
 

 
 

 

eCQI Use of EHR Functionality 

1. Computerized Provider Order Entry 
The basic functionality and purpose of CPOE is to encourage the direct entry of orders 

into the EHR by providers, or someone licensed that is close to the provider, who 

understands the purpose of the order and can determine whether or not it is clinically 

relevant and safe for the patient. This is a standard component to CEHRT; however the 

workflow differs greatly between software systems.  

It is important to understand system securities should be in effect with CPOE allowing or 

not allowing certain “job roles” to enter, edit or view provider orders. This is typically 

determined by the facility, not just the software company, when a system is initially 

implemented. 

What does using CPOE mean to Quality Improvement efforts? 

There are a multitude of data points that can be retrieved from CPOE to effect care 

improvement. Examples of data collected through order entry models would be 

antibiotic usage, narcotic prescription monitoring, and lab and diagnostic test usage to 

name a few. Using CPOE also provides the facility the opportunity to implement clinical 

decision support rules or guidelines at the point of care, which will be discussed later. 

2. Patient Portals  
The basic functionality and purpose of the patient portal is to provide patients and 

beneficiaries electronic access to some health information and ultimately promote 

active engagement of a patient in their care. 

In 2014, all CEHRT had to be upgraded to a version that 

had some form of patient portal to meet Meaningful Use. 

Again, while the requirement is standard, the workflow 

and approach to implementation differs by software and 

facility. The requirement is that a patient must have the 

ability to “view, download and transmit” their electronic 

health information. Functionality that is available with 

most portals is to: 

 Allow the patient to view/edit 
demographic & insurance information 

 View lab test results 
 View imaging reports 
 Review clinical visit summary 
 Review medication list 

Use your portal to 

engage patients in 

monitoring blood 

pressure or blood sugar 

as well as to direct 

them to credible patient 

education resources. 



 Review/edit allergy list 
 Request an appointment 
 Request a refill 
 Pay a bill 
 Send a secure email to a provider/nurse 

 

While most portals have the above functions available, it is ultimately decided by the 

organization/provider what functions are “active” or “turned on” for the patient to be 

able to utilize. For example, clinic A may choose not to 

show any lab test results where clinic B may choose to 

show all lab test results after they are reviewed by a 

provider.  

In addition, portals are sometimes a stand alone or 3rd 

party application, and may be a different vendor than 

the primary EHR. This will be an important consideration 

when we discuss what data is available from a patient 

portal. 

What does having a Patient Portal mean for Quality Improvement efforts? 

A patient portal can provide you with direct, “outside the office” access to your patients. 

Use it for patient education - most patients are searching the internet regarding their 

medical condition; why not have patients search using your site or a credible source you 

have directed them to? Engaging patients in reporting their own measurements for 

blood pressure or blood glucose online could be an effective way to collect data as well 

as improve the care of your patients with real time monitoring. 

3. Health Information Exchange Overview  
 
The basic concept of Health Information Exchange (HIE) is to allow health care 
professionals and patients to appropriately access and securely share vital medical 
information electronically. HIE is sometimes used as a noun or a verb – with Meaningful 
Use, there were HIEs created to act as central repositories for patient information while 
at the same time a facility/provider can exchange health information with another 
individual facility/provider (Office of National Coordinator, 2014). 
 
Participating in and using the functionality of health information exchange can be a key 
factor in successful transitions of care between providers and facilities as well as 
communicate information to data registries. 
 
The process to successful information exchange at the facility / provider level (also 
known as Directed Exchange) is: 
 

1)  Outline how you see the process working 

Health Information 

Exchange = Continuity 

of Care for our patients. 



2)  Start small – test with one other provider/organization that is willing to 
help. 

3)  Pilot the process with involvement from those who will be doing it on a 
day-to-day basis. 

4)  Take the time to review the process. 
5)  Try again. 
6)  When successful, move on to performing the task more frequently – ie, 

all transfers to “x” facility/provider will have a clinical summary sent 
electronically. 

7)  Review the process as a continuous improvement indicator – 
monitoring successful and failed exchanges until the process is 
hardwired. 

 
What does using Health Information Exchange mean for Quality 

Improvement? 

Health information exchange is all about improving communication 
between providers and/or facilities. This is potentially one of the areas 
where patients stand to gain through the continuity of care delivery. Moving 
through the steps noted above to improve our ability to communicate with 
one another can only be a benefit to the patient.  

 

4. Clinical Decision Support (CDS) - More than just alerts! 
 
“CDS is an interactive part of an application that assists clinicians with decision-making 
tasks—it is a hallmark of any clinical information system. Its primary objectives are to 
prevent errors of commission (the wrong thing was done) and of omission (something was 
not done that should have been), through alerts and templates with required data entry 
elements; and improve quality of care, through reminders and other forms of guidance.” 
(Stratis Health, 2009) 

 
To improve targeted healthcare decisions/outcomes with well developed & deployed CDS 

interventions, the interventions must provide: 

 the right information,  
 to the right people,  
 in the right intervention formats, 
 through the right channels,  
 at the right points in workflow 

 
CDS Functionality differs by software in the level of sophistication that is available.  
The different levels of sophistication are: 
 

 Data Display: data review tools such as flow sheets, patient data reports and 
graphic displays, search tools 

Think 

beyond 

pop-ups 

when using 

CDS! 



 Workflow Assistance: task lists, patient status lists, integrated clinical and financial 
tools, and instant messaging / internal communication tools 

 Data Entry: templates to guide documentation and structured data collection 
 Decision Making: access to resources on a topic from within the EHR, rule based 

alerts, clinical guidelines or pathways, patient / family preferences, and diagnostic 
decision support  

 
CDS rules can be active - require user action or passive and do not require user action. 

 
a. Using CDS to target conditions and standardize treatments   

 
Most CEHRT software will have a “starter set” of clinical decision 
support rules to coincide with the Clinical Quality Measures in 
addition to being able to set up some individual facility specific 
rules.  

  
The following considerations need to be given to evaluate the 
usefulness of a CDS function when setting up CDS to improve 
quality of care delivery and patient safety: 
 

 Specificity 
o Relevance to the patient 
o Accurate information 
o Consistent with standard of care 
o Promote action, or alternative actions 

 Sensitivity and workflow 
o Directed to the right person/role based user 
o Directed to the right situation 

 Safe/efficient handling 
o Overrides should not be easy or frequent in use 
o Reasons for noncompliance should be requested 
o Consider screen design, size 
o Minimize scrolling, keystrokes, typing, clicks, steps and screen changes 

 
Taking the time to map the process associated with the QI goal and identify exactly 
where in the workflow data exists to support the QI goal is a worthwhile exercise. Then 
establish CDS interventions at those points to support data collection and achieve goals. 
 
Some specific examples of CDS functionality being used to support specific conditions: 

 
 Tdap reminder / screening tool 
 Coumadin regimen documentation templates 
 Links to clinical guidelines/pathways within the EMR 
 Chlamydia screening tools 
 Tobacco cessation counseling triggers & templates 
 Weight counseling for elevated BMI 
 Documented use of aspirin or anti-thrombolytic in ER patients 
 Standing orders for admission of a pneumonia patient 

Translate clinical 

goals & objectives 

into specific 

Clinical Decision 

Support tools. 



 Chronic disease self-management education materials and documentation 
templates 

 

b. What does using CDS mean for Quality Improvement? - Management of CDS function 
and aligning the quality program 
 
A key part of implementing CDS and using them effectively for QI is responsibility for the 
ongoing management of the functionality. It is highly recommended that management 
of CDS rules and activities is done in alignment with quality reporting and data collection 
and not a silo function of any one department or individual. It may even be suggested 
that the task of managing CDS is done by an existing quality improvement committee. 
This may also mean that IT staff will need to be part of the committee to effectively 
monitor and implement what is needed.  
 
The responsibilities associated with managing the CDS functionality for effective QI 
collection and reporting are: 
 

 Evaluation of current CDS rules (Appendix A – CDS evaluation tool). A review or 
compilation of what rules / templates / guidelines currently in use at the 
practice / in our workflow? Do you have rules set up that do not apply? 

 Review and approval process for adding or dropping rules with a formal change 
management request and IT involvement. 

 Communicate the change in the CDS. 
 Follow up on changes made with reviewing alert usage/overrides, monitoring 

for template usage, chart reviews. 
 Ensure resources used in CDS are kept up-to-date. Not all systems are 

connected to a service that updates reference materials. This would also include 
review and upkeep of internal or customized documents. 

 

2. Patient Level Alerts 
The basic functionality and purpose of the patient level alert is to provide an option 

other than, or in conjunction with CDS alerts, to target a specific patient.  Unlike CDS 

alerts, which have a “global” affect, different alerts can be set for the same condition, 

for different patients, based on individual needs, time frames or provider preference.  

(Not all EHRs may have this functionality).  Also unlike CDS, these alerts do not 

“automatically fire” based on criteria and existing data in the EHR, instead are manually 

created individually and customized for each patient. 

What does using Patient Level Alerts mean for Quality Improvement?  

You can use patient level alerts to act as a note, alert or reminder to providers and staff 

on specific needs of an individual patient, or to address a specific aspect of care for a 

specific patient.  For example, you can set up a patient level alert for a pre hypertensive 

patient, to provide reminders or notes on care specific to that patient’s condition and 

based on information from the previous encounter.   


