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Scanning and Backloading Tips

Transitioning patient data from paper charts to an EHR system is probably the most time consuming and resource intensive task on the EHR implementation workplan. Careful thought and consideration should be given to this process. Time spent planning the scanning and backloading process will be time well spent.

Scanning refers to the process of electronically scanning your paper medical records into the EHR. Backloading refers to the process of manually entering information into sections of your EHR.

Scanning is a quick process and many practices will be tempted to scan all documents from the paper chart into the EHR. Practices may feel that scanning everything is the “safe way” to proceed and thus they will avoid the possibility of not having a piece of information they need to offer patient care. Unfortunately, scanning every document into the EHR could end up being more of a hindrance than a help. Too many scanned documents will slow the providers down as they try to find information on the patient. Ask any provider in your practice, flipping through a paper chart for a lab result is a frustrating experience. You will want to be sure not to duplicate this frustration in the EHR.

Depending on your EHR vendor, scanned documents may or may not be searchable and reportable so keep this in mind if you are planning to generate reports on specific data elements.

Backloading information such as allergies, medication lists and past medical history into specific sections of the EHR is a more resource intensive process but the end result is an organized, searchable, reportable record of the patient’s medical experience. Backloading of data can also be a good “hands-on” training exercise for the staff. 

As you begin to plan your scanning and backloading methodology, discuss the following questions/concepts with your implementation team: 

	· Which paper charts will be scanned? All charts? Just patients that have been seen in the past five years?

· Which parts of the charts will be scanned? Which parts will be manually backloaded into the EHR?

· If sections of the chart will be manually backloaded into the EHR, who will enter the information and when will they enter it? 

· Who will scan the paper charts? Staff? Temps? A scanning service? 

· In what order will the paper charts be scanned? (Newest to oldest? Based on appointment schedule?)

· How will scanned documents be indexed in the EHR? Will there be separate sections for referrals, office notes, and other documents?

· How will new documents that are received in the mail every day be handled?

· What type of scanner is needed? Is there enough physical space for a high volume scanner?

· Will scanned documents be searchable/reportable? Be sure to ask your EHR vendor.

· What will we do with the charts once they are scanned? Will we store them offsite? Shred them?

· If paper charts are to be scanned, you may need to develop a paper to electronic transition plan so your staff will know where to look for a patient’s chart. For example, should they look on the shelf or in the computer for the patient’s chart?




Other practices facing this decision have opted to manually backload an historical patient summary including the past medical history, medications, allergies, etc. into the EHR. Only the most critical documents from the patient’s chart were scanned into the EHR.  

Charts were “prepped”—meaning that the historical patient summary was manually entered and the pertinent chart pages (current progress notes, advance directives, release of information, etc.) were scanned into the chart — based on the patient appointment list. In anticipation of the EHR being live, the practice began prepping charts for the first two months of appointments after the EHR live date. Charts were then continuously pulled and prepped based on the appointment list until all charts were scanned.

An electronic archive was created on a server separate from the EHR to electronically store the entire patient chart. The entire patient’s chart was scanned into the archive and will be kept for the time required by law. The physical paper chart was then shredded. The purpose of the electronic archive is to keep all patient records post-EHR live, in accordance with law, without having to maintain space for the paper charts or bear costs of offsite storage.
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Adapted from Medical Review of North Carolina. This material was prepared by MetaStar under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy.  8SOW-WI-PO-06-11









