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Appendix F - Government - Computer Patient Record (G-CPR)

Overview

The longitudinal CPR, will contain an individual's health-related information, including health service encounter, health status and clinical problems, thereby forming the information foundation for supporting the entire life cycle of the patient. It provides a means to access and update patient information at any point in the organizational continuum and will document the medical status of an individual, facilitate health surveillance, and create a basis for analysis of health-related threats and illnesses. The longitudinal CPR will follow technologically appropriate standards and guidelines. It will comply with privacy, data, and messaging requirements for communications between military and key civilian health care elements. The system modular design will facilitate integration of new functionality and enhancements of existing capabilities and will allow exchange of data between Federal, State and private sector technical environments.
Vision

Improve public and individual health status by sharing clinical information.

Goal

Create a collaborative partnership to appropriately share clinical information via a comprehensive, lifelong medical record. Where no standards exist, the partnership will seek to advance the development, establishment, and adherence to standards.

Business Characteristics

· Provide clinical information to care providers across the continuum of care 

· Support a multi-disciplinary team approach to care delivery 

· Provide simple and complex clinical decision support that can be available at the point of care 

· Support population management (preventive and disease states) 

· Enable patient-centric care, including shared decision-making between care provider and patient 

· Provide a seamless path to obtaining medical knowledge and reference material when needed by the caregiver 

· Document care in a coded, structured manner to support outcomes measurement and implementation of clinical logic 

· Provide solutions that are unobtrusive to the patient and provider relationship 

· Support flexible means of entry and retrieval of data by authorized care givers/users and medical devices across all partner healthcare settings, independent of platforms 

· Support multiple migration paths and different timelines among the partners 

Technical Characteristics

· Provide common technology tools for integration 

· lexicon 

· elements of a clinical data repository 

· a uniform clinical information model 

· event points 

· browser enabling 

· authentication and security 

· data exploration tools 

· patient and provider identifiers 

· communication protocols, and 

· other standards 

· Incorporate standards-based information sharing within a partner selected standards set 

· Adhere to vendor-independent, open systems architecture 

· Provide services to integrate selected products into the partners' IM/IT environment 

Statement of Objectives

The longitudinal CPR, will contain an individual's health-related information, including health service encounter, health status and clinical problems, thereby forming the information foundation for supporting the entire life cycle of the patient. It provides a means to access and update patient information at any point in the organizational continuum and will document the medical status of an individual, facilitate health surveillance, and create a basis for analysis of health-related threats and illnesses. The longitudinal CPR will follow technologically appropriate standards and guidelines. It will comply with privacy, data, and messaging requirements for communications between military and key civilian health care elements. The system modular design will facilitate integration of new functionality and enhancements of existing capabilities and will allow exchange of data between Federal, State and private sector technical environments.

Objectives

· The system(s) shall maintain one logically consolidated electronic health record for every patient; this record shall make available pertinent health data from any place at any time, world wide, for the eligible period of each individual.

· The system shall support the linking of data, in a consistent format, that is directly entered by providers, to diagnostic, evaluation, and procedure codes.

· The system(s) shall control access to and within the system(s) at multiple levels (e.g. per user, per clinical area, per portion of the chart) through consistent mechanisms of identification and authentication of users, including countersignature capability.

· The system(s) shall provide for confidentiality of patient and provider data according to universal rules established by healthcare providers or other governing authority.

· The system(s) shall have the capability to integrate and analyze all pertinent data, including health and demographic data, across all organizational settings, as specified by users.

· The system(s) shall have the capability to off load and archive CPRs for patients who are no longer eligible to receive healthcare benefits from the organization.

· The system(s) shall support flexible means of entry and retrieval of data into the record by authorized care givers/users and medical devices across all organizational settings, independent of platforms.

· The system shall organize pertinent patient data into comprehensive problem summary lists for each individual.

· The system shall record each health service encounter into the logically consolidated health record. 

· The system(s) shall support data sharing with other organizational applications and systems and external systems, such as civilian facilities or state and federal agencies. 

· The system(s) shall link all data, results, and documentation functions across sites and settings, i.e. clinics, mobile units, hospitals.

· The system(s) shall support  the capture of data for any time any where, all sites and all settings, world wide i.e. from mobile surgical units to a large medical, teaching hospital. 

· The system(s) shall accept and manage multi-disciplinary orders, such as physician, nursing dietetic, respiratory, and physical therapy, and resultant documentation from multiple locations for each provider.

· The system(s) shall track specified data to enhance patient care.

· The system(s) shall support full and automatic order management including, but not exclusively, entering an order, editing an order, deleting an order, automatic transmission, etc.

· The system(s) shall permit real-time or retrospective trending, analysis and reporting. This would include clinical, operational, environmental, provider, facility, demographic or other data. 

· The system(s) shall support full functions of quality management, utilization management and utilization review.

· The system(s) shall support a single patient registration process, that will reuse patient demographic and eligibility data that is entered once, and automatically update registration data using inputs from the patient record.  

· The system(s) shall allow authorized users to retrieve lab and procedure results and images from any organizational location. 

· The system(s) shall support full and automatic schedule management which includes all steps of appointment and procedure schedule, including requesting, case resource requirements identification and conflict checking.

· The system(s) shall support on-line training capabilities for staff education.

· The contractor shall provide comprehensive and on going training to client's staff on the use of computer equipment including peripherals; artificial intelligence protocols for coding and diagnosis; general system functionality, i.e. how to input and retrieve data.

· The system(s) shall support the direct capture, storage, and integration of individual data elements from external applications, physiologic monitoring devices, and other equipment.

· The system(s) shall support the manual recording and editing of values by users into the system(s) or database inclusive of portable devices. 

· The system(s) shall create a health service encounter identifier so that each encounter and task performed by the system(s) can be traced to a specific event. 

· The system(s) shall be available and accessible at all times (100%) by authorized users. This requirement prohibits "down time" for the system(s). 

· The system(s) shall support a single, unique identification code for each provider and payer, in accordance with the 1996 Health Insurance Portability and Accountability Act, across all settings of the organization. 

· The system(s) shall support a unique identification code for each patient across the organizational continuum for providing care. 

· The system shall support the automatic capture of provider identifiers into the record; this function shall link each provider transaction back to the unique provider identifier entered upon log-on. The provider identifiers shall be in accordance with HIPAA. 

The system shall send and acknowledge receipt of predefined data elements (including alert values) automatically to the responsible provider via phone, page, or other notification methods.
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