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Quillen Quick Notes
New Resident Training
Training Techniques
The Green Team took a slightly different
approach to new resident training this
year—one which we hope will give our
new residents a more secure footing in
regards to charting in the Allscripts EHR.
Last year, we provided the residents with
a full-day crash course in the EHR. And,
as those of you who have been through
training well know, it’s tough to remain
engaged for that length of time. So this
year, we created training modules which
provide an overview of the system. These
were placed on our website, which allowed the residents to complete the modules at their own pace. Then, a 4-hour
training session was set up for the last
week of June. During this training session, we did a thorough overview of the
Note piece, since this is the section of the
EHR that they will use most frequently.
Additionally, the Green Team scheduled
time to go into the offices and provide
support during the residents’ first continuity clinics. So far, we believe that this has
been a much more successful method of
training, and from the feedback that
we’ve received from both the residents
and their preceptors, it appears that we
are improving the training experience.
Training Modules
A secondary benefit of the training modules is that these are now online, and
available to any user. Often, we have

Inside this issue:

found that the office managers want
to get their new employees trained as
soon as possible, but we are only able
to provide training on a monthly basis. The online modules will allow new
users to become familiar with the program and master the basics of the
system. There are currently 6 modules: Getting Started, Daily Schedule
and Clinical Desktop, Entering Histories, Ordering Rx, Ordering Labs, and
Notes. We are also working on creating a module for Tasks and Worklists.
We encourage you to view the modules at
http://quillenphysiciansehr.weebly.co
m/training-modules.html.

Quick Tip: We suggest that new users
view the modules only, and do not do
the quizzes. Those were set up specifically for the residents. Also, as the modules are new, we appreciate any feedback!
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EHR Challenge
July Challenge

August Challenge

For July, we offered a challenge to someone with the
most EHR spirit to send us a picture of yourself proving What ways are available to contact the EHR Support
Team when you need our assistance? List as many as you
how much you like using the EHR.
can.
Everyone must have been just a bit too shy, since there Be creative! List the three known methods we have made
were no responses. Oh well, it’s back to the drawing available for you, and come up with your own suggestions.
board.
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Hopefully the August challenge will inspire some clever
responses. Remember, one lucky person will win a prize!

We will
publish the top
creative answers next month, and someone will
win the August Prize! E-mail your answers to:

ehrmail@qetsu.org

The Quillen Physicians EHR website is a tremendous resource at your fingertips.
You can easily access our Training Modules, How-To Documents, Manuals, Videos, and more.

Our Website

http://quillenphysiciansehr.weebly.com/
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Focus on…

Overdue Orders
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Ah, those dreaded Overdue Order tasks! What do we do with these?
First of all, an overdue order is usually a lab or procedure that the patient did not have performed, an unsolicited order, or a result that has come back on paper and wasn’t completed in the system.
Step 1: Click on the task once to highlight it, and then look in the bottom right-hand panel (in red, above)
to see what tests/procedures haven’t been performed.
Step 2: Go to the Clinical Desktop and make sure the test wasn’t done at another location and scanned
back into the system.

Step 3: Call the patient and see if they intend to have the lab/procedure done.
Step 4: If yes, leave the task alone.
Step 5:
tab.

If no, then double click on the task. This will take you to the Clinical Desktop. Click on the HMP
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Overdue Orders (continued)

Scroll through the HMP until you find the order (in the column
labeled “Incomplete,” you should see a warning icon and a
date). Right click on the date and you’ll get a menu of options.
If the test has been performed and the results scanned into the
patient’s chart, you can do Completed On, and then fill in the
appropriate date.
If the patient has declined to have the test done, then choose
Defer, and pick Permanent Deferral and either Patient refuses or
Patient didn’t show for lab.

Once you have completed
the above steps, you may
have to refresh
your
task list before the task will
drop off. If the task still will
not go away, do NOT remove it. Forward it to the
Allscripts Help Team and we
will take care of it for you.
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HELP DESK
For non-urgent requests, select from the following:

The Help Desk is available Monday through Friday,
7:30 am until 6:00 pm.

When contacting the Help Desk, consider the
nature of support needed. For urgent needs
(such as inability to log in or perform your job
duties), Call 282-6122 (option 1).



Task the Allscripts Help Team



E-mail: EHRhelp@qetsu.org



Open a Help Desk Ticket by clicking on the
QITS Help Desk icon on your desktop.

After-hours support is very limited. If you should have an urgent need, send an e-mail with a return phone number to
EHRhelp@qetsu.org. Should a member of the EHR Support Team be available, someone will get back in touch with you as soon as
possible. Please note that messages left on voicemail after hours will not reach us until the next work day.

EHR ROCKZ

“Ok, Guys. I’m Olivia Newton-John in this Grease number!
Let’s take it from the top…….’I guess mine was not the
first computer frozen.’”

“I know I’m just a doctor whose willing, ... to check a
form for you. / But baby can’t you see, ……”

August 2013

“My eyes were not the first to cry. / I’m not the
first to know, there’s just no getting rid of you.”

“There’s no more paper charts for me to do. / I’m
hopelessly devoted to the EHR!”
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Two Years on EHR —
Bristol Family Medicine
Congratulations Bristol Family Medicine for two successful
years using the Electronic Health Record!
It takes strength and determination to overcome the challenges
of an EHR implementation, which you certainly did just two
years ago.
It has been great working with you, and we look forward to
many more years ahead!

BFM—Chart Room before EHR

E-Prescribing
Did you know…
If a physician is getting a lot of Rx Xmit Fail messages,
it may be because they have been inactivated by SureScripts.
They should contact the Help Desk to see what is happening.
(282-6122, Option 1)

The World May Never Know….
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Are You a Meaningful User?
One of my very favorite pediatricians (and she knows
who she is) made the comment a couple of weeks ago
that she thought her clinic should be winning a pizza
party for something other than clicking a box to document education. She suggested that they should be winning for something like, well, quality patient care.
I absolutely agree with her. They should be awarded for
quality patient care.
As I mentioned last month, I am a parent who truly appreciates the quality of care my children have received
from them. And as an EHR analyst, I’ve been able to
work with the clinic to help set up templates to document some of the grant initiatives they’ve been awarded
recently (Ever heard about the
ReadNPlay books?) And when it
comes to residency training, this
group has really demonstrated their
commitment to medical education and
Highest
making sure that their residents are
Percentage of
well prepared, not only for providing
Quality Care
Education
excellent patient care, but for also
Documentation
documenting excellent care in an
???
electronic health record.
I say all of this—not to brag on the
clinic again this month—but to suggest that checking a box and providing quality care can go hand-in-hand.
Maybe we could’ve rephrased our
award to be “Highest Percentage of
Quality Care Education Documentation.” I little wordy, perhaps, but do
you see what I’m getting at?
The Meaningful Use initiative wasn’t
created to demean or devalue the care providers are
already giving; it was designed, in part, to help document that care in a meaningful way, or, more specifically, in a way that can be pulled as data later—for research, for quality improvement, for education. It was
also implemented to ensure providers are equipped with
EHRs that are designed to be a secure tool for them, not
just another database.
Admittedly, it isn’t a perfect program, and what new
quality health initiative is? Yes, providers do have to
spend more time clicking boxes, and, yes, the system
freezes up sometimes, and, yes, there are “bugs” that
creep around the system, just to get under our skin.
Not that these imperfections are directly Meaningful Use
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Checking a Box
centered; in fact, most of the things users complain
about are technology centered. How many times have
you found yourself grumbling about your Smartphone
being too slow or forgetting your online banking password? In fact, just a few days ago, I had to call my
credit card issuer because their website locked me out…
imagine that! But, I also can’t imagine not having my
Smartphone, or not being able to check my bank account balance, or not being able to pay my bills online. I
never want to balance a paper checkbook using canceled checks again. And I would guess that none of our
users can imagine using a paper chart again.
But as we start preparing for the next stage of Meaningful Use, it’s interesting to look at how this next stage is
trying to improve from the first stage of
the program and really make use of developing technologies. According to CMS,
Stage 2 Meaningful Use was designed to
support “the aims and priorities of the National Quality Strategy. Specifically, Stage 2
meaningful use criteria…encourage[s] the
use of health IT for continuous quality improvement at the point of care and the
exchange of information in the most structured format possible." As part of the Affordable Care Act, the National Quality
Strategy is a national endeavor to “align
public and private interests to improve the
quality of health and health care for all
Americans.”
It’s guided by three aims to provide better,
more affordable care for people and communities, as well as six priorities:

 Making care safer by reducing harm
caused in the delivery of care.
 Ensuring that each person and family is engaged as
partners in their care.
 Promoting effective communication and coordination
of care.
 Promoting the most effective prevention and treatment practices for the leading causes of mortality, starting with cardiovascular disease.
 Working with communities to promote wide use of
best practices to enable healthy living.
 Making quality care more affordable for individuals,
families, employers, and governments by developing and
spreading new health care delivery models.
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Checking a Box (continued)

Let’s use patient education to illustrate how these
priorities work. For Stage 2, core measure #13 requires using a certified EHR to identify and to provide patient-specific education for more than 10%
of unique patients. As an improvement upon Stage
1, our EHR will be required for Stage 2 to identify
appropriate educational resources for
the patient, based on either his or her
problem list, medication list, or laboratory test results.

Some of our providers are already taking advantage
of the patient education
tool now. For instance, Education that is ordered in
the system will show up in
rather than just click
the Plan section of the Note.
“Education provided,”
one of our internal

Although the material doesn’t have to be produced
from the EHR, the EHR will be required to become a
useful tool Education ordered in the
for the
practitioner, rooted
system can be printed out
in the third for the patient before he or and fourth
she leaves the clinic.
priorities
mentioned previously: he
is
assisted with, one, effective communication and,
two, effective prevention and treatment practices.
With Quillen’s next major upgrade to Allscripts,
our users won’t just be clicking a box to say they
provided education; our system will alert them
that patient education might be appropriate and is
available for the patient.

medicine providers selects a diet plan (when appropriate) that is loaded in the system and prints it out
for the patient before he or she leaves.

This is not to say that my favorite pediatrician
needs to be reminded to educate her patients; she
has been practicing long enough that patient education is second nature to her. But the convenience of
having the education available from within the system and available in an electronic format that can
be sent to a patient portal is a tremendous advantage of an EHR.

Another great example, one of our surgeons orders

and then prints education about laxatives so that
patients can understand the different options. The
EHR Team can also add educational material if a
clinic or provider requests it.
Kudos to these providers for attempting to use the
system’s tools. It’s definitely not the easiest system
to use, and,
again, the system is far from
perfect. But why
not take advantage of the
benefits it does
offer?
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Paving the Way for ICD -10

Clinical Documentation

On October 1, 2014, Quillen ETSU Physicians, along with the rest of the nation, will begin using ICD-10 codes. One
way we can prepare our clinics for the ICD-10 transition is to work on improving our clinical services documentation.
This will help both the provider and coding staff become more accustomed to the specific, detailed clinical documentation needed to assign ICD-10 codes.
ICD-10 will not affect the way we provide patient care, but it will be important to make our documentation as detailed
as possible since ICD-10 gives more specific choices for coding diagnoses. The patient is probably already sharing the
information during the visit; it’s just a matter of recording it accurately. Good documentation also helps reduce the need
to follow-up on submitted claims, saving time and money.
Take a look at the sample note below, which uses ICD-9 codes. The specific details about the patient’s problem are
documented well in the note, but notice how the transition to ICD-10 will change the way the diagnosis will be documented in the Assessment.

ICD-10

It’s closer than it seems.

IC

ICD-10

Frozen Again?
Don’t pick up the phone
just yet.
Ask the users around
you if they are frozen,
too.
If the whole office is frozen, please DON’T call the
Helpdesk.
Although we love talking to you, the EHR Team is immediately alerted when the system freezes
and works quickly to try to get it resolved. When multiple users call the Helpdesk, the recovery
process is slowed down. Once the system is back up, we log off frozen sessions as soon as possible, and send a message out to all active users.

