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P.O. U«i\ 12HT Slate Capitol
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Representative (iary L. Davis

MEMORANDUM April 12, 1995

T0: Senator Lyda Green, Chair
Senate HESS Committee

FROM:  Representative Gary Davis

RE: House Bill 214, "An Act relating to themaintenance by
health care providers of medical records in an
electronic format."

Please schedule House Bill 214 fora hearing in the HESS Committee at
your earliest convenience. Attached are the bill, fiscal note, sponsor
statement, sectional analysis, the current statute, three letters of support,
and a legal memorandum relating to the issue.

Thank you for considering this legislation.

attachment
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HOUSE BILL NO. 214 am
IN THE LEGISLATURE OF THE STATE OF ALASKA
NINETEENTH LEGISLATURE - FIRST SESSION

BY REPRESENTATIVE G.DAVIS

Amended:  4/10/95
Introduced:  3/1/95

A BILL
FOR AN ACT ENTITLED
"An Act relating to the maintenance by health care providers of medical records

in an electronic formal.”
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

» Section 1. AS 18.20.085 is amended by adding a new subsection to read:
(ci- This section is subject to AS 18.95.010.
* Sec. 2. AS 18 is amended by adding a new chapter to read:
CHAPTER 95. MISCELLANEQUS PROVISIONS.
See. 18.95.010. USE OF ELECTRONIC MEDICAL RECORDS. A health
provider may maintain and preserve its medical records in an electronic format
that protects the physical sccunty of the records and protects the records from access
by unauthorized persons. A health care provider who maintains and preserves the
records in an electronic format that provides these protections is not required to
maintain a separate paper copy The Department of Health and Social Services may
adopt regulations under AS 44 62 1Administrative Procedure Act) to regulate the
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implementation ot' this section.
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} 18.20.085 Health, Sai-kty, and Housing 5 18.20.090

(b) The department may by regulation require that a licensee or
applicant desiring to make a specified type of alteration or addition to
ita facilities or to construct new facilities shall, before commencing the
alteration, addition, or new construction, submit plans and specifica-
tions to the department for preliminary inspection and approval or
recommendations with respect to compliance with its regulations and
standards. (5 10 6-9 ACLA 1949; am § 5ch 112 SLA 1957;am 5 1¢h

40 SLA 1986)

CroM reference*. — For requirement
for certificate of need to elur a health
ear* facility. *e* AS 18.07

Sec, 18.20.085. Hospital records retention, (a) Unless specified
otherwise by the department a hospital shall retain and preserve
records that relate directly to the care and treatment of a piBfent for a
period of seven years following the discharge of the patient However,
the records pfa patient under 19 years ofage shall be kept until at
least two years after the patient has reached the age of 19 years or
until seven years following the discharge of the patient, whichever is
longer. Records consisting of X-ray film are required to be retained for
five years.

(b) The department shall by regulation define the types of records
and the information required to be included tn the records retained
and preserved under (a) of this section- The deportment may by regu-
lation specify records and information to be retained for longer periods
than those set out in (a) of this section.

(c) Ifa hospital ceases operation, it shall make immediate arrange-
ments, as approved by the department, for the preservation of its
records.

(d) In this section, "hospital" includes those facilities defined as
hospitals under AS 18.20.130 and 18.20.210. (5 1 ch 41 SLA 1970)

Coll*Ural reference*. — Admissibil-

ity on imu« of unity of expert opinion
baaed partly on medical, psychological or
Soapital report*. 55 ALR3d 551.

Admiaaibtlity under buainew* entry
(taluU* of hoapital record* in criminal
mar* <9 ALRW 22.

Admiaaibility tinder Uniform Bonnes.*
Rerrnda u Evidence Act or umilar tutuu
of medical report made by conruiting pby-

iﬁéfn to treating phyuaan £9 ALR3d

Admiaaibtlity under *uu law of baapi-
Ul record relating to intoxicanon or tobn-
ety of patient. 80 ALR3d 458

CKacowy of hoapiui‘a murnal record*
or communication* a* to qualification* or
(valuation* of individual phyocvan. 81
ALR3d 944

Sec. 18.20.090. Information confidential. The department may
not publicly disclose information received by it in u manner identify-
ing an individual or hospital except in a proceeding involving the
question of licensing, i 40-6-11 ACLA 1949)

47
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Bannister
4/10/95
A MENDME N
OFFERED IN THE HOUSE BY REPRESENTATIVE BROWN
TO: HB 214
JI £

*
Page 1, line 9. following "fomia™f?

Insert " titat protects thc”ecurity of the records and protects the records from access
by unauthorized persons. A health care provider who maintains and preserves the records in

an electronic format that provides these protections is not required to"

Page 1, line 10:
Delete "without maintaining”
Insert "maintain”
Following "separate"
Insert "paper"

Delete "in a handwritten or other tangible format™



ALASKA STATE

H ospital & Nursing Home

ASSOCIATION

Senator Lyda Green, Chair April 28. 1995
Senate HESS Committee

Room 423 State Capitol

Juneau, AK 99801-1182

Dear Senator Green:

Yesterday \  had some questions about the process for authentication of
appropriate signatures when health care facilities maintain electronic medical records.

HB 214 requires the Department of Health and Social Services to adopt
regulations to implement the provisions allowing electronic records to be maintained
without paper backup. The Department has drafted the regulations and the Alaska
Health Information Management Association has formally supported them. A copy of
the regulations is accompanies this letter for your review.

On page 4 of the draft regulations, the issue of signatures is addressed as
follows:

(3) written signatures or initials and electronic signatures or computer-
generated signature codes are acceptable as authentication. All
signatures or initials, whether written, electronic, or computer-generated,
shall include the initials of the signers credentials.

(4) In order for a facility to employ electronic signatures or computer-
generated signatures codes for authentication purposes, the facilities
Governing Body and Medical Staff, if appropriate, must adopt a policy
that permits authentication by electronic or computer-generated
signature. The policy shall identify those categories of the medical staff,
allied health staff or other personnel within the facility who are authorized
to authenticate patient records using electronic or computer-generated
signatures.

On page 7 of the draft reqgulations, the qualifications of Records Administrators
are set out

(i) Each facility subject to the provisions of this section, with the
exception of ambulatory surgical facilities, must employ the services of a
records administrator who is registered by the American Medical Record
Association or a record technician who is accredited by the American
Medical Record Association to supervise the medical record service...

S i S inijl #1 1+ Jim m\ AK 99801 « <907) 586-1790 « Fax (907) 463-tf 7*



Senator Lyda Green April 28, 1995 Page 2

Please let me know if you have additional questions. We hope HB 214 will be
back on the Senate Calender soon for final passage.

Sincerely,

Garrey M. Peska, C P A.
Financial Consultant

cc: Harlan Knudson
Representative Gary Davis
Portia Bahcock
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DRAFT
7 AAC 12710, Uproposed to b rrpaaled and readopted to r«d:

7AAC 11770. MEDICAL RECORD SERVICE, (f) Each facility, with
the exception of home health a(I;enues, Intcrmodiat™ caxe facilities for the mentally
retarded and hirth ocnton, most hsv* a medical rtcord service which complies
with ths provisions of this 1CCtica.

(b? A facility must keep roeord(Jj on.all pahants admitted or accepted for
treatment. Oruinals or accural* _reBro Uctions of the contents cf the originals of
all records. Including x ray*. txeuit be mtinlained in a form which is legible and
readlily avaltabk LR(%the request of the attending physician, medical SalT,
reFreste_otatlva of the department, or, upon the pafient's written roqueit, lo other
pirictitioncn.

() Each in-patient medical record must include, as appropriate:
(1) an identification sheet which inclucles the;

A) patient’s rime;
medlctql re(%er numb%r, o
atlent's address on admission;
Bat_lentjs dee of irth;
patient’s sex;
patient's marital status;
patient’'s religious preference;
(H) dais of admisiion;
1) name, acldress and teIePhon_e number of a contact person;
name of the patient's attending physician;
Initial diagnostic Impression;
L) date o 1 discharge angd final diagnosis; and | )
M) source of payment including Social Security, Medicare
and Medicaid identification .umber (ifapplicable).

(7? _ . aphysical examination statement which includes all positive and
negative tladingj resulting from sn inventory of systems;

(3? amegical and, if applicable, a psychiatric h’llory recard, to

Include at a minimum _ahutorfy of the patient as to chief complaint, present

lllness, pertinent put history’, family history, and social history:

sufficient information tojustify the diagnosis and warrant the
tr«atm*%?an end res r]ts, Justy J
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(5 coniulution report! containing, wiittcn opinion* ilgned by the
consultant*, dental recora®, and report* 0f any tpecla) rtudiea;

(6) an odor ihcet which include! medication, traatment, and diet
order* signed by | phyilcltn,

(7I) pro?re_u note™ foe each aervice or treatment received which gzive
a chrono (%?lca picture of the patient™ progress and which arc sufficient to
delineate die oourse and remla of treatment;

() arses" notes, which must include but not be limited to the

following:
(A) ea«clie and accurate record of nuiving care administered;

(B) a record of pertinent obiervatiori and response to
treatment, Including i)sychosoual and physical manifestations,_
Incicent* and unustial occurrences, relevant nursing interpretation of
*och obs?rvatlons, and Vital Jign charting made by nuriing
personnel;

(Q an assessment at the time of admission;
D) | diachtrge plan;

(G) tho name, dot: %e, and time of xdministrailon of a

medication or treatment, the route of administration and lite of
injection. If other thaa by oral sdmuiutretion, of a medication, the
patient*! response, and the aignafurc of the pexsou who aJinmLrtcrcd
tha medication or tic, and

a record of an¥ restraint used, except soft tie rcalninU
used for aupport ard protection of the patient, showing the time of
application‘and removal,

(9 court erdan relevant to invohnrta/y treatment;

(10) laVritary reports.

(11) X«roy reports;
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DRAFT

(12) consent for, when applicable;

. (L3) operative report oo in-patienl and out—P,atient surgery hteluding
{aC—OpCH'[I vr-and post-operative diagnosis, description of findings,
echniques used, and tissue removed or altered, If appropriate;

(14) anesthesia records including pro-opaativa diagnosis and post-
anesthesia follow-up;

(15) a pathology report, if tissue or body fluid is removed;
(16) recovery room records;

(17) labor record,

(18) dlelivery record;

. (19) record of anconsul physical examination and condition 00
discharge;

~ (20) 1 discharge summary, Prepared_ and signed by the attendln(g
R]hg/swlan which brlﬁ . re?a itula ef the significant findings anal events of
patlent’s stay In the-facl |,l§(, conclusions s to, the pnma% and any
assuciated diagnoses, disposition a discharge to include Instructions and/or
medications, and recommendations and aitingnnents for future care; and

(21) any autopsy findings on i hospital death.

_ fd) A facility must maintain procedures to protect the information in
medical records from loss, defacement, tampering or access by unaulhorued
persons. The. medical record, Inclyding X-ray films, is the property of the facility
and Is maintained for the benefit of thepatiertt, the medical ua. T and the facility.

(®) A record must be completed within 15days of discharge and
authenticated or signed by (he attending physician o dentist

(0 Medical record entries mult be authenticated u follows:
(1? All entries into the medical record shall be authenticated by the

individual who made or authorized the entry. *Authentication,-for tho
purpose* of this section, means identification of the author of a medical
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record entry by <t Authar, and confirmation that the contents arc what the
Author iniended.

(2) Medical record cntrici shall include ill oo, orders or
observations Made hy direct patient ¢jui providert and anyother
Individuali required to malt# ruch entries in tho medical record, and written
Interpretive report! of diagnoitic test* or apaciflc treatment! including, but
rot limited to, radiglogic O electrocardiographic reports, operative reports,
reports of pathologic éxamination of tiiiue and other imilar reports.

(3 written signature* or initials and electronic Ilquatu_/m or
oom utcr—gcacn_ted Signature coges arc acceptable as aifthentication. Al
grl%rj turcs Or Initial!, hether written, electronic, or oc/nputw-gencraled,
| Include the Inifial! of the signer1 credentials.

(@ Inorder for a facility to employ electrode signatures or
eomputar=geacrated aignaturc codes for adithentication purposes, the
facilities Governing Body and Medical SiT. if appropriate, mutt adopt a
policy that permhj authentication by electronic or comtputer—generate
3|?na ure. The policy shall Identify those categoric! of the medical staff,
allied besdth staff or other personnel within the facility who art authorized
0 au%hen}lcate patient records using electronic or computer-generated
signature,

3 . At aminimum, die policy shall include adequate safeguard! to
ensure coo"denfiabty, including but not broiled to, the following:

(A) Each user myjt be, assigned a unique identifier that ii
generated through a confidential access code

. (B) The facility rauit certify in writing (et each identifier is
kept itric tctonflder]tlatl. Tb_the |f|caft|on rR_ustlmchdet_a_ .
ommigment to terminate a ujct'i use of 4particular |dentifier If it i
?ound_ %tt e I(Eentnll]er%aslﬂeen MISuse .p"Mlsus_eJ* shan mean
(hat die user has allowed souther penoo or personi to ate hil or her
ggrsocaDy usigned identifier, or that the identifier has othcrwiie

en Inappropriately used.

h access to die identifier and thé only person authorized

S(VZR The user myst certify in writing tint be or she U the onIY
&e\glson _ 0
the signature code.
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(Dﬂ Tht fWility must monitor tha OMof identifier!
ﬁ Ukd talca corrective action U needed, The process by

periodica : : SS Y
which tin fisdHty will conduct the monitoring thill be described hi

the policy.

(6) A system employing the use of electronic signatures or
compntar=-generated signature Code for authentication Shall include |
verification process to ensure (it the ontcot of authenticated entries If
accurate. The verification proceu thill incluc*, it I minimum, the

following provisions:

_ SA) Tho s¥stem shill require completion of geriain
designated fields Tor eech type of document before the document
mxy e authenticated, with 0 blanks, gaps or obvious contradictory
statements appearing within those dctijnilcd fields. The system
iU also _regul/e that cqrrection or ru glementlllon of rewou_tlg
ruihenticaied entries shill be made b ddltlonﬁ| cDiri ,acrﬁ)anlt ly
I"theoticatfd ind made subsequent In time to the original entry.

(B). The systcra must maka in opportuni% availahle to the
user to Verify that the document is accurate and that the signature has
boeo properly recorded

. (Q The facility most, as part of its qualit% assurance
activities, gerlodlcalel% (famgle,recoﬂﬁ generated Dy the system to
verity the accuracy and Integrity or the"system.

(7) Auser nuy terminate authorization for use of an electronic or
computer-gencrrtta m%nature upon written notice to the Director of
Msaieal Records or other person designated by the facility's pobcy.

Separatg@ Fach rgﬁgr&atreegord or entry generated by a user must be

authenticited
9 Any use of electronic recordkeeping to store patieni records
ﬁhay en are the safety and integrity of t%ose recorc@ a(r] ltut to tﬁe extent of
ard copy recorcs.

(A) All provideo shall ensure (fa safoty and integrity ofall
electronic media uwd to atore patient records by emplorl_ng an
offfsitn backup storage cyitem, ‘an image mechanism that is able to
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copy signature documents, and a mechanism to ensure that aixcc a
record U Input, it i» unalterable,

B) Alt minimum, reaionable aacurity shall be maintained
for aay computer on which any primry patient record or primary
patient record entry s created, entered, or retrieved. Kcaaooablc
security shall be maintained in the connection of such computer to
Ifly coo™utor or communications system oc network. The
reaaonabieneai of the security of acomputer or a oonncction shall bo
determined taking into consideration at least the following:

@) the dale of commercially available computer
technology,

0) tha affordall'ity of security technology,
proceaure! and techniques;

3) die likelihood of fhilu/e of sec,uritY and the risk
that Such’a failure could be caused intentionally;
... (&) the magnityae of harm that could rcault if security
fails, is inacequaté or Is breached;

. (3) known and reasonably tnricipamd threats to
security; and

86) Ifcnduds promulgated by national lP/ recognized |
standard Setting Kgariabans and professional associations in
the fields oflt{ith information, healthcare imformatics. and
computer security.

. © The security tyttera of say computer ogwhich a primary
patient record or primary patient record entryis created, entered, or
retrieved, including any connections to such’computer, shall be
designed, I'iliaed, maintained and administered toprevent
unauthorized access to primary patient records and to data contained
In such records, and to prevent unauthorized input to, or
modification or deletion of, such records and dAfa

(10 Original_hard oopica of patient records cay be destroyed once
the record has been eloCtrooically stored.
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_ (11% The printout of the compuiterized version_ shall bo considered
the original for the purpose of providing copiss to patients.

(12) Access k> clearoakilly uwod patient rocordj shall be made
available to the Section of Htilth Feilito'a# Uocoaing end Certification staff

promptly, upon request

(13) Any provider robjret to tlui section, choosing to utilize la
electronic recorakeeping system, thill develop tad ixnplemml policies ind
procedures to bchide safequards for confidentiality tad unauthorized
access 1o election! cally tiered patient beilth records, authentication by
electronic signature kéys, and Systems maintenance.

(14) Nothing contained In this chapter shall affect (e existing
re([]ulatory requirement* for the access, use, disclosure, confidentiality,
refention at record contenu, and maintenance of health information in
patient records by health care providers

?) Records must be Indexed in accordance with standard medical record
nomenclature to insure the prompt location o ft patient's medical record. A unit
medical record system shall be established Ad implemented with mpuienl,
outpatient and ernergency room records combined.

_ @ Aftransfer summary, snt;rsd bY th ph}(_smlanl must accompany the
atient if the patient s transferred o another facility or If tranxfened to & nursing
or intermediate cate Service unit *i:hin the same facility. The transfer summary
must include essential lafomudon relative lo the patient'l Asgr,ons, ooodittion
medications, treatments, dietary requirement, known allergies; ind treatment plan

|P Eact facility subjact lo tha provisions ofthis Kctiog, with (lie caccptiuA
of ambulatory surgical facilities, muse employ the serviceil of a records |
administrator *ho’Is registered by (re American Medical Record Association or a
record technician who U accradikd > the American Modrcal Record Association
to supervise the medical record service, and if the sdmimnraror or technician is a
Geclulunt only, somake vuiti to the facility not :u than twice per year to
organize and evaluate the operaticQ of the Service ind to rpro\_/lde vritlea reports lo
the medical record service and the administration of the facility’. The ftdmmisttiror
of the medical rcoocd department shall participate in educational programs relative
to medical record actjvities, in 00*the-job training and orientation of other medusl
record personnel, and.In.amice megical record educatlonaéfrograms

Professional cor sulution services should be provided for t médical record
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practitioner, The edmlnlruitw or accredited record technician shall be assisted by
ruch qualified personnel as are necasury Gurthe ooaduct of the eervice.

() Patient records including X-ray dims or reproduction thereof ihall be
preserved safely for aminimum of leven yean following dlschar?e of the ‘oatent,
except that the rxordi of unemancipated minor* »hiH be kop< al Toast until two

ean aAer such minor has reached the age of 19yean and in any case not less
han seven years.

() The facility shall maintain i medical record service which ihall be
conveniently located and adequate in size and equipment to facilitate the accurate
progessing, checking, indexing and filling of iU medical records. Medical records
shall be filed 1o an &aafly accéssible manner in the facility or in an approved
medical record storage agency offthe facility premises.

0) Provision shall be made for the safe storage of medical records. This
shall be deemed to mean (et medical records ire handled in luch manner as to
ensure safety from water Seepage or fire damage and are safequarded from
unauthorized use. Mediical records generally must nos be removed from the
facility environment except upon subpoena.

(m) Ifa fatuity crises operation, tha Daparbncot ahali bo informed within
4s hours 0f the arrangements made ro Safe lqreservatlon of patient records .
ahove required The Tacility shall have a policy o the preservation of patient
medical records in the everit of the closure of the facility.

() If pwnershiﬂ of a licensed facility change®, both the previous licensee
and the new licensee shall prior to the chan?e of ownership, provide the
Department with written documentation tha

(1) The new licensee will have custody of the patients' recordi upon
transfer of the hospital and that the records aré available to both the new
and former licensee and other authorised persons, or

_ (9 Arrangements have been made for the ufi preservation of
Patlent records, & ahove required, and that the records are available to both
he nrw tad former licensers and other authorised persons

. (0 . Acommittee crthe organised medical staff shall be responsible for
reviewing ucdica; meoeds t: entur* adeduate dvr ‘mentation, completeness,
promptness, and clinical pc.t <,..e
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(p) Any perxxi who L or has been &patient of i physician, hospital, or
other medltnl facility ihall be entitled to obtain icreu to the inforautioa
contained la til his/ner medical records upon requeu. Thi* request camedical
Inform*doc will Include minors when rich request Is made by die parent or legal
guardian. Copies of all medical ocorda shall be furnished pertaining to his or her
case upon (he tender of ths expenses ofsuch copy or oopic*

(g?, Onf-patiorl medical records will be maintained a1 correlated with
other fhality medical recorcs.

(1) Tbe out*p”Henl medics! records will be filed ia alocation which
emure* ready accctfifeihty to the physicians, nurses, and other personnel of
the department.

(2) The out"pa/irm ittedical record will bx integrated with the
patient's over-all medical recot

(3) lofonrltien eootitacd in th« madical record must be complete

examination, labcrefoiv and other diagnostic tests, diagnosis, and tretiment-
«te fkililate coat-Wy ofcarc.

Sr) Current record/ *r 4 those oo discharged patients must be completed
promptly.

(1) orient rrcor.It will be competed wilh'm 24 to 48 hoars
following admission

(2) If s pat/ontreadmitted within 30 diyi for the aame condition,
reference to the prtv’,0s history and pbyiical eximbAtioo with an interval
not* will rufCc

(s) Health facilities p*nahng medical records tray microfilm the medical
records and destroy the 0 * #>*1record b order to conserve space

(t) Laboratory repo~*c t-id test results shall be filed La the patient's medical
record and duplication cc”rr maintained by the lahnntory

(1) The Ishfraf-vy ijparvisor shall be nsfperuihla for dve laboratory

report
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(2) The govemning body shall establish aprooedutt Lo assure tfuit all
test* ar* appropriately "r.lered.

(3) Signed rtpnrrj of tissue examinations shall b« filed In the
patient? medical racckt) md duplication copie* kept In the laboratory.

(4) Allreporti of m*cro- and microscopic examination! performed
iball be signed by the pithologut performing die examination.

3 PfOVbler jhndl be mad* for the prompt filing of examination
reitiHi b tha patiertk medctl record and notification of the physician
rcqucrtbg the cxiaiip uion.

(6) Duplicat® Cd)**rof tha mminatioo report! ihall b« filed in the
laboratory in amanur wkich permits ready Identification and accessibility.

(¥)) Radiology depvt"W report* rmut be signed and shall be filed with the
patientl record with duplka* copies kept in the department.

(1) Request* by the nffecding physician Gx X-ray examination shall
contain aconcise of reason for the exambition.

(2) Reports ofm™"*preiitioru shall be written for dictated and signed
by die radioing St
]

3) X—ﬂ re\s  roentgenographs shill be preserved or
microfilmed the statute of limitition;.

(v) Social work ih»”  »lde adequate documentation of social work,
services provided wK.li sk* f&>f it of the psuicrj'j medlcal record and ihall
include:

(1) Ob«~v'uar ind tvial ajteittnent of thy pttUu.
(2) Plan of ttwsf/rit>t and social work senvices provided.

(3) Social including any recommendation for
follow-up.

PtO
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Representative Gary L. Davis

SPONSOR STATEMENT

HOUSE BILL 214

"An Act relating to the maintenance by health care providers of
medical records in an electronic format"

House Bill 214 is fairly basic legislation. HB 214 will clarify th.n
electronically stored medical records on computer terminals are legally

acceptable in lieu of records on paper.

Hospitals and Nursing Homes are moving toward "pr.p:rles« offices” in an
effort to promote efficiency. However, some providers are hesitant to
implement the electronic retention and maintenance of medical records
without a hard-copy back-up due to the lack of explicit legal authority.

The current statute relating to medical records neither prohibits or permits
them to be kept electronically. A legal memorandum from Legislative
Legal Services is indicative of health care providers' concerns that the
ability to maintain medical records is not clearly defined in statute or
regulation. House Bill 214 will lend some clarity to the medical records

statute.
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March 10, 1995

Representative Gary Davis
420 State Capital
Juneau, AK 99801-1182

Dear Representative Davis:

We truly appreciate the work that you have done to bring about HB214.
We believe it is an important step in helping control costs of health care.
The space we have allocated to paper files is large and growing every

day. T0 be able to store on disk will s?ve time, space, and effort.

Sincerely,

Acting Executive Director

ccC: Representative Scott Ogan
Representative Beverly Masek

TD/vIr

TOM'TOM.155



ALASKA STATE

H ospital & N ursing H ome

ASSOCIATION

Senator Lyda Green. Chair April 13, 1995
Senate HESS Committee
Room 423 State Capitol
Juneau. AK 99801-1182

Dear Senator Green

The members of the Alaska State Hospital and Nursing Home Association
support House Bill 214 am, "An Act relating to the maintenance by health care
providers of medical records in an electronic format."

As health care providers move toward "paperless offices", itis important that
Alaska lav/ keep pace with those changes. HB 214 will clarify that electronically
stored medical records are legally acceptable in lieu of records on paper

House Bill 214 am requires that medical records stored electronically be
protected from unauthorized access and for physical security

Thank you for scheduling the bill for a hearing in the Senate Health Education
and Social Services Committee on April 19. 1995, We would appreciate your yes vote
on HB 214

If you have any questions orcomments please contact me at 364-2244 or i
Harlan Knudson at 586*1790.

Sincerely.

Garrey M Peska. C.P A
Financial Consultant

cc Harlan Knudson
Representative Gary Davis

APR 17 1995

>19 SeWadd Srerrr * 11 «Juneu . AK 99X01 «(907) 5891790. Fax (907) J0).357.1



ALASKA STATE

H ospital & N ursing H ome

ASSOCIATION

Representative Gary Davis March 2. 1995
Room 420 State Capitol
Juneau, AK 99801-1182

Dear Gary:

The members of the Alaska State Hospital and Nursing Home Association
support House Bill 214, "An Act relating to the maintenance by health care providers of
medical records in an electronic format.*

As health care providers move toward '‘paperless offices", itis important that
Alaska law keep pace with those changes. HB 214 will clarify that electronically
stored medical records are legally acceptable in lieu of records on paper.

Thank you for sponsoring HB 214. We look forward to working with you to
support passage of the bill during this legislative session.

Sincerely,

Garrey ""Peska. C P A.
Financial Consultant

cc: H'.Jan Knudson

319 Seward Stw xt #11 sJuneau. AK 99801 + (907) 586-1790 « Fax (907) 463-3573



March 12, 1995

Representative Gary Davis
State Capital Room 420
Juneau, AK 99801

Dear Representative Davis,

| am writin? in support of Houso Bill No. 214, an Act relating to the maintenance by health care
providers of medical records in an electronic format.

Computer based patient records are important tools for supporting the clinical decision maklnﬁ
process and improving the quality of patient care. ~ Computer hased patient records assist healt
care providers to promptly locate and retrieve patient information, which can increase the quality
and efficiency of health care. Current paper based modical records can lead to delays in diagnosis
and treatment due to time required to rotrieve the medical record and route it to tho treatment area.
Electronic patient records can save essential time in treatment of patients during emergencies.

Computer programs can be utilized to alert health care providers to patients clinical parameters
requiring immediate attention. These programs will improve the quality of care provided fo patients,
Computer based medical records can quickly alert providers to patient's medical diagnoses and
allergies, which are essential to emergency treatment.

As proponents of health care reform frequently note, it is imperative that health care costs ho
reduced. The use of computers to document pafient care can assist in reducing costs. It is essential
that hoalth care professionals bo allowod to utilize computors to their fullest extent by maintaining
and Pr,eservmg patient medical information in an electronic format, without being required to also
maintain a paper copy of tho patient record. Currently health care providers are required to pnnt the
patient rcpoas from the computer for maintenance in a paper based medical record. These reports
must be signed by the health care professionals. This is a very expensive and time consuming
process, whicn does not aad to the quality of patient care or documentation.

Electronic patient records will also facilitate treatment of patients at differont locations within a
health care system. Electronic based patient records can assist health care providers to provide
integrated health care services across multiple settings and providers of care, and can Support
efforts to simplify tho administration of health care and reduce health care costs.



AKHIMA has been working with DHSS Health Facilities Licensing and Certification Division to
develop requlations for electronic medical records. It is necessary to allow patient information to ho
maintained in electronic format, with adequate security and backup processes to assure proper
rotontion of the medical record data, and with provisions to safeguard tho confldentlal_lt)( of tho
patient information. We have developed draft regulations which address the essential issues
relating to electronic patient information, including authentication, confidentiality, access, and

retention and security.

The Alaska Health Information Management Association (AKHIMA) is Alaska's professional
organization of credentialed specialists in medical records and health information management.
Health information management professionals are responsible for patient health information,
including patients medical record, both computer based and “aper.

/B\}ﬁHIMA supports HB214 and urges tho Legislature of the State of Alaska to enact this proposed
ll

Sincerely,

Char Thompson, ART
President

cc: Darin Morgan



ALASKA HEALTH INFORMATION
MANAGEMENT ASSOCIATION
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April 15, 1995

Senator Lyda Green
State Capital Room 423
Juneau, AK 99801-1182
Fax 465-3805

Dear Senator Green,

| am writin? in supPort of House BH No. 214, an Act relating to the maintenance by health care
roviders of medical records in an electronic format, which is scheduled for hearing by the Senate
ESS Committee on April 19 at 9:00 am. | wish to testify via teleconference in support of this bill
on behalf of the Alaska Health Information Management Association.

Computer based patient records are important tools for supporting the_clinical decision maklnﬁ
process and improving the quality of patient *are. ~ Computer hased patient records assist healt
caro providers to ﬁromptly locate and retrieve patient information, which can increase the quality
and efficiency of health care. Current paper based medical records can lead to dela}/s in diagnosis
and treatment due to time required to retrieve the medical record and route it to the treatment area.
Electronic patient records can save essential time in treatment of patients during emergencies.

Computer programs can be utilised to alert health care providers to patients clinical parameters
requiring immediato attention. These programs will improve tho quality of care provided to patients.
Computer based medical records can quickly alert providers to patient's medical diagnoses and
allergies, which are essential to emergency treatment.

As proponents of health care reform frequently note, it is imperative that health care costs bo
reduced. Tho use of computers to document pafiont core can assist in reducing costs. It is essential
that health caro professionals be allowed to_ utilizo computers to their fullest extent by maintaining
and PreserV|ng pationt medical information in an oloctromc format, without bomg required to also
maintain a paper copy of tho pationt record. Currontly health caro providers aro required to print tho
patient reports from the computer for maintenance in a paper based modical record. Those reports
must bo signed by tho health caro professionals. This is a vory oxpensivo and timo consuming
process, which does not add to tho quality of patient care or documentation.

Eloctromc patient records will olso facilitate treatment of patients at difforont locations within a
health caro system. Electronic based patient records can assist health core providors to provioo
integrated health caro servicos across multhle settings and providers of caro. and con support
efforts to simplify the administration of health caro and reduce health core costs.

APR 1 8 1°9n



AKHIMA has been workmg{ with DHSS Hoalth Facilities Licensing and Certification Division to
develop requlations for electronic medical records. It is necessary to allow pationt information to bo
maintained In electronic format, with adequate security and backup processes to assure proPer
rotention of the medical record data, and with provisions to safeguard tho confldentlalm( of the
patient information. We have dovijlopod draft regulations which™ address the essential issuos
relating to electronic patient information, including authentication, confidentiality, access, and

retention and security.

The Alaska Health Information Management Association (AKHIMA) is Alaska's professional
organization of credentialed specialists in medical records and health information managomont.
Health information management professionals are responsible for pationt health information,
including patients medical record, both computer based and paper.

é}ﬁHIMA supports HB214 and urges the Legislature of the State of Alaska to enact this proposed
ll

Sincerely,

Char Thompson, ART
President

APR! fi 1395



Are

The Alaska Health Information Management Asso-
ciation, or AKHIMA, is Alaska's professional organi-
zation of credenfialec) specialists in health information
management (HIM). AKHIMA is affiliated with the
35,000 member American Health Information
Management Association (AHIMA),

AKHITMNMAZ®S

Professional

Definition

HIM professionals are the experts who secure,
analyze, integrate and manage information that
steers the healthcare industry. At the heart of the
profession's information responsibilities are records,
both computer-based and paper, of patients' health
caro. The HIM professional orchestrates the collec-
tion of many kinds of data while advocating patient
confidentiality and ensuring authorized access to the
individual patient record.

The Mission of

ALK H I M A

The mission of AKHIMA is to promote the art and
science of health information management by
achieving and maintaining high standards of compc
tency, developing educational programs and promot-
ing professional growth. Along with physicians,
nurses, administrators and other members of tho
health care team, we continually strive to improve tho
quality ol health information for all Alaskans. We
endeavor to meet the challenges of a changing
health care delivery system by providing assistance
and contribution within the scope of our profession,

AAK H I M A Serves..

Pa'[len'[S: by advocating confidentiality of their health information and promoting comprehensive documentation
of tho medical care they receive. In an increasingly mobile society, AKHIMA members are key players in tho
development of the computer-based medical record

PhyS|C|anS and Other health prOfeSS|0na|S: by providing tho latest developments in health in.jrmation sys-
tems. documentation requirements, dnta and statistical trends and information for clinical decision-making and

patient care planning.

fTesearchers, government agencies, insurance companies and employers: by providing authorized data

and access to our expertise.

The HIM specialist may be employed in the management of data and information; supervision of clinical regis-
tries (cancer, trauma, diabetes, cardiac); utilization management; quality assessment; risk management; sales
and marketing; education; medical research. These professionals are visible in settings such as:

Govemmcnt/Regulatory Agencies
federal and state health departments
federal and state regulatory agencies
education

peer review organizations

Private Industry

insurance companies
consulting firms
computer companies

Health Facilities

acute care hospitals
ambulatory surgery centers
medical and dental practices
health maintenance organizations industrial health

17w firms

pharmaceutical companies

long term care hospitals
mental health facilities
substance abuse programs
rehabilitation centers

home health agencies



O ur M em bers

AKHIMA mombors oro committed lo oxcellonco in
health information. Through our national organization.
HIM specialists are crodonlialod in one of the following
caroor paths:

fuRA |i

Registered Record Administrator

A Registered Record Administrator (RRA) is a
manager as well as an information specialist RRAs
frequently interact with other members of medical,
financial and administrative stalls to ensure that
iniormation systems are protoctod and driven by
accurate, up-to-date information. RRAs also typically
determine health infoimation policies, budgets and
resources.

You can become an RRA by earning a bachelor's
degree from an accredited college program and then
passing tho national registration exam By passing this
exam, you earn tho RRA credential.

Accredited Rocord Technician

An Accredited Rocord Technician (ART) compiles,
analyzes and evaluates health information An ART's
responsibilities also typically include: maintaining and
using health data; controlling the uso and release of
health information; and supervising staff

You can become an ART by earning an associate's
degree through an accredited collogo program, such as
the University of Alaska-Sitka distance learning
program m health information management, or by
completing AHIMA's Independent Study Program You
earn the ART credential after successfully passing the
national accreditation exam

Certified Coding Specialist

A Certified Coding Specialist fCCS) is the recognized
expert in analyzing health records and assigning
classifications to medical data A CCS applies codes to
report diagnoses and procedures for all payors
including tho tedcral government and private insurance
companies This information is also used in research,
statistical reporting and planning

To become a CCS, you must have a high school
diploma or equivalent, on-the-job coding experience
and a sotid coding education A coding education can
bo attamod through workshops, seminars and coding
tracts within HIM college programs You may use tho
CCS credential altor passing a cortilication exam

Health Information
Management isa
Growing Profession

HIM career opportunities continue to grow. The
Bureau of Labor Statistics estimates that more than
47.000 additional HIM professionals will bo needed
by the year 2005.

For more information about retaining the services ol
an HIM professional or lo learn more about careers
in HIM, wrile or call:



Alaska
Health
Information
Management
Assoclation

Steering your health inforrgation
into the next century

2.000 and beyond.



DIVISION OF LEGAL SERVICES

LEGISLATIVE AFFAIRS AGENCY

STATE OF ALASKA
907) 465-18670r 465-2450

F V i(907) 465-2029 130 Seward Street. Quite 409
Mail Slop 3101 Juneau. Alaska 99801-2105
ME MORANDU M December 14, 1994
SUBJECT: Electronic medical records (Work Order No 9-LS0313)
TO: Representative Gary Davis
Attn  Dann
FROM: Theresa Bannister

Legislative Counsel

You have asked for an opinion relating to the use of electronic medical records. Essentially
you arc concerned with whether private health care facilities are legally able to keep all
medical records electronically without maintaining a hard copy back-up You have provided
three situations for illustration and examination.

t  Introduction of electronic information. You have raised the potential problem of
it .reducing a hard-copy of electronic information as evidence in court. .Aside from other
evidentiary rules that have to be satisfied for the introduction of any piece of evidence, it
appears that the fact that you arc working from an electronic source would not by itself
prevent the introduction of the hard copy Alaska Rule of Evidence 1002 appears to allow
the introduction That rule requires that the "original writing, recording, or photograph” is
required, except as otherwise provided by state statute or other state court rule. Although
this wording does not look promising, the definition of "original™ includes the following
language Ifdata are stored in a computer or similar device, any printout or other output
readable by sight, shown to reflect that data accurately, is an original™ However, it is
possible that an electronic reproduction of another document (e.g. a signed consent form)
may not be considered to be "data" for the purposes of that definition In that case, .Alaska
Rule of Evidence 1003 would seem to provide for the introduction, since it authorizes the
admission ofa duplicate unless a genuine question is raised as to authenticity or it would be
unfair to admit the duplicate in lieu of the original. Therefore, it appears that the .Alaska
Rules of Evidence provide for the introduction of electronic information by hard copy
However, the rules may not be express enough for your purposes

2 Requirement of "legibility” Does'he regulatory requirement (7 .AAC 12 770(b)) that
medical records be maintained in a "legible” form mean only a "written" format, or does it
include an electronic format as well9 The term, "legible,” is not defined for the regulation
Webster's Ninth New Collegiate Dictionary (19° 1) defines the term as "capable of being read
or deciphered " Under that definition, "legible” would include electronic records since they



Representative Gary Davis
December 14, 1994
Page 2

can be "read " The apparent purpose of the regulation would be served by this interpretation.
That subsection reads as follows:

(b) A facility must keep records on all patients admitted or accepted for
treatment. Originals or accurate reproductions of the contents of the originals
ofall records, including x-rays, must be maintained in a form which is legible
and readily available upon the request of the attending physician medical staff,
representative of the department, or, upon the patient's written request, to
other practitioners.

Aside from making the information available for regulatory purposes, it appears that the
purpose of the legibility requirement is to expedite and facilitate the treatment of patients.
Therefore, if one can obtain and read the information, whether written or not, it should be
adequate. Tliis requirement, therefore, docs not prohibit the use of electronic medical records

without hard copies.

Some of the other terminology and requirements in 7 .AAC 12.770(c) suggest that some
written documents have to be held and that "legible” might be interpreted to require a hard-
copy back-up the reference to “identification sheet,” in 7 AAC 12 770(c)(1) and "order
sheet" in 7 AAC 12.770(c)(4); the inclusion of court orders and consent forms (which involve
patient signatures; and the signature of a person who administers medication or treatment in
7 AAC 12.770(c)(6)(E)). However, the regulation allows the facility to maintain "accurate
reproductions” of the records (7 AAC 12.770(b)), and this would accommodate electronic
filing without hard-copy back-up.

Assuming that no hard copy is requred, the electronic system must still meet the requirements
of the regulation: legibility and availability. In other words, the system must be designed to
have these attributes. For example, since computers are notorious for "going down." it would
seem that the electronic system must do whatever is necessary to insure that the records arc
legible and available at all times, e g. back-up sy items, other computer access, etc.

3 Use of fingerprint-based security system. The regulatory record security requirement docs
not either prohibit or allow the use of a fingerprint-based security system 7 AAC 12-770(d)
merely requires a facility* to maintain procedures to protect the information in medical records
from loss, defacement, tampering, or access by unauthorized persons Even assuming a hard-
copy back-up is required, a fingerprint secunty system could be used if it met the
requirements of the regulation

4. Authentication by computer key You have suggested that the existence of a regulation

AAC 2 770(e)) authorizing authentication by computer key may indicate that clarification
is necessary to confirm the ability to keep medical records by electronic means This provision
is neccssan/ only because the regulation itself requires generally that the attending physician
or dentist authenticate or sign the record This provision tends to reinforce the ability to keep



Representative Gary Davis
December 14, 1994
Page 3

medical records electronically without hard copies, because it establishes an alternative to
making a signed hard copy

5. General question. | have not found any statute or regulation that expressly allows or
prohibits die keeping of medical records electronically without a hard-copy back-up, except
that AS 18.20.085(a) does specifically address the retention of x-ray film. However, the court
rule appears to be compatible with this proposed approach. The regulation appears also to
be compatible with this approach, although it is not a clear conclusion, and I cannot say with
any finality that a health care provider may maintain only electronic records without a hard-

copy back-up.

6. Need for legislation or regulation and court rule change. In light of the conflicting signals
provided by the regulation, it would seem advisable to obtain express permission for keeping
electronic medical records without hard-copy back-up, and for any other connected potential
problem areas. You may be able to approach this through regulation, since the Department
of Health and Social Services appears to have quite a bit of authority iO adopt regulations in
this arc3 (sec AS 18.20.060 and 18.20.085). With regard to the admission of records in
court, amendments can be handled either by amendment of the court rules by the Alaska
Supreme Court, which periodically amends the court rules to accommodate changing needs,
or by statutory change. The Alaska Supreme Court has standing committees that advise it
on changes necessary for the court rules.

This analysis has been done very quickly to enable you to have some guidance before I leave
the office for a few days. Therefore, if you need further research done, or if I can help with

another aspect of this matter, please advise.

TLBglc
95-005 glc





