System Change Request (SCR) Process for Navy 

System Change Request submissions can originate as strategic initiatives developed by senior leadership or can be generated by organizations and individuals that make up the end user community. Submissions are often generated by the end user community to either identify new functionality to be added to an AIS or request changes to an AIS (including the Database element/item changes). Submissions may be generated by any Navy employee and should be submitted using the following guidelines:

1)
Access www.usafp.org or refer to “Attachment #1. “MHS Change Request Form_Blank.doc” 

If referring to Attachment #1, skip to step (4).

2)
From the Tech-EHR-PDA drop down menu, select any of the AHLTA related links (e.g., "AHLTA 838 Information and FAQ's," "AHLTA 3.3 Information and FAQ's," or "AHLTA Clinical Champion Page")

3)
Under the "General Info for AHLTA - Not Build-Specific" heading, select the "Software Change Request (SCR) Submission Form-Navy" link to access the online SCR form 

4)
Follow the instructions provided on the document, providing as much detail and context as is reasonable for the SCR


Note: If you are requesting the creation of a new Database Item (DBI) or are requesting a pre-existing DBI be activated for your site, please see “Attachment 2. MHS Change Request Form Example_dbi.doc” for an example of a completed request for DBI.


Note: If requesting anything other than a DBI (e.g., the creation of an Essentris interface), please see “Attachment 3. MHS Change Request Form Example_SCR.doc” for an example of a completed request for DBI.

5)
a) If completing the SCR form within the www.usafp.org site, click the "Submit by E-mail" button, located in the upper right corner of the online-SCR form 


b) If completing the SCR form attached in this document, please forward the document to the current (as of October 2009) Navy BUMED POC: 


Bradford.curry@med.navy.mil
6)
The Navy SCR will be submitted to the Navy’s Electronic Health Record Advisory Board (EHRAB) for review 

7)
Should the EHRAB determine that the SCR is valid, it will be submitted to TRICARE Information management which will determine initial appropriate action. Documentation of decisions and actions for Submissions, and tracking of action items related to recommended process improvements is done through the TRICARE IM.


As of 3/31/09 Note: The status of the SCR will be viewable via an online, updated tracking matrix, still in development.  Location of this matrix will be provided in a future iteration of this document.

8) 
TRICARE IM makes a determination as to the validity of the SCR.  If it is deemed valid, it is submitted before the Inpatient Integrated Product Team (IIPT… the tri-service clinical oversight group).  If deemed invalid, the appropriate Navy Service representative is notified.

9)
The Tri-Service-represented IIPT convenes and considers TRICARE IM-validated SCRs.  If the SCR is not deemed valid, the appropriate Navy Service representative is notified.  

a)  If deemed valid AND the SCR is a database item, it is forwarded to the developer (CCI) via the DHIMS Program Office to add to the database.  

b)  If not a DBI, the SCR is forwarded to the developer via the DHIMS Program Office for possible development while, at the same time, it is submitted for a Request for Cost and Schedule

10) The Request for Cost and Schedule is reviewed by the Clinical Proponency Steering Committee (CPSC).  If the SCR is not approved, the Navy Service representative is notified.  If the SCR is approved, the representative is notified, and an Unfunded Requirement (UFR) is submitted for Essentris.
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MILITARY HEALTH SYSTEM 


STRATEGIC PLANNING AND ENTERPRISE ARCHITECTURE REQUIREMENTS

INSTRUCTIONS FOR 


COMPLETING THE MHS CHANGE REQUEST FORM




MHS Change Request Instructions


The following instructions apply to completing the MHS Change Request Form.  


1. Date of Submission:  Enter the date on which you are submitting your recommendation. 

2. Request Type: Please select your request type from the drop down menu.


3. Electronic System(s) involved: Please enter the electronic system, including configuration and version number, involved in your request.


4. Short Description of Problem:  Briefly describe the problem that you want yourself and other users to overcome.  If you have one, include a brief description of how you would propose solving the problem.  This will help ensure a complete understanding of your concern.


5. MHS Help Desk:  Please indicate if you have contacted the MHS Help Desk or other support entity for assistance.  If so, enter the tracking number you were given.


6. MHS Help Desk Directions/Comments (if any):  If you contacted a support entity, please document the instructions you were given.  If you did not contact a support entity, leave this section blank.


7. What outcome do you want to achieve?  Describe the benefit that you would like to see realized from this change.   What outcome will change? What workflow will change? Briefly describe how this change will be used or impact typical processes.  State if you think this will require a change of policy.  If so, indicate which policy.  If this is a mandated change, a copy of the exact citation/regulation is required.


8. Existing Work Around: Is there an existing work around to the current limitations?  If yes, please document it here and annotate why this is not an acceptable solution.


9. Urgency:  (High, Medium, Low): Use the table below to determine the urgency of your request.


		Urgency

		Definition



		High (Appropriate justification must be provided)

		Jeopardizes patient safety, information security, or accomplishment of a mission essential capability AND NO WORK-AROUND EXISTS.



		

		Adversely affects technical, cost, or schedule risks to the project or to the life-cycle support of the system AND NO WORK-AROUND EXISTS.



		Medium

		Adversely affects the accomplishment of an operational mission essential capability; however a work-around solution is known.



		

		Adversely affects technical, cost, or schedule risks to the project or to the life-cycle support of the system; however a work around solution is known.



		Low

		Results in user operational inconvenience or annoyance but does not affect a required operational or mission essential capability.



		

		Other changes or features considered “nice to have”





10. Urgency Justification:  Specific details on how the request meets the criteria as defined in the table above MUST be provided to have this request considered as High Urgency.

11. Service Approval: Please list the contact information of the approver in your Service Branch.


12. Your Service Branch:  Please select your Service Branch from the drop down menu.

13. Your Contact Information: Please list your contact information and title.


14. Supervisors Contact Information:  Please list the contact information of your supervisor.


How to do a Screen Capture: Viewing the screen you wish to capture, using your keyboard simultaneously press the ALT Print Screen buttons (on some computers this may be Fn Print Screen).  This will capture the current view on your screen.  Open a new blank document (MS Word or PowerPoint), and paste the screenshot you captured previously by pressing CTRL+V on your keyboard.  After pasting the screenshot into the document, save the file.  You may now submit the document as supporting documentation to the change request form.

MHS Change Request Form  

		Section A: To be completed by the Submitter



		1. Date of Submission:  February 6, 2009

		2. Request Type:   FORMDROPDOWN 






		3 (a) Which electronic system(s) does this change request involve: (i.e. (AHLTA, CHCS, CCE, etc)   


ESSENTRIS

		3 (b) Configuration: 

 HL 7 Interface     

		3 (c) Version: 

4.0002.0030



		4. Short Description of Problem:  Need to capture admission, discharge and transfer (ADT)  information from ESSENTRIS to populate Patient Classification and Scheduling Software.  



		5 (a) Did you contact the MHS Help Desk or other support entity for assistance?   FORMDROPDOWN 


		5 (b) If yes, Tracking Number : 

     





		6. What were the directions or comments given to you by the Help Desk: 

N/A



		7. What outcome do you want to achieve? (Please be specific)

1. Approval for quote from CliniComp for configuration of the interface. 2. Permission for implementation of the interface. 



		8 (a) Is there an existing work around to the current limitations?   FORMDROPDOWN 
  

               



		8 (b) If yes, briefly describe: 


     

		8 (c) If the workaround is not acceptable, explain why:      



		9. Urgency: (See table on instruction page)Select one

    FORMDROPDOWN 
  



		10. Justification for High Urgency: 


Cannot effectively capture real time nursing workload without the interface for this application.   



		11. Who in your Service has approved this request? 



		Name:  CAPT Robert Marshall                                           

		Phone: 202-762-3438                             

		  Email:  Robert.Marshall2@med.navy.mil





		12. Your Service Branch:    FORMDROPDOWN 




		13. Submitter’s Contact Info: 



		Name:  LCDR Kelly Gann                                           

		Phone: 301-319-8175                             

		  Email:  kelly.gann@med.navy.mil





		Submitter Role: Nursing Informatics Specialist

(e.g., physician, administrator, pharmacist, etc)

		Submitter’s Agency/Address: National Naval Medical Center. 8901 Wisconsin Ave, 20889





		Other:      



		14. Supervisor Contact Info: 



		Name:  CAPT Susan Dionne                                           

		Phone: 301-295-2819                             

		  Email:  susan.dionne@med.navy.mil





		



		Screen shots or other pertinent documentation can be very helpful.  Please submit a file as an attachment to the form, if possible.  Please embed all screenshots in a PowerPoint or MS-Word file and comments/text can be added to clearly describe your issues.  See Instructions for how to capture a screenshot.



		Thanks for completing this Section!  Please send this form to IMIT_Reqs@tma.osd.mil





Purpose:  To provide the form and instructions for submitting new requirements or changes to Military Health System (MHS) automated information systems (AISs).



Who Should Use This Form:  Any member of the MHS who would like to recommend:



A change to an existing MHS AIS



A new capability that a MHS AIS should support



A system incident report



How to Complete This Form:  Refer to the form instructions on the following pages.  Please complete the form as instructed.



Where to Send This Form:  Once completed, this form may be sent to TRICARE Management Activity, Strategic Planning and Enterprise Architecture Requirements (SPEAR) Division by email to:  �HYPERLINK "mailto:IMIT_Reqs@tma.osd.mil"�IMIT_Reqs@tma.osd.mil�.



IM Response:  A member of the SPEAR Division Will:



Send you an email confirming receipt of your submission



Provide you with a submission number



Questions:  Contact SPEAR at �HYPERLINK "mailto:IMIT_Reqs@tma.osd.mil"�IMIT_Reqs@tma.osd.mil�
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MHS Change Request Submissions Instructions


The following instructions apply to completing the MHS Change Request Form.  


1. Date of Submission:  Enter the date on which you are submitting your recommendation. (yyyy-mm-dd)


2. Request Type: Please select your request type from the drop down menu.


3. Electronic System(s) involved: Please enter the electronic system, including configuration and version number, involved in your request.


4. Short Description of Problem:  Briefly describe the problem that you want yourself and other users to overcome.  If you have one, include a brief description of how you would propose solving the problem.  This will help ensure that a complete understanding of your concern.


5. MHS Help Desk:  Please indicate if you have contacted the MHS Help Desk or other support entity for assistance.  If so, enter the tracking number you were given.


6. MHS Help Desk Directions/Comments (if any):  If you contacted a support entity, please document the instructions you were given.  If you did not contact a support entity, leave this section blank.


7. What outcome do you want to achieve?  Describe the benefit that you would like to see realized from this change.   What outcome will change? What workflow will change? Briefly describe how this change will be used or impact typical processes.  State if you think this will require a change of policy.  If so, indicate which policy.  If this is a mandated change, a copy of the exact citation/regulation is required.


8. Existing Work Around: Is there an existing work around to the current limitations?  If yes, please document it here and annotate why this is not an acceptable solution.


9. Urgency:  (High, Medium, Low): Use the table below to determine the urgency of your request.


		Urgency

		Definition



		High (Appropriate justification must be provided)

		Jeopardizes patient safety, information security, or accomplishment of a mission essential capability AND NO WORK-AROUND EXISTS.



		

		Adversely affects technical, cost, or schedule risks to the project or to the life-cycle support of the system AND NO WORK-AROUND EXISTS.



		Medium

		Adversely affects the accomplishment of an operational mission essential capability; however a work-around solution is known.



		

		Adversely affects technical, cost, or schedule risks to the project or to the life-cycle support of the system; however a work around solution is known.



		Low

		Results in user operational inconvenience or annoyance but does not affect a required operational or mission essential capability.



		

		Other changes or features considered “nice to have”





10. Urgency Justification:  Specific details on  how the request meets the criteria as defined in the table above MUST be provided to have this request considered as a High Urgency


11. Service Approval: Please list the contact information of the approver in your Service Branch.


12. Your Service Branch:  Please select your Service Branch.


13. Your Contact Information: Please list your contact information and title.


14. Supervisors Contact Information:  Please list the contact information of your supervisor.


How to do a Screen Capture and embed it in the form: Viewing the screen you wish to capture, using your keyboard simultaneously press the ALT Print Screen buttons (on some computers this may be Fn  Print Screen).  This will capture the current view on your screen.  Place your cursor in the capture a screenshot box on the Change Request Form.  Then on the top tool bar select Insert > Object.  This will open a new window, in this window, select Microsoft Word® – make sure the Display as icon button is checked.  Then press OK, a blank word document will open.  In this blank document, paste the screenshot you captured previously by pressing CTRL v on your keyboard.  After pasting the screenshot into the word document, close the window.  You will now see a word icon on the form.  When you save the form, the embedded screenshot will be saved with it.  Double click on the icon to test that the embedding worked.


MHS Change Request Form  

		Section A: To be completed by the Submitter



		1. Date of Submission:  2009-01-01

		2. Request Type:   FORMDROPDOWN 






		3 (a) Which electronic system(s) does this submission involve: (i.e. (AHLTA, CHCS, CCE, etc)   


Essentris

		3 (b) Configuration:  N/A     

		3 (c) Version: N/A



		4. Short Description of Problem:  

Product Group: Other - database element / Summary Screen   


Problem to Solve:


Add the ability to display the need for a recreational therapy consultation on the unit sumary screen as is currently done with OT/PT/Dietary, etc 


Impact of the Problem:


Enhance the communication between departments within the hospital to improve intradisciplinary communication.


Proposed Solution:


Add the following data element:


View Name: RecreationTherapy


Full Name: Recreation Therapy Consult


Display Name:
 Recreation Therapy Consult


Description: Indication of the need for a recreation therapy consult to be conducted.


Character vs Number: Character


Field Length: 2 






		5 (a) Did you contact the MHS Help Desk or other support entity for assistance?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No     

		5 (b) If yes, Tracking Number : xx1099kd9





		6. What were the directions or comments given to you by the Help Desk:  Contact CliniComp, CliniComp indicated that these data elements to not exist.



		7. What outcome do you want to achieve? (Please be specific) This change will make us compliant with JCAHO regulations to enhance health care team member multidisciplinary communication.



		8 (a) Is there an existing work around to the current limitations?  


                FORMCHECKBOX 
 Yes

                FORMCHECKBOX 
  No     

                FORMCHECKBOX 
  N/A

		8 (b) If yes, briefly describe: n/a



		

		8 (c) If the workaround is not acceptable, explain why: n/a



		9. Urgency: (See table on instruction page)Select one

                FORMCHECKBOX 
 High**   FORMCHECKBOX 
 Medium   FORMCHECKBOX 
  Low  



		10. Justification for High Urgency**:   New pain scale required by JCAHO.



		11. Who in your Service has approved this request? 



		Name:  Service Level Rep                                           

		Phone: 202-782-1111                             

		  Email:  LTC Somebody Important





		12. Your Service Branch:     FORMCHECKBOX 
 Army         FORMCHECKBOX 
 Air Force         FORMCHECKBOX 
 Navy         FORMCHECKBOX 
 Other           FORMCHECKBOX 
 N/A



		13. Submitter’s Contact Info: 



		Name:  Doe, John                                           

		Phone: 703-681-0000                             

		  Email:  john.doe@army.amedd.mil





		Submitter Role: System Administrator

(e.g., physician, administrator, pharmacist, etc)

		Submitter’s Agency/Address: WRAMC





		Other:      



		14. Supervisor Contact Info: 



		Name:  Immediate Supervisor's Information                                           

		Phone: 703-681-1222                             

		  Email:  LTCxxx.xxx@xxx.mil





		



		Screen shots or other pertinent documentation can be very helpful.  Please embed a file as an object, if possible.  Please embed all screenshots in a PowerPoint or MS-Word file and comments/text can be added to clearly describe your issues.  See Instructions for how to capture a screenshot and embed objects into this document.



		Thanks for completing this Section!  Please send this form to IMIT_Reqs@tma.osd.mil





Purpose:  To provide the form and instructions for submitting new requirements or changes to Military Health System (MHS) automated information systems (AISs).



Who Should Use This Form:  Any member of the MHS who would like to recommend:



A change to an existing MHS AIS



A new capability that a MHS AIS should support



How to Complete This Form:  Refer to the form instructions on the following pages.  Please complete the form as instructed.



Where to Send This Form:  Once completed, this form may be sent to TRICARE Management Activity, Information Management (IM) Division by email to:  � HYPERLINK "mailto:IMIT_Reqs@tma.osd.mil" �IMIT_Reqs@tma.osd.mil�.



IM Response:  A member of the IM Division Will:



Send you an email confirming receipt of your submission



Provide you with a submission number



Questions:  Contact IM at � HYPERLINK "mailto:IMIT_Reqs@tma.osd.mil" �IMIT_Reqs@tma.osd.mil�


















_1318243415.doc
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MHS Change Request Submissions Instructions


The following instructions apply to completing the MHS Change Request Form.  


1. Date of Submission:  Enter the date on which you are submitting your recommendation. (yyyy-mm-dd)


2. Request Type: Please select your request type from the drop down menu.


3. Electronic System(s) involved: Please enter the electronic system, including configuration and version number, involved in your request.


4. Short Description of Problem:  Briefly describe the problem that you want yourself and other users to overcome.  If you have one, include a brief description of how you would propose solving the problem.  This will help ensure that a complete understanding of your concern.


5. MHS Help Desk:  Please indicate if you have contacted the MHS Help Desk or other support entity for assistance.  If so, enter the tracking number you were given.


6. MHS Help Desk Directions/Comments (if any):  If you contacted a support entity, please document the instructions you were given.  If you did not contact a support entity, leave this section blank.


7. What outcome do you want to achieve?  Describe the benefit that you would like to see realized from this change.   What outcome will change? What workflow will change? Briefly describe how this change will be used or impact typical processes.  State if you think this will require a change of policy.  If so, indicate which policy.  If this is a mandated change, a copy of the exact citation/regulation is required.


8. Existing Work Around: Is there an existing work around to the current limitations?  If yes, please document it here and annotate why this is not an acceptable solution.


9. Urgency:  (High, Medium, Low): Use the table below to determine the urgency of your request.


		Urgency

		Definition



		High (Appropriate justification must be provided)

		Jeopardizes patient safety, information security, or accomplishment of a mission essential capability AND NO WORK-AROUND EXISTS.



		

		Adversely affects technical, cost, or schedule risks to the project or to the life-cycle support of the system AND NO WORK-AROUND EXISTS.



		Medium

		Adversely affects the accomplishment of an operational mission essential capability; however a work-around solution is known.



		

		Adversely affects technical, cost, or schedule risks to the project or to the life-cycle support of the system; however a work around solution is known.



		Low

		Results in user operational inconvenience or annoyance but does not affect a required operational or mission essential capability.



		

		Other changes or features considered “nice to have”





10. Urgency Justification:  Specific details on  how the request meets the criteria as defined in the table above MUST be provided to have this request considered as a High Urgency


11. Service Approval: Please list the contact information of the approver in your Service Branch.


12. Your Service Branch:  Please select your Service Branch.


13. Your Contact Information: Please list your contact information and title.


14. Supervisors Contact Information:  Please list the contact information of your supervisor.


How to do a Screen Capture and embed it in the form: Viewing the screen you wish to capture, using your keyboard simultaneously press the ALT Print Screen buttons (on some computers this may be Fn  Print Screen).  This will capture the current view on your screen.  Place your cursor in the capture a screenshot box on the Change Request Form.  Then on the top tool bar select Insert > Object.  This will open a new window, in this window, select Microsoft Word® – make sure the Display as icon button is checked.  Then press OK, a blank word document will open.  In this blank document, paste the screenshot you captured previously by pressing CTRL v on your keyboard.  After pasting the screenshot into the word document, close the window.  You will now see a word icon on the form.  When you save the form, the embedded screenshot will be saved with it.  Double click on the icon to test that the embedding worked.


MHS Change Request Form  

		Section A: To be completed by the Submitter



		1. Date of Submission:  

		2. Request Type:   FORMDROPDOWN 






		3 (a) Which electronic system(s) does this submission involve: (i.e. (AHLTA, CHCS, CCE, etc)   


     

		3 (b) Configuration:            

		3 (c) Version:      



		4. Short Description of Problem:       



		5 (a) Did you contact the MHS Help Desk or other support entity for assistance?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No     

		5 (b) If yes, Tracking Number :      





		6. What were the directions or comments given to you by the Help Desk:       



		7. What outcome do you want to achieve? (Please be specific) 



		8 (a) Is there an existing work around to the current limitations?  


                FORMCHECKBOX 
 Yes


                FORMCHECKBOX 
  No     


                FORMCHECKBOX 
  N/A

		8 (b) If yes, briefly describe: 



		

		8 (c) If the workaround is not acceptable, explain why: 



		9. Urgency: (See table on instruction page)Select one

                FORMCHECKBOX 
 High**   FORMCHECKBOX 
 Medium   FORMCHECKBOX 
  Low  



		10. Justification for High Urgency**:   



		11. Who in your Service has approved this request? 



		Name:                                                  

		Phone:                                   

		  Email:       





		12. Your Service Branch:     FORMCHECKBOX 
 Army         FORMCHECKBOX 
 Air Force         FORMCHECKBOX 
 Navy         FORMCHECKBOX 
 Other           FORMCHECKBOX 
 N/A



		13. Submitter’s Contact Info: 



		Name:                                                  

		Phone:                                   

		  Email:       





		Submitter Role:      

(e.g., physician, administrator, pharmacist, etc)

		Submitter’s Agency/Address:      





		Other:      



		



		14. Supervisor Contact Info: 



		Name:                                                  

		Phone:                                   

		  Email:       





		



		Screen shots or other pertinent documentation can be very helpful.  Please embed a file as an object, if possible.  Please embed all screenshots in a PowerPoint or MS-Word file and comments/text can be added to clearly describe your issues.  See Instructions for how to capture a screenshot and embed objects into this document.



		Thanks for completing this Section!  Please send this form to IMIT_Reqs@tma.osd.mil





Purpose:  To provide the form and instructions for submitting new requirements or changes to Military Health System (MHS) automated information systems (AISs).



Who Should Use This Form:  Any member of the MHS who would like to recommend:



A change to an existing MHS AIS



A new capability that a MHS AIS should support



How to Complete This Form:  Refer to the form instructions on the following pages.  Please complete the form as instructed.



Where to Send This Form:  Once completed, this form may be sent to TRICARE Management Activity, Information Management (IM) Division by email to:  � HYPERLINK "mailto:IMIT_Reqs@tma.osd.mil" �IMIT_Reqs@tma.osd.mil�.



IM Response:  A member of the IM Division Will:



Send you an email confirming receipt of your submission



Provide you with a submission number



Questions:  Contact IM at � HYPERLINK "mailto:IMIT_Reqs@tma.osd.mil" �IMIT_Reqs@tma.osd.mil�


















