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Every patient has a story. Unfortunately,
many electronic health record systems
are unable to efficiently tell their full tale.

Narrative and transcribed clinical notes are
typically being entered into EHRs in an un-
structured way. While these notes can be
accessed and read, their unstructured format
makes the information impossible to
electronically search, data mine, or use for
quality measures.

Over half of all clinical documents created in
the US are dictated and transcribed docu-
ments, leaving many in healthcare feeling
that the bulk of clinical information is under-
utilized by their EHR.

But an organization has formed that is deter-
mined to electronically integrate narrative
notes into computer-based systems and
finally allow the EHR to tell a patient’s
entire health story.

The Health Story Project, now entering its
third year, is a nonprofit alliance of healthcare
vendors, providers, and associations that have
come together for a rapid-development initia-
tive aiming to produce data standards for the
flow of information between common types
of healthcare documents and EHRs.

Progress on Technical
Implementation Guides
The project is nearing completion on its
seventh of nine technical implementation
guides. These guides use Health Level Seven’s
Clinical Document Architecture (CDA)
data standards to allow transcribed clinical
documents like consultation and history
and physical notes to be electronically and
systematically entered into the EHR.

Key words in the document are tagged and
structured using CDA language then placed
into the system along with the entire note.

The documents can then be electronically
searched and utilized in ways that affect pub-
lic health initiatives, quality and compliance
reporting, and direct patient care, according
to Susan Lucci, RHIT, CMT, AHDI-F, the
AHIMA representative on the executive com-
mittee of the Health Story Project and vice
president of field operations for Webmedx,
based in Atlanta, GA.

While symptoms, diagnoses, and other hard-
fact terms entered into an EHR through drop-
down menus are informative, narrative notes
contain specific information that distinguishes
the patient’s condition and helps providers
make care decisions, Lucci said. Most narrative
notes are unstructured and put into the EHR
as “a black blob of information.”

“There can be a kind of overkill when pro-
viding too much information versus a good
synopsis—the story of ‘Here is what hap-
pened to the patient, why they are here, what
their situation is, what we did, and what the
expected outcomes can be,’ ” Lucci said. “I
think in the interest of time and efficiency in
the healthcare delivery system, you can get to
that place better through keeping narrative
dictation in the patient’s record. And that is
what Health Story does.”

Work has just begun to develop project stan-
dards for progress notes, which document a
patient’s clinical status during a hospitaliza-
tion or outpatient visit. Future projects also
include building standards for billing and re-
imbursement requirements.

Interest Growing
Interest in the project has been steadily grow-
ing, with standing room only crowds showing
up for project presentations and hundreds lis-
tening in on Health Story Project informational
webinars, Lucci said.

“There is much more interest in this now, and
for obvious reasons,” she said. “I think we are
at a place where this is becoming critical.”

At one time, physicians had to choose between
entering clinical notes into the EHR through
either rigid drop-down menus, which provided
structure but few details, or free-form dicta-
tion, which gave a narrative but was unstruc-
tured. Health Story allows physicians to use
either method, when appropriate, with the
same end result—searchable data.

This freedom could help physicians more read-
ily accept an EHR implementation, Lucci said.

Improved staff buy-in and more thorough
electronic searches using Health Story guides
could also help facilities better reach “mean-
ingful use” of EHR requirements. These re-
quirements come from the American
Recovery and Reinvestment Act and are
linked to incentive payments.

“An EHR implementation, and getting it to
meaningful use, is only going to be as good as
that EHR is being utilized,” Lucci said.

For their part, HIM professionals should re-
quest that their transcription and EHR ven-
dors include Health Story Project standards
in their systems, Lucci said. Current EHR sys-
tems can also be converted to include Health
Story standards.

“As we get closer to meaningful use we need
to get our HIM counterparts to really request
this, insist upon it,” she said. �
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