5 Team/Group of Providers Registry or Directory

InS.1.6 Provider Caseload/Panel

Ins.1.7 Manage Practitioner/Patient Relationships

hit hi temp_s pdf
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(AaAHIS B T73')—®D: Record Infrastructure

o EOER. SLERXODEA. R EIERE
o JY—R1IMDIN.2(FLEXEIE. AuditZR<). IN.8(EBET —H
AT/JART) . INIO(ERERS AT HAUIL)EED

RI.1.1 Record Lifecycle

RL1 | Record Lifecycle and Lifespan 5777 Driginate and Retain Record Eniry

RIL112 ;mend Record Entry Content

RI.2 Record Synchronization RIL113 Translate Record Entry Content

1.1.14 IAttest Record Entry Content

RL3 Record Archive and Restore |[RI.1.1.5 View/Access Record Entry Content

RI.1.1.6 [Transmit and/or Disclose Record Entries
RIL1.1.7 Receive and Retain Record Entries
RIL1.1.8 De-identify Record Entries

Exa m pl e Ch | |d fu nctions: RIL1.1.9 Pseudomynize Record Entries
RIL1.1.10  Re-identify Record Entries
RIL1.1.11 Extract Record Entry Content

hitps:/iwww.hI7.org/documentcenterfpublic_temp_ABA74FDF-1C23-BAL7-0C! paf
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(TAHIS #7373 )—®D 1 : Trust Infrastructure

o DY—=R1LIDFIR—I LS +AuditZ BT
TI.1 | Security

TI.2 | Audit

TI.3 | Registry and Directory Services

Tl.4 | Standard Terminology and Terminology Services

TI.5 | Standards-Based Interoperability
TI.6 | Business Rules Management

Tl.1 Security

TI.1.1 | Entity Authentication

TI.1.2 | Entity Authorization

TI.1.3 | Entity Access Control

. . TI.1.4 | Patient Access Management
Example child functions: 15 [Nonrepudiation

TI.1.6 | Secure Data Exchange

TI.1.7 | Secure Data Routing

TI.1.8 | Information Attestation

TI1.1.9 | Patient Privacy and Confidentiality

TI.7 | Workflow Management
TI.8 | Database Backup and Recovery

T1.9 | System Management Operations and

hitps:/Awww.hi7.org/documentcenterfpublic_temp_ABAT4FDF-1C23-BAL pdf
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Care Provision Support (CPS)

Population Health Support (POP)

Trust Infrastructure (TI)
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1. Overarching Section Yot 2

ov.1

Function

Overarching Criteria

(ERATEOPASE

Statement: Overarching criteria are those that apply to all EHR Systems.
FEREAEE : 22T EHR v A7 AT S5 el 7 L,

Description: The Overarching Section contains Conformance Criteria that apply to all EHR
Systems and consequently must be included in all EHR-S FM compliant profiles. These criteria
are grouped under a single Function.

HEREGIAH : A7 3 VT2 TCHOEHR VAT AICHA SN2 BEERELZTLRLTBY ., #toTZh
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2. Care Provision Section

CP.1 32

Header
Manage Clinical History
s PR A B
Statement: Manage the patient's clinical history lists used to present summary or detailed
information on patient health history.

BEREMRER - BB OFEICET 20~ U —H 2 WITFEMIERZ R T 720N S FEY 2 F 2 &P
60




Description: Patient Clinical History lists are used to present succinct "snapshots" of critical
health information including patient history; allergy, intolerance and adverse reactions;
medications; problems; strengths; immunizations; medical equipment/devices; and patient and
family preferences.

BERESEA . BB O 2 M, WROMEERR ATy 7 ay FThO, B, 7LrX— 3y
AMEME « BIVER, SRR, W5, a7 L a, A - 550, TR, ERTBAEE, BESHEKOE
M7 & EETe,

CP.1.1

Function

Manage Patient History
BE OREAERE O L

33

Statement: Manage medical, procedural/surgical, mental health, substance use, social and family
history. This includes pertinent positive and negative histories, patient-reported or externally
available patient clinical history.

PERERLEE « B O (S IRRDZ ., JLE - FIN, RErRapRiE, thafE - SORE 2T T 5, BT, 2
PEFT A, BEARANCL D, HDWIE, 2D AT LImEE & T,

Description: The history of the current illness and patient historical data related to previous
medical diagnoses, surgeries and other procedures performed on the patient, clinicians involved
in procedures or in past consultations, and relevant health conditions of family members is
captured through such methods as patient reporting (e.g., interview, medical alert band) or
electronic or non-electronic historical data. This data may take the form of a pertinent positive
such as "The patient/family member has had..." or a pertinent negative such as "The patient/family
member has not had...". When first seen by a health care provider, patients typically bring with
them clinical information from past encounters. This and similar information may supplement
locally captured documentation and notes wherever appropriate. Information regarding the
patient's living situations may be an important means for a provider to uniquely identify a patient
or to identify illnesses that may occur within a given proximity. Information regarding past or
present living situations or environmental factors related to the patient or the fetal death may
include a description of the father's type of occupation and occupational demographic information
(such as the name and location of the employment). For example, it may be important for the
clinician to know that the patient works in an occupation where lead exposure is common. It may
also be important for the clinician to know that the patient lives in a household where asbestos
routinely appears on clothing.

BERERLEA : BE OB ON A HREHE, BRT 79— b3 DD W0IE, B3R L 5 8E
T =2 N OELNTBURE, BiRlIOZE « T - TOMOWEIZET 20T — &, Eea
NT—va R U ER, BT DR OARIRREZ & BT R & LT, Bz TREH D
VNEZFRIZ » « « DAL Fawvu, fBEEgr e LT TRE/FEBEIC - - TR eNenoT)
AN, ERENNDTEREYZ L LE, BEIIREOZZ TEON-ZEERAES L VWD D
ENZ, ) LR HEE OGS, @Y REa1E. 2RO THRLN S/ — MaMied
%o BEOAETEREBIZET AERIT, EEZICE > TEREEFHEL. DI ORAE LS 5595
ERETHET, EEATELRVES, BEAHDO, HH5WFREORTICEL W E F2ITHE
DOEFEEREE., HDVITERER 7L L TE, RO, BEORMEGEHLOLFCHAN R ENEEN
Lo BlzIE, BENNADEBEOLH HHEFICONTVENENEED Z LT, ECE > TEETH
b5y FLETARA MPRKRICAHET D L) RERBECHLINEINLEETH D,
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CP.1.2

Function

Manage Allergy,
Intolerance and Adverse
Reaction List

T LVE— AR, EIE
U A NDOER

Statement: Manage patient-specific allergy, intolerance and adverse reaction lists.
BEREMEEE : BE DT LA X — ANt KORWEM DU 2 M 28T 5,

Description: Allergens to substances, (including immunizations), are identified and the list of
allergies is captured and maintained over time. Information regarding allergies may be coded or
free text; coded information is preferred (where possible). In this function the term "allergy" is
used to refer to allergies, intolerances, adverse reactions and sensitivities. All pertinent dates,
including patient-reported events, are stored and the description of the patient allergy and
adverse reaction is modifiable over time. The entire allergy history, including reaction, for any
allergen is viewable. The list(s) includes all reactions including those that are classifiable as a true
allergy, intolerance, side effect or other adverse reaction to drug, food or environmental triggers.
Notations indicating whether item is patient reported, and/or provider verified are maintained.
The term 'true allergy' is defined by the US National Library of Medicine as: an allergy that is
caused by a series of chemical steps in the body that produce the allergic reaction. The allergy
information that should be captured may vary according to scope of practice, organizational policy,
and/or jurisdictional law. For example, the documentation requirements regarding an allergic
reaction to a substance that is reportable may require a higher level of data capture.

BSEEHER : WEICH T DT LA R E) B RE L, TLAX—0U A &R L, R
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CP.1.3

Function

Manage Medication List
BEFE) A N OB

Statement: Create and maintain patient-specific medication lists.
BEREBEE . BE OB GIEAER LR T 5,

Description: Medication lists are managed over time, whether over the course of a visit or stay, or
the lifetime of a patient. The entire medication history for any medication including, over-the-
counter products, alternative supplements and herbal medications, is viewable. Medication lists
are not limited to provider orders/prescriptions but may also include, for example, pharmacy
dispensed medications without prescription, over the counter medications and patient-reported
medications, etc. All pertinent dates, including medication start, modification, and end dates are
stored. Medication Lists may also include additional information such as age-specific dosage.

BERERRLEA . B8 DA 2 APt d D VITEIRIC O 0 (IIEE D 2 b R 2 3 > THEFRF 9%, OTC,
REFTNRA b W EE ST _XTUCET 2R EEPEE T 5 2 L, BEET, ERBICLS
F—LRWTZE Db DITRS T, WG L OFHIFE, OTC HOWITEEFREICLLbDRELE
te, BAGGA, ZHEA, K THZIZILD, TXCOBMY 5 Bt 24173 5,

76

77

78

80

81







102
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CP.1.4 108
Function

Manage Problem List
A ATV SN) ¢

Statement: Create and maintain patient-specific problem lists.
BEREBEE . B E O v 7 LAY R MR LKERFT 5,

Description: A problem list may include, but is not limited to chronic conditions, diagnoses, or
symptoms, injury/poisoning (both intentional and unintentional), adverse effects of medical care
(e.g., drugs, surgical), functional limitations, visit or stay-specific conditions, diagnoses, or
symptoms. Problem lists are managed over time, whether over the course of a visit or stay or the
life of a patient, allowing documentation of historical information and tracking the changing
character of problem(s) and their priority. The source (e.g., the provider, the system id, or the
patient) of the updates should be documented. All pertinent dates are stored, including date noted
or diagnosed, dates of any changes in problem specification or prioritization, and date of
resolution. This might include time stamps, where useful and appropriate. The entire problem
history for any problem in the list is viewable.

BSEESER . 7 L AU 2 Mk, BIERSIREE, B2, EE. BEEY P EGE KNS E D),
EFITAORERFRWI 20X, A, SBHILES), FEREMIHIR, S22 H 2 WIT ABEREEA OBk
BT - JEESE A G, a7 LAY R NI, Ak, ARt EEZMDO TR A B> TEFHS
Nz, 2k, a7 L A0ORBEBSCEOBHEEDO SCELNAREL 70D, FHICEL D EHR Y —
APRHEE, AT 4 ID, BES) LT D, T TCOET S AfGESE., Z2fH, a7 LA
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BEbHDH, T_XTCOTaTd VAR, VAR POWNRb 7o 7 VABLETEHZ L,
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CP.1.5 134

Function

Manage Health-Related
Factors List
fERICBEP 2 ZER Y X K
DE

Statement: Manage patient-specific health-related factors.
BEREBEEE - B OREICE DL 2 ER A EHT 5,

Description: A patient's strengths (positive factors) or weaknesses (negative factors) may impact
a patient's care or recovery and may be recorded as part of the EHR to support the development
of care plans and treatment options. Examples of health factors include family support, financial
support, health insurance levels, overall health, personal health behaviors (e.g., tobacco, physical
activity, sleep), body mass index, employment status/type, access to care, or education level. Note
that heath factors may be included in the Problem list (CP.1.4) which may include problems or
strengths (e.g., ambulatory status or addictions). An example of an active patient-specific strength
is an elderly parent receiving care from an adult child during the adult child's summer break from
college. A patient's care may be affected by certain positive or negative factors. For example,
coverage by insurance (a positive health factor) versus unemployment (a negative health factor).

BERESER : BE OMWVEGR YT 0 THER)H D WVIEI WS AT ¢ ZTER)IZ, BE ST, BE O
B L RIETRREMEN H Y . 7 T EHEPIRIEA 7Y 3 v OVER A2 3BT 5 7=, EHR o—# &
LCRigkSNG 5, REFEICED D ER E L TX, FROZE, BHEOE, RERO L~ @RI
. B OITENER (B EE), MEIRZR L), BML, EARGAERIE. 77 ~OT7 7B R HE LN
NI ERH L, BEZERIZZT a7 LAY A MIGEEREINDZERHDH, ZNZiF7T e 7 L ARESED
& A ETe, MAOHIE L TiX, BRA LT FHEER KBRS, SO o HEEZ2 L TWDAETH S,
BEF T, (ENDOT T AD, HAWTI~A T AEROEEEZZTHAREEND 5, B2, RER
DT 7 AFERNCRKRE( A T AHER)TH D,

135

136

137

CP.1.6

Function

Manage Immunization

TRIHEAE ) 2 - OFEER

Statement: Create and maintain patient-specific immunization lists.
BEREBEE : BE O PRI Y X b A {ER LEHT 5,

Description: Immunization lists are managed over time, whether over the course of a visit or stay,
or the lifetime of a patient. Details of immunizations administered are captured as discrete data
elements including date, type, manufacturer and lot number. The entire immunization history is




viewable.
BERERBA: TRIEE Y X ME, Aok, ABERED, ETBEFEOEEICDIE S0 % b, %%ﬁﬂ;bf: U)
BHIND, TOHEROEMI, B, 247, T3, vy bESZIIULOETHHRE T — 4 5
FELTHREIND, THEMOBREIIE CATHRTEIDHI &,
148
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CP.1.7 152
Function
Manage Medical
Equipment,
Prosthetic/Orthotic,
Device List
R -EHOU 2 RO
Statement: Create and maintain a patient-specific list of medical equipment, medical prosthetic,
orthotic, and/or implantable devices.
BERBEEE : A OERFEMHAE, ik, EH, HOIALREBEOY X N E{ER L, M5,
Description: Details of medical equipment, orthotic/prosthetic, and/or devices are captured as
discrete data elements including information such as device type, date issued, date implanted or
manufactured, device model number, device serial/lot number, manufacturer, supplier, involved
extremity, anatomical location, date of battery change, and other data elements which many be
required to correctly identify and track the equipment/device. The list may link to external
sources, such as the US Food and Drug Administration (FDA), so that the provider may be alerted




if the medical device is recalled. The entire equipment, prosthetic, orthotic, and/or implantable
device list is able to be rendered.

BERESIBA: T E. Flk - 3 E . B X O(E IR DA RTAEE 72 K OFEIE, (8B OBERE 7227 —
HFERL LTSNS, BIZIXREEOR, BITH, EER, #iER, BEOTT LERS, Haso v
VT NEes, WiE, Y774, KNOALE, Ny T URHH, Zofth, EfECHER LB 2 E
THERER, ) U a— B, EREAICEELZHED K912, U A M FDA 72 BRI~V o~
T HGERDH D,

153

154

156

157

161

CP.1.8

Function

Manage Patient and
Family Preferences
BE R L OHEED E O
B

164

Statement: Capture and maintain patient and family preferences.
BRI . BE B L OFEROENEEHT 5,

Description: This function is focused on the capture and maintenance of facts on patient/family
preferences. Patient and family preferences regarding issues such as language, religion, spiritual
practices and culture may be important to the delivery of care. It is important to capture these so
that they will be available to the provider at the point of care. Patient/Family preferences differ
from social history and Advance Directives as follows: Social history refers primarily to elements
of a patient's background that may impact on the patient's health (e.g., smoking, drinking,
occupation, abuse, etc.). Advance Directives refers to requests regarding care when the patient is




unable to competently make decisions about their own care (e.g., Do Not Resuscitate orders, living
wills).
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CP.1.9 170

Function

Manage Adverse Events

AEFZOEH

Statement: Capture and maintain adverse events.
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Description: This function is focused on the capture and maintenance of adverse events that have
occurred to the patient. The system should capture discrete information about the adverse event
to enable the rendering Serious Adverse Event (SAE) reports according to organizational policy,
?nd 01; jurisdictional law. Reporting may conform to the HL7 Individual Case Safety Reporting
ICSR).
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CP.2

Function

Render externally-
sourced Information
I — A WEE R

175

Statement: Render documentation and data that has been captured from multiple external
sources.

HEREIEEE B DA Y — 270 B S L 12 BT — 5 DR

Description: Documentation and data relevant to the patient record can be captured from many
external sources and should be rendered appropriately alongside other information in the patient
record. External sources are those outside the EHR system, including clinical, administrative, and
financial information systems, other EHR systems, Personal Health Record (PHR) systems, and
data received through health information exchange networks.
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CP.2.1 176
Function

Render externally-

sourced Clinical

Documents

GER Y — AR SCEE R

Statement: Render clinical documentation that has been captured from multiple external sources.
BEREAR L « AR DIMNER ) — R B L= 2 CEOHR

Description: Documentation relevant to the patient record can be captured from many external
sources and should be rendered appropriately alongside other information in the patient record.
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1. IF the system conforms to CPS.2.1 (Support for externally-
sourced Clinical Documents), THEN the system SHALL
provide the ability to render externally-sourced -clinical
documents.
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CP.2.2

Function

Render externally-
sourced Data}
SR Y — AT — Z R
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Statement: Render data that has been captured from multiple external sources.
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Description: Data relevant to the patient record can be captured from many external sources and
should be rendered appropriately alongside other information in the patient record (e.g., product
labeling information should be rendered alongside the patient's record).
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1. IF the system conforms to CPS.2.2 (Support for externally- | 179
sourced Clinical data), THEN the system SHALL provide the
ability to render externally-sourced clinical data.




CP.2.3

Function

Render Emergency
Medical System
Originated Data
HAERY 2T LFET
— X DHER
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Statement: Render emergency medical data that has been captured from multiple external
sources.
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Description: Emergency medical data relevant to the patient record can be captured from many
external sources and should be rendered appropriately alongside other information in the patient
record.
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Function
Render externally-

sourced Clinical Images
SR Y — ARG R

Statement: Render clinical images that has been captured from multiple external sources.
HEREAL L AR DIMER ) — A BUUE S 7= BRI B D3R

Description: Clinical Images relevant to the patient record can be captured from many external
sources and should be rendered appropriately alongside other information in the patient record.
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Function
Manage Patient-
Originated Data
BEHRT — 2 E

Statement: Capture and explicitly label patient-originated data, link the data source with the
data, and support provider authentication for inclusion in patient health record as well as
subsequent rendering of the information as part of the health record.
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Description: It is critically important to be able to distinguish clinically authored and
authenticated data from patient-originated data that is either provided by the patient for inclusion
in the EHR or entered directly into the EHR by the patient from clinically authenticated data.
Patients may provide data for entry into the health record or be given a mechanism for entering
this data directly. Patient-originated data intended for use by providers will be available for their
use.

Data about the patient may be appropriately provided by:
1. the patient;

2. a surrogate (parent, spouse, guardian) or

3. an informant (teacher, lawyer, case worker)

4. devices (e.g., blood pressure/sugar monitors).

An electronic health record may provide the ability for direct data entry by any of these. Patient-
originated data may also be captured by devices and transmitted for inclusion into the electronic
health record.

Data entered by any of these must be stored with source information. A provider must
authenticate patient-originated data included in the patient's legal health record. A provider must
be able to indicate they have verified the accuracy of patient-originated data (when appropriate
and when a verification source is available) for inclusion in the patient record. Such verification
does not have to occur at each individual data field and can be at a higher level of the data.
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1. The system SHALL provide the ability to capture patient- | ;g5
originated data and tag that data as such.
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2. IF the system provides the ability for the patient to capture | 1g¢
data directlyy, THEN the system SHALL tag the data as
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CP.3

Header

Manage Clinical
Documentation

PR LE OE B

191

Statement: Clinical Documentation must be managed including the capture of the documentation
during an encounter, maintenance and appropriate rendering.
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Description: Clinical documentation includes all documentation that the clinician may capture
during the course of an encounter with the patient or relevant to the patient. This includes
assessments, clinical measurements, clinical documents and notes, patient-specific care and
treatment plans. Management of clinical documentation also includes the acknowledgement and
amendments of documentation provided by other providers.
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CP.3.1

Function

Conduct Assessments
T AR NOFER

192

Statement: Create and maintain assessment information.
BUREHIE . 7B 2 A MEROIERL & HEEr

Description: During an encounter with a patient, the provider will conduct an assessment that is
germane to the age, gender, developmental or functional state, medical and behavioral condition
of the patient, such as growth charts, developmental profiles, and disease specific assessments.
Wherever possible, this assessment should follow industry standard protocols although, for
example, an assessment for an infant will have different content than one for an elderly patient.
When a specific assessment template does not exist, a new, locally-defined assessment can be
created, using the format and data elements of similar assessments whenever possible. NOTE: A
new assessment may not necessarily be unique, since a facility may copy an assessment from
another facility.)
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CP.3.2

Function

Manage Patient Clinical
Measurements

B DR RIREE O P

212

Statement: Capture and manage patient clinical measures, such as vital signs, as discrete patient
data.
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Description: Within the context of an episode of care, patient measures such as vital signs are
captured and managed as discrete data to facilitate reporting and provision of care. Other clinical
measures (such as expiratory flow rate, size of lesion, etc.) are captured and managed, and may
be discrete data.
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CP.3.3 230
Function
Manage Clinical

Documents and Notes
PIESGE L AT DEH

Statement: Create, addend, amend, correct, authenticate, maintain, present and close, as needed,
transcribed or directly-entered clinical documentation and notes.
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Description: Clinical documents and notes may be unstructured and created in a narrative form,
which may be based on a template, graphic, audio, etc. The documents may also be structured
documents that result from the capture of coded data. Each of these forms of clinical
documentation is important and appropriate for different users and situations. To facilitate the
management and documentation on how providers are responding to incoming data on orders and
results, there may also be some free text or formal record on the providers’ responsibility, and/or
standard choices for disposition, such as Reviewed and Filed, Recall Patient, or Future Follow Up.
The system may also provide support for documenting the clinician’s differential diagnosis




process.
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CP.3.4 253

Function

Manage Patient-Specific
Care and Treatment
Plans

B A DOBHR & IRIRET

[E]

Statement: Provide templates and forms for clinicians to use for care plans, guidelines and
protocols during provision of care and care planning.
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Description: During the provision of care, the clinician reviews and uses templates and forms to
ensure consistent quality patient care. Care plans, guidelines or protocols may contain goals or
targets for the patient, specific guidance to the providers, suggested orders, and nursing
interventions, among other items, including alerts. Information such as Order sets for care plans
may arrive from an external institution and need to be approved locally before being inserted into
the care plan. Tracking of implementation or approval dates, modifications and relevancy to
specific domains or context is provided. Transfer of treatment and care plans may be implemented
electronically using, for example, templates, or by printing plans to paper.
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CP.3.5

Function

Acknowledge/Amend
Other Provider
Documentation

Z DAt D [ I BISR SCE D
KR EEIE
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Statement: Review and indicate or amend other caregiver notes as permitted.
ZORTEFIH : A SN ZOMONHEE D AED L E 2 — LIEH, E1E

Description: Scan/review notes from physicians, nurses, technicians and other members of the
health care team (e.g., Respiratory Therapist, Physical Therapist). Annotate for disparities, make
additions/amendments and import when desired and permitted.
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CP4

Function

Manage Orders

280




Statement: Provide the ability to manage clinical orders and results including medication, non-
medication, diagnostic tests, blood products, other biologics and referrals, using order sets as
appropriate.
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Description: The provision of clinical care includes the need to order from a variety of treatments
using order sets as appropriate as well as reviewing the results of treatment. Orders for
treatments may include medications, non-medication therapies (e.g., physical therapy, special
diet, immunizations, non-allopathic regimens); diagnostic care (e.g., laboratory , radiology); blood
products and other biologics (e.g., blood transfusions, human growth hormones). Patients are often
referred to other health care providers for more specialized diagnostic workup, and/or treatment.
An effective EHR-S must include support and management of these processes and associated
documentation.
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CP4.1

Function

Use Order Sets

301
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Statement: Use Order Set templates to facilitate order entry by rendering the appropriate orders
based on provider request, input or system configuration.
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Description: Predefined order set templates may include medication and non-medication orders
(e.g., diet, activities, nursing care, prescriptions and requests for investigations). They allow a care
provider to choose common orders for a particular circumstance or disease state according to
standards or other criteria such as provider preference. Recommended order set templates may
be presented based on patient data or other contexts. Order Set templates may also allow the
provider to modify (add/remove/change) orders during order entry for a particular patient.
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CP.4.2

Function

Manage
Orders

Medication
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Statement: Create prescriptions or other medication orders with detail adequate for correct filling
and administration. Provide information regarding compliance of medication orders with
formularies. Provide drug utilization review functionality including alerts regarding drug




interactions and allergles
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Description: Medications include prescribed and over the counter (OTC) drugs, allergy shots,
oxygen, anesthetics, chemotherapy, and dietary supplements that were ordered, supplied,
administered, or continued. Different medication orders, including new, discontinue,
refill/continue, and renew require different levels and kinds of detail, as do medication orders
placed in different situations. Administration or patient instructions are available for selection by
the ordering clinician, or the ordering clinician is facilitated in creating such instructions. The
system may allow for the creation of common content for prescription details. Appropriate time
stamps for all medication related activity are generated. This includes series of orders that are
part of a therapeutic regimen, e.g., Renal Dialysis, Oncology. When it comes to capturing the
medication rationale, it is not mandatory that the provider always provide this information.

In addition, the system should present the clinician with clinical decision support functionality
(such as the presentation of allergies, drugdrug interactions) during the medication ordering
process. When a clinician places an order for a medication, that order may or may not comply with
a formulary specific to the patient’s location or insurance coverage, if applicable. Whether the
order complies with the formulary should be communicated to the ordering clinician at an
appropriate point to allow the ordering clinician to decide whether to continue with the order.
Formulary-compliant alternatives to the medication being ordered may also be presented.
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CP4.2.1 366




Function

Medication Interaction
and Allergy Checking

Statement: Provide alerts for potential medication interactions and medication allergy reactions.
FMOMENER L T LA —RISDT 7 — MERE DAL

Description: Check and provide alerts at the time of medication order based upon coded, active
and non-active medications for possible interactions, allergies, sensitivities, intolerances, and
other adverse reactions.
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CP.4.2.2 372

Function

Patient-Specific
Medication Dosing and
Warnings

Statement: Render medication dosing and warnings related to a medication order based on
patient-specific parameters.
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Description: Provide parameter-based (e.g., weight, lean body mass, age, sensitivity, genomics,
body surface area) medication dosing recommendations and warnings for simple medications and
compounded medications at the time of order entry.
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CP.4.2.3 386

Function

Medication Order
Efficiencies

Statement: Provide the tooling necessary to increase the efficiency of medication ordering.
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Description: Make medication ordering workflows more efficient by allowing medications to be
sorted and reviewed by key attributes (e.g., generic or trade names). Also support editing
medication orders across multiple instances of an order and capturing medication orders in order
sets.
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Function
Medication Alert
Overrides

Statement: Capture the alerts and warnings for medications being overridden and reasons for the

override.
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Description: Alerts are generated for possible contraindications to administration of medications
(e.g., the administration of tetracycline to pregnant women) and the prescriber may choose to
override the alert.
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CP.4.3 399

Function

Manage Non-Medication
Patient Care Orders

Statement: Enable the origination, documentation, capture, transmission, tracking and
maintenance of non-medication patient care orders.
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Description: Non-medication orders that request actions or items can be captured and tracked




including new, renewal and discontinue orders. Examples include orders to transfer a patient
between units, to ambulate a patient, for medical supplies, wound care, durable medical
equipment, home IV, and diet or therapy orders. Additionally, psychotherapy and other mental
health counseling, behavioral counseling (e.g., smoking cessation, alcohol treatment) other
surgical and non-surgical procedures, and complementary alternative medicine are included in
non-medication treatments. Each item ordered includes the appropriate detail, such as order
identification and instructions. Orders should be communicated to the correct service provider for
completion.
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CP4.4 409

Function

Manage  Orders for

Diagnostic/Screening

Tests

Statement: Enable the origination, documentation, transmission, tracking and maintenance of
orders for diagnostic tests.
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Description: Orders for diagnostic tests (e.g., diagnostic radiology, laboratory ) are captured and
tracked including new, renewal and discontinue orders. Each order includes appropriate detail,
such as order identification, instructions and clinical information necessary to perform the test.
Orders and supporting detailed documentation shall be communicated to the service provider for
completion of the diagnostic test(s).Some systems may contain instructions, but in some settings,
instructions may be provided from external sources (e.g., handouts).
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CP.4.5 422
Function
Manage Orders for Blood
Products and Other
Biologics

Statement: Communicate with appropriate sources or registries to manage orders for blood
products or other biologics.
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Description: Interact with a blood bank system or other source to support orders for blood products
or other biologics including discontinuance orders. Use of such products in the provision of care is
captured. Blood bank or other functionality that may come under jurisdictional law or other
regulation (e.g., by the FDA in the United States) is not required; functional communication with
such a system is required.
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CP.4.6 430

Function

Manage  Orders for
Referral

Statement: Enable the origination, documentation and tracking of referrals between care
providers or healthcare organizations, including clinical and administrative details of the referral,
and consents and authorizations for disclosures as required.
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Description: Documentation and tracking of a referral from one care provider to another is
supported, whether the referred to or referring providers are internal or external to the healthcare
organization. Guidelines for whether a particular referral for a particular patient is appropriate
in a clinical context and with regard to administrative factors such as insurance may be provided
to the care provider at the time the referral is created. The EHR-S provides the ability to receive
and act upon referral responses from providers. The EHR-S may provide the ability to capture
completion of the referral appointment. Referrals may be received electronically (i.e. e-Referrals);
or may be received non-electronically. If non-electronic, the system needs to allow the user to
capture the referral information and manage referral request. If the system supports e-Referrals,
then the system will also need to support additional functionality to manage the receipt of the
referral request.
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CP.5 443

Function

Manage Results
iR OE R

Statement: Present, annotate, and route current and historical test results to appropriate
providers for review. Provide the ability to filter and compare results.

PEREREEE - WU IR ~OWE OT- DI, Tl LOHEOREM R Z R L, EREZ ST TR
o, BiRke 7 4z (B WESHETE HEEEL RS 5,

Description: Results of tests are presented in an easily accessible manner to the appropriate
providers. For example, flow sheets, graphs, or other tools allow care providers to view or uncover
trends in test data over time. The provider may desire to annotate, filter, and/or compare results.
In addition to making results viewable, it is often necessary to send results to appropriate
providers using electronic messaging systems, pagers, or other mechanisms. In addition, the
system may have the ability to redirect or copy specific test results to a specified individual.
Documentation of notification is accommodated. Results may also be routed to patients
electronically or nonelectronically (e.g., by hard copy). Note: “Results” are understood as applying
to any type of test, whether biological or psychological. Management of the results may also
require the provider's communication of the results to the patient (see function CPS.8.4 (Support
for Communications between Provider and the Patient, and/or the Patient's Representative)).
There may also be a need to notify public health agencies based on the result. See function POP.2
(Support Population-based Epidemiological Investigation).
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CP.5.1

Function

Manage  Results  of
Diagnostic Tests

2 W A R 00 A L

474

Statement: Enable the receipt and display of results for diagnostics tests.
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Description: Diagnostic test results are received and should be stored and displayed while linked

to the original order in the system.

FEERERNAH : v AT ANOKFETE SR & BESW TV D, 2l L7omaER R (Fohchsd l) B 5
N, BRFOERSINDORETHD,
479
480
CP.6 481
Header
Manage Medication,
Immunization and
Treatment
Administration
PR TR & R
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Statement: Provide the functionality required to support the management of medication and

Immunization administration.
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Description: Provide the functionality required to support the safe administration of medications
or immunizations to a patient based on medical requirement and orders within the system. This
includes presenting providers with the list of medications or immunizations that are to be
administered to a patient, necessary administration information, and capture all required and
relevant administration details.
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CP.6.1

Function

Manage Medication
Administration

W FAR O HL

482

Statement: Present providers with the list of medications that are to be administered to a patient,
necessary administration information, and capture administration details.
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Description: In a setting in which medication orders are to be administered by a provider rather
than the patient, the necessary information is presented including: the list of medication orders
that are to be administered; administration instructions, times or other conditions of
administration; dose and route, etc. The system shall securely relate medications to be
administered to the unique identity of the patient (see CPS.1.1). Additionally, the provider can
record what actually was or was not administered, whether or not these facts conform to the order.
Appropriate time stamps for all medication related activity are generated.For some settings that
administer complete sets of medications from a variety of providers' orders, it may be useful to
provide an additional check for possible drug-drug or other interactions. The EHR system shall
support the five “rights” - Right Patient, Right Drug, Right Dose, Right Route, Right Time.The
system should report medication administration, where appropriate, to public health or disease
management authorities (e.g., oncology related medication orders should be communicated or
transmitted to a cancer registry).
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CP.6.2 523

Function

Manage Immunization

Administration

TR




Statement: Capture and maintain discrete data concerning immunizations given to a patient
including date administered, type, manufacturer, lot number, and any allergic or adverse
reactions. Facilitate the interaction with an immunization registry to allow maintenance of a
patient’s immunization history.
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Description: During an encounter, recommendations based on accepted immunization schedules
are presented to the provider. Allergen and adverse reaction histories are checked prior to giving
the immunization. If an immunization is administered, discrete data elements associated with the
immunization including date, type, immunization expiration date, manufacturer and lot number
are recorded. Any new adverse or allergic reactions are noted. If required, a report is made to the
public health immunization registry or other organization (e.g., military unit commander, refugee
program leadership). This function should include the ability to use GTIN barcode scanners to
capture vaccine information (NDC, lot number, expiration date).
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CP.6.3

Function

Manage Treatment
Administration

TEHRE P OB B

546

Statement: Provide the functionality required to support the management of treatment
administration and documentation. (Treatment defined as the administration or application of
remedies to a patient for a disease or injury; medicinal or surgical management; therapy.)
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Description: Provide the functionality required to support the documentation of non-medication
treatments (e.g., wound dressing change that includes use of a topical cream or sterile wash during
that process) to a patient based on clinical needs and requirements and provider orders within the
system. This includes presenting end users with the list of clinical treatments that are to be
administered to a patient, necessary administration information, and capture all required and
relevant documentation details.
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CP.7

Header

Manage Future Care
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582

Statement: Provide the functionality to manage treatment and care planning through
presentation of guidelines and protocols as well as managing recommendations for future care.
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Description: The presentation of appropriate guidelines and protocols for future care and the
capture and management of recommendations for future care are required to ensure lifetime care
of the patient. This includes the management of recommendations for post-encounter care and
linkage of recommendations to other components in the health record such as the problem lists
and other source documentation.
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CP.7.1

Function

Present Guidelines and
Protocols for Planning
Care
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Statement: Present organizational guidelines for patient care as appropriate to support planning
of care, including order entry and clinical documentation.
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Description: Guidelines, and protocols presented for planning care may be site specific, community
or industry-wide standards.
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Recommendations for
Future Care
LD T Db OHELE
FHOEE
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CP.7.2 589
Function
Manage

Statement: Document and support the management of the disposition process for a patient by
managing recommendations for future care.
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Description: Patient encounters or treatments can end in many different states and support for
these requires that the EHR support the ability to capture and maintain recommendations for the
further future care of the patient. The EHR should accommodate, at a minimum, the following
possible recommendations for future care (or dispositions) along with other supporting
information for the recommendations:
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- discharge, 18P
- admission, APE
- transfer, #5fe (FBHEh
- death, £
- left without being seen (LWBS), Z2#&HiIZ/7
- left without treatment (LWOT), /L‘J? il "fﬁ%

- elopements (i.e. leaving without notifying the facility or wandering), k1= (Bsk (28072 LIZoh
HISCHEA)

- left against medical advice (AMA), 22Kt L TRE

- patients triaged to other clinics, and BE MO J?Fﬁ Z i3]

- administrative errors. {TBZJ:ODﬂ
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CP.8

Header

Manage Patient
Education &
Communication
BEHEL LI
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Statement: Provide the functionality to effectively communicate with the patient regarding their
care and document the communication as part of the patient's medical record.
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Description: During an encounter with a patient or when any medical decision is made that affects
the patient and requires action from the patient it is necessary to communicate effectively with
the patient (or their representative) to ensure that they can participate appropriately in their care.
This includes providing instructions pertaining to preparation for a procedure, self-administration
of medications and self care.
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CP.8.1 598
Function

Generate, Record and

Distribute Patient-

Specific Instructions
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Statement: Generate and record patient-specific instructions related to pre- and post-procedural
and post-treatment/discharge requirements.
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Description: When a patient is scheduled for a test, procedure, or discharge, specific instructions
about diet, clothing, transportation assistance, convalescence, follow-up with physician, etc., may
be generated and recorded, including the timing relative to the scheduled event. In an outpatient
scenario, similar instructions for post-diagnosis, and/or post-treatment needs may also be
generated and recorded (e.g., exercise instructions for low back pain, wound or burn care).
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CP.9 613

Header

Manage Care

Coordination &

Reporting
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Statement: Provide the functionality required to coordinate care with other providers and report

care provided.
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Description: During care provision it is necessary to coordinate care with other providers, internal
or external to the organization, as well as to communicate the care provided.

PRRERLI « 2, B inZ 20 LA UL WMo BRI . MMN S ORW 2 BiF T 5 24

ENRH D,

CP.9.1

Function

Produce a Summary
Record of Care
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Statement: Render a summarized review of a patient's episodic, and/or comprehensive EHR,
subject to jurisdictional laws and organizational policies related to privacy and confidentiality.
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Description: Create summary views and reports at the conclusion of an episode of care. Create
service reports at the completion of an episode of care such as, but not limited to, discharge
summaries, specialist or consultation reports and public health reports, using information
captured in the EHR and without additional input from clinicians.
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CP.9.2

Function

Capture Heath Service
Report Information
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Statement: Support the creation of health service reports to authorized health entities that a
provider may be required to generate (e.g., the creation of an oncologist's report that must be
submitted to a national cancer registry).
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Description: Providers are prompted to collect sufficient information in the course of care to avoid
duplicate, retrospective or other additional data entry as part of supporting health management
programs and reporting, for example public health, such as notifiable condition reports,
Immunization, cancer registry and discharge data.
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3. Care Provision Support Section

CPS.1 623

Header
Record Management
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Statement: Manage the patient record including all patient demographics, identifiers and other
information to support the provision of care.
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Description: Management of the patient record includes creation through quick registration or
through a captured referral request as well as managing the patient encounter information linked
to the appropriate patient record. It is also critical to manage the patient's relationships through
genealogy, insurance, living situation or other means. This section also includes support for the
management of patient and family preferences including patient advance directives, consents and
authorizations linked to the unique patient record. For those functions related to data capture,
data should be captured using standardized code sets or nomenclature, depending on the nature
of the data, or captured as unstructured data. Care-setting dependent data are entered by a
variety of caregivers. Data may also be captured from devices or other tele-health applications.
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CPS.1.1 624
Function

Manage a Patient

Record
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Statement: Manage a single logical record for each patient.
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Description: A single record is needed for legal purposes, as well as to organize it unambiguously
for the provider. Health information is captured and linked to the patient record. Static data
elements as well as data elements that will change over time are maintained. The patient is
uniquely identified, after which the record is tied to that patient. Combining information on the
same patient, or separating information where it was inadvertently captured for the wrong
patient, helps maintain health information for a single patient. In the process of creating a patient
record, it is at times advantageous to replicate identical information across multiple records, so
that such data does not have to be re-entered. For example, when a parent registers children as
new patients, the address, guarantor, and insurance data may be propagated in the children’s
records without having to re-enter them.
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CPS.1.2 643
Function
Manage Patient
Demographics
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Statement: Manage patient demographic information.
BEEEBIE . BE ORMEFMEE T 5,

Description: Demographic information (including names, addresses, phone numbers, email
addresses, date of birth, gender, race, and ethnicity) must be managed to support unique patient
identification, reporting, care provision requirements. Patient Demographic information may also
include information about the patient's contacts, methods of contact (e.g., email or telephone), and
modes of contact (e.g., call secretary during the day, send text message on the weekend). Patient
demographic data are captured and maintained as discrete fields and may be enumerated,
numeric, or codified according to scope of practice, organizational policy, and/or jurisdictional law.
Key patient identifiers (i.e., name and primary patient record identifier) often appear on patient
information output (e.g., rendering of a patient's record). Patients may have multiple, and/or
compound names, sometimes employing accent marks or special characters. To help parse patient
names, discete fields are often used.
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CPS.1.3

Function

Capture Quick
Registration
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Statement: Capture a registration, either directly entered or received from an external system,
without complete supporting demographics, in order to facilitate patient care before the full
registration is complete.
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Description: The registration process, including the verification of full demographics data,
insurance, contact information, etc. is frequently time consuming. To facilitate patient care in
emergency situations, the system must be able to register a patient with minimal information in
a time critical manner. Examples of situations when this might be necessary include when a
patient presents with acute myocardial infarction, a disaster response, or a mass casualty event.
After care is given during an emergent situation, records are often incomplete or invalid. Such
records may need to be completed and validated. Afterwards, those records may need to be
harmonized. For example, the records of "John Doel; approximate age is 30" may need to be
matched with existing records for "Henry Smith; age 28".
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Function
Capture Referral
Request
FEIT R O

Statement: Enable the receipt and processing of referrals from care providers or healthcare
organizations, including clinical and administrative details of the referral, and consents and
authorizations for disclosures as required.

BEREBREE : RIRIR I & D WIS b BRRR, EER) 2R3 OFE, 3 X UMW CCH]
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Description: Incoming referrals may be from physicians' offices, specialists, clinics, Emergency
Medical Services (EMS), transfers from other hospitals or emergency departments, nursing
homes, etc. Referrals may be received electronically (i.e. e-Referrals); or may be received non-
electronically. If non-electronic, the system needs to allow the user to capture the referral
information and manage referral request. If the system supports e-Referrals, then the system will
also need to support additional functionality to manage the receipt of the referral request. When
a system receives a referral request the request must be validated against established criteria to
determine if it meets the recipient’s requirements and is appropriate. Referrals may be received
for patients who do not previously exist in the recipient system and the system must allow for the
ability to triage the request and respond to the requestor. If appropriate the system should allow
for the creation of a patient record including the capture of clinical and administrative information
received with the referral request. The management of information on patients who are inbound
to the care setting is an important component of information management. Data must be easily
accessible, centrally retrievable, updatable, transportable and reusable. Clinical data from
provider to provider is essential to quality-coordinated care for patients referred to the care
setting. Knowledge of patients who are expected to arrive helps both care setting and
administrative staff plan resource use in real time.
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CPS.1.5

Function

Manage Patient
Encounter

B DSR2 E

Statement: Manage patient encounter information, including tele-health encounters, and support
follow-up encounters.

B . ERER OB, BEOZREDMERELER L, 0RO T+ u—T v T OS2 35
‘a—éo

Description: Each encounter of the patient with the healthcare setting needs to be recorded and
the information relevant to the distinct encounter managed. This information includes date and
time of the encounter, providers involved, location(s), and the reason for the encounter etc.
Additionally, follow-up encounters may require prior administrative and clinical information to be
determined or captured, maintained and rendered. Tele-health encounters have unique
requirements that may also be supported by the system.
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CPS.1.6 704
Header
Subject  to  Subject




Relationship
BE L2 OBGRE

Statement: Information about the relationships between patients and others facilitate healthcare
delivery and appropriate access to health information.

%ﬁéﬁ% DL MO AN OBIRICBET D IFEIT, ERIEMS L OERERA~O@EE 2T 7 v 2 &
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Description: Information regarding relationships between patients and others serve to provide
caregivers with an understanding of the patient's environment and support systems. Examples of
relationships between patients and others include parent, relative, legal guardian, health care
surrogate or payer.

BRRERLRA : A IC, BEOREZMMEL T 5 5 DITKER, BE LMo ANx & OBRICET 51
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CPS.1.6.1 705

Function

Related by Genealogy
% LORB%

Statement: Provide information on relationships by genealogy.
BEREBEEL . 53R LOBIMRICEIT D IEH 214t 5,

Description: Relationships by genealogy may include genetic mother, next of kin, or family
members. Appropriate consents must be acquired prior to the collection or use of this information.

BEEEREA : ZR EOBMRE LTlE, Bz OB, TBlE. FHEERERENH D, ZNoDERE
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Function
Related by Insurance
PRBREAFR

Statement: Support interactions with other systems, applications, and modules to provide
information on an insured person's relationships. Examples of relationships include domestic
partner, spouse, and guarantor of payment.
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Description: Identifying relationship of persons insured under the same insurance plan is
important for administrative transactions.

BRRERIEH : BHEH LT 7 2 a T WURBRT 7 o Th =S d A% OBRERET S22 &
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Function

Related by Living
Situation

FE VBRI

Statement: Provide information on relationships by living situation. Examples of living situations
include college dormitory, military deployment, in same household.

BEREARER : (L WV OURPLC K D BLRICEET DMz 12 5, (EVORELOH| & L TiE, [ CHHET
DRFDFE, HE, 2ETHD,

Description: Living situations may be important means for providers to uniquely identify patients
or to identify illnesses that may occur within a given proximity. Patient relationships that may be
affected by past situations may include the environment of the patient when the patient was a
fetus, for example, a mother who worked in a chemical factory last week or while pregnant with
the patient thirty years prior, or mother carried child during time of extreme famine.
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CPS.1.6.4

Function

Related by Other Means
Z DA DO EIFR
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Statement: Provide information on patient relationships that are represented other than by
genealogy, insurance or living situation.

PEREMEEE « R, PRER. (EF WV ORWLSMC L > TRbEN D, BEORERICET 2 1F R RIS,

Description: Patients relationships are not limited to genealogy, insurance or living situations.
Other examples of patient relationships that are relevant to the healthcare or administrative
process may include surrogate mother, guardian, a person authorized to see health records, health
care surrogate, and persons who may be related by epidemiologic exposure.
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CPS.1.7 718
Function

Preferences, Directives,

Consents and

Authorizations

A, FHER, FE. M
PRAS 5

Statement: Capture and manage patient preferences, advance directives, consents and
authorizations.

PRREMEE - BB OME, FAHER, FE, BLOHRMGICOVWTIERE L, FHT 5,

Description: In the Preferences, Directives, Consents and Authorizations functions there are times
when actions/activities related to “patients” are also applicable to the patient representative.
Therefore, in this section, the term “patient” could refer to the patient, and/or the patient’s
personal representative (i.e. guardian, surrogate, proxy, health care agent).
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CPS.1.7.1 720

Function

Support for Patient and
Family Preferences

BEROFREOHFLDOK
%

Statement:

FEREBEE

Description: Decision support functions should permit consideration of patient/family preferences
and concerns, such as with language, religion, culture, medication choice, invasive testing, and
advance directives. Such preferences should be captured in a manner that allows for their
integration with the health record and easy retrieval from the health record. Preferences may be
specified across all treatment plans or specifically to individual or set of treatment plans.
Preferences may also be used to adjust patient information including labeling and medication
instructions (e.g., for language and print size).
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Function
Manage Patient
Advance Directives
BEOFRfFEROE

Statement: Capture and maintain patient advance directives.
BERBEEE « FAlfE R OHUS & HEFr

Description: Patient advance directives and provider Do Not Resuscitate (DNR ) orders are
captured, as well as the date and circumstances under which the directives were received, and the
location of any paper or electronic advance directive documentation.Advanced Directives may
include for example living will, durable power of attorney, preferred interventions for known
conditions, or the existence of a "Do Not Resuscitate" order.Circumstances is used to indicate
where, how and when an advanced directive was captured (e.g., provided by the patient's parent
during initial consultation visit).
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CPS.1.7.3 737

Function

Manage Consents and

Authorizations

[ - KROEH

Statement: Create, maintain, and verify patient decisions (such as informed consent for treatment
or disclosure).

PEREEEE - BE O BRGERSCHRICONWTOA v 73— b Raby M O) &R, #iFr L. BEE
T2,

Description: Decisions are documented and include the extent of information, verification levels
and exposition of treatment options. This documentation helps ensure that decisions made at the
discretion of the patient, family, or other responsible party, govern the actual care that is delivered
or withheld. There may be several documents active at any one time that may govern a patient’s
care. Both clinical and administrative consents and authorizations are considered part of this
function. A consent or authorization includes patient authorization for re-disclosure of sensitive
information to third parties. Consents/Authorizations for printing should include appropriate
standardized forms for patients, guardians, or foster parents. The system must appropriately
present forms for adolescents according to privacy rules. Some jurisdictions may mandate assent.
Assent is agreement by the patient to participate in services when they are legally unable to
consent (e.g., an adolescent, an adult with early dementia).
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Function
Support externally-

sourced Information

SR Y — A SR

Statement: Capture and maintain a variety of information from multiple external sources.
EREREEE - R DI Y — A5 DLEEIRE RO BUS & #EFr

Description: External sources are those outside the EHR system, including -clinical,
administrative, and financial information systems, other EHR systems, Personal Health Record
(PHR) systems, and data received through health information exchange networks.
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CPS.2.1

Function

Support externally-
sourced Clinical
Documents

SR Y — AR S

754

755

Statement: Incorporate clinical documentation (computable and scanned) from external (to the

system) sources.
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Description: Mechanisms for incorporating external clinical documentation (including
identification of source) are available. External is considered anything that is external to the
system - i.e. documents from the organization; but created in another system would be considered
'external' for the purposes of this function. Documentation incorporated through these
mechanisms is presented alongside locally captured documentation and notes wherever
appropriate. This covers all types of documents received by the provider that would typically be
incorporated into a medical record, including but not limited to faxes, referral authorizations,
consultant reports, and patient/resident correspondence of a clinical nature. Intrinsic to the
concept of electronic health records is the ability to exchange health information with other
providers of health care services. Health information from these external sources needs to be
received, stored in the patient record, and displayed upon request. External data and documents
addressed in the function include:

1. Laboratory results received through an electronic interface - This information is to be received
and stored in the resident record as discrete data, which means that each separate element of the
data needs to be stored in its own field. Therefore, if laboratory results are received through an
electronic interface, the results are received in the EHR and the laboratory test name, result
(value), and unit of measure are correctly displayed as discrete data (vs. report format).

2. Scanned documents received and stored as images (e.g., power of attorney forms, Living wills)
- These scanned documents are indexed and can be retrieved based on the document type, date of
the original document, and the date of scanning.

3. Text-based outside reports (e.g., xray reports, hospital discharge summaries, history &
physicals) - Any mechanism for capturing these reports is addendable: OCR, PDF, image file of
report, etc.

4. Clinical images from an external source (e.g., radiographic images, digital images from a
diagnostic scan or graphical images) — These images may be stored within the system or be
provided through direct linkage to an external source such as a hospital PACS system.

5. Other forms of clinical results, such as wave files of EKG tracings.

6. Medication detail (e.g., a medication history) from an external source such as a pharmacy, the
patient, payer, or another provider - While the medication detail includes the medication name,
strength, and SIG, this does not imply that the data will populate the medication module.

7. Structured, text-based reports (e.g., medical summary text in a structured format).

8. Standards-based structured, codified data (e.g., a Continuity of Care Document (CCD) with
SNOMED CT).

Data incorporated through these mechanisms 1is presented alongside locally captured
documentation and notes wherever appropriate.
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CPS.2.2 767

Function

Support externally-
sourced Clinical Data
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Statement: Incorporate discrete clinical data from external sources and support
communication/presentation of data captured from medical and non-medical devices and entities.
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Description: Mechanisms for incorporating external clinical data (including identification of
source) are available and communication with non-medical devices and entities is supported as
appropriate to the care setting such as an office or a patient's home. Externally-sourced data may
be presented with locally-sourced documentation and notes wherever appropriate. This covers all
types of data received by the provider that would typically be incorporated into a medical record,
including but not limited to faxes, referral authorizations, consultant reports, and patient/resident
correspondence of a clinical nature. Intrinsic to the concept of electronic health records is the
ability to exchange health information with other providers of health care services. Health
information from these external sources needs to be received, stored in the patient record, and
displayed upon request.

Examples of externally-sourced data and documents include:

1. Laboratory results received through an electronic interface.

This information is received and stored in the resident record as discrete data, which means that
each separate element of the data needs to be stored in its own field. Therefore, if laboratory
results are received through an electronic interface, the results are received in the EHR and the
laboratory test name, result (value), and unit of measure are correctly displayed as discrete data
(instead of in report or summarized format).

2. Scanned documents received and stored as images (e.g., power of attorney forms or living wills).
These scanned documents are indexed and can be retrieved, e.g., based on the document type, date
of the original document, and the date of scanning.

3. Text-based outside reports (e.g., x-ray reports, hospital discharge summaries or history and
physical examinations).
Any mechanism for capturing these reports is acceptable (e.g., OCR, PDF, JPG or TIFF).

4. Clinical images from an external source (e.g., radiographic images, digital images from a
diagnostic scan or graphical images).

These images may be stored within the system or be available by direct linkage to an external
source (e.g., a hospital's picture archiving and communication system).

5. Other forms of clinical results (e.g., EKG waveforms).

6. Medication history from an external source such as a retail pharmacy, the patient, or another
provider.

While the medication history includes the medication name, strength, and SIG, this does not imply
that the data will populate the medication administration module. In many systems the
medication administration module is populated from the medication order rather than from the
medication history.

7. Structured, text-based reports (e.g., medical summary text in a structured format).

8. Standards-based structured, codified data (such as a standards-based referral letter that
contains SNOMED CT codes).

Such data may be presented with locally-sourced documentation and notes wherever appropriate.
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Function

Support Emergency
Medical System
Originated Data
AEWRY AT LRET
— 5 4k

Statement: Provide the ability to capture and maintain patient information from an external
Emergency Medical System (EMS).
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Description: Emergency Medical Systems can provide care at the patient’s location, prior to
transport, or while enroute to medical facilities via ambulance, aeromedical evacuation and other
transport mechanisms. Key parts of information about the patient can be gathered here, some of
which is computable data (e.g., EKG and other telemetry), non-computable text-based and
multimedia digital objects (e.g., images, audio reports and conversations).

PRRERLIA « RRIEHR S AT 2E, BEOFHEMSS, BEANCH DV E, BEdE - BEZH - £ OMmo
PR ST ik %8 U CEREBI~ ORI DS, 77 25 Z £ TE D,

CPS.2.4

Function

Support externally-
sourced Clinical Images
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Statement: Incorporate clinical images from  external sources and  support
communication/presentation of images from medical and non-medical devices and entities.
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Description: Mechanisms for incorporating external clinical images (including identification of
source) are available and communication with non-medical devices and entities is supported as
appropriate to the care setting such as an office or a patient's home. Externally-sourced images
may be presented with locally-sourced documentation and notes wherever appropriate. This
covers all types of images received by the provider that would typically be incorporated into a
medical record. These image documents are indexed and can be retrieved, e.g., based on the
document type, date of the original document, and the date of scanning. Images may also be stored
within the system or accessed by reference to an external system (e.g., a hospital's picture
archiving and communication system). Examples of image formats include OCR, PDF, JPG or
TIFF. Examples of externally-sourced images include: laboratory results report images 2.
Radiographic images3. Images of power of attorney forms, living wills or birth certificates4.
Graphs and charts5. Photographs or drawings of patient wounds6. Wave files of EKG tracings
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CPS.2.5

Function

Support patient-

originated Data

BEHRT — 2 D3R

783

Statement: Capture and explicitly label patient-originated data, link the data source with the
data, and support provider authentication for inclusion in patient health record.
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Description: It is critically important to be able to distinguish clinically authored and
authenticated data from patient-originated data that is either provided by the patient for inclusion
in the EHR or entered directly into the EHR by the patient from clinically authenticated data.
Patients may provide data for entry into the health record or be given a mechanism for entering
this data directly. Patient-originated data intended for use by providers will be available for their
use.Data about the patient may be appropriately provided by: the patient;2. a surrogate (e.g.,
parent, spouse, guardian); 3. an informant (e.g., teacher, lawyer, case worker); or4. devices (e.g.,
blood pressure/ sugar monitors).An electronic health record may provide the ability for direct data
entry by any of these. Patient-originated data may also be captured by devices and transmitted
for inclusion into the electronic health record. Data entered by any of these must be stored with
source information. A provider must authenticate patient-originated data included in the patient's
legal health record. A provider must be able to indicate they have verified the accuracy of patient-
originated data (when appropriate and when a verification source is available) for inclusion in the
patient record. Such verification does not have to occur at each individual data field and can be at
a higher level of the data.
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1. The system SHALL capture the source of clinical data provided | 7g4
on behalf of the patient and tag the data accordingly.
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2. The system SHALL provide the ability for an authorized user | 7g5
(e.g., clinician) to tag as accurate and verified patient-
originated data (when appropriate and when a verification
source is available) for inclusion in the patient record (e.g.,
patient-orginated allergy report is verified by clinician so that
it may appear in the allergy list).
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CPS.2.6

Function

Support Patient Health
Data  Derived from

Administrative and
Financial Data and
Documentation
BEHBLIOUWET —&<
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Statement: Capture and explicitly label patient health data derived from administrative or
financial data; and link the data source with that data.
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Description: It is critically important to be able to distinguish patient health data derived from
administrative or financial data from clinically authenticated data.
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CPS.2.7

Function

Support Patient Data
Derived from Eligibility,
Formulary and Benefit
Documentation for
Electronic Prescribing
EALTT D 72D ORI
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BR77 o XENLHEDR
BB T —F R
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Statement: Capture and explicitly label patient data derived from eligibility, formulary and
benefit information; and link the data source with that data.
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Description: Sources of eligibility, formulary and benefit may provide data for entry into the
electronic prescribing or be given a mechanism for entering this data directly. The data must be




explicitly labeled as derived from eligibility, formulary and benefit information. Patient data that
1s derived from eligibility, formulary and benefit data may be provided by:

1. a provider

2. a payer, or

3. entities that transmit or process eligibility, formulary and benefit data
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CPS.2.8

Function

Support Medical Device
Originated Data
EIRT A AFEET — X
B3

797

Statement: Support collection and presentation of data captured from medical and medication
monitoring devices.

BRI « ERM D5 WIIFEME =4 ) T T A RIS Se T — 2 OIEE LR O 38

Description: Collection of medical device information is supported as appropriate to the care
setting. Examples include: vital signs/pulse-oximeter, anesthesia machines, home diagnostic
devices for chronic disease management, laboratory machines, bar coded artifacts
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CPS.3 805
Header
Support Clinical
Documentation
DREE OV R — b

Statement: Standard assessments, guidelines and prompts are provided to facilitate decision
support for the optimization of patient care based on specific medical conditions.
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Description: Provider support is offered for the consideration of issues that would help assure
optimal patient management. These may include standard assessments, care plans and treatment
protocols, with triggers and prompts to assist during the patient encounter. Recommendation for




patient testing and follow-up is also included along with decision support for patient self-
management of a condition between patient-provider encounters.
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CPS.3.1 806
Function

Support for Standard

Assessments
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Statement: Support the establishment, updates and use of assessment forms that will assist in
the development of and adherence to care plans, guidelines, and protocols at the point of
information capture.
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Description: As part of managing assessment definitions, the system will support the ability to
create a set of assessment forms and, optionally, associated logic (e.g., workflow, business and
clinical rules). This assessment definition process may include the ability to define, revise and
manage the tools, files and processing for the conduct of a patient assessment. Furthermore, the
assessment definition may also include template development, prompts for additional
information, related notification alerts and workflow processes. When a clinician fills out an
assessment, data entered triggers the system to prompt the assessor to consider issues that would
help assure a complete/accurate assessment. A simple demographic value or presenting problem
(or combination) could provide a template for data gathering that represents best practice in this
situation, e.g., Type 2 (Adult Onset) Diabetes diabetic review, fall and 70+, and rectal bleeding.
Support for standard assessment may include the ability to record and store the value for the
answers to specific questions in standardized assessment tools or questionnaires. When a specific
recognized-standard assessment does not exist, the system will support the creation of unique
new, locally-defined assessment. The system may enable, and/or encourage the use of the format
and data elements of similar assessments in the systems whenever possible. (NOTE: A new
assessment may not necessarily be unique, since a facility may copy an assessment from another
facility.).
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1. The system SHALL provide the ability to capture, maintain, | g7
and render recognized-standard assessment information in
the patient record.
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CPS.3.2

Function

Support for Patient
Context-Driven

815




Assessments
BEORRIIE LT &
ARA L SOV IR— b

PR EIA : Statement: Offer prompts based on patient-specific data at the point of information
capture for assessment purposes.
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Description: When a clinician fills out an assessment, data entered is matched against data
already in the system to identify potential linkages and optimize patient care. For example, the
system could scan the medication list and the knowledge base to see if any of the symptoms are
side effects of medication already prescribed. Important diagnoses could be brought to the doctor’s
attention, for instance ectopic pregnancy in a woman of child bearing age, or appendicitis in a
geriatric patient who has abdominal pain.
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CPS.3.3

Function

Support for Standard
Care Plans, Guidelines,
Protocols
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Statement: Support the use of appropriate standard care plans, guidelines, protocols, and/or
clinical pathways for the management of specific conditions.
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Description: A core capability of Clinical Decision Support is that of providing guidelines, plans
and protocols to clinicians. These templates or forms can be specific for populations, medical
conditions or individual patients. Before they can be used in care provision standard care plans,
guidelines, protocols, and clinical pathways must be created. These templates or forms may reside
within the system or be provided through links to external sources, and can be modified and used
on a site specific basis. To facilitate retrospective decision support, variances from standard care
plans, guidelines, protocols and clinical pathways can be identified and reported.
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6. The system SHALL conform to function CPS.3.4 (Support for 830
Context-Sensitive Care Plans, Guidelines, Protocols).
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7. The system SHALL conform to function CPS.3.1 (Support for 831
Standard Assessments).
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F AU DT 2R,

CPS.3.4 839

Function




Support for Context-
Sensitive Care Plans,
Guidelines, Protocols
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Statement: Identify and present the appropriate care plans, guidelines, protocols, and/or clinical
pathways for the management of patient-specific conditions that are identified in a patient clinical
encounter.
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Description: At the time of the clinical encounter (problem identification), recommendations for
tests, treatments, medications, immunizations, referrals and evaluations are presented based on
evaluation of patient-specific data such as age, gender, developmental stage, their health profile,
and any site-specific considerations. These may be modified on the basis of new clinical data at
subsequent encounters.
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CPS.3.5

Function

Support for Research
Protocols Relative to
Individual Patient Care
1 2 D B 7 T BE S
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Statement: Provide support for the management of patients enrolled in research protocols.
BUREIH - R 7w b a VR SN BE OEHOTZD OV R — F Ofeflk

Description: The clinician is presented with appropriate protocols for patients participating in
research studies, and is supported in the management and tracking of study participants.
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CPS.3.6 860
Function

Support Self-Care
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Statement: Provide the patient with decision support for self-management of a condition between
patient/provider encounters.
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Description: Patients need to follow self-management plans related to their specific conditions.
These plans may include schedules for home monitoring, laboratory tests, and clinical checkups;
recommendations about nutrition, physical activity, tobacco use, etc.; and guidance or reminders
about medications. Information to support self-care may be appropriately provided to: the patient,
a surrogate (parent, spouse, guardian), or others involved directly in the patients self care.
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CPS.3.7 866
Function

Capture Guidelines and
Standards from External
Sources
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Statement: Capture practice guidance from a variety of “trusted” external sources.
BUREIH - FHO “fBEHTE D7 Y — AN OBIET A X ZADRY iAI~

Description: Capture and import information provided by external health care organizations as
relates to clinical practice guidelines (CPGs). External healthcare organizations in this function
include, but are not limited to Patient management systems, Healthcare delivery organizations,
Population health/surveillance organizations (e.g., local, regional, national and global Public
Health services, PAHO, WHO), and professional, governmental, or industrial healthcare
optimization initiatives.
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CPS.3.8

Function

Manage Documentation
of Clinician Response to
Decision Support
Prompts
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Statement: Capture the decision support prompts and manage provider actions to accept or
override decision support prompts.
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Description: Provider actions in response to prompts offered from decision support are captured.
Management of these actions be accomplished at the patient level or aggregated for patient
population, research protocol, or organizational trending.

WREDH] : 72 a U AR — PSR SILTHGA~ORMEE OITENL, MV IAEN D, b OITH)

OEHIT, BEDOL L0, BAES, HET 0 b2/, MFkOBRICHES <,

1. The system SHALL provide the ability to capture that clinical | ggg
decision support prompts have been rendered and user
response to accept or override those prompts.
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2. The system SHALL provide the ability to capture the reason | g7
for variation from the decision support prompt.
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CPS.3.9 873

Function

Clinical Decision

Support System

Guidelines Updates
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Statement: Capture and maintain updates of clinical decision support system guidelines and
associated reference material.
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Description: System content such as discharge instructions, clinical guidelines, formularies, and
other knowledge bases should be capable of being maintained and updated, independent of a
particular encounter. Clinical decision support rules may be applied to the system using a manual
process. As standards are developed to represent these rules, an automated update will be
recommended. Any process to update decision support rules should include the verification of the
appropriateness of the rules to the system. This may include but not be limited to authenticity of
the source, the currency of the version, and any necessary approvals before updates can take place.
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1. The system SHALL provide the ability to maintain the clinical | g74
content or rules utilized to generate clinical decision support
reminders and alerts.
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CPS.3.10 877

Function

Support for

Identification of

Potential Problems and
Trends
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Statement: Identify conditions of clinical interest, identify trends that may lead to significant
problems, and provide prompts for clinical decision support.
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Description: Providing the health care provider with a prompt, notification or alert for identified
specific concerns of clinical interest is a cornerstone of Clinical Decision Support. When personal
health information is collected directly during a patient visit, input by the patient, or acquired
from an external source (laboratory results), it is important to be able to identify and tag potential
problems and trends that may be condition- or patient-specific (given the individual's personal

health profile), or changes warranting further assessment.
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1. The system SHALL conform to function CP.3.1 (Conduct | g7g

Assessments) and provide the ability to access standard
assessment data in the patient record.
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CPS.3.11 896

Function

Support Other

Encounter and Episode

of Care Documentation
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Statement: Where not covered above, provide the means to manage and organize the
documentation of the health care needed and delivered during an encounter/episode of care.
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Description: Using data standards and technologies that support interoperability, effective
documentation of an encounter can promote patient- centered/oriented care and enables real-time,
immediate point-of-service care delivery. Effective encounter and episode-of-care documentation
can facilitate efficient work flow and improve operations performance. This can help to ensure the
integrity of (1) the health record, (2) public health, financial and administrative reporting, and (3)
the healthcare delivery process.
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CPS.3.12

Function

Manage Health
Information Record
Quality
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Statement: Support grammatical and lexical integrity of the health record by providing medical
spelling, thesaurus and grammar ready assistance during clinical documentation as well as
enabling shortcuts for pre-defined text.
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Description: Users and patients will benefit from features that enable rapid checking of spelling
and grammar, a medical thesaurus function as well as text shortcuts to expand pre-defined text
during clinical documentation. A shortcut may also be defined to trigger a specific system function
such as the opening of a pre-defined template. These functions may be defined at an enterprise
level based on scope of practice, organizational policy, and/or jurisdictional law. However, pre-
defined text may also be configured by provider or provider type.
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CPS.3 805
Header

Support Clinical

Documentation
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Statement: Standard assessments, guidelines and prompts are provided to facilitate decision
support for the optimization of patient care based on specific medical conditions.
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Description: Provider support is offered for the consideration of issues that would help assure
optimal patient management. These may include standard assessments, care plans and treatment
protocols, with triggers and prompts to assist during the patient encounter. Recommendation for
patient testing and follow-up is also included along with decision support for patient self-
management of a condition between patient-provider encounters.
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CPS.3.1 806
Function

Support for Standard

Assessments
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Statement: Support the establishment, updates and use of assessment forms that will assist in
the development of and adherence to care plans, guidelines, and protocols at the point of
information capture.
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Description: As part of managing assessment definitions, the system will support the ability to
create a set of assessment forms and, optionally, associated logic (e.g., workflow, business and
clinical rules). This assessment definition process may include the ability to define, revise and
manage the tools, files and processing for the conduct of a patient assessment. Furthermore, the
assessment definition may also include template development, prompts for additional
information, related notification alerts and workflow processes. When a clinician fills out an
assessment, data entered triggers the system to prompt the assessor to consider issues that would
help assure a complete/accurate assessment. A simple demographic value or presenting problem
(or combination) could provide a template for data gathering that represents best practice in this
situation, e.g., Type 2 (Adult Onset) Diabetes diabetic review, fall and 70+, and rectal bleeding.
Support for standard assessment may include the ability to record and store the value for the
answers to specific questions in standardized assessment tools or questionnaires. When a specific
recognized-standard assessment does not exist, the system will support the creation of unique
new, locally-defined assessment. The system may enable, and/or encourage the use of the format
and data elements of similar assessments in the systems whenever possible. (NOTE: A new
assessn)lent may not necessarily be unique, since a facility may copy an assessment from another
facility.).
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1. The system SHALL provide the ability to capture, maintain, | g7
and render recognized-standard assessment information in
the patient record.
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CPS.3.2

Function

Support for Patient
Context-Driven
Assessments
BEORIIIIE LT &
A AL FDOYR— |k
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Statement: Offer prompts based on patient-specific data at the point of information capture for
assessment purposes.
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Description: When a clinician fills out an assessment, data entered is matched against data
already in the system to identify potential linkages and optimize patient care. For example, the
system could scan the medication list and the knowledge base to see if any of the symptoms are
side effects of medication already prescribed. Important diagnoses could be brought to the doctor’s
attention, for instance ectopic pregnancy in a woman of child bearing age, or appendicitis in a
geriatric patient who has abdominal pain.
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CPS.3.3

Function

Support for Standard
Care Plans, Guidelines,
Protocols
W I r T 7T e H
A KFA4E&TFm hany
DY R—
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Statement: Support the use of appropriate standard care plans, guidelines, protocols, and/or
clinical pathways for the management of specific conditions.
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Description: A core capability of Clinical Decision Support is that of providing guidelines, plans
and protocols to clinicians. These templates or forms can be specific for populations, medical
conditions or individual patients. Before they can be used in care provision standard care plans,




guidelines, protocols, and clinical pathways must be created. These templates or forms may reside
within the system or be provided through links to external sources, and can be modified and used
on a site specific basis. To facilitate retrospective decision support, variances from standard care
plans, guidelines, protocols and clinical pathways can be identified and reported.
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CPS.3.4 839

Function

Support for Context-
Sensitive Care Plans,
Guidelines, Protocols
WRWWZIS Cler T 77
YA RTA L, T e b
/DY R— bk

Statement: Identify and present the appropriate care plans, guidelines, protocols, and/or clinical
pathways for the management of patient-specific conditions that are identified in a patient clinical
encounter.
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Description: At the time of the clinical encounter (problem identification), recommendations for
tests, treatments, medications, immunizations, referrals and evaluations are presented based on
evaluation of patient-specific data such as age, gender, developmental stage, their health profile,
and any site-specific considerations. These may be modified on the basis of new clinical data at
subsequent encounters.
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CPS.3.5

Function

Support for Research
Protocols Relative to
Individual Patient Care
@l %2 o B3 7 I\ZBi
HHF%E7 v b aLoHYR
— b
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Statement: Provide support for the management of patients enrolled in research protocols.
FORFH - 7 a b 2V CBRER S I BE OFBO T2 D O R — N Ot

Description: The clinician is presented with appropriate protocols for patients participating in
research studies, and is supported in the management and tracking of study participants.
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CPS.3.6 860
Function

Support Self-Care
TN T T OV R— b

Statement: Provide the patient with decision support for self-management of a condition between
patient/provider encounters.
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Description: Patients need to follow self-management plans related to their specific conditions.
These plans may include schedules for home monitoring, laboratory tests, and clinical checkups;
recommendations about nutrition, physical activity, tobacco use, etc.; and guidance or reminders
about medications. Information to support self-care may be appropriately provided to: the patient,
a surrogate (parent, spouse, guardian), or others involved directly in the patients self care.
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CPS.3.7

Function

Capture Guidelines and
Standards from External
Sources

NG — AN DHA R
FTA MDY IAI
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Statement: Capture practice guidance from a variety of “trusted” external sources.
BUREEIE - FFO “(BITE D7 MY — AN D OB A X ADEY iA

Description: Capture and import information provided by external health care organizations as
relates to clinical practice guidelines (CPGs). External healthcare organizations in this function
include, but are not limited to Patient management systems, Healthcare delivery organizations,
Population health/surveillance organizations (e.g., local, regional, national and global Public
Health services, PAHO, WHO), and professional, governmental, or industrial healthcare
optimization initiatives.
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CPS.3.8

Function

Manage Documentation
of Clinician Response to
Decision Support
Prompts

TV a AR — N ERE
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Statement: Capture the decision support prompts and manage provider actions to accept or
override decision support prompts.
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Description: Provider actions in response to prompts offered from decision support are captured.
Management of these actions be accomplished at the patient level or aggregated for patient
population, research protocol, or organizational trending.
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CPS.3.9 873
Function

Clinical Decision

Support System

Guidelines Updates

J V=N TTa sy
R—=RNATLDHA R
TA L DFEH

Statement: Capture and maintain updates of clinical decision support system guidelines and
associated reference material.

BERFE: 7 V= HNANT oV a PR R— AT LDHA RTA4 0 LEH#ETHBBEROEE O Y
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Description: System content such as discharge instructions, clinical guidelines, formularies, and
other knowledge bases should be capable of being maintained and updated, independent of a
particular encounter. Clinical decision support rules may be applied to the system using a manual
process. As standards are developed to represent these rules, an automated update will be
recommended. Any process to update decision support rules should include the verification of the
appropriateness of the rules to the system. This may include but not be limited to authenticity of
the source, the currency of the version, and any necessary approvals before updates can take place.
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CPS.3.10 877
Function
Support for
Identification of

Potential Problems and
Trends
BIEN 7 27 L b LR
A OB DY AR — b

Statement: Identify conditions of clinical interest, identify trends that may lead to significant
problems, and provide prompts for clinical decision support.
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Description: Providing the health care provider with a prompt, notification or alert for identified
specific concerns of clinical interest is a cornerstone of Clinical Decision Support. When personal




health information is collected directly during a patient visit, input by the patient, or acquired
from an external source (Iaboratory results), it is important to be able to identify and tag potential
problems and trends that may be condition- or patient-specific (given the individual's personal
health profile), or changes warranting further assessment.
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CPS.3.11 896
Function
Support Other

Encounter and Episode
of Care Documentation
TOMOZRE T CE
DY AHR— |k

Statement: Where not covered above, provide the means to manage and organize the
documentation of the health care needed and delivered during an encounter/episode of care.
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Description: Using data standards and technologies that support interoperability, effective
documentation of an encounter can promote patient- centered/oriented care and enables real-time,
immediate point-of-service care delivery. Effective encounter and episode-of-care documentation
can facilitate efficient work flow and improve operations performance. This can help to ensure the
integrity of (1) the health record, (2) public health, financial and administrative reporting, and (3)
the healthcare delivery process.
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CPS.3.12 901

Function




Manage Health
Information Record
Quality
NIVAA T F A —T 3
VRLER D B

Statement: Support grammatical and lexical integrity of the health record by providing medical
spelling, thesaurus and grammar ready assistance during clinical documentation as well as
enabling shortcuts for pre-defined text.
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Description: Users and patients will benefit from features that enable rapid checking of spelling
and grammar, a medical thesaurus function as well as text shortcuts to expand pre-defined text
during clinical documentation. A shortcut may also be defined to trigger a specific system function
such as the opening of a pre-defined template. These functions may be defined at an enterprise
level based on scope of practice, organizational policy, and/or jurisdictional law. However, pre-
defined text may also be configured by provider or provider type.
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CPS.4

Header

Support Orders

911

Statement: Support for Orders is required to ensure that appropriate decision support and safety
checks are conducted by the system at the time of ordering as well as at the time of dispensing
medications or immunizations.
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Description: Support for orders includes the management of order set templates, the support for
specific types of orders including medication, immunization, non-medication, diagnostic tests as
well as blood products and biologicals. Decision Support for orders includes checking for allergies
or adverse interactions, dosing checking and issuing the appropriate warnings. It may also include
functions to increase ordering efficiency such as verifying all necessary information to fulfill the
order is captured and making recommendations for supporting orders. A component of ordering
medications and immunizations is the dispensing of those orders and, where applicable, this
function will include criteria to support dispensing. Note: Administration of Orders is included in
CPS.6 (Support for Treatment Administration).
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CPS.4.1 915

Function

Manage  Order  Set

Templates
916
921
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CPS.4.2

Function

Support for Medication
and Immunization
Ordering

940

Statement: Provide functionality to alert providers to potential medication and immunization
ordering errors (such as wrong patient, wrong drug, wrong dose, wrong route and wrong time).
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Description: During medication or immunization ordering it is critical to minimize potential errors
that can cause adverse events. This is accomplished by the EHR system through the use of clinical
decision support and prompting to validate the order at time of ordering. Whist many of these
functions are more commonly associated with medication ordering; they also apply to ordering of
immunizations when such ordering occurs. The support includes the checking for drug/drug
interactions, checking against documented allergies or previous adverse events as well as
validating patient-specific dosing and providing appropriate warnings. support for medial
ordering efficiencies also ensures that orders are appropriate and contain all required supporting
information.
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CPS.4.2.1 952
Function

Support for Medication
Interaction and Allergy
Checking

Statement: Identify medication interaction warnings at the time of medication or immunization
ordering, or prescribing, as well as at the time of dispensing.

TG A — 2 DFATHRHC, FAIR O ANEH OS2 8 5

Description: The clinician is alerted to medication-medication, medication-allergy, medication-
food, medication-supplement (herbal or dietary) interactions at levels appropriate to the health
care setting and with respect to the patient condition. These alerts may be customized to suit the
user or group.Note, medication may be affected by food or diatary choices; whist this is not
considered an interaction it is consequently not included in this function; however, the provision
of drug-food effectiveness in information to be provided to the patient is included in the function
CP.8.1 (Generate, Record and Distribute Patient-Specific Instructions).If the patient’s condition is




one where, in order to view the necessary components of the health record, patient authorization
or consent 1is required; then the system should show the

medication but mask the condition for which the medication is prescribed until the required
consent or authorization is available. In an emergent situation, where all health information is
required to provide the most effective treatment, and it is not possible to obtain an authorization
or consent; the system should provide an override (e.g., "break the glass") function to allow access
to the diagnosis or problem for which a medication was ordered, according to scope of practice,
organizational policies, and/or jurisdictional law.
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CPS.4.2.2 969

Function

Support for patient-
specific  Dosing and
Warnings

Statement: Identify and present appropriate dose recommendations based on known patient
conditions and characteristics at the time of medication ordering and dispensing.
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Description: The clinician is alerted to patient-specific contraindications and warnings e.g.,
pregnancy, breast-feeding or occupational risks, hepatic or renal insufficiency. The preferences of
the patient may also be presented (e.g., reluctance to use an antibiotic). Additional patient
parameters, such as age, gestation, genetic disposition, height, weight, and Body Surface Area
(BSA), shall also be incorporated.
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CPS.4.2.3

Function

Support for Medication
Ordering Efficiencies

993

Statement: Provide the tooling necessary to support efficient medication ordering.
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Description: Support efficient medication ordering workflows by allowing medications to be sorted
and reviewed by key attributes, e.g., generic or trade names. Also support editing medication
orders across multiple instances of an order and capturing medication orders in order sets.

WG A— A PN EE B, B2, FFEEERSICE > TOEIN T, RESNDIOEHFRTDHZ LT
Lo TE¥(T7 v — %GBT 2R EWRIEDIEEEZ TR — LTS, £lo, =X DEF
MBI Om Z SANZIG A —F ZfmE LT, At v h CREA—F DT 5,

CPS.4.2.4

Function

Support for Medication
Recommendations

1002

Statement: Offer recommendations and options in medication treatment protocols as well as
supporting medication monitoring on the basis of patient diagnosis, patient characteristics, or
therapeutic guidelines and protocols.
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Description: The system should list medication treatment options on the basis of practice
standards and the patient's conditions, diagnoses and characteristics (e.g., obesity, occupation).
The system may also provide prompts and notifications to support medication monitoring.
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1. The system SHALL conform to function CPS.4.2.2 (Support for

Patient-Specific Dosing and Warnings). 1003
g%42%%%%i@&5%&%%@%ﬁ—Mmﬁwﬁé:

3. The system SHALL determine and present recommendations | 105
for alternative medication treatments on the basis of practice
standards, patient conditions and characteristics.
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CPS.4.2.5 1007
Function
Support for Medication
Reconciliation

Statement: Review a patient’s medication information (from more than one source) and reconcile
conflicts.
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Description: Medication reconciliation is the process of comparing a patient's medication
information (from all sources) to the medications that the patient is actually has been taking.
Medication reconciliation is done to avoid medication errors such as omissions, duplications,
dosing errors, or drug interactions. Medication Reconciliation should be done at every episode or
transition of care in which new medications are ordered or administered, existing orders are
rewritten or where medications may influence the care given.Transitions in care include changes
in setting, service, practitioner, or level of care. The Medication Reconciliation process comprises
five includes several steps: (1) develop a list of current medication list of medications that the
patient is taking, (2) develop a list of medications to be prescribed or recommended (3) compare
the medication information from all sources; (4) make shared and informed clinical decisions based
on the comparison and provide the ability to document the interaction; and (5) communicate the
updated medication information to the healthcare teams, the patient and appropriate caregivers.
For example: If a patient’s pain, anticoagulation, hyperglycemia or other high risk therapy is being
managed by a specialist, the healthcare team must be aware to avoid prescribing an additional
equivalent of this medication.(6) Verify the patient’s/caregiver’s understanding and agreement to
the patient’s medication treatment plan.(7) Standardization of shared medication information
(name, dose, instructions, indications, prescriber, etc)
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1. The system SHALL provide the ability to manage the process | 108
of medication reconciliation according to scope of practice,
organizational policy, and/or jurisdictional law.
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CPS.4.3

Function

Support for Non-
Medication Ordering

1010

Statement: Facilitate provider review and validation of order information to make it pertinent,




effective and resource-conservative at the point of order entry.

F—HWH, Bl Ca— A —FFRONY F— 3 CEEIER, R, BERLT 5,

Description: The system assists provider during order entry for therapies, treatments, care,
diagnostics and medical supplies and equipment. Support includes, for example: alerts to
duplicate orders, missing results or other information required to initiate order, suggested
corollary orders, order sets, best practice guidelines, institution-specific order guidelines and
patient diagnosis specific recommendations. Also alerts for orders that may be inappropriate or

contraindicated for specific patients, for example, X-rays on pregnant women.
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CPS.4.4 1022
Function

Support  Orders for
Diagnostic/  Screening
Tests

Statement: This function has not been defined and is captured here as a place-holder for potential
further development of the Functional Model and to maintain alignment with the corresponding

CP section.
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Description: None Defined at this time.
A ORRTIFER SN TV,

CPS.4.5

Function

Support Orders for Blood
Products and Other
Biologics

1023

Statement: This function has not been defined and is captured here as a place-holder for potential
further development of the Functional Model and to maintain alignment with the corresponding

CP section.
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Description: None Defined at this time.
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CPS.4.6 1024
Header

Support for Referrals

Statement: Evaluate patient information for referral indicators.

BEORREFIER O B ZTHmT 2,

Description: The system assists with patient referrals, including prompting the provider with
referral recommendations based on the patient's medical record. When creating the referral order,
support is provided in the compilation of relevant clinical and behavioral health results,
demographic and insurance information (f available). Standardized or evidence based protocols
for workup prior to referral may also be presented.
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CPS.4.6.1 1025

Function

Support for Referral
Process

Statement: Evaluate referrals within the context of a patient’s healthcare data.
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Description: The system assists with patient referrals, including compilation of relevant clinical
and behavioral health results, demographic and insurance information Gf available).
Standardized or evidence based protocols for workup prior to referral may also be presented.
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CPS.4.6.2 1036
Function
Support for Referral
Recommendations

Statement: Evaluate patient data and recommend patient referral based on specific criteria.

EHR-S 75 EA RPN A —Z DEIEZAREE T 5,




Description: The system assists evaluation of certain patient conditions which may lead to a
recommendation for referral, for example, for smoking cessation counseling if the patient is
prescribed a medication to support cessation screening or assessment for behavioral health
conditions. Additionally the system may present recommendations based on other orders — for
example, an order for Adriamycin, where additional testing such as a MUGA (heart) scan or an
Echocardiogram should be completed prior to administration, could result in a recommended
referral to radiology, and/or cardiology.
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CPS.4.6.3

Function

Support for Electronic
Referral Ordering

1039

Statement: Enable the transmission of electronic referral orders from the EHR-S.
EHR v A7 A O EFHIRFENA—F OFEERELE T 5

Description: When a referral order is created in the system, the system should have the ability to
compose the referral package, including any supporting clinical and administrative information,
and transmit the referral order to the referred-to provider electronically.
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CPS.5 1058

Function

Support for Results

FEROY AR — b

Statement: Evaluate results and notify provider and patient of results within the context of the
patient’s healthcare data.
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Description: The system suggests result interpretations and notifications including those for,
abnormal results, trending of results (such as discrete laboratory values over time), evaluation of
pertinent results at the time of provider order entry (such as evaluation of laboratory results at




the time of ordering a radiology exam), evaluation of incoming results against active medication
orders.

PERERLI © o X7 M, BEE, KEROMIA (R ORI XY 572 5 lRRRAEEO & 5 12) | EFRR
P O A — B ERIRF USTE U TR R ORI (R 2 2 (O U 72 Bl C o B R AR ARG SR O 7 72
L) BAEORIKIC K U Tl > TR D R RO 2 7 o 1 oD I & i % 508 5,

1. The system SHALL render alerts for a result that is outside | 159
of a normal value range.
AT LE, IEW RS ORE RITK L TEE 2R LT
2R 5720,

6. The system SHALL tag critical value results that have not been | 1gg4
acknowledged.
VAT A, ARIND T L ORWAERRERMEICRILTH S
ZOFRIFNIER L0,

CPS.6

Header

Support Treatment
BEOV R — b

1068

Statement: Alert providers to potential administration errors (such as wrong patient, wrong drug,
wrong dose, wrong route and wrong time) in support of safe and accurate medication and
immunization administration and support administration workflow.
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Description: The system promotes the reduction of errors at time of administration and at the
point of care by positive patient identification, by checks on drug identification including name,
dose, route and designated time of administration. Access to drug monograph information may be
provided to allow providers to check details about a drug and enhance patient education. Workflow
for administration is supported through prompts and reminders regarding the “window” for timely
administration of medications and immunizations.
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CPS.6.1

Function

Support for Medication
Administration

BAE OV R — b

1069

Statement: Alert providers to potential administration errors (such as wrong patient, wrong drug,
wrong dose, wrong route and wrong time) in support of safe and accurate medication
administration and support medication administration workflow.
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Description: The system promotes the reduction of medication errors at time of administration
and at the point of care by positive patient identification, by checks on drug identification
including name, dose, route and designated time of administration. Access to drug monograph
information may be provided to allow providers to check details about a drug and enhance patient
education. Medication administration includes the administration of medication therapies such
as chemotherapy. Workflow for medication administration is supported through prompts and
reminders regarding the “window” for timely administration of medications.
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CPS.6.2 1079
Function
Manage Immunization
Administration
TEAERE Y AR — bk

Statement: Alert providers to potential administration errors (such as wrong patient, wrong drug,
wrong dose, wrong route and wrong schedule) in support of safe and accurate immunization
administration and support immunization administration workflow.
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Description: The system assists in reduction of medication errors at time of administration by
positive patient identification and by checks on immunization identification. Workflow for
immunization administration is supported through prompts and reminders regarding the
“window” for timely administration of immunizations.
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2. The system SHOULD provide the ability to link to reference | 10gg
information/knowledge resources at the time of immunization

administration.
1089
CPS.6.3 1092
Function
Support for Safe Blood
Administration
TRRMEEEY AR — k

Statement: Facilitate real-time checks for potential blood administration errors.
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Description: To reduce errors at the time of blood product administration, the system assists in




positive patient identification, along with checks and alerts regarding the blood product to be
administered, including the identification of the blood product, the amount to be delivered, and
the route and time of the administration of the blood product.
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CPS.6.4 1097
Function

Support for Accurate
Specimen Collection

IEfE 7L R IRER Y AN —

Statement: Facilitate real-time checks to ensure accurate specimen collection.
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Description: To ensure specimen collection accuracy, the patient and specimen are positively
identified. The provider is notified in real-time of potential collection errors such as wrong patient,

wrong specimen type, wrong means of collection, wrong site, and wrong date and time.
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CPS.7

Header

Support Future Care
Fk A 7 4

1100

1102

Statement: Support for Future Care is necessary to enable the planning of future care according
to appropriate healthcare guidelines.

FURFIE  FEROTBIRO R ITE G R~V AT T HA BT A BT 2 R OGO FHE Z FIREIC S
DIZOITHHATH D,

Description: Support for future care includes the provision of clinical decision support through
giving access to healthcare guidelines from external sources.
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CPS.7.1

Function

Access Healthcare
Guidance
NIVARGT T HA K A
DT 'R

1103

Statement: Provide pertinent information from available evidence-based knowledge, at the point
of care, for use in healthcare decisions and care planning.
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Description: The information available regarding disease, disease processes, diagnostic testing,
pharmaceuticals, treatment patterns and all aspects of healthcare is constantly changing. The
practitioner should be able to access a wide variety of sources that provide relevant, accurate
information about any given subject. Examples of resources include, but are not limited to
evidence on treatment of specific medical conditions, maintenance of wellness, drug or device
trials, context-specific information available through online journals, printed resources such as
books and specialty organizations resources. For example, when a condition is diagnosed the
provider might be directed to relevant resources that give updated clinical research, useful
pharmaceutical combinations, surgical techniques, products or other information useful in the
management of the specific condition under consideration.
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| CPS.8 | 1112




Header

Support Patient
Education &
Communication
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Statement: Support for appropriate communication with the patient or the patient

representatives.
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Description: Support for patient education and communication is critical to ensure that the patient
can appropriately participate in his care. This includes providing access to relevant patient
educational materials and reminders from internal, and/or external sources.
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CPS.8.1

Function

Patient Knowledge
Access
BEIZL D A~DT 7
2

1113

Statement: Provide the ability to access reliable information about wellness, disease management,
treatments, peer support groups, public health education materials, and related information that
is relevant for a specific patient.
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Description: An individual will be able to find reliable information to research a health question,
follow up from a clinical visit, identify treatment options, or other health information needs. The
information may be linked directly from entries in the health record, or may be accessed through
other means such as key word search. The information may be provided as part of the EHR system
but may also include patient information from external databases or specific websites.
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1. The system SHALL provide the ability to determine and render | 1114
information about wellness, disease management,
treatments, population level health measures and related
information that is relevant for a specific patient.
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CPS.8.2 1118
Function

Patient Education

Material Updates

BEHRFEHOT v 77
—h

Statement: Receive and validate formatted inbound communications to facilitate, and/or perform
updating of patient education material.
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Description: Materials may include information about a diagnosis, recommended diets, associated
patient health organizations, or web links to similar educational information. These materials
may be provided electronically and may require validation prior to inclusion in the system.
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CPS.8.3

Function

Patient Reminder
Information Updates
BE~D )~ A >
DT T T— kK

1121

Statement: Receive and validate formatted inbound communications to facilitate updating of
patient reminder information from external sources such as Cancer or Immunization Registries.
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Description: Information from outside groups, such as immunization groups, public health
organizations, etc. may periodically send updates to patient care providers. The system should be
capable of generating patient reminders based on the recommendations of these organizations.
Patient reminders could be provided to patients by a number of means including phone calls, or
mail. A record of such reminders may become part of a patient’s record. Examples of reminders
could include a recommended immunization, prophylactic guidelines for MVP, patient self-testing

for disease, etc.
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CPS.8.4

Function

Support for
Communications
Between Provider and
Patient, and/or the
Patient Representative
PRSP (e p SRS
F T AEONREAR O
A z=fF—aroi
A— b
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Statement: Facilitate communications between providers and patients, and/or the patient

representatives.
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Description: Providers are able to communicate with patients and others, capturing as specified
by the business rules the nature and content of electronic communication, or the time and details

of other communication.

Examples: - When test results arrive, the clinician may wish to email

the patient that test result was normal (details of this communication are captured).- A patient
may wish to request a refill of medication by emailing the physician.- Patients with asthma may
wish to communicate their peak flow logs/diaries to their provider.- Hospital may wish to
communicate with selected patients about a new smoking cessation program.- Automated

notification regarding annual flu shots
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CPS.8.5

Function

Patient, Family and
Care Giver Education
BE, ZRBLO T
HEHE
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Statement: Facilitate access to educational or support resources pertinent to, and usable by, the
patient or patient representative.
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Description: The provider or patient is presented with a library of educational materials. Material
may be made available in the language or dialect understood by the patient or representative.
Material should be at the level of the patient or representative’s level of understanding and
sensory capability. Special needs are documented. Material may be disseminated via a mode
available to and acceptable by the patient e.g., printed, electronically or otherwise. The review of
material between the clinician and the patient, and the patient’s understanding of the review, is
documented when desired by the clinician. The patient or patient’s representatives are able to
obtain educational information independently without formal review with the clinician, if desired.
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CPS.8.6 1155

Function

Communication with
Personal Health Record
Systems

PHR > 25 ALt D=2 I =
=—ar

Statement: Statement: Enable and manage communication between EHR Systems and PHR
Systems.
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Description: With the increasing use of Personal Health Record systems, it is necessary for the
EHR-S to appropriately communicate with the PHR to both capture patient information from the
PHR and transmit relevant portions of the EHR patient record to the PHR to support patient self
care.
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CPS.9 1162

Header

Support Care
Coordination &
Reporting
TTOEHELR— D
PAR— b

Statement: Support exchange and reporting of information between participants in patient-

centered care.
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Description: Provide the support necessary to ensure that appropriate communication between
providers is possible to coordinate the patient's care including, clinical communication between

providers, standard and ad-hoc reporting and information views of the patient record.
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CPS.9.1 1163
Function

Clinical Communication

Management and

Support
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Statement: Support exchange of information between participants in patient-centered care as
needed, and the appropriate documentation of such exchanges. Support secure communication to
protect the privacy of information as required by jurisdictional law.
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Description: Healthcare requires secure communications among various participant in the
patient's circle of care: patients, doctors, nurses, chronic disease care managers, public health
authorities, pharmacies, laboratories, payers, consultants etc. An effective EHRS supports
communication across all relevant participants, reduces the overhead and costs of healthcare-
related communications, and provides automatic tracking and reporting. The list of
communication participants is determined by the care setting and may change over time.Because
of concerns about scalability of the specification over time, communication participants for all care
settings or across care settings are not enumerated here because it would limit the possibilities
available to each care setting and implementation. However, communication between providers
and between patients and providers will be supported in all appropriate care settings and across
care settings. Implementation of the EHRS enables new and more effective channels of
communication, significantly improving efficiency and patient care. The communication functions
of the EHRS changes the way participants collaborate and distribute the work of patient care.
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Function

Support for Inter-
Provider
Communication
EREEE R I 2=
—> g O R— b

Statement: Support exchange of information between providers as part of the patient care process,
and the appropriate documentation of such exchanges. Support secure communication to protect
the privacy of information as required by jurisdictional law.
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Description: Communication among providers involved in the care process can range from real
time communication (for example, communication between a therapist and nurse), to
asynchronous communication (e.g., consult reports between physicians). Some forms of inter-
practitioner communication will be paper based and the EHR-S must be able to produce
appropriate documents.The system should provide for both verbal and written communication.
These exchanges would include but not be limited to consults, and referrals as well as possible
exchanges within the office as part of the provision and administration of patient care (e.g., the
communication of new information obtained within the office environment during the process of
administration of a tetanus shot while the patient is in the exam room).The system should support
the creation and acceptance of paper artifacts where appropriate.
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CPS.9.2.1 1182

Function

Manage  Consultation
Requests and Responses

2R & IRE D P

Statement: Provide a means to capture and manage requests for consultation and responses.
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Description: EHR system should support the ability to document and note calls made to
physician/provider consultants, as well as their responses. This includes the time of the initial and




any subsequent pages or calls, the time and method whereby the consultant responded, as well as
the final disposition of the consultation.
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1. The system SHALL provide the ability to capture and | 1733
maintain records of consultations by providers other than the
attending provider.
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Function

Support for Provider to
Professional
Communication
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Statement: Manage communications to professionals (e.g., coroners, medical examiners, law
enforcement) for health care events.
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Description: Health care providers must be able to provide notifications and associated
administrative, and/or clinical information to various professional individuals or organizations of
specific health care events (e.g., patient deaths, births, gunshot wounds) in order to promote or
trigger a workflow.
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Function

Support for Provider -
Pharmacy
Communication
R & R = 2
2=k —g PR — b
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Statement: Provide features to enable secure bi-directional communication of information
electronically between practitioners and pharmacies or between practitioner and intended
recipient of pharmacy orders.
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Description: When a medication is prescribed, the order is routed to the pharmacy or other
intended recipient of pharmacy orders. This information is used to avoid transcription errors and
facilitate detection of potential adverse reactions. If there is a question from the pharmacy, that
communication can be presented to the provider with their other tasks. In certain environments,
medication order creation is a collaborative process involving the prescriber and facility staff.
Accordingly, this function applies to communication process between the prescriber, facility and
the pharmacy or other intended recipient of pharmacy orders. The transmission of prescription
data between systems should conform to realm acceptable messaging standards. Informative
examples:- HL7 Clinical Document Architecture Release 2- ISO/EN 13606 Electronic Health
Record Communication- CEN ENV 13607:2000. Health informatics. Messages for the exchange of
information on medicine prescriptions- X12N healthcare transactions- US realm: National Council
for Presc):ription Drug Programs (NCPDP)- Canadian realm: National Electronic Claims Standard
NeCST
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Architecture Release 2- ISO/EN 13606 Electronic Health Record Communication- CEN ENV
13607:2000.Health informatics. Messages for the exchange of information on medicine
prescriptions- X12N healthcare transactions- US realm: National Council for Prescription Drug
Programs (NCPDP)- Canadian realm: National Electronic Claims Standard (NeCST)
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CPS.9.3 1207
Function
Health Record Output
R ELER D )

Statement: Support the definition of the formal health record, a partial record for referral
purposes, or sets of records for other necessary disclosure purposes.
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Description: Provide hardcopy and electronic output that fully chronicles the healthcare process,
supports selection of specific sections of the health record, and allows healthcare organizations to
define the report, and/or documents that will comprise the formal health record for disclosure
purposes. A mechanism should be provided for both chronological and specified record element
output. This may include defined reporting groups (i.e. print sets). For example Print Set A =
Patient Demographics, History & Physical, Consultation Reports, and Discharge Summaries.
Print Set B = all information created by one caregiver. Print Set C = all information from a
specified encounter. An auditable record of these requests and associated exports may be
maintained by the system. This record could be implemented in any way that would allow the
who, what, why and when of a request and export to be recoverable for review. The system has the
capability of providing a report or accounting of disclosures by patient that meets in accordance
with scope of practice, organizational policy, and jurisdictional law.
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CPS.9.4 1223
Function

Standard Report

Generation

BERER 72 LA — b DR

Statement: Provide report generation features using tools internal or external to the system, for
the generation of standard reports.
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Description: Providers and administrators need access to data in the EHR-S for clinical,
administrative, financial decision-making, audit trail and metadata reporting, as well as to create
reports for patients. Many systems may use internal or external reporting tools to accomplish this.
Reports may be based on structured data, and/or unstructured text from the patient's health
record.Users need to be able to sort, and/or filter reports. For example:-the user may wish to view
only the diabetic patients on a report listing patients and diagnoses-the user may wish to view
only male patients over 35 with a complaint of chest pain.
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Function

Ad Hoc Query and
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Rendering

EE O & &IRE

Statement: Provide support for ad hoc query and report generation using tools internal or external
to the system. Present customized views and summarized information from a patient's
comprehensive EHR subject to jurisdictional laws and organizational policies related to privacy
and confidentiality. The view may be arranged chronologically, by problem, or other parameters,
and may be filtered or sorted.
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Description: Providers and administrators need to respond quickly to new requirements for data
measurement and analysis. This may be as a result of new regulatory requirements or internal
requirements. This requires that users be able to define their own query parameters and retain
them. The data may be found in both structured and unstructured data. Providers and
administrators also need to query for the absence of specific clinical or administrative data. For
example, the Quality Control department may be reviewing whether or not the protocol for
management of Diabetes Mellitus is being followed. If the protocol calls for fasting blood sugars
every 3 months at minimum, the investigator might need to run an across-patient query locating
patients with diabetes who do not show an FBS result within the last 3 months. Emergency
Department benchmarking reports - Key point of time include arrival time; treatment area
entrance time, MD contact time; decision to admit, discharge or transfer time; and departure (left
ED) time. Important intervals include, but are not limited to the “door to doctor time”, “doctor to
diction time”, “admission to bed availability or departure” as well as overall length of stayA key
feature of an electronic health record is its ability to support the delivery of care by enabling prior
information to be found and meaningfully displayed. EHR systems should facilitate search,
filtering (e.g., filtering by key word, tagged data, or diagnosis), summarization, and presentation
of available data needed for patient care. Systems should enable views to be customized, for
example, specific data may be organized chronologically, by clinical category, by consultant,
depending on need. The views may be arranged chronologically, by problem, or other parameters,
and may be filtered or sorted. Jurisdictional laws and organizational policies that prohibit certain
users from accessing certain patient information must be supported.
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11. The system SHALL support the ability for a provider to | 1944
capture and maintain filters to search for previous events
(e.g., encounters, reports, consults) meeting specified criteria.
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Function

Information View
IEHRDFR

Statement: Support user-defined information views.
PEREEE « 2 — P EROEWME R Z TS D

Description: Views of the information can be tailored for or by the user (or department or "job
classification”) for their presentation preferences, within local or facility established rules. For
example, a nursing supervisor may elect or prefer to see summary data on all patients as the
default view.
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Function

Manage User Help
a— PN T O

Statement: Support the ability to manage the configuration, and/or customization of appropriate
user help that is context sensitive and may include the exchange of live online chat.
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Description: Throughout the system it is necessary to provide configurable, context sensitive,
and/or searchable user help to assist in the use of the system. User help levels should be
configurable based on user requirements, scope of practice, organizational policy, and/or
jurisdictional law. User Help may include the live online chat support.
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4. Administration Support Section

AS.1 1388

Header
Manage Provider
Information

=R BEAR A 13 R D EE

Statement: Maintain, or provide access to, current provider information.

Description: Manage the information regarding providers within and external to an organization
that is required to support care provision. This information includes a registry of providers
(internal to the EHR-S or external), the provider's location, on-call information, and office
information. Information regarding teams or groups of providers as well as individual patient
relationships with providers is necessary to support care coordination and access to patient
information
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AS.1.1

Function

PR RE

Manage Provider
Registry or Directory
AR O X6k - FrEk G
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Statement: Provide a current registry or directory of practitioners that contains data needed to
determine levels of access required by the system.

Description: Provider information may include any credentials, certifications, or any other
information that may be used to verify that a practitioner is permitted to use or access authorized
data.
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AS.1.2

Function

Manage Provider's
Location Within Facility
fiti i N E R TR O P
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Statement: Provide provider location or contact information on a facility's premises.

Description: The identification of provider’s location within a facility may facilitate the handling
of critical care situations. This may include the location of on site practitioners by name or
immediate required specialty. A real-time tracking system may provide automatic update of such
information.
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Function

Provider's On Call
Location
EgREE O A a—
B 0D FITAE

Statement: Provide provider location or contact information when on call.

Description: The provider immediate contact information. This may include on call practitioners
on a facility’s premises as well as on call contact information (e.g., phone number, pager, cell phone,
etc.) after scheduled working hours.
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AS.1.4 1404

Function

Manage Provider's
Location(s) or Office(s)
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#

Statement: Provide locations or facility contact information for the provider in order to direct
patients or queries.

Description: Providers may have multiple locations or offices where they practice. The system
should maintain information on the primary location, any secondary locations, as well as the
scheduled hours at each location. Information maintained may include web sites, maps, office
locations, etc.
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AS.1.5 1407

Function

Team/Group of Providers
Registry or Directory
AT OB D L <
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Statement: Provide access to a current directory, registry or repository of information on teams or
groups of providers according to scope of practice, organizational policy, and/or jurisdictional law.

Description: An organization may assign caregivers to teams that need to be registered as such.
In another scenario, an organization might contract with a group of providers. The group would
be listed by the group name or individually or both. A caregiver might be part of more than one
team or group. All of these factors need to be supported. Information includes, but is not limited
to: full name, address or physical location, and a 24x7 telecommunications address (e.g., a phone
or pager access number).
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AS.1.6

Function

Provider Caseload/Panel
PR O FEiE 3L
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Statement: Provide access to a provider's caseload or panel information.

Description: An organization might employ the concept of caseload or panel of patients to facilitate
continuity of care and distribution of work. A caregiver may have, or be accountable for, one or
more defined caseloads or panels of members/patient/clients within the organization. Information
about a caseload or panel may include an indication that an opening is available on a certain
caseload or an indication that a certain patient is not suitable for that caseload. A member/patient
may be provided access to a listing of caregivers with open caseloads or panels to select a provider.
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AS.1.7 1417
Function
Manage
Practitioner/Patient
Relationships
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Statement: Identify relationships among providers treating a single patient, and provide the
ability to manage patient lists assigned to a particular provider.

Description: This function addresses the ability to manage current information about the
relationships between providers and the patients. This information should be able to flow
seamlessly between the different components of the system, and between the EHR system and
other systems. Business rules may be reflected in the presentation of, and the access to this
information. The relationship among providers treating a single patient will include any necessary
chain of authority/responsibility. Example: -In a care setting with multiple providers, where the
patient can only see certain kinds of providers (or an individual provider); allow the selection of
only the appropriate providers.-The user is presented with a list of people assigned to a given
practitioner and may alter the assignment as required to a group, to another individual or by
sharing the assignment.
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AS.1.8

Function

Support for Provider
Credentialing
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Statement: Manage Provider Credentialing Information

Description: Maintaining credentials, certifications, and other information is relevant for records
management and evidentiary support because it establishes users and clinical personnel who are
involved in patient care/encounter and supports the access control process.
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AS.2 1427

Function

Manage Patient
Demographics, Location
and Synchronization
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Statement: Capture and management of patient administrative information across locations in
order to support care, including directories, and/or registries.
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Description: A patient directory/registry may contain information including, but not limited to:
full name, residence or physical location, alternate contact person, primary phone number, and
relevant health status information. Various views of Patient Registry or Directory information
may constructed to accommodate various user's needs. Examples of specific directory views are
presented in the following functions. The patient administrative information also includes patient
location information (within a facility as well as home care location(s)); as well as the patient's
registration in healthcare programs.
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AS.2.1 1432

Function

Synchronize Patient
Demographic Data
BEEAEHRT — 2 DR
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Statement: Support interactions with other systems, applications, and modules to enable the
maintenance of updated demographic information in accordance with realm-specific
recordkeeping requirements.
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Description: The minimum demographic data set must include the data required by realm-specific
laws governing health care transactions and reporting. For example, this may include data input
of death status information, or may include support to identify multiple names, such as updating
from Baby Girl Doe, to neonate's given name.
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AS.2.2

Function

Manage Patient's
Location Within Facility
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Statement: Provide the patient's location information within a facility's premises.
BEREBEE : iR ORENIC BT 2 BE OMEE R AU 5

Description: It is important to maintain, and/or provide access to information regarding the
patient's location within a facility during an episode of care. This information can be as simple as
the identification of the patient's bed assignment (e.g., John Doel, Bed 3, Ward 2). It is also
important to provide real-time information regarding the patient's location since they may receive
ancillary services in multiple parts of the facility (e.g., in the physical therapy or diagnostic
imaging departments). Note: The patient's location within a facility may also be revealed by
viewing standard reports (such as an Emergency Department Log). The system should support
viewing a patient's specific location in terms that may include campus, building, wing, unit, room,
and/or bed. The system should support jurisdictional laws related to the patient's ability (or desire)
to consent to disclose their location within a facility (e.g., it may be unlawful to require a minor
child to sign a consent form regarding their location in a facility). The patient's location
information within the facility should also be available even before the patient is ascribed to a
specific provider within that facility. As such, the system may need to provide a query feature
regarding the patient's location information. The system may also support the identification of the
patient by alternate identifying names (e.g., John Doel or "J. Doel"). For example, the patient's
physical therapist may be permitted to view an elderly patient's location within a long term care
facility, but the patient's pharmacist may be restricted from viewing that information.
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1. The system SHALL provide the ability to render information | 1441
regarding the patient's assigned location when the patient
has an assigned location (e.g., specific bed).
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Function
Manage Patient's
Residence for the
Provision and
Administration of
Services
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Statement: Provide the patient's residence information for the provision and administration of
services to the patient, patient transport, and as required for public health reporting.
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Description: This function is intended to support the provision of services to patients at their place
of residence. Examples include but are not limited to the following:-Visiting nurse may be
providing care to a new mother and baby at their place of residence.-A patient with a mobility
problem may require transport to and from a clinic appointment.-Support identification of
multiple residences for a patient like a child with multiple guardians (divorced parents with joint
custody) or adults with Winter/Summer residences.
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Function

Manage Patient Bed
Assignment
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Statement: Support interactions with other systems, applications, and modules to ensure that the
patient's bed assignments within the facility optimize care and minimize risks e.g., of exposure to
contagious patients.

BEREBEEL : JERR N O BE DOy NEID Y THBIEO Fidi LAY B Ol 72 E D Y 2 7 % /MR
ETHZEEMRIIT DI, AT A TT U r—vary, TLTEV2— 1 EDORVIRY 23
&I D

Description: Access to a list of available beds is important to safely manage the care of patients
whose bed requirements may change based on change in condition or risk factors. For example, a
patient may need a room with special equipment or to be close to the nursing station or to be in a
private room.
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9. The system SHALL provide the ability to separately manage | 1464
multiple patients being simultaneously cared for in a single
room or identified space according to scope of practice,
organizational policy, and/or jurisdictional law.
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Function

Manage Patients in
Healthcare Programs
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Statement: Capture and manage patient participation in healthcare programs.
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Description: The system can provide the ability to identify patients participating in health care




programs and to also manage information about those programs. The system can also support
managing an organization's defined healthcare programs. These directories may include
population based programs like an accountable care organization or patient-centered medical
homes or patient panels. (NOTE: These program may include a roster-based funding component
tied to patients in the programs.)
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AS.2.6

Function

Manage Patient Privacy
Consent Directives
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Statement: Provide the ability to record and manage patient-specific privacy consent directive
consistent with privacy policies.
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Description: The system enables the management of information access to support privacy
policies. These policies allow patients to stipulate specific privacy preferences as a privacy consent
directive. The consent may be issued for a specific disclosure, for a period of time, or until it is
explicitly revoked. This function depends on infrastructure to enforce the privacy consent and any
associated privacy policies using a combination of access control, secure messaging, secure data
routing, and data segmentation.
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Manage Personal Health
Record Interaction
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Statement: Provide the system support in managing the interaction with a patient's PHR.
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Description: The system can support interaction with the patient's PHR. It can also manage
documentation related to the PHR-S consent and access directives.
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AS.3.1

Function

Manage Information
Exchange with Patient
PHR
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Statement: Support the ability to capture, and/or have interactions with patient PHR systems to
enable the creation and maintenance of demographic, clinical and administrative information.
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Description: The patient's PHR demographic, clinical and administrative data set is needed to
support identification and to enhance the prospect for interoperability. The PHR Account Holder
should be able to request or make changes to their demographic data and allow for export of all or
parts of the demographic data to other systems.
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AS.3.2 1486
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Manage Legal and Other
Related PHR files
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Statement: Manage legal and other related electronic documents that allow or restrict the use or
disclosure of the PHR Account Holder’s information.
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Description: The system should support the capture and management of files, and/or related
electronic documents related to the use or disclosure of the patient's PHR information. These files,
and/or documents may include scanned images or electronic images sent via attachment. The
system does not judge the authenticity of the document. The system may allows for multiple
instances of the same document (e.g., multiple authorizations). The system may allow for retiring
but tracking of documents no long used. The system should support the removal of documents as
request by the patient via their PHR system.
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Function

Manage Consents and
Authorizations from a
PHR
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Statement: Maintain the Consents and Authorization directives/statements from the patient's
PHR.
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Description: Provide the ability to manage Consents and Authorizations from a Personal Health
Record including manage access control for individual elements of records to which the Consent
or Authorization applies
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Function

Manage PHR End-of-

Other Advance

Documents and
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Statement: Manage Personal Health Record electronic documents that provide the patients
direction for end-of-life care and manage other types of Advance Directives.
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Description: Advanced directives may need to be harmonized with external systems (e.g., Personal
Health record system).
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4. The system SHOULD maintain a list of the location of | {499
advanced directives, end-of-life care directives.
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Manage Communication
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Statement: Support communication to enable the exchange of information internally and between
healthcare and non-healthcare organizations.
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Description: Communication among providers involved in the care process can range from real
time communication (e.g., communication between a therapist and nurse), to asynchronous
communication (e.g., consult reports between physicians). Some forms of inter-practitioner
communication will be paper based and the EHR-S must be able to produce appropriate
documents. The system should provide for both verbal and written communication. These
exchanges would include but not be limited to consults, and referrals as well as possible exchanges
within the office as part of the provision and administration of patient care (e.g., the
communication of new information obtained within the office environment during the process of
administration of a tetanus shot while the patient is in the exam room).
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Manage Registry

Communication
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Statement: Enable the exchange of structured demographic and clinical information with
registries (e.g., local disease-specific, notifiable, patient, provider, organization, and health
services registries) for patient monitoring and subsequent epidemiological analysis.
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Description: The system can provide for automated or user-initiated exchange of individuals'
health information to disease-specific registries or other notifiable registries (such as
immunization registries). These exchanges should use standard data transfer protocols or
messages. The systems should allow for updating and configuration of communication with new




registries.
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1. The system SHALL provide the ability to exchange structured | 1509
demographic and clinical information with registries (e.g.,
local, disease specific, notifiable, patient, provider,
organization, or health services registries).
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Function
Support for
Communications
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Statement: Facilitate communications regarding patient data and status within a health care
organization.
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Description: There needs to be an ability to communicate patient data and status (e.g., patient
history, patient physical examination), discrete clinical data (e.g., blood pressure, pulse,
temperature, pulse oximetry, laboratory data, microbiology data, radiology data), and orders
between clinical systems in the facility (e.g., ambulatory, inpatient and ED).
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Function

Support for
Communications
Between Organizations
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Statement: Facilitate communications regarding patient orders, data and status between
organizations.
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Description: There needs to be an ability to communicate patient data and status (e.g., patient
history, patient physical examination), discrete clinical data (e.g., blood pressure, pulse,
temperature, pulse oximetry, laboratory data, microbiology data, radiology data), and orders(e.g.,
medications, tests) between health care organizations, particularly during patient transfers. This
information may include items such as outstanding patient requests, clinician care
recommendations, and outstanding treatment and workflow tasks for the patient. Organizations
can include both health care providing organizations (e.g., hospitals, nursing homes) and non-
health care providing organizations (e.g., funeral homes, disaster operations, employers).
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Function

Support for Provider-
Employer
Communications
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Statement: Provide support for capturing employment information, and/or special work related
requirements (e.g., flyers, divers, firemen, transportation workers) to assist in medical disposition

choices and notifications, and support communication to employers.
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Description: The ability to capture and maintain a patient's employment information, to include
contact information and job title, which is expected to be helpful to the clinician when a patient's
work environment may affect the assessment of alternative diagnoses, applicable to the
individual, as well as the potential treatment(s) that have been tailored to the individual based

on their occupation.
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Manage Clinical Workflow
Tasking
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Statement: Create, schedule, update and manage tasks with appropriate timeliness.
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Description: Since an electronic health record will replace the paper chart or other paper—based system,

tasks that were based on the paper artifact must be effectively managed in the electronic environment.
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Functions must exist in the EHR-S that support electronically any workflow that previously depended on the

existence of a physical artifact (such as the paper chart, a phone message slip) in a paper based system.

HAR—ZDERTYEWGLO EOHILT . BEDATEZLHLE) ITERFELTWN D —70—4FEFHL

FETHR—F H#EED EHR D AT AICHEELLZITAIEESE,

Tasks differ from other more generic communication among participants in the care process because they
are a call to action and target completion of a specific workflow in the context of a patient’s health record

(including a specific component of the record).
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Tasks also require disposition (final resolution). The initiator may optionally require a response.For example,
in a paper based system, physically placing charts in piles for review creates a physical queue of tasks related

to those charts.
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This queue of tasks (for example, a set of patient phone calls to be returned) must be supported electronically




so that the list (of patients to be called) is visible to the appropriate user or role for disposition.
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The state transition (e.g., created, performed and resolved) may be managed by the user explicitly or

automatically based on rules.
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For example, if a user has a task to signoff on a test result, that task should automatically be marked

complete by the EHR when the test result linked to the task is signed in the system.
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Patients will become more involved in the care process by receiving tasks related to their care.
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Function

Clinical Task Creation,
Assignment and Routing
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Statement: Creation, assignment, delegation, and/or transmission of tasks to the appropriate parties.
WEEBE  BUIGIESEADIRIDER. YA T, FE. BLWMEE,

Description: A “Task” is a specific piece of work or duty that is assigned to a person or entity. A task often
needs to be accomplished within a defined period of time or by a deadline. Tasks are often managed by an
activity (or project) tracking mechanism (e.g., as part of an automated business rule process).
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Tasks are determined by the specific needs of patients and practitioners in a care setting. Task creation
may be automated, where appropriate. An example of a system—triggered task is when laboratory results are
received electronically; a task to review the result is automatically generated and assigned to a responsible
party.

RRVE. TTORBIZEFTEEESIVEMD=—XITE>TRESND  FRIVDEREBLEITELT
BEETES, VAT AIZE>TEBENDFRVDHIE, REBRENEFHICRESNIEETHS. &
BERRELEA—FH2RINBHMICERSNBELE(CEY L TENDS,

Tasks are at all times assigned to at least one user or role for disposition. Whether the task is assignable
and to whom the task can be assigned will be determined by the specific needs of practitioners in a care
setting. Task—assignment lists help users prioritize and complete assigned tasks.
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For example, after receiving communication (e.g., a phone call or e—mail) from a patient, the triage nurse
routes or assighs a task to return the patient’s call to the physician who is on call physician.
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Another example is for a urinalysis, the nurse routes or assigns a task to clinical staff to collect a urine
specimen, and for the results to be routed to the responsible physician and person ordering the test. Task
creation and assignment may be automated, where appropriate. An example is when (International Normalized




Ratio) INR results are received they should be automatically routed and assigned to the staff person in the
clinic responsible for managing all of the patients that are having INR tests done.
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Task assignment ensures that all tasks are disposed of by the appropriate person or role and allows efficient
interaction of entities in the care process. When a task is assigned to more than one individual or role, an
indication is required to show whether the task must be completed by all individuals/roles or if only one
completion suffice.
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1.The system SHALL provide the ability to capture new tasks. 1520
LURAT LIFFHLWVIRVZIRG T DREEE IR LA TN IEESALY,
3. The system SHALL provide the ability for the user to enter and update | 1599
an assignment for a task to one or more individuals or roles.
3. DRTALIEI—HYH 1 DULDOBEAFIEREICARIFEIY LT
BHTOBEEEIRELGE T NIEESEL,
5. The system SHALL provide the ability to determine and update an | {594
assignment for a task to one or more individuals or clinical roles,
based on workflow rules.
5. VAT LIFEHKTO—IIL—)LIZEDWT, 1 DL EDEAE X
TR LARIZFEY B TEH T IR IRELETNIEESEL,
12. The system SHALL provide the ability to update the priorities of | {534
clinical tasks (e.g., to ensure timely completion).
12. DRATLIFFIRIDESIEMZEHT 5T RELATNIELES
BWARAL)—BETEEEITT5-8)
AS.5.2 1543
Function
Clinical Task Assignment
and Routing for Medication
Management &
Administration
EEREED-OHDERK
RARIDEN)EHTEIL—T4
i

Statement: Assignment, delegation, and/or transmission of tasks for Medication Orders and Prescription
Management.

BRESE BRERTEIVUAEEDIRIDEVHET, £E. BLUMMEE,

Description: There are tasks that are specific to prescription management. An example of a system—triggered
task is when a medication defined as for continuous use runs out, a notification task should be initiated for
evaluation of the need to renew or not.

WEEERER: WA BB ITHBEDIRINH D, VAT LIZESTREREIESN SRV DHIIE, ##EFEALTSE
NGS5 E AT ADEHOBLELETE Y S5-I RMERVERIRT HETHS.

Quality care implies consideration of medication continuation or renewal in light of various patient and visit
factors . This requires also that the relevant information is presented to the clinician in an effective manner.
The decision by the clinician must then be captured in an efficient manner and actioned by the system
through task assignment and communication.
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Presentation of tasks to be carried out needs to be in a manner that facilitates their execution and
management and needs to correspond to user preferences. For example, the list could be ordered by priority
or by pharmacy phone number for efficiency.

RITTREFRIDIRRIE, RITEEBERHITTHELDIT, A—FDFHHIET DAHETITOLEN
HYFET BIZIL VRAFDRTRIEIIHNEILDI-DIC. EEEIEBCEBDEFEES CIBTRRTES,

4. The system SHALL provide the ability to determine the tasks to be | 1547
performed in relation to medication continuation or renewal.

4 DRTLIF. BEORGEFIEEFICEELTETINDIIRIE
EETORENERELLETNIEESEL,

AS.5.3 1548

Function

Clinical Task Linking
EBRIARIDIY

Statement: Linkage of tasks to EHR components, patients, and/or a relevant part of the electronic health
record.

HWREBIE - EHR OV R—R b BF . HXU EHR OREER D ~DERID) 7,

Description: Clinical tasks must include information or provide an electronic link to information that is
required to complete the task. There is a need to create the appropriate links and, then, to have the

system automatically present the information that was linked.

WRERER : R AR VIZIF BRVER T T 5 -DICRERBEBRADEFHRIINEEND, ST, B
PRI OZERL. VD IENTBREV AT LN BBMIZRTT SLELNH S,

For example, this may include a patient location in a facility, a patient’ s, and/or family's contact information,
or a link to new laboratory results in the patient’ s EHR.

BIZIE, ERADEEFEDOMUE. BEESLURKEDERITIER. FILEHRIZHIFLLREHZR~DY >
DEELIENTES,

Other example: the linkage of prescription task to the appropriate patient care plan to facilitate follow—up
actions; a task to take weights links to the ‘Weights and Vitals’ screen to record the result; a task to
complete a fall assessment links to the fall assessment form to be completed.

ZTOHMDOBIEL T, 7+40—TF VT ERET DBEET T ITSUIZHBITENBFIRIA~DEEE KEETHRIDSZ
RAOMBIERERFRTINAFIILBEEAD Y, TERAVNETE T TEIRINLTE T TRETEAAVE
An example of a well defined task is “Dr. Jones must review Mr. Smith’s blood work results.” Efficient
workflow is facilitated by navigating to the appropriate area of the record to ensure that the appropriate test
result for the correct patient is reviewed.
BLEBEINARIDHIETOa— AB L IR REOMBREREREERTIHENHDIHL., 5
RIREFBULBREOEUGRERBR THOIZLERIAT H=OIC, BUILRERKIZFES— T BHILITE
Y. EMLGD—H70-NBEHIHD,

1. The system SHALL provide the ability to link a clinical task to the | 1549
component of the EHR system required to complete the task.

1. SRTLIFRARYETE T SEBHIZBEY EHR S XTLDIAVK
— AU MIBBRIRVE /T T DREEN EREND,

4. The system SHALL provide the ability to link a clinical task to a | {559

patient.
4. DRATLIFREIRVEBREICTHIT T AEEEZERINS,

AS.54 1553

Function

Clinical Task Status
Tracking

BRI DIREEE

Statement: Track tasks to facilitate monitoring for timely and appropriate completion of each task.

HEEME  FIRVDBER N DB LT T EERTODERRICT D=DITERIZEEBHLES .




Description: In order to reduce the risk of errors during the care process due to missed tasks, the provider
is able to view the status of each task (e.g., unassigned, on hold, started, performed, canceled, denied, and
resolved) and current work lists, lists of unassigned tasks or undisposed tasks, or of other tasks where a risk
of omission exists.

WRESRBA : FEMEDERVICE DT T ITOCRDIS—D)RAVERBT 51012, T 7RIEEBEFZEIRID
RE (REVET, REP, BRFE. RiEF. BUH, B8 RGO ERTTE. BAEDEXVAN VY
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The timeliness of certain tasks can be tracked, or reports generated, in accordance with relevant law and
accreditation standards. For example, a provider is able to create a report that shows tests that have not
yet been performed such as urine specimen obtained, blood work drawn, etc.

BETOERBIUREREEIK S T HEDERIDERMZEMLLR—EERTHIENTED,
BIZIE, RPMRBRGERMEN=HARBEINTOENVREDLR— MR TES,

Another example is that of an electronic prescribing system that would track when a refill request or
prescription change is received, who it has been assigned to, the action performed, and when it was
completed.

AMOBIEL. WOBLANEREN=D, FEOWDUNAEEAZESNI-N, TAHEICEY HTONT
N WDRFTSNMVDET LA, EEBMIDEFURALVATLTHD,

1. The system SHALL provide the ability to update the status of tasks. | 1554
1. DRATLIE. ARV DRKEEEH T M IRELG TN IEESA
LY,

3. The system SHALL provide the ability to render notices of the status | {556
of tasks to providers.

3. VRTLIE. BRYIDIREZTONA S (TR T DHEEeE i LT
NIFESEELN,

5. The system SHALL provide the ability to determine the order of | {555
clinical tasks based on status.

5. VAT LI, BEARIDKREICEDWTIEFZRET SHHEEIR
HLEITNIEESELY,

12. IF the system provides the ability to determine when time limits for | {565
a particular task are exceeded;, THEN the system SHALL provide
the ability to render a list of these tasks.

12. AT LD, BREFIREBA AR VERE T NEIRIET S5
B URTLREINGDARDIREEEE R I DBEREFIRELAT
NIEESELY,

14. The system SHALL provide the ability to update task status (e.g., 1567
unassigned, on hold, started, performed, canceled, denied, and
resolved).

14. VAT LI BRI DREE (REIYE T, REH, BIRF. EieF.
BUHIER . SRR E) EBH I HMAEEZRULE T NITEEELY,

AS.6

Header

Manage Resource
Availability
ERTAEDERE

1569

Statement: Manage the availability of healthcare resources to support the provision of care.

WRESIE 77 DERBEXIETA-OOEREROATAMEZEET 5,

Description: Resources may include human resources (e.g., providers, support personnel) as well as physical

resources (e.g., facilities, transportation, equipment, supplies).

WREEREA - BRICIAMER(ERRHEE. 77XEE) CYENETR (FER. @, #K. HER)AEF

nad,

Managing resources includes managing the availability of necessary resources to support the provision of

care including resource scheduling and managing information about the resources (e.g.,

availability,




capabilities). The management of resources may also include supporting triage categorization, waiting rooms
and patient acuity and severity determination.

BEREECT, BRORTD1—)LOERICET IEHR (AIAK. RERE) DEERGE., 77 DEMHICD
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DEBESIVEEEHENETNIIEENHD.

AS.6.1

Function

Manage Facility

Demographics

FEERDAERIFHREE

1570

Statement: Maintain facility demographic information.
PEEERIE MR D EXRFEREHIT T 5,

Description: Demographic information is necessary to uniquely define a healthcare facility (e.g., hospital,
freestanding birthing center, clinic, doctor’s office, hospice, or nursing home/long—term care facility,
transportation/ambulance provider).

WRESRER  EAIER L. ERIER (RPR. Eft. ;AT RAER BEHER. HABE S —ER) ZERI
ERTD-OITWBETHD,

Example of demographic information may include the facility name, physical location and unique facility
identifier (e.g., U.S. National Provider Identifier).

EKXERIIHZ (LR E . WIBMIGRT. HEUMEER ID (U.S. National Provider Identifier) # &1,

1. The system SHALL provide the ability to manage the facility's | 1574
demographic information (e.g., the facility name, facility address,
facility type, and the registration number of the facility in accordance
with jurisdictional law).

1. AT LIFEEDOAOSEIFREEET SEEEEEREIND, (fl
ZIE, TEERA . TEERIERT. HEERAA T EEAIC KD REZHRES
BE.EERBOEREICELD

AS.6.2 1573
Function

Manage Healthcare

Resource Availability

Information
EEEROAAMERD
EE

Statement: Support the collection and distribution of local healthcare resource information, through
interactions with other systems, applications, and modules, to enable planning and response to extraordinary
events such as local or national emergencies.

HWEESIE AT I 2ENCRIAFTELEDENANZAR VA D E PR BERREICY H1=0HIZ,
DIRAT L, TIVr—2avPED21—I)LEDOHEFRAZBLTHRICE TAERERFROIELN
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Description: In times of identified local or national emergencies and upon request from authorized bodies,
provide current status of healthcare resources including, but not limited to, available beds, providers, support
personnel, ancillary care areas and devices, operating theaters, medical supplies, vaccines, and
pharmaceuticals. The intent is to enable the authorized body to distribute or redistribute either resources or
patient load to maximize efficient healthcare delivery. In addition, these functions may also be used for
internal assessment and planning purposes by facility administrators.

WRESRER - B EDMITE I EEMNLG RS FRF CEREZF OMBNCDEF T, ZEAYL, RIEE.
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AS.6.3 | | 1575




Function

Manage Healthcare
Resource Scheduling

ERERDR7V1—ILE

#

Statement: Support interactions with other systems, applications, and modules to provide the necessary
data to a scheduling system for optimal efficiency in the scheduling of patient care, for either the patient or
a resource/device.

BEEBSE DL RTL. 7I)r—2a30  BRUED1—ILEDEEEZYR—FFTBHIET. Ay Pa—1)
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Description: The system may support user access to scheduling systems as required. Relevant clinical or
demographic information required in the scheduling process could be linked to the task.

WRESRBA: VAT LR BEISIELTRTDa— YTV RTLANDA—H )R EHR—r9 5, RT7Pa
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AS.6.4 1584

Function

Support Triage
Categorization

M7 —UHEDXE

Statement: Provide support for prioritizing patients based upon acuity, wait time, and practitioner load.
BEEBIE EEE. FoR. BLUEMOAREZTICEZEDEEEHEEYR—1LT 5,

Description: An EHR-S should support the management of patients waiting for care by displaying them and
supporting decisions by the clinicians who are caring for them.

WREEREA - EHR VAT LR T 7ERF > TV OBEERTIAETHREDEEEXEL. 77£E4Y S
ERRICLDREEIIET %o

The triage process not only collects data on arriving patients, but the categorization and prioritization of
patients who are unable to be seen immediately. It is a dynamic process where patient priorities change over
time. Unless a care team has unlimited resources, some patients will invariably need to wait.

MI7—oTORRFEFELIZEZBDT —2ERET BT THEL, BIECITHIETELVERED D ELE
FIBCLF FEITS. ChlE. BEOBEIBEAREEEHICELT BN LETALRTY 77 F—LICHE
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1. The system SHALL provide a means to manage a triage acuity rating | 1585
for a patient.

1. DRATLIF. BEOEEEDN) 7—U% BT H5FERERELGT
nIFEsAN

2. The system SHALL capture, maintain and render triage acuity ratings | 15g¢
derived from standardized acuity scales.

2. DRT LG ZEILESNE-EEERT—ILALEIMMNIN)T—D
DEEEZIRFL. #HiFL. BFMETERTNIEESRL,

AS.6.5 1590
Function

Support  Waiting Room

Management

FEEETEOXE

Statement: Provide support to waiting room management
e E FEETHZXETD

Description: An EHR-S should support the reporting, tracking and alerts needed to help manage those
patients that need to wait and supporting prioritization decisions by the clinicians who are caring for them.
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1. The system SHALL present a list of triaged patients. 1591
1. VAT LALIF NIJT—USn -8B AMERTLETNIEELELY,
AS.6.6 1595
Function

Support Patient Acuity and
Severity Determination
BEODEEERLVERE
EHEDHYHR—k

Statement: Provide the data necessary to support and manage patient acuity and severity determination for
illness/risk—based adjustment of resources.

WREBSE KRR OVRVETICLE-BRABDOEOIC. EBOEERESSVEEEHEEZXELEET S
OO T—5%RMT 5,

Description: Acuity data helps determine appropriate staffing — as modified by the nurses’ level of
experience, the organization’ s characteristics, and the quality of clinical interaction between and among
physicians, nurses, and administrators.

WREERER  BEMMDERL AL, BRORIE, BLUVER. 5. EEEOROELEDE (I THE
SN-EURBABBREZRET 51012 EEEDT —2HKRILD,

Research has been done on nurse staffing and patient outcomes; the impact of organizational characteristics
on nurse staffing patterns, patient outcomes, and costs; and the impact of nurses’ experience on patient
outcomes.

BERBEDEELEETVMLPIR DMK, BEBE DEE/ N\I—VICRIFTHEBORFEDOZE.
BEDOTIMAICHT HFEMODBROZELGLEICEHT IHARNITHOATNS,

The research indicates that nurse staffing has a definite and measurable impact on patient outcomes, medical
errors, length of stay, nurse turnover, and patient mortality. Also, acuity and severity data is routinely the
evidential basis most frequently cited by staff when recommending clinical staffing changes.

COREICEDE. BEBEDEEX. BEEDTVNMLA, EFEGIR, AR, FEMOBBE, BEED

RURICHAEN DR EARELEHEEEZA TV, -, EEERIUVEEEDT—2E. BEAZVIDE
BERE T HMRIC, —BEICHLHEEISSIASNSIET VA THS.

AS.7

Header

Support
Encounter/Episode of
Care Management
2RI O PR R
—k

1600

Statement: Manage and document the health care needed and delivered during an
encounter/episode of care.

PEREEEL « S22t DRI LB DD S 2 W SCE OB B

Description: Using data standards and technologies that support interoperability, encounter
management promotes patient-centered/oriented care and enables real time, immediate point of
service, point of care by facilitating efficient work flow and operations performance to ensure the
integrity of (1) the health record, (2) public health, financial and administrative reporting, and (3)
the healthcare delivery process. This support is necessary for care provision functionality that
relies on providing user interaction and workflows. These interactions and workflows are
configured according to clinical protocols and business rules. These protocols and rules are based
on encounter specific values such as care setting, encounter type (inpatient, outpatient, home
health, etc.), provider type, patient's EHR, health status, demographics, and the initial purpose of
the encounter.
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AS.7.1

Function

Manage Presentation
Filters

1601

Statement: Present specialized views based on the encounter-specific values, clinical protocols and
business rules.

CHEME L : 2 ORFEDOME, K7 a2 hani b BV AN — IS BFEDOBLEOIEREZ BT 5
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Description: The system user is presented with a presentation view and system interaction
appropriate to the context with capture of encounter-specific values, clinical protocols and
business rules. This "user view" may be configurable by the user or system technicians. As an
example, a mobile home health care worker using wireless laptop at the patient's home would be
presented with a home health care specific workflow synchronized to the current patient's care
plan and tailored to support the interventions appropriate for this patient, including chronic
disease management protocols.
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AS.7.2 1605
Function

Support Encounter

Documentation

PR LEEHEOY R — b

Statement: Provide assistance in assembling data, supporting data collection and processing
output from a specific encounter.

FHEREMIEL . T — X DA T, T—HZWNEDOY R — b, BLUOEEDORZEITANSEONAT —4 %
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Description: Workflows, based on the encounter management settings, will assist (with triggers
alerts and other means) in determining and supporting data collection, import, export, extraction,
linkages and transformation. As an example, a pediatrician is presented with diagnostic and
procedure codes specific to pediatrics. Business rules enable automatic collection of data from the
patient's health record and patient registry. As the provider enters data, workflow processes are
triggered to populate transactions and documents. For example, data entry might populate an
eligibility verification transaction or query the immunization registry.
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AS.7.3 1611
Function
Support Financial
Reporting
MBS OV R — b




Statement: Provide clinical data to support administrative and financial reporting.
PEREAEEE - MBS EZ VAR — b T 57 DIClR T — 7 2t 752 &,

Description: The system may be able to generate or support the creation of a bill based on health
record data. Maximizing the extent to which administrative and financial data can be derived or
developed from clinical data by the system, will lessen provider reporting burdens and the time it
takes to complete administrative and financial processes such as claim reimbursement. This may
be implemented by mapping of clinical terminologies in use to administrative and financial
terminologies. Administrative and financial systems may be integrated or non-integrated.
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AS.7.4

Function

Support Remote
Healthcare Services
EBERT—EADY R
— bk

1614

Statement: Support remote health care services such as tele-health and remote device monitoring
by integrating records and data collected by these means into the patient's record for care
management, billing and public health reporting purposes.
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Description: Enables remote treatment of patients using monitoring devices, and two way
communications between provider and patient or provider and provider. Promotes patient
empowerment, self-determination and ability to maintain health status in the community.
Promotes personal health, wellness and preventative care. For example, a diabetic pregnant
mother can self-monitor her condition from her home and use web TV to report to her provider.
The same TV-internet connectivity allows her to get dietary and other health promoting
information to assist her with managing her high-risk pregnancy.
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AS.7.5

Function

Manage Transitions of
Care and Discharged
Patients

T OHER LaRFLERE O

B
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Statement: Provide a means to manage outstanding patient issues after the encounter, for transits
of care and discharge.
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Description: After the completion of an encounter, a number of tasks may remain for discharge
planning, patient instructions and transitions of care. There may be outstanding laboratory tests
(i.e. blood cultures) radiology interpretations, or other tasks such as arrangement of home health




aids (VNA), transportation or calls to the patient's primary care provider during office hours to
establish follow-up. There must be a way to track and document these tasks after the conclusion

of the encounter.
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AS.8 1623
Header
Manage Information

Access for Supplemental
Use
HEERHOTD OB T
7 ADE

Statement: Support extraction, transformation and linkage of information from structured data
and unstructured text in the patient's health record for care management, financial,
administrative, and public health purposes.
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Description: Information in the patient's health record is used for administrative purposes (e.g.,
care management, finance and public health services) that are supplemental to care provision and
care provision support. Using data standards and technologies that support interoperability,
information access functionalities serve primary and secondary record use and reporting. This
health record information may include internal and external sources of patient data.
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AS.8.1

Function

Support  Rules-Driven
Clinical Coding
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Statement: Make available all pertinent patient information needed to support coding of
diagnoses, procedures and outcomes.
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Description: The user is assisted in coding information for clinical reporting reasons. For example,
a professional coder may have to code the principal diagnosis in the current, applicable ICD as a
basis for hospital funding. All diagnoses and procedures during the episode may be presented to
the coder, as well as the applicable ICD hierarchy containing these codes.
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1. The system SHALL provide the ability to render patient | 1505
information needed to support coding of diagnosis, procedures
and outcomes.
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AS.8.2

Function

Support  Rules-Driven
Financial &

Administrative Coding
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Statement: Provide financial and administrative coding assistance based on the structured data
and unstructured text available in the encounter documentation.
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Description: The user is assisted in coding information for billing or administrative reasons. For
example, in the US Domain, the HIPAA 837 Professional claim requires the date of the last
menstrual cycle for claims involving pregnancy. To support the generation of this transaction, the
provider would need to be prompted to enter this date when the patient is first determined to be
pregnant, then making this information available for the billing process.
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1. The system SHALL provide the ability to maintain and render | ;537
financial and administrative codes.
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Function

Support Integration of
Cost/Financial
information into Patient
Care
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Statement: Support interactions with other systems, applications, and modules to enable the use
of cost management information required to guide users and workflows.

BEHEEE i AT A, TV r—vay, 2=V —2r7u—% 4 FTH7-0C0 83 A b
EEHEHROMBAE BRI THES a— L eDA L EZ T a3 DY R—

Description: The provider is alerted or presented with the most cost-effective services, referrals,
devices, etc., to recommend to the patient. This may be tailored to the patient's health
insurance/plan coverage rules. Medications may be presented in order of cost, or the cost of specific
interventions may be presented at the time of ordering.
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Function

Manage Healthcare
Facility Performance
Information
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Statement: Support

the import or retrieval of data necessary to review available quality,

performance, and cost measurements regarding healthcare facilities.
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Description: The ability to access information to help facilities with the gathering, managing and
using data to assist in the assessment of quality, performance and cost measurements.
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Function

Support for Provider
Training
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Statement: Provide the ability to clinician and staff training requirements and document

proficiency.
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Description: In order to deliver quality care, health care systems train their staff in the processes,
workflows, and tools required to deliver quality patient care. This training is necessary when staff
are initially hired, and also periodically as the evidence-based medical guidance or the tools
available to the health care systems change. The system can have a role to track and document
the training requirement, progress and proficiency. The system may control user access to system
functionality based on training.
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Header

Manage Administrative
Transaction Processing
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Statement: Support the creation (including using external data sources, if necessary), electronic
interchange, and processing of transactions listed below that may be necessary for administrative
management during an episode of care.
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Description: Support the creation (including using external data sources, if necessary), electronic
interchange, and processing of transactions listed below that may be necessary for administrative
management during an episode of care. The EHR system collects patient health-related
information needed for purpose of administrative and financial activities including
reimbursement. Captures the episode and encounter information to pass to administrative or
financial processes (e.g., triggers transmissions of charge transactions as by-product of on-line
interaction including order entry, order statusing, result entry, documentation entry, medication
administration charting).Automatically retrieves information needed to verify coverage and
medical necessity. As a byproduct of care delivery and documentation captures and presents all
patient information needed to support coding. Ideally performs coding based on documentation.
Clinically automated revenue cycle - examples of reduced denials and error rates in claims.
Clinical information needed for billing is available on the date of service. Physician and clinical




teams do not perform additional data entry / tasks exclusively to support administrative or
financial processes.
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Function

Support Financial Plan
Enrollment
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Statement: Support interactions with other systems, applications, and modules to facilitate
enrollment of uninsured patients into subsidized and unsubsidized health plans, and enrollment
of patients who are eligible on the basis of health, and/or financial status in social service and
other programs, including clinical trials.
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Description: Expedites determination of health insurance coverage, thereby increasing patient
access to care. The provider may be alerted that uninsured patients may be eligible for subsidized
health insurance or other health programs because they meet eligibility criteria based on
demographics, and/or health status. For example a provider is notified that the uninsured parents
of a child enrolled in SCHIP may now be eligible for a new subsidized health insurance program;
a provider of a pregnant patient who has recently immigrated is presented with information about
eligibility for subsidy. Links may be provided to online enrollment forms. When enrollment is
determined, the health coverage information needed for processing administrative and financial
documentation, reports or transactions is captured.
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Support Financial

Eligibility Verification
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Statement: Support interactions with other systems, applications, and modules to enable
eligibility verification for health insurance and special programs, including verification of benefits
and pre-determination of coverage.
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Description: Retrieves information needed to support verification of coverage at the appropriate
juncture in the encounter workflow. Improves patient access to covered care and reduces claim
denials. When eligibility is verified, the system could prompt a provider to capture eligibility
information needed for processing administrative and financial documentation, reports or
transactions; updating or flagging any inconsistent data. In addition to health insurance
eligibility, this function would support verification of registration in programs and registries, such
as chronic care case management and immunization registries. A system would likely verify health
insurance eligibility prior to the encounter, but would verify registration in case management or
immunization registries during the encounter.
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2. IF the system does not provide the ability to exchange | 147(
electronic eligibility information (e.g., health plan coverage
dates) with internal and external systems, THEN the system
SHALL provide the ability to enter and maintain patient
health plan coverage dates.
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Support Service
Authorizations
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Statement: Support interactions with other systems, applications, and modules to enable the
creation of requests, responses and appeals related to service authorization, including prior
authorizations, referrals, and pre-certification.
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Description: Retrieves information needed to support verification of medical necessity and prior
authorization of services at the appropriate juncture in the encounter workflow. Improves
timeliness of patient care and reduces claim denials.
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Support Service
Requests and Claims
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Statement: Support interactions with other systems, applications, and modules to support the
creation of health care attachments for submitting additional clinical information in support of
service requests and claims.
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Description: Retrieves structured and unstructured data, including but not limited to laboratory
data, imaging data, device monitoring data, and text based data, based on rules or requests for
additional clinical information, in support of service requests or claims, at the appropriate
juncture in the encounter workflow.
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AS.9.5 1690
Function

Support Financial

Claims & Encounter

Reports
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Statement: Support interactions with other systems, applications, and modules to enable the
creation of claims and encounter reports for reimbursement.
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Description: Retrieves information needed to support claims and encounter reporting. This
reporting occurs at the appropriate juncture in the encounter workflow in a manual or automated
fashion. For example this could occur at an initial, interim or final billing. The system may also
present the information that is provided for audit and review.
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5. Population Health Support Section
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POP.1 1256
Header

Support for Health

Maintenance,

Preventative Care and

Wellness
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Statement: Evaluate patient information to provide alerts, notifications and reminders regarding
health, preventative care and wellness.
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Description: The system assists in determining ongoing and pertinent communications from the
provider to patient to promote health, preventative care and wellness.
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Function
Present Alerts for
Preventative  Services
and Wellness
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Statement: Identify patient-specific suggestions/reminders, screening tests/exams, and other
preventative services in support of routine preventative and wellness car
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Description: At the time of an encounter, the provider or patient is presented with due or overdue
activities based on protocols for preventative care and wellness. Examples include routine
immunizations, adult and well child care, age and gender appropriate screening exams, such as
PAP smears.
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POP.1.2

Function

Present Notifications
and Reminders for
Preventative  Services
and Wellness
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Statement: Evaluate and notify patient, and/or provider of those preventative services, tests, or
behavioral actions that are due or overdue.

FEREMEEE « BE B L O(FHIDERRME I, TED, HDHWVIETEHHEZ B, PP —E A,
Mitr. H 50 1TEIIEE) (behavioral actions) Z 3E{ii L@%E19 5,

Description: The system generates notifications to patients regarding activities that are due or
overdue. Examples include but are not limited to time sensitive patient and provider notification
of follow-up appointments, laboratory tests, immunizations or examinations. The notifications can
be customized in terms of timing, repetitions and administration reports. For example, a PAP test
reminder might be sent to the patient two months prior to the test being due, repeated at three
month intervals, and then reported to the administrator or clinician when nine months overdue.
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Support Population-
Based Epidemiological
Investigation
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Statement: Support for population-based internal and external epidemiological investigations of
clinical health of aggregate patient data for use in identifying health risks from the environment,
and/or population in accordance with jurisdictional law.
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Description: A care provider, public health expert, or organization may wish to analyze data from
cohorts,(i.e., subpopulations defined by certain characteristics or conditions). For example, cohorts




can be described in terms of demographics; education and social status; health status, diseases, or
outcomes; industry and occupation; or injuries. Population health analysts, such as experts in
public health departments, may compile individual, and/or population information reported or
otherwise gathered from multiple EHRs within the jurisdictional area for surveillance and
research. Populations of one or none also can be informative. By analyzing specified data for a
cohort, public health experts and care providers can monitor disease prevalence and health-
related trends; evaluate behavioral, socioeconomical, occupational, and other impacts on health;
and identify potential outbreaks and associated risk factors. Examples include:- examining a
cohort of patients with measles for a common (implied) exposure, such as attending the same
school - following a cohort of diabetics with out-of-range markers, or analyze them from various
perspectives, such as by occupation, blood sugar range, drugs that are being used and not being
used. - examining a cohort of bakers for a higher-than-expected prevalence of asthma. - Upon
suspicion of a flu outbreak, reviewing a cohort of patients who have presented in the Emergency
Department in the last three days complaining of breathing difficulty. - Examining cohorts of
smokers with lung disease, sand-blasters with breathing disorders, adults with asthma, etc. A
broad range of information is used for population health surveillance and analyses, including (but
not limited to) health status/disease/outcomes, completion/results of recommended health screens,
current or previous medical treatment data, demographics, education, marital status, social
factors, family history of diseases, personal history (e.g., alcohol and tobacco use, reading
capability, hearing deficiency), and environmental factors (such as occupation and industry, shift-
work, hobby). The information may or may not be coded; the text may be structured or
unstructured. Person-level data is used to identify persons with specified characteristics such as
exposures, symptoms, risk factors, injuries, genetic markers, diseases or health outcomes that
may require further care. Person-level data also is required to evaluate groupings of injuries,
diseases or adverse health outcomes. Issues of access to person-level data while securing patient
privacy are relevant. Data also may be monitored and analyzed in “aggregate” (for example, by
age range, geographic location, socio-economic level, or education level), depicting the quantity of
records, and/or content within each aggregate. Aggregates may be used to report deidentified data
to public health, for example, cases of influenza-like-illness by age range. Case and population
information are subject to public health reporting. Care organizations may require population
health reports, for example, to measure quality of care based on health improvements for
populations under the care of their providers. Statistical analyses are a key component to
analyzing population health data, such as epidemiological investigations to identify relationships
between risks (such as exposures or behaviors) and health conditions. Individual clinicians or
healthcare organizations may employ limited capabilities in EHR systems to analyze population
health data. The EHR system also should be capable of interacting with, and leveraging, the
capabilities of specialized external analytical systems.The investigator may hide or mask certain
aspects of epidemiological investigation information, as necessary according to scope of practice,
policy, and/or law. The investigator may desire to tag or remove patients from the cohort who have
relocated or died
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Statement: Support for Person-Level and Aggregate-Level Queries to Generate Population
Cohorts, and/or Aggregates to be used in epidemiologic investigations and reports.
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Description: Population health analysts (investigators) examine health data for trends and
conditions through the use of well-defined queries to create their data sets. Preparing such well-
defined queries, i.e., selection criteria and parameters, used to generate a cohort can be a complex
and iterative process. The investigator may desire to use pre-defined or self-constructed queries
(which may be saved for reuse). During the process of defining a query, the investigator may desire
to accumulate statistics regarding the results of interim queries (e.g., number of patients in the
query result) to determine the suitability of the queries, and subsequently modify the final query.
The investigator maintains sets of queries by constructing names that depict the cohorts, the fields
comprising the queries and, perhaps, values for those fields. The resultant data set generated
should be validated against the intended purpose of the query. Queries may need to be saved to
support future analysis of the same (or a similar) cohort. For example, the investigator may
construct an "Insulin study for males age 65 and older" query that is used to review patients of a
specific age, gender and drug usage, then also construct an “Insulin study for females age 65 and




older” query by modifying a copy of the first one. Queries may identify “static” or “dynamic”
cohorts. A “static cohort” query identifies and monitors certain patients within a given cohort over
time (e.g., pregnant patients who arrived in the Emergency Department in January, 2012 and
followed throughout their pregnancies). A “dynamic cohort” query may identify new patients to be
added periodically to a cohort (e.g., the number of pregnant patients who arrived in the Emergency
Department during each month). Information compiled by using a query may need to be governed
by applicable policies and regulations. For example, psychiatric data may need to be excluded from
a given epidemiological investigation. The query may need to specify that subjects are de-
identified or aggregates are created according to the requirements of the analysis or privacy
restrictions. For example, queries may be made of de-identified aggregate subjects to evaluate
possible medical products safety issues quickly and securely. Data aggregation may be used to de-
identify subjects, to condense the cohort, or to sub-divide a given cohort into various "aggregates"
(for example, by age range, geographic location, socio-economic level, or education level), depicting
the quantity of records, and/or content within each aggregate. Aggregate data may need to be
integrated or linked d within or across cohorts. The criteria for data aggregation also may be
applied to different cohorts.
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POP.2.2 1293

Function

Support for

Epidemiologic Data-

Analysis

PR P T — 2 5T D3R

Statement: Support for Cohort Person-Level and Aggregate-Level Data Content and Analysis
BEREEEE: 2 — R — FOEA LNV KOEM LV DT —F NE L& BT 5,

Description: The EHR system assists care providers, public health experts and others in assessing




patient and population health conditions. Healthcare can be improved if analyses are performed
on a population basis to evaluate care delivery, health status and disease trends, and identify
potential modifiable risk factors. The various ways of analyzing a population (cohort) can be
complex. Some population-based research examines relationships between events or exposures
and their corresponding outcomes. Other population based research may focus on healthcare
utilization, service availability and quality of care. Population-level surveillance, monitoring of
disease, and epidemiologic research involves analysis of data based on existing relationships
between pre-defined and well-known data elements. These analyses utilize various data elements
including demographics, education, marital status, social factors, family history of diseases,
personal history (e.g., alcohol and tobacco use, reading capability, hearing impairment),
environmental factors (such as proximity to toxic exposures), occupational factors (such as type of
occupation and industry, shift-work, training, hobby), genomic and proteomic data elements,
resource utilization, problem lists, and other clinical information. The identification of new and
previously unrecognized patterns of disease may require sophisticated pattern recognition
analysis. Early recognition of new patterns may require data available early in the disease
presentation. For example, an investigation of pneumococcal disease may involve a trend analysis
of the causative serotype (laboratory data) over time, evaluated per age group of patients
diagnosed with pneumonia (aggregates). Several aggregates may be identified (e.g., multiple age
groups). Each aggregate then is analyzed as a group for selected data pattern(s) using data
elements that include, but are not limited to, patient demographics, presenting symptoms, acute
treatment regimens, occupational information, and laboratory and imaging study orders and
results.
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POP.2.3

Function

Support for Cohort and
Aggregate Data Sharing
a—Fk— M ROENT—
2 DI DI

1300

Statement: Support cohort and aggregate-level population data sharing within an organization,




and/or with other organizations.
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Description: Population health data needs to be shared in a number of formats. The cohort and
aggregate data (query results) may need to be shared within a facility or transmitted to other
organizations on an ad hoc or periodic (namely, regularly scheduled) basis. For example, public
health surveillance, monitoring and research often rely on analysis of data from multiple sources,
including EHR systems. The data may need to be prepared in user-defined formats or formats
defined by external parties. The care provider, public health expert, or organization may need to
transmit individual or aggregate data in multiple formats (e.g., to an external statistical analytic
application or to public health agencies to meet reporting requirements). Query results may need
to be viewed, saved, and/or printed in pre-defined or ad hoc report formats, ( e.g., for quality
reporting within the care organization). Some or all members of a cohort or population may need
to be anonymized, depending on the rules governing the data sharing.

MpEii: A2l —a v« ~VADT =X, fkxeBETiEsns, 2—F— FBLUES
FT—H (72 —OFER) 1, RN TOGEZXLILLE U, FMoMICT Kby 7 F213(FE S
NTWDEB)EMOIBEINILERD D, BIZIE, ARMEOY—A TR E=H YV
7. BIXOWIZEIZ, EHR Y AT A2 G5B D Y — A0S DF —Z OSHTIEIT 5, 5 — &1, =
—PNERT DHHENXT, HIVFNMBTERINDEXNCTHERT ILENH V5D, EFERIEE, A
REAEEMZE, HDOVITHEIIE A O, HDEWVITEET —Z 2EEORXT GMROREDHT 7V
= a Nk D, D WITAREEY I, BRI O R CTEMT D72 MR T D HERH D)
H LR, 72U —OfERIE, FANCEREINTZ, HDHWVET Ry 70T, L Ea— #1F
SN, FEREIEENLW AT, 7 TIRESERN TO-EDOE=2 ) I D, &), F—2F 0L
— L5 TIE, Ia—F— FRRE 2L —a v O—HEHANNITRTDOA L N—% | ELICT AN
EWRHVIED,

1301

1302

1304




1305

1306

1307

1308

1309




POP.3

Function

Support for Notification
and Response

A & IRE D

1310

Statement: Upon notification by an external, authoritative source of a health risk within the
cared-for population, alert relevant providers regarding specific potentially at-risk patients with
the appropriate level of notification.
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Description: After receiving a notice of a health risk within a cared-for population from public
health authorities or other external authoritative sources: *Identify and notify individual care
providers or care managers that a risk has been identified and requires attention; and *Provide
suggestions on the appropriate course of action. A care provider now has the ability to decide how
patients are notified, if necessary. For example, this function may be used after detection of a local
outbreak of hepatitis A, advising providers of the at-risk population and potential prophylactic
treatment. A second example might be the dissemination of new care guidelines for elderly
patients with a specific chronic disease. Notifications to clinicians or patients may occur by
telephone, email, FAX or other methods.
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POP4 1319
Function

Support for Monitoring
Response Notifications
Regarding a Specific
Patient’s Health

R i€ D BHE OREFRIZEE T
LIGEBMDOE=H Y v
7 X

Statement: In the event of a health risk alert, evalate whether expected actions have been taken,
and execute follow-up notification otherwise.
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Description: The system assists in follow-up for a specific patient event that has failed to occur
(e.g., follow up to a health alert or absence of an expected laboratory result) and communicate the
omission to the appropriate care provider(s).
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POP5 1324




Function

Donor Management

Support

RF—vx A hDOX

j%
Statement: Manage population-based information regarding potential human-product donors,
and/or recipients.
FEREMEZE: human-product ® R —FB X WE i v By MIETAEBEN 2R 2L —2 g 0 -
NR—=2DEREEHRT D,
Description: Population-based health risks often require the identification of potential donors and
recipients (e.g., during a disaster, blood is often needed). Other population-based donors and
recipients may need to be identified for items such as organs, eggs, sperm, or stem cells. The user
can make this information available to internal and external donor matching agencies. A consent
or authorization includes patient authorization for redisclosure of sensitive information to third
parties (such as donor management).
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Header

Measurement, Analysis,
Research and Reports

e
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Statement: Support the capture and subsequent export or retrieval of data necessary for the
measurement, analysis, research and reporting.

PEREEEL: B, ofr, WFER LU ICKERT — 2 OffE L | £OHROTF AR — b TR

Description: Information from the EHR-S may be used to support measurement, analysis,
research and reporting to improve the provision of care. Reporting may include:- reporting on
patient outcome of care by population, facility, provider or community;- providing quality,
performance, and accountability measurements for which providers, facilities, delivery systems,
and communities are held accountable;- support process improvement measures and related
Initiatives; and- support health care organizational performance monitoring and improvement.
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POP.6.1 1331

Function

Outcome Measures and




Analysis
7 U R LORE &R

Statement: Support the capture and subsequent export or retrieval of data necessary for the
reporting on patient outcome of care by population, facility, provider or community.
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Description: Many regions require regular reporting on the healthcare provided to individuals and
populations. The system needs to provide the report-generating capability to easily create these
reports or provide for the export of data to external report-generating software. The system may
also provide the functionality to prompt for the collection of necessary information at the
appropriate time in a patient encounter if such collection need can be properly defined in a
workflow (e.g., requesting specific information for reporting of emergency services such as drug
overdose, suspected abuse, communicable diseases, or for the collection of additional research data
for a specific diagnosis).
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POP.6.2 1342
Function

Quality,  Performance

and Accountability

Measures
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Statement: Support the capture and subsequent export or retrieval of patient, and/or population
data necessary to provide quality, performance, and accountability measurements for which
providers, facilities, delivery systems, and communities are held accountable.
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Description: Many regions require regular reporting on the healthcare provided to individuals and




populations. This reporting may include measures related to or addressing processes, outcomes,
costs of care, quality of care, adherence to best practice guidelines, and credentialing and
privileging monitoring. The system needs to provide the report-generating capability to easily
create these reports or provide for the export of data to external report-generating software.
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Function

Support for Process

Improvement

70t AED

Statement: Support the capture and subsequent export or retrieval of data necessary to support
process improvement measures and related initiatives.
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Description: Many organizations and institutions may require regular reporting of data necessary
to support improvement in the effectiveness and efficiency of care. These reports may include, but
is not limited to, specific data such as patient outcomes, patient safety, processes of care, workflow
and costs of care. The system needs to provide the report generating capability to easily create
these reports or provide for the export of data to external report generating software.
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Function

Support for Care System
Performance Indicators
(Dashboards)
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Statement: Capture, determine and render data necessary to support health care organizational
performance monitoring and improvement.
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Description: Health care organizations and institutions may seek to display summary information
to assist in care system performance, in the form of dashboards and graphic displays, to support
delivery of care and improvement of processes. These dashboards should utilize all appropriate
data available in the system to address the healthcare system's process improvement and care
delivery issues and then display the results in appropriate role-based formats. These displays may
be in the form of routine daily, weekly or monthly graphics or real-time displays of selected metrics
to improve care delivery, and/or performance. Note: Even though the system may be capable of
automatically managing certain data-driven feedback mechanisms, it is also necessary for the
provider to have the ability of manually managing certain feedback mechanisms (e.g., by
overriding the system's choices).
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Function
Public Health Related
Updates
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Statement: Receive and validate formatted inbound communications to facilitate updates to the
system's public health reporting guidelines.
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Description: Information and reporting requirements from outside groups, such as public health
organizations, may be made available to care providers. Examples may include requirements to
report on new disease types, or changes to reporting guidelines. The information in these public
health updates may be applied to the system so that appropriate data can be collected and reported
to comply with requirements.

FERERLI: ARGAEMR R & SN DOIFHE LAR—T ¢ 7 OERIL, 77 ORMEFEPFIH T
LE0THERH DL, BIRIT, FTRIEBOZ A TR0, WENA RT7 A OERIZET HE R
EThD, AREAEICET HDETFEORERIT, RIS U THEHE LT — 2 BINES L, @iESNGED
LIV ATATHEAEND D LR,

POP.8 1364
Function #F¥5E

De-Identified Data

Request Management
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Statement: Provide patient data in a manner that meets applicable requirements for de-
identification.
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Description: When an internal or external party requests patient data and that party requests de-
identified data (or is not entitled to identified patient information, either by law or custom), the
user can export the data in a fashion that meets the requirements for deidentification in that
locale or realm. An auditable record of these requests and associated exports may be maintained
by the system. This record could be implemented in any way that would allow the who, what, why
and when of a request and export to be recoverable for review. A random re-identification key may
be added to the data, to support re-identification for the purpose of alerting providers of potential
patient safety issues. For example, if it is discovered that a patient is at risk for a major cardiac
event, the provider could be notified of this risk, allowing the provider to identify the patient from
the random key.




HERERLHA: NEBH D WIIANNN O BRET —H DV 7 A MRBY . BLAILIN-T—% %) 7= X |
ENTHAEGD D VIE, IEASCEANC L 0 B ATRE /e B M A R 2R 2 W EEA). FIFE X
T—H | ZOGATCHEIC BT D EALOBEMHICHE S TT — X E X AR— T 5, VAT AT,
ZTNHEREBET D =X AR — OB RER TSR A HERF T 52 LN TE 5, ZOREKITY 7 =R
hE=F XA — IR, HEN, &2, E, WOREINEZPDOLE2—DD U ARX—AHETHDH LD
2. W B FIETHEE LSS, EREILE I, BENREELEOMEEZT 7 — N 570 0H
BrElba BT 5, 7o L0, il —%2 57 —Z BNt 25208 T& 5, Bz, BEN T
RIEERER DA X hDY ZA7IZHDHZENERENTZ L&, EFREMIEN T X L —n b BEE 2R
ETHIENTEDL LY, BEERMIEEIC, TV A7 E2MbE5,

1365

Management of Patient
Groups or Populations
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POP9 1371
Function #&RE

Support Consistent

Healthcare

%

Statement: Provide the ability to identify and consistently manage healthcare over time and
across populations or groups of patients that share diagnoses, problems, functional limitations,
treatment, medications, and demographic characteristics that may impact care ( e.g., population
management, disease management, wellness management or care management).
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Description: Populations or groups of patients that share diagnoses (such as diabetes or
hypertension), problems, functional limitations, treatment, d, and demographic characteristics
such as race, ethnicity, religion, socio-economic status that may impact care are identified for the
clinician. The clinician is advised and assisted with management of these patients to optimize the
clinician’s ability to provide appropriate care. For example, a clinician is alerted to information
regarding racial, cultural, religious, socio-economic, living situation and functional limitations of
the patient that are required to provide appropriate care. among other examples are notification
of the patients' eligibility for a particular test, therapy, or follow-up; availability of supportive
resources in the community; or results from audits of compliance of these populations with disease
management protocols. The system may also Include the ability to identify groups of patients
based on clinical observations or laboratory test results and assist in initiating a follow-up or recall
for selected patients. The system may also provide the ability to create and render configurable
reports for specific populations/or topics of interest, (e.g., chronic conditions, suicidal risk, or post
traumatic stress syndrome, traumatic brain injury, etc.)
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Function

Manage Population
Health  Study-Related
Identifiers
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Statement: Manage information that identifies key elements of a research or population study.
BEREME L R0 E 2 L— 2y a VIO X —EE 20T 2 H R e EHT 5,

Description: Research or population studies can be distinguished from each other through the
proper use of identifiers for key elements. Study key elements may include identifying the study,
location where the study is being performed, patient subject of study, and investigator. Identifiers
are managed through their lifecycle including capture, maintenance and rendering.
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6. Record Infrastructure Section

RI.1

1695

Header

74

Record Lifecycle and
Lifespan
FLERDT A THA Tk

T AINY

Statement: Manage Record Lifecycle and Lifespan
PEREMEEE : SeERD T A T A I N L T A T AN OEHR

Description: Actions are taken to support patient health. Actions are taken in provision of
healthcare to individuals. Actions are taken as the result of rules-based EHR System algorithms.
Actors (i.e., patients, providers, users, systems) take Actions. (Actions broadly encompass tasks,
acts, procedures or services performed or provided.) The EHR System captures Actions taken and
creates corresponding Record Entries. Record Entries provide persistent evidence of Action
occurrence, context, disposition, facts, findings and observations. From the point of Record Entry
origination to the end of its lifespan, the EHR System manages each Entry consistent with and
according to scope of practice, organizational policy, and jurisdictional law. In support of individual
health and in provision of healthcare to individuals, Actors perform Actions and Actions have
corresponding Entries in the EHR Record, (i.e., Action instances are documented by Record Entry
instances). Record Entries may be captured during the course of the Action or sometime thereafter.
The Actor (author/source) of the Record Entry may be the same as an Actor performing the Action
or not. The EHRS Functional Model does not specify a particular relationship of Actions and
corresponding Record Entries. It may be one to one, many to one or even one to many. Actions
have associated metadata (e.g., who, what, when, where, why, how, under what conditions, in what
context). The corresponding Record Entry captures this metadata along with other Action and
Record Entry related information.
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Each Record Entry also includes its own provenance metadata such as who (authoring Actor) and
when (documented). Record Entries may be encapsulated to bind Actor (individual, organization,
and/or system) signatures to data and metadata content and data/time of occurrence. Actions and
related Record Entries capture a chronology of patient health and healthcare and also a
chronology of operations and services provided in/by a healthcare enterprise. Record Entries
reflect changes in health information from the time it was created, to the time it was amended,
sent, received, etc. In this manner, each Record Entry serves as persistent evidence of an Action
taken, enabling providers to maintain comprehensive information that may be needed for legal,
business, and disclosure purposes. To satisfy these purposes, Record Entries must also be retained
and persisted without alteration. Record Entries have both a lifecycle and a lifespan. Lifecycle
Events include originate, retain, amend, verify, attest, access/view, de-identify, transmit/receive,
and more. Lifecycle Events occur at various points in a Record Entry lifespan, always starting
with a point of origination and retention (i.e., when the Entry is first created and stored). A Record
Entry may have a pre and post Event state if content is modified. In this case, the original Record
Entry is preserved (with signature binding) and a new Entry is created (with new signature
binding). A Record Entry contains data and metadata, in multiple formats, following various
conventions and standards. Included data may be tagged, and/or delimited, structured (concise,
encoded, computable), or unstructured (free form, non-computable). Data may be encoded as text,
document, images, audio, waveforms, in ASCII, binary or other encoding. Structured data may be
characterized as being concise, encoded, computable, and may be divided into discrete fields.
Examples of structured health information include:

- patient residence (non-codified, but discrete field)

- diastolic blood pressure (numeric)

- coded laboratory result or observation

- coded diagnosis

- patient risk assessment questionnaire with multiple-choice answers.
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Unstructured data may be characterized as being free form, and/or non-computable. Unstructured
health record information is information that is not divided into discrete fields AND not
represented as numeric, enumerated or codified data.




Examples of unstructured health record information include:
- text (text message to physician)

- word processing document (a letter from a family member)
- image (photograph of a patient or a scanned image of insurance card)
- multimedia (dictated report or a voice recording).
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Context may determine whether data are structured or unstructured. For example, a progress
note might be standardized and structured in some systems (e.g.,
Subjective/Objective/Assessment/Plan) but unstructured in other systems. The EHR System
manages Record Lifecycle Events for each Record Entry, including pre and post Event record
states, continuity, persistence and related Record Audit Logs.
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RI.1.1
Function

Record Lifecycle
FLERD T A THA TV

1696

Statement: Manage Record Lifecycle
BEREMERE LSk D T A 7Y A 7 LE B

Description: As above References:

- ISO 21089: Health Informatics - Trusted End-to-End Information Flows
- HL.7 EHR Interoperability Model DSTU

- HLL7 Electronic Health Record Lifecycle Model DSTU

BERERNEH « Bakooi@v, RS,

- ISO 21089: Health Informatics - Trusted End-to-End Information Flows
- HLL7 EHR Interoperability Model DSTU

- HL7 Electronic Health Record Lifecycle Model DSTU

RI.1.1.1

Function

Originate and Retain
Record Entry
FLER AT DIERR & RAF
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Statement: Originate and Retain a Record Entry (1 instance)
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Description: Occurs when Record Entry is originated typically during the course of an Action itself,
to document the Action and context. Record Entry is persistent evidence of Action occurrence and
includes an identified Author or Source is responsible for Record Entry content. Record Entry
contains Metadata about the Action and its circumstances, e.g., who, what, when, where, facts,
findings, observations, etc. An Audit Trigger is initiated to track Record Entry origination and
retention. Reference: ISO 21089, Section 12.2.2.
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RI.1.1.1.1 1710
Function

Evidence of Record
Entry Originate/Retain
Event
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Statement: Maintain Evidence of Record Entry Originate/Retain Event
PEREAEEE « FRERA TSI D AERRAFA X N DREBROHERF,

Description: Evidence of Record Entry Originate/Retain Event includes key metadata, ensures
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RI.1.1.2

Function

Amend Record Entry
Content

LA AN DIEIE

health record integrity (and trust) and enables record audit.
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Statement: Amend content of a Record Entry (1 instance)
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Description: Occurs when Record Entry content is modified (from its original or previously
retained state) — typically upon conclusion of an Action, to correct, update or complete content.-
Amended Record Entry content is the responsibility of authorized amendment Author(s).- The
amendment becomes part of the Act Record revision history, where the original content and any
previous amendments are retained without alteration.- After amendment, the System is
responsible for retention of the Record Entry and its revision history.- An Audit Trigger is initiated
to track Record Entry amendment. Reference: ISO 21089, Section 12.3.2
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RI.1.1.2.1 1733

Function

Evidence of Record

Entry Amendment

Event
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D FEHE

Statement: Maintain Evidence of Record Entry Amendment Event
FEREAREL © SRERATIDIEEA X2 N OREBFDOHEFRY,

Description: Evidence of Record Entry Amendment Event includes key metadata, ensures health
record integrity (and trust) and enables record audit.
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RI.1.1.3 1745

Function

Translate Record Entry

Content

FLERATINE DI

Statement: Translate content of Record Entries (1 or more instances)
MEEEMEE « B ANEOLER 1A EDA AKX R)

Description: Occurs when Record Entries are amended to include translation of content — typically
to transform coded data from one coding/classification scheme to another, also from one human
language to another.- Translated (amended) Record Entry content is the responsibility of
translating System — which invokes mapping/translation rules for each relevant record attribute.-
The translation amendment becomes part of the Record Entry revision history, where original
content and any previous amendments are retained without alteration.- After translation
amendment, the System is responsible for retention of the Record Entry and its revision history
(including the translation event).- An Audit Trigger is initiated to track Record Entry translation.
Reference: ISO 21089, Sections 12.3.2 and 12.4.
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RI.1.1.3.1

Function

Evidence of Record
Entry Translate Event
FLER AT DA N b
DEEHF
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Statement: Maintain Evidence of Record Entry Translate Event
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Description: Evidence of Record Entry Translate Event includes key metadata, ensures health

record integrity (and trust) and enables record audit.
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RI.1.1.4

Function

Attest Record Entry
Content
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Statement: Attest to content of Record Entry (1 instance)
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Description: Occurs when Record Entry content is attested for accuracy and completeness —
typically during/after conclusion of an Action. - Attested Record Entry content is the responsibility
of Attesting Author. The Attesting Author may be someone other than the originating Author, i.e.,
a supervisor, proctor, preceptor or other designated individual. - An Audit Trigger is initiated to
track Record Entry attestation. The purpose of attestation is to show authorship and assign
responsibility for an act, event, condition, opinion, or diagnosis. Every Record Entry must be
identified with the author and should not be made or signed by someone other than the author
unless they have authority to do so. For example, a resident may author Record Entry content but
the person taking legal authority for the content is the “attester” — both individuals should be
identified. (Note: A transcriptionist may transcribe an author's notes and a senior clinician may
attest to the accuracy of another's statement of events.)- Author: All users who create or contribute
content and have a role in the development of a Record Entry. Some entries may be created by an
author whose role is a student, transcriber or scribe. - Attester: A user who takes legal authority
for Record Entry content. The attester is often the same as the author, but they may also be an
individual with authority to take responsibility for Record Entry content created in whole or in
part by another author(s) (e.g., student, scribe, transcriptionist).Reference: ISO 21089, Section
12.2.2.
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RI.1.1.4.1 1779

Function

Evidence of Record
Entry Attestation Event
FLERAJTRRREA X h D

Statement: Maintain Evidence of Record Entry Attestation Event
FEREAEEE © GRS A TIRRREA X N OFEMROMERF

Description: Evidence of Record Entry Attestation Event includes key metadata, ensures health
record integrity (and trust) and enables record audit.
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RI.1.1.5

Function

View/Access Record
Entry Content
FLERATINE DR E T
P
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Statement: View/Access content of Record Entries (1 or more instances)
FEREMEEE « SR ATINEORE/ T 78 A2 QLA EDA A o R)

Description: Occurs when Record Entry content is viewed or accessed. - Viewed Record Entry
content is the responsibility of authorized User(s). - An Audit Trigger is initiated to track Record
Entry views and access. Reference: ISO 21089, Section 12.5.
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Function
Evidence of Record
Entry View/Access
Event
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Statement: Maintain Evidence of Record Entry View/Access Event
FEREMEE « SRS ATIBIE/ T 7 B A A X2 N OFEROHER?

Description: Evidence of Record Entry View/Access Event includes key metadata, ensures health
record integrity (and trust) and enables record audit.
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Function
Output/Report Record
Entry Content
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=
Statement: Output/Report content of Record Entries (1 or more instances)
PEREAEEE « SRS AINEDO I iRE QL koA R Z v R)
Description: Occurs when Record Entry content is output or reported.
- Qutput/reported Record Entry content is the responsibility of authorized User(s).




- An Audit Trigger is initiated to track Record Entry content outputs and reports.
Reference: ISO 21089, Section 12.5.
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Function

Evidence of Record
Entry  Output/Report
Event
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Statement: Maintain Evidence of Record Entry Output/Report Event
FEREMIZE AT NE D IRE A 2 - OFEFROHERF

Description: Evidence of Record Entry Output/Report Event includes key metadata, ensures

health record integrity (and trust) and enables record audit.
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RI.1.1.7 1830

Function

Disclose Record Entry

Content
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Statement: Disclose content of Record Entries.
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Description: Occurs when Record Entry content is disclosed according to scope of practice,
organizational policy or jurisdictional law.- Disclosed Record Entry content is the responsibility of
authorized User(s).- An Audit Trigger is initiated to track Record Entry content disclosures.
Reference: ISO 21089, Section 12.5.
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Function

Evidence of Record
Entry Disclosure Event

FLERA TIPSR A N b D

Statement: Maintain Evidence of Record Entry Disclosure Event.
BEREMEZE « RLERA I BIRA X b OREBFDHERF

Description: Evidence of Record Entry Disclosure Event includes key metadata, ensures health
record integrity (and trust) and enables record audit.

BERERL « FEERAINEDBIRA N2 FOREBNIIIF — A 7 =2 NG Fh, @FERREOEIEN (B
FOMEHEME) ZfREEL , AEROERZWREL 45,

1839

1840

1841

1842




RI.1.1.8

Function

Transmit Record Entry
Content

FLERA TN Difinik
Statement: Transmit content of Record Entries (1 or more instances)
FEREME S « A TINREROERE (1L EDA A X L R)

Description: Occurs when Record Entry content is transmitted — typically to an external entity or
system. - Transmittal may include original Record Entry content with subsequent amendment(s),
if any. - Transmittal of Record Entries is the responsibility of the System — which invokes relevant
rules. - An Audit Trigger is initiated to track Record Entry transmittal. Reference: ISO 21089,
Section 12.8.1.
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RI.1.1.8.1 1862
Function
Evidence of Record
Entry Transmit Event
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Statement: Maintain Evidence of Record Entry Transmit Event
FEREAE L « FRERASINE DRRIEA N2 b OFEBF OHER?

Description: Evidence of Record Entry Transmit Event includes key metadata, ensures health
record integrity (and trust) and enables record audit.
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RI.1.1.9

Function

Receive and Retain
Record Entries

FRERAT) DT L RAF

1879

Statement: Receive and retain/persist content of Record Entries (1 or more instances)
BEREEEE « SEMATINE DOXZAE & RfF Rt 1 LA EDA X5 )

Description: Occurs when Record Entry content is received — typically from an external system. -
Receipt of Record Entries is the responsibility of the System — which invokes relevant rules. - An
Audit Trigger is initiated to track Record Entry receipt and retention. Reference: ISO 21089,
Section 12.8.1.

RERETLIA : Z DA XV MIERBMATNENZE SNTZEAICRAET D, —BE T D L 2T L b,
SURATIABEDZEIIV AT LADEETHDH — VAT MIEET L L— LIS/ D . LA D
52 BT 5700 ND, 2 IS0 21089, Section 12.8.1.

1881




RI.1.1.9.1

Function

Evidence of Record
Entry  Receive/Retain
Event

FLERA N OZAGZIRITFA
~ 2k DFEHR

1884

Statement: Maintain Evidence of Record Entry Receive/Retain Event

FEREMEEE « SER AT DB IRAFA 2 b DREBFOHERF

Description: Evidence of Record Entry Receive/Retain Event includes key metadata, ensures

health record integrity (and trust) and enables record audit.

FERERLHH : SERAINBE DZEMRAFA N b DOFEBRNCITF— A X 7 — 2 NE £, BEERHRO B IEN

(BXOE#EM) ZRFEL., FikOBEEZAIEL T D,

1885

1886

1887

1888

1889

1890

1891

1892




RI.1.1.10

Function

De-identify Record
Entries

FLER AT DA L

Statement: De-identify content of Record Entries (1 or more instances)
FEREAEEL « e AINEOEA L QL EDA 2 HZ 2 R)

Description: Occurs when Record Entry content is transformed into de-identified version. - De-
identification of Record Entries may be initiated by User command. - De-identification of Record
Entries is the responsibility of the System — which invokes relevant rules. - An Audit Trigger is
initiated to track Record Entry de-identification. Reference: ISO 21089, Section 12.6.1.

FERERLET © Z DA XV MIGLERATINBE DL, N— 2 3 ANIEMR I N GE T ET D, - FidkA T
DA GIZ—F a~ 2 FIZEVBGSD, - i ATINEOBANIZS AT LOELTHD —
VAT NIBE T 5 — VI D, RRERATI DL AL Z BT S e D DB DI NS, S
ISO 21089, Section 12.6.1.

1900

RI.1.1.10.1 1901

Function

Evidence of Record
Entry De-Identification
Event
EA T O LA N
b~ DFEHR

Statement: Maintain Evidence of Record Entry De-Identification Event
FEREMEEL « SCERA ) DEEL AL A X2 S DFEBFDOHERF

Description: Evidence of Record Entry De-Identification Event includes key metadata, ensures
health record integrity (and trust) and enables record audit.

AR < FLERA TN DL AV A R b DOFENZIE R — A 27— Z NG F i, R ER O =R (3B
FOMEHEM) ZRGEL, OB AEL TS5,

1902

1903




1904

1905

1906

1907

1908
RI.1.1.11 1912
Function

Pseudomynize Record
Entries

aedR A DAL

Statement: Provide pseudomynized identity for Record Entries (1 or more instances)
BEREEEE : SEMA N DR L OREE (1L DA 22 %)

Description: Occurs when Record Entry is transformed into an pseudomynized version.-
Pseudomynization allows records to be later re-identified.- Pseudomynization of Record Entries
may be initiated by User command.- Pseudomynization of Record Entries is the responsibility of
the System — which invokes relevant rules.- An Audit Trigger is initiated to track Record Entry
pseudomynization. Reference: ISO 21089, Section 12.6.1.

REREFNEH « Z DA X MEEBEATINE ML N— g ANIE S NI SE IR ET S, - AT
DIRAALTIED & TRAENATRETH D, - SBEANORAILIZ2—F a~2 RIZLVBhEn D,
- BASINEDRLAGIZS AT LAOEETHD — AT HMIFETHL—LICHE D, -8 A I D
bz BT 2 72D O NG S D, 2H : IS0 21089, Section 12.6.1.

1913

RI.1.1.11.1

Function

Evidence of Record
Entry
Pseudomynization
Event
FLERA T DAL A N
b DEEH

1914




Statement: Maintain Evidence of Record Entry Pseudomynization Event
FEREREEE © SR A DRAALA N2 b OFEBROMERF

Description: Evidence of Record Entry Pseudomynization Event includes key metadata, ensures
health record integrity (and trust) and enables record audit.

FLERA D NEDRALACA N FOFENTITF— A F 7T — 2 3G Ei, @GR OEIEE (B L OMEHE
) ZfRGEL., FLEROEA L WHEL T D,

1915
1916
1917
1918
1919
1920
1921

RI.1.1.12 1924

Function

Re-identify Record

Entries

LR A O FEA

Statement: Re-identify previously aliased identity for content of Record Entries (1 or more
instances)

FEREMEEE - R IRAE S NI ATINEDELL L L DA 2 Z 2 R)

Description: Occurs when Record Entries are re-identified from a previously aliased version.- Re-
identification of Record Entries is the responsibility of the System — which invokes relevant rules.-
An Audit Trigger is initiated to track Record Entry re-identification. Reference: ISO 21089, Section
12.6.2.

KEBESH © Z DA Xy MIBEDORLILNSN— 3 > ORREEATINE DN ELL SN SR AET 5,
- SLERA N OFELbIFE—Y a2 FICK VB SN D, - SLEATNEDOIRALIBIZ Y AT 2O BT
Thsd — VAT NFEET HL— VI D, -G8 AT DO ELLZ BT 5 720 DR FLE S 1
%, =M IS0 21089, Section 12.6.2.

1925




RI.1.1.12.1

Function

Evidence of Record
Entry Re-Identification
Event
FLERA T D FEL LA N
b~ DFEYR

1926

Statement: Maintain Evidence of Record Entry Re-Identification Event
PRREMEEE « LB AN DELALA N N DOFEBFOHMERF

Description: Evidence of Record Entry Re-Identification Event includes key metadata, ensures
health record integrity (and trust) and enables record audit.

FEBRERLH : FEEBRATINE DO FEL LA XY FOFERCITF — A ¥ 7 — 2 NG v, RSO FIEN (B
FOMEHEM) ZRAEL, fOEAELZTES T D,

RI.1.1.13

Function

Extract Record Entry
Content

ALk A ST O

1927

1928

1929

1930

1931

1932

1933

1936

Statement: Extract Record Entry content to produce subsets, derivations, summaries or




aggregations (Multiple instances)

PRAEREEE ?7”6\‘/ RIRED, B~ U &2 WITEKERO - DICERE AT NE M+ 2 (kA
VAR R

Description: Occurs when Record Entry content is extracted to render subsets, derivations,
summaries or aggregations. - Extraction of Record Entry content may be initiated by User
command, and/or rules-based algorithm. - Extraction of Record Entry content is the responsibility
of the System — which invokes relevant rules. - An Audit Trigger is initiated to track Record Entry
content extraction. Reference: ISO 21089, Section 12.7. An EHR-S enables an authorized user,
such as a clinician, to access and aggregate the distributed information, which corresponds to the
health record or records that are needed for viewing, reporting, disclosure, etc. An EHR-S must
support data extraction operations across the complete data set that constitutes the health record
of an individual and provide an output that fully chronicles the healthcare process. Data
extractions are used as input to patient care coordination between facilities, organizations and
settings. In addition, data extractions can be used for administrative, financial, research, quality
analysis, public health purposes, and to enable re-creation of copies for importing into different
EHR applications and enable the archiving of patients' data. Data may be extracted in order to
meet analysis and reporting requirements. The extracted data may require use of more than one
application and it may be pre-processed (for example, by being de-identified) before transmission.
Data extractions may be used to exchange data and provide reports for primary and ancillary
purposes.

FERERLEH : Z oA XU NIV TRy b, IREW., P~ U HDWITERNEZIERT 572 DICRHEATTNE
DI SN BB ICRET 5, Ao iTa—Y o~ B, BXWH D 0I30— s S0y
TAAY XML VBB EN D, - BEASTHNEOHBIZS AT LAOEETHDL — AT LT
THIL—VICH/E D, -FEERA IO 2 BT 5 72O OBEE NS5, B ISO 21089, Section
12.7. EHR-S (ZEMD L 9 e#EfROH D2 —HFIZH LEE L2, LAR— L7V BIR LY EE2T
Bl OB RS TH OO LT ERICT 7 v 2 LEKNT D Z L A AREICT %, EHR-S [3{#
NGRS EHERT 22T — 2y M- CTF —#fi#EZ R — ML, 1~ VAT 70
t ADFEERERIIBH S 2R L b, F—2 ik, k. SE oM coRE
DIFTa—F 4 Fx—var~DAHELTHRAEND, &b, T—2aitiares. Mss, UFge. &
B, AREABMTHLRAMETHY, RS EHR 77U r—y a v~ DAL 2o a e —
DR A FREIC L2 BET — 2 OREZARRIC LT 0 T 500 bFIHTX 5, 5 —ZIIoh=e
UAR— FESRICAET D2 Lot ans, a7 =213 12U o7 7Y r—v g T A
ENHZ ELHY ., BBERNCETLE (Bl 2 X84 1L) S Ebdh D, T—FMHIET — ¥ HC
FEFL7Z0 ., IS D WD L AR — S 2RI 2720l SN Z E3b 5,

1937

1938

1939

1940




RI.1.1.13.1

Function

Evidence of Record
Entry Extraction Event
FLERA TSI DA ~
> N DFERf

1948

Statement: Maintain Evidence of Record Entry Extraction Event
PEREMEEE © RS A ORI A~ b OFEBF OHER

Description: Evidence of Record Entry Extraction Events includes key metadata, ensures health
record integrity (and trust) and enables record audit.

BERERL @ SEER AN AE ORI A N2 FOREBNIIIF — A Z 7 =2 NG Eh, EERREOFIEN (B
FOMEHEME) ZfREEL , ACEROERZWREL 45,

1949

1950

1951

1952

1953

1954

RI.1.1.14

1955

Function

Archive Record Entries
FLERAS ORE

1958




Statement: Archive Record Entries (1 or more instances)
FEREMEEL « GLERA I DORE QLA EDA LV RAF L R)

Description: Occurs when Record Entries are archived — typically to off-line (less readily available)
storage media.- Archival of Record Entries may be initiated by User command.- Archival of Record
Entries is the responsibility of the System — which invokes relevant rules.- An Audit Trigger is
initiated to track Record Entry archival. Reference: ISO 21089, Section 12.10.

KERERRIH : Z DA XV MIEEATINEDMEE SNE=HEICRET D, — BEIIA 7740 (BHIC
FIALSHW) 2 ML —URIC - BEEBADNORE T2 —Fa~> RICEVBtGSN D, - Fidk AT
NEDEEITIL AT LADELETHD — VAT LIEETHL—/LICHE D, -LdR AT ORE % Bk
T 57 OOERNEGESND, B IS0 21089, Section 12.10.

1961
RI.1.1.14.1 1962
Function
Evidence of Record
Entry Archive Event
FLERA TSI DIRE A X B
DEEHF

Statement: Maintain Evidence of Record Entry Archive Event
PEREMESE © SRS A DIRAE A N b OFEBF OHER

Description: Evidence of Record Entry Archive Event includes key metadata, ensures health
record integrity (and trust) and enables record audit.

BEREDLHT « GERASINE ORE A X FOFENCIIF — A 27— 2 3G Eh, @EELEOEEE (B
FOMEHEME) ZfREEL , AEROERZWREL 45,

1963

1964

1965

1966

1967

1968




RI.1.1.15

Function

Restore (previously
archived) Record
Entries

(\EICRE SN i
A IO

Tl

1976

Statement: Restore previously archived Record Entries (1 or more instances)
FEREAREE - M EICRE Szl Ao QL EDA 2 HZ 2 R)

Description: Occurs when Record Entries are restored from archive. - Restore of Record Entries
may be initiated by User command. - Restoration of Record Entries is the responsibility of the
System — which invokes relevant rules. - An Audit Trigger is initiated to track Record Entry
restoration. Reference: ISO 21089, Section 12.10.

KEREFH : Z DA X MIEEASTINENETTENTHEITRAET S, - B ANOETIT2—Y o
< RICX VB EN D, - BBATINEDETIIL AT LAOELETHD — AT HMIFEETHL
—WZHE D, RSk AT DETTE BT 72D OB N S, 28 IS0 21089, Section 12.10.

1977

RI.1.1.15.1

Function

Evidence of Record
Entry Restore Event
EHN N DETA 2
DFEHS

1978

Statement: Maintain Evidence of Record Entry Restore Event
FEREMEE « FEERA D ITTA 2 h DREBFOHERF

Description: Evidence of Record Entry Restore Event includes key metadata, ensures health
record integrity (and trust) and enables record audit.

FERERLIA : FLERATINE DE LA X P ORI F— A 27— WE Fih, RSO EESE (B
FOMEHEM) ZRAEL, OB AEL TELE T D,

1979




1980

1981

1982

1983

1984

1985

1986

RI.1.1.16

Function

Destroy or Identify
Record  Entries as
Missing

FLERA TSI DWEFED 5T

11990

Statement: Destroy or Identify Record Entries as Missing (1 or more instances)
FEREAL S « RRERA NI OMEED 5 WIT A8, QLD A v A HZ o R)

Description: Occurs when Record Entries are destroyed or identified as missing. - Destruction
typically occurs after conclusion of the legal retention period. - Destruction of Record Entries may
be initiated by User command. - Destruction of Record Entries is the responsibility of the System
— which invokes relevant rules. - An Audit Trigger is initiated to track Record Entry Destruction
or Notation as Missing. Reference: ISO 21089, Section 12.11.

FERERLEA : 2 DA NV MIEBATINEDIED 5 \VITHE LR SN B/ AT D, - BT
FLER AT OREZEXIEM LRI O TIRICRET D, - EATIOMEE T — o~ RI2 X Btk
SIND, - FLEATINBEOIEIIL AT LADOEETH D — VAT AMIEET H—IZHE D, -tk
AT DREFEO K itdk 2 B D 72O DEENBh S 5D, 28R : ISO 21089, Section 12.11.

1991




RI.1.1.16.1 1993

Function

Evidence of Record
Entry Destruction
Event

FLERA T DOREHEEA X |
D FEHF

Statement: Maintain Evidence of Record Entry Destruction Event
PEREAREE © BRI OBTEA 2 h OREBFOHERF

Description: Evidence of Record Entry Destruction Event includes key metadata, ensures health
record integrity (and trust) and enables record audit.

BERERL @ SRERA I NEDOBEEA N2 F OREBNIIIF — A Z 7 — 2 NG Eh, @FRREOFIEN (B
FOMEHEME) ZfREEL , ACEROERZWREL 45,

1994

1995

1996

1997

1998

1999

2000

2001




RI.1.1.17

Function

Deprecate/Retract
Record Entries

RLER AT D FRAE]

Statement: Deprecate/retract Record Entries as invalid (1 or more instances)

%ﬁ%@ﬁg . ;ﬂﬁlﬁ@?é L LT@EH@/T@I@ (1 J'/LJ:@/]) ./X&./X)

Description: Occurs when Record Entries are deprecated if found to be improperly identified or
Deprecation of Record Entries may be initiated by User command. -
Deprecation of Record Entries is the responsibility of the System — which invokes relevant rules.-

otherwise invalid. -

An Audit Trigger is initiated to track Record Entry Deprecation.

FERERLIA - :0)4'/\/ N

G ANIRET D,

VAT LADEETHD — VAT LIEET ALY, AT DR

BRPIREN D,

RI.1.1.17.1

Function

Evidence of Record
Entry
Deprecation/Retraction
Event

FOERA ) O &R R A
~ 2 OFEHR

;Eﬁ)\ﬁV‘J”ﬁI#Tﬁ@J IHROOHINDNI B RTIIEARY L LSRRI
- FRERA T DRI Al —Y o< Ficky BltE S5, - REERATINEOGRIE
BT 57200

2007

2008

Statement: Maintain Evidence of Record Entry Deprecation/Retraction Event

PRREMLEL « RRGR A DO FRMRIE] A 2 s DOFEBF DOHERF

Description: Evidence of Record Entry Deprecation/Retraction Event includes key metadata,

ensures health record integrity (and trust) and enables record audit.

PERERLI : LB AN A DO IRMREIA < B ODnEEﬂT IF—A 2T =g Eh, ERGLEOEIEME
(BEMEHEN) ZMRIEL, Fl#kOBEAZREL 45,

2009

2010

2011

2012




RI.1.1.18

Function

Re-Activate Record

Entries

ALk AT DIETE

Statement: Re-activate Record Entries (1 or more instances)
FEREEZE - FUERA I OENE QUL kDA A HZ U R)

Description: Occurs when Record Entries are made active again after previously Destroy or
Deprecate. - Re-activation of Record Entries may be initiated by User command. - Re-activation of
Record Entries is the responsibility of the System — which invokes relevant rules.- An Audit
Trigger is initiated to track Record Entry Re-Activation.

PRRERLIA © 2 DA 2 MIBMEITHIED 5 WITER SRR A NE N RS Shic e c 38t
T5, - AN DOEFTA—Ya~ NZEWBBEND, - EANABEDEFILL AT LDOHE
ETHD — VAT LFFEET D= VTR D, -RLERA T DTG 2 1B 5 720 OB ST
60

2019

RI.1.1.18.1

Function

Evidence of Record
Entry Re-Activation
Event
FLERA ST DOETEA N |
DFEHR

2020

Statement: Maintain Evidence of Record Entry Re-Activation Event

FEREMEEE « S A D DIEIG A X2 F D

Description: Evidence of Record Entry Re-Activation Event includes key metadata, ensures health

AEBR DRERF




record integrity (and trust) and enables record audit.

BERERL « SRERA I NEDETEA N2 FOREBNIIIF — A Z 7 =2 G Eh, @FRREOFIEN (B

FOMEMHEME) ZfREEL . AEROBERZWREL 45,

2021
2022
2023
2024
2025
2026
2027

RI.1.1.19 2030

Function

Merge Record Entries

LB A DHFE

Statement: Merge Record Entries (2 or more instances)
BEREME  iEAN OOFE QU EDA v RAZ U R)

Description: Occurs when Record Entries are merged together. - Entries may be merged if
duplicate patient records are found.

KEBEFH : Z DA Xy MIRBATNERBAEWIHFE ENTZEBEITRET D, - TEANNTEEL
T2EBEDOREN R R INT-HBAICIE SN 5,

2031

RI.1.1.19.1

Function

Evidence of Record
Entry Merge Event
FLERA N OOFE A X2 b

2032




Statement: Maintain Evidence of Record Entry Merge Event
FEREMEEE « FEA I DOFE A 2 b OREBFDOHERF
Description: Evidence of Record Entry Merge Event includes key metadata, ensures health record
integrity (and trust) and enables record audit.
FERERLAT : FEBRATINBE DDA A R FOFEBNIIEF — A ¥ T — 2 3G i, EEREOEESE (B
FJOMEHNE) ZfRAEL, RLdkOBEALZ ATREL 42,
2033
2034
2035
2036
2037
2038
2039
2040
2041
2042
RI.1.1.20 2045
Function
Unmerge Record
Entries
FLER AT DPFERER




Statement: Unmerge previously merged Record Entries (2 or more instances)
FEREMEEE - B IOFE SR AT OPFEMRER (2 DL bAoA A2 )
Description: Occurs when Record Entries must be unmerged from previous merge, as in RI1.1.1.16.

HERERLIA « Z DA X ME RL1.1.19 IZiE# S5 X 9 i RIS Szt A TN E DDA R
SNTBEITHET S,

2046

RI.1.1.20.1 2047
Function

Evidence of Record
Entry Unmerge Even
FLERA T DOFEIRERA
> b OFEHR

Statement: Maintain Evidence of Record Entry Unmerge Event
FEREMEEE « SE A O OFEMEERA 2 b OFEBROMERT

Description: Evidence of Record Entry Unmerge Event includes key metadata, ensures health
record integrity (and trust) and enables record audit.

BERERLH : RLBRA I NB O PFEMRERA X2 P ORERNCIE T —A X T =2 & £, BRELEROBEIEN
(BXOE#EN) ZRFEL. FikOEAEZ AIEL T D,

2048

2049

2050

2051

2052

2053

2054




RI.1.1.21

Function

Link Record Entries
FLERASIDY T

Statement: Link Record Entries (2 or more instances)
MEREMEE - Sisk A1) v QLLEDA AR )

Description: Occurs when Record Entries are linked together. - Entries may be linked for a single
an encounter (patient visit)- Entries may be linked for an episode (patient problem)- Entries may
be linked for a selected population cohort

KREESH] : Z DA Xy MIRBATINERBHEWIY 7 SNEEAICRAET S, - DA TITESE
DONRZZIZKH LTI 7 SN Enbdb b, - A NEFDE Y —F BEORES) LTl >~
JENDHZEND D, - BEAINTEREIN-aR— MR LT 7 ENDZ ENH D,

2061

RI.1.1.21.1

Function

Evidence of Record
Entry Link Event
REEAS DY 7 A4 R
b~ DFEHR

2062

Statement: Maintain Evidence of Record Entry Link Event
PEREMEEE « R ATID Y 7 A X b OFEBRO#ER?

Description: Evidence of Record Entry Link Event includes key metadata, ensures health record
integrity (and trust) and enables record audit.

MERESLEA : SRR ATINED Y v 7 A X N OFHRCITIF — A X TF— 2 BN E ., BRSO EIENE (B
K OMEHEME) ZRFEL, iSO EELZREE T 5,

RI.1.1.22

Function

Unlink Record Entries
FEERANI DY 7 DR

2072

Statement: Unlink previously linked Record Entries (2 or more instances)
BEREMETE BB Y 7 SNIFEERATIO Y v OfiER (2 L kDA A K U R)
Description: Occurs when Record Entries must be unlinked from previous linkage, as in RI.1.1.18.

FERERNAEH : Z A X2 MI RL11.21 IZREHE SN D Lo Rl EIZY) v 7 SRt ATINED Y > 7
ZRER U722 AT B WA ET 5,

2073




RI.1.1.22.1

Function

Evidence of Record
Entry Unlink Event
FUERATID Y v fRbRA
~ 2k DFEHR

2074

Statement: Maintain Evidence of Record Entry Unlink Event
FEREAREE : SEBRA IO U v 7 fRERA R S DOFEBROMERT

Description: Evidence of Record Entry Unlink Event includes key metadata, ensures health record
integrity (and trust) and enables record audit.

FERERLH : REBRATINE D U o 7 ffERA N2 OREBNCIZF— A 27— 23 & £, RGLHOEIE
P (BEOMEEM) ZfRaEL, OB EZREE T 5,

RI.1.1.23

Function

Place Record Entries on
Legal Hold
FEEEA S DFFFAR—/L B

Ean=—g
ixX &

2084

Statement: Hold Record Entries in an unaltered state for legal hold period (1 or more instances)
FEREIEE  SEAN LR —/L FHIM P ZE R AR AT ORREICR D (1L EDA A HZ o R)

Description: Occurs when Record Entries must be marked (and held in an unaltered state) for
purposes of a legal hold (typically as the result of court or legal action).

BERERLAA © DA N2 MIFFRFR—/L FORBICH L Tv—2 (£ LTEE TERUVIRIBICREE) &
NRT TR B RWGEICRAET LD REITEHTT O D VITERNT 7 2 a »OfERk e L0,

2085
RI.1.1.23.1 2086
Function
Evidence of Record
Entry Legal Hold Event
FLERA S DFFFAR — /L R
A X - OFEHR

Statement: Maintain Evidence of Record Entry Legal Hold Event
FEREBEEL « FRER AT DFFIAR — /L A X N OFEF O HERF

Description: Evidence of Record Entry Legal Hold Event includes key metadata, ensures health
record integrity (and trust) and enables record audit.




FERERLIA : RLEBRA T DFFFAR — /b RA X2 R ORERNCIE T — A X 7 =2 E& £, BFELEEROBIEN
(BEOMEHEM) ZHRFEL., FOBEAZIREL T D,

RI.1.1.24 2099
Function

Release Record Entries

from Legal Hold

FLERA S DFFFAR — /L R

fiAE R

Statement: Release legal hold on Record Entries (1 or more instances)
FEREMEE « R A N & FREA R — L RO fEER (LA EDA v A Z 2 R)

Description: Occurs when Record Entries are released from legal hold (previously marked and
held in unaltered state), as in RI.1.1.20.

KEREFRH : Z DA X MIFFIAE—/V R (BEIC~—7 SN E LT TERUVIRREICIRE: S L2k iE)
NIRRT D AR ET D,

2100

RI.1.1.24.1

Function

Evidence of Record
Entry  Legal  Hold
Removal Event
FLERA ST DFFIA AR — L R
FRERA X b DFEBE

2101

Statement: Maintain Evidence of Record Entry Legal Hold Removal Event
FEREAMT 2 « FRERA S DI — /L RIEERA X - OFEF O HEFF

Description: Evidence of Record Entry Legal Hold Removal Event includes key metadata, ensures
health record integrity (and trust) and enables record audit.

BERERLA © B AT DFRFAR — /L RRERRA N2 R OREBNIIZF — A ¥ 7 — 2 N E £, sk OE
IEYE (BXOMEHEME) ZfRiE L, iDL WREL T2,

2104

2105

2106

2108




RI.1.2 2111

Header

Record Lifespan
La— R« 547 AN

Statement: Manage Record Lifespan
REREEE « L o— RHEMDOERR

Description: Record Lifecycle Events (Section RI.1.1) are those required to manage Record Entries
in persistent storage over the full course of Record Lifespan (Section RI.1.2). See Section RI.1.1,
Record Lifecycle, for further description.

HRESA: La— R FA4 TP AT ARk (73 RILLIIT) La—R-FG4 7230 (&
7 ay RLI1.2 ) ORBEICO-> TR A ML —VANOLa— R N Z2EHT 5720
WCMEBER D ThHDH, SOLRAMHAICONWTIZ, EZ7Y a3 RL1IL1 OLa—R -S54 7% 7%
SO L,

RI.1.2.1 2112

Function

Manage Record Entries
La—R-x= hUEH

Statement: Manage/Persist Record Entries (Multiple instances)
BEREMIZE . La— R - = MU OFH Rt (A A Z )

Description: Occurs upon Record Entry origination/retention and thereafter on a continuous and
uninterrupted basis for lifespan of each Record Entry.- Ensures long-term retention and
preservation of EHR Record Entries, without alteration. Reference: ISO 21089, Section 12.2.2

BEHERRBH : La— R - > MU OBIGAMREEAIRE Z V0 . 0% OMEN TR VWS L a— R =
N DOFMOFEMEL /D —EHR La— R« FUREEIND Z LR BURRE RS L
425, 2% ISO021089 7 32 12.2.2

2113

2114

2115




2116

2117

2118

2124

2125

2126

RI.1.2.2 2132

Function

Manage Record Entries
for Legal Hold
AR —/L RDTH D L
a—R.-x MU EHR

Statement: Manage/Preserve Record Entries for Legal Hold (Multiple instances)
BEREMEEE « BRind— L RO L a— K« = U OFH/FHE (A A X X)

Description: Occurs when a set of Record Entries is designated to be held for legal purposes or

proceedings. - Ensures preservation of a set of Record Entries for a designated time, held without
alteration.
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RI.1.3

Header

Record States
L a— iRk
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Statement: Manage Record States
HEREAE S © L o— NIREEDEHE

Description: Record Entries may reside in various states that must be managed. An important
underlying principle for managing record states is the need to retain Record Entries that have
been viewed for patient care purposes even if the Entry has not been completed or attested. This
principle has important legal impact because it provides an account of what the provider viewed
and relied on for clinical decision-making. For example, if Record Entry content was available in
pending state and a clinician used the information to make decisions, it is important to retain the
pending version even after the final version was available. Determining if Record Entry content
was used for patient care may be challenging. Access logs could provide a mechanism to determine
if the information was used.
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RI.1.3.1

Function

Manage Record Pending
State
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Statement: Manage Record Entries during the various states of completion.
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Description: Record Entries may reside in various states that must be managed. An important
underlying principle for managing record states is the need to retain Record Entries that have
been viewed for patient care purposes even if it has not been completed or attested. This principle




has important legal impact because it provides a record of what the provider relied on for clinical
decision-making. For example, if a Record Entry was available in pending state and a clinician
accessed the information to make decisions, it is important to retain the pending version even
after the final version was available. Determining if the Record Entry was accessed for patient
care may be challenging. Access logs should show if the information was accessed/viewed.
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RI.1.3.2 2149

Function

Manage Record Entry
Amended, Corrected
and Augmented State
La—R-xz> hUBE,
RIIE, $RoRIRAEE B

Statement: Manage Record Entries amended, corrected or augmented after finalization (or
signature/attestation).

FEEEMEEE . 527 (BHAWIIBAMEL) %Ol a— R x> FEE, STIEH D WIIIEIEOS

Description: Clinicians need the ability to correct, amend or augment Record Entries once they
have been completed. When an amendment, correction or augmentation has been made, principles
for documentation practices require that the original documentation must be accessible, readable,
and unobliterated. A user must have a clear indication that modifications have been made to an
Record Entry. There is optionality in how a system may identify a Record Entry that has been
corrected or amended — a flag or indicator could be displayed, the text could be in a different font,
etc. The original Record Entry is not required to be displayed, but can be linked or traced back.
The original Record Entry and each successive amendment, correction or augmentation should be
retained for the legally prescribed timeframe as defined by scope of practice, organizational policy,
and/or jurisdictional law.
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RI.1.3.3 2155
Function

Manage Record Entry
Succession and Version
Control
La—RK.xzo D&
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Statement: Manage successive Record Entry versions over time.
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Description: The system must have a mechanism to handle versions and succession of Record
Entries (such as a preliminary and final laboratory reports, amended or corrected documents).
Versioning and succession management is based on Record Entry content, and/or status change
over time.A version may be one of:1) A completed and attested Record Entry; 2) A Record Entry
completed and attested which has been modified one or more times3) A Record Entry that has
been viewed for clinical decision-making purposes by an individual other than the author4) A
Record Entry that has been captured in an incomplete state per organization business rules and
updated over time (i.e., a preliminary laboratory test). 5) A Record Entry that electively, according
to the author, must be preserved in the current state at a given point in time (i.e., History and
Physical). Certain types of Record Entries are typically handled in versions, for example:
laboratory results (preliminary and final)- Dictated reports- Work ups (over course of days)The




prior version of Record Entries should be retained for the legally prescribed timeframe as defined
by scope of practice, organizational policy, and jurisdictional law.

FEHERRB . VAT AlZLa— R - P OARN—U g URER (& 23R EOR LA — &k
A=, BEHDLVILFTIELE) 2W A EZ R0 0E R 570, N—V g EREBEIT L
a— Rz N URNE, 20/ 5 WITREFRPIREEZE(LIZEE S, AN—=T a3 VIFRO 1508 Lty
DET UEEENZLa—F = b5 5% T L 1 R EEESN/-Z LM EESRZLa— k-
T2 MU )EFEHTITRVMENZ L » THRENAREERED OISR I a— K- FUj4)
MO E TR A — I LD RERRETCHE SNV a— R = Y G S N7z
b (T2 & 2 ITHBIERAE OMRAEE) 5 5)EHIC L » GRIRIIC, HAHREICKE T 2BAEDRETHREES
nTnwplra—RK-xz b (2R WBEEHEKRTR), 447D a— K= h U 3EF
BEDON—T g U THRbID (SR & RERER) IR ERL L VAR — MEERE (EHBRICD
72ha—R), La— K-z ) ORiIAN—Y 3 VX EERPHOHERR Y o— BEIg 0B e -
T, ENICED DNTERRE 7 L— 2O CHREE LR IT IR 720,

2. The system SHALL provide the ability to update a Record | 9157
Entry and save it as a new version.
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3. The system SHALL capture, maintain and render the | 9159
date, time and user for the original and each updated
version of the Record Entry.
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4. The system SHALL manage the succession of Record | 9159
Entries in chronological version order.
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Function

Manage Record Entry
Retraction
La— R x> kA

B
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Statement: Remove a record entry from view if it is deemed erroneous and cite the reason.

RREREEE . L — R - = FUDHIES TV D LT SN T OB ZE LT 25810, Ea—hblb
a—Re-x2 Y ZHIRT S

Description: Record retraction is used to reverse changes that have been made to existing Record
Entries. Once a Record Entry has been retracted, it is no longer visible in standard queries, though
it remains accessible in EHR audit records should evidence ever be required for legal or other
exceptional circumstances.Canada Health Infoway provides the following definition for retraction:
This mechanism allows an existing record to be “removed” from the EHR if it is deemed erroneous.
It can also be used to reverse changes that have been made to an existing record. Once a record
has been retracted, it is no longer visible in standard queries, though it remains accessible in EHR
audit records should evidence ever be required for legal or other exceptional circumstances. After
retracting an erroneous record, a user has the ability to resubmit a corrected record with no visible
indication that there was ever a previous version. Retract generally has significant constraints
upon its use because of the risks of removing data from a patient’s record that might have been
used by others in making decisions. The specifics will vary by jurisdiction, and potentially even by
type of data.There are times that a EHR Record Entry is created then found to be erroneous, i.e.,
the record may belong to another individual. In these cases, it is necessary to remove that record
from view (storing it in case it may be needed for litigation or investigation purposes, etc.). After
retracting an erroneous record, a user has the ability to resubmit a corrected record with no visible
indication that there was ever a previous version.

BERESH © L a— FRENZ, FET AL a— R =2 MUK LT T a2 ki v s b, —
Elra—R-xor MNIBREISND &, ZAUTEENZRBIWEGDOE TR BITOCSRTH 2 LixTaR
WS, EHR BSO8R O UL LIEMH 5 WIEZ DIENO BN R BREE ICB W TER SN Do
EFUVALLTCT VB ATED, BFE A~V A AT+ T x0T, WENICEHL TROERELZTIT-




TWAAFET D L a— R0 iE- TV D S SN -Biz, Zhvad EHR 25 THIBRES D Z &%
T[T DA =R L, WENIGFET DL a— Rk LT Thn 8 OEIZ DN T H i S
5, —HUa—RBHMEIEND E, ZIUEHIEEEXNZRBWEDE T TE 20, EHR B
EREEROHPIIRAT LIE S 2 WVIEZ DI OBIAN R BREEICB W TER I Ao T A & L
TT 7 BATED, MiE-T-La— REefEIL-k, FIAEIL, BR—=Yarnibbdl EORRBR
VYREET, ELWLa— REFRHET 208 TE 5, BFEREE MO AXREEIREIHEHT 50
HLNBNWT = ZHIRT DU A7 BN 5720, FENE—AIZZ O I OV TIER X 7 il &2 1
o FEIMIEEEXIRIC L - TRARD L, T—HFDHA S I THRELLTHAH, EHR La— R -
T2 PUMER SN TOOLRIEWVARE RIS I, FFEABE LET, 2F 0 L a— FihofE A
WETO20b LR, 208 RGE, Ea—0bla— REETHERL S FFRACHAEBENT
MBEIZ72 D5 A ATl a— RORFIZT D), BhiEZ -V a— Raflal L%k, FIAEE, B
—arBHDHIEOERNVRUVVIREET, ELWLa— REFHEHTHZENTE S,

2161

2164

RI.1.4 2165

Function

Record Completeness
L o— RFERSTE

Statement: Manage Record Completeness
FEREAEEE © L o— Rt E el

Description: The EHR-S must provide the ability for an organization to define minimum elements
and timeframes for completion at the report level and at the record level. Provide a report that
identifies completion and timeliness status by patient/ health record number or other specified
parameters. Prior to disclosure for legal proceedings or other official purposes, an organization
analyzes the health record for completeness. EHR systems must provide the ability to define a
minimum set of content to be analyzed for timeliness and completeness and provide a report of
the status.
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RI.2 2171
Function
Record Synchronization
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Statement: Manage Record Synchronization
PEREMEEE . L o— FRIMIOEH

Description: An EHR-S may consist of a set of components or applications; each application




manages a subset of the health information. Therefore it is important that, through various
interoperability mechanisms, an EHR-S maintains all the relevant information regarding the
health record in synchrony. For example, if a physician orders an MRI, a set of diagnostic images
and a radiology report will be created. As a result, the patient demographic information, the order
for MRI, the diagnostic images associated with the order, and the report associated with the study
must all be synchronized in order for the clinicians to receive a synchronized view the complete
record (with respect to time and geographic location).Date and time need to be consistent across
the applications that are part of the EHR system.Synchronization demonstrates a sequence and
chain of events for reconstruction and is relevant during a legal proceeding. Maintenance of
synchronization activities could be relevant during a legal proceeding.Note: Standards exist for
Consistent Date and Time.
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1. The system SHALL conform to function TI5.1| 9779
(Application and Structured-Document Interchange
Standards).
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5. The system SHALL provide the ability to manage date | 9174
and time-related information between applications,
components, services, systems, and devices.
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Statement: Manage Record Archive and Restore
BEREAEZE : L a— MR LR B

Description: EHR Record Entries must be transitioned over its lifecycle from online data
structures to near-line or off-line data structures. The archive function performs this transition of
Record Entries from an online, production EHR-S to offline storage for information that is not
being purged/destroyed. The system must provide such archive and restore functions to extract
and preserve indefinitely, Record Entries selected to be removed from the live production EHR-S
database and retained. Record Entries must be archived and restored in such a manner as to
permit them to be returned to their original or similar information structures. Archived Record
Entries must also include corresponding metadata to ensure logical and semantic consistency of
the information for subsequent access upon restoration. The archive function should provide both
an automated, configurable capability as well as a user-invoked archival function to enable
selected Record Entries to be preserved, or flagged for preservation.

In the first instance, rules are specified to enable the system to conduct archiving in an unattended
fashion. This is often the case for periodic system maintenance requirements (e.g., nightly
processing where archival, data summarization and possibly purging of information occurs). In
the second instance the system should provide the ability to select Record Entries to be preserved
for future reference and access, such as in the case where selected Entries need to be preserved
and retained for litigation.In restoring information, it may occur that Record Entries being
restored are a subset of the Entries originally archived. For example, when all Record Entries for




a patient encounter were archived and only a particular set of Record Entries related to a study
or result are to be restored. The system may provide for such finer granularity of
restoration.Archiving and restoring of Record Entries must be performed in a timely fashion,
consistent with the operational requirements of both EHR users and system and technology
capabilities.The system must enable compliance with records retention according to scope of
practice, organizational policy or jurisdictional law.
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7. Trust Infrastructure Section
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| Function |

System Operation

Measurements

Statement: Manage the change of status of an external facility.

Description: A health care delivery relies on services provided by other external facilities such as
laboratories or Long Term Care facilities. The status of those facilities is subject to change for
example: power outage, flooding or overcapacity. Therefore, the EHR system needs to capture the




status of the external facilities, notify appropriate individuals / organizations or even change the
workflow based on established business rules. Change of the status of an external facility is
patient safety concern because a provider may need to adjust patient care or care workflows
accordingly. For example, changes of status of external facility include: laboratory no longer
accredited, laboratory power outage, Long Term Care facility at overcapacity. If laboratory loses
accreditation an administrator needs to be notified to adjust the workflow. If status change is
anticipated on regular basis, the system may automatically trigger workflow adjustment
according to established business rule that take in consideration the status of the external facility.
The example for later, the local Long Term Care facility may routinely exceed the capacity on the
weekends; therefore, the business rule will accommodate for automatic workflow adjustments.

TI.1.10 2260

Function

Service Availability

Statement: Manage the ability to access, render and determine information related to Service
Level Agreement.

Description: A provider may need to be aware of certain Service Level Agreement information in
order to mitigate patient safety-related risks that depend on system availability or system
performance.
TI.1.11 2263
Function
Trusted Information
Exchange Environment

Statement: Maintain a Trusted Information Exchange environment to enable common security
measures among participants in the health information exchange.

Description: A Trusted Information Exchange environment facilitates protected health
information exchange by employing common user authentication across multiple systems, and/or
organizations. A Trusted Information Exchange environment can help decrease risk and liability
for participating members of the Trusted Information Exchange environment by ensuring that
protected health information is consistently managed by all participants.
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Fun

ction

Registry and Directory
Services
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Statement: Enable the use of registry services and directories to uniquely identify, locate and
supply links for retrieval of information related to:- patients and providers for healthcare
purposes; - payers, health plans, sponsors, and employers for administrative and financial
purposes; - public health agencies for healthcare purposes, and- healthcare resources and devices
for resource management purposes.
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Description: Registry and directory service functions are critical to successfully managing the
security, interoperability, and the consistency of the health record data across an EHR-S. These
services enable the linking of relevant information across multiple information sources within, or
external to, an EHR-S for use within an application. This applies to directories/registries internal
to the EHR-S as well as directories/registries external to the EHR-S . Transmission may occur
automatically or manually and may include small or large amounts of data. Directories and
registries support communication between EHR Systems and may be organized hierarchically or
in a federated fashion. For example, a patient being treated by a primary care physician for a
chronic condition may become ill while out of town. The new provider’s EHR-S interrogates a local,
regional, or national registry to find the patient’s previous records. From the primary care record,
a remote EHR-S retrieves relevant information in conformance with applicable patient privacy
and confidentiality rules.An example of local registry usage is an EHR-S application sending a
query message to the Hospital Information System to retrieve a patient’s demographic data.
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TI.4 2562

Function

Standard Terminology

and Terminology

Services 1EYEHEE & HGE
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Statement: Support semantic interoperability through the use of standard terminologies,
standard terminology models and standard terminology services.
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Description: The purpose of supporting terminology standards and services is to enable semantic
interoperability.

Interoperability is demonstrated by the consistency of human and machine interpretation of
shared data and reports.

It includes the capture and support of consistent data for templates and decision support
logic.Terminology standards pertain to concepts, representations, synonyms, relationships and
computable (machine-readable) definitions.

Terminology services provide a common way for managing and retrieving these items, including
historically correct version interpretation.

Terminology services need to support legal requirements for retrospective health record
information and system data.
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TI.4.1 2565
Function

Standard Terminology

and Terminology Models
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Statement: Employ approved standard terminologies to ensure data correctness and to enable
semantic interoperability (both within an enterprise and externally).Support a formal standard
terminology model.
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Description: Semantic interoperability requires standard terminologies combined with a formal
standard information model. An example of an information model is the HL7 Reference
Information Model. Another example is the ISO/EN 13606 Electronic Health Record
Communication.A terminology provides semantic and computable identity to its concepts.
Examples of terminologies that an EHR-S may support include: LOINC, SNOMED, ICD-9, ICD-
10, and CPT-4.Terminologies are use-case dependent and may or may not be realm dependent.
The key i1s that the standard be approved by all stakeholders. For example, terminologies for
public health interoperability may differ from those for healthcare quality, administrative
reporting, research, etc.Formal standard terminology models enable common semantic
representations by describing relationships that exist between concepts within a terminology or
in different terminologies, such as exemplified in the model descriptions contained in the HL7
Common Terminology Services specification.The clinical use of standard terminologies is greatly
enhanced with the ability to perform hierarchical inference searches across coded concepts.
Hierarchical Inference enables searches to be conducted across sets of coded concepts stored in an
EHR-S. Relationships between concepts in the terminology are used in the search to recognize
child concepts of a common parent. For example, there may be a parent concept, "penicillin
containing preparations" which has numerous child concepts, each of which represents a
preparation containing a specific form of penicillin (Penicillin V, Penicillin G, etc.). Therefore, a
search may be conducted to find all patients taking any form of penicillin preparation.Clinical and
other terminologies may be provided through a terminology service internal or external to an
EHR-S.
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2. The system SHALL determine that clinical terms and coded | 9564
clinical data exist in an approved standard terminology.
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6. The system SHALL provide the ability to manage terminology | 9571
assets and supporting tools (internal or external to the EHR-
S).
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TI.4.2 2576

Function

Maintenance and
Versioning of Standard
Terminologies
EHEHFEDORST &N —Y
EIV B

Statement: Enable version control according to scope of practice, organizational policy, and/or
jurisdictional law to ensure maintenance of utilized standard terminologies.This includes the
ability to accommodate changes to terminology sets as the source terminology undergoes its
natural update process (new codes, retired codes, redirected codes). Such changes need to be
cascaded to clinical content embedded in templates, custom formularies, etc., as determined by
existing policy.
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Description: Version control allows for multiple sets or versions of the same terminology to exist
and be distinctly recognized over time. Standard terminologies are usually periodically updated,
and concurrent use of different versions may be required. Ideally, the meaning of a concept never
changes over time, but a concept can be deprecated, and replaced with a new concept in a new
version. However, in some terminologies, the meaning of a concept can change over time. In any
case, it is important that retrospective analysis and research maintains the ability to relate to the
appropriate conceptual meaning. If the terminology encoding for a concept changes over time, it
is also important that for legal health records, as well as for retrospective analysis and research,
the different encodings can be correlated to ensure the permanence of the concept as originally
captured. This does not necessarily imply that complete older versions of the terminology be kept
in the EHR-S, only access to the changes needs to be maintained.
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TI.4.3 2586
Function
Terminology Mapping

Mg~y e 7

Statement: Map or translate one terminology to another as needed by local, regional, national, or
international interoperability requirements.
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Description: The ability to map or translate one terminology to another is fundamental to an
organization in an environment where several terminologies are in play to meet different
purposes. It is a common occurrence that data is captured using one terminology, but is shared
using another terminology. Example: Within a healthcare organization there may be a need to
map terminology concepts with the same semantic meaning to meet different purposes (e.g.,
between an EHRS and an external laboratory system, or between an EHRS and a billing system).
Standard terminologies are evolving and maps will need to be adjusted to support this evolution
and more sophisticated use of standard terminologies and maps over time. Realm specific
(including local, regional, national or international) interoperability requirements can also
determine the need for terminology mapping, and in many cases terminology mapping services
(internal or external) can be used to satisfy these requirements. The interaction and mapping of
terminologies may be called into question in a legal proceeding, when clinical decisions were
documented or when semantic meaning could be misinterpreted.

It is important to seek guidance, document and retain all mapping decisions for all types of
terminology mapping, and to recognize when mapping may not be possible from one concept to
another.

The quality of mapping is dependent upon the skills and interpretation of standard terminologies
and clinical information by mapping experts.
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1. The system SHALL provide the ability to manage data using | 9537
terminology maps which may be provided by terminology
mapping services (internal or external).
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Header

Standards-Based
Interoperability
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Statement: Provide automated health care delivery processes and seamless exchange of clinical,
administrative, and financial information through standards-based solutions.
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Description: Interoperability standards enable certain applications to be shared among EHR
systems, resulting in a unified (logical) view of a given EHR system where several disparate
systems may actually be participating transparently. Interoperability standards also enable
certain information to be shared among EHR systems (including information that resides in
regional, national, or international information exchanges). Interoperability standards also
promote timely and efficient information capture, use, and re-use, often reducing the cumulative
workload of the broad set of stakeholders.When health-related information is exchanged -- or when
external applications are used to extend an EHR system -- the interoperability methods and
underlying standards that were used in the process may need to be disclosed during a legal
procee)ding (especially when the resulting information becomes part of the patient's medical
record).

FEEERLAA - M EEAMERKIE, EHR AT A CHET L7 SV r— a3 o TTE 5, FEEW OO0
DOBRFED T AT ADRNBBIIZSIM L T D 00 H L2 WE 2 5372 BHR VA7 A O A Sl Gait
M72) Ea—2 G065, MAEERMEIE. —EDHEHRN ER > AT A3 b5 2 & & R[EEI
T5 (M, 2E. FXEBRNRE RS DERE GTe), MAEEAMERIT, B S,
NBHRE Ry 7T v, B, BXOBEFEHOGREL, LIELIE, A7 —27FZVE =D\t >
FOBREL TODEFEZWO LTV D, MFEBEEERIIZmIND —— £, o7 7Y Fr—
a UIMEDNAKEENR ¥ AT AXRIEIET A7~ — —Fat 228\l -/ BEAMEFER
L OBEMN KL, EHEOTFRE ORICH L NI SNDLERH 5000 Lvawnyy (B, fERE L
THEUTWDERNBED VT DRI D),

Structured-Document
Interchange Standards
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A
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TI.5.1 2593
Header

Application, Structured-

Message, and
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Statement: Support an EHR system's ability to operate seamlessly with systems that adhere to
recognized application interchange standards. These systems include other EHR systems,
subcomponents of an EHR system, or other (authorized, non-EHR) systems.
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Description: Since a health care organization typically has various external and internal
interoperability requirements, it must use a set of corresponding interoperability or interchange
standards that will meet its connectivity and information structure, format, and semantic
requirements. Information should be exchanged -- and applications should provide functionality -
- in a manner that appears to be seamless to the user. To be specific, if data is received from an
external source that requires a user to manually copy-and-paste that data into multiple parts of
the system, the exchange is not considered to be "seamless".
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Examples of standards-based EHR information content and exchange methods include:
standards-based data extracts, standards-based messages, standards-based documents (e.g., HL7
Clinical Document Architecture (CDA) documents), standards-based healthcare transactions, and
standards-based images (e.g., Digital Imaging and Communication in Medicine (DICOM)
documents).Support for multiple interaction modes is needed to respond to differing levels of
immediacy and types of exchange. For example, messaging is effective for many near-real time,
asynchronous data exchange scenarios but may not be appropriate if the end-user is requesting

an immediate response from a remote application.A variety of interaction modes are typically
supported such as:
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- Unsolicited Notifications (e.g., Adam Everyman has arrived at the clinic for his scheduled
appointment);

- Query/Response (e.g., Query: Is Adam Everyman known to the system? Response: Yes, Adam's
medical record number is 12345678);

- Service Request and Response (e.g., Request: Laboratory Order for “Fasting Blood Sugar”.
Response: the results of the test);

- Information Interchange between organizations (e.g., in a regional health exchange or in a
national health system);

- Structured/discrete clinical documents (e.g., a structured clinical note);

- Unstructured clinical document (e.g., dictated surgical note).
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Standard terminology is a fundamental part of interoperability and is described in section TI.4.
Using a formal explicit information model further optimizes interoperability.
An example of an information model is the HL.7 Reference Information Model (RIM).

Organizations typically need to deal with more than one information model and may need to
develop a mapping between information models, a metamodel (that helps to explain and organize
the various information models), or both.
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TL.5.1.1 2594

Function

Application Interchange
Standards

TV = a R
#J

Statement: Support the ability to operate seamlessly with other systems by using applications,
and/or structured messages and documents that adhere to interchange standards.
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Description: Placeholder - Not Defined at this time.
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TI.5.1.2 2606

Function

Structured-Document
Interchange Standards
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Statement: Support the management of structured documents.
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Description: Structured documents are an important method of facilitating the exchange of
information to support care. Documents are often considered to be more permanent in nature;
messages are often considered to be more transitory in nature.
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TI.5.1.3

Function

Structured-Message
Interchange Standards
BIEL A v — U
)

Statement: Support the management of structured messages.
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Description: Structured messages are an important method of facilitating the exchange of
information to support care. Messages are often considered to be more transitory in nature;
documents are often considered to be more permanent in nature.
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TI.5.2 2608

Function

Interchange Standards
Versioning and
Maintenance
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Statement: Support various versions of an interchange standard.
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Description: Interchange standards characteristically change throughout their lifecycles; those
changes are often tagged with "version" numbers. EHR systems need to control the various
versions of interchange standards that are used within an EHR implementation and accommodate
changes that arise with each version. For example, if an organization migrates to version 2.5 of
HL7's messaging standard, it may choose to utilize that version's specimen or blood bank
information capabilities. The organization may also find that certain fields have been retained for
backwards compatibility only or withdrawn altogether. The EHR-S needs to be able to handle all




of these possibilities. Standards typically evolve in such a way as to protect backwards
compatibility.

On the other hand, sometimes there is little, or no, backwards compatibility when an organization
may need to replace an entire standard with a new methodology. An example of this is migrating
from HL7 v2 to HL7 v3.Interchange standards that are backward compatible support exchange
among senders and receivers who are using different versions. Version control ensures that those
sending information in a later version of a standard consider the difference in information content
that can be interchanged effectively with receivers, who are capable of processing only earlier
versions. That is, senders need to be aware of the information that receivers are unable to capture
and adjust their business processes accordingly

Version control enables multiple versions of the same interchange standard to exist and be
distinctly recognized over time. Since interchange standards are usually periodically updated,
concurrent use of different versions may be required. Large (and/or federated) organizations
typically need to use different versions of an interchange standard to meet internal organizational
interoperability requirements. For example, the enterprise-wide standard might use HL7 v2.5 for
laboratory messages, but some regions of the enterprise might be at a lower level.

It should be possible to retire deprecated interchange standards versions when applicable
business cycles are completed while maintaining obsolete versions.

An example use of this is for possible claims adjustment throughout the claim’s life cycle.

When interchange standards change over time, it is important that retrospective analysis and
research correlate and note gaps between the different versions’ information structures to support
the permanence of concepts over time.
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1. The system SHALL provide the ability to use different | 9509
versions of interchange standards.
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2. The system SHALL provide the ability to change | 9670
(reconfigure) the way that data is transmitted as an




interchange standard evolves over time and in accordance
with business needs.
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TI.5.3 2613

Function

Standards-Based
Application Integration
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Statement: Integrate applications in a standards-based manner.
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Description: An EHR-S often consists of multiple applications. Some of those applications may be
within the EHR-S; others may be external to the EHR-S. The user of the EHR-S often benefits
when those applications are integrated. Application integration can be accomplished in an ad-hoc
fashion or in a standards- based fashion. The method(s) by which applications may be integrated
within an organization depends on that organization’s approach to application integration.

A given organization could conceivably employ multiple application integration approaches to
meet various application integration requirements.
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1. The system SHALL provide the ability to integrate | 9514
applications in a standards-based fashion when the system is
composed of, and/or is extended by disparate applications.
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TI.5.4 2616

Function

Interchange Agreements
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Statement: Support the use of Interchange Agreements to specify the rules, responsibilities,
expectations, and methods by which Interchange Agreement partners may exchange information.
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Description: Systems that wish to communicate with each other must agree on certain
parameters/criteria that will govern an information exchange process. Interchange agreements
enable partnering systems to discover, negotiate, and utilize those parameters/criteria. An EHR-
S can use this information to define how data will be exchanged between the sending and the
receiving partners. Interchange services and capabilities can be discovered in an automated
fashion. Entity directories can be used to determine the address, profile, and data exchange
requirements of known, and/or potential Interchange Agreement partners.

Entity registries can be used to determine the security, addressing, and reliability requirements
between potential Interchange Agreement partnering systems.
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Function
System Integration
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Statement: Support the integration of the EHR system with related systems.
EOREIH : M L2 AT AL OERY AT LAOMAZRILT D 2 &,

Description: Within a given organization (for example, an institution, facility , or integrated care-
delivery network), an EHR system may be directly integrated with other systems (for example, a
laboratory Information System, Radiology System, Pharmacy System, or Hospital Information
System). Conversely, an EHR system may access these other systems indirectly by integrating
with a system that serves as the central routing mechanism for the organization. For example,
the EHR system may be integrated with the Hospital Information System which then routes the
EHR system's orders to a laboratory , pharmacy, or radiology service. Depending on the type of
information that is exchanged within an integrated-system environment, certain heuristics may
be needed that will help govern the information exchange process.
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7. Trust Infrastructure Section

TI.6
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Function

|

Business
Rules Management
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Statement: Manage the ability to create, update, delete, view, and version business rules including
institutional preferences. Apply business rules from necessary points within an EHR-S to control
system behavior. An EHR-S audits changes made to business rules, as well as compliance to and
overrides of applied business rules.

Description: EHR-S business rule implementation functions include decision support, diagnostic
support, workflow control, and access privileges, as well as system and user defaults and
preferences. An EHR-S supports the ability of providers and institutions to customize decision
support components such as triggers, rules, or algorithms, as well as the wording of alerts and
advice to meet realm specific requirements and preferences.
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1. The system SHALL provide the ability to manage business | 9g9g

rules.
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10. The system SHALL provide the ability to determine system | 9557
behavior based upon defined business rules.
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kflow Management

Statement: Support workflow management functions including both the management and set up
of work queues, personnel lists, and system interfaces as well as the implementation functions
that use workflow-related business rules to direct the flow of work assignments.

Description: Workflow management functions that an EHR-S supports include:-Distribution of
information to and from internal and external parties;-Support for task-management as well as
parallel and serial task distribution;-Support for notification and task routing based on system
triggers; and-Support for task assignments, escalations and redirection in accordance with
business rules. Workflow definitions and management may be implemented by a designated
application or distributed across an EHR-S.
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1. The system SHALL provide the ability to manage workflow | 9539
business rules including work queues, personnel lists, and
system interfaces.
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Function

Database Backup and
Recovery
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Statement: Provide for the ability to backup and recover the EHR system.

Description: To enable the preservation of the EHR database and it's data, functionality needs to
be present to record a copy of the database and it's contents to offline media as well as the recovery
of the system from a backup copy and resumption of normal system operation. The backup must
preserve both data as well as database structure and definition information sufficient to recover
a complete functional EHR system. Database components may include, but not be limited to
application data, security credentials, log/audit files, and programs; ultimately all EHR
components necessary to provide a full and complete operating environment. Finally, the backup
must be capable of being used during recovery processing to restore an exact copy of the EHR
system as of a particular instant in time. This is a requirement to be able to preserve logical
consistency of information within the recovered EHR system. In providing for this capability the
system may Include multiple backup, and/or redundancy solutions such as fail-over architecture,
database journaling, transaction processing, etc.The backup and recovery function must address
both physical system failure (i.e. failure of EHR system hardware) as well as logical system failure
(e.g., database corruption).To support the requirement that the EHR system be available
whenever it is needed within the design parameters of the system and provide reliability and
redundancy of the EHR database and it's data, the backup function shall not impact user
functionality or appreciably impact user performance.The backup function may include features
which permit multiple processes and technologies to perform it's task. This may include multiple
backup technologies such as tape, disk, cloud, etc. Also, multiple architectures such as redundancy,
online, near-line and off-line media.
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TI.9 2662
Function

System Management

Operations and

Performance
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Statement: Manage the change of status of an external facility and the ability to access, render
and determine information related to Service Level Agreement.
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Description: A health care delivery relies on services provided by other external facilities such as
laboratories or Long Term Care facilities. The status of those facilities is subject to change for
example: power outage, flooding or overcapacity. Therefore, the EHR system needs to capture the
status of the external facilities, notify appropriate individuals / organizations or even change the
workflow based on established business rules. Change of the status of an external facility is
patient safety concern because a provider may need to adjust patient care or care workflows
accordingly. For example, changes of status of external facility include: laboratory no longer
accredited, laboratory power outage, Long Term Care facility at overcapacity. If laboratory loses
accreditation an administrator needs to be notified to adjust the workflow. If status change is
anticipated on regular basis, the system may automatically trigger workflow adjustment
according to established business rules that take into consideration the status of the external
facility. The example for later, the local Long Term Care facility may routinely exceed the capacity
on the weekends; therefore, the business rule will accommodate for automatic workflow
adjustments. A provider may need to be aware of certain Service Level Agreement information in
order to mitigate patient safety-related risks that depend on system availability or system
performance.
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aeromedical evacuation BE T
aggregate patient data BET—IEE
ambulance BEE
amendment EI1E

attestation FRELE

audit log BEEOS
augmentation Y5k
authentication Saall
authorization )

care setting AE(H)

claim i

clinical document ZSEXE
clinical image B& PR {2
clinician HAEER
completeness SefElE
computable a v E 1 —42F| A e
correction HIng

de—identify EmAL

delivery systems EEREHDOFIE

demographic EXEHR F-lE 2FREH
demographic data (BFED)EKFHR
deprecate Bl

deprecated status Be b 1K EE
directory T4LIRY

EHR system/EHR-S EHR AT As
eligibility HRIEMAERE
emergency medical services BEEET—ER
emergency medical system PEEERATL
encounter (BED)ZE
episode of care AE(DE)
externally—sourced NEY—R (D)
financial data BET—3
follow-up(s) 240—7v7
formulary MAHEFEYRE
formulary nE—%5
guardian #BREA

health care delivery processes EREHTOEX
health care organization 3 3ES

health care organizational
performance
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health record information
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health—related information
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home monitoring
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interoperability
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ISO/EN 13606
Electronic Health Record
Communication

ISO/EN13606 EHR Communicationfi#%&

jurisdictional BEXIE
jurisdictional authorities EEET
laboratory result FRRRERR
laboratory test BRRRE

legal hold
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legal requirements ERNESENH
legal retention period EMERELSR
lifecycle FA7H14O)L
lifespan SATRIN
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locally—defined standard
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machine interpretation HE AR IR

measurement b=t

medication BE

medication history EERE

medication reminder system IREYIAE — AT L
multiple instances BHAARRIR
organizational policy IR S —

patient acuity EEE

patient—originated BEHEX®D)

personal health record 1B {32 BE 50 %

person—level data
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population—based

REaL—2aVIEDLME

power of attorney form EHEEIR
primary care nhYDITF
protocol Joka—)L
provide the ability to ~JAHBEEFIRIET D
provider/providers EEERE
providers EEIEHE

policy RS —

public health NREE

public health organizations NREE DHEE
radiographic image LY U BEEEIE
reading capability RN

recall Ja—JL

recognized standard [GEHoNT-1EHE
record archive LO—FRE

record entry

La—k-T kY

record state
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registry LXK
re—identification BETEIE
re—identify E41k

render Rk )

restore B

retail pharmacy INRER

retract ?ﬁfl@

retrospective analysis [EIEE 4T
self-constructed queries self-constructed7 L!)—
semantic meaning ERBIOEEL
serious adverse event FEEFEEEXR
SHALL BATENEAYAR
SIG RE

standard terminology EAERE
structured—document interchange B SCE R iE s
standards

succession B2

surrogate KEA

tag 25

telemetry TLUARN)—

vital sign IR

well—-defined queries

well-defined T!)—
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