CHCS II IMPLEMENTATION AND INTEGRATION POLICIES
D R A F T

	BUMED
Reference
	CHCS II IMPLEMENTATION AND INTEGRATION

BUMED GUIDANCE
	CHCS II Team Recommendation
	EB Policy Decision

	4.A.1
	Appointment booking will continue to occur in CHCS Legacy.
	
	

	4.A.3
	Clinic appointment booking will also NOT change and will occur in CHCS Legacy.
	
	

	4.A.5
	TRICARE ONLINE (TOL) booking will not change with the implementation of CHCS II.  
	
	

	4.B.1
	During the initial phase of CHCS II integration, outpatient records will pull all medical records for all clinic visits.
	
	

	4.B.2
	The following patient encounters will have the record pulled for every visit:

1) All first-time specialty consults

2) All new patient visits

3) All surgical preoperative visits

4) Visits for procedures


	
	

	4.B.3
	All visits to the following clinics will have records pulled until the drawing tool is deployed in CHCS: 

1) Dermatology

2) Ophthalmology
3) Colposcopy
4) Preadmission/Same Day Surgery 


	
	

	APP A.C.5
	For clinics that rely on drawings (as in 4.B.3 above), support staff in those clinics should scan or load drawings or photographs into the encounter note using the Add Note function.  At a minimum, providers in these clinics should utilize the A/P and disposition modules of CHCS II for coding and documentation of the diagnosis of each encounter.
	
	

	4.B.4 
	Patient Administration (PAD) will not include a new paper Master Problem List (MPL) in the OMR, as CHCS II will become the repository for the MPL.   Once the information on the paper MPL has been transferred into CHCS II that the paper record be stamped to reflect that “CHCS II is the patient MPL as of (date).”


	
	

	4.C.1
	clinics will only print a single-sheet SF600 for the purpose of patient tracking within the clinic.
	
	

	4.C.3
	The clinics will not pull paper printouts of past lab and x-ray results.
	
	

	4.D.1
	Clinic Check-in will be documented in CHCS II.  If appropriate, check-in will occur against any active consult located in CHCS II.
	
	

	4.D.7
	CHCS II should not be used to update Third Party Insurance information.
	
	

	4.E.
	End of Day (EOD) processing will continue to occur in CHCS Legacy.  EOD processing should occur at least 15 minutes after the last patient is checked in to the clinic to ensure that all information has been transferred between CHCS II and CHCS Legacy.  In every clinic, the CHCS Legacy EOD report should be compared to the report from CHCS II.  
	
	

	4.F.1
	Vital signs and medical screening will be documented in CHCS II
	
	

	4.F.8
	All ancillary tests performed during the visit (EKG, PFTs, etc.) along with any procedures done in the clinic (IV, vaccination, respiratory treatment) will be documented and include the appropriate CPT code using the Procedure tab in the A/P module.  Procedure reports and results such as those from PFTs and EKGs must be scanned into the encounter note (using either the Add Note or Append Narrative functions).
	
	

	4.G.2
	Master Problem List (MPL) and allergies will be reviewed/updated at every patient encounter.
	
	

	4.G.3
	The provider will verify the current medications and update the Medication Module.
	
	

	4.G.8.a,b
	The paper OMR will be updated at the time of PCS or separation from the service.  No records will be printed for outpatient encounters even if records are still being pulled for the clinic.  It is the clinic’s responsibility to place any written material (pictures, forms signed by patients, etc.) into CHCS II if it was generated for that clinic visit.  (Network consult documentation must be scanned and imported by the referral management department to ensure that network documentation has been returned and available to all staff.)  Originals of such documents should be placed in the paper OMR.  The exception to this will be for encounters for operational service members whose OMRs are maintained by the their operational units.  CHCS II encounter documentation will be printed and entered into the service member’s OMR prior to their departing the clinic.
	
	

	4.G.9
	Per Department of Defense Health Affairs Policy 05-013, providers do NOT have to sign the paper version of the electronic encounter
	
	

	4.G.12
	CHCS II can be used to document and code consults completed on inpatients.  (CHCS II should NOT be used to document daily round visits by the attending provider responsible for the inpatient admission.)
	
	

	4.I.1
	Telephone Consults (TCONs) should be created and completed in CHCS II.  TCONs that existed in CHCS Legacy prior to the switch must be completed in Legacy.  CHCS II TCONs will not be printed in the clinic or to PAD.
	
	

	4.I.4
	TCON Surrogates: CHCS II does not allow the designation of surrogates for TCONs as Legacy does.  This shortcoming can be overcome as follows: The surrogate provider can view the TCONs of his/her colleague by selecting that colleague in the “Telephone Consult Search Selection” window in the Telephone Consults Module.  This window is accessed by pushing the “Change Selections” button in the Telephone Consults Module.  The surrogate provider will then be able to view the list of TCONs for that colleague and complete the TCONs as appropriate.

	
	

	4.J.2
	Legacy Order Entry will remain active but is not to be used except in cases of CHCS II failure or to order a lab or study that is to be completed in advance of a future appointment
	
	

	4.K.1
	Consults will be ordered in CHCS II.  Outside consult notes and results will be scanned into the system and stored in the Clinical Notes section of the patient’s LEMR by the Referral Management Department.  
	
	

	APP A.1.
	Providers must use CHCS Legacy to designate Review New Results (RNR) Surrogates until the CHCS II tasking module is available.
	
	

	APP A.C.2
	Providers must check alerts daily in CHCS Legacy and use CHCS Legacy for RNR until the CHCS II tasking module is available.
	
	

	APP A.4.C.4,5
	Dictated and voice recognition documents that are associated directly with an encounter should be loaded into those CHCS II encounters by the provider or a member of the clinical support staff after the documents have been reviewed by the provider.  Non-structured elements (in voice dictated or free text documents) of the encounter documentation are not considered by CHCS II in the automated calculation of an E&M code for the encounter.  Providers who elect to use voice dictated or free text input for CHCS II encounters should, at a minimum, utilize the A/P and disposition modules of CHCS II for coding and documentation of the diagnosis of each encounter. 
	
	

	APP A.7.C.1-7
	Documentation of Physical Examinations:
1) Patient’s paper medical record is pulled

2) Clinic checks patient into CHCS II

3) Clinic creates and uses a CHCS II encounter template specific to the clinic and type of physical examination

4) Clinic support staff enters vitals into CHCS II

5) Provider completes physical on paper form which is scanned into CHCS II

6) Provider completes A/P and disposition for the encounter in CHCS II and signs the note

7) Completed physical exam form with signatures is placed into the paper medical record
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