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Michael Banyas: Good afternoon everyone, and thank you so much for - - thank you so much for participating in this afternoon’s webinar. I just have a few quick announcements to make before we begin the webinar. The first is I would just like to highlight two Health IT workforce resources available to Safety Net Grant and Safety Net providers. The first is the HIMSS JobMine for Safety Net Providers Service, which is a job search engine for Health IT professional resumes and for providers to post jobs. HIMSS is allowing Safety Net providers to post Health IT related jobs for free, as well as to search the resumes from Health IT professionals, such as graduates from the ONC funded community college programs. Please email Helen Figge at HIMSS for more information. The second Health IT workforce resource I would like to point out is the Competency Exam for Health IT Professionals. HRSA has vouchers available for free exams for Safety Net providers. Please email the Health IT at HRSA.gov website to request a voucher. The next HRSA Health IT and Quality webinar is entitled: Tips for Preventing Scope Creep and Cost Over Runs When Implementing a Health IT System. This webinar was actually just moved from February 24th to February 17th, and it will take place at 2:00 pm Eastern Standard Time. Registration is now open, and that link can be found on the front page of the HRSA Health IT website.

Next week the new HRSA Health Center Network Guide will be released on the HRSA Health IT website. This guide is a user-friendly resource for Safety Net providers, HRSA Grantees and for all healthcare organizations seeking information and technical assistance with their quality improvement and operational efforts. This guide provides essential starting point to learn more about specific health center networks, and offers helpful tips to engage directly with potential network partners. An email blast will be coming out on the ListServ as soon as the network guide is released, and it will be posted on the HRSA Health IT website.

The last announcement is HRSA sister agency, the Agency for Healthcare Research and Quality, will be producing a webinar next week entitled: Evaluation of Personal Health Record Systems and Their Impact on Chronic Disease. This webinar will take place Wednesday, January 23rd at 1:00 pm Eastern Standard Time and the registration link is posted on the HRSA Health IT website. This webinar is eligible for CEU credits and is designed to increase practitioner’s competencies to improve healthcare decision making, support patient centered care, and improve the quality and safety of medication management. The purpose of this webinar is to illustrate how Health IT can impact chronic disease management. Once again, the registration link is on the front page of the HRSA Health IT website.

I would now like to turn the introductions over to HRSA’s Office of Health IT and Quality Director, Dr. Yael Harris. Dr. Harris.

Yael Harris: Thank you so much. I want to thank Mike and thank all the presenters today, as well all the attendees, and welcome you to today’s Health Resources and Service Administration Health Information Technology and Quality Technical Assistance webinar. Today’s presentation is entitled: Tips for Engaging Safety Net Patients Using Health IT, and it will provide technical assistance for how Safety Net providers can use information technology to increase patient engagement.

The adoption of Health IT enables providers to quickly access and view important patient information like weight, blood sugar levels, and a lot of additional information. New tools such as patient portals and kiosks will expand this opportunity to engage patients about their health, and communicate with them on achieving better outcomes. Providers who utilize this technological expansion can optimize their ability to connect with patients about their health needs and communicate how they can better achieve health outcomes together.

Today’s speakers have firsthand experience as Safety Net providers who have used Health IT to engage patients in their healthcare environments. In addition, they will provide tips on how health literacy can foster better patient communication in ways to work with patients who now have access to their health information.

Before I introduce this afternoon’s presenters, I do have to read a disclaimer. HRSA would like to add that this webinar is intended to serve as a technical assistance resource based on the experience and the expertise of independent consultants, as well as our grantees. Its contents are solely the responsibility of the authors, and do not necessarily reflect the official views of HRSA. In addition, HRSA does not endorse any Health IT vendors for software assistance, including those that are featured in today’s webinar.

Now let me take a moment to introduce this afternoon’s presenters. Dr. Kevin Larsen is the Chief Medical Information Officer and the Associate Medical Director at Hennepin County Medical Center in Minneapolis. He is also an Associate Professor of Medicine at the University of Minnesota. He is a practicing general internist and active teacher in the Medical School and Residency Program. Dr. Larsen’s research conducts work on healthcare financing for people living in poverty, computer systems to support clinical decision making, and on health literacy. He’s the Medical Director for the Center for Urban Health, which is a community hospital collaboration to eliminate health disparities. And he also serves as a board member of the Minnesota Epic Users Group and a member of a number of regional and national committees on health information technology to the Society of Hospital Medicine, University Health System Consortium and the Minnesota Department of Health.

After Dr. Larsen, we’re fortunate to have Deborah Stroud. Ms. Stroud is currently the Point of Care Clinical Computer Specialist at Mayo Regional Hospital, a position which she has held since 2008. She has led several projects of limitations, such as electronic documentation, bedside bar coding scanning for medication verification and administration, as well as computerized physician order entry. She is also responsible for implementing applications to collect and report quality measures to enhance patient safety and to meet the meaningful use requirements. Ms. Stroud also instructs an EHR consulting program at Kennebec Valley Community College, where she teaches workers in the field to take full advantage of the latest Health IT advances in order to improve care, efficiency, and cost. Her quality of work has led to several speaking opportunities, including presentations at the CPSI National Convention, to the Northern New England Critical Access Hospitals, and to the American Nurses Association in Maine. We’re very lucky to have Ms. Stroud here with us today.

Finally, we are fortunate to have Mrs. Dubois. Mrs. Michelle Dubois is currently a Senior Applications Analyst at East Boston Neighborhood Health Center, a position which she has held since 2005. Before working with East Boston, Mrs. Dubois started out in Healthcare IT performing lab software installation with Medi-Tech for two years. At East Boston Neighborhood Health Center she has led several project implications, including the Orchard Lab Systems, McKinsey* Pharmacy Systems, (inaudible) Related Interfaces, and Epic MyChart. She is also responsible for ongoing MyChart support and initiatives at East Boston.

I would like to thank the HRSA Grantees and Safety Net community for participating in this event, and now I would like to turn this event over to Dr. Larsen.

Kevin Larsen: Hi, this is Dr. Kevin Larsen from Hennepin County Medical Center. Let me get to my slide here. As they mentioned, Hennepin County Medical Center is located in Minneapolis, and we are a 420 bed urban Safety Net hospital. We have been live on an electronic medical record, we use Epic, and we’ve been live for over five years. We have just achieved a HIMSS Level 6, which means that we’re nearly the most deployed for Health IT that you can get as a hospital. But besides being a hospital, we also do a lot of outpatient care and typical sorts of Safety Net outpatient care, a large amount of chemical health, mental health. We do even things like corrections health, HIV programs, and have FQHC’s that are part of our family of clinics.

I think one of the first things to do is to call out that the electronic medical record is really a tool to do our main work, and that is a tool to make patient care effective. And so even things like electronic medical record needs to reflect that mission. So for us it was very clear that the center of the electronic medical record is the patient. And here is our strategic framework we have actually for information services at our organization. And this was kind of a challenge for IT at first, but we really embraced it, that the patient is really the most important thing, and every time we ask about decisions around electronic medical record we always asks how does this impact the patient? Which is the thing that makes this best for the patient? And doing that has led us down a path that really does support patient care, does support patient outcomes, and makes the patient experience better.

I’m going to start my talk talking about health literacy, and I’ll briefly go through that with some basics of health literacy, and then go into some specific details. I do want to give some credit to a couple of collaborators, some of these slides are based on a presentation I’ve done with two health literacy collaborators here in Minneapolis. One is Elaine Styles*, who’s at another hospital down the street, Fairview, and Faith Dohman, who is our Patient Education expert at our organization.

So after I get done with the discussing a little bit about what is health literacy, I’m going to talk about some basic principles and best practices of health literacy, especially as it impacts electronic medical records. And then I’ll discuss examples of how we have incorporated our competency knowledge and skills around health literacy to make our electronic medical record more patients centered.

So this, there are many definitions, here’s one that I really like from the American Medical Association: The ability to read, understand, and act on healthcare information. It’s concise, but it gets to the point that this isn’t just about reading, it’s also to be able to process this information enough to act on it and do something about the information that you see. In a more computer oriented definition: Healthcare literacy is an interface between the provider and the patient. It’s about our communication back and forth. And so we have to remember that health literacy is actually something we need to be sensitive of for all patients, not just sensitive of for certain subsets of our population. For example, in a national survey of adult literacy, only 12% of adults are proficient in understanding health information that we provide to them. That’s because a lot of our health information is filled with lots of technical jargon, body parts, information that we learn as part of healthcare and become so routine for us in healthcare that we stop thinking of it as jargon, but it really is to most patients jargon - concepts like the germ theory that many people may or may not understand very well.

So one of my favorite best practices for health literacy is actually also a best practice for software design, and that is that you want to employ experts and users when you develop something. So when we develop health literacy appropriate materials, you want to get people that know the rules around health literacy, have thought about health literacy, and understand how to develop health literacy topics. But that’s only step one. Step two is actually giving those things to patients, and having your patients read them and give you feedback about them. And then you repeat this cycle over and over again and it becomes something you do routinely. We’ve been using that exact same kind of approach for how we think about engaging patients in our electronic medical records. I’ll get more into that a little bit later.

So I’ll go through these kind of quickly, you’ll be able to link to these if you’d like through this www.plainlanguage.gov, you can see here that it’s a hyperlink and I have some more references later. But these are specific details about ways to - - the best practices of health literacy and how to incorporate these into any kinds of education material, including material that’s presented through an electronic format to patients, like via an EHR or an EHR portal.

So the first is you want to limit your number of messages. You really want to edit down to the key important topics, the key important items. And it’s easy to fall prey to not doing this in electronic medical record context, because you can automatically generate lots and lots and lots of materials. You can print out 35 pages before you’re even aware that you’ve done it. Where when we had to handwrite things or pull out of a drawer we had a better sense that we were giving too much information.

Another is to use plain language, this living room language that Ronald Reagan used to speak about. It’s the idea that it’s the language that people speak everyday in their home, as opposed to technical language in your clinic. So use the word lung instead of pulmonary, use the word joint instead of arthro, for example. Use short sentences and avoid complicated sentences with things like the passive voice. A lot of people that talk about health literacy talk about grade levels, that is helpful, but grade levels really aren’t the only thing you should be thinking about, but you do want to aim at your materials being around the fifth or sixth grade level and really no higher than the eighth grade level. Most of the time when health education materials are tested, they test at the graduate school level, even things that people think are pretty understandable. You also want to divide your information into really meaningful sections with clear headings; the formatting of the information really helps people understand things better. And you want to make the information timely and relevant.

There are a couple of national campaigns; one is this Ask Me 3 Campaign that helps structure information. That’s a nice way to do it so that you are clearly articulating what the patients problem is, what do they need to do about it, and why is this important. There are a few other kinds of these ways to think about framing patient information for them to understand effectively, but this is one that a lot of like quite a bit.

Some people say, “Gee, you’re talking about electronic medical records, why spend so much time thinking about paper?” Well, from a place that is fully live in electronic medical record, most of my patients most of the time are engaging in the electronic medical record with paper. We’re printing out all sorts of paper documents for them to take with them when they go home; appointment slips, education materials, after visit summaries, so I think very carefully about how those paper printouts look and appear to patients and make sure they are actually forwarding that patient experience and the patient understanding.

So here are some guidelines for that printed material. You want to use at least a 12 point font. Avoid using all capital letters, some computer systems still do this and it’s actually hard for people to read. You want to use a serif font like the Times New Roman; people find that that’s easier to read. And you want to keep your line length not too long and not too short. You don’t want to use fancy ways that format your text. Leave the margins right justified. Leave plenty of white space. And try to use a really consistent design, avoid clutter. When you’re doing this electronically you actually want to use a sans-serif font, it’s easier for most people to read that on a computer screen. But you want to minimize the amount of text per screen and minimize the need for scrolling. Most of us get annoyed by scrolling, but people that have difficulty reading sometimes don’t even know how to scroll very well. And then sometimes you can enhance the text with video or audio.

So here are some specific resources for use of electronic medical records in Health IT. This is a really nice one here from the Agency for Healthcare Research and Quality; I’d recommend that for many - - for anybody that’s interested.

So onto some specifics, any of you that are working on meaningful use know that one of the meaningful use requirements is that we provide patients with an after visit summary. This is a summary of what’s happened in their stay as they leave the clinic. We’ve been doing this for five years, we do it for all of our patients, we love the after visit summary and so do our patients. The handy part for providers is it’s populated with information automatically. That’s also one of its downsides. It also gives patients much more information than we had ever given them previously. They’re really happy that they feel included, that the information is theirs, that we’re not editing things for them. And we’ve shown, and so has Kaiser and other places, that the after visit summary really increases visit satisfaction and reduces phone calls as patients leave the organization. And we find that’s true even in our Safety Net population. The bad news, at least for us, is we have found that our after visit summary is not easy for patients to read and understand. We, because this is automatically generated as our electronic medical record, we have figured out that the content in our electronic medical record wasn’t really built for the patient, and the analyst that built that content aren’t taught how to use this, how to write in plain language. They’re not taught these best practices around health literacy, so the content that’s automatically generated does not - - often does not meet our health literacy standards. Then when we pull in chunks of text, patient education materials, paragraphs about instructions, that’s often written using a lot of medical jargon, a lot of awful abbreviations, and the extraneous words that are important somehow for our organization to run but really are distracters for patients, so we recognize this and have set out a plan and a process to try to improve this. The first thing we did is we said very clearly the after visit summary is for the patients, and that was actually much harder than anyone would think. We found that lots of other people wanted to use the after visit summary, the lab wanted it as their message for when the labs should be drawn. The pharmacy wanted it as a reminder of which medicines the patient was going to be on. The front desk wanted it to know what should be scheduled. And we require all of that to happen electronically and said that the after visit summary, the people that own that and get to decide what would go in are the patients. So the first thing we did is we sat down and had our health literacy experts, Faith Dohman who I mentioned, go over it and apply her 20 years of experience around health literacy principles to look at it from a readability standpoint and do an assessment for us. We then asked a staff what they think they really need to convey to patients on this, but most importantly we asked the patients what they want, and we have a patient advisory council and we bring all decisions about our after visit summary to our patient advisory council and ask them to make decisions regarding what should go on, what the order is, what the format is, so we worked hard to eliminate all the unnecessary words, codes, provider prompts, et cetera. We also have tried hard to use words that are meaningful, avoiding jargon. We tried to wipe out the use of all caps, we tried to wipe out italics, and many of our patients are older and really asked us can we have a larger font, especially in our headers, and so we’ve worked hard to figure out how we can get the font to be larger. Some of this is within our control, and sometimes we have to go to our vender, and in our case it’s Epic, and ask them to help modify the software to make that work for them.

So again, as I mentioned before, we had to be very clear to the organization that the after visit summary is for the patient, and so therefore their needs were going to be considered above all else. So we had to find different solutions for other things like the lab and the front desk than the after visit summary. And here’s a summary what the patient said that they thought was important about the after visit summary. Many of them said they take it home and they post it on their refrigerator, or they have a special folder they keep these in. They show it to their children or they show it to the health expert in their family, or they reference it later as a document for their information. A lot of them covet these and hold onto them tightly. It also, they felt, is a way for the information and the responsibility to be passed from the provider to them. At the point they got their after visit summary they felt like they really owned the information. They also now feel it’s their right to get one and they get upset with us if they haven’t received one after one of their visits. They are very tolerant of its idiosyncrasies and its lack of beauty. They’re just so happy to get the information, that even though we can’t get it perfect, they really, really want it. They also appreciate that we’re working on it with them and for them, and have been very engaged in helping us modify it.

So here are some of the things that we’ve done; some easy changes. We titled it, instead of AVS; we actually titled it Visit Summary, because that had the most meaning to patients. AVS was a jargony word that they didn’t understand. We made sure that allergies and immunizations were on there. Those were not things that we thought were important for the organization to print each and every time, but the patient said I really want that information each and every time. They also asked us to make sure that they phone number of the pharmacy, we had the name of the pharmacy that the prescriptions were going to, but they wanted the phone number right on that form so they could call their pharmacy and ask for refills and how to keep it going.

Some things we really continue to struggle with. Medications are a challenge for us, and I’ll show you some examples of these. We struggle with our appointments, we’re a large complicated organization and we would love to give really crisp, clean information about appointments, but we have some challenges there. The diagnoses we struggle with, as well as the orders.

So here is, and I apologize this is a little bit blurry, but the details are not as important as kind of the overall look. We struggle with the medication section. We print out the medication information exactly as it comes in our electronic medical record, and what we find is a lot of time that information is too complicated, it has a lot of extra information, it has tall man lettering. Any of you that know tall man lettering it’s a way to capitalize in the middle of words so that providers don’t mix up two different medications that are look alike, sound alike drugs. But tall man lettering is actually, although improves safety in the hospital, is hard for patients to read, so we have to figure out how we use tall man lettering in the hospital but not use it on our after visit summary, for example.

We also found some quirks with the way things are auto generated, so, for example, if a dose is changed in our system, the system thinks that your stopping that medicine, but then you’re also starting another medicine, so that was really a challenge to figure out what the right way was to represent a change in dose as opposed to this is a stop and a start something new.

So here is an improvement on the previous one, although it’s still not at all perfect. It’s a little bit easier to read, the font is a little bigger. Here are the medicines that are ordered today, here’s a list of your current medications. They liked to know the refills and the start dates.

Similar with diagnostic codes, we put our problem list diagnosis codes on the after visit summary, but one of the challenges we’ve had is do we use the medical term, or we actually can use what’s called a patient friendly term. The problem is the patient friendly term sometimes is too vague, so our patient friendly term for schizophrenia is mental health disorder. That’s exactly the same patient friendly term that shows up for depression or post traumatic stress disorder. That seems to be too general and vague, so we’ve actually recently been advocating to use the medical term, which is what our patients are asking us to do, even though it’s more complicated, they can go look it up, they can show it to other people, they can show it to other doctors.

We found a lot of confusing abbreviations. Here’s a little joke: Does this car really have a therapist? Well, that’s a way that they fit that title into a cell in our database by abbreviating it. These orders were confusing, there’s lots of extraneous stuff on here. Here’s more kind of order confusion, and when we try to put some summary statement like we performed the following, it actually wasn’t true. Some of these were things that were to be ordered in the future. So we continue to work on this, continue to bring decisions to our patients, which is one of the, I think key points of this. Not that we have some magically perfect after visit summary, but we have one that the patient’s love and value, and we continue to test it with them.

Something we’ve done a little bit more intentional work around that has worked better actually, is something we created from scratch, which was an asthma action plan. And so we used our knowledge of health literacy and our ability to test with patients to build an asthma action plan that patients really liked. In this we were fully in control over the development so we hired our own software developers, and we used this in conjunction with our electronic medical record, and did involve both from the beginning. This is what we came up with: The color coding and the graphics were all recommended by our patients as ways for them to have a better way to differentiate between different parts of the asthma action plan.

A couple other things that we’ve done specifically around engaging patients, one is patient education materials. And for patient education materials we actually again had our health literacy experts do an external review of the vendors. So we looked at about four or five different vendors of patient education material, and although they tell us what the reading level is of those materials, we had our experts do our own readability assessment on those and we established our own reading level that we thought, which actually was typically a much higher reading level than what the vendors had told us their reading level was. And then we looked at which languages were available and we looked to see which best used health literacy best practice is. And after that assessment, settled on one particular vendor for our health literacy materials that we continue to use.

We also have a patient portal that we use for our patients. And the patient portal is, again, we give it over to our patient advisory council to make decisions. They help determine what the look and feel is. And we queue up decisions that we want them to make; what’s the format, how should it look, how should they access that, what are the components it should have, how detailed, how much medical information versus how much, again, the same kind of question, do you want the medical term or the patient friendly term.  We have connected this to MedlinePlus. For any of you that don’t know about MedlinePlus, it’s a terrific resource, it is free from the National Library of Medicine, which is part of the library of Congress. They review and annotate health materials, and then they make it available in English and Spanish for free to patients. Ours is directly connected to our portal, so patients can click on one of their diagnosis and it takes them directly to the MedlinePlus information about that item.

We’ve also figured out how to text message to our patients that there’s an update to their personal health record. We find that only about 40% of our patients actually use email when we ask them. That’s our screening questioning for should they use a personal health record. And some of them that use email have to use it on a public computer or a shared computer, so we can actually put a text message number in there and alert them that there’s something new in their PHR.

So here are a few more general resources for everyone to look at, and I would see that my key lessons learned are to make sure you keep the patient in the center, all the way from your strategy, to the way that you design and test and build. And then make sure that you have patients that you can show your things to to get feedback from them. And then from here I will hand it over to Michelle Dubois.

Michelle Dubois: Thank you, Dr. Larsen. Hi, everyone, I’m Michelle Dubois, a Senior Application Analyst here at EBNHC. I was the project lead for the Epic MyChart rollout, which is our patient portal, and we went live back in April 2010. So we’ve been live almost two years now.

Today I’d like to go over a few different aspects of the project in general. I’d like to just talk about what my chart functionality is out there for our patients. I’ll show you a quick view of what it looks like for the patient on our actual website. And I want to talk about how we rolled out MyChart in phases and how we’re still learning today about all of the different things that we could have done differently in some best practices and challenges.

So just to give you a little overview of us here at East Boston, we’ve been caring for the East Boston community for about four years. You can see we have 825 employees, we see about 300,000 patient visits per year. We have a full array of primary care services, as well as specialty services. We also have an emergency department that’s 24/7. We have an onsite pharmacy; we have an elder service plan, transportation services. We have an education and training institute, and 45% of our patients are best served in a language other than English. And as you can imagine, this statistic affects our MyChart signup, which I’ll talk about later in the presentation.

Let me just give you a little outline of what MyChart entails. It gives patients controlled access to the same medical records that our providers use. For example, if a doctor enters a new allergy or immunization during a patient visit, that’s immediately reflected on their MyChart account when they go home and sign on, so it’s automatic. It also provides convenient self-service functions that reduce cost and increase satisfaction. We personally have not enabled bill pay, but that is a function that we can turn on where patients can actually go online and pay a bill. And the integration makes it easy for patients to get involved in their own health. One great use of MyChart that we haven’t taken advantage of yet is questionnaires, but you do have the ability to implement questionnaires and you’re able to actually send a questionnaire to a patient before they even come in for their visit. So a great example of this is a patient can go on the patient portal, directly schedule their own appointment, and let’s say the reason is sleeping problem. You get that on your side, schedule the appointment, send back a sleep questionnaire, the patient can fill out the questionnaire and send it back before you’ve even met for the visit. So it really gets the patient involved more than just if they show up for a visit.

Let’s talk a little bit about some of the MyChart functionality. Some of these we’re live with, some of these we’re not. I’ll talk about that a little bit later, but these are the things that are all available, should we choose to go up with them. So you can view your test results, which we have something set up on our patient portal called Health Trends, that we have three main subjects of diabetes, cholesterol, and vitals. So for example diabetes, they can go on and look at their blood sugar and their LDL and chart either in a line or a regular graph, all of their previous labs to kind of keep track of everything. At any point they can go on and see their vitals, what their blood pressure was on a particular day, their pulse, their BMI, their height, their weight, and they can chart that as well. And then for cholesterol we have cholesterol LDL, HDL, and triglycerides that can all be charted as well. The second thing is to view upcoming and past appointments. If there’s scheduling instructions for an upcoming appointment, the patient will see that on the patient portal before coming in. They can actually schedule appointments, or there’s also the functionality of requesting an appointment, which I’ll talk a little bit about that later in the presentation as well, and which one we went with. They can also view a copy of their visit summary. I’m sure all of you are aware of meaningful use and how huge that is, and this certainly fits the bill for meeting meaningful use. They can also get automated health maintenance reminders, things like pap smears, flu shots. When they first sign onto the patient portal those alerts can pop up and remind them that they have a health maintenance topic due and they can then go on and schedule their appointment. You can also view problem based education materials, which is actually something that Dr. Larsen said that MedlinePlus actually takes care of for them on their patient portal, this is a similar idea. You can also request refills right on the patient portal, it’s as simple as a checkbox, any comments, and hitting send, and whoever the prescribing provider was, we have pools or groups of users set up on the back-end to get those messages. You can also send and receive secure messaging messages with providers. This can be initiated by the patient or by the provider or by a member of the care team. We do not allow patients to automatically email providers. That was one thing that our providers were nervous about direct messaging into Epic, and that’s actually something we set up in the back-end where it goes to a pool as well. You can also view a child’s record and print growth charts. So if you wanted a school or camp form, you can do those as well or if you needed your child’s immunization record, you can go on and print those off. You also can manage the care of elderly patients. We have proxy access for adult to adult where a grown child can help in the care of their elderly parent. And as I mentioned before, you can also pay bills securely, but we chose to not turn that function on quite yet.

So just to give you a little overview of what it looks like for the patient, this is actually our EBNHC Internet website, and you’ll notice right in the middle of the screen they can click that and it automatically brings them to the MyChart website. A little bit about our Internet website as well, it’s kind of hard to see, I don’t know if it’s readable for you, but there’s lots of other things that we bring our patients onto the Internet website for. It has topics like Free Legal Clinics. We have a service that’s Quick Find, which shows all of our primary care and specialty services and all the programs. We have an EBNHS Events Calendar which shows our patients all of our upcoming events. There’s things for info on elderly care, Answer Center, which helps answer questions from everything to a better health plan, all the way to complete home based care. So our Internet website is certainly something that we try to get our patients involved in, and then MyChart is right in the middle of it.

This is actually a patient view. I’m actually a patient here and a MyChart user, so this is what it looks like for our patients when they actually click on that MyChart link and sign in with their user name and password. The look and the feel can be anything you want. We have our logo on there; we tried to make it similar colors to our Internet website to retain that look and feel. Everything in the middle there that says MyChart News For You is customizable text so you can put anything that you want. All right, and, oh, I know that Dr. Larsen had talked about sending text messages to patients when there is an update to their medical record, but we actually do email ticklers, which for our patients we require that they give us an email address when they sign up, so they do receive a email tickler every time there’s new information posted to their MyChart account. So if my doctor has sent me information on an upcoming appointment or they just have asked a question, I’ll get an email saying that there’s information to look at on my MyChart account, and I can click a link and sign in.

So we rolled out MyChart in three different phases. We’re live with two of those phases, and we’re just starting up the third phase. With Phase 1 we went live with View Test Results. We chose manual release by a user and not auto release. Our providers were a little bit fearful of auto releasing test results before they’ve had a chance to potentially look at it and make comments or recommendation. We also went live with the Review Health Summary, Request Refills, Secure Messaging. With Secure messaging, they called this Get Medical Advice, and it has a bunch of different subjects that the patient can pick when they’re submitting their message. We use things like non urgent medical question, test results question, a visit follow-up question, a referral request, a form request, and a medication issue. We also went live with View Appointment Information, so they’ll see any past and future appointment information and if there’s any scheduling instructions.

In Phase 2, this is also implemented and live; we went live with Proxy Access Functionality. We have adult to child proxy access up to age 12. We chose to do that for legal reasons. So from age 13 to 17 the child does not have any access and the parent doesn’t either. When the child turns 18, they can then have access to their own MyChart account. We also went live with Adult to Adult. So as I mentioned before, an older child taking care of their elderly parent, they can go on and keep up with all of their parent’s medical information.

And then Phase 3, we have no set date yet, but we do want to go live with Direct Scheduling. And I’ll talk a little bit about some of the challenges that we’re having with Phase 3. These are some of the best practices that we try to follow when we went live with MyChart. We tried to set up the medical advice messages to mimic what we currently do for our telephone workflow. So we wanted to route the messages to a specific pool based on the provider and department that was selected when the patient submits a message. We didn’t want these messages to go directly to the provider. So for some of our departments we have a general call center that takes all of their telephone calls. We set it up so when those specific providers or departments were chosen, those messages were automatically routed to a group of users in the call center, and then they at that point decide where to forward that message onto to best be handled. We also set up the refill requests to mimic our current refill request workflow, which based on the prescribing provider that also goes to a pool. Usually these are nurse pools and the nurses can either handle the refill or send it onto the actual provider to be approved, and these are very quick steps. We also went with releasing lab results to MyChart with any necessary comments, and this replaces our current letter workflow. This saves paper and time. The thing that we’ve noticed is some providers weren’t actually comfortable releasing numeric values, so what they might do is initiate a secure patient message and just say all of your lab results were fine and any follow-up recommended. Other providers are completely comfortable releasing the actual numeric result with any potential comments that go along with it. It really seems like it’s a very specific provider/patient relationship that dictates how the provider wants to handle that. I’ve talked to a few different providers that for specific patients they don’t release numeric results and for other patients they do. They base it on whether the patient will ask too many follow-up questions if the result doesn’t look normal to them, even though to the provider it’s an okay lab result.

So some of the challenges that we hit with this product and are still hitting today, is the very first one we hit was selling MyChart to providers. Their initial fear was I’m going to start getting inundated in my Epic in-basket with all of these messages from patients that all of a sudden have access to me. And we had to educate them that no direct messages, unless it was sent by a nurse or a call center, were going to be coming right from the patient, so this did settle some of their worries. And today they don’t really - - they’re not worried about that anymore so we are okay there. Another challenge that we have is the consistent workflows between providers. The example of releasing actual numeric results versus releasing a comment that everything was fine with no numeric values, I’ve actually had people send messages to the customer service part of the MyChart website asking why they’re not seeing their actual numeric values. So it just has to be a little bit more education from the provider that I’ll let you know how your lab results are; it might not actually be those numbers. That’s another challenge that we’ve run into. And then our biggest one that you can see on the bottom there is we actually have such a language barrier that limits the amount of people that are able to sign up for MyChart. So we currently have 900 activation codes that went out to patients, but we’ve been live for two years, so we’ve definitely noticed the language barrier, and Epic does have a MyChart Spanish, but we’re not quite ready to go there yet because all of the non standard stuff, like what the provider writes in the progress note or actually types in is not translated, so to us it doesn’t really have a value yet to bring on and go live.

The last thing I want to talk about is maybe a few things that we would do differently if we were given the chance to do this over. So one of our main things that we would do is we’d bring providers into each and every decision. We initially here in IT thought that direct scheduling was going to be something that people pushed away from so we spent some significant time setting up and testing requests and appointment, which is basically just a message that comes in with potential dates and times that a person wants an appointment and the scheduler has to go in and find those times and go back to the patient with the appointment. Whereas direct scheduling the patient can actually sign right onto the patient portal, see the actual schedule of the provider, and of the ones that we’ve released for MyChart specific openings, and select which one they want. The providers were afraid that this was going to be too much back and forth with the request and appointment so they really pushed back when we were ready to go live with request and appointment, and asked that we switch it to direct scheduling. So we’re definitely asking for more of their opinions at this point with every decision that we make. And I think we also would have put direct scheduling in Phase 1. It seems to have a lot of power behind it with them wanting to sign up patients. They feel like patients will really like the aspect of being able to directly schedule their appointments rather than making a call and having to wait on hold. They can go right online and schedule their appointment. So we would have probably pushed that into Phase 1.

So I’d like to thank you all for your time, and at this point I’m going to turn it over to Deb Stroud. Deb?

Deb Stroud: Thank you very much. I’m Deb Stroud. I’m Point of Care Clinical Specialist at Mayo Regional Hospital. Mayo Regional Hospital is a 25 bed critical access hospital in Dover-Foxcroft Maine. We opened in 1978 and served the needs of residents in a three county area in rural central Maine. As you can see, our numbers a little bit smaller than my co-partners today, but we are very busy for the area in which we are.

The implementation timeline of Health IT applications at our facility started in April of 2008. The software vender that we use is CPSI. We started with bedside charting by nursing and ancillary departments, and also the implementation of barcode scanning for medication administration in the med surg, ICU, OB and nursery. In 2008, July, we started electronic documentation in the operating room and the PACU on all of our cut cases. Then in 2009 and ’10 we really worked on jus expanding the current application and exploring all the features and customizing it to work and to fit our needs. Then in April of 2011 we implemented computer provider order entry or CPOE on all inpatients by 100% of our medical providers, so that was going live with about 30 medical providers at once for entering orders electronically. In June of ’11 we implemented Allscripts into our emergency room to use that as the electronic documentation and order entry system for that department, and in July of 2011, implemented the Sage software for the physician practice documentation implementation. Our future implementations are to go to a fully electronic medication reconciliation system, electronic prescription writer, patient access portals to EHR, quality core measures, edit and e-sign of dictations, and then just continue full further development of our current system.

Our patient portals, we actually just had a meeting this week to discuss the implementation of the patient portal to the clinic electronic records, and the initial plan is to have this completed by the end of this summer or early fall. And our plan for the patient portal to the hospital medical record will be via HealthInfoNet services.

Our presentation is going to focus on how we use Health IT to assist in the delivery of care, how patients were educated on the use of the computers in their care, some of the barriers, and how we overcame the barriers. I will also share with you the patient and staff survey comments on the use of Health IT in the delivery of their care. The software system that puts the information at our fingertips is called CPSI. It has decreased the fragmentation of the patient’s health information, and put the majority of it at our fingertips. Physicians, nursing, and ancillary staff can access the patient’s medicals records simultaneously. We are now all literally working as one department. Communication from one department to another is faster, with decreased chance of missing important information.

How Health IT has helped in patient care and communication of that care? CPOE has been a very welcome addition. Nurses love the clarity of orders and the speed in which they receive the orders. It has decreased the chance of transcribing errors, and it can also notify the nurse that many cases have been changed or discontinued, even while they’re at the bedside delivering medications. Previous isolation information populates the help with room assignments and identifies any special care needs if they’re still applicable. Allergies and immunization information populates and prevents ordering medications if allergies are not addressed, and also prevents unnecessary vaccination from lack of knowledge of the immunization history. We have instant results for lab and x-ray. This is very helpful when the medication parameters are based on a lab test. The nurse can view the lab results after she scans the medication to identify if the medication should or should not be administered. Vital signs and other information can be viewed in a graph format to help us identify trends. Medication alerts to assist the nurse and provide a safe environment to deliver medication. It does slow you down, but it’s when you’re in a hurry that you make mistakes. It creates the time that the patient deserves to deliver the medication in a method that promotes education and careful checking. It’s also helped create an opportunity to make a clinical decision on the use of these medications that can potentially cause a harmful drug interaction.

When a new medication is started, the nursing staff can deliver an education document with that new medication as it’s first started. We have an electronic form called our Initial Interview that based on answers to the question, will guide the nurse in a decision process to administer immunizations, perform swallow screening to identify aspiration risks, determine if a MRSA screen test would apply. Provides information to the dietician to identify if the patient has a nutritional risk, sends email notices to the infection prevention nurse, social services, registration, diabetic clinic, nurse manager, and the IT nurse. This single form sends multiple emails and orders with the click of a button, preventing important information and notifications from falling in the cracks. All disciplines documentations is easily accessed or printed in one document. We use the application to provide a productive method for retrieving information from past visits. We no longer have to physically obtain an old record from the medical records department, as we can now access the primary information through the computer. The patient education documents have helped the patients understand procedures, treatments, test results, and discharge care. Our discharge instructions are not only used for the patients, they are also sent to the patient’s primary care provider, and the medication list is also sent to the patient’s pharmacy of choice so that their continuity information is maintained. Soon the use of HealthInfoNet will eliminate the need for us to manually send these documents. The one thing I really like about the discharge instructions is that they are custom built, so we can use terminology to foster the patient’s understanding. The medications that populate over from their medication list or from their home meds list are then edited when we create the discharge instructions so we can take out any of the medical Latin phrases and replace them with the language that the patient understands.

Some of the barriers and the things that help transition through these barriers, there was different levels of computer use knowledge and comfort zones; we had broad range of users that were from people who never touched a computer to nurses who never documented on anything but a computer. Nurses were real reluctant to trust a system to identify when medications were due, and they had a hard time letting go of the paper MAR. They had a fear that the patient would think that they were caring for the computer and not for them. Identifying the right tool for the job and keeping it connected was an evolving process. It was very important to try to identify the workflow and processes, and then help the staff select the tools that would fit into that design, instead of having to try to change the workflow to fit the computer. There will be changes in workflow and processes, but finding a way to make it come together was important for staff satisfaction. Staff comfort came with time, and as they grew more familiar and more trusting of the system, then the system became more intuitive to them. And when that happened there was less complaints by patients and staff. One thing that is very important to remember is it is essential to collect correct information, but simply collecting information without addressing the human experience creates disconnection instead of connection. This often leads to dissatisfaction by both the patient and the provider.

So how did the nurse develop the skills to remain connected with the patient and the family? Lots of communication; they communicated with the patient and the family why they were using the computer and what the computer was for. They really focused on maintaining eye contact, especially with emotion questions. They - - looking at the patient often while they are talking. Letting the patient see how the computer assists in populating the health history, sitting down with the computer while taking information as standing up. What was really helpful and the patients seemed to like, was that if they were in the hospital before and we took a health history on them before, when they came back in, that information repopulated on future visits. This decreased the need to have to have the patient ask the same question over and over again, as well as ensure for us that we were getting an accurate health history, because at times the patient or the family may not be the best historians.

Did we have patient complaints? Yes, at first, but not many, and not for long. Some of the complaints were that the staff was focused on the computer, the staff’s uncomfortableness with using the computer, physical disturbances. But we really did not have a high volume of those complaints. And like I said earlier, the complaints seemed to decrease as the use of the system became intuitive to the staff, and the staff recognized how it assist in organization of care, safety, and communication.

So what are the patients saying now? Our average patient age is 70, so it was very interesting to ask them about Health IT in the use of computers. So some of the questions that I asked them was: What is your understanding on why we are using an electronic system to help administer your medications and document your hospital events? Patients and families identified the use of the computer as a safer method for delivery of medications, and promoted accuracy of care.

How do you feel about the nurses or other healthcare providers charting on the chart while they’re taking care of you? Do you feel that they had their head buried in the computer instead of focusing on you? I did not identify that the patients felt the computer was taking attention away from them. One thing that we did identify though during the survey is the patient; one patient had an expectation that he really didn’t like being awakened so much at night. And what was happening, he had a medication that was due at three o’clock in the morning. And in the old world, before we did the bar-coded bedside scanning of medications, you could actually go in and hang a bag of IV fluid on a patient without ever waking him up. But now that we need to scan the patient, it does at times wake them up. But it does ensure that you’re hanging it on the correct patient, so it is a patient safety feature. What we did in this case was wrote on his little board in his room that his expectation was to be able to sleep all night if possible, and we did review his medications to see if any of the times could be altered to help facilitate some consecutive hours of sleep.

Do you feel your medications are delivered in a safer manner using the electronic system? 100% of the family and the patient’s felt reassured that they were getting the correct medication when the computer was used with a scanning device.

What have the nurses or other department care providers or physicians said to you to explain the use of the system in your care? All patients and families stated nurses were taking time to educate them on what they were doing, why they were doing it, and the medications that they were taking. Patients are also now receiving these medication education sheets on any new medicines that they receive while they’re in the hospitals.

Do you have any questions or concerns about how your information is kept safe? Minimal concerns about safety of information were identified. There was a general feeling that safer medication administration and the accuracy of care outweighed their fear for the information and safety.

The results of this survey were given back to the nurses and the other healthcare providers to help alleviate some of the fears that they had about using the computer at the bedside, and reassure them of the patient perspective that they did see it as a safety factor and did appreciate the education and the safeness that it provided.

So some of the tips from the staff on how they implemented it and how they used Health IT at the bedside, Kirstie Prattley, who is our infection prevention nurse, said that she always emphasized the patient safety aspect of the EMR, and it also gave her the opportunity to use the system in patient education. And the way that she would do this is, as she scanned the medicine, she would tell the patient this is your, and the name of the medicine, and we’re giving it to you because of and how the medicine was expected to work.

Kathy Hooper, who is a respiratory therapist, said that one of the barriers that she had is it was more of an adjustment for her in her delivery of care having to bring a computer in the room with her as she felt like she was crowding the patient environment. Our solution for that was that she explains to the patient how the computer enhanced medication safety and helped make sure she was giving accurate care, but also by IT adding a handheld scanner to the device, it provided her the distance and better angling so she didn’t feel she was crowding the patient. She also identified that quick stops in your charting to communicate with the patient and check on them, turning the computer to face the patient, and letting them know that you’re still focusing on them, not just documenting and taking care of the computer.

Jennifer Sudak, who is an RN on med surg, she explains to the patient that the computer is a safety check, and it helped foster reassurance in the patients.

Donna Kousaie, who is the emergency department nurse manager, says the barrier that they identified is that you have a tendency to focus on the computer. The solution was to continue to make eye contact, address questions to the patient and not to the machine, be mindful of emotional questions and demonstrate listening and caring by looking at the patient. Patients are told upfront, “Although we are now using electronic documentation, their concerns were important to us and they were the focus of our attention, not the computer.” Staff are encouraged to communicate any IT issues as soon as possible so that they can be addressed quickly to prevent disruption of care and maintain a safe environment to deliver that care. The IT department recognizes that the urgency of the help desk calls have changed from the pre electronic days, as now a patient’s life might be at the other end of that call.

And I have to say that Stefana Harvey*, RN on med surg, says it best when she often jokes with the patient that they may feel they are a Wal-Mart, excuse me, that they are at Wal-Mart getting priced scanned, but their health to us is priceless..

Thank you very much for your time and this ends my presentation.

Alana Knudson: Great, well thank you for those excellent presentations. This is Alana Knudson, and we have a number of questions in the queue for you. And I’d like to start out with the first question for Dr. Larsen. The first question is: How long after the visit does the patient receive an AVS?

Kevin Larsen: So the AVS’s are handed out different ways in different clinics. For the most part, they’re handed out by a nurse as the patient is leaving - - right as they’re leaving the room. We do have a couple of clinics, in fact our best practice is where a provider goes over the AVS with the patient and they review it and they make sure it’s appropriate and they make sure that the patient understands. We’ve been wanting to try a pilot of having some printers in exam rooms so that the providers can do that, but we do have some providers doing this online. We do have a few clinics where it’s done by a clerk. Those are mostly in clinics like our psychiatry clinic, they don’t actually have any medical assistance or nurses, and the printer is a long, long ways away from the provider. There typically aren’t a whole lot of complex instructions, so it’s variable, but the after visit summary is typically handed directly at the end of the visit.

Alana Knudson: Excellent, thank you.

Michael Banyas: Alana, this is Mike Banyas from HRSA. I just wanted to make one correction, that is that on the introductory slides the ARHQ webinar is actually January 25th, not the 23rd. So the corrected date is now posted to both the HRSA Health IT and the Quality Improvement websites.

Alana Knudson: Great, thank you, Mike, for making that correction. Let’s go to our next question and it’s for Ms. Dubois. Have you had any resistance from clinicians regarding the dumbing down of information from patients?

Michelle Dubois: No, you know not that I can come up with off the top of my head. I think our providers really understand our patient population so well that they understand what level it needs to be at, and I’ve never seen anybody upset over that.

Alana Knudson: Excellent. Our next question is for Ms. Stroud. How do you deal with direct scheduling when it does not work in your schedule? For example, when a patient schedules a well child visit at a time when you only see children who are ill?


Deb Stroud: Okay, we do not use direct scheduling at this time. We haven’t started any of our patient portals, so currently anybody that needs an appointment is still calling their provider and the provider is assisting them with the schedule or giving them the appointment.

Alana Knudson: Great, thank you. How about we go back to Dr. Larsen. Have you found a way to use this with inmates?

Kevin Larsen: So I am actually not sure if the jail is giving after visit summaries or not. I assume that they probably are, but that’s actually something I’ll have to ask our team about. We staff the jail clinic, and so any time a patient comes to the jail it’s a Hennepin County Medical Center Clinic that they’re seeing if they need medical care. And we use our same clinic processes at our jail clinic that we use at any other clinic.

Alana Knudson: Great, thank you. And this next question is for Ms. Dubois.  How accessible is this system for other providers?

Michelle Dubois: I’m not sure what that’s really asking? Other providers of other centers?

Alana Knudson: Yes.

Michelle Dubois: Well, other providers don’t necessarily use our MyChart. If you’re an Epic customer and you have your own MyChart, I guess I don’t think that question really makes sense to what I was just talking about.

Alana Knudson: And maybe this question isn’t fully developed enough for me to ask it in quite the right way, so if the person has this question, please send it through the queue if you have more specific delineation on what you mean by that question and we will pose it again. Also, I just want to remind everybody that we will be posting all of the questions and all of the answers from today’s presenters, along with the actual presentations today on the HRSA website, and those will be available in a few weeks. Well, let’s go to a question then that you can answer; I see this is very clear. This one is: What percentage of the East Boston Neighborhood Health Care are you utilizing the patient portal more than one time a year?

Michelle Dubois: Okay, so the question is asking do we have patients that just use it one time a year?

Alana Knudson: Yes, and how many people are using it more than one time per year, what’s the percentage of patients?

Michelle Dubois: Oh, I think if they’re an active MyChart user that’s on there, I would think they definitely use it more than once a year. People are going on here for anything from requesting a refill, to asking a medical question. I mean I myself am a patient and also a user and I’ve probably logged onto MyChart last year maybe 20, 25 times. Sometimes I just go on there to look at my vitals to kind of see where I was at at certain point in time. I mean there are just so many different reasons for a user to log on, that I think that if they do sign up and activate their code you’re going to find they’re on there quite a bit.

Kevin Larsen: Yeah, this is Dr. Larsen from Hennepin County Medical Center. We find that our patients are kind of variable in their use of MyChart. There are some patients that use it really extensively and maybe even many times a week, and other patients that will log in once or twice. And sometimes patients that log in once and never log in again. So it’s a bit like any other kind of website use. You know how many times do people use Facebook? Well, it depends on who you are? Some people use Facebook constantly, other people use it barely, and this is a similar thing.

Alana Knudson: Well, thank you. Let’s go then to Ms. Stroud. If the nurse or doctor does not explain the use of the EMR, is it appropriate for the patient to ask about it?

Deb Stroud: Oh, absolutely. We encourage the patients to ask any questions. We actually even have a communication board, a little white board that’s at the foot of every bed on the wall, that we go in there and we tell the patient - - we write the patient’s name, their healthcare team for that day. We ask them to give us three expectations of what they’d like to have for that day, and any questions that they need to have answered. So we’re very much encouraging their feedback and them to ask questions. We provide them with little notepads and paper that, I mean many times you’ll go in and you’ll talk with the patient, and the minute you walk out the door they have a question. So they have mechanism for the patient or the family to write these questions down so the next time somebody from the healthcare team walks into the room they won’t forget to ask that question.

Alana Knudson: Great, thank you. And this is a question for all three of you so I’ll pose the question and then I’ll ask Dr. Larsen to answer it first. Do you have a patient advisory group, and if so, how are you engaging them in making decisions and providing you feedback?

Kevin Larsen: Certainly, so we actually have a number of patient advisory groups. When we started this work we had only one patient advisory group, which was an organizational patient advisory group. And so what we did then is we used them like any of our user groups we have for electronic medical record. We said these kinds of decisions, so after visit summary decisions, needed to go to that group. And the leadership team in electronic medical record would say, “Ah, here’s a decision.” We would queue up the choices so that we can explain what the different choices are, and then bring it to that patient advisory group to make those decisions. We subsequently been investing in patient advisory groups and now we have a MyChart steering group, so we have a group of providers and electronic medical record staff, as well as patients, that serve on this MyChart steering group. And so anything about MyChart goes to that group. We have a number of our clinics are patient center and medical homes, and they each have a patient advisory group. We’ve been bringing a number of questions around the patient center and medical home care plan to those patient advisory groups in a very similar way, so what we’re doing is trying to bring the decision to the people most impacted or the people most invested in that decision.

Alana Knudson: Excellent. And how about you, Ms. Dubois.

Michelle Dubois: We do not have anything, well I guess you can say…. You know when we first rolled out MyChart we did have a MyChart coordinator that would sit on the floor of the health center and work on signing up patients and answering questions, and she gave us a lot of feedback for Phase 1 and 2. She’s no longer there, you know we’ve since had people sign up in medical records or member services or with their provider, just because it’s such a low number of people actually going to her after a certain amount of time that we didn’t feel the need to keep her in that position. But we did get a lot of feedback from her, but we don’t have an actual patient advocacy group.

Alana Knudson: Thank you. And how about you, Ms. Stroud, do you have an active patient group?

Deb Stroud: What we have is we call it our Patient Safety Committee and it is a multidisciplinary committee that meets monthly. But I think the most important member on that committee is we have a community member who is non medical that is on that committee as well to give us the non medical community patient aspect of anything that comes to that patient safety committee. We also have a program where a member of the quality department and risk management department will actually, with patient’s permission, shadow them through their entire hospital stay. They start with them from admit, and they spend every single day with them or portions of each day with them, through discharge, kind of taking notes, observing the care, observing if hand washing is going on, observing if medications are being scanned, observing every aspect of that patient’s care. And they’re reporting back to us on things that we’re doing good, things that we could do better, comments that possibly the patient had of things that could have gone differently, and so we use that a lot to try to help change the delivery of care to bring in the patients aspect.

Alana Knudson: Excellent. And again, I think this is a question for all of you, but I’m going to ask Ms. Dubois to respond to it first. We have a participant on today’s call who has a large population of non English speaking patients, and they would like to know if you still try to offer the patient portal to them, especially if there’s a family member who can help them with it?

Michelle Dubois: Absolutely. You know the proxy access for us, that second phase that we rolled out, we probably got more sign-ups rolling out Phase 2 than we did Phase 1, and that’s due mostly to our nonspeaking, non English speaking patients have children or cousins or aunts that all can speak English. So we would find that people were wanting to do a lot of proxy access. So I’m sure we have a decent amount of patients that are actually signed up for MyChart that they themselves don’t go on necessarily, but a family member or a friend goes on for them as their proxy to help them with their managing of health information. So yes, that plays a big role for us.

Kevin Larsen: And this is Kevin Larsen, I would agree. We want to build the Spanish version of MyChart. It turns out its more complicated than what it seemed. We can make it happen from the technology standpoint, but what we don’t exactly know is how to do all the support for it, because right now our Electronic Medical Record Team is the team that answers all the questions about MyChart. As soon as it’s in Spanish we would have to have a Spanish member of our support desk who could answer all the questions in Spanish. And so as we start to think about all the complexities of delivering this in another language, they get - - they rapidly get pretty complicated. That doesn’t mean we’re not going to do it, but it means we’re going to do it with our eyes wide open and know what we’re getting into. I do have patients personally that don’t speak English that have their children; it’s actually often their grandchildren in my case that are the MyChart active components on their grandparent’s charts. This is especially helpful if they’re living in a different city than their family members. They can look at the after visit summary of grandma’s visit, they can see what medications she’s on, they can read her patient education materials, all that stuff online, and grandma doesn’t have to remember or to bring it all home. If it’s a patient that’s quite literate in their own language, it turns out much of the information on MyChart is fairly international. So medication names aren’t really in English, they’re their own language. Diagnosis aren’t really in English, they’re in their own language. So we find that if you’re a foreign national that speaks German and reads German really well from Germany, MyChart is a pretty easy thing for you to get the basic information out of. However, many of our immigrants and non English speakers are not very literate in their native language, and so that means that they’re also not going to be very - - not going to get as much meaning out of MyChart than someone who is really literate in their native language.

Alana Knudson: Thank you. And how about you, Ms. Stroud?

Deb Stroud: We don’t have the patient access portal at this time so this probably would not be applicable to our facility at this time.

Alana Knudson: I guess this is for Ms. Dubois and Dr. Larsen then. Can your patients access their EHR’s via Smartphone’s?

Kevin Larsen: No.

Michelle Dubois: Yeah, not on this site either.

Alana Knudson: Not either, okay, thank you.

Kevin Larsen: Yeah, if they have a Smartphone that has a full Web browser on it, they can potentially launch this because it’s just a website, but it’s not optimized. Actually, ours can now, come to think of it. We do have, as long as they have an iPhone or an Android they can use it through an iPhone or an Android app. I’m wrong.

Michelle Dubois: Yeah, Epic does have it available; we just have not implemented that on our side.

Kevin Larsen: Yeah, I guess we’ve been live for about six months with that.

Alana Knudsen: And was that an extra fee?

Kevin Larsen: No.

Michelle Dubois: No, I don’t think so.

Kevin Larsen: It’s always free to the patient and it was not an extra fee to us.

Alana Knudson: Excellent. Well, I have another question for Ms. Dubois, and that question is: Is there a liability consideration if a patient emails that they are having symptoms such as chest pain and staff may not see that message immediately?

Michelle Dubois: No, we actually handle that in a way, just right when you sign onto the MyChart website, we actually have terms and conditions that you need to accept when you log on, and it’s also on the forefront of our screen that MyChart is to be used for non-urgent clinical issues. And we also state on there that they shouldn’t expect a response until about two days, so we did get legal people involved in the beginning with writing up the terms and conditions of what people are expecting when they go onto the MyChart website, and then try to remind them a few places within MyChart that this is not a place for urgent medical matters.

Kevin Larsen: Yeah, and this is very similar to a lot of places where the patient calls in and gets a voicemail. There are many clinics, and we have certain clinics like this that we don’t have nurses able to answer the phone instantly and so it goes to a voicemail anyway. And so this is simply the same as that has always been.

Alana Knudson: And then this is a follow-up to all of you. What is the role of the risk management? Maybe, Dr. Larsen, you can respond first.

Kevin Larsen: So risk management has typically been quite happy with the things that we do with electronic health record. Again, when we’re always thinking how can we be patient centered, how can we get the most information to our patients, how can we make sure that we’re responding to our patients in ways they want and need? How can we make sure that patients understand? Those are all things that risk management really likes. And so we typically find that they’re some of our key allies. They help us understand the state and federal laws about patient health information and the protection of the patient information and consenting. But typically that’s just a counsel to us, so we’ll call them and say, “Hey, we want to understand the mental health rules, how open can we make this chart around mental health or what are the constraints we need to have?” But we have not run into anything where compliance has been a barrier.

Michelle Dubois: Same thing with us on this side.

Deb Stroud: I would have to echo the same thing.

Alana Knudson: Excellent. We have another really good question for all of you I believe. Are you allowing patients to upload their data to Microsoft HealthVault or another kind of Web option?

Michelle Dubois: Not on this side.

Kevin Larsen: So with our Epic MyChart, patients can take the data and pull it out of MyChart themselves, and do with it whatever they want. It’s their data, they own it; they can migrate it. So if they want, they can migrate it to HealthVault, if they want, they can migrate it to other tools. We don’t have very many patients that have told us they’re doing that.

Alana Knudson: Thank you. Also another question pertains to what patients are interested in in terms of the lab results that are posted. Can you speak to that a bit?

Kevin Larsen: All of them.

Alana Knudson: With parameters I would imagine, correct?

Kevin Larsen: Our patient’s tell us that they want every result. They’ve paid for it; they want to know what it is. The only results that we don’t release to patients are, well we currently don’t release inpatient test results. We’re planning to as soon as we have the time to build it, but the thing that we won’t release will be inpatient blood sugars because we check them every hour and they would - - all they would see would be lots and lots of blood sugars. So really the only reason we’re limiting results is if it becomes so much of a result that it overwhelms you from seeing other things. We had quite a bit of conversation within our organization about are there other results that we should hold back, and the only kind of result we’ve decided to hold back, only two, one is preliminary HIV test results before a final result is back, because we don’t patients to be confused by the preliminary results. And the other is genetic testing. It was felt that it was really important that genetic testing be given in context of genetic counseling. And so the genetic testing results are only released after you’ve had your genetic counseling visit.

Michelle Dubois: On the East Boston side we don’t release any confidential type testing at all. We just, we couldn’t get the approval to release those types of tests, so anything that had to do with a teen visit that was marked confidential. You know teen Chlamydia, teen gonorrhea, teen HIV’s, all of those are never released to MyChart. You can actually put a stop on the Epic admin side that even if the provider tried to release it it physically will not release. And we did that for some adult tests too, such as HIV, we just weren’t comfortable. It may change at some point where people start feeling more comfortable with what is going out there, but right now we have some confidential tests that never get posted to anybody’s MyChart account.

Kevin Larsen: And this is where it was very important for us to get a line of site to the patient. When we asked the patients what we should release, they were much more comfortable with releasing lots of stuff, because if we asked the providers, they kept wanting to limit it in all sorts of ways. But the patient said this is mine, this is ours, give it to me, I don’t care, give it to me, give it to me, give it to me.

Alana Knudson: And so then a follow-up is: Do you have them sign a release of information before they actually sign up for the patient portal?

Kevin Larsen: They don’t have to release anything, it’s their own record. All they have to do is say yes they understand the terms and conditions, but there’s no release of information, it’s their information.

Michelle Dubois: Same thing on my side, they just have to sign off on a physical form that they understand the terms and conditions and the use of MyChart. And there we also state about it not being able to be used for urgent matters, but we, that’s it, there’s no release of information for us on our side either.

Alana Knudson: Well, we have come to the end of our time together, and I just can’t thank you all enough for your very thoughtful presentations and your questions - - or your answers to these thoughtful questions. I also want to thank all of the participants who joined in today’s teleconference. And again, just to remind everybody that the AHRQ webinar mentioned earlier in today’s presentation is not on the 23rd but it’s on the 25th. Also, please note that this incredible presentation and questions and those that were not able to be answered today will - - a full description of those will be provided in a few weeks on the HRSA Office of Health IT and Quality websites. So please use this as a reference and we thank you so much for your presentations, and thank you so much for your participation. Have a wonderful weekend.
