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Happy Spring

Talking to patients with the EHR in the room...
We have accomplished many things
over the past several months, and its
hard to believe it has been almost a
year since our clinics started implementing the EHR system. We certainly
have a long way to go, but your EHR
Support Team is making every effort to
address questions and problems, and
yes, even complaints.
Complaint number one for many providers is “I am unable to complete my patient notes in a timely manner.” We
asked physicians why they are not documenting the note during the patient encounter. The responses shared a common theme: “It detracts from the time
spent with the patient.”
The following are some helpful suggestions to improve the experience of documenting in the EHR while interacting
with the patient.
1. Every visit needs a warm greeting.
The EHR can get in the way of this if
you let it happen.
2. Tell the patient how you make use of
the EHR. For example, when you
send a prescription electronically, tell

them how you are using the system to
provide convenience.
3. Substitute voice contact for eye contact. Do this by involving your patient
in your documentation and searching
for data. For example, if you are looking up the patient’s last lab results,
talk your way through the process,
and read the results to them. This
way they see that you are working for
them, and they see how useful the
good records you keep are in providing good care for them.
4. Try to find a reason to get the patient
to look at something on the monitor
with you. For example, show them
their last several HbA1C results. This
helps them see why you are looking
at the monitor and gives them confidence that the EHR lets you see data
in a way that benefits them. Use discretion, especially keeping in mind
clinical alerts or other confidential
information.
5. Try to never complain about the EHR
to the patient. If you tell the patient
the EHR is distracting from their care,
with words, body language, or otherwise, they will of course believe you,
and will resent that you are allowing
this to happen.

Upgrade Training
The EHR Support Team has been “making the rounds”
again. So far, we have provided EHR Upgrade Training to
Kingsport Family Medicine, Johnson City Family Medicine,
Bristol Family Medicine, and Kingsport Internal Medicine.
Additionally, we offered our first “make-up” session at the
Downtown Center (DTC) on February 29.

We will have completed all Upgrade Training by March 9—
the weekend of the upgrade.
If you were unable to attend the on-site sessions, there will
be one more “make up” session at the DTC on March 5.
There are also YouTube Videos available (see Page 4).
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Implementation and Training Continues
Following the successful Allscripts upgrade
to Version 11.2, we are prepared to resume
EHR implementation.
The weekly events are scheduled as follows:
March 12 — Surgery Resident Training
March 26 — Surgery Provider/Nurse/Clerical
April 2 — Surgery Go-Live Week

Training classes will be at the Downtown Center.
For directions, see below.

May 14 — Pediatrics Resident Training
May 21 — Pediatrics Provider/Nurse/Clerical
June 4 — Pediatrics Go-Live Week
TBA — New Resident Training

April 23 — JCIM Resident Training
April 30 — JCIM Provider/Nurse/Clerical
May 7 — JCIM Go-Live Week

July 23 — CEB II Resident Training
July 30 — CEB II Provider/Nurse/Clerical
Aug 6 — CEB II Go-Live Week

Directions to the Downtown Center
The Downtown Center is accessed from the Downtown
Square — just off of West State of Franklin between South
Roan Street and Spring Street. The entrance to our building is
accessed from the Downtown Square parking lot, not from
Main Street.

From I-26, take the E. Market St. exit (0.2 mi), then turn left onto S.
Roan Street. Go 0.1 mile, and turn right onto W. State of Franklin
Rd. Turn right into Downtown Square.

If using your GPS,
get directions to:
22 Downtown Square
Johnson City, TN
37604-5738
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From the Developer Zone
Filtering Charts
For Printing and Faxing
Sometimes we need to print or fax only part of the
contents of the patient chart. This is accomplished
by filtering down to just the data you need.

The filtered chart view will only display documents
matching the criteria. You can easily print or fax
this filtered data as follows.



Navigate to the Clinical Desktop.



Select Print and Chart from the menu bar below.



Click on the Quick Filter icon.



Filter by Date and/or Quick Filters.


Select either Print or Fax from the Print Chart
dialog window, and complete the required
fields.

In this example, we are filtering by Date Range and
Specialty:

Printing

Faxing
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The QETSU

EHR YouTube

New this year:
11.2 Enhancement for Meaningful Use,
Session 1 (Clinical Staff)

videos are waiting for you!

Other videos available:
General Instruction


Logging In and Logging Out of Allscripts



Tasking in Allscripts Enterprise

Providers and Clinical Staff

11.2 Enhancements to Improve User
Efficiency, Session 2 (Clinical Staff)



Basic Navigation for Clinical Staff



Provider Basic Navigation



Allscripts Enterprise Personalization Options



E-Prescribing for Quillen ETSU Providers



Ordering Rx and Labs in Allscripts



Basic Charting for Quillen ETSU Clinical Staff

Preloading Instructions


Preloading for Quillen ETSU Clinical Staff

Clerical Staff

11.2 Enhancement for Front Desk and
Medical Records



Call Process for Quillen ETSU Front Desk



Front Desk Basic Navigation



Front Desk Basic Workflow from Experior

To view these short, 15-minute
(or less) videos which cover various aspects of the
Allscripts system, visit our website:

http://quillenphysiciansehr.weebly.com/
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EHR Challenge Winner

Thanks to all who participated !!!

The February challenge winner is Kelsey
Neal, Kingsport Internal Medicine.
Congratulations, Kelsey!
Kelsey won a $10 gift card to Subway, plus
some other cool Allscripts goodies.

March Challenge
When adding a clinical item to a patients chart, how should you search to return the most results (in
other words, how do you search the master dictionary)?

Task your answer to the **ALLSCRIPTS HELP TEAM**
The winner will be chosen by drawing from all accurate answers submitted correctly.

Help Desk Support. . .
When contacting the Help Desk, consider the nature of the support you
need:
If your need is URGENT, call 423-282-6122.
If you have a question or message that does not need to be answered immediately, choose
one of the following:
1. Click on the QITS Help Icon on the desktop and open a ticket
2. Send an e-mail to EHRhelp@qetsu.org
3. Send us a task from your task list; choose “Allscripts Help.”
Remember, the Help Desk is open from 8 to 5, M-F.
After-Hours Support: After-hours support is not available—due to the size of the EHR team. However, if you
have an urgent need, you may send an e-mail with a return phone number to EHRhelp@qetsu.org. If a member of
the team is available, we 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.
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Are you a Meaningful User? — Part II
In our last issue, we covered the first 10 core objectives for
meaningful use. Below are the additional 5 required core objectives:

it leaves the system should be received as “structured data.” Basically, the information that is received needs to stay formatted if it
was sent formatted; and (2) “legal entities” above applies to providers that are not using the same EHR system and that are em11. Implement one clinical decision support rule relevant to ployed by two separate organizations. For instance, a Quillen docspecialty or high clinical importance, along with the ability to tor exchanging information with another Quillen provider would
track compliance with the rule. I was a bit confused by the term not count, but a Quillen doctor exchanging information with a
„clinical decision support‟ so I checked the CMS definition. Transla- HMG provider would count because Quillen and HMG are two
different legal entities.
tion—it‟s the ability of the EHR technology to provide healthcare
personnel with organized, “intelligently” filtered information that
15. Protect electronic health information created or mainimproves patient care. For example, if a patient is due for a flu
tained by the certified EHR technology through the implevaccine, the system alerts the provider that he/she should talk to
mentation of appropriate technical capabilities. This objective
the patient about getting vaccinated.
can get a bit technical and is something that the IT folks should
monitor.
12. Provide patients with an electronic copy of their health
information upon request within 3 business days. This objective applies to requests for the health information, which includes Below is the list of 10 optional or menu objectives from which
EPs must choose 5 to meet the meaningful use measures. One
diagnostic test results, problem list, medication lists, and medication allergies. Most offices already have a policy in place for provid- of the five must be a public health objective.
ing this information to patients in a timely manner upon request,
1. Implement drug formulary
as outlined by the HIPAA Privacy Rule.
checks.
13. Provide clinical summaries for patients for each office visit 2. Incorporate more than 40%
within 3 business days. Unlike Core Objective #12, this objective of clinical lab-test results into
requires that clinical summaries be provided for greater than 50% the EHR as structured data.
3. Generate at least one report
of all patient visits, and the patient isn‟t required to request it—
listing patients of the EP by
they must be asked if they would like to receive one. One of the
challenges related to this objective is determining the workflow for specific conditions to use for
quality improvement, reducproviding the summary. When our Quillen users upgrade to the
tion of disparities, research,
new version of the EHR, clinical summaries will be automatically
generated based on the information charted during the encounter. or outreach.
For the summary to be completely up-to-date, providers will need to 4. Send patient reminders per
finish charting before the patients leaves; otherwise, the summary patient preference for preventative/follow-up care. This
will need to be mailed, which will increase postage costs for the
requires more than 20 % of paoffice. As defined by CMS, the clinical summary most include the
tients 65 or older or 5 years old
following information:
or younger.
5. Provide patients with timely electronic access to their

patient name
health information (including lab results, problem list, medi
provider‟s office contact information
cation lists, and allergies) within 4 business days of the infor
date and location of visit
mation being available to the EP. Think patient portal or per
updated medication list
sonal health record.
6. Use certified EHR technology to identify patient-specific

updated vitals
education resources and provide those resources to the pa
reason(s) for visit

procedures and other instructions based on clinical discussions tient if appropriate (most be more than 10%).
7. The EP who receives a patient from another setting of care
that took place during the office visit
or provider of care or believes an encounter is relevant
any updates to a problem list
should perform medication reconciliation. This applies to EPs

immunizations or medications administered during visit
who are on the receiving end of the transition. The requirement is

summary of topics covered/considered during visit
for more than 50% of patients.
time and location of next appointment/testing, if scheduled
8. The EP who transitions their patient to another setting of

a recommended appointment time if, not scheduled
care or provider of care or refers their patient to another prolist of other appointments and tests that the patient needs to
vider of care should provide summary care record for each
schedule with contact information
transition of care or referral. The requirement is for more than
50% of patients.

recommended patient decision aids

laboratory and other diagnostic test orders, test/laboratory
Public Health Options
results (if received before 24 hours after visit)
9. Capability to submit electronic data to immunization regis
Symptoms
tries or immunization information systems and actual submission according to applicable law and practice.
14. Capability to exchange key clinical information among
10. Capability to submit electronic syndromic surveillance
providers of care and patient authorized legal entities electronically. There are two particulars that providers should keep in data to public health agencies and actual submission accordmind: (1) key clinical information that is “structured data” before ing to applicable law and practice.

