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PROLOGUE




Healthcare has been an absolute requirement for national defense and for a productive healthy workforce.





Over the past fifty years—reflecting on my career through medical education, residency, and practice—there has been a massive transformation in both healthcare and the use of technology, including the transitions from paper medical records to electronic health records (EHRs). More so today than before, I question the primary purpose for documentation, which was once so essential for good medical care.


A Clinical Rationale for Documentation


In the March 14, 1968, issue of the New England Journal of Medicine, Larry Weed, MD—the father of the “SOAP” (Subjective, Objective, Assessment, and Plan) note—wrote a special article titled “Medical Records That Guide and Teach.” The article opens with:


“It has been said that preoccupation with the medical record and computer leads to neglect of the ‘humanitarian’ side and the ‘art’ of medicine. The most humanitarian thing a physician can do is to precisely know what he is doing and make the patient as comfortable as he can in the face of problems that he cannot yet solve.”


For the past thirty years, I have been acutely aware of the tremendous amount of person-years and costs that have gone into strategic plans and business case analyses to generate the functional requirements organizations use to contract for EHRs, just to replace paper medical records. There is always the expectation that with documentation now in an EHR, it will improve the quality of care. With increasing computing capability to collect and store vast amounts of data, somehow the potential for technology to enhance the quality of care is being lost. In the strangest development, EHRs are now more likely to be perceived as serving the needs of healthcare administrators for patient scheduling and billing. EHRs have not been designed to help improve the quality of a patient encounter or the decision-making process critical for an accurate diagnosis, and they have not improved a shared decision-making process necessary for an individualized and effective treatment plan. “Concurrent documentation,” once routine for paper records, has become increasingly difficult, leading to delayed documentation and requiring clinicians to donate hours after work to meet the needs of the EHR.


This current definition from the Office of the National Coordinator for Health Information Technology (ONC) remains remarkably consistent with what was envisioned in 1968.


“An electronic health record (EHR) is a digital version of a patient’s paper chart. EHRs are real-time, patient-centered records that make information available instantly and securely to authorized users. While an EHR does contain the medical and treatment histories of patients, an EHR system is built to go beyond standard clinical data collected in a provider’s office and can be inclusive of a broader view of a patient’s care. EHRs are a vital part of health IT and can:


• Contain a patient’s medical history, diagnoses, medications, treatment plans, immunization dates, allergies, radiology images, and laboratory and test results.


• Allow access to evidence-based tools that providers can use to make decisions about a patient’s care.


• Automate and streamline provider workflow.


One of the key features of an EHR is that health information can be created and managed by authorized providers in a digital format capable of being shared with other providers across more than one healthcare organization. EHRs are built to share information with other healthcare providers and organizations—such as laboratories, specialists, medical imaging facilities, pharmacies, emergency facilities, and school and workplace clinics—so they contain information from all clinicians involved in a patient’s care.”1


Once heavily engaged—and now reading about the benefits of EHRs through government, industry, and healthcare websites—I’m faced with the reality that for each patient I see, the EHR has become an overarching presence, competing for my time and focus that I’d rather dedicate to the patient in front of me. Completing a note while the patient is still with me has become increasingly difficult as I try to find workarounds. While vast amounts of data are in the EHR, so little is of practical use within the patient encounter, yet critical information can be easily missed in the mass amount of unindexed data. While I went into medicine to help others, I now find myself dreading the EHR that seems purposefully designed for clinician burnout. The EHR I’m required to use, rarely, if ever, imports critical data from other places the patient has been or from other providers involved in the patient’s care. It doesn’t even alert me that such data exists.


Now in the twilight of my career, the vision I had for a patient-centered EHR, once a tangible reality in a project I directed, seems no longer possible. I never thought my experience may have been unique: an optimization business process reengineering study that combined a concurrent “top-down” analysis of a national and Department of Defense (DOD) vision for population health and “bottom-up” analysis of clinicians at work taking care of patients. We defined the clinical work necessary to achieve the vision and eliminate labor that added no value but had cost. Designing an EHR that would help achieve that vision through optimal patient outcomes was integral to that project.


Throughout this book, I will use a very specific example: the Army’s alcohol and drug prevention and control program which operated as its own medical specialty, by public law and DOD directives in response to the opioid epidemic occurring with our troops in Vietnam. This was identified as a national concern in 1969. Combined with a general level of problematic alcohol use throughout the military, public law was passed in 1971, continuing today that secretaries of all agencies should be covered under TRICARE. This plan was meant to “prescribe regulations, implement procedures using each practical and available method, and provide necessary facilities to identify, treat, and rehabilitate members of the armed forces who are dependent on drugs or alcohol” (Title 10 US Code Chapter 55 section 1090).


Mission, Vision, and Purpose of Healthcare


In the 1880s in Germany, Otto von Bismarck, with a goal to increase worker productivity and preserve capitalism from the rise of socialism, advocated the concept of “practical Christianity” to describe state programs that provide the security needed by workers who might become ill or disabled or have an accident that would result in unemployment and poverty. Seeing a need and obligation to help those who had worked their entire lives, Bismarck led passage through the Reichstag of three bills: the Health Insurance Bill of 1883, the Accident Insurance Bill of 1884, and the Old Age and Disability Bill of 1889. National healthcare, disability, and retirement systems have evolved from the concepts of these bills. This was the genesis of national healthcare systems within most developed nations outside the United States today.


In a European healthcare environment, Gilbert Pant saw the need for an EHR designed to document each patient encounter in whatever manner the clinician found most helpful, in any language spoken by the clinician, while in the background notes were coded into international standard vocabularies such as “SNOMED-CT.” This allowed connections between clinics across the world and generated reports that would be useful for outcome management and population health. The Korea Case study highlights the synergy possible when IT supports population health improvement.


Medical care has always been integral to the US military since the days of the Militia Act of 1792. A medical officer was part of the command staff. At that time, US male citizens were required to serve in the militia, and all needed to be fit and ready to defend the country. If ill or injured, they would receive the treatment necessary to return to duty when possible or to be sent home in as good of a condition as possible. Medical care was important for morale—that if ill or injured, the best medical care possible would be provided. In public law since 1958, the purpose of having a military healthcare system is “to create and maintain high morale in the uniformed services by providing an improved and uniform program of medical and dental care for members and certain former members of those services, and for their dependents” (Title 10 US Code Chapter 55 section 1071).


In 1998, lessons learned from the first Gulf War and deployments in Bosnia, Haiti, Rwanda, and Somalia led to the publication of the Presidential Review Directive 5, titled “A National Obligation: Planning for Health Preparedness for and Readjustment of the Military, Veterans, and Their Families after Future Deployments.” Goals and objectives were defined to better address health concerns, healthcare, health risk communication, recordkeeping, and coordinating research designed to fill in gaps in knowledge that could be applied to health improvement.


What I realized today is that the approach we describe in chapter 1 may be a unique application coming out of a program that operated independently of the usual hospital programs—more community-based and covering the spectrum from primary to tertiary prevention. In 1991, I received a grant through the Army Medical Command to create a Center for Training and Education in Addiction Medicine (CTEAM) at the Uniformed Services University. I was given the opportunity to work closely with the Army’s drug and alcohol prevention and treatment programs, which existed at every Army installation worldwide, and the Tri-service Alcohol Rehabilitation Department at National Navy Medical Center.


Between 1980 and 2000, the US military developed a healthcare model with seven steps for population health improvement.


There was a critical link between the healthy community and the medical/military health system (MHS). Determinants of health were an interactive relationship between the individual, other people, and the surrounding physical environment. The individual could be defined in data in terms of both biological and behavioral factors. Policies and interventions related to health within the community included access to medical care.


The seven steps for population health improvement rely on having data for each step. (1) Identify the population. This generally would come from personnel systems identifying healthcare beneficiaries and their demographics. (2) More targeted health surveys and questionnaires such as the biannual DOD cross-sectional survey to health-related behaviors. (3) Manage demand to identify potential problems early and intervene quickly, a “right place,” “right person,” “right time,” before smaller problems became bigger ones. (4) Managing capacity becomes easier and more predictable with better knowledge of preventive and treatment needs of the current community. (5) In the optimized clinical system, evidence-based primary prevention—general education or training for the entire population—is best done within the community, supported by healthcare providers; secondary prevention identifies segments of the population and individuals at higher risk for disease/adverse outcomes—and targeted interventions are provided—that may include physical fitness training, nutrition, anger/stress/time management, spirituality, and nicotine cessation. Within this population, there will be individuals who meet a diagnosis for a medical condition for which more definitive treatment is needed. (6) With community outreach, the MHS is tied to the community, and with the right design for data systems to support this, the MHS is able to measure changes in health status and performance at both the individual and community level.
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Figure 1.1







From the clinical view of a physician and the technological view of an IT developer, this book is for:


1. Direct-care clinicians to define what is necessary for documentation that improves the quality of the patient encounter, improves clinical decision-making, and facilitates rapid assessment of patient progress—and to better articulate the functional requirements for a patient-centric EHR.


2. Healthcare systems administrators to understand how EHRs collecting proper data will also serve all business needs and reporting requirements: improving access to care, better care, collaborative care, coordination of care, and greater provider satisfaction.


3. Insurers and government healthcare systems to understand how EHRs can support transformations to a population health model that lowers overall costs of healthcare, eliminating activities that add no value to positive outcomes and identifying interventions that increase morbidity and mortality of their covered beneficiary population.


4. Healthcare researchers to recognize how an EHR optimized for patient care provides data necessary to assess the impact of real-world short- and long-term interventions within the entire population of patients beyond the scope of randomized clinical trials.


5. All individuals to understand how EHRs today have interfered with the patient encounter because they contain incomplete, fragmented, redundant, conflicting, or incorrect data—and to advocate for an EHR that improves the clinical encounter with data necessary for shared and informed decision-making, with less clinical documentation time. We believe this will result in endless opportunities to make potential improvement from every encounter in care that leads to better outcomes by supporting technology that truly supports a clinical encounter.


Throughout this book my coauthor, Gilbert Pant, and I will be discussing the missed opportunities and the potential of EHRs. Given Gilbert’s expertise, he will be dissecting the problems from a technological perspective, while I will be primarily focused on the clinical perspective. Connecting Care is organized in a way that represents these two viewpoints and it is our hope that readers will consider them both equally.


In chapters that follow, we address and discuss:


• What was good: an early emphasis on healthcare intended to improve health and why many went into medicine—with evolving technology that truly improved the quality of care provided.


• What went wrong: with a hardening emphasis on facility-based care and focus on profit—as providers develop burnout and moral injury—many now leave the profession or abandoning direct patient care.


• How this happened: the emergence, integration, and dominance of Practice Management and Scheduling Software under the EHR label—EHRs shifted from “help the patient” to “grow the business”—using technology to maximize justifiable reimbursement.


• How we fix it: “Back to basics” using new and updated technology refocused to help take better care of patients while serving various business needs in the background. Business grows because of better patient care and new knowledge rapidly integrated into best practices.


• The underlying premise: Design an EHR to help a clinician take care of a patient, and the resultant data collected will be of the quality necessary to meet the needs of administrators, insurers, and researchers that improves access to care, improves patient outcomes, and lowers healthcare costs.







 


PART I


The Early Evolution 
of the EHR




 


CHAPTER 1


By Ken Hoffman


A Clinical Perspective


Clinical Care and Documentation




Good clinical care requires accurate and concurrent documentation.





The Early Intersection between Paper Medical Records and Computerized Records


In the dawn of computers and electronic patient records, a primary purpose of paper documentation had been to enhance communication and collaboration between a patient and provider and between different providers who all might be involved in the care of one patient. A comprehensive history included a timeline of various problems and interventions and the impact of prior interventions. Included were other key and critical aspects of medical history, such as vaccinations, medications, allergies, hospitalizations, surgical procedures, and specialty consults.


Within each episode of care, every planned documentation has been the means through which each provider could remind oneself of patient health status, medical/psychological/social problems that had become a current focus of attention, treatment plans that guided interventions, monitored patient progress, whether desired outcomes had been achieved, or whether there were complications achieving desired outcomes.


Clinicians had the power to create their own patient or client records, which was believed to be necessary for better patient care and could be designed to be consistent with the guidelines of the provider’s specialty organization. These records could be used as needed by other clinicians, in peer reviews, for administrative coding, and when needed by other providers. A patient record was intended to document the work done, diagnostic and problem evaluations, treatment plans, and decisions made.


An Early Computerized Provider Order Entry (CPOE) System: The “Light Pen”


In 1980, I was exposed to an ingenious use of technology. Through a computer terminal that had a light pen and keyboard, I could access a list of my patients to enter and send orders and retrieve results. The “Light Pen” system was easy to use. We only needed fifteen minutes to learn how to access the system with a unique password. It was intuitively obvious. I simply clicked on a patient to order or retrieve information. I could create or use a predefined order set for admissions that duplicated what I would have done on paper but faster and more legible. For orders, I could develop a standard order set—most useful for admissions and discharges—or order individually specific labs or procedures. If an emergency/urgent order was needed, I could Light Pen click on the “Stat” box. If the “Stat” box was checked, people came running to either collect the lab or start the procedure.


Results would always print to the printer at the nurse’s station for inclusion in the medical record. If the “Stat” box had been clicked, I would be immediately notified. I could look up results at any terminal in the hospital. In looking up results, I could also Light Pen how I wanted them displayed, allowing for flowcharts on demand and easily seeing any critical changes in labs over time and by type.
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