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********************************************************************************************

Voting Item Summary
1.   The Public Health Functional Profile Project Scope Statement was    reviewed and approved to be moved forward to SSD. 
********************************************************************************************

Followup Items

1. EHR FM vs Open EHR vs CDA – Mohammed from HL7 Pakistan 

Co Chairs
2. Update of Decision Making Processes using the new template.

3. Standards knowledge management tool = SKMT:  Cochairs
4.  hData review and comment
5. RMES representation in the R2 Format

6. Next steps for SOA/HER model – should it be balloted and who should lead that ballot –joint SOA/HER?  

7. Information Model and Diabetes Strategy next steps

********************************************************************************************
Next Working Group Meeting

The next Working Group Meeting will be held in Sydney, Australia,  January 9-14, 2011.  
********************************************************************************************

Working Group Meeting Attendance:     See attachment immediately below for entire meeting attendance
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Quorum for next trimester:   6 members plus the presiding cochair

********************************************************************************************

Monday 

October 4, 2010
Q1
Plenary Session

Monday 

October 4, 2010
Q2

Plenary Session

Monday 

October 4, 2010
Q3
1.  Introductions were made.   It was noted that the attendance at the EHR meeting seems lower than expected.   There is a lot of interest in the Ambassador presentations this afternoon.   
The Minutes of the September, 2009 meeting were accepted.  

Overview of Week’s Work

1.  Goals

a.  Working toward EHR-S Functional Model Release 2

b. Identifying and providing assistance for special needs

2.  Reminder to vote:   CoChair Elections 

3.  Announcement that two EHR cochair terms will be up in January 2011.     

The 2 year cochair terms for John Ritter and Don Mon will expire in January .  Both may run again.   Interested members were encouraged to step forward and be nominated.  
4.  The Agenda was reviewed.   Changes to the agenda will be announced     and posted.   The intent is that the agenda is reliable for planning purposes.  
5.  Project List Review – the active projects were reviewed with associated timelines.  

Monday 

October 4, 2010
Q4
Agenda Item #1
R2 Glossary and Verb Hierarchy:   Revisions overview and discussion  (John Ritter)
Purpose:   There are major changes  being made/suggested for the glossary.  The hierarchy has been modified.    
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John reviewed the  proposed glossary and hierarchy of verbs.   Comments are being sought not only by the Work Group but from all of HL7 .   The EHR Glossary team has created and posted a large poster that shows the changes being proposed and have invited comments.

· Bernd discussed the need for an ontology, a meta ontology and knowledge of the relationships of ontologies.
· Having the set of action verbs – and having a glossary of the terms of the model is the beginning of work toward an ontology
· Steve Hufnagel:   Some terms are domain specific..  Do the terms have a different meaning based on age?  (for example.)

· Bernd commented that there is Social care informatics and  Citizen informatics

· The WG intends to add the glossary to the SKMT.
· Beth:     How did you decide which words to add to the glossary.

· What process did you go through to determine which would be added.

· All  are represented---however some are not used, but have been deprecated.  

· A common language for use in developing conformance criteria. 

· V3 nuances, mode of operation (Mark Shafferman)

· Technologically, computationally neutral ways 

· Summary:
Incremental step to building an ontology

· Continue to populate SKMT
· Should we include in the glossary nonaction verbs?   Steve feels we should consider removing the ‘covered ones’---keep in those that are context sensitive.   

· Authorize and access – these are not access control - 

Tuesday 

October 5, 2010
Q1

Agenda Item #1:  Release 2:   Restructuring of DC and Supportive Sections.   (Discussion Lead:   Lenel James)
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There has been continued confusion about Direct Care and Supportive.  In order to reduce the confusion,  reorganization of these 2 sections, and in some cases IN needs to be done.   The work-in-progress was reviewed.  

Agenda Item #2:  
Release 2:   Proposed R2 Format (Pat)
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During the Rio meeting, the proposed new format for R2 was discussed---many in this group had not seen this.   Beth Acker was concerned that we had suggested that RM/ES was not included entirely in the model.   She felt that RMES could not be applied to a criteria---but that the model intotal was subject to RMES.   This discussion will be taken up with the work group as well as RMES for recommendations for representation.  
Agenda Item #3:  
NIST and Conformance Clause, Certification Efforts (Lisa Carnahan)

Can EHR be a resource for test procedures ?  It appears that ONC has moved away from models and profiles that were informative and used in the CCHIT work.  The change in direction is not well understood.  

The process:

· ONC developed the criteria

· NIST developed a set of test procedures to be used in ONC procedures

· The testing is not done by NIST, but by another agency
· Test procedures are one to one mapping
It is suggested that the Work Group obtain a copy of the test procedures, review and understand these.

It was also suggested that the WG develop a paper that shows how the Functional Models support meaningful use and what the US government is trying to do.    Stage 1 of meaningful use may be ‘done’----but we could be in position for Stage 2.  
Tuesday 

October 5,2010
Q2

Agenda Item #1:  Information Model and Diabetes Data Strategy  Project (Crystal Kallem and Steve Hufnagel)
· Crystal presents the progress of the Data Strategy including artifacts that were being produced.  
Agenda Item #2:  hData Specification Overview (Gerald Beuchelt, ITS)
· Gerald presented on a new project that is being reviewed by ITS.   The question of how it may fit within HL7 as well as finding a ‘home’ Work Group for the project is being sought.
· Concerns regarding security, interoperability and processing overhead were brought up and discussed. 
· The work group agreed to further review the hData Specification work and make recommendations.
NEED PRESENTATION
Tuesday 

October 5, 2010
Q3

Joint Meeting:  EHR, SOA, PHER and Government Services
Agenda Item #1
Healthcare SOA Reference Architecture (aka EHR System Design Reference Model EHR-SD RM)
NEED  Presentation/Notes
Tuesday 

October 5, 2010
Q4
Agenda Item #1
R2 Development Work
The group split up into small groups to start reviewing the spreadsheet and making decisions on changes for R2.  
Wednesday 

October 6, 2010
Q1

Joint Meeting with Security and EHR
Agenda Item #1:   IMIA “Security in Health Information Systems (Bernd Blobl)
Bernd updated the group on international security/privacy and the trend to putting the individual/patient ‘in the middle’.   Having an ‘individual’ centric model drives policies.  
Need Presentation

Agenda Item #2:   Addressing Privacy and Security in HL7 Work (John Moehrke)

John reviewed the Risk Assessment Cookbook developed by the Security WorkGroup.   The intent is that every work group consider security (and privacy ) in the development of HL7 products.   
Need Presentation

Wednesday 

October 6, 2010
Q2
Joint Meeting with PHER, Patient Care and EHR
Agenda Item #1:   Patient Care (William Goossen)

Agenda Item #2:   Clinical Interoperability Update (Crystal Kallem)
Agenda Item #3:   Public Health Project Scope Statement (Michelle Williamson)
NEED PRESENTATION

Agenda Item #4:   DAM Process Overview and Tooling (Anita Walden)
Stacy Berger and Jack Lee presented tooling for creating DAMs
· Extracting information out of Enterprise Architect into SPARX System is a Unified Modeling Language Tool  (UML)

· Automation Interface from EA using Windows ULE

· MAX had model Exchange, Model Transformation, Model Mapping Rules

· XML, Excel

· Class diagram for the techies and the domain experts want the vocabulary

· Iouna -   conformance to UML2 ???? 

· Relationship of this work to the HL7 tooling committee?  

· Jack Lee    JacLee @coh.org

Wednesday 

October 6, 2010
Q3

Agenda Item #1
Vital Records Profile – Issues discussion/resolution and building toward R2  (Hetty Khan and Michelle Williamson)

Michelle reviewed the ballot results the VR Profile.  Ballot reconciliation is in process and will continue during this meeting.   Volunteers were invited to assist.  
Agenda Item #2
R2 Work
Pat presented the process of reconciliation of the R2 spreadsheet so there would be the opportunity for consistency.
Wednesday 

October 6, 2010
Q4

Agenda Item #1
R2 Development 
Thursday

October 7, 2010


Q1
Agenda Item #1
R2 Development
Thursday

October 7, 2010


Q2

Agenda Item #1
R2 Development
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																										x								Abhyankar		Swapna		NLM		swapna.abhyankar@nih.gov
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														x																				Popat		Amit		Epic		amil@epic.com
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NOTE TO EHR WORK GROUP REGARDING THIS DRAFT

2010-09-17



After many months of work and discussions which included the participation of various stakeholders, the Glossary team has arrived at a proposed new hierarchy of Action-Verbs to be used in the composition of rigorous Conformance Criteria (CC). With the help of a Canadian team, a revision of current and proposed CC in the draft R2 EHR-S FM has been initiated using these Action-Verb. The intent is for the new hierarchy to be used throughout the EHR-S FM R2.



The EHR Work Group Co-chairs agree with the team that the time is ripe for broader immediate feedback. Additional feedback will be collected at the Cambridge meetings.





How to provide your Feedback 



Feedback will be collected at the regular EHR WG meeting, Tuesday, September 21, 2010, from 3 to 4h30 PM, Eastern time.





Type of Feedback Requested



· Identification of verbs that appear to be missing for proper composition of CC: include examples and justification;

· Identification of definitions that appear unclear, ambiguous, incorrect, or incomplete: include suggested replacement definitions or references to trusted sources for improved definitions;

· Identification of definitions that need improved examples: provide the examples, using the correct verbs;

· Any other improvement to this Glossary.





Limitations and Issues to Be Aware of



· The final revision of definitions is not completed. Appendix A is also not not completed. The history of this new hierarchy has to be added, in summary form.

· The Task Control column (of section 4, table of definitions) will be removed once work is completed.

· An outstanding issue is whether this Glossary will be a reference or a normative document.

· Chapter Two on Conformance Clause will require an update using this Glossary.





The Glossary Team

John Ritter, Co-Chair EHR WG

André Boudreau

Mark Brueckl

Wes Knox
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[bookmark: _Toc202273956]This glossary is classified as REFERENCE. It is provided as guidance for preparing and interpreting HL7 functional profile specifications and conformance statements. The goal is to promote clarity and consistency.

[bookmark: _Toc202273955]The intent is for this Glossary to be international in application. However, each realm may want to adjust Action-Verbs and terms to their own language.



[bookmark: _Toc272492924]
Introduction

The Health Level Seven International (HL7) Electronic Health Record System Functional Model (EHR-S FM) Glossary is an HL7 reference document that provides a set of definitions and guidelines in order to ensure clarity and consistency in the terms used throughout the functional model. The Glossary includes the definition of important terms used in the expression of EHR systems’ functionalities, and comprises standardized Action-Verbs and specific guidelines for constructing conformance criteria (CC).

The intent of HL7 is to unify the glossaries that support both the EHR and Personal Health Records (PHR) System Functional Models, since both models overlap in health care information coverage and system functionalities, and since readers are often the same people. It is expected that Functional Profiles (FP) created within the context of the EHR-S FM will align with and respect this Glossary. However, this Glossary will not provide definitions for all the terms used in Functional Profiles. FPs will typically use context or realm specific or specialized terms associated with their area of focus, and will need to incorporate a complementary glossary for these special terms. 

In the case where FPs are merged, care should be exercised to ensure that the same Action-Verbs are used with the same meaning, and that identical meanings are conveyed with the same Action-Verb. It is recommended that existing FPs be reexamined and updated to better align with this Glossary.

Action-Verbs play a critical role in phrasing conformance criteria (CC). Extensive efforts were dedicated to standardizing Action-Verbs and developing guidelines for the creation of clear and consistent CCs throughout the EHR-S FM. Continuity with previous EHR-S FM versions is provided by the inclusion in the Glossary of deprecated terms accompanied by suggestions for preferred replacement terms. Vigorous efforts were deployed to reduce the ambiguities inherent in the use of human language; care was used to respect the fundamental meaning of words and to avoid domain specific usage of terms.

Some common terms and Action-Verbs have not been included in this Glossary. For example, terms like 'computer', 'keyboard', 'archive' and 'compact' are considered general computer field terms that do not need to be defined here. Some other terms reflect functionalities inherent in any computer system and are not defined here, e.g. compute. Readers who desire definitions of terms not covered in the Glossary are invited to consult trusted dictionaries or encyclopedias. Where definitions of terms are taken from recognized sources, specific references are included.

For historical purpose, an Appendix is provided that describes the previous hierarchies of Action-Verbs used in the EHR-S FM and the PHR-S FM, and the overall logic that guided the Glossary team in arriving at the current model.
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The Action-Verbs to be used for writing conformance criteria (CC) in the EHR-S FM and the PHR-S FM are organized in three (3) categories, each with its own set of Action-Verbs:

· A system access category;

· A data management category; and 

· An auditing category.

Each category consists of Action-Verbs that collectively represent a logical set of actions distinct from the other two (2) categories. All Action-Verbs at all levels are defined in the glossary section of this document (section four (4)), and illustrative examples are provided.

[bookmark: _Toc272492926]System Access Category

The system access Category provides Action-Verbs for authenticating and authorizing users and / or external systems before allowing access to data and to system functionality. This category has one parent, Control Access, and two (2) children: Authenticate, and Authorize.



		Control Access



		Authenticate



		Authorize





[bookmark: _Toc272492927]Data Management Category

The data management Category provides Action-Verbs for the complete range of data handling actions by a system. The category has one parent, Manage (Data), and five (5) children with subsets: Capture, Maintain, Render, Determine, and Manage-Data-Visibility.



		Manage (Data)



		Capture

		Maintain

		Render

		Determine

		Manage-Data-Visibility



		Auto-Populate 

Enter

Import

Receive



		Store

		Update

		Remove

		Extract

		Present

		Transmit

		Analyze

		Decide

		De-Identify

Hide-Data

Mask-Data

Re-Identify

Unhide-Data

Unmask-Data





		

		Backup

Encrypt 

Save



		Annotate

Edit

Harmonize

Integrate

Link 

Tag

 

		Delete

Purge

		

		

		

		

		

		







The first three subsets cover the capture, maintenance and rendering of data as follows:

· Capture: Auto populate fields of data based on partially filled information, Enter data manually, Import data from an external source (which may be a device), and Receive data from another system (which may be in a device),.

· Maintain: Store, Update and Remove data: 

· Store: Save data on local media, Backup data on backup storage media, and Encrypt data for security and privacy purposes;

· Update:  Edit data by modifying it, Annotate data with notes, Tag data with labels, Harmonize data with other sources, Integrate data together, and Link data to other data;

· Remove: Delete data from the index or directory, and Purge data from the storage media.

· Render: Extract data based on certain criteria, Present data on an attached device, and Transmit data to external systems or devices.

The next subset provides verbs for the determination of actions in processing data:

· Determine: Analyze data using rules and analytical steps, and Decide appropriate actions as a result of that analysis.

The final subset allows the construct of statements restricting the visibility of data and reversing those actions:

· Manage-Data-Visibility : De-Identify data as to prevent associating the data to a specific person, Hide-Data so that only authorized users can see that the data exist, and Mask-Data so that users can see that the data exist but only authorized users can actually view the actual data.

· To reverse these actions: Re-Identify, Unhide, and Unmask.

[bookmark: _Toc272492928]Auditing Category

The auditing Category provides Action-Verbs for keeping a trace of activities in the system and a trace of data as it is modified. This category has only one (1) verb: Audit. 



		Audit



		







[bookmark: _Toc272492929]How Action-Verbs are defined

In this Glossary, Action-Verbs are defined in the following manner:

· For an Action-Verb that has a parent, the Action-Verb’s definition will start with the immediate parent verb and then a restatement of the meaning of the Action-Verb, followed by at least one (1) example labeled as such. Examples will use the Action-Verb being defined with explanatory descriptions were relevant. An illustrative example follows:

· PRESENT (Action-Verb): To RENDER (the parent Action-Verb) data by delivering the data to local users in a meaningful and appropriate way. For example, the system may PRESENT an alert automatically when a newly-arriving lab value is received that is out of normal range.

· For a top level Action-Verb, the definition will include the next immediate level of children, followed by at least one (1) example labeled as such. Examples will use the Action-Verb being defined with explanatory descriptions were relevant. An illustrative example follows:

· MANAGE (DATA) (Action-Verb): To handle data by capturing, maintaining, and rendering data, determining actions about data, and managing data visibility. For example, the system shall provide the ability for a user to MANAGE patient and family preferences as they pertain to current treatment plans. 

[bookmark: _Toc272492930]Deprecated Verbs

The Glossary includes deprecated Action-Verbs, with suggestions on how to phrase their meaning using the standardized list of Action-Verbs and qualifiers as explained in section 3.2.

In this Glossary, the term DEPRECATED is used to qualify Action-Verbs that were previously used in conformance criteria and are not part of the updated hierarchy of Action-Verbs; therefore, DEPRECATED Action-Verbs should not be used. These DEPRECATED Action-Verbs have been labeled as such. Examples of DEPRECATED Action-Verbs include ALERT, QUERY, and SEARCH.




[bookmark: _Toc272492931]Guidelines for Use

Contributors to the contents of the EHR-S FM must be thoroughly familiar with this ‘Guidelines For Use’ section. It is critical to the integrity of the EHR-S FM that key terms have a consistent meaning throughout the EHR-S FM specification. 

[bookmark: _Toc272492932]General Guidance

Throughout the EHR-S FM, terms used for stating Conformance Criteria (CC) must respect meanings as conveyed in the definitions provided in this Glossary. Using the Action-Verbs rigorously will result in clearly written Conformance Criteria (CC) and help ensure consistent communication of functional requirements. Furthermore, combining various functional models and functional profiles is facilitated when a controlled set of terms is used consistently. Therefore, use of synonyms or local jargon should be avoided. 

In the EHR-S FM, Statements and Descriptions should be written in ‘business-like language’, defining in business and user terms system capabilities that support user needs. CC should be written from the system’s perspective, with rigor and consistency across functional areas, using Action-Verbs and the guidelines; CC should not be duplicates of the Statements and Descriptions. However, scope wise, both Statement/Description and the corresponding CC must address the same functionalities. 

CC represent a fundamental component of the EHR-S FM by defining its functionalities in precise terms. Significant efforts were invested in developing a set of Action-Verbs with precise definitions that must be used in the construction of CC. The next section provides specific guidance on how CC should be composed.

Since various realms may require the use of certain terms (for example, a term that is embedded in national law), this EHR-S FM Glossary maintains a realm-independent perspective. The long term intent is to construct CC that are computable and easy to validate as to their grammar and contents when it is relevant (e.g. use of list of approved Action-Verbs).

[bookmark: _Toc272492933]Constructing Rigorous Conformance Criteria

Rigor, clarity and consistency in crafting CCs are of paramount importance. The following rules are to be followed whenever possible:

· It is generally preferable to use separate CCs instead of trying to include multiple actions in a single criteria, unless such a combination provides for an economy of statements and is unambiguous. 

· Where an action can be performed both automatically by the system and manually upon initiation by the user, separate CCs must be composed.

Selected verbs in conformance criteria should be at the proper level of granularity. If a parent verb in a hierarchy is used, then it means that the actions of all the children verbs under it are pertinent and apply.

· For example, instead of saying MAINTAIN clinical data which would imply storage, update and deletion of data, one would say STORE and UPDATE data if deletion of data was not allowed.

· For example, if a given CC expects EDIT and TAG to be reasonable application of the function, but that ANNOTATE, HARMONIZE, INTEGRATE, LINK are unreasonable, then the word MAINTAIN should be avoided in lieu of the more precise “EDIT and TAG”.

· An example of multiple Action-Verbs: The system SHALL provide the ability to CAPTURE, STORE, EDIT, and TAG-as-deprecated the entries in the registry or directory so that it is current.

The general grammar to use in developing rigorous CCs has the following structure:

The system [SHALL | SHOULD | MAY] [provide the ability to] [Action-Verb] [object(s)] [participant(s)] [qualifier(s)] [“according to scope of practice, organizational policy, and/or jurisdictional law”]. 

· The system is the subject of all the Conformance Criteria. Therefore [subject(s)] is not a parameter and has been replaced by ‘the system’.

·  [SHALL | SHOULD | MAY]: mandatory. One and only of the 3 must be used. Meanings are defined in EHR-S FM Conformance Clause document and repeated here for convenience:

· SHALL – to indicate a mandatory requirement to be followed (implemented) in order to conform.  Synonymous with ‘is required to’.  

· SHOULD - to indicate an optional recommended action, one that is particularly suitable, without mentioning or excluding others. Synonymous with ‘is permitted and recommended’.  

· MAY - to indicate an optional, permissible action. Synonymous with ‘is permitted’.

· [provide the ability to]: this is optional and is used when the action will depend on a user intervention;

· [Action-Verb]: mandatory. The Action-Verb must come from the standardized list presented in this Glossary and respect the definitions provided. When another verb would appear preferable, it is suggested to look for that verb in the Glossary definition section where it may be listed with suggestions for a replacement verb and composition. This guide provides numerous examples.

·  [object(s)]: mandatory. Identifies the object(s) of the action.

· [participant(s)]: optional. Covers users (or external systems) that participate or are affected by the specified action.

· [qualifier(s)]: optional. This might relate to time, interval, condition(s). Can include (for example): “automatically”, “manually”, “in real time”, “according to the business rules”

· [“according to scope of practice, organizational policy, and/or jurisdictional law”]: optional, when the action could be governed by relevant practices, policies and/or laws. 

Note that “…provide the ability to…” is a key phrase that means “manual intervention is expected”. Note also that “The system SHALL…” means that the system is required to perform the relevant function when all factors and specified conditions are met.

Some examples of rigorous CCs follow:

· The system SHALL provide the ability to PRESENT the list of scheduled patients according to selected criteria such as provider name, dates, time of day, nature of visit, etc. using language of choice.

· If a provider attempts to prescribe a drug using the system, then the system SHALL DETERMINE whether interactions exist between the newly prescribed drugs and the medications on the patient’s current medication list, and RENDER an appropriate response to the provider, according to scope of practice, organizational policy, and/or jurisdictional law.

The verb ‘Conform’ is used with a special meaning in the FM and is not part of the Action-Verb model. It is a special instruction for including the functional requirements of one function in another function.

· For example: The system SHALL conform to function IN.1.1 (Entity Authentication). 

[bookmark: _Toc272492934]Examples of Rewording Conformance Criteria using the Proper Action-Verbs

Examples are taken from the EHR S FM R1.1 version. These examples are provided as illustrations of improving the composition of CC, and do not imply that the CC will remain the same in later releases of the EHR-S FM.

· The system SHOULD provide the ability to access present summarized information through customized views based on prioritization of chronology, problem, or other pertinent clinical parameters. (DC, row 76)

· The system SHALL provide the ability to finalize tag a document or note as finalized. (DC, row 284)

· The system SHOULD provide the ability to derive order sets from care plans determine and present the appropriate order sets, based on an analysis of care plans. (DC, row 176)

· IF the system is used to enter, modify or exchange capture, update or render data, THEN the system SHALL conform to function IN.1.5 (Non-Repudiation), to guarantee that the sources and receivers of data cannot deny that they entered/sent/received the data. (DC, row 4)

· The system SHOULD provide the ability to communicate transmit the order to the correct recipient(s) for order fulfillment. (DC, row 209)

· The system SHALL encrypt and decrypt transmit and receive EHR data using encryption and decryption when that data is exchanged over a non-secure link. (IN, row 25)

· The system SHALL provide the ability to deactivate tag a problem as deactivated. (DC, row 145)

· The system SHALL provide the ability to group tests done on the same day analyze and present tests in such a manner that those done on the same day are grouped together. (DC, row 261)

· The system MAY provide the ability to create capture a terminology map. (IN, row 148)

· The system SHALL encrypt and decrypt transmit and receive EHR data using encryption and decryption when that data is exchanged over a non-secure link. (IN, row 25)

· The system MAY notify render a notification to the clinician when specific doses are due. (DC, row 238)







HL7 EHR-S FM Glossary of Terms

	



4





[bookmark: _Toc272492935]Glossary of Terms for EHR-S FM

Known limitations

· Care has been taken to align with trusted dictionaries. The two (2) main dictionary sources have been:

·  http://dictionary.reference.com/index.html, and 

· The Canadian Oxford Dictionary. 

· Where definitions have been obtained from other trusted sources, the source is noted in the Reference column of the table. Invitations are extended to researchers to complete the Reference column where applicable.

TO DO: verify that we have not missed any of our Action-Verbs!

TO DO: Verify that we’ve added suggested replacement for all deprecated verbs.

Later: Check all reference/citation links to establish that they work.  





		Term

		Definition

		Reference

		Status/Notes



		Accept

DEPRECATED VERB

		Instead, use ‘’PRESENT or RENDER a message of acceptance, based on the determination (ANALYZE  and DECIDE) that the data is valid’. Adjust to the context.



		

		Done AB

GT OK



		Access

DEPRECATED VERB

		Use CONTROL-ACCESS if the context is one of controlling access to the system.

Use RENDER or PRESENT when the context is one of accessing data in the system

		

		Done AB



		Access control

		A means of ensuring that the resources of a data processing system can be accessed only by authorized entities in authorized ways.

		(ISO/IEC 2382-8, 1998)

		



		Accountability

		The property that ensures that the actions of an entity may be traced uniquely to that entity.
(ISO/IEC 2382-8, 1998)

		(ISO/IEC 2382-8, 1998)

cited in ISO TS 18308

		



		Active order

		Active – In a state of action. Order – Request for a certain procedure to be performed. 

		America Heritage Dictionary, Second College Edition, Houghton Mifflin Company, Boston, 1991. 

		



		Activity 

		See health care activity



		

		Done AB



		Actor 

(in the healthcare system)

		Health professional, healthcare employee, patient/consumer, sponsored healthcare provider, healthcare organization, device or application that acts in a health related communication or service.

		(ISO/TS 17090, 2001 - modified) cited in ISO TS 18308

		



		Administrative-acceleration of registration

		A delayed patient-registration workflow technique. Very useful for providing care in urgent situations, where life-saving activities supersedes patient-registration requirements.

		

		



		Advanced Directive

		Advance directives are legal documents that allow an individual to convey his/her desires regarding end-of-life care including the use of antibiotics, tube feedings, resuscitation.  This document is not a healthcare power of attorney or a living will.   

		

		



		Affirm

DEPRECATED VERB

		Instead, use Tag (with an appropriate qualifier). Affirm, Assert, Declare, Indicate, and State are synonyms. 

		

		Done AB



		Alert

DEPRECATED VERB

		Instead, use RENDER or PRESENT or TRANSMIT an alert to a person or another system (including a device). Alerting is typically done after analyzing some data and arriving at a decision that someone must be alerted. See DETERMINE for some examples.

		

		Done AB



		Amend

DEPRECATED VERB

		Use Edit instead.

		

		Done AB



		Analyze

		To determine actions in the flow of processing data by comparing, correlating, or weighting certain data and by applying clinical or business rules, hence leading to a decision (see DECIDE). For example, the system may correlate patient information with a drug-interaction database and apply clinical rules. Another example is that the system may analyze various protocols relative to a patient’s condition.

		

		Done AB



		Annotate

		To update data by attaching comments or notes to the data without editing the data. For example, an Attending physician may annotate the information entered by the Resident physician before signing the report.

		

		Done AB



		Append

DEPRECATED VERB

		Instead, use the term EDIT. This means editing data  by adding new data to existing data. 

		

		Done AB



		Appropriate

		A suitable, proper, or dependent context-sensitive identification, designation, or qualification. The term “appropriate” is used in this document to codify the need for flexibility to cover conditions that may be best resolved dynamically. The meaning of the term “appropriate” is clarified in this document by corresponding examples.

		

		



		Architecture 

		1. The structure of components, their inter-relationships, and the principles and guidelines governing their design and evolution over time

		ISO 18308

		



		Archiving

		The process of moving one or more EHR extracts to off-line storage in a way that ensures the possibility of restoring them to on-line storage when needed without loss of meaning.  Wherever possible, archived data should be technology-independent so that future users do not have dependencies on obsolete technology from the past. 

		ISO TS 18308

		



		Attest

DEPRECATED VERB

		Use a different Action-Verb, since the system cannot attest to various facts. For example, say: the system may LINK certain data to the identity of an authenticated user who entered the data.



Attest means to certify, to declare to be correct, true, or genuine

		

		Done AB



		Attestation 

		The process of certifying and recording legal responsibility for a particular unit of information.

		ISO TS 18308

		



		Assert

DEPRECATED VERB

		Instead, use Tag (with an appropriate qualifier). Affirm, Assert, Declare, Indicate, and State are synonyms. 

		

		Done AB



		Audit

		To store a chronological trace of system-related or user-initiated activities (including access to data and/or functionality, attempts to access data and/or functionality, actions performed on data and/or functionality, and changes to system characteristics or versions). For example, the system may store the date, time, and identity of the user who modified a patient’s record as well as what changes were made to that record. Another example is that the system may store the date and time that a drug-interaction database table was updated.

		

		DONE



		Audit trail

		A chronological record of activities of information system users which enables prior states of the information to be faithfully reconstructed. 



A track of a particular item of output data back through the processing steps that produced it to the corresponding input data.



TO BE REWORKED

		ISO TS 18308





Dictionary.com

		WK:  I do not agree with this in its entirety.  The chronological recording is spot on.  The qualifier “of information system users” is too limiting…audit trails frequently extend beyond user activity tracking (e.g. an audit trail in a financial module/system.  Also, an audit trail is not necessarily a journal.  A journal is the term that describes the logging of events and data that permits reconstruction of an earlier/original state.



		Augment

DEPRECATED VERB

		Instead, use EDIT, ANNOTATE, or LINK with the appropriate qualifiers. Augmentation refers to providing additional information regarding the healthcare data.

		

		Done AB



		Authenticate

		To Control Access to a system by validating the identity of a principal. For example, the system authenticates Dr. Jones by validating his identity using a UserID and a biometric device. Another example is that the system rejects Sara Smith’s attempt to authenticate to the system after three failed password entries.

		

		DONE



		Authority

		Body that has legal powers and rights.

		(ISO/IEC 2382-8, 1998) as cited in ISO TS 18308

		



		Authorize

		To Control Access to a system by applying permissions to use certain functionality or to view certain data. For example, the system authorizes Dr. Jones, an Emergency Department physician, to view Emergency Department patient records. Note: We assume that the administrator has entered a set of permissions for all Emergency Department physicians. Another example is that the system recognizes that Sara Smith is not authorized to delete a patient record that has already been signed.

		

		DONE



		Automatically

		A qualifier used to indicate that the action will be done by the system, independently of any user intervention. For example, the system shall automatically determine that the user has the appropriate rights to use the requested functionality.

		

		Done AB.

To be verified with Glossary team



		Auto-populate

		To capture data by inputting it automatically using previously-existing data , providing a default value, or deriving it from other data, or by following various data-entry business rules. For example, the city, state/province, and country fields may be automatically populated by entering a zip-code. Another example is that a newborn’s home address is automatically populated with the mother’s home address.

		

		Done AB





		Availability (in computer security)

		The property of data or of resources being accessible and usable on demand by an authorized entity.

		(ISO/IEC 2382-8, 1998) cited in ISO TS 18308, ISO 18308, [ISO/IEC 7498-2, 1989]



		WK: Mixes the concept of availability with that of authorization.  Not my preference.  Availability should stand on its own.  A separate term/phrase for “Authorized availability” or “Controlled availability” should be used for this example.  Strike the parenthetical “(in computer security)”



		Background process

		Background processes, are processes running behind the scene without human interaction or intervention. Sometimes employed to perform certain maintenance activities or to deal with abnormal conditions arising in the lifetime of the instance. 

		http://www.dbasupport.com/oracle/ora9i/background_process01.shtml 

		Done AB





		Back up (verb)

		To maintain data by placing a copy of the data onto an electronically-accessible device for preservation in case the original is lost, corrupted, or destroyed. For example, an administrator may configure a system to store a complete copy of certain data locally on a daily basis. Another example is that an administrator may store a complete copy of certain data at an offsite facility.

		

		Done AB



		Backup  (noun)

		A copy of data for the specific intent of ensuring its preservation and possible restoration in case the original is lost, corrupted, or destroyed

		

		Done AB



		Behavioral healthcare 

		Continuum of services for individuals at risk of, or suffering from mental, addictive, or other behavioral health disorders. 

		www.mentalhealth.samhsa.gov/publications/allpubs/MC98-70/default.asp 

		



		Best practice

		Are practices that incorporate the best objective information currently available regarding effectiveness and acceptability. 

		www.samhsa.gov/grants/2005/nofa/sm65011_jail_appenAtol.pdf 

		



		Boundaries

		1. Something that indicates a border or limit. 

2. The border or limit so indicated. 

		http://dictionary.reference.com/search?q=boundaries&r=66 

		



		Calculate

DEPRECATED VERB

		3. Instead, use ANALYZE AND STORE or ANALYZE AND PRESENT, as appropriate in the context.

		

		Done AB



		Capture

		To manage data by entering, receiving, importing, or auto-populating the data, either through human intervention or automated means. For example, a clinician may capture data by manually entering a patient’s data into the system via a keyboard. Another example is that the system may capture data by automatically receiving laboratory data.

		

		DONE



		Care plan

		A care plan is an ordered assembly of expected or planned activities, including observations, goals, services, appointments and procedures, usually organized in phases or sessions, which have the objective of organizing and managing health care activity for the patient, often focused upon one or more of the patient’s health care problems. Care plans may include order sets as actionable elements, usually supporting a single session or phase. Also known as Treatment Plan.

		HL7 Clinical Decision Support team, Jim McClay, SAGE guideline consortium, University of Nebraska Medical Center

		WK:  Both of the following two definitions should be combined into one definition.  The ISO definition should be at the top and the one at left should be revised to be descriptive and elucidative of what a typical care plan is composed of.



		Care plan (alt)

		A personalised statement of planned health care activities relating to one or more specified health issues 


		ISO 18308, [EN 13940-1:2007, modified]

		WK: See above.



		Cascade (noun)

		Something arranged or occurring in a series or in a succession of stages so that each stage derives from or acts upon the product of the preceding.

		http://www.m-w.com/cgi-bin/dictionary?book=Dictionary&va=cascade 

		



		Chain of trust

		HIPAA requires the implementation of certain administrative procedures to guard the integrity, confidentiality and availability of data protected under the act. A Chain of Trust Agreement is such a procedure. It is essentially a Non-Disclosure Agreement that governs the transmission of data through an electronic medium. The sender and recipient agree to protect the data electronically transmitted between them.

		http://www.hipaadvisory.com/action/legalqa/advisor/HIPAAdvisor5.htm 

		



		Change history

		A record of changes that have occurred over time, as to a document or other change controlled item. The log can serve as an audit record for activity in a file system.

		http://en.wikipedia.org/wiki/File_change_log 

		



		Change log

		A record of changes that have occurred over time, as to a document or other change controlled item. The log can serve as an audit record for activity in a file system.

		http://en.wikipedia.org/wiki/File_change_log 

		



		Clinical Data/Information

		Data/information related to the health and health care of an individual collected from or about an individual receiving health care services. It includes a caregiver’s objective measurement or subjective evaluation of a patient’s physical or mental state of health; descriptions of an individual’s health history and family health history; diagnostic studies; decision rationale; descriptions of procedures performed; findings; therapeutic interventions; medications prescribed; description of responses to treatment; prognostic statements; and descriptions of socio-economic and environmental factors related to the patient’s health.

		CPRI, 1996b; ASTM 1769

		



		Clinical decision support

		Clinical Decision Support (CDS) refers broadly to providing clinicians or patients with clinical knowledge and patient-related information, intelligently filtered or presented at appropriate times, to enhance patient care. Clinical knowledge of interest could range from simple facts and relationships to best practices for managing patients with specific disease states, new medical knowledge from clinical research and other types of information.



		· http://www.himss.org/ASP/topics_clinicalDecision.asp 

		· WK: This and the third definition should be combined into one definition to provide the definitive description of the term as well as to elucidate and exemplify the practical instances of application of the term



		Clinical documents

		Documents created surrounding the process of providing health care and used in support of clinical decisions.  See Also: Clinical Information.

		

		WK: See addition to definition



		Clinical information

		Information about a patient, relevant to the health or treatment of that patient, that is recorded by or on behalf of a healthcare professional.



NOTE: Clinical information about a patient may include information about the patient’s environment or about related people or animals where this is relevant.

		

		



		Clinical process 

		The set of interrelated or interacting health care activities performed by one or more health care professionals

		ISO 18308

		Done AB



		Clinician

		Health professional who delivers health services directly to a patient/client

		ISO/TR 12773-1

		Done AB



		Clinical tasks

		Tasks whose results are recorded in clinical documents.

		

		



		Code set(s) 

		Under HIPAA, this is any set of codes used to encode data elements, such as tables of terms, medical concepts, medical diagnostic codes, or medical procedure codes. This includes both the codes and their descriptions. HIPAA requires every provider who does business electronically to use the same health care transactions, code sets, and identifiers. Code sets are the codes used to identify specific diagnosis and clinical procedures on claims and encounter forms. 

		· http://aspe.hhs.gov/admnsimp/faqcode.htm

· www.cms.hhs.gov/TransactionCodeSetsStands/ 

		· 



		Coding system

		combination of a set of code meanings and a set of code values, based on a coding scheme



NOTE	Code meanings are typically represented by terms or rubrics, but they can have other representations. Code values are typically numeric or alphanumeric

		ISO 18308, [EN 1068:2005]



		



		Coding Scheme

		A collection of rules that maps the elements of one set on to the elements of a second set



NOTE	The two sets considered here are (1) a set of ‘code meanings’ (or ‘coded set’), and (2) a set of ‘code values’ (or ‘code set’). Those sets are not, per se, part of the coding scheme.

		ISO 18308, [ISO/IEC 2382-4:1999] [EN 1068:2005]



		



		Coded

		References a vocabulary, code set, or database, such as SNOMED, MEDCIN, etc.

		

		



		Communication with medical devices

		Interfacing and integration ranging from the device to the database level in support of creation of clinical documents.  Examples include automatic importation of blood pressure readings and viewing of ECGs.

		

		



		Compute

DEPRECATED VERB

		Instead, use ANALYZE AND STORE or ANALYZE AND PRESENT.

“analyze and store” or “analyze and present” instead.

		

		Done AB



		Concept

		unit of knowledge created by a unique combination of characteristics

		ISO 18308, [ISO 1087-1:2000]

		



		Confirmation service (BAA)

		A service that provides identification, control, accounting, and documentation of all changes that take place to system hardware, software, firmware, supporting documentation, and test results throughout the life span of the system.

		All In One CISSP Certification Exam Guide, Shon Harris, CISSP, MCSE, CCNA, 2002, McGraw Hill, Osborne, Berkley, CA.

		



		Confidentiality

		(The/A) property that information is not made available or disclosed to unauthorized individuals, entities or processes

		[ISO TS / EN 13606-4: 2007, modified]

		



		Conform

		To comply.



Note:  The verb ‘Conform’ is used with a special meaning in the FM and is not part of the Action-Verb model. It is a special instruction for including the functional requirements of one function in another function. For example: The system SHALL conform to function IN.1.1 (Entity Authentication).

		

		Done AB



		Conformance

		The fulfillment of specified requirements by a product, process, or service. 

		HL7 EHR-S Functional Model Chapter 2: Conformance Clause

		Done AB



		Conformance criteria

		Statements of requirement indicating the behavior, action, capability that constitutes implementation of the function.

		HL7 EHR-S Functional Model Chapter 2: Conformance Clause

		



		Conformance clause

		A section of a specification that defines the requirements, criteria, or conditions to be satisfied in order to claim conformance. 

		HL7 EHR-S Functional Model Chapter 2: Conformance Clause

		



		Conformance statement

		A statement associated with a specific implementation of a profile of the EHR-S Functional Model.  

		HL7 EHR-S Functional Model Chapter 2: Conformance Clause

		



		Consent (noun)

		An agreement, approval, or permission as to some act or purpose given voluntarily by a competent person

		ISO 18308, [Black’s Law Dictionary, 2008]

		



		Consumer (in relation to healthcare services)

		An individual who may become a subject of care





		ISO/TR 12773-1

		Done AB



		Control Access

		To authenticate users and/or systems and authorize access to functionality and/or data. For example, the system may control access to the patient’s data by authenticating Dr. Jones’ identity and authorizing him to update his patient’s records. Another example is the system controls access to the system by refusing a hospital visitor the ability to authenticate to the system.

		

		DONE



		Correct

DEPRECATED VERB

		Use Edit instead.

		

		Done AB



		Create

DEPRECATED VERB

		Instead , use DETERMINE AND STORE or DETERMINE AND RENDER or DETERMINE AND PRESENT as appropriate to the context,.

		

		Done AB



		Dashboard

		A dashboard is a data representation tool which polls information from a system(s) and presents it to the user to allow them to make decisions and take actions, and which reflects the impact of these actions in a timely fashion so as to facilitate the user in dynamically continuing to alter their behaviors.

		

		



		Data aggregation

		A process by which information is collected, manipulated and expressed in summary form. Data aggregation is primarily performed for reporting purposes, policy development, health service management, research, statistical analysis, and population health studies.

		ISO TS 18308

		



		Data validation

		A process used to determine if data are accurate, complete, or meet specified criteria.
NOTE – Data validation may include format checks, completeness checks, check key tests, reasonableness checks, and limit checks.

		(ISO/IEC 2382-8, 1998)

as cited in ISO TS 18308

		



		Decide

		To determine actions in the processing of data by choosing a certain alternative based on an analysis and acting accordingly. For example, the system may decide to render a notification to off-duty nurses to report for duty based on clinic rules and the reception of tornado alert. Another example is that the system may decide to render an alert to a clinician that a prescribed drug is incompatible with a patient’s listed allergies, based on the analysis conducted.

		

		Done AB



		Decision support prompts

		Any computer based support of medical, managerial, administrative and financial decisions in health using knowledge bases and/or reference material. [In this sense the term is essentially synonymous with Knowledge-Based Systems, and some users use the term this way in preference to the terms Expert System or Knowledge-Based System, e.g., a system that uses statistical look-up to provide users with decision support may be regarded as a Decision Support System, therefore care should be taken in making this identification between the terms].

		http://www.centc251.org/Ginfo/Glossary/tcglosd.htm 

		



		Decision support system

		Any computer based support of medical, managerial, administrative, and financial decisions in health using some processing logic with knowledge bases and/or reference materials .

		

		Done AB



		Declare

DEPRECATED VERB

		Instead, use TAG (with an appropriate qualifier). Affirm, Assert, Declare, Indicate, and State are synonyms.

		

		Done AB



		Decryption

		Decryption is the process of converting encrypted data back into its original form, so it can be understood.

		http://searchsecurity.techtarget.com/sDefinition/0,,sid14_gci212062,00.html 

		



		De-identification

		The process of removing the association between a set of identifying data and the data subject

		ISO 18308, [ISO/TS 25237:2008]

		



		De-identify

		To Manage-Data-Visibility by removing identifiers from data in such a way that the risk of identifying an individual is very small under the circumstances, as specified by scope of practice, organizational policy, and/or jurisdictional law. For example, a researcher is provided with de-identified data in order to do analysis of drug effectiveness on diabetic patients. Another example is where a hospital de-identifies data for a set of patients to transmit to a university professor looking for illustrative cases for educational work.



		

		From HIPAA: Information that does not allow an individual to be identified because specified identifiers have been removed.



		Delete

		(old “eliminate”) To remove data by making it inaccessible to the application. For example, a previous patient-appointment may be deleted from the scheduling application and replaced with an updated patient-appointment. The request for the patient-appointment change is captured in the audit file.



Note: In the case where the data becomes invalid but needs to remain in the system, the word “Tag” is preferred over the word “Nullify”. This type of action is considered a data “Tagging” process and not a data deletion process. For example, a health information management professional may desire to tag a certain clinical term as obsolete, but the term needs to remain in the system for backward compatibility purposes.

		

		DONE



		Deprecation

		In computer software or authoring programs standards and documentation, the term deprecation is applied to software features that are superseded and should be avoided. In this Glossary, the term DEPRECATED is used to qualify verbs that were previously used in conformance criteria and are not part of the updated hierarchy of Action-Verbs; therefore, they should not be used. These DEPRECATED verbs have been labeled as such in this part of the Glossary.

		

		GT OK



		Derived profile

		A profile that is created from an existing profile.

		HL7 EHR-S Functional Model Chapter 2: Conformance Clause

		



		Determine

		To manage data by analyzing it and making a decision based on the analysis.  For example, the system may determine the possible severity of a patient’s allergic reaction to a proposed drug by analyzing the patient’s profile against a drug database and deciding whether the clinician should be presented with an alert or not. Another example is that a system determines the next steps in a workflow based on an analysis of a patient’s lab results, the patient’s profile and the clinical rules of the clinic, this analysis leading to a decision as to the appropriate next steps in the clinical process.



		· 

		· Done AB



		Digital signature

		Digital signature (or public-key digital signature) is a type of method for authenticating digital information analogous to ordinary physical signatures on paper, but implemented using techniques from the field of public-key cryptography. A digital signature method generally defines two complementary algorithms, one for signing and the other for verification, and the output of the signing process is also called a digital signature. 



		· http://en.wikipedia.org/wiki/Digital_signature

		· 



		Digital signature (alt)

		1. Any representation of a signature in digital form, including an image of a handwritten signature. 

2. The Authentication of a computer entry in a health record made by the individual making the entry.

		· AHIMA, Health Information Management and Technology: Pocket Glossary. Page 74.  2006

		· 



		Directive

		Instruction how to proceed or act

		ISO 18308, [Oxford English Dictionary, 2008]

		



		Directory

		In computing, a directory, catalog, or folder, is an entity in a file system which contains a group of files and other directories. A typical file system contains thousands of files, and directories help organize them by keeping related files together.

		http://en.wikipedia.org/wiki/Directory 

		



		Disable-Access



		Instead, use CONTROL ACCESS by removing permissions to use specific functionality and/or manage specific data. 

		

		



		Disclose

DEPRECATED VERB

		Instead, use RENDER and TAG with a label that identifies the data’s purpose as “for disclosure use only”.



For example, a Canadian province offers the following definition for disclose: “… in relation to personal health information in the custody or under the control of a health information custodian or a person, means to make the information available or to release it to another health information custodian or to another person, but does not include to use the information, and “disclosure” has a corresponding meaning; (“divulguer”, “divulgation”) .

		http://www.e-laws.gov.on.ca/html/statutes/english/elaws_statutes_04p03_e.htm



		DONE AB



		Disease management

		A broad approach to appropriate coordination of the entire disease treatment process that often involves shifting away from more expensive inpatient and acute care to areas such as preventive medicine, patient counseling and education, and outpatient care. This concept includes implications of appropriate versus inappropriate therapy on the overall cost and clinical outcome of a particular disease. 

		http://cancerweb.ncl.ac.uk/cgi-bin/omd?disease+management 

		



		Discrete capture

		Capture of an individual item of data.

		http://www.m-w.com/dictionary/capture 

		



		Display (verb)

DEPRECATED VERB

		Instead, use PRESENT.



		

		Done AB



		Document (noun)

		1. (noun form):  See “Clinical Document.”

2. (noun form) – a writing conveying information.

		http://www.m-w.com/dictionary/document

		



		Document (verb)

DEPRECATED VERB

		3. Instead, use TAG with appropriate references, or LINK to sources.

4. 



		

		Done AB



		Documentation

		All “notes” are “documentation,” but not all “documentation” are “notes”.  Therefore, the broader term “documentation” should be used, unless the use of “notes” as a subset is specifically intended.  See “Notes.”

		

		



		Edit (verb)

		To update data by correcting, amending, appending, or augmenting the data. For example, the physician may alter the patient’s home address from 368 to 638 Oak Street. Another example is that a physician may attach a picture of a broken bone to existing notes about the injury.

		

		Done AB

(Check second example)



		EHR

		An Electronic Health Record (EHR) is a comprehensive, structured set of clinical, demographic, environmental, social, and financial data and information in electronic form, documenting the health care given to a single individual.

		(ASTM E1769, 1995)

		



		Electronic Health Record

		Information relevant to the wellness, health and health care of an individual, in computer-processable form and represented according to a standardized information model

		ISO 18308

		



		Electronic Health Record Architecture

		A formal description of a system of components and services for recording, retrieving and handling information in electronic health records

		ISO 18308

		



		Electronic Health Record System

		A system for recording, retrieving and handling information in electronic health records

		ISO 18308, [ISO/EN 13606-1:2008]

		



		Electronic messaging systems

		Messages with a definite originator and one or more recipients, viewable on a computer or other electronic device.  Common examples include cellular phone text messages and electronic mail.

		

		



		Eliminate

DEPRECATED VERB

		Instead, use DELETE

		

		DONE AB



		Encounter (noun)

		Encounter serves as a focal point linking clinical, administrative, and financial information. Encounters occur in many different settings – ambulatory care, inpatient care, emergency care, home health care, field and virtual (telemedicine).

		http://www.ncvhs.hhs.gov/040127p1.htm 

		



		Encrypt

		To store data by transforming the data into a form that is difficult to understand by unauthorized people or systems. For example, the system may encrypt sensitive information such as the patient’s financial information.



		

		Done AB

Check alternate: Science dictionary: To alter information using a code or mathematical algorithm so as to be unintelligible to unauthorized readers



		Encryption

		Encryption is the conversion of data into a form, called a ciphertext, that cannot be easily understood by unauthorized people.

		http://searchsecurity.techtarget.com/sDefinition/0,,sid14_gci212062,00.html 

		



		Enter

		To capture data by inputting it manually (for example, via a keyboard) or through other input devices. For example, the user may manually enter the patient’s street address via the keyboard. Another example is that the user may enter the patient’s body weight via an electronic weight scale.

		

		Done AB



		Enterprise

		A generic term describing an extremely large network. It is usually used as a definition of 500 stations or greater.

		http://www.csgnetwork.com/glossarye.html#enterprise 

		



		Entity

		Something that has separate and distinct existence and objective or conceptual reality. Something that exists as a particular and discrete unit.
An organization (as a business or governmental unit) that has an identity separate from those of its members.

		http://www.m-w.com/cgi-bin/dictionary?book=Dictionary&va=entity 

		



		Entity (alt)

		A concrete or abstract thing of interest, including associations among things

		ISO 18308, [ISO/IEC 2382]

		



		Entry

		Documentation of a discrete item of health information



NOTE: an entry may for example represent the documentation of a clinical observation, an inference, an intention, a plan or an action

		ISO 18308

		



		Export

DEPRECATED VERB

		Use RENDER instead.

		

		OK- Team- 20100914



		Extract

		To render data by locating, retrieving and possibly assembling data based on certain criteria and for certain purposes. For example, a clinician may extract all the x-ray reports regarding the patient’s chess. Another example is that the system may automatically extract allergy history when the physician enters a prescription.  Another example is that a researcher extracts the number of pneumonia-like cases treated at the Emergency Department in a specific period.



		

		OK- Team- 20100910-4



		Evidence based resources

		Evidence-based practice is a “conscientious, explicit and judicious use of current best evidence in making decisions about the care of individual patients. The practice of evidence-based medicine means integrating individual clinical expertise with the best available external clinical evidence from systematic research”. 

		http://www.fhs.mcmaster.ca/rehab/research/ebr.html 

		



		Explicit consent

		Permission that is freely and directly given, expressed either viva voce or in writing

		ISO 18308

		



		FastTrack

		An accelerated patient-registration workflow technique. Very useful for rendering care in an emergency situation and quickly discharging acute care patients.

		

		



		Filterable

		The ability to programmatically separate and constrain data into specific value sets.

		

		



		Flowsheets

		A tabular summary of information that is arranged to display the values of variables as they change over time. 

		http://www.centc251.org/Ginfo/Glossary/tcglosf.htm 

		



		Formulary

		A preferred list of drug products that typically limits the number of drugs available within a therapeutic class for purposes of drug purchasing, dispensing and/or reimbursement. A government body, third-party insurer or health plan, or an institution may compile a formulary. Some institutions or health plans develop closed (ie restricted) formularies where only those drug products listed can be dispensed in that institution or reimbursed by the health plan.

		http://www.hrsa.gov/opa/glossary.htm 

		



		Function

		1. A computation which takes some arguments or inputs and yields an output. Any particular input yields the same output every time. More formally, a mapping from each element in the domain to an element in the range. 

2. A subroutine which returns a value. 

		http://www.nist.gov/dads/HTML/function.html 

		



		Generate

DEPRECATED VERB

		3. Instead, use “determine and store” or “determine and present” or “determine and render“ as is appropriate with the context.

		

		Done AB



		Generic orders

		General treatment orders

		

		



		Grant-Access

DEPRECATED VERB

		Instead, use CONTROL ACCESS establishing permissions to use system functionality or to manage data. 

		

		Done AB



		Guidelines

		An indication or outline of policy or conduct.

		http://www.merriamwebster.com/dictionary/guideline 

		



		Harmonize



		To update data by aligning and reconciling it with the data of another system (or systems). For example, the system may harmonize a patient’s new home address with the systems of other members of the care-team. 



		

		GT done- 2010-09-15



		Health care

		Activities, services, or supplies related to the health of an individual

		ISO 18308, [EN 13940-1:2007]

		



		Health care activity

		Undertakings (assessments, interventions) that comprise a healthcare service

		ISO/TR 12773-1

		Done AB



		Health care service

		service provided with the intention of directly or indirectly improving the health of the person or populations to whom it is provided

		ISO/TR 12773-1

		Done AB



		Health information

		Information about a person relevant to his or her health

		ISO 18308

		



		Health issue

		Issue related to the health of a subject of care, as identified or stated by a specific health care party

		ISO 18308

		



		Health care party

		Organisation or person involved in the process of health care

		ISO 18308, [EN 13940-1:2007]

		



		Health Care Professional

		See Health Professional. 

		

		Done AB



		Health Care Provider

		See Provider. 

		

		Done AB



		Health Condition

		a) aspect of a person or group’s health that requires some form of intervention

NOTE These interventions could be anticipatory or prospective, such as enhancing wellness, wellness promotion or illness prevention (e.g. immunization).

b) symptoms, health problems (not yet diagnosed), diagnoses (known or provisional), e.g. diabetes, or physiological changes that affect the body as a whole or one or more of its parts, e.g. benign positional vertigo, and/or affect the person’s well-being, e.g. psychosis, and/or affect the person’s usual physiological state, e.g. pregnancy, lactation

		ISO/TR 12773-1

		Done AB



		Health mandate

		Statement authorized by the subject of care, an authorized representative of the subject of care, or by the authority of law, defining the scope and limits of the specific role assigned to one health care party, and delineating its responsibilities towards that subject of care with regard to this role

		ISO 18308, [EN 13940-1:2007]

		Done AB



		Health Professional

		Person who is authorized by a recognized body to directly provide certain healthcare services

		ISO/TR 12773-1

		Done AB



		Hide-Data

		To Manage-Data-Visibility by making specific data elements invisible so that the existence of the data is not expressed except to authorized users. For example, a patient may request that his psychiatric record be hidden, except for his psychiatrist.

		

		Done AB



		Identifier

		A piece of information used to claim an identity, before a potential corroboration by a corresponding authenticator

		ISO 18308, [ENV 13608-1]

		



		Identify

DEPRECATED VERB

		Use other verbs instead, adapted to the context. 

For example, instead of ‘...to uniquely identify a patient...’, one should say ‘...to maintain a unique identifier for a patient...’ Another example is: instead of ‘...to help identify the patient....’, use ‘...help determine the identity of the patient.’

.

		

		OK team, 2010-0914



		Implied Consent

		Consent inferred from signs, actions, or facts, or by inaction or silence

		ISO 18308

		



		Import

		To capture data into a local system by proactively accessing data from an external source and then downloading and integrating the data into the local system. For example, the system may download and integrate the latest drug trial data every Friday evening. Another example is that the user may download various sets of best practices related to juvenile diabetes, but only import one of those best practice sets into the local system.

		

		Done AB



		Indicate

DEPRECATED VERB

		Instead, use TAG with an appropriate qualifer. Affirm, Assert, Declare, Indicate, and State are synonyms. 

		

		Done AB



		Informative functional profile

		A functional profile that has successfully completed formal public scrutiny via the HL7 consensus process.

		HL7 EHR-S Functional Model Chapter 2: Conformance Clause

		



		Input

DEPRECATED VERB

		Instead, use CAPTURE, ENTER, RECEIVE, IMPORT or AUTO-POPULATE, depending on the context and scope of actions described.





		

		Done AB



		Integrate

		To update data by merging other data with the existing data in a controlled manner. For example, summaries of health care services provided in another  jurisdiction are integrated into the patient record.





		

		Draft AB. To be checked by GT.



		Integrity

		Assurance that the data being accessed or read has neither been tampered with, nor been altered or damaged through a system error, since the time of the last authorized access.



The state of an artifact that has not been altered, deliberately or accidentally

		







ISO 18308

		Done AB



		Interchange standards

		Standards by which information, typically electronic data, are exchanged.  Examples include the HL7 Clinical Document Architecture.

		

		



		Interpretation

		To conceive in the light of individual belief, judgment, or circumstance.

		http://www.merriamwebster.com/dictionary/interpreting 

		



		Intervention

		1. The act or fact of interfering so as to modify.

2. Specifically, any measure whose purpose is to improve health or to alter the course of a disease.

		http://www.mercksource.com/pp/us/cns/cns_hl_dorlands.jspzQzpgzEzzSzppdocszSzuszSzcommonzSzdorlandszSzdorlandzSzdmd_i_10zPzhtm#12456410 

		



		Input mechanism

		An approach, typically utilizing a user interaction device, for data input.  Examples include a keyboard and mouse. 

		

		



		Issue

		See Problem.

		

		Done AB



		Label



		Instead, use TAG with a unique label.





		

		Done AB



		Legal-Hold

		Note: The system cannot legally-hold various facts. Rather, the system may provide the ability to tag certain data that may be under legal review.

		

		



		Link

		To update data by associating one piece of data with another piece of data. For example, a patient’s encounter note may be linked with the patient’s lab results. Another example, any attestable change to a patient’s record may be linked to the author’s identifying information. 

		

		Done AB



		Maintain

		To manage data by storing, updating, and/or deleting the data within a system. For example, a clinician may maintain data by keeping or discarding it. Another example is that a clinician may maintain data by correcting or annotating it.

		

		DONE



		Maintenance

		1. The act of maintaining or the state of being maintained. 

2. The work of keeping something in proper condition; upkeep.

		http://www.bartleby.com/61/56/M0045600.html 

		



		Maintenance and versioning (used as a phrase)

		The management of multiple revisions of the same unit of information.

		http://en.wikipedia.org/wiki/Versioning 

		



		Manage (Data)

		To handle data by capturing, maintaining, and rendering data, determining actions about data, and managing data visibility. For example, the system shall provide the ability for a user to MANAGE patient and family preferences as they pertain to current treatment plans. Another example is that a clinician’s system may allow the clinician to manage patient data by creating a patient’s record, updating a clinical note, utilizing clinical decision support tools, and transmittingthe patient’s billing information.

		

		DONE



		Management

		The act or art of managing.  The conducting or supervising of something.

		http://www.merriamwebster.com/dictionary/management 

		Done AB



		Manage-Data-Visibility

		To Manage data data by masking/unmasking or hiding/unhiding it. For example, an administrator may desire to display all social security numbers on computer screens within all clinical departments as ***-**-****. The administrator may desire to only grant the right to view psychiatric records to the psychiatric nursing and medical staff. The administrator my desire to hide the pregnancy status of all patients who are below the age of eighteen except for the obstetric unit staff.

		

		Done AB



		Mask-Data

		To Manage-Data-Visibility by obscuring (masking) specific data elements in order that sensitive information is not available except to authorized users. For example, the administrator my desire to mask the pregnancy status of all patients who are below the age of eighteen except for the obstetric unit staff.

		

		Done AB



		Masking

		

		

		GT: this is mentioned in IN 1.9 which refers to a definition in the Glossary. Add definition???



		May

		Indicates an optional, permissible action. Synonymous with ‘is permitted’.

		HL7 EHR-S Functional Model Chapter 2: Conformance Clause

		



		Medical

		Relating to the study or practice of medicine; “the medical profession”; “a medical student”; “medical school”.

		http://wordnet.princeton.edu/perl/webwn?s=medical 

		



		Merge

DEPRECATED VERB

		Instead, use EDIT by merging.



t

		

		Done AB



		Modify Access

DEPRECATED VERB

		Instead, use CONTROL ACCESS by changing permissions to use system functionality or to manage data. 

		

		Done AB



		Non-repudiation

		Assurance that the entry or message came from a particular user. It will be difficult for a party to deny the content of an entry or creating it.

		http://www.ahima.org/infocenter/guidelines/ltcs/5.1.asp 

		



		Notes

		The naming rules in this document only apply to “clinical notes.”   Within this document we are using the term “clinical note” to have a special meaning.   For purposes of this document, a clinical note is a clinical document (as defined by the HL7 CDA Standard) where the document was produced by clinical professionals and trainees either spontaneously (e.g. I write my admitting note) or in response to a request for consultation.. They are to be distinguished from patient reports such as radiology reports, pathology reports, laboratory reports, cardiac catheterization reports, etc., that are generated in response to an order for a specific procedure. Names for most of these later concepts are accommodated well by the clinical LOINC naming structure, and are already well covered by existing terms within the LOINC database. 

		http://www.regenstrief.org/loinc/discussion/Clinical/ontology.doc 

		



		Notify

DEPRECATED VERB

		Instead, use RENDER or PRESENT or TRANSMIT a notification to a person or another system (including a device). Notifying is typically done after analyzing some data and arriving at a decision that someone must be notified of something. See DETERMINE for some examples.

 

		

		Done AB



		Nullify

DEPRECATED VERB

		Instead, use TAG as nullified.





		

		Done AB



		Obfuscation

		In programming, an often practiced process to make code unclear for someone else to follow. It is an intentional effort to mislead or confuse. The term obfuscation is often used in virus issues. 

		http://www.csgnetwork.com/glossaryo.html 

		



		Obsolete (verb)

DEPRECATED VERB

		Instead, use TAG as obsolete.



		

		Done AB



		Order (verb)

DEPRECATED VERB

		Instead, use ENTER the parameters for an order.

		

		Done AB





		Order sets

		Order sets are prepared in (order) sessions as multi-disciplinary templates, including nursing, medical, pharmacy and allied health action items. The order sets have been reviewed by professional service organizations and are organized into problem oriented care plans wherein each order set serves to organize one session or phase of the overall plan of care. Problem and session encoding of order sets assure that order sets are employed in relevant clinical contexts and care plans, and that order sessions may be merged when multiple guidelines apply to a single patient. 

		HL7 Clinical Decision Support team, Jim McClay, SAGE guideline consortium, University of Nebraska Medical Center.

		



		Organization

		Unique framework of authority within which a person or persons act, or are designated to act towards some purpose

		ISO 18308, [ISO 6523-1:1998]

		



		Patient

		One who is suffering from any disease or behavioral disorder and is under treatment for it.

		http://216.251.232.159/semdweb/internetsomd/ASP/1549985.asp 

		



		Patient representative

		Designated to bearing the character or power of the patient; acting for the patient’s benefit, e.g. guardian, legal representative, surrogate, or advocate.

		http://cancerweb.ncl.ac.uk/cgi-bin/omd?representative 

		



		Patient-originated data

		Patient provided and/or patient entered clinical data.  An example would be health information provided and/or entered from an electronic or paper health record maintained and updated by an individual patient or patient representative. 

		

		



		Patient and family preferences

		Health care treatment choices influenced by but not limited to language, religious, or cultural preferences selected by the patient and family. 

		

		



		Patient record

		A paper or electronic tool for collecting and storing information about the healthcare services provided to a patient. 

		Health Information Management Technology: An Applied Approach. Merida L. Johns, PhD, RHIA, Editor, AHIMA, Chicago, IL, 2007

		



		Permit Access

DEPRECATED VERB

		Instead, use AUTENTICATE a user and AUTHORIZE access based on permissions assigned to that user.



		

		Done AB



		Persisted

		Stored on a permanent basis

		ISO 18308

		



		Personal health record

		Health record, or part of a health record, for which the subject of care or a legal representative of the subject of care is the data controller

		ISO 18308

		



		Policy (privilege management and access control)

		A set of legal, political, organizational, functional and technical obligations for communication and cooperation

		ISO 18308, [ISO/TS 22600-1: 2005]

		



		Practice guidelines 

		Systematically developed statements to standardize care and to assist in practitioner and patient decisions about the appropriate health care for specific circumstances. Practice guidelines are usually developed through a process that combines scientific evidence of effectiveness with expert opinion. Practice guidelines are also referred to as clinical criteria, protocols, algorithms, review criteria, and guidelines.

		www.mentalhealth.samhsa.gov/publications/allpubs/MC98-70/default.asp 

		



		Present 

		To render data by delivering the data to local users in a meaningful and appropriate way. For example, the physician may be presented (upon manual request) with a list of patients who are scheduled for care today, ordered by time-of-day, with the patient’s known diagnosis using the physician’s preferred terminology and language of choice. Another example is that the system may present an alert automatically when a newly-arriving lab value is received that is out of normal range. Another example is that the system may present a report on a computer screen, a piece of paper, a mobile phone, a Braille device, a telecommunications relay service or device (for the hearing impaired), or via a speech synthesis system. Another example is that a physician may be presented with a patient’s lung respiration sounds. Another example is that a system may present patient-instructions using an audio and video system.



Note: It is reasonable to assume that any data that is presented ought to be formatted, filtered, translated, transformed, mapped, and/or normalized, etc., as appropriate.

		

		DONE



		Prevention

		Actions taken to reduce susceptibility or exposure to health problems (primary Prevention), detect and treat disease in early stages (secondary prevention), or alleviate the effects of disease and injury (tertiary prevention).

		http://depts.washington.edu/hsic/resource/glossary.html 

		



		Principal (adjective)

		(adjective) 

Highest in rank, authority, character, importance, or degree; most considerable or important; chief; main; as, the principal officers of a Government; the principal men of a state; the principal productions of a country; the principal arguments in a case. E.g. principal diagnosis.

		http://cancerweb.ncl.ac.uk/cgi-bin/omd?principal 

		



		Principal (noun)

		(noun) 

A user, organization, device, application, component, or object. 

The person primarily or ultimately liable on a legal obligation.

		http://www.meriam-webster.com/cgi-bin/dictionary/principal 

		



		Principle

		An accepted or professed rule of action or conduct, an adopted rule or method for application in action

		Dictionary.com

		Done AB



		Print

		Use “render”, “present”, or “transmit” instead. To render data by presenting or transmitting the data to a local or non-local printing device. For example, discharge instructions may be transmitted to a printer and given to the patient before the patient exits the hospital.

		

		DONE



		Prioritize

DEPRECATED VERB

		Instead, use ‘TAG with a priority level and RENDER the priority assigned’ or ‘TAG with a priority level and PRESENT the priority assigned’, as appropriate in the context. This action typically is the result of an analysis and a decision by the system based on data and rules.

		

		Done AB



		Privacy

		Freedom from intrusion into the private life or affairs of an individual when that intrusion results from undue or illegal gathering and use of data about that individual

		ISO 18308, [ISO/IEC 2382-8]

		



		Problem

		Entity for which an assessment is made and a plan or intervention is initiated

NOTE The term “issue” is often used rather than “problem” by many allied health professions, especially in the more social/psychological disciplines. The term “condition” is also sometimes used to describe pregnancy and other non-disease health states which nevertheless usually involve interaction with a health system.

		ISO/TR 12773-1

		Done AB



		Problem list

		The problem list of a given individual can be described by formal diagnosis coding systems (such as DRG’s, NANDA Nursing Diagnosis, ICD9, DSM, etc.) or by other professional descriptions of health care issues affecting an individual.  Problems can be short or long term in nature, chronic or acute, and have a status.  In a longitudinal record, all problems may be of importance in the overall long term care of an individual, and may undergo changes in status repeatedly.  Problems are identified during patient visits, and may span multiple visits, encounters, or episodes of care.  

		HL7 Version 3.0 Edition 2006 Glossary

		



		Profile

		A subset of the Functional Model, in which functions have been designated (sometimes in varying degrees) for certain EHR-S implementations or Healthcare Delivery Settings.  

		HL7 EHR-S Functional Model Chapter 2: Conformance Clause

		



		Protocol

		A set of instructions that describe the procedure to be followed when investigating a particular set of findings in a patient, or the method to be followed in the management of a given disease.  Please refer to: Algorithm, Care Pathway, Practice Parameter.

		http://www.coiera.com/glossary.htm 

		



		Provide the ability to

		Requires the system to give users the ability to perform the task rather than requiring the system to perform the task itself.  



Explanation:  It is recognized that an EHR-S may not always be able to perform a specific criterion automatically.  Note the difference between the following two criteria:  (1) “The system SHALL uniquely identify a patient and tie the record to a single patient.” 

(2) “The system SHALL provide the ability to uniquely identify a patient and tie the record to a single patient.”  



The first criterion requires the system to perform the task of identifying a patient and tying the record to a single patient.  In fact, the system may not be able to perform this criterion well, and/or it is not desirable to rely on the system to perform this criterion as it may only be able to match records to a patient as accurately as possible. 



The second criterion statement requires the system to provide the user with the ability to uniquely identify a patient and tie the record to that patient (e.g., via a screen that displays both patients and records, wherein the user can manually link the two ends together).  

		

		Done AB



		Provide access to

DEPRECATED VERB

		Instead, use CONTROL ACCESS, or PRESENT, as appropriate in the specific context.



		

		Done AB



		Provider

		Person or organization involved in or associated with the delivery of healthcare to a subject of care, or caring 

for the wellbeing of a subject of care

		ISO/TR 12773-1

		Done AB



		Purge

		To remove data by making it unrecoverable at the storage and/or media-level. For example, the patient record for John Smith may be purged according to a rule that targets all records that are older than seven years. (Note: Destroy and Purge are synonyms; Purge is the preferred term.)

		

		DONE



		Query

DEPRECATED VERB

		(or SEARCH): Use ANALYZE OR RENDER (or its children action-verbs) instead, because queries or searches are implied when rendering or analyzing data. 



For example, instead  of saying ‘IF the system provides the ability to associate information in the registries with geographic coordinates, THEN the system SHOULD provide the ability to query registry entries based on geographic location criteria’, one could say ‘,IF the system provides the ability to link information in the registries with geographic coordinates, THEN the system SHOULD provide the ability to extract registry entries based on geographic location.’



		

		Done- GT, 2010-09-14





		Receive

		(Please reword the following language later.) To capture data from an external source by inputting it without manual / real-time user intervention. For example, various emails may be received from a provider for later manual review by the user. Another example is that the system may receive from authenticated and authorized external systems laboratory results for a given patient. Another example is that the system may receive a facsimile transmission from an external device.

		

		Done AB

To be checked later.



		Reconcile

DEPRECATED VERB

		Instead, use ANALYZE AND DECIDE, or DETERMINE.



		>

		Done AB



		Record (noun)

		Information created, received and maintained as evidence and information by an organization or person, in pursuance of legal obligations or in the transaction of business 



		ISO/TR 12773-1





		Done AB



		Record (verb)

DEPRECATED VERB

		Instead use SAVE or other Action-Verbs as appropriate.



		

		Done AB



		Registry

		A written, official or formal record of information, or the place where such records are kept.

		http://en.wikipedia.org/wiki/Registry 

		



		Re-identify

		To Manage-Data-Visibility by combining data in such a way that the patient’s identity is re-established, as specified by scope of practice, organizational policy, and/or jurisdictional law. For example, the system may provide a key that allows authorized users to re-identify data by re-establishing the link between a given patient and that patient’s de-identified data.



		

		Added: GT 2010-09-15

Used in S1, Excel line 153



		Reject

DEPRECATED VERB

		Instead, use ‘’PRESENT or RENDER a message of rejection, based on the determination (ANALYZE  and DECIDE) that the data is invalid’.



		

		Done AB



		Reminder

		A method of reminding oneself or others of an impending required action.  In clinical documentation, typically an electronic reminder for follow-up.  Distinct from an alert, where immediate action is required or an action is contraindicated (e.g., use of antibiotics).

		

		



		Remove

		 To maintain data by making the data inaccessible or unrecoverable according to applicable rules. The data may be deleted either by removing the data’s pointer from the directory or by overwriting the data in such a way that the original data is unrecoverable. For example, a physician may delete patient information that was received by mistake. Another example is that an administrator may delete non-active patient’s records after the legally prescribed retention period. Note: In the case where the data becomes invalid but needs to remain in the system, the word “Tag” is preferred over the word “Nullify”. This type of action is considered a data “Tagging” process and not a data deletion process. For example, a health information management professional may desire to tag a certain clinical term as obsolete, but the term needs to remain in the system for backward compatibility purposes.



		

		DONE



		Render

		To manage data by making the data available to computer processes, users or to external systems. For example, the system may render laboratory results by presenting them on a computer screen. Another example is that the system may render data by transmitting a drug prescription to a pharmacy.

		

		DONE



		Replace 

DEPRECATED VERB

		Instead, based on the context, use EDIT, or DELETE the old and SAVE the new, or TAG as obsolete and SAVE the new.



		

		Done AB



		Report (noun)

		A collection of facts and figures that may be printed, describing in detail an event, situation, or the like, usually as the result of observation, inquiry, etc; i.e. a medical report on the patient that may be printed.

		

		



		Report (verb)

DEPRECATED VERB

		Instead, use RENDER a report, or PRESENT a report.

		

		Done AB



		Repudiate

DEPRECATED VERB

		Instead, use TAG as repudiated or rejected.



		

		Done AB



		Repudiation

		Note: The system cannot repudiate various facts. Rather, the system may provide the ability to enter and store certain data that may be used for (non-repudiation purposes.

		

		



		Resource utilization

		Measurement of the effectiveness of resource usage.

		

		



		Result 

		The conclusion or end to which any course or condition of things leads, or which is obtained by any process or operation; an outcome. The act or process of applying general principles or formulae to the explanation of the results obtained in special cases. 

		

		



		Retain

DEPRECATED VERB

		Use “store” instead (with the possible addition of language that includes the notion that retention management may be needed according to accommodate requirements regarding scope of practice, organizational policy, or jurisdictional law). For example, the system may provide the ability to store personal health information, and delete that data only according to the organization’s data-retention policies.

		

		DONE



		Revoke-Access

DEPRECATED VERB

		Instead, use CONTROL ACCESS by eliminating permissions to use system functionality or to manage data. 

		

		Done AB



		Role

		Set of competences and/or performances associated with a task

		ISO 18308, [ISO/TS 22600-1:2007]

		



		Save

		To store data by placing it onto an electronically-accessible device for preservation. For example, a clinician may save a given patient’s demographic data or a newly-prescribed medication. Another example is that an administrator may save an updated list of physicians that have practice privileges at the local hospital.

		

		Done AB



		Scope of Practice

		A terminology used by licensing boards for various medically-related fields that defines the procedures, actions, and processes that are permitted for the licensed individual.

		http://www.answers.com/topic/report 

		



		Seamless

		Interoperability standards enable an Electronic Health Record System (EHR-S) to operate as a set of applications. This results in a unified view of the system where the reality is that several disparate systems may be coming together. Interoperability standards also enable the sharing of information between EHR systems, including the participation in regional, national, or international information exchanges. Timely and efficient access to information and capture of information is promoted with minimal impact to the user.

		

		



		Search

DEPRECATED VERB

		(or QUERY): Use ANALYZE OR RENDER (or its children action-verbs) instead, because queries or searches are implied when rendering or analyzing data. 



For example, instead  of saying ‘The system SHALL provide the ability to search patient records based on previous names’, one could say ‘‘The system SHALL provide the ability to present a list of records  with possible patient name matches using previous patient names’.



		

		Done- GT, 2010-09-14





		Select

DEPRECATED VERB

		Instead, use “ENTER a selection”.

		

		Done AB



		Semantic interoperability

		The ability of data shared by systems to be understood at the level of fully defined domain concepts

		ISO 18308

		



		Shall

		Indicates a mandatory requirement to be followed (implemented) in order to conform.  Synonymous with ‘is required to’.

		HL7 EHR-S Functional Model Chapter 2: Conformance Clause

		



		Should

		Indicates an optional recommended action, one that is particularly suitable, without mentioning or excluding others. Synonymous with ‘is permitted and recommended’.

		HL7 EHR-S Functional Model Chapter 2: Conformance Clause

		



		Sign

DEPRECATED VERB

		Instead, use TAG-with-authenticated-signature. For example, a patient’s note may be tagged-with-authenticated-signature when the physician completes the patient’s note.

		

		Done AB



		Single logical patient record

		The integration of health information and knowledge from different EHR-S sources to create a single organized and accessible patient health record that can be managed from a singe logical point; and will allow referencing of all available health information pertaining to a specific individual maintained throughout an integrated health information network. An indexed system that will provide access to all stored data for a particular patient.

		· http://www.ercim.org/publication/Ercim_News/enw29/tsiknakis.html 

· “An Integrated Architecture for the Provision of Health Telematic Services in a Regional Network.” By Monolis Tsiknakis and Stelios Orphanoudakis, Information Technology in Mediciane and Health Care, ERCIM News, No. 29 – April 1997.

		· 



		Situational criterion

		Criterion that is required if the circumstances given are applicable. 

		HL7 EHR-S Functional Model Chapter 2: Conformance Clause

		



		Specialized views

		Computer customized view based on encounter specific values, clinical protocols and business rules.

		

		



		Standards of practice

		An umbrella term that includes key documents which describe the responsibilities and define safe practice. These documents include: professional standards, ethical guidelines, entry-level competencies, provincial regulations, standards of care, and practice guidelines.

		http://www.dietitians.ca/career/i5.htm 

		



		State

DEPRECATED VERB

		Instead, use TAG with an appropriate qualifier. Affirm, Assert, Declare, Indicate, and State are synonyms. 



		

		Done AB



		Store

		To maintain data by placing the data, or a copy of the data, onto an electronically accessible device for preservation (either in plain-text or encrypted format). For example, a clinician may store a given patient’s demographic data or a newly-prescribed medication. Another example is that an administrator may configure a system to store progressive copies of certain data on a regularly-scheduled basis for backup purposes.

		

		Done AB



		Structured data

		Structured health record information is divided into discrete fields, and may be enumerated, numeric or codified.
Examples of structured health information include: 

· patient address (non-codified, but discrete field)

· diastolic blood pressure (numeric)

· coded result observation

· coded diagnosis

· patient risk assessment questionnaire with multiple-choice answers


Context may determine whether or not data are unstructured, e.g., a progress note might be standardized and structured in some EHR-S (e.g., Subjective/Objective/ Assessment/Plan) but unstructured in others.

		

		



		Structured text

		Computer functions that return a single value.

		

		



		Subject of care

		One or more persons scheduled to receive, receiving, or having received healthcare

NOTE  The terms “patient” and “client” are synonymous with subject of care in a health record context and are commonly used instead of the more formal term “subject of care”



		ISO/TR 12773-1

NOTE 1 Adapted from ISO 13606-1:2008.



		Done AB



		Summary list

		A shortened version of something that has been said or written, containing only the main points.

		http://encarta.msn.com/encnet/features/dictionary/DictionaryResults.aspx?refid=1861716863 

		



		Support

DEPRECATED VERB

		Instead, use PRESENT templates to do XYZ, or DETERMINE, or other Action-Verbs depending on the context and functionality to specify.



		

		Done AB



		Supportive functions

		Supportive EHR-S functions are the subset of EHR-S functions that assist with the administrative and financial requirements associated with the delivery of healthcare. Supportive EHR-S functions also provide input to systems that perform medical research, promote public health, and seek to improve the quality of healthcare delivered.

		

		



		Suspend-Access

DEPRECATED VERB

		Instead, use CONTROL ACCESS by temporarily withholding permissions to use system functionality or to manage data. 

		

		Done AB



		Syntactic interoperability

		The capability of two or more systems to communicate and exchange data through specified data formats and communication protocols

		ISO 18308

		



		Synthesize

DEPRECATED VERB

		Instead, use ANALYZE AND STORE or ANALYZE AND PRESENT.

		

		Done AB



		Tag 

		To update data by marking it for special use. For example, a general practitioner may tag certain data for review by an oncologist. Another example is that a nurse may tag the previous week’s records for patients that presented with a severe cough and fever.



		

		Done AB



		Transmit

		To render data by delivering the data to devices or other systems in a meaningful and appropriate way. For example, the system may (without human intervention) transmit an alert to a physician’s beeper. Another example is that the system may (upon human intervention) transmit a given patient’s encounter summary to an external facility. Another example is that the system may transmit data to another facility after mapping local codes to national codes. Another example is that system may transmit the patient’s data to a shared printer.



Note: It is reasonable to assume that any data that is transmitted ought to be formatted, filtered, translated, transformed, mapped, and/or normalized, etc., as appropriate.

		

		DONE



		Term

		Verbal designation of a general concept in a specific subject field

		ISO 18308, [ISO 1087-1: 2000]

		



		Terminological system

		Set of concepts structured according to the relations among them, each concept being represented by a sign which denotes it



NOTE	In terminology work three types of such signs (designations) are distinguished: symbols, appellations and terms.

		ISO 18308, [merging ISO/IEC 11179-1:2004 and ISO 1087-1:2000 definitions]



		



		Terminology Services 

		Terminology Services (TS) are a set of services that present and apply vocabularies, both controlled and uncontrolled, including their member terms, concepts and relationships. This is done for purposes of searching, browsing, discovery, translation, mapping, semantic reasoning, subject indexing and classification, harvesting, alerting etc. 

		

		



		Text

		In information technology, text is a human-readable sequence of characters and the words they form that can be encoded into computer-readable formats such as ASCII. Text is usually distinguished from non-character encoded data, such as graphic images in the form of bitmaps and program code, which is sometimes referred to as being in "binary" (but is actually in its own computer-readable format).

		http://searchsmb.techtarget.com/sDefinition/0,,sid44_gci213853,00.html 

		



		Timestamp (noun)

		A timestamp is the current time of an event that is recorded by a computer. Through mechanisms such as the Network Time Protocol ( NTP ), a computer maintains accurate current time, calibrated to minute fractions of a second.

		http://whatis.techtarget.com/wsearch/1,290214,sid9,00.html?query=timestamp 

		



		Timestamp (verb)

DEPRECATED VERB

		Instead, use TAG with a timestamp.



		

		Done AB





		Treatment option

		One of many remedies with object of effecting a cure.

		The American Heritage Dictionary of the English Language

		



		Treatment plan

		See Care plan.

		HL7 Clinical Decision Support team, Jim McClay, SAGE guideline consortium, University of Nebraska Medical Center.

		



		Treatment protocol

		A plan to apply remedies with the objective of effecting a cure.

		The American Heritage Dictionary of the English Language

		



		Trigger

DEPRECATED VERB

		Instead, use ‘PRESENT an action based on an analysis of certain data and rules, and a decision as to the appropriate action that should be taken.



		

		Done AB



		Unhide-Data

		To Manage-Data-Visibility by making specific hidden data elements visible For example, a patient may reverse his request that his psychiatric record be hidden, except for his psychiatrist, and hence that part of his record becomes visible to all authorized clinicians.

		

		Done AB



		Unmask-Data

		To Manage-Data-Visibility by making masked data elements visible. For example, the administrator my desire to unmask certain patient financial information for the admission desk. For example, an emergency department physician previously saw a patient’s pregnancy status as “******”, but overrides the masking to reveal “Pregnant”.

		

		Done AB



		Update

		To maintain data by modifying the data, attaching additional data to it, or by aligning the data with other data. For example, a clinician may update a patient’s medication dosage. Another example is that a patient’s record may be updated with a pointer to a radiological image. Another example is that an attending physician may annotate a resident’s clinical notes.

		

		Done AB



		Uniquely identifying

		A method to enable the identification of a single object (e.g. patient, provider or test) that is derived from one or more data elements.  

		

		



		Unstructured data

		Unstructured health record information is information that is not divided into discrete fields AND not represented as numeric, enumerated or codified data.


General examples of unstructured health record information include:

· text

· word processing document

· image

· multimedia


Specific examples include:

· text message to physician

· patient photo

· letter from family

· scanned image of insurance card

· dictated report (voice recording)

		

		



		Unstructured text

		Text lacking a definite structure or organization; not formally organized or systematized.

		http://www.answers.com/library/Dictionary;jsessionid=2nn5846ql7gmh-cid-1992345752-sbid-lc07a 

		



		Versioning

		The management of multiple revisions of the same unit of information.

		http://en.wikipedia.org/wiki/Versioning 

		



		View (noun)

		(noun form)  Specific information displayed on a computer monitor after it has been filtered by the system.  See “Display.”

		

		



		View (verb)

DEPRECATED VERB

		Instead, use PRESENT.

 

		ISO 18308, [ISO/EN 13606-1:2008]

		Done AB



		Workstation

		

		



		







[bookmark: _Toc272492936]Appendix: History of the Action-Verbs Hierarchy

We need to insert a brief history on how we have arrived at the new hierarchy.

The following 2 models from EHR and PHR S FM were the starting point. Use previous Glossary file versions to highlight some key steps in the progress to the final version. 



		EHR-S Functional Model

		PHR-S Functional Model



		

		



		EHR-S FM Verb Hierarchy :  

· 21 total terms (including “Manage”)

· All terms found in EHR-S FM Verb Hierarchy are included in the PHR-S FM Verb Hierarchy (note:  “input device” changed to “input” in PHR-S FM Verb Hierarchy)

		PHR-S FM Verb Hierarchy:  

· 49 total terms (including “Manage”)

· “Capture” expanded with specific terms under “Input” and “Create”

· “Render” added as a subcategory with concepts of “read” and “output”

· Concepts of “store” and “Restrict Access” added to “Maintain”



				MANAGE



		Capture

		Maintain



		Input Device (Ext.)

		Create (Int.)

		Read

		Update

		Remove Access



		

		View

Report

Display

Access

		Edit

Correct

Amend

Augment

		Obsolete

Inactivate

Destroy

Nullify

Purge







				MANAGE



		Capture

		Maintain

		Render



		Input

(External)

		Create

(Internal)

		Store

		Update

		Restrict Access

		Remove

Access

		Read

(Internal)

		Output

(External)



		Receive

Accept

Download

Import

		Enter

Compute

Record

		Save

Backup

Compact

Encrypt

Archive

		Edit

Correct

Amend

Augment

Annotate

Comment

Associate

Tag

		Hide

Mask

Filter

		Obsolete

Inactivate

Destroy

Nullify

Purge

		View

Report

Display

Access

Present

		Send

Upload

Export

Synchronize
















Create a DC.0 (Direct Care) and put all repeating CC’s in it as an overarching function, with concomitant explanation that DC.0 (Direct Care) is comprised of Care Management, Clinical Decision Support, and Operations Management and Communications, all of which require the use of these criteria (e.g., authentication, authorization, etc.).



DC.1 (Care Management)

	DC.1.1 (Create & Manage a Patient Record)

		DC.1.1.1 (Identify and Maintain a Patient Record)

		DC.1.1.2 (Manage Patient Demographics)

		DC 1.1.3 (Administrative & Financial Information) NEW

	DC.1.2 (Manage Patient History)

	DC.1.3 (Preferences, Directives, Consents and Authorizations)

		DC.1.3.1 (Manage Patient and Family Preferences)

		DC.1.3.2 (Manage Patient Advance Directives)

		DC.1.3.3 (Manage Consents and Authorizations)

	DC.1.4 (Summary Lists)

		DC.1.4.1 (Manage Allergy, Intolerance and Adverse Reaction List)

		DC.1.4.2 (Manage Medication List)

		DC.1.4.3 (Manage Problem List)

		DC.1.4.4 (Manage Immunization List)

	DC.1.5 (Manage Assessments)

	DC.1.6 (Care Plans, Treatment Plans, Guidelines, and Protocols)

		DC.1.6.1 (Present Guidelines and Protocols for Planning Care)

		DC.1.6.2 (Manage Patient-Specific Care and Treatment Plans)

	DC.1.7 (Orders and Referrals Management)

		DC 1.7.1 Orders

		DC.1.7.1.1 (Manage Medication Orders)

			DC.1.7.1.2 (Non-Medication Orders and Referrals Management)

			DC.1.7.1.3 (Manage Non-Medication Patient Care Orders)

			DC.1.7.1.4 (Manage Orders for Diagnostic Tests)

			DC.1.7.1.5 (Manage Orders for Blood Products and Other Biologics)

		DC.1.7.2 (Manage Referrals)

			Helen Stevens Love’s 12 Referrals

		DC.1.7.3 (Manage Order Sets) this should stay, may move DC.2.4.3 to Supportive

	DC.1.8 (Documentation of Care, Measurements and Results)

		DC.1.8.1 (Manage Medication Administration)

		DC.1.8.2 (Manage Immunization Administration)

		DC.1.8.3 (Manage Results)

		DC.1.8.4 (Manage Patient Clinical Measurements)

		DC.1.8.5 (Manage Clinical Documents and Notes)

DC.1.8.6 (Manage Documentation of Clinician Response to Decision Support Prompts)

	DC.1.9 (Generate and Record Patient-Specific Instructions)

	DC.1.10 (Produce a Summary Record of Care)

DC.1.11 (Present Ad Hoc Views of the Health Record) Focus on use, then move other criteria down to Supportive or IN



DC.2 (Clinical Decision Support)	

	DC.2.1 (Manage Health Information to Provide Decision Support)

		DC.2.1.1 (Support for Standard Assessments)

		DC.2.1.2 (Support for Patient Context- Driven Assessments)

		DC.2.1.3 (Support for Identification of Potential Problems and Trends)

		DC.2.1.4 (Support for Patient and Family Preferences)

	DC.2.2 (Care and Treatment Plans, Guidelines and Protocols)

DC.2.2.1 (Support for Condition Based Care and Treatment Plans, Guidelines, Protocols move to Supportive

			DC.2.2.1.1 (Support for Standard Care Plans, Guidelines, Protocols)

			DC.2.2.1.2 (Support for Context-Sensitive Care Plans, Guidelines, Protocols)

DC.2.2.2 (Support Consistent Healthcare Management of Patient Groups or Populations)

		DC.2.2.3 (Support for Research Protocols Relative to Individual Patient Care)

		DC.2.2.4 (Support Self-Care)

	DC.2.3 (Medication and Immunization Management) move to Supportive

		DC.2.3.1 (Support for Medication and Immunization Ordering)

			DC.2.3.1.1 (Support for Drug Interaction Checking)

			DC.2.3.1.2 (Support for Patient Specific Dosing and Warnings)

			DC.2.3.1.3 (Support for Medication Recommendations)

		DC.2.3.2 (Support for Medication and Immunization Administration)

	DC.2.4 (Orders, Referrals, Results and Care Management)

		DC.2.4.1 (Create Order Set Templates) could move to Supportive

		DC.2.4.2 (Support for Non-Medication Ordering)

		DC.2.4.3 (Support for Result Interpretation)

		DC.2.4.4 (Support for Referrals)

			DC.2.4.4.1 (Support for Referral Process)

			DC.2.4.4.2 (Support for Referral Recommendations)

		DC.2.4.5 (Support for Care Delivery) partial move to Supportive & DC 1.7.1.5

			DC.2.4.5.1 (Support for Safe Blood Administration)

			DC.2.4.5.2 (Support for Accurate Specimen Collection)

	DC.2.5 (Support for Health Maintenance: Preventive Care and Wellness)

		DC.2.5.1 (Present Alerts for Preventive Services and Wellness)

		(DC.2.5.2 Notifications and Reminders for Preventive Services and Wellness)

	DC.2.6 (Support for Population Health)

DC.2.6.1 (Support for Epidemiological Investigations of Clinical Health Within a Population.)

		DC.2.6.2 (Support for Notification and Response)

DC.2.6.3 (Support for Monitoring Response Notifications Regarding a Specific Patient’s Health)

	DC.2.7 (Support for Knowledge Access)

	DC.2.7.1 (Access Healthcare Guidance)

		DC.2.7.2 (Patient Knowledge Access)



DC.3 (Operations Management and Communication) Focus on use, then move other criteria down to Supportiive or IN

	DC.3.1 (Clinical Workflow Tasking)

		DC.3.1.1 (Clinical Task Assignment and Routing)

		DC.3.1.2 (Clinical Task Linking)

		DC.3.1.3 (Clinical Task Tracking)

	DC.3.2 (Support Clinical Communication)

		DC.3.2.1 (Support for Inter-Provider Communication)

		DC.3.2.2 (Support for Provider -Pharmacy Communication)

DC.3.2.3 (Support for Communications Between Provider and Patient and/or the Patient Representative)

		DC.3.2.4 (Patient, Family and Care Giver Education)

		DC.3.2.5 (Communication with Medical Devices)



		IN.2.6 (Data and Documentation from External Sources)



		IN.2.6.1 (Capture Data and Documentation from External Clinical Sources)



		IN.2.6.2 (Capture Patient-Originated Data)



		IN.2.6.3 (Capture Patient Health Data Derived from Administrative and Financial Data and Documentation)










HL7 EHR System Functional Model 					Chapter 3: Direct Care Functions



		Header/Function

		Type CC#

		Conformance Criteria (CC)

		See

Also (for CC)

		Lifecycle

Event (for CC)

		RM-ES

		R2 Row

		R1.1 Row

		Change Code



		ID#:  DC 1 

		

		See Also (for DC.1): 

		

		

		

		

		

		



		Type:  Heade

r

		

		Lifecycle Event (for DC.1):

		

		

		

		

		

		



		Name:  Care Management

		

		

		

		

		

		1

		

		



		Description:  Care Management functions (i.e. DC.1.x functions) are those directly used by providers as they deliver patient care and create an electronic health record.  DC.1.1.x functions address the mechanics of creating a health record and concepts such as a single logical health record, managing patient demographics, and managing externally generated (including patient originated) health data.  Thereafter, functions DC.1.2.x through DC.1.9.x follow a fairly typical flow of patient care activities and corresponding data, starting with managing the patient history and progressing through consents, assessments, care plans, orders, results etc.



Integral to these care management activities is an underlying system foundation that maintains the privacy, security, and integrity of the captured health information – the information infrastructure of the EHR-S.   Throughout the DC functions, conformance criteria formalize the relationships to Information Infrastructure functions.  Criteria that apply to all DC.1 functions are listed in this header (see Conformance Clause page six for discussion of “inherited” conformance criteria).



In the Direct Care 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 (e.g. guardian, surrogate).

		1

		The system SHALL conform to function IN.1.1 (Entity Authentication).

		

		

		

		2

		1

		NC



		

		2

		The system SHALL conform to function IN.1.2 (Entity Authorization).

		

		

		

		3

		2

		NC



		

		3

		The system SHALL conform to function IN.1.3 (Entity Access Control).

		

		

		

		4

		3

		NC



		

		4

		IF the system is used to enter, modify or exchange data, THEN the system SHALL conform to function IN.1.5 (Non-Repudiation), to guarantee that the sources and receivers of data cannot deny that they entered/sent/received the data.

		

		

		

		5

		4

		NC



		

		5

		IF the system exchanges data outside of a secure network, THEN the system SHALL conform to Function IN.1.6 (Secure Data Exchange), to ensure that the data are protected.

		

		

		

		6

		5

		NC



		

		6

		IF the system exchanges data outside of a secure network, THEN the system SHALL conform to Function IN.1.7 (Secure Data Routing), to ensure that the exchange occurs only among authorized senders and receivers.

		

		

		

		7

		6

		NC



		

		7

		IF the system is used to enter or modify data in the health record, THEN the system SHALL conform to function IN.1.8 (Information Attestation), to show authorship and responsibility for the data.

		

		

		

		8

		7

		NC



		

		8

		The system SHALL conform to function IN.1.9 (Patient Privacy and Confidentiality).

		

		

		

		9

		8

		NC



		

		9

		The system SHALL conform to function IN.2.1 (Data Retention, Availability and Destruction).

		

		

		

		10

		9

		NC



		

		10

		The system SHOULD conform to function IN.2.3 (Synchronization).

		

		

		

		11

		10

		NC



		

		11

		IF the system is used to extract data for analysis and reporting, THEN the system SHALL conform to function IN.2.4 (Extraction of Health Record Information), to support data extraction across the complete health record of an individual.

		

		

		

		12

		11

		NC



		

		12

		IF the system stores unstructured data, THEN the system SHALL conform to function IN.2.5.1 (Manage Unstructured Health Record Information), to ensure data integrity through all changes.

		

		

		

		13

		12

		NC



		

		13

		IF the system stores structured data, THEN the system SHALL conform to function IN.2.5.2 (Manage Structured Health Record Information), to ensure data integrity through all changes.

		

		

		

		14

		13

		NC



		

		14

		The system SHOULD conform to function IN.3 (Registry and Directory Services).

		

		

		

		15

		14

		NC



		

		15

		IF the system processes data for which generally accepted standard terminologies have been established, THEN the system SHALL conform to function IN.4.1 (Standard Terminologies and Terminology Models), to support semantic interoperability.

		

		

		

		16

		15

		NC



		

		

		IF the system processes data for which generally accepted standard terminologies have been established, THEN the system SHALL conform to function IN.4.2 (Maintenance and Versioning of Standard Terminologies), to preserve the semantics of coded data over time.

		

		

		

		

		16

		



		

		

		The system SHOULD conform to function IN.4.3 (Terminology Mapping).

		

		

		

		

		17

		



		

		

		IF the system exchanges data for which generally accepted interchange standards have been established, THEN the system SHALL conform to function IN.5.1 (Interchange Standards), to support interoperability.

		

		

		

		

		18

		



		

		

		IF the system exchanges data for which generally accepted interchange standards have been established, THEN the system SHALL conform to function IN.5.2 (Interchange Standards Versioning and Maintenance), to accommodate the inevitable evolution of interchange standards.

		

		

		

		

		19

		



		

		

		The system SHOULD conform to function IN.5.3 (Standards-based Application Integration).

		

		

		

		

		20

		



		

		

		IF the system exchanges data with other systems outside itself, THEN the system SHALL conform to function IN.5.4 (Interchange Agreements), to define how the sender and receiver will exchange data.

		

		

		

		

		21

		



		

		

		The system SHOULD conform to function IN.6 (Business Rules Management).

		

		

		

		

		22

		



		

		

		The system SHOULD conform to function IN.7 (Workflow Management).

		

		

		

		

		23

		



		

		

		The system SHALL conform to function S.2.2.1 (Health Record Output).

		

		

		

		

		24

		



		

		

		IF the system is used to extract data for clinical research, THEN the system SHALL conform to function IN.2.4.1(Extraction of Health Record Information for clinical research).

		

		

		

		

		

		



		

		

		The system SHALL conform to function IN.2.2 (Auditable Records).

		



		

		

		

		

		



		

		

		The system SHALL conform to IN.8.1 to create the underlying health record and it s component documents.  

		

		

		

		

		

		







		DC.1.1

		H

		See Also: S.3.1.4

		

		

		

		

		

		



		Record Management

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:

Description:  For those functions related to data capture, data may be captured using standardized code sets or nomenclature, depending on the nature of the data, or captured as unstructured data. Care-setting dependent Ddata is entered by a variety of caregivers. Details of who entered data and when it was captured should be tracked. Data may also be captured from devices or other tele-health applications. 



		

		

		

		

		

		

		

		







		DC.1.1.1

		H

		See Also: S.1.4.1, S.2.2.1, S.3.1.2, S.3.1.5, IN.2.1, IN.2.3

		

		

		

		

		

		



		Manage Patient Record

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Identify and maintain a single patient record for each patient supporting identifier for patient care and research functions.

		

		

		

		

		

		

		

		







		DC.1.1.1.1

		F

		See Also: S.1.4.1, S.2.2.1, S.3.1.2, S.3.1.5, IN.2.1, IN.2.3

		

		

		

		25

		

		



		Identify and Maintain a Patient Record

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Identify and maintain a single patient record for each patient.

Description:  A single patient record is needed for legal purposes, as well as to organize it unambiguously for the provider.  HAll 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 maintains health information for a single patient.  

Although some systems (e.g. Emergency Department systems) are primarily encounter based it is still advantageous to tie specific information directly to a patient so that if a patient returns, legacy data may be incorporated and updated when beginning a new encounter.

In the process of creating a patient record, it is at times advantageous to replicate identical information across multiple patient records, so that such data does not have to be re-entered.  For example, when family members are registered as new patients, the address, guarantor, and insurance data may be propagated from the record of one family member to the other without having to re-enter the data.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.

		

		The system SHALL create a single logical record for each patient.

		

		1

		

		26

		

		



		

		

		The system SHALL provide the ability to create a record for a patient when the identity of the patient is unknown.

		

		1

		

		27

		

		



		

		

		The system SHALL provide the ability to store more than one identifier for each patient record including identifiers for specific purposes (e.g. research or secondary use support).

		

		1

		X

		28

		

		



		

		

		The system SHALL associate (store and link) key identifier information (e.g., system ID, medical record number) with each patient record.

		

		1

		X

		29

		

		



		

		

		The system SHALL provide the ability to uniquely identify a patient and tie the record to a single patient.

		

		1

		X

		30

		

		



		

		

		The system SHALL provide the ability, through a controlled method, to merge or link dispersed information for an individual patient upon recognizing the identity of the patient.

		

		8

		X

		31

		

		



		

		

		IF When health information has been mistakenly associated with a patient, THEN the system SHALL provide the ability to mark the information as erroneous in the record of the patient in which it was mistakenly associated and represent that information as erroneous in all outputs containing that information.

		

		2

		X

		32

		

		



		

		

		IF health information has been mistakenly associated with a patient, THEN the system SHALL provide the ability to associate it with the correct patient.

		

		2

		X

		33

		

		



		

		

		The system SHALL provide the ability to retrieve parts of a patient record using a primary identifier, secondary identifiers, or other information which are not identifiers (such as current and previous names) , but could be used to help identify the patient.

		

		4

		X

		34

		

		



		

		

		The system SHOULD provide the ability to obsolete, inactivate, nullify, destroy and archive a patient's record in accordance with local policies and procedures, as well as applicable laws and regulations.

		

		9, 10

		X

		35

		

		



		

		

		IF related patients register with any identical data, THEN the system SHOULD provide the ability to propagate that data to all their records.

		

		NA

		

		36

		

		



		

		

		The system SHALL conform to function IN.2.2 (Auditable Records).

		

		NA

		

		37

		

		



		

		

		The system SHALL provide a means to enter patients into the system that have been missed or who were seen during system downtime.

		

		

		

		

		

		



		

		

		The system SHOULD support interoperability with hospital systems to facilitate patient registration in system.

		

		

		

		

		

		







		DC.1.1.1.2

		F

		See Also: 

		

		

		

		

		

		



		Support for Temporary Patient Record

		

		Lifecycle Event:

		

		

		

		

		

		



		 Statement: Initiate a new encounter in the system prior to identification fo the patient with subsequent reconciliation of the temporary patient record. 

Receiving an account number from the hospital ADT system without complete supporting demographics, in order to facilitate patient care before registration is complete.



Description: Emergency Department workflow is unique in that care must be supported and documented immediately upon arrival. The system must be able to immediately generate a new patient encounter without the need to identify the patient or previous records.                                                                 To maximize usability, when time permits, identification of a previous patient record in the system should be possible to facilitate the triage process by recovering prior medications, allergies, problems. Data entry is minimized and time can be spent verifying, updating, and correcting data.          



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 interoperable with other hospital systems in a time critical manner.   In order to support interoperability with other hospital systems, for such tasks as medication or other order entry the system should be able to, in a time critical manner, receive an account number from the hospital ADT system, or alternatively,    

		

		The system SHALL provide the ability to create an encounter, and a record to support the encounter, for a patient before complete identifying information is known.

		

		

		

		

		

		



		

		

		The system SHALL be able to immediately generate a new encounter at the time of patient arrival.

		

		

		

		

		

		



		

		

		The system SHALL permit the users to identify a patient’s pre-existing record in the system at the time of arrival.

		

		

		

		

		

		



		

		

		The system SHOULD permit the user to search by core demographic data including name, DOB, administrative gender, patient ID number and account number.

		

		

		

		

		

		



		

		

		The system SHOULD provide the ability to retrieve legacy data once the patient is identified.

		

		

		

		

		

		



		

		

		The system SHALL provide the ability to assign an identity to a patient at the time of arrival.

		

		

		

		

		

		



		

		

		The system SHALL provide the ability to assign either a previously established identity for the patient or to create a new identity. 

		

		

		

		

		

		



		

		

		The system SHALL provide the ability to create a temporary identity (i.e. John Doe) for the patient.

		

		

		

		

		

		



		

		

		The system SHALL provide the ability to reconcile temporary identity assignments after care has been initiated, and further information becomes available

		

		

		

		

		

		



		

		

		The system SHALL provide the ability to receive an account number from the hospital or other ADT system, before additional identifying data is known.

		

		

		

		

		

		



		

		

		The system MAY generate a temporary account number for emergent orders and other interoperability need, in the absence of an account number from the hospital or other ADT system. 

		

		

		

		

		

		



		

		

		The system MAY merge registrations automatically based upon certain rules.

		

		

		

		

		

		









		DC.1.1.2.1

		F

		See Also: S.1.4.1, S.2.2.2, IN.2.1,  IN.2.2,  IN.2.4

		

		

		

		

		

		



		Manage Patient Demographics

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Capture and maintain demographic informationdata. Where appropriate, the data should be clinically relevant and reportable.

Description:  Contact information including addresses and phone numbers, as well as key demographic information such as date of birth, time of birth, gestation, gender, and other information is stored and maintained for unique patient identification, reporting purposes and for the provision of care.  Patient demographics are captured and maintained as discrete fields (e.g., patient names and addresses) and may be enumerated, numeric or codified.  Key patient identifiers are shown on all patient information output (such as name and ID# on each screen of a patient’s record).  The system will track who updates demographic information, and when the demographic information is updated.

		

		The system SHALL manage capture demographic information as part of the patient record.

		

		

		

		38

		

		



		

		

		The system SHALL store and retrieve demographic information as discrete data.

		

		

		

		39

		

		



		

		

		The system SHALL provide the ability to retrieve demographic data as part of the patient record.

		

		

		

		40

		

		



		

		

		The system SHALL provide the ability to update demographic data.

		

		

		

		41

		

		



		

		

		The system SHOULD provide the ability to report demographic data.

		

		

		

		42

		

		



		

		

		The system SHOULD SHALL provide the ability to maintain and make available store historical values information forof demographic data including prior names, addresses, phone numbers and email addresses over time.

		

		

		

		43

		

		



		

		

		The system SHALL present a set of patient identifying information at each interaction with the patient record.

		

		

		

		44

		

		



		

		

		The system SHOULD conform to function IN.1.4 (Patient Access Management).

		

		

		

		45

		

		



		

		

		The system SHALL conform to function IN.2.2 (Auditable Records).

		

		

		

		46

		

		



		

		

		The system MAY store the demographic information (and other meaningful individual identifiers) separately from clinical data for identity protection purposes.

		

		

		

		NEW

		

		



		

		

		The system SHALL provide the ability to manage demographic information for patient personal representatives (e.g. parent, guardian, surrogate, financial guarantor) and personal relationships (e.g. foster parents, biological parents) with contact information for each including telephone numbers and address.

		

		

		

		

		

		



		

		

		IF required by the scope of practice, THEN the system SHALL capture  time of birth, down to the minute.

		

		

		

		

		

		



		

		

		The system MAY provide the ability to compute post conceptional age (corrected age) for the purposes of decision support.

		

		

		

		

		

		





RESTART HERE



		DC.1.1.3 

		H

		See Also: 

		

		

		

		

		

		



		Data and Documentation from External Sources

		

		Lifecycle Event:

		

		

		

		

		

		



		Description:  External sources are those outside the EHR system, including clinical, administrative, and financial information systems, other EHR systems, PHR systems, and data received through health information exchange networks.

		

		The system SHOULD conform to function IN.1.4 (Patient Access Management).

		

		

		

		47

		

		



		

		

		The system SHALL conform to function IN.2.2 (Auditable Records).

		

		

		

		48

		

		







		DC.1.1.3.1

		F

		See Also: IN.1.5, IN.1.6, IN.1.7, IN.1.8, IN.2.1, IN.2.2, IN.4.2, IN.4.3, IN.5.1, IN.5.2

		

		

		

		

		

		



		Capture Data and Documentation from External Clinical Sources

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Incorporate clinical data and documentation from external sources.

Description:  Mechanisms for incorporating external clinical data and documentation (including identification of source) such as image documents and other clinically relevant data are available. Data incorporated through these mechanisms is presented alongside locally captured documentation and notes wherever appropriate.

		

		The system SHALL provide the ability to capture external data and documentation.

		

		

		

		49

		

		



		

		

		IF lab results are received through an electronic interface, THEN the system SHALL receive and store the data elements into the patient record.

		

		

		

		50

		

		



		

		

		IF lab results are received through an electronic interface, THEN the system SHALL display them upon request.

		

		

		

		51

		

		



		

		

		The system SHOULD provide the ability to receive, store and display scanned documents as images.

		

		

		

		52

		

		



		

		

		The system MAY provide the ability to store imaged documents or reference the imaged documents via links to imaging systems.

		

		

		

		53

		

		



		

		

		The system SHOULD provide the ability to receive, store and present text-based externally-sourced documents and reports.

		

		

		

		54

		

		



		

		

		The system SHOULD provide the ability to receive, store and display clinical result images (such as radiologic images) received from an external source.

		

		

		

		55

		

		



		

		

		The system SHOULD provide the ability to receive, store and display other forms of clinical results (such as wave files of EKG tracings) received from an external source.

		

		

		

		56

		

		



		

		

		The system SHOULD provide the ability to receive, store and present medication details from an external source.

		

		

		

		57

		

		



		

		

		The system SHOULD provide the ability to receive, store and present structured text-based reports received from an external source.

		

		

		

		58

		

		



		

		

		The system SHOULD provide the ability to receive, store and present standards-based structured, codified data received from an external source.

		

		

		

		59

		

		







		DC.1.1.3.2

		

		See Also: IN.1.4, IN.2.5.1, IN.2.5.2

		

		

		

		

		

		



		Capture Patient-Originated Data

		

		Lifecycle Event:

		

		

		

		

		

		



		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.

Description: It is critically important to be able to distinguish patient-originated data that is either provided or entered by a 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).  

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.

		

		The system SHALL capture and explicitly label patient- originated data.

		

		

		

		60

		

		



		

		

		IF the system provides the ability for direct entry by the patient, THEN the system SHALL explicitly label the data as patient entered.

		

		

		

		61

		

		



		

		

		The system SHALL capture and label the source of clinical data provided on behalf of the patient.

		

		

		

		62

		

		



		

		

		The system SHALL present patient-originated data for use by care providers.

		

		

		

		63

		

		



		

		

		The system SHALL provide the ability for a provider to verify the accuracy of patient-originated data for inclusion in the patient record.

		

		

		

		64

		

		



		

		

		The system SHOULD provide the ability to view or comment, but not alter, patient-originated data.

		

		

		

		65

		

		







		DC.1.1.3.3

		

		See Also: DC.1.1.2, DC.1.2, S.1.4.1

		

		

		

		

		

		



		Capture Patient Health Data Derived from Administrative and Financial Data and Documentation

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Capture and explicitly label patient health data derived from administrative or financial data; and link the data source with that data.

Description:  It is critically important to be able to distinguish patient health data derived from administrative or financial data from clinically authenticated data.  

Sources of administrative and financial data relating to a patient’s health may provide this data for entry into the health record or be given a mechanism for entering this data directly.  The data must be explicitly labeled as derived from administrative or financial data, and information about the source must be linked with that data.  

Patient health data that is derived from administrative or financial data may be provided by: 

1.  the patient

2.  a provider

3.  a payer, or 

4.  entities that transmit or process administrative or financial data.  



Since this data is non-clinical, it may not be authenticated for inclusion in the patient’s legal health record.  Registration data, which may contain demographic data and pertinent positive and negative histories, is an example of administrative and financial data that may be captured.

		

		The system SHALL provide the ability to capture and label patient health data derived from administrative or financial data.
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		The system SHALL provide the ability to capture and link data about the source of patient health data derived from administrative and financial data with that patient data.
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		The system SHALL provide the ability to present labeled patient health information derived from administrative or financial data and the source of that data for use by authorized users.
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		The system SHOULD provide the ability to view or comment on patient health information derived from administrative or financial data.
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		The system SHOULD provide the ability to request correction of the administrative or financial data.
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		DC.1.1.4

		F

		See Also: S.2.2.1, IN.1.9, IN.2.4, IN.2.5.1, IN.2.5.2, 

		

		

		

		

		

		



		Produce a Summary  Record of Care

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Present a summarized review of a patient's episodic and/or comprehensive EHR, subject to jurisdictional laws and organizational policies related to privacy and confidentiality.

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 and public health reports, without additional input from clinicians.

		

		The system SHALL present summarized views and reports of the patient’s comprehensive EHR.
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		The system SHOULD include at least the following in the summary: problem list, medication list, allergy and adverse reaction list.
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		The system SHOULD conform to function S.3.3.6 (Health Service Reports at the Conclusion of an Episode of Care).
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		The system SHOULD conform to function IN.1.4 (Patient Access Management).
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		The system SHALL conform to function IN.2.2 (Auditable Records).
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		DC.1.1.5

		F

		See Also: S.1.8, S.2.2.3, S.3.1.1, IN.1.3, IN.1.6, IN.1.7, IN.1.9, IN.2.4, IN.2.5.1, IN.2.5.2, IN.4.1, IN.4.2, IN.4.3 IN.5.1, IN.5.2, IN.5.4, IN.6, 

		

		

		

		

		

		



		Present Ad Hoc Views of the Health Record

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Subject to jurisdictional laws and organizational policies related to privacy and confidentiality, present customized views and summarized information from a patient's comprehensive EHR. The view may be arranged chronologically, by problem, or other parameters, and may be filtered or sorted.

Description:  A 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, 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, or by consultant, depending on need.  Jurisdictional laws and organizational policies that prohibit certain users from accessing certain patient information must be supported.

		

		The system SHALL provide the ability to create views that prohibit patients from accessing certain information according to organizational policy, scope of practice, and jurisdictional law.
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		The system SHOULD provide the ability to create customized views of summarized information based on sort and filter controls for date or date range, problem, or other clinical parameters.
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		The system SHOULD provide the ability to access summarized information through customized views based on prioritization of chronology, problem, or other pertinent clinical parameters.
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		The system SHOULD conform to function IN.1.4 (Patient Access Management).
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		The system SHALL conform to function IN.2.2 (Auditable Records).
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		DC.1.2  

		F

		See Also: S.2.2.1, S.3.5, IN.1.7, IN.2.5.1, IN.2.5.2, IN.4.1, IN.4.2, IN.4.3, IN.5.1, IN.5.2, IN.5.4

		

		

		

		

		

		



		Manage Patient History

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Capture and maintain medical, procedural/surgical, social and family history including the capture of pertinent positive and negative histories, patient-reported or externally available patient clinical history.

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 (for example 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 is captured and presented alongside locally captured documentation and notes wherever appropriate.

		

		The system SHALL provide the ability to capture, update and present current patient history including pertinent positive and negative elements, and information on clinicians involved.
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		The system SHOULD provide the ability to capture and present previous external patient histories.
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		The system MAY provide the ability to capture the relationship between patient and others.
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		The system SHALL capture the complaint, presenting problem or other reason(s) for the visit or encounter.
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		The system SHOULD capture the reason for visit/encounter from the patient's perspective.
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		The system SHOULD conform to function IN.1.4 (Patient Access Management).
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		The system SHALL conform to function IN.2.2 (Auditable Records).
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		DC.1.3

		H

		See Also: 

		

		

		

		

		

		



		Preferences, Directives, Consents and Authorizations

		

		Lifecycle Event:

		

		

		

		

		

		



		

		

		The system SHOULD conform to function IN.1.4 (Patient Access Management).
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		The system SHALL conform to function IN.2.2 (Auditable Records).
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		DC.1.3.1

		F

		See Also: DC.1.3.2, DC.1.3.3, DC.2.1.4, S.3.7.1, IN.2.5.1, IN.2.5.2, IN.6

		

		

		

		

		

		



		Manage Patient and Family Preferences

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement: Capture and maintain patient and family preferences.

Description:  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. NOTE: This function is focused on the capture and maintenance of facts on patient/family  preferences. For issues related to death and dying see DC.1.3.2

		

		The system SHALL provide the ability to capture, present, maintain and make available for clinical decisions patient preferences such as language, religion, spiritual practices and culture.
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		The system SHALL provide the ability to capture, present, maintain and make available for clinical decisions family preferences such as language, religion, spiritual practices and culture.
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		The system SHOULD conform to function DC.2.1.4 (Support for Patient and Family Preferences), and incorporate patient and family preferences into decision support systems.  
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		DC.1.3.2

		F

		See Also: DC.1.3.1, DC1.3.3, S.3.5.1, S.3.5.3, S.3.5.4, IN.1.5, IN.1.8, IN.1.9, IN.2.2, IN.2.5.1, IN.2.5.2, IN.6

		

		

		

		

		

		



		Manage Patient Advance Directives

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement: Capture and maintain patient advance directives.

Description: Patient advance directives and provider DNR orders are captured as well as the date and circumstances under which the directives were received, and the location of any paper records or legal documentation (e.g. the original) of advance directives as appropriate.

		

		The system SHALL provide the ability to indicate that advance directives exist for the patient.
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		The system SHALL provide the ability to indicate the type of advance directives completed for the patient such as living will, durable power of attorney, preferred interventions for known conditions, or the existence of a "Do Not Resuscitate order”.
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		The system SHOULD provide the ability to capture, present, maintain and make available for clinical decisions patient advance directives documents and “Do Not Resuscitate” orders.
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		The system SHOULD conform to function DC.1.1.3.1 (Capture Data and Documentation from External Clinical Sources) and capture scanned patient advance directive documents and “Do Not Resuscitate” orders.
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		The system SHOULD provide the ability to indicate when advanced directives were last reviewed.
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		The system SHOULD provide the ability to indicate the name and relationship of the party completing the advance directive for the patient.
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		The system SHALL time and date stamp advance directives.
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		The system SHOULD provide the ability to document the location and or source of any legal documentation regarding advance directives.
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		The system SHOULD conform to function DC.2.1.4 (Support for Patient and Family Preferences).
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		DC.1.3.3

		F

		See Also: DC.1.1.3, DC.1.3.1, DC.1.3.2, S.2.2.2, S.3.5.1, S.3.5.4, IN.1.5, IN.1.8, IN.1.9, IN.2.2, IN.2.4, IN.2.5.1, IN.2.5.2, IN.6

		

		

		

		

		

		



		Manage Consents and Authorizations

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Create, maintain, and verify patient decisions such as informed consent for treatment and authorization/consent for disclosure when required.

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, foster parents. The system must appropriately present forms for adolescents according to privacy rules.

Some states 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).

		

		The system SHALL provide the ability to indicate that a patient has completed applicable consents and authorizations.
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		The system SHALL provide the ability to indicate that a patient has withdrawn applicable consents and authorizations.
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		The system SHOULD conform to function DC.1.1.3.1 (Capture Data and Documentation from External Clinical Sources) and capture scanned paper consent and authorization documents.
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		The system SHOULD provide the ability to view and complete consent and authorization forms on-line.
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		The system MAY provide the ability to generate printable consent and authorization forms.
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		The system MAY display the authorizations associated with a specific clinical activity, such as treatment or surgery, along with that event in the patient's electronic chart.
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		The system MAY provide the ability to display consents and authorizations chronologically.
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		The system SHOULD provide the ability to document an assent for patients legally unable to consent.
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		The system SHALL provide the ability to document the source of each consent, such as the patient or the patient’s personal representative if the patient is legally unable to provide it.
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		The system SHOULD provide the ability to document the patient’s personal representative’s level of authority to make decisions on behalf of the patient.
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		DC.1.4

		H

		See Also: S.2.2.2, IN.2.4, IN.2.5.1, IN.2.5.2

		

		

		

		

		

		



		Summary Lists

		

		Lifecycle Event:

		

		

		

		

		

		



		

		

		The system SHOULD conform to function IN.1.4 (Patient Access Management).
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		The system SHALL conform to function IN.2.2 (Auditable Records).
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		DC.1.4.1

		F

		See Also: DC.2.3.1.1, S.2.2.1, S.2.2.3, S.3.7.1, IN.2.5.1, IN.2.5.2, IN.4.1, IN.4.2, IN.4.3, IN.6

		

		

		

		

		

		



		Manage Allergy, Intolerance and Adverse Reaction List

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Create and maintain patient-specific allergy, intolerance and adverse reaction lists.

Description:  Allergens, including immunizations, and substances are identified and coded (whenever possible) and the list is captured and maintained over time. 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, dietary or environmental triggers.  Notations indicating whether item is patient reported and/or provider verified are maintained.

		

		The system SHALL provide the ability to capture true allergy, intolerance, and adverse reaction to drug, dietary or environmental triggers as unique, discrete entries.
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		The system SHOULD provide the ability to capture the reason for entry of the allergy, intolerance or adverse reaction.
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		The system SHALL provide the ability to capture the reaction type.
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		The system SHOULD provide the ability to capture the severity of a reaction.
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		The system SHALL provide the ability to capture a report of No Known Allergies (NKA) for the patient.
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		The system SHOULD provide the ability to capture a report of No Known Drug Allergies (NKDA) for the patient.
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		The system SHOULD provide the ability to capture the source of allergy, intolerance, and adverse reaction information.

		

		

		

		120

		

		



		

		

		The system SHALL provide the ability to deactivate an item on the list.

		

		

		

		121

		

		



		

		

		The system SHALL provide the ability to capture the reason for deactivation of an item on the list.
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		The system MAY present allergies, intolerances and adverse reactions that have been deactivated.
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		The system MAY provide the ability to display user defined sort order of list.
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		The system SHOULD provide the ability to indicate that the list of medications and other agents has been reviewed.
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		They system SHALL provide the ability to capture and display the date on which allergy information was entered.
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		The system SHOULD provide the ability to capture and display the approximate date of the allergy occurrence.
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		DC.1.4.2

		

		See Also: S.2.2.1, IN.2.5.1, IN.2.5.2, IN.4.1, IN.4.2, IN.4.3, IN.5.1, IN.5.2, IN.5.4, IN.6

		

		

		

		

		

		



		Manage Medication List

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Create and maintain patient-specific medication lists.

Description: Medication lists are managed over time, whether over the course of a visit or stay, or the lifetime of a patient. All pertinent dates, including medication start, modification, and end dates are stored. The entire medication history for any medication, including alternative supplements and herbal medications, is viewable. Medication lists are not limited to medication orders recorded by providers, but may include, for example, pharmacy dispense/supply records, patient-reported medications and additional information such as age specific dosage.

		1

		The system SHALL provide the ability to capture patient-specific medication lists.

		

		1, 3.1, 6.1, 6.2, 8

		

		128

		

		



		

		2

		The system SHALL display and report patient-specific medication lists.

		

		2.2, 4

		X

		129

		

		



		

		3

		The system SHALL provide the ability to capture the details of the medication such as ordering date, dose, route, and SIG (description of the prescription, such as the quantity) when known.

		

		1
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		4

		The system SHOULD provide the ability to capture other dates associated with medications such as start and end dates.

		

		1, 4, 6.1, 6.2

		

		131

		

		



		

		5

		The system SHALL provide the ability to capture medications not reported on existing medication lists or medication histories.

		

		1, 4, 6.1, 6.2

		

		132

		

		



		

		6

		The system SHALL provide the ability to capture non-prescription medications including over the counter and complementary medications such as vitamins, herbs and supplements.

		

		1, 4, 6.1, 6.2

		

		133

		

		



		

		7

		The system SHALL present the current medication lists associated with a patient.

		

		2.2, 4

		

		134

		

		



		

		8

		The system SHOULD present the medication history associated with a patient.

		

		2.2, 4

		

		135

		

		



		

		9

		The system SHALL present the medication, prescriber, and medication ordering dates when known.

		

		2.2, 4

		

		136

		

		



		

		10

		The system SHALL provide the ability to mark a medication as erroneously captured and excluded from the presentation of current medications.

		

		1, 2, 11

		X
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		11

		The system SHALL provide the ability to print a current medication list for patient use.

		

		4

		

		138

		

		



		

		12

		The system MAY provide the ability to capture information regarding the filling of prescriptions (dispensation of medications by pharmacies or other providers).

		

		2.2, 6.1
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		DC.1.4.3

		F

		See Also: DC.1.7.1, DC.1.7.2.1, DC.2.1.3, S.2.2.1, S.3.3.5, IN.2.4, IN.2.5.1, IN.2.5.2, IN.4.1, IN.4.2, IN.4.3, IN.6

		

		

		

		

		

		



		Manage Problem List

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Create and maintain patient- specific problem lists.

Description: A problem list may include, but is not limited to: Chronic conditions, diagnoses, or symptoms, 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.  In addition all pertinent dates are stored. 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.

		

		The system SHALL capture, display and report all active problems associated with a patient.
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		The system SHALL capture, display and report a history of all problems associated with a patient.
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		The system SHALL provide the ability to capture onset date of problem.
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		The system SHOULD provide the ability to capture the chronicity (chronic, acute/self-limiting, etc.) of a problem.

		

		

		

		143

		

		



		

		

		The system SHALL provide the ability to capture the source, date and time of all updates to the problem list.
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		The system SHALL provide the ability to deactivate a problem.

		

		

		

		145

		

		



		

		

		The system MAY provide the ability to re-activate a previously deactivated problem.

		

		

		

		146

		

		



		

		

		The system SHOULD provide the ability to display inactive and/or resolved problems.

		

		

		

		147

		

		



		

		

		The system SHOULD provide the ability to manually order/sort the problem list.
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		The system MAY provide the ability to associate encounters, orders, medications, notes with one or more problems.

		

		

		

		149

		

		







		DC.1.4.4

		F

		See Also: DC.1.8.2

DC.1.8.5

		

		

		

		

		

		



		Manage Immunization List 

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement: Create and maintain patient-specific immunization lists.

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.

		

		The system SHALL capture, display and report all immunizations associated with a patient
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		The system SHALL record as discrete data elements data associated with any immunization given including date, type, lot number and manufacturer
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		The system SHOULD prepare a report of a patient ‘s immunization history upon request for appropriate authorities such as schools or day-care centers
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		DC.1.5

		F

		See Also: DC.1.5, DC.1.6.2, DC.1.8.5, DC.1.10.1, DC.2.1.1, DC.2.1.2, DC.2.2.1, S.2.2.1, IN.1.6, IN.2.5.1, IN.2.5.2, IN.4.1, IN.4.2, IN.4.3, IN.5.1, IN.5.2, IN.6

		

		

		

		

		

		



		Manage Assessments

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Create and maintain assessments.

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 standard assessment does not exist, a unique assessment can be created, using the format and data elements of similar standard assessments whenever possible.

		

		The system SHALL provide the ability to create assessments.
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		The system SHOULD provide the ability to use standardized assessments where they exist.
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		The system SHOULD provide the ability to document using standard assessments germane to the age, gender, developmental state, and health condition as appropriate to the EHR user’s scope of practice.
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		The system SHOULD provide the ability to capture data relevant to standard assessment.

		

		

		

		156

		

		



		

		

		The system SHOULD provide the ability to capture additional data to augment the standard assessments relative to variances in medical conditions.
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		The system SHOULD provide the ability to link data from a standard assessment to a problem list.
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		The system SHOULD provide the ability to link data from a standard assessment to an individual care plan.
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		The system MAY provide the ability to link data from external sources, laboratory results, and radiographic results to the standard assessment.
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		The system SHOULD provide the ability to compare documented data against standardized curves and display trends.
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		The system SHOULD conform to function IN.1.4 (Patient Access Management).
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		The system SHALL conform to function IN.2.2 (Auditable Records).
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		DC.1.6

		H

		See Also: 
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		Care Plans, Treatment Plans, Guidelines, and Protocols

		

		Lifecycle Event:

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		







		DC.1.6.1

		F

		See Also: DC.1.1.2, DC.2.2.1.1, DC.2.2.1.2, DC.2.2.2, DC.2.2.3, DC.2.7.1, S.3.7.1, IN.6

		

		

		

		

		

		



		Present Guidelines and Protocols for Planning Care

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Present organizational guidelines for patient care as appropriate to support planning of care, including order entry and clinical documentation.

Description:  Guidelines, and protocols presented for planning care may be site specific, community or industry-wide standards.  

		

		The system SHALL provide the ability to present current guidelines and protocols to clinicians who are creating plans for treatment and care.
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		The system SHOULD provide the ability to search for a guideline or protocol based on appropriate criteria (such as problem).
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		The system SHOULD provide the ability to present previously used guidelines and protocols for historical or legal purposes.
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		IF decision support prompts are used to support a specific clinical guideline or protocol, THEN the system SHALL conform to function DC.1.8.6 (Manage Documentation of Clinician Response to Decision Support Prompts).
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		The system SHALL conform to function DC.2.2.1.2 (Support for Context-Sensitive Care Plans, Guidelines, Protocols).
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		The system SHOULD conform to function IN.2.2 (Auditable Records).
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		DC.1.6.2

		F

		See Also: DC.2.1.4, DC.2.2.1.1, DC.2.2.1.2, DC.2.3.1.2, DC.2.5.1, DC.3.1.1, DC.3.1.2, DC.3.1.3, IN.2.2, IN.2.5.1, IN.2.5.2, IN.6

		

		

		

		

		

		



		Manage Patient-Specific Care and Treatment Plans

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Provide administrative tools for healthcare organizations to build care plans, guidelines and protocols for use during patient care planning and care.

Description:  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. 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.

		

		The system SHALL provide the ability to capture patient-specific plans of care and treatment.
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		The system SHALL conform to DC.1.6.1 (Present Guidelines and Protocols for Planning Care) and provide the ability to use locally or non-locally developed templates, guidelines, and protocols for the creation of patient-specific plans of care and treatment.
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		The system SHALL provide the ability to use previously developed care plans as a basis for the creation of new plans of care and treatment.
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		The system SHALL provide the ability to track updates to a patient’s plan of care and treatment including authors, creation date, version history, references, local sources and non-local sources in accordance with scope of practice, organizational policy and jurisdictional law.
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		The system SHOULD provide the ability to coordinate order sets with care plans.
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		The system SHOULD provide the ability to derive order sets from care plans.
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		The system SHOULD provide the ability to derive care plans from order sets.
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		The system SHALL provide the ability to transfer plans of care and treatment to other care providers.
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		The system SHOULD conform to function DC.3.1.1 (Clinical Task Assignment and Routing) and incorporate care plan items in the tasks assigned and routed.
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		The system SHOULD conform to function DC.3.1.2 (Clinical Task Linking) and incorporate care plan items in the tasks linked.

		

		

		

		180

		

		



		

		

		The system SHOULD conform to function DC.3.1.3 (Clinical Task Tracking) and incorporate care plan items in the tasks tracked.

		

		

		

		181

		

		



		

		

		The system SHALL conform to function IN.2.2 (Auditable Records).
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		The system SHOULD provide information from DC.2.3.1.2 (Support for Patient Specific Dosing and Warnings) to provide effective treatment and any related warnings on interactions and warnings.

		

		

		

		

		

		



		

		

		The system MAY provide the ability to use information from DC.2.1.4 (Support for Patient and Family Preferences) to improve the effectiveness of care and treatment plans.

		

		

		

		

		

		



		

		

		The system SHALL conform to function IN.2.2 (Auditable Records).
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		DC.1.7

		H

		See Also: 

		

		

		

		

		

		



		Orders and Referrals Management

		

		Lifecycle Event:

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		







		DC.1.7.1

		F

		See Also: DC.1.4.3, DC.2.3.1.1, DC.2.3.1.2, DC.2.3.1.3, DC.2.4.2, DC.3.2.2, S.2.2.1, S.3.3.2, S.3.7.2, IN.2.4, IN.2.5.2, IN.4.1, IN.4.2, IN.4.3, IN.5.1, IN.5.2, IN.5.4, IN.6

		

		

		

		

		

		



		Manage Medication Orders

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Create prescriptions or other medication orders with detail adequate for correct filling and administration. Provide information regarding compliance of medication orders with formularies.

Description:  Different medication orders, including discontinue, refill, and renew, require different levels and kinds of detail, as do medication orders placed in different situations. The correct details are recorded for each situation. Administration or patient instructions are available for selection by the ordering clinicians, 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 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.

		

		The system SHALL provide the ability to create prescription or other medication orders with the details adequate for correct filling and administration captured as discrete data.

		

		

		

		184

		

		



		

		

		The system SHALL capture user and date stamp for all prescription related events.

		

		

		

		185

		

		



		

		

		The system SHALL conform to function DC.1.4.2 (Manage Medication List) and update the appropriate medication list with the prescribed medications (in case of multiple medication lists).

		

		

		

		186

		

		



		

		

		The system SHALL provide a list of medications to search, including both generic and brand name.

		

		

		

		187

		

		



		

		

		The system SHALL provide the ability to maintain a discrete list of orderable medications.

		

		

		

		188

		

		



		

		

		The system SHALL conform to function DC.1.7.2.1 (Manage Non-Medication Patient Care Orders) and provide the ability to order supplies associated with medication orders in accordance with scope of practice, organizational policy or jurisdictional law.

		

		

		

		189

		

		



		

		

		The system MAY make common content available for prescription details to be selected by the ordering clinician.

		

		

		

		190

		

		



		

		

		The system MAY provide the ability for the ordering clinician to create prescription details as needed.

		

		

		

		191

		

		



		

		

		The system MAY make available common patient medication instruction content to be selected by the ordering clinician. 

		

		

		

		192

		

		



		

		

		The system MAY provide the ability to include prescriptions in order sets.

		

		

		

		193

		

		



		

		

		The system MAY provide a list of frequently-ordered medications by diagnosis by provider which could include the full details of the medication, including labeling instructions, quantity, refills, Dispense-As-Written, etc.

		

		

		

		194

		

		



		

		

		The system MAY provide the ability to select drugs by therapeutic class and/or indication.

		

		

		

		195

		

		



		

		

		The system MAY conform to function S.3.3.2 (Eligibility Verification and Determination of Coverage) and display the results of electronic prescription eligibility and health plan/payer formulary checking.

		

		

		

		196

		

		



		

		

		The system MAY provide the ability to re-prescribe medication by allowing a prior prescription to be reordered without re-entering previous data (e.g. administration schedule, quantity).

		

		

		

		197

		

		



		

		

		The system SHOULD provide the ability to re-prescribe a medication from a prior prescription using the same dosage but allow for editing of details adequate for correct filling and administration of medication (e.g. dose, frequency, body weight).

		

		

		

		198

		

		



		

		

		The system SHOULD conform to function DC.2.3.1.1 (Support for Drug Interaction Checking) and check and report allergies, drug-drug interactions, and other potential adverse reactions, when new medications are ordered.

		

		

		

		199

		

		



		

		

		The system SHOULD conform to function DC.2.3.1.2 (Support for Patient Specific Dosing and Warnings) and check and report other potential adverse reactions, when new medications are ordered.

		

		

		

		200

		

		



		

		

		The system SHOULD provide the ability to create prescriptions in which the weight-specific dose is suggested.

		

		

		

		201

		

		



		

		

		The system SHOULD conform to function DC.2.3.1.3 (Support for Medication Recommendations).

		

		

		

		202

		

		







		DC.1.7.2

		H

		See Also: 

		

		

		

		203

		

		



		Non-Medication Orders and Referrals Management

		

		Lifecycle Event:

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		







		DC.1.7.2.1

		F

		See Also: DC.1.4.3

DC.2.4.1

DC.2.4.2

S.2.2.1

S.3.3.3

S.3.7.1

IN.1.6

IN.1.7

IN.2.5.1

IN.2.5.2

IN.6

		

		

		

		

		

		



		Manage Non-Medication Patient Care Orders

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Capture and track patient care orders.  Enable the origination, documentation, and tracking of non-medication patient care orders.

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, durable medical equipment, home IV, and diet or therapy orders. 

Each item ordered includes the appropriate detail, such as order identification and instructions. Orders should be communicated to the correct service provider for completion.

		

		The system SHALL provide the ability to capture non-medication patient care orders for an action or item

		

		

		

		204

		

		



		

		

		The system SHALL provide the ability to capture adequate order detail for correct order fulfillment

		

		

		

		205

		

		



		

		

		The system SHALL track the status of the ordered action or  item

		

		

		

		206

		

		



		

		

		The system SHOULD provide the ability to capture patient instructions necessary for correct order fulfillment

		

		

		

		207

		

		



		

		

		The system SHOULD provide the ability to present patient instructions necessary for correct order fulfillment

		

		

		

		208

		

		



		

		

		The system SHOULD provide the ability to communicate the order to the correct recipient(s) for order fulfillment

		

		

		

		209

		

		



		

		

		The system SHALL conform to DC.2.4.2 (Support for Non-Medication Ordering)

		

		

		

		210

		

		







		DC.1.7.2.2

		

		See Also: DC.2.4.5.2

S.2.2.1

S.3.7.1

IN.1.6

IN.1.7

IN.2.5.1

IN.2.5.2

IN.6

		

		

		

		

		

		



		Manage Orders for Diagnostic Tests



		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Enable the origination, documentation, and tracking of orders for diagnostic tests.

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).

		

		The system SHALL provide the ability to capture orders for diagnostic tests.

		

		

		

		211

		

		



		

		

		The system SHALL provide the ability to capture adequate order detail for correct diagnostic test fulfillment.

		

		

		

		212

		

		



		

		

		The system SHALL provide the ability to track the status of diagnostic test(s).

		

		

		

		213

		

		



		

		

		The system SHOULD provide the ability to capture and present patient instructions relevant to the diagnostic test ordered.

		

		

		

		214

		

		



		

		

		The system SHALL communicate orders to the service provider of the diagnostic test.

		

		

		

		215

		

		



		

		

		The system SHOULD communicate supporting detailed documentation to the correct service provider of the diagnostic test.

		

		

		

		216

		

		



		

		

		The system SHALL conform to DC.2.4.2 (Support for Non-Medication Ordering).

		

		

		

		217

		

		









		DC.1.7.2.3

		

		See Also: DC.2.4.5.1

S.1.1

S.1.2

		

		

		

		

		

		



		Manage Orders for Blood Products and Other Biologics

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Communicate with appropriate sources or registries to manage orders for blood products or other biologics.

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.

		

		The system SHALL provide the ability to interface with systems of blood banks or other sources to manage orders for blood products or other biologics.

		

		

		

		218

		

		



		

		

		The system SHALL provide the ability to capture use of such products in the provision of care.

		

		

		

		219

		

		



		

		

		The system SHOULD conform to function S.1.1 (Registry Notification).

		

		

		

		220

		

		







		DC.1.7.2.4

		

		See Also: DC.1.9.3, DC.2.4.4.1, DC.2.4.4.2, S.1.3.1a, S.1.3.5, S.3.3.2, S.3.3.3, IN.1.6, IN.1.7, IN.2.5.1, IN.2.5.2

		

		

		

		

		

		



		Manage Referrals

		

		Lifecycle Event:

		

		

		

		

		

		



		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.

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 system SHALL provide the ability to capture and communicate referral(s) to other care provider (s), whether internal or external to the organization.

		

		

		

		221

		

		



		

		

		The system SHALL provide the ability to capture clinical details as necessary for the referral.

		

		

		

		222

		

		



		

		

		The system SHALL provide the ability to capture administrative details (such as insurance information, consents and authorizations for disclosure) as necessary for the referral.

		

		

		

		223

		

		



		

		

		The system SHALL present captured referral information.

		

		

		

		224

		

		



		

		

		The system SHOULD provide the ability to capture completion of a referral appointment.

		

		

		

		225

		

		



		

		

		The system SHOULD provide diagnosis based clinical guidelines for making a referral.

		

		

		

		226

		

		



		

		

		The system MAY provide order sets for referral preparation.

		

		

		

		227

		

		



		

		

		The system SHALL provide the ability to document transfer of care according to organizational policy, scope of practice, and jurisdictional law.

		

		

		

		228

		

		



		

		

		The system MAY provide guidelines to the provider about the appropriateness of a referral for a particular patient.

		

		

		

		NEW

		

		







		DC.1.7.3

		

		See Also: DC.2.4.1, IN.2.5.1, IN.2.5.2, IN.6

		

		

		

		

		

		



		Manage Order Sets

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Provide order sets based on provider input or system prompt.

Description:  Order sets, which may include medication and non-medication orders, allow a care provider to choose common orders for a particular circumstance or disease state according to standards or other criteria. Recommended order sets may be presented based on patient data or other contexts.

		

		The system SHALL provide the ability to present order set(s).

		229

		

		

		

		

		



		

		

		The system SHALL provide the ability to order at the patient level from presented order sets.

		230

		

		

		

		

		



		

		

		The system SHALL provide the ability to record each component of an order set that is ordered.

		231

		

		

		

		

		



		

		

		The system SHALL conform to function DC.2.4.1 (Support for Order Sets).

		232

		

		

		

		

		



		

		

		The system MAY provide the ability for a provider to choose from among the order sets pertinent to a certain disease or other criteria.

		233

		

		

		

		

		







		DC.1.8

		H

		See Also: 

		

		

		

		

		

		



		Documentation of Care, Measurements and Results

		

		Lifecycle Event:

		

		

		

		

		

		



		

		

		The system SHALL conform to function IN.2.2 (Auditable Records)

		234

		

		

		

		

		







		DC.1.8.1

		F

		See Also: DC.1.1.1, DC.2.3.1.1, DC.2.3.1.2, DC.2.3.2, S.2.2.1, S.2.2.3, IN.1.1, IN.1.2, IN.1.3, IN.1.7, IN.1.9, IN.2.4, IN.2.5.1, IN.2.5.2, IN.6

		

		

		

		

		

		



		Manage Medication Administration

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Present providers with the list of medications that are to be administered to a patient, necessary administration information, and capture administration details.

[bookmark: OLE_LINK11][bookmark: OLE_LINK12]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 DC.1.1.1).  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 system SHALL present the list of medications to be administered.

		

		

		

		235

		

		



		

		

		The system SHALL display the timing, route of administration, and dose of all medications on the list.

		

		

		

		236

		

		



		

		

		The system SHOULD display instructions for administration of all medications on the list.

		

		

		

		237

		

		



		

		

		The system MAY notify the clinician when specific doses are due.

		

		

		

		238

		

		



		

		

		The system MAY conform to function DC.2.3.1.1 (Support for Drug Interaction Checking) and check and report allergies, drug-drug interactions, and other potential adverse reactions, when new medications are about to be given.

		

		

		

		239

		

		



		

		

		The system MAY conform to function DC.2.3.1.2 (Support for Patient Specific Dosing and Warnings) and check and report other potential adverse reactions, when new medications are about to be given.

		

		

		

		240

		

		



		

		

		The system SHALL provide the ability to capture medication administration details – including timestamps, observations, complications, and reason if medication was not given – in accordance with organizational policy, scope of practice, and jurisdictional law.

		

		

		

		241

		

		



		

		

		The system SHALL securely relate interventions to be administered to the unique identity of the patient.

		

		

		

		242

		

		







		DC.1.8.2

		

		See Also: DC.1.3.2, DC.1.4.4, S.1.1, S.2.2.2, S.3.7.1, IN.1.6, IN.1.7, IN.2.4, IN.2.5.1, IN.2.5.2, IN.3.1, IN.3.2, IN.4.1, IN.4.2, IN.4.3, IN.5.1, IN.5.2, IN.6

		

		

		

		

		

		



		Manage Immunization Administration

		

		Lifecycle Event:

		

		

		

		

		

		



		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.

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, 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.

		

		The system SHALL provide the ability to recommend required immunizations, and when they are due, during an encounter based on widely accepted immunization schedules.

		

		

		

		243

		

		



		

		

		The system SHOULD provide the ability to recommend required immunizations based on patient risk factors.

		

		

		

		244

		

		



		

		

		The system SHALL perform checking for potential adverse or allergic reactions for all immunizations when they are about to be given.

		

		

		

		245

		

		



		

		

		The system SHALL provide the ability to capture immunization administration details, including date, type, lot number and manufacturer.

		

		

		

		246

		

		



		

		

		The system SHOULD provide the ability to capture other clinical data pertinent to the immunization administration (e.g. vital signs).

		

		

		

		247

		

		



		

		

		The system SHALL record as discrete data elements data associated with any immunization.

		

		

		

		248

		

		



		

		

		The system SHOULD provide the ability to associate standard codes with discrete data elements associated with an immunization.

		

		

		

		249

		

		



		

		

		The system SHALL provide the ability to update the immunization schedule.

		

		

		

		250

		

		



		

		

		The system SHOULD provide the ability to prepare a report of a patient‘s immunization history upon request for appropriate authorities such as schools or day-care centers.

		

		

		

		251

		

		



		

		

		The system SHALL conform to function DC.1.4.1 (Manage Allergy, Intolerance and Adverse Reaction Lists).

		

		

		

		252

		

		



		

		

		The system SHOULD transmit required immunization information to a public health immunization registry.

		

		

		

		253

		

		



		

		

		The system SHOULD receive immunization histories from a public health immunization registry.

		

		

		

		254

		

		







		DC.1.8.3

		F

		See Also: DC.2.4.3, S.2.2.1, S.3.7.1, IN.1.6, IN.1.7, IN.2.4, IN.2.5.1, IN.2.5.2, IN.6

		

		

		

		

		

		



		Manage Results

		

		Lifecycle Event:

		

		

		

		

		

		



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

Description:  Results of tests are presented in an easily accessible manner to the appropriate providers. Flow sheets, graphs, or other tools allow care providers to view or uncover trends in test data over time. In addition to making results viewable, it is often necessary to send results to appropriate providers using electronic messaging systems, pagers, or other mechanisms. Documentation of notification is accommodated.  Results may also be routed to patients electronically or by letter. 

		

		The system SHALL provide the ability to present numerical and non-numerical current and historical test results to the appropriate provider.

		

		

		

		255

		

		



		

		

		The system SHALL provide the ability to filter results for a unique patient.

		

		

		

		256

		

		



		

		

		The system SHALL provide the ability to filter results by factors that supports results management, such as type of test and date range.

		

		

		

		257

		

		



		

		

		The system SHOULD indicate normal and abnormal results depending on the data source.

		

		

		

		258

		

		



		

		

		The system SHOULD provide the ability to filter lab results by range, e.g. critical, abnormal or normal.

		

		

		

		259

		

		



		

		

		The system SHOULD display numerical results in flow sheets, graphical form, and allow comparison of results.

		

		

		

		260

		

		



		

		

		The system SHALL provide the ability to group tests done on the same day.

		

		

		

		261

		

		



		

		

		The system SHOULD notify relevant providers (ordering, copy to) that new results have been received.

		

		

		

		262

		

		



		

		

		The system SHOULD provide the ability for the user, to whom a result is presented, to acknowledge the result.

		

		

		

		263

		

		



		

		

		The system SHOULD provide the ability to route results to other appropriate care providers, such as nursing home, consulting physicians, etc.

		

		

		

		264

		

		



		

		

		The system MAY route results to patients by methods such as phone, fax, electronically or letter.

		

		

		

		265

		

		



		

		

		The system SHOULD provide the ability for providers to pass on the responsibility to perform follow up actions to other providers.

		

		

		

		266

		

		



		

		

		The system MAY provide the ability for an authorized user to group results into clinically logical sections.

		

		

		

		267

		

		



		

		

		The system SHOULD trigger decision support algorithms from the results.

		

		

		

		268

		

		



		

		

		IF the system contains the electronic order, THEN the results SHALL be linked to a specific order.

		

		

		

		269

		

		



		

		

		The system MAY provide the ability for providers to annotate a result.

		

		

		

		270

		

		



		

		

		The system MAY display a link to an image associated with results.

		

		

		

		271

		

		







		DC.1.8.4

		

		See Also: IN.2.5.1, IN.2.5.2

		

		

		

		

		

		



		Manage Patient Clinical Measurements

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Capture and manage patient clinical measures, such as vital signs, as discrete patient data.

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.

		

		IF required by the scope practice, THEN the system SHALL capture patient vital signs such as blood pressure, temperature, heart rate, respiratory rate, and severity of pain as discrete elements of structured or unstructured data.

		

		

		

		272

		

		



		

		

		IF required by the scope of practice, THEN the system SHALL capture psychiatric symptoms and daily functioning as structured or unstructured data.

		

		

		

		273

		

		



		

		

		The system SHOULD capture other clinical measures such as peak expiratory flow rate, size of lesions, oxygen saturation, height, weight, and body mass index as discrete elements of structured or unstructured data.

		

		

		

		274

		

		



		

		

		The system SHOULD compute and display percentile values when data with normative distributions are entered.

		

		

		

		275

		

		



		

		

		The system MAY provide normal ranges for data based on age and other parameters such as height, weight, ethnic background, gestational age.

		

		

		

		276

		

		







		DC.1.8.5

		

		See Also: IN.2.2, IN.2.5.1, IN.2.5.2, DC.1.5

		

		

		

		

		

		



		Manage Clinical Documents and Notes

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Create, addend, correct, authenticate and close, as needed, transcribed or directly-entered clinical documentation and notes.

Description:  Clinical documents and notes may be unstructured and created in a narrative form, which may be based on a template, graphical, audio, etc. The documents may also be structured documents that result in 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.

		

		The system SHALL provide the ability to capture clinical documentation (henceforth "documentation") including original, update by amendment in order to correct, and addenda.

		

		

		

		277

		

		



		

		

		The system SHALL provide the ability to capture free text documentation.

		

		

		

		278

		

		



		

		

		The system MAY present documentation templates (structured or free text) to facilitate creating documentation.

		

		

		

		279

		

		



		

		

		The system SHALL provide the ability to view other documentation within the patient's logical record while creating documentation.

		

		

		

		280

		

		



		

		

		The system SHOULD provide the ability to associate documentation for a specific patient with a given event, such as an office visit, phone communication, e-mail consult, lab result, etc.

		

		

		

		281

		

		



		

		

		The system SHOULD provide the ability to associate documentation with problems and/or diagnoses.

		

		

		

		282

		

		



		

		

		The system SHALL provide the ability to update documentation prior to finalizing it.

		

		

		

		283

		

		



		

		

		The system SHALL provide the ability to finalize a document or note.

		

		

		

		284

		

		



		

		

		The system SHALL provide the ability to attribute record and display the identity of all users contributing to or finalizing a document or note, including the date and time of entry (see appropriate criteria in IN.2.2 (Auditable Records)).

		

		

		

		285

		

		



		

		

		The system SHALL present captured documentation.

		

		

		

		286

		

		



		

		

		The system MAY provide the ability to filter, search or sort notes.

		

		

		

		287

		

		



		

		

		The system SHOULD provide documentation templates for data exchange.

		

		

		

		288



		

		



		

		

		The system MAY provide the ability for providers to record their acceptance of responsibility to perform follow up actions

		

		

		

		288a

		

		



		

		

		The system MAY provide the ability for providers to select and document standard choices for disposition of their review process.

		

		

		

		288b

		

		



		

		

		The system MAY provide the ability to support, capture and display the clinician’s differential diagnosis and the list of diagnoses that the clinician has considered in the evaluation of the patient

		

		

		

		288c

		

		







		DC.1.8.6

		

		See Also: S.3.7.1, IN.2.5.1, IN.2.5.2, IN.6, 

		

		

		

		

		

		



		Manage Documentation of Clinician Response to Decision Support Prompts

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Capture the decision support prompts and manage decisions to accept or override decision support prompts.

Description:  Clinician actions in response to decision support prompts are captured and can be managed at the patient level or aggregated for organizational trending.

		

		The system SHALL provide the ability to capture clinical decision support prompts and user decisions to accept or override those prompts.

		

		

		

		289

		

		



		

		

		The system SHALL provide the ability to record the reason for variation from the decision support prompt.

		

		

		

		290

		

		



		

		

		The system SHOULD provide the ability to display recorded variances upon request by authorized users of the EHR.

		

		

		

		291

		

		







		DC.1.9   

		

		See Also: DC.2.2.4, DC.2.7.2, DC.3.2.3, DC.3.2.4, S.3.7.2, S.3.7.3, IN.1.8, IN.2.2, IN.6

		

		

		

		

		

		



		Generate and Record Patient-Specific Instructions

		

		Lifecycle Event:

		

		

		

		

		

		



		Statement:  Generate and record patient-specific instructions related to pre- and post-procedural and post- discharge requirements.

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.

		

		The system SHALL provide the ability to generate instructions pertinent to the patient for standardized procedures.

		

		

		

		292

		

		



		

		

		The system SHALL provide the ability to generate instructions pertinent to the patient based on clinical judgment.

		

		

		

		293

		

		



		

		

		The system SHALL provide the ability to include details on further care such as follow up, return visits and appropriate timing of further care.

		

		

		

		294

		

		



		

		

		The system SHALL provide the ability to record that instructions were given to the patient.

		

		

		

		295

		

		



		

		

		The system SHALL provide the ability to record the actual instructions given to the patient or reference the document(s) containing those instructions.

		

		

		

		296

		

		



		

		

		The system SHALL conform to function IN.2.2 (Auditable Records).

		

		

		

		297

		

		







		

		

		See Also: 

		

		

		

		

		

		



		

		

		Lifecycle Event:
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