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National Learning Consortium 
The National Learning Consortium (NLC) is a virtual and evolving body of knowledge and tools designed to support healthcare providers and health IT professionals working towards the implementation, adoption and meaningful use of certified EHR systems.
The NLC represents the collective EHR implementation experiences and knowledge gained directly from the field of ONC’s outreach programs (REC, Beacon, State HIE) and through the Health Information Technology Research Center (HITRC) Communities of Practice (CoPs). 
The following resource is an example of a tool used in the field today that is recommended by “boots-on-the-ground” professionals for use by others who have made the commitment to implement or upgrade to certified EHR systems. 
[bookmark: _Toc304469819][bookmark: _Toc304495386][bookmark: _Toc296551904][bookmark: _Toc304469895][bookmark: _Toc304495456]Description & Instructions 
[bookmark: _GoBack]The Exchanging Key Clinical Information checklist is designed for Eligible Professionals (EPs) practicing in a physician office or clinic setting.  This checklist helps EPs prepare for the electronic exchange of key clinical information with other care providers and/or patient authorized entities. This checklist is a practical guide to outline options EPs may use for exchanging key clinical information under stage 1 Meaningful Use requirements, to achieve Core Objective 14 – Electronic Exchange of Clinical Information.
This checklist includes the steps to test the capability to exchange key clinical information, perform the test, document test completion, and test EP’s ability to receive and display a Continuity of Care Document/Continuity of Care Record (CCD/CCR). 
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[bookmark: _Toc328402416]Checklist for Capability to Exchange Key Clinical Information 
The eligible professional must perform a test of a certified Electronic Health Record (EHR) capacity to electronically exchange key clinical information with a different provider organization.  
Here is how the objective is stated: Capability to exchange key clinical information (for example, problem list, medication list, medication allergies, diagnostic test results) among providers of care and patient authorized entities.[bookmark: _Toc328397593][bookmark: _Toc328397617][bookmark: _Toc328397687][bookmark: _Toc328402425]Exhibit 1 Continuity of Care Document



[bookmark: _Toc328402417]Formats
[bookmark: _Ref307305814]All certified EHRs can generate and receive a Continuity of Care Document (CCD) or Continuity of Care Record (CCR), standard formats for exchanging key clinical information. A sample CCD is shown at right. EHRs exchange an encoded version of the CCD.  The MU test maybe conducted with hypothetical patient data as displayed in the sample CCD.[image: ]
[image: ]

[bookmark: _Toc328402418]Transmission Methods
Acceptable transmission methods include, but are not limited to:
Secure email (encrypted)
Point-to-point interfaces
Secure Web portals
Batch transfer over secure connections
Health information exchanges (HIEs)
Secure health information service providers
(Direct/HISP) 
The Nationwide Health Information Network (NHIN)
Unencrypted email or simple mail transfer protocol
(SMTP) is acceptable when transferring 
Hypothetical data
[bookmark: _Toc328402419]Testing partner
The test must be performed with a provider from a different legal entity.  A checklist for performing the test can be found on page 2.Not all steps of the test must be completed successfully in order to meet MU objective 14. 
[bookmark: _Toc328402420]Documentation
Document the date and outcome of the test.  A sample documentation form can be found in section 4. Store all documentation as proof of the completion of the test.
[bookmark: _Toc328402421]Checklist for Stage 1 Meaningful Use Core Objective 14
[bookmark: _Toc328402426]Exhibit 2 Prepare to Test Capability to Exchange Key Clinical Information
	Prepare to Test Capability to Exchange Key Clinical Information
	Notes or Leading Practices

	1
	Identify and contact another legal entity (provider or other organization with a separate Tax ID or EIN, and a separate database) with which to perform the test	☐
	☐
	Click here to enter text.
	2
	Verify that your EHR is certified by an authorized testing and certification body to create a CCD/CCR.	☐
	☐
	Click here to enter text.
	3
	Determine whether customized EHR setup or programming may be required to create or transmit key clinical information.	☐
	☐
	Note:  Not all EHRs organize and output information in the same way, so programming may be needed for the successful exchange of clinical information. Consult your EHR vendor or Regional Extension Center (REC) representative for more information

	4
	Identify a patient record, and practice generating the CD/CCR.   Hypothetical patient data may be used for the test.	☐
	☐
	Click here to enter text.
	5
	If real patient data will be used, ensure that all HIPAA and other privacy and security requirements are met.	☐
	☐
	Click here to enter text.


[bookmark: _Toc328402427]Exhibit 3 Perform the Test
	Perform the Test
	Notes or Leading Practices

	1
	Determine what to include in CCD/CCR for this exchange. At a minimum, it must include diagnostic test results, problem list, medication list, and medication allergy list.	☐ 
	☐	Leading Practice: The EP should consistently keep information in the EHR up to date including problem lists, medication list, medication allergies, and diagnostic test results.

Note: It is up to the EPs discretion to decide what information is key and should be exchanged about a given patient at a given time.

	2
	Generate the CCD/CCR and verify that it is complete and accurate.	☐  
	☐	Leading Practice: The EP should be familiar with the layout and content of the CCD/CCR so it can be verified quickly and easily.

	3
	Use EHR functions to encrypt the CCD/CCR so it is unreadable if that is not done automatically.	☐
	☐	Click here to enter text.
	4
	Electronically transmit the encrypted CCD/CCR to the specified receiving entity using a secure method (see page 1)	☐
	☐	Click here to enter text.
	5
	Verify that the receiving entity was able to decrypt the CCD/CCR so it is human-readable.	☐
	☐	Leading Practice: The EP should be familiar with, and routinely use secure processes for sending data to external parties for referrals, transitions of care, and out of area care.

	6
	Verify that the received CCD/CCR contains all the patient data in the transmitted CCD/CCR with no errors or omissions. 	☐
	☐	Note: Some EHRs may display the information in a notes area. Some may temporarily place the information in the appropriate section of the patient record and allow the user to indicate whether it should be permanently added.

	7
	Verify that the CCD/CCR information displays in the receiving entity’s EHR in human-readable format.	☐
	☐	Click here to enter text.

[bookmark: _Toc328402428]
Exhibit 4 Document Completion of the Test
	Document Completion of the Test 
	Notes or Leading Practice

	1
	Complete the Sample Documentation Form for Exchanging Key Clinical Information (page 4).	☐              
	☐	Click here to enter text.
	2
	If the test was successful, keep paper or electronic. Verification from other party of successful transmission.	☐
	☐	Click here to enter text.
	3
	If the test was unsuccessful, document the process used to perform the test, including the steps that were not successful.	☐
	☐	Click here to enter text.
	4
	Store all documentation as proof of the completion of the test.	☐
	☐	Click here to enter text.

[bookmark: _Toc328402422]Checklist for Receiving and Displaying CCD/CCR Information
The capability to receive key clinical information is not required for stage 1 meaningful use, but it is an essential aspect of using an EHR to its full extent for care coordination.  Providers interested in receiving and displaying key clinical information can follow the steps in the checklist below to test this capability.
[bookmark: _Toc328402429]Exhibit 5 Test to Receive and Display a CCD/CCR
	Test to Receive and Display a CCD/CCR
	Notes or Leading Practice

	1
	Request another legal entity to securely transmit a CCD/CCR to you.	☐ 
	☐	Click here to enter text.
	2
	When you receive the CCD/CCR, if it is not automatically decrypted, decrypt the data so it is human-readable.	☐ 
	☐	Click here to enter text.
	3
	Verify that the CCD/CCR information is complete and correct compared to what was sent.	☐
	☐	Click here to enter text.
	4
	Verify that the CCD/CCR information displays in the correct location in your EHR, and decide whether to permanently save it.	☐
	☐	Leading Practice: The EP should routinely review information received from external CCDs/CCRs, and determine whether to permanently save the information in the appropriate sections of the EHR.





[bookmark: _Ref327431589][bookmark: _Ref327433551][bookmark: _Toc328402423]Sample Documentation Form for Exchanging Key Clinical Information
This form will document that <Insert Provider or Clinic Name> has completed requirements for Meaningful Use Core Objective 14 for EPs, Implement Ability to Exchange Key Clinical Information.

The test was performed by generating and securely transmitting a CCD/CCR patient summary record (at a minimum, diagnostic test results, problem list, medication list, and medication allergy list) to a different legal entity, with a distinct certified EHR, in the formats and vocabularies specified by the standards. 

Date Test Performed: Click here to enter a date. 


Type of Data used: 
☐    Hypothetical 
☐    Real

Other legal entity that participated in the Test: Click here to enter text.

☐ The test was successful. I have a copy of paper or electronic verification from the other party that the information I transmitted was received, read, and incorporated into their EHR. Save any relevant screenshots and documents for auditing purposes (e.g., save CCD file used).
☐ The test was completed, but NOT successful. I have a copy of paper or electronic verification from the other legal entity that they did not successfully receive, decrypt, and/or save the transmission. Save any relevant screenshots and documents for auditing purposes, and describe the results of the unsuccessful test below.

EP Signature: Click here to enter text.				Date: Click here to enter a date.


[bookmark: _Toc328402424]Resources
[bookmark: _Toc328402430]Exhibit 6 Resources 
	Resource Name
	URL 

	EHR Certification	☐
	http://onc-chpl.force.com/ehrcert

	NHIN Direct Project Pilot	☐
	http://www.directproject.org

	CMS summary of MU Core Measure 14	☐
	http://www.cms.gov/EHRIncentivePrograms/downloads/14_Electronic_Exchange_of_Clinical_Information.pdf

	CMS FAQs	☐
	https://questions.cms.gov/ 

	Locate your Regional Extension Center
	http://www.healthit.gov/providers-professionals/regional-extension-centers-recs
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CONTINUITY OF CARE DOCUMENT
Dateftime printed: 08/30/2011 13:14:17 CDT
From: Healthy City Hospital

[[Patient bemographics

Name: Jane C. Doe 1D LabelNumber:  Medical Record Number: 00-123456
DOB:  1/1/1959 Mailing Address 123 Main Street

Gender: Female Anytown, 1A 52203

Insurance: HCHCARE 12d3q234444 Primary Phone: 555-555-5555

[(Altergies/Adverse Reactions (reaction, info source) - last reviewed 05242011 12:10

AMPICILLIN: Diarhea, Nausea & Vomiting —patient history

Active Medications - last reviewed 08/24/2011 12:15

ZOCOR 40 MG: 1 tablet by mouth at bectime, 08242011

SINGULAIR 10 MG: 1 tablet by mouth every evening, 08/24/2011

AZITHROMYCIN 250 MG: 2 tablets by mouth today, then 1 tablet daily thereafter, 0812412011

Active/Chronic Medical Conditions (date most recently addressed) - last reviewed 08/24/2011 12:20
1. Coronary artery disease, non ST-elevation MI, 08/24/2011

2. Hypothyroidism, 08/01/2011

3. Hypertension, 08/01/2011

Procedure/Operations (date)
Removal of Artery Clot - 05/08/2011
EKG-05/08/2011




image6.png
Immunizations (date)
Meningococcal, Conjugate - 01/04/2011

Influenza - 12/14/2010, 10/24/2009, 11/17/2008, 12/01/2007, 10/23/2006......(lst truncated)
Hepatitis B — 121142010

Pneumococeal - 1211412010

Health Care Providers (Specialy /Location)
Jordon Jackson, MD (INTERNAL MEDICINE) Cherokee, 1A

Jay Rummy, DO Cherckee, IA

Imaging Studies -Since 09/01/2009

ChestPA and Lateral,, §/29/2010; Heart size, mediastinal contour and pulmonary vascularity are
normal. No focal acute parenchymal opacities are seen and there is no pleural effusion or
pneumothorax. No acute findings.

Lab Results -Since 07/01/2010

Collection Date/Time Test Result Reference Range
07/07/2011 14:15  Creatinine 07 07-1.4MG/DL
07/07/2011 14:15  Hemoglobin Alg 49 48-60%
12/15/2010 11:20  White Blood Cell Count 47 37-105 KIMM3

SociallPersonal History - ast reviewed 08/24/2011 12:10
Cigarette smoking: 1 pack per day, 1982 — 1996; Alcohol consumption, NI

* Alllst tems are sequenced by most recent item first
* Disclaimer Note: All data reflected is for this facility/hospital system only.

Hesithy City Hospitai
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