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Minnesota e-Health 2018-19 e-Prescribing Workgroup
Matrix of Issues and opportunities

This document includes a table for you to use as a working document for our meetings. Please edit and comment, using tracked changes and any other means to help identify/clarify/refine issues, barriers, priorities, opportunities, etc. 
Note: please do not merge cells in the table – it creates issues for accessibility (screen text readers) and government documents must be accessible.
Questions? Contact Karen Soderberg, Karen.soderberg@state.mn.us or 651-201-3576. 

Last update: April 2, 2019
Update notes:
· Categories are added to help us prioritize, including:
Act – currently working on or can do promptly
Study – do more research
Adapt – deal with workarounds while a solution is built
Monitor – for potential activity

“Remove” items from previous draft have been deleted.




Matrix

	
#
	Category
	Topic
	Issues
	Barriers
	Tech or Workflow 
	Opportunities/ Action
	Progress

	1
	Act
	EPCS
	Low provider uptake
	Technical readiness
Identity proofing
Workflow changes
Costs
	Both
	Outreach to increase awareness, determine barriers and needs, and spur action.
Leverage DHS authority with Medicaid providers to require EPCS.
	Outreach is underway
Enforced mandate is not preferred at this time.

	2
	Act
	eRx and EPCS
	Non-compliance, especially among specialty providers and oral surgeons
	Practice doesn’t have an EHR
EHR/vendor system does not have adequate authentication
	Tech
	Identify EHR vendors that are not ready; communicate this information.
EPCS road show
	Can Surescripts help identify vendors that are not ready? If so, MDH can outreach to providers using those systems.
Compliance is part of professional responsibility.

	4
	Act
Combine with row 5
	RxCancel
	Low uptake
	Lack of vendor support (for non-certified EHR systems)
State vs. federal compliance/competing priorities
No enforcement or penalties for lack of implementation
	Tech
	Use HIE oversight to monitor HDI vendor capabilities.
Identify the reasons for lack of vendor support for specific transactions and why some transactions aren’t being used. 
Provide guidance to prescribers and pharmacies on required transactions so they are prepared for vendor negotiations.
Identify methods/measure use of all named transactions.
	HIE certification app updated.
Some increased adoption (Cancel).
NCPDP also has guidance and is updating it, http://www.ncpdp.org/Resources/ePrescribing

Allina will be up by May.
Goal: keep prescribers and pharmacists in sync. And a cleaner med list.
[bookmark: _GoBack]http://pharmacyhit.org/ 

	5
	Act
	RxCancel Messages
	Lack of policies or best practices on how duplicate scripts should be handled
	Some groups have made a reason code mandatory in order to send a CancelRx message.  
Need process to implement effectively in in-patient setting.  For integrated pharmacies, d/c in EMR removes it for pharmacy.
EHRs appear to have various settings to show prescribers the responses sent by Rx. Need a way to filter these so prescribers can easily see the ones that are important to address.
	
	MN pharmacies have had a strong uptake. Surescripts will provide update data.
Develop and recommend best practices? Take into account inpatient vs outpatient use cases.
Related to med rec. Need to address workflow issues – when in the workflow med rec is taking place. Prescriber adjustments need to be part of that process.
Summit presentation (Lee/Allina, Mark/Mayo, Dr. Thorsen?, Steve, payer)
Leverage as part of Medicare Part D compliance.
	Created pools in each clinic to receive to help manage in-basket. ~3% require a call to the pharmacy.
Potential challenge with dose titration orders…canceling the old one is important when there are multiple changes.

	6
	Act
	Use of diagnosis codes on Rx
	Low use/uptake of this by health systems.
Some Med D require Rx to enter a dx code to adjudicate.
	Historic push-back from AMA; seen as a challenge to prescriber decision-making, potential liability issue, and barrier to off-label use of drugs. Rumor is that this objection is softening.
There may be EHR workflow issues to address.
Have heard that some EHRs make adding the indication to the prescription difficult/time consuming.
	
	Recommend this as a best practice for patient care - benefits of sending for counseling, PA support.
Inclusion of diagnosis code on a prescription claim could be sufficient to address certain PA requirements, relieving burden on the prescriber to obtain the PA.
Include on NewRx, RenewalResponse, ChangeResponse (those that are a Rx).
Identify outcomes to include in a best practices paper.  Quality/Safety -  what is the impact of including dx codes.
Transactions included: new, renewal change
	At least one system sends on all Rxs
Some clinics include on Rx or encounter.
Use of ICD or SNOMED codes is becoming more common with indication-based prescribing.
Mayo has developer who worked on prototype.  Might be a webinar topic. This is AHRQ-funded research so potentially tag a patient-safety spin on it.
Jenn at CVS to provide update on her research later in 2019.

	7
	Act
	Use of Diagnosis codes on claims, PMP
	Generally not sending on claim, unless needed for PA or payment (Part B).
	Could be unintended consequence of having available on Rx…payers could require, deny for off-label use.
Variation in decimal format between SCRIPT (requires decimals) and Telecomm (requires no decimals). 
	
	Medicare eclaim/attachment – NPRM due this year
Link to row 6, include in best practice guidance (send diagnosis when required on claim).  Including on eRx allows for audit trail.
Document importance of having actual Dx code. 1) patient education, 2) PA, 3) claims processing
Dispensers currently have concerns that dx info is not correct because it is optional. Prefer to have it be standard practice, although this may
	

	14
	Act
	MME (morphine milligram equivalent)
	MME calculators are not reliable
	Several exist but formulas appear to be inconsistent and don’t include liquid and patches. Pediatric calculator in Epic is not safe.
Currently takes a lot of work integrating guidelines on quantity, day supply, MME into workflow.
	Tech
	Workaround: develop a cheat sheet of commonly prescribed drugs for prescribers. 
Discuss with MDH agency-wide opioid response group.
Identify opportunities to develop a comprehensive calculator (align with national efforts)
Epic User Group?  
Maybe not an eRx issue – more of an EHR CPOE issue
A nation-wide PDMP would help address this, but not currently an option.
	Karen and Audrey will address. Karen to contact Dr. Thorson at Entira, MMA. Audrey to reach out to DHS (Jeff Schiff).


	29
	Act
	Medication therapy management
	Pharmacy role on the care team
	Pharmacists are not always integrated into the care team. This can be accomplished in a variety of ways.  In a clinic setting, a pharmacist could be part of the care team, have access to the EMR and review medications with patients/caregivers and providers.  Retail pharmacists could also be granted access to the EMR to allow for clinical review and documentation.
	Workflow
	Work with professional organizations to educate on benefits of integrating pharmacists into care teams.
Work with MDH Office of Rural Health and Primary Care to promote MTM to manage workforce shortage issues in rural and underserved communities.

	The Pharmacist eCare Plan is included in the ONC’s Interoperability Advisory. Epic uses this; need to research EHR vendor update to make sure it becomes available with all EHR systems.
Karen will engage MDH stakeholders to advance use of eCare Plan statewide.

	12
	Act/Monitor 
	Prescription benefit checks 
	Alternatives are not presented effectively to prescriber and Rx. E.g., sorted alphabetically.
	Want ability to more effectively/ accurately identify preferred alternatives to prescribers (at POC) and pharmacies.  Keep it within the workflow.
	
	Real time benefit check
Point of care decision support
Concern about pharmacy ‘leakage’ and polypharmacy behavior to find lowest cost drug.
	Pilots in place, some vendors in production. Optum PreCheck My Script
Mayo implementing as part of upgrade (Epic/Surescripts)
CMM has solution as well
Concerns about protecting the provider from blowback if estimate is wrong.
Standards are expected to be published in Jan 2020 for RTBC; won’t address how alternatives are presented.

	13
	Act/Monitor
	Prescription benefit checks
	RTBC standards are not ready
	Definite interest and activity around this; proprietary solutions will be used until standard is ready.
	
	EHR implementation readiness
	Pilots in place, some vendors in production.
Standards are expected to be published in Jan 2020.  Final rule due from CMS on RTBT (real-time benefit tool) later this year.  Comment period on NPRM closed 1/25/19.

	18
	Act/Monitor
	Opioids – CII quantities
	Quantity of chronic CII RXs prescribed at once. Prescribers can currently provide 3 hardcopies (for 3 months of chronic CII medications)
	Will this be possible so prescribers can write RXs for chronic CIIs 4 times a year or will they have to electronically send RXs every month?  How will pharmacy store month 2 and month 3 RXs (currently they must be printed and filed until fill date)?
	workflow
	MDH can engage BOP to provide guidance.
Workgroup may be able to facilitate education and outreach.
Use of EPCS and “do not fill before” functionality (Example in 2017071 guidance).  Can also group orders together, e.g. one current, two future.  
	MDH has reached out to BOP re: guidance; will follow up April 2019.
Epic feature – Daisy Chain to automatically parse out scripts.

	19
	Act/Study
	Prescriber-Rx communication
	There is not an efficient and fast way for prescriber and pharmacist to communicate (except by phone).
Can lead to delays in delivering to patient; sometimes patients need to do the follow-up.
	There is an electronic message for pharmacy to send to a provider. How can this structured and coded so the communication is clear, and highly adopted? Once all implement, then put policy in for it. How can we add best practices for this? 
Messaging needs a timely response back to the pharmacy – and doesn’t cancel the ordering message. How do we get information in the hands of decision makers at each organization?
	
	We need to work like the AUC where payers and providers got together. We need to focus on cancel, and other transactions. There is some work happening at the national level, but quicker and testable if we look at the local level. Get a consensus on doing it the same way. Not just the data, but best practices, such as timing or when to check what.
RxChange messages can be used for some situations.
Need to identify use cases
	Understand what the gap is and identify what in SCRIPT 2017071 will address it.
Develop use cases for NCPDP to follow up on.
Identify level of urgency for use cases: when do you just pick the phone and deal with it.

	8
	Study
	ePA
	MN mandate and requirements
	The “Minnesota Uniform Form for Prescription Drug Prior Authorization (PA) Requests and Formulary Exceptions” and the “Prescription Drug Prior Authorization (PA) Companion Guide” seem to be misaligned with themselves and with best practices.

	Policy
	Discuss current practice and what opportunities we have to align with national practice, improve guidance, and potentially recommend policy changes. Include workflow issues
Develop recommendations to align statute; target May 2020 recommendation to AC/commissioner.
Continue to promote ePA; find out what payers are using for ePA.
Develop guidance/communication to help PBMs understand that they need to accept
	60% of MN clinics report that they use ePA, but just 17% use it regularly (for 80%+ of scripts). Need a better way to measure adoption.
CMS NPRM is anticipated in April 2019. May need to wait on our recommendations until final rules are published to achieve alignment with CMS. MDH will take alead on this.

	9
	Study
	ePA
	Lack of federal direction and standards
	Rules are not yet established for HR 6 (SUPPORT for Patients and Communities Act) that will require ePA for Medicare Part D. 
	Tech
	E-Health Initiative conduct a coordinated response when NPRM for ePA is released (expected Spring 2019)
Engage the MN Council of Health Plans.
Consider using MN HIE oversight law to enforce implementation of ePA by vendors.
	Anticipate NPRM as a result of HR 6.

	24
	Study
	Uptake of messaging business models
	Not all optional transaction components are supported
	Within required transactions, not all optional components are supported.  Example:  Structured and Codified Sig (available in NCPDP SCRIPT 10.6), Coverage, Copay and Alternatives (F&B).  Future optional components include Allergy and Observation segments.
There is confusion between discrete SIG and structured codified SIG.
Implementing these is a big workflow “lift”
	Tech
	Identify/provide guidance for stakeholders to support optional components.
Consider a pilot to test and address workflow needs.
	Expect progress with implementation of SCRIPT 2017071 in 2020.

	25
	Study
	Implementation of recommended standards
	Inconsistent use of vocabularies/code systems
	Synchronization with related federal and national standards. Use of SNOMED, RxNORM and LOINC are relatively new, especially for pharmacies.  Understand how the adoption and use of these will impact electronic prescribing and pharmacy systems.
	Tech
	Promote vendor adoption of RxNorm for drug identification fields (following NCPDP SCRIPT Implementation Recommendations). 
Identify current practices. CVS: “we are using NDC and RxNorm for drug identification.  We are looking at using LOINC for height, weight and BP. SNOMED is being looked at for problem lists as well as allergy information. ICD9 & 10 are being used for Dx.”
	NCPDP offers guidance at:
http://www.ncpdp.org/Resources/ePrescribing 

	21
	Study – low priority for 2019
	Drug file management and maintenance
	NDC code reconciliation
	Each stakeholder uses a different version of the drug list. The drug list is proprietary information managed by a third party, and each stakeholder loads independently and do not know what version others are using.
You can have best practices, but not regulations on what type of proprietary information is used.
Health plans operate nationally, so any MN recommendations need to align with national efforts.
	both
	Develop and promote best practices.
	

	22
	Study – low priority for 2019
	Rule 1557: ACA anti- discrimination
	There are no EHR standards for capturing transgender data
	There is lack of standardization/clarity in how biologic sex is captured in EHR vs gender identity and/or current sex. This info is important for dosing and addressing billing edits
	
	There is a group at NCPDP to look at data exchange options within NCPDP transactions
A Minnesota-based resource is engaged.
Dx code and/or indication could provide important info in lieu of sex/gender standards.
MDH public health reporting programs may be interested in this issue. 
	

	15
	Study/ Monitor
	Med reconciliation
	Prescriber doesn’t know what meds the patient has been prescribed if they don’t used MedHx Claims data in EHR
	Need to integrate MedHx data into the medical records. MedHx can/does include claims and pharmacy records. 
There is limited use of RxFill messages, which would help with med rec.
	Both
	
	Adding adherence scores (e.g. PDC over 6-12 months)
Implementation of SCRIPT 2017071 may result in increased use of RxFIll messages due to enhanced functionality.

	20
	Study/monitor
	Medication lists; med rec
	Patient med reconciliation updates do not always carry forward, even within the same health organization.
	There is no single source of truth for medications.
Need to think not just about opioids, but also future information needs. Be prepared to manage the next crisis.
Real-time information is needed.
	both
	Look at comprehensive PMP models used in other states (NE, NC) as a possible solution.
Consider how this could be a shared HIE service.
	MN HIE Task Force is exploring options to establish shared HIE services. Public comment expected summer 2019.

	23
	Study/Monitor
	Medical Marijuana
	Policies around prescribing, charting
	Concern around lack of interaction info.
Lack of standards
	
	SCRIPT 2017071 will allow for more substance use information to be exchanged (alcohol, marijuana, tobacco, etc.). SNOMED codes for frequency and amount of use.
Develop guidance on using this info? Flesh out what is a charting issue vs prescribing issue.
	

	10
	Adapt
	ePA
	False positives
	Some are only doing retrospective due to inaccurate F&B data.  May have pharmacy run test claim to determine if PA is needed.
	Both
	Tie to RTBC
Use eclinical messages or RxChange PA to facilitate better communication?
Implementation of RTBC, improving the quality of the F&B data may address and move PA to prospective instead of restrospective. In the meantime, promote use of Cancel and use phone as needed
	

	11
	Adapt
	ePA
	Claims process
	Need to resubmit until claim goes through.
	Both
	Use eclinical messages or RxChange PA to facilitate better communication?
Need process to communicate to pharmacy when retrospective PA is approved.
	

	3
	Monitor
	EPCS
	Standards
	State codes don’t accommodate international addresses
	Tech
	NCPDP fix is included with the next version, taking effect 1/1/2020
	NCPDP is working with stakeholders on an FAQ for temporary workaround.
Epic also engaged in developing workaround.
AZ rescinded legislation; Epic will wait until 1/1/20 NCPDP implementation.

	16
	 Monitor
	PBM gaps in care report
	Not electronically integrated into provider workflow.
There are reports that gaps happen when a patient changes insurance mid-year the authorizations don’t move with them.
	Want to see this move to electronic process.  Need way to manage alerts to be specific; e.g., diabetics w/o statin, alert should be based on total cholesterol level.  Assumption is current paper notifications may not be worked; might be assigned to MTM pharmacist.
	
	Not an eRx function
NewRxRequest with SCRIPT 2017071 could be used (pharmacist to prescriber); This is supported by Surescripts – they are looking for early adopters.
Other market solutions are being developed.

	

	17
	Monitor
	PMP integration
	Low provider uptake
	Minnesota’s PMP AWARxE with NarxCare upgrade was completed in December 2018.
	Both
	All prescribers and pharmacists now have a more robust and interactive representation of the patient’s profile.  The new platform and add-on should not to be confused with integrating access to the MN PMP AWARxE system into Health IT solutions.
Health care organizations need to integrate with the system. BOP’s only role is to approve their request to access via the integration solution. They hold their own contract with APPRISS.
	As of mid-January 2019 BOP has approved Mayo, St. Lukes, 4 smaller organizations, Walmart, CVS, and one community pharmacy. Five large systems and some smaller med/dental practices are interested or in negotiations.
EPCS outreach will ask about progress on integration.

	27
	Monitor
	Requirements in MN statute and federal rules
	MN statute is not current with SCRIPT nor what CMS named for eRx under the MMA requirements for 1/1/20.
MN statute will need to align with upcoming CMS rules (for HR 6)
	Requires legislative action
	Policy
	Recommend technical changes to MN statute.
Monitor HR 6 NPRM and develop response that addresses alignment and best practice.
	Bill with technical edits was not introduced in 2019 legislative session; will try again in 2020.

	28
	Monitor
	Nurse as Agent (e.g., long-term care facilities, where prescriber is not located at the patient setting)
	Unclear understanding of nurse-as-agent compliance with Board of Pharmacy requirements
	Inconsistent messages from MN Board of Pharmacy on nurse-as-agent (see 2014-15 workgroup record for details)
	Both
	Clarify Board of Pharmacy position on nurse acting as agent of a prescriber (for EPCS and non-EPCS). For example, if the same record is sent to the pharmacy and MD for signature, is that okay? Pharmacy has to see original order under MN.
Develop recommended workflow for e-prescribing that ensures Board compliance as well as patient safety. Include this in the guidance.
	In April 2017 the Board approved a guidance document on the receipt of prescriptions/orders from long term care facilities. It may still be a concern as these prescriptions/orders are not electronically prescribed usually, but instead entered into an eMAR by someone other than the prescriber and do not contain an electronic signature of the prescriber.

	30
	Monitor
	Vaccine administration
	Pharmacy readiness
State law bans Rx from med administration
	Pharmacy readiness to use HL7 standards to submit claims/documentation. 
	Tech
	Identify barriers to submission by pharmacies (and variances by type of pharmacy). 
Provide guidance on requirements for submission to MIIC.
Pharmacists are excellent contributors to MIIC and administering more immunizations every year, are advocating for better documentation and billing.
	MN legislature is considering a bill to allow pharmacy-based medication administration. This is expected to have strong support in 2019. [need bill info]

	31
	Monitor
	Specialty, infusion, durables
	Lack of universal compliance among dispensers and prescribers
	Use of specialty medications, compounded (either unique strengths, unique ingredients or multicomponent medications) that are not able to be e-prescribed since either components will not be transmitted correctly or that there is not an NDC for that med. 
eRx not flexible enough for specialty and infusion pharmacies, including durables.
	Tech
	Utilize stakeholder assns /orgs to encourage participation in the standards development process to ensure that business needs are addressed.
	Specialty Rx is addressed in SCRIPT 2017071
There is a federal study regarding ePrescribing of durable med equipment.

	26
	Monitor or Remove
	Optimizing the full spectrum of e-prescribing transactions, functionalities and workflows
	Awareness of eRx functionalities by prescribers and dispensers; managing changes in workflows
	Lack of time/training to understand functionalities
Staying current on standards/regulatory requirements, scope of practice/board regulations
Training; staying updated on workflow changes enabled by technology and technology updates.
	Both
	Recommend that vendor contracts include adequate, on-going training on system utilization.
Utilize professional associations and vendor user groups to support efforts to achieve optimization. 
Leverage organizations such as ICSI and AUC to develop standardized processes/workflows to support optimization (i.e., refill/renewal requests).
	Included with most of other items.
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