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Welcome to the Introductory Unit of the QI and health IT course. This course has been designed to examine the critical relationship of health care quality and health information technology. In the first unit, we will explore the concept of health care quality and the role of health information technology in advancing the quality of health care.

Slide 2

The objective of this second unit is to describe quality improvement as a goal of meaningful use of health information technology.
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The national mood is reflective of a complex health care system that is plagued by exorbitant health care spending and quality and safety concerns. The National Coalition on Health Care in 2007 reported that total healthcare expenditures make up 16 percent of the gross domestic product and are expected to reach $4.2 Trillion in 2016. The NCHC also reported that there were over 47 million uninsured Americans in 2006 and that this number has risen by almost 9 million people since 2000. The current administration has continued to respond to a national call to have computerized health records by 2014. The American Reinvestment and Recovery Act of 2009 has authorized the Centers for Medicare and Medicaid Services to provide reimbursement incentives for eligible providers and hospitals who can demonstrate that they use certified electronic health records in a meaningful way. This act has HITECH provision to establish programs under CMS in coordination with the Office of National Coordinator under the direction of Dr. David Blumenthal.
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The goals of meaningful use are clearly geared toward achieving both the Institute of Medicine aims of quality improvement and the IHI’s triple aim. Meaningful use of electronic health records means that use of these records improves quality, safety, & efficiency of care, engages patients and families in their care, improves coordination of care, improves population and public health and reduces disparities; and ensure privacy and security protections for all. To qualify for federal incentives, users of certified electronic health records must demonstrate that they meet these criteria.
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Meaningful use criteria will be released in three stages.  2011 stage 1 criteria are directed toward capturing and sharing data. The objective of stage 2 criteria for 2013 is to advance health care processes with decision support, and in 2015, or stage 3, meaningful use criteria will be targeted at improving outcomes.
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Stage 1 criteria address the priority of improving quality, safety, efficiency and equity of health care. The ability to qualify for meaningful use incentives begins in 2011. The goals of stage 1 criteria are 4-fold. First, eligible providers and hospitals must electronically capture health information in a coded format. Then, they must be able to demonstrate that they use that information to track key clinical conditions for quality improvement purposes. Thirdly, they must be able to communicate that information to other care providers to ensure coordination of care, and finally, they need to lay the foundation for reporting clinical quality measures and public health information. Criteria have been divided into two sets, a core set which must be met by all eligible providers, hospitals, and critical access hospitals in order to qualify for incentives, and a menu of additional criteria from which they must select any five choices to receive incentives.
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The core set of criteria for stage 1 includes recording sex, race ethnicity, date of birth, preferred language, and in the case of hospitals, date and preliminary cause of death in the event of mortality. The core set also includes recording vital signs specifically, height, weight, blood pressure, body-mass index, and growth charts in children and charting changes in these vital signs. Other requirements include maintaining up-to-date problem, active medication, and active medication allergy lists and recording smoking status in patients age 13 and older. State 1 core criteria require providers to generate and transmit electronic prescriptions, and both hospitals and providers to use computerized provider order entry for medication orders. Both hospitals and eligible providers must also implement drug-drug and drug-allergy interaction checking. 
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Additional stage 1 criteria include providing patients with office visit clinical summaries and electronic copies of hospital discharge instructions and health information on request, implementing electronic exchange of key clinical information among providers and patient-authorized entities; implementing and tracking compliance with single clinical decision support rule; implementing systems to protect patient privacy and security; and reporting clinical quality measures to CMS or states.
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Hospitals and eligible providers must select 5 additional measures among the menu set. This includes, for stage 1, implementing drug-formulary checks, incorporating laboratory test results into the electronic record as structured data, generating lists of patients by specific clinical conditions for use in quality improvement, reduction of disparities, research or community outreach; identifying and providing patient-specific education resources; and performing medication reconciliation between care settings.
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Additional menu items for both hospitals and eligible providers include providing summary of care records for patients referred to or transferred to another provider or setting and submitting electronic immunization and surveillance data to registries or public health agencies.
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Menu items for hospitals and critical access hospitals only include recording advance directives for patients aged 65 or older and submitting electronic data on reportable laboratory results to public health agencies. Advance directives are health care instructions, also known as living wills, and designation of individuals, or health care agents, identified by the patient to make health care decisions in the event that the patient be unable to do so.
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Additional menu items for eligible providers only include sending reminders to patients according to the patient’s preference for preventive and follow-up care and providing patients with timely electronic access to their health information specifically, lab results, problem, and medication lists, and allergy lists.
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Eligible providers must report on 3 core Quality Improvement measures in 2011 and 2012. These include blood pressure level, tobacco status, and adult weight screening and follow-up. They can chose form an alternate list if these don’t apply to their patient population. In addition, they must choose 3 measures from the complete list of metrics ready for incorporation into Electric Health Records. So they have to report on a total of 6 measures.
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The final rule on meaningful use limits the clinical quality measures that must be reported by hospitals to those measures that have existing electronic specifications as of the date of display of the final rule. Hospitals are only required to submit that information that can be automatically calculated by their certified EHR technology. Requirements for clinical quality measure reporting for eligible hospitals and critical access hospitals are 15 measures that were electronically specified and posted at the time of publishing the proposed rule. These include two measures that address emergency department throughput such as the median time a person arrives in the emergency department until that patient is admitted to an inpatient unit.  Seven measures that address ischemic or hemorrhagic stroke (or when blood vessels clog and don’t supply blood to the brain or when they rupture causing blood to leak to the brain) and 6 measures that address venous thromboembolism or blood clots that form in the vein and can obstruct blood flow. 
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It is generally understood that rarely will organizations be able to become completely electronic. To quote Holland, “Even hospitals with fully functioning EMRs still make extensive use of digitalized scans of manually completed forms and textual checklists. With no forms or screens to capture data in a structured way, hospitals fail to report quality measures as a routine byproduct of the practices, relying instead on a retrospective chart abstracting process.” The complexities of quality measure reporting have not been completely understood and much of your effort as HIT professionals will be directed toward finding ways to manage this complexity.
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In summary, when HIT is used in a meaningful way, it can improve safety, effectiveness, efficiency, equity, timeliness, and patient-centeredness of care. HIT can work to accomplish the best care for the whole population at the lowest cost.
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