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Previous CLIAC Deliberations   

 At meetings since February 2010, CLIAC has focused on 
communication of laboratory testing information, 
especially as related to the implementation of 
electronic health records (EHRs)  

 CLIAC - Recommendation September 2011:  Implement 
a workgroup to outline the scope of issues related to 
communication of laboratory testing information and 
propose approaches to address these issues for 
discussion by CLIAC 

 Focus for this meeting: What issues and strategies 
suggested by  the workgroup does CLIAC see as critical 
for accurate and effective laboratory information 
system(LIS)/EHR communication? 
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CDC Charge to Workgroup 
Participants  

 Provide individual input from your unique perspective 
and expertise to CDC on the challenges and 
opportunities associated with the ordering and 
interpretation of laboratory test results and related 
information in electronic health records for safe and 
effective interpretation in individual patient care 
decisions 
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 Suzanne Butch, MA, MT(ASCP)SBB, 
CQA(ASQ)  
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The Background:  
Examples of ONC Standards and 

Interoperability Initiatives 
Initiative  

(chronological) 

Value Created 

Transitions of Care 
Defines standardized content that enables electronic exchange of core clinical information 

among providers, patients, and other authorized entities to improve coordination of patient care 

Laboratory Results 

Interface 

Standardizes results reporting to ambulatory primary care, in support of Meaningful Use 

objectives for decision support, quality reporting, and transitions in care 

Provider Directories 
Provides a scalable, standardized solution to discover digital certificates, and an extensible 

model to query for electronic service information to facilitate health information exchange 

Certificate 

Interoperability 

Enables providers to electronically exchange and protect electronic health information created 

or maintained by certified EHR technology 

Query Health 

Focuses on establishing standards for distributed queries, which can increase the ability to 

understand macro health trends, proactively respond to disease outbreaks, understand the 

efficacy of drug treatments, and contribute to reduction of healthcare costs   

Data Segmentation for 

Privacy 

Enables the implementation and management of electronic health information exchange 

disclosure policies allowing providers to share specific portions of an electronic medical record 

Electronic Submission of 

Medical Documentation 

Gives CMS and other relevant Payers the ability to send electronic medical document requests, 

and investigates options to replace providers’ wet signatures with an electronic equivalent 

Public Health Reporting 
Enabling a standardized approach to electronic public health reporting from EHR systems to 

local, state and federal public health programs 

Longitudinal 

Coordination of Care 

Enables care coordination across long-term, post-acute and other non-hospital settings.  Builds 

on existing work, including S&I Transitions of Care initiative 
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ONC Initiatives:  
Labs and Public Health 

HL7 2.5.1 

Lab Results 
Interfaces 

Lab Orders 
Interfaces 

Care Coordination: Labs 

Public Health 
Reporting 

(HITSC) Immunizations, 
Biosurveillance, TBD 

Public Health 

S&I Initiatives 

Standards 

Data Models 

Health IT Focus 
Areas / MU 

TBD 

Note that, for simplicity, some layers of the Portfolio Strategy stack have been omitted 
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Discussion Highlights 

 Identified causes of Communication error  

 Recommended Solutions for Communication Errors  

 Used Sociotechnology model (Dean F Sittig and Hardeep 

Singh, Qual Saf Health Care 2010 19: i68-i74) as a 

framework to describe causes and solutions  

 A model for studying health information technology in complex 
adaptive healthcare systems 

 Example  

 

 

8 



 Classes and Examples of  
Communication Error…  

 
 Transmission Errors 

 LIS-EMR interface eliminated first 35 characters 
of transmitted reports and changed 

• “no evidence of abnormality” to “evidence of 
abnormality” 

 <   to   > 

 Adjusted INR ratio by 8% 

 History Tracking Errors 

 Overwrote “preliminary” Lab results when “final” 
results available 
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 Classes and Examples of  
Communication Error…  (yep more) 

 
 Order Set Logic Errors 

 Changed specimen type to last specimen type 

order 

 Eliminated order when multiple types at 

multiple locations ordered 
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Example of Overwrite:  If the Potassium and ABG are 
both selected, then the arterial blood specimen type is 

overwritten by blood specimen type.  
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Example of Order Elimination : When multiple types of studies 
ordered (e.g. . radiology  and CBC’s) if studies NOT performed at 

the same location then the last order is eliminated 
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 Classes and Examples of  
Communication Error… (almost there) 

 
 Notification Errors 

 Critical Values triggered but not transmitted 

 Lab Results sent to ordering-but not treating 
physician 

 Workflow  Errors 

 Assumes Physician both orders and signs –
usually the MA or RN who orders 
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 Classes and Examples of  
Communication Error… (Finally) 

 
 Interface Design Errors  

 Lab Order Discontinuation required identifying order, 
discontinuing then confirm discontinuation-except that “button” is 
on a separate “page” 

 Lab results dispersed over multiple “pages”  but not indicated as 
such 

 “Busyness” of screen obfuscates information 
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 Possible Solutions 

 THINK OF THE LABORATORIAN AS PART OF THE 
TREATMENT TEAM 

 Use distributed cognition to understand the 
workflow of clinical operations and design EMR 
to “fit”  

 Use learning theory to create Decision Support 
Tools 

 Use design principles to create the user 
interface 

 Support NIST Usability Measurement 
Standards 
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Design Principle Examples: 
Current State 
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Design Principle Examples: 
Future State 
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Design Principle Examples: 
Current State 
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Design Principle Examples: 
Future State 

 

 

21 



Workgroup Suggestions 

 Multipronged strategies needed: 
 Secure Laboratory Community representation on either one or 

both Office of the National Coordinator (ONC) Advisory 
Committees  

 Ensure laboratory community position and concerns are  included 
in ONC’s action and surveillance plan for safety in the EHR  

• Response to Institute of Medicine due November 2012  

 Engage more laboratorians in national and state information 
technology workgroups  

• ONC tiger teams and  S and I workgroups 

• Certification and Standards development both for software and 
professionals  

• NHIN direct project  
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Workgroup Suggestions  (cont.) 

 Multipronged Strategies (cont.)  
 Raise awareness to LIS/EHR communication issues emphasizing 

patient safety and ensuring  more centered on patient  

• Lab Community 

• Stakeholders 

• Consumers 

• Vendors  

 Publish white paper  

 Improve and expand  laboratory professionals’  IT education both 
in formal and informal settings  

 Convene meeting of private and public sector to discuss and 
resolve LIS/EHR Communication issues  
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Questions for CLIAC 
Consideration 

 What issues identified by the workgroup are 
critical for accurate communication of 
laboratory testing information, especially with 
respect to electronic health records (EHRs)?  

 What are feasible strategies to address these 
issues?  

 What strategies would be most effective to 
facilitate HHS moving forward, to assure 
patient safety with respect to laboratory 
testing information in EHRs?   
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