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DEPARTMENT OF THE ARMY

MTF

Commander Guidance on CHCSII Utilization

MTF, State

17 February 2005
INTEGRATION OF CHCSII INTO MTF
CLINICAL and BUSINESS PRACTICES

This guidance is not subject to the requirements of AR 11-2, as it contains no internal control provisions.

1. PURPOSE:  To clearly define the methods by which Composite Health Care System (CHCS) II will be utilized at MTF in order to ensure maximal integration into normal clinical operation for the improvement of total patient care.

2. SCOPE:  This policy applies to all clinics and service support areas of this MTF and any outlying clinics that are impacted by the CHCSII implementation.  Compliance by all areas is imperative to the success of this program and improvement through future policy changes.

3. BACKGROUND:  The synchronization of Legacy information systems has often not occurred in an organized fashion.  This has resulted in difficulties in effectively improving system processes, as implementation and utilization have occurred at random.  The existing systems have also been layered upon previously established work and, consequently, effective integration of new clinical business processes was hampered by a poorly-integrated foundation of supporting information technology systems.  The implementation of CHCSII, although essential to successful integration, is not the goal of this policy.  It is also not the purpose of this policy or use of CHCSII to directly increase productivity.  The indirect impact of effective CHCSII integration can result in improved patient care, better staff utilization, and improved productivity through process re-engineering and human resource reassignment.  This integration plan is based upon successful civilian and federal healthcare models, along with applying lessons learned from implementation of CHCSII at other MTFs.

4. IMPLEMENTATION AND TRAINING:  CHCSII implementation is guided by a separate comprehensive plan aligned with CITPO and TMA recommendations.  This plan includes set dates for training all current staff and a plan for sustainment training.  It is critical that all staff attend their assigned training times.  The command recognizes that access will be impacted for approximately eight (8) weeks post-implementation.  While a comprehensive review of implementation will not be undertaken, the following general guidelines will facilitate successful implementation:

A. Implementation Phase

1) All staff must attend scheduled training at the time training is scheduled.

2) All staff should review and work through the guided self paced tutorial on the features and use of CHCSII prior to classroom training.  The training is specific to job type.

3) Clinics will be trained and activated as a group, as practical.

4) Clinic support staff will be trained in advance of provider staff for each clinic.

5) Support staff training will occur between one and 14 days before clinic activation.

6) On the first and second day of provider classroom training, the provider will have a four-hour guided class.  This will usually occur in the afternoon.  The provider should be scheduled to see the clinic in the AM using CHCS Legacy.

7) Providers’ third day of training will be in clinic with one (1) instructor supporting two (2) providers for eight hours.  The providers’ schedules should be at 50% of normal for this day.  For the remainder of the two-week OJT, there will be IA support in the clinic to support the clinical team as they begin to use CHCSII.  Providers will have another structured session for advanced training at the end of week two.  NO patients should be scheduled at this time.

8) The remainder of initial implementation training within a clinic will follow the following schedule:  The providers schedule ramps up as follows:

(1) Week 1 – Schedule an additional 15 minutes per appointment

(2) Week 2 – Schedule an additional 10 minutes per appointment

(3) Week 3 – Schedule an additional five minutes per appointment

(4) Week 4 and 5 – Reduction of 1 visit per day from providers baseline AM and PM clinic template.

(5) Week 6 – Normal Schedule for ALL or normal template reduced by 1 visit per day.

Note: During administrative time ongoing training support and advanced training can be scheduled with the AMEDD provided Sustainment trainer.  The trainer will usually be available starting the third week of training.

9) New Employee Training Phase – All new staff unfamiliar with CHCSII will receive CHCSII (and as necessary CHCS Legacy) classroom training as defined by their clinical roles.  Clinic super users will then provide OJT with support from the AMEDD sustainment trainer.  Providers will have reduced clinic schedule as above. A sustainment trainer will provide limited and focused OJT.   Local assistance from co-workers will be needed.  All employees should work through the self guided tutorial prior to training.  This will be a part of inprocessing.  The tutorial will also serve as a working reference.

5. BUSINESS PROCESS STEPS:  This policy will address the individual business process steps for successful integration of CHCSII into the outpatient patient care cycle, as well as address special circumstances that will be altered by integration:

A. Appointment Booking  

1) Appointment booking will continue to occur in CHCS Legacy via the Managed Care booking module or current Legacy systems.  There will be no change from the current clerical booking function.  Clerical personnel will update patient demographics in CHCS Legacy, during the process of appointment booking.  If a consult exists for the clinic appointment, the appointment will be booked or checked in against the appropriate consult.  This action will improve the tracking of consults throughout the hospital system and provide a historical record of the encounter. 

2) Central Appointment Section (CAS), Specialty Referral booking and clinic clerks will continue to search for appointment by defined rules using Access to Care (ATC) Standards.  Policy for booking appointments, previously established by the individual clinics, will not change.

3) Clinic appointment booking will also NOT change and will occur in CHCS Legacy.  As the clerks check patients into the clinic using CHCSII, clerks should use two computer windows to maximize their efficiency.  This will be necessary, because some actions will need to be performed in CHCS Legacy and others in CHCSII.  Clerks will be trained on the functionality of both systems.

4) The Emergency Room and other clinics that accept walk-ins that are NOT booked against an appointment slot in CHCS Legacy will book the appointment directly in CHCSII.  Each clinic should be aware that there might be a delay of up to 5 minutes in pulling all of the patient’s data over into CHCSII.  (Note: This situation will be resolved with Build 838 due in Apr 2005.  With this release the data transfer will be within a minute and the user may need only to click their refresh button.)  Also the booking of an appointment in CHCSII does NOT fill a CHCS Legacy template appointment slot and could result in overbooking.  If a patient “walks in” for an appointment that will occur in the next 30 minutes, the clerk should cancel the appointment in CHCS Legacy and then book an appointment in CHCSII for the time of the canceled appointment.

5) TRICARE on LINE (TOL) booking will have no effect on CHCSII.  An appointment booked by the patient using TOL occurs through Legacy booking.

B. Record Pulling and Delivery to Clinic

1) During the initial phase of CHCSII integration, the outpatient records section will pull all medical records for all clinic visits using present MTF policy.  It is the goal of integration to decrease the total number of records pulled for clinic over the first year of CHCSII use.  The amount of reduction will be dependent upon how quickly CHCSII usage is integrated into all areas.  However, some records will always need to be pulled for some clinic visits until CHCSII is integrated into all MHS sites.  All reductions in the number of records pulled for clinic visits must be reviewed ensuring good clinical care.

2) The following patient visits will have the record pulled for every visit:

a. All first-time specialty consults

b. All new patient visits

c. All surgical preoperative visits

d. Visits for procedures, as requested by individual clinics

3) All visits to the following clinics will have records pulled until present difficulties with graphic representations are improved.  These clinics will utilize CHCSII for documenting and coding their clinical encounter (see clinic visit). The clinic will ensure that any drawing or photo is included into the paper outpatient medical record (OMR) unless digitally captured into CHCSII.

a. Dermatology

b. Ophthalmology

c. Preadmission/Same Day Surgery 
4) PAD will not include a new paper Master Problem List (MPL) in the OMR, as CHCSII will become the repository for the MPL.

5) Note: The process for printing all encounters for a patient between two dates is listed in appendix A.

C. Clinic Clerical Chart Preparation

1) Effective with CHCSII implementation, clinics will only print a single-sheet SF600 for the purpose of patient tracking within the clinic.  The form can be used as a “scratch pad” but should be shredded.

2) The clinic will no longer print a MPL addendum or other patient information, as this information is already present in the LEMR (Longitudinal Electronic Medical Record).

3) The clinics will not pull paper printouts of past lab and x-ray results.  These results are in CHCSII and can be pulled with the notes documented in CHCSII for that visit.  Each clinic will devise their own SOP for attaching ancillary results using the AUTOCITE function for daily encounter.  Everyone should be aware that larger amounts of material brought in by AUTOCITE will substantially lengthen each note and slow system performance.  It is recommend NOTE to autocite labs and rads as this information is readily available using the Health History Module.  Auutocite labs and rad results may also create medical liability for the provider as they are accountable for all results that are autocited.

D. Clinic Check-In 

1) This will be documented in CHCSII.

2) All rules on confidentiality will remain unchanged.

3) If appropriate, check-in will occur against any active consult located in CHCSII.  This will reduce workload on the clerk and alleviate duplication of consults for the same encounter.

4) The clerk will complete administrative questions as appropriate and directed by clinic SOP.

5) The clerk will complete or provide the patient with any clinic-specific form(s) per clinic SOP.  These paper forms are possible ways to assist the clinical staff to copy patient data into a CHCSII template/note.

6) Clerks may complete questions concerning Advanced Medical Directives as appropriate.
7) In the initial implementation phase, the clerk will process the patient’s paper OMR per current practice except MPL will not be added to the chart.  This activity will change when records are no longer pulled for the clinic.

8) Third Party insurance will be checked, updated and obtained in writing for forwarding to Third Party Collections at the end of each business day. The updating of this information in CHCSII will NOT result in a permanent update of the system and should not be done. 
E. End of Day Processing - End of day processing occurs in CHCS Legacy.  End of day 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 CHCSII and CHCS Legacy.  The CHCS Legacy EOD report should be compared to the reports from CHCSII.  This report can be run from the REPORTS tab in CHCSII. Any discrepancies should be reconciled during that calendar day as it is difficult to change a patient status in CHCSII after the end of the calendar day.  Clerks will report any recurring discrepancies between reports to their supervisor.
F. Vital Signs/Medical Screening

1) This will be documented in CHCSII

2) This may occur in the Vital Sign Room, but preferably occurs in the Patient Exam Room so that the nursing staff can also document history in the S/O portion of the note.  

3) Screeners will update allergies and MPL as appropriate.
4) Labs and x-rays will be pulled into the encounter note per clinic SOP.

5) Screener will document education, review of systems, and clinical practice guideline interventions for each visit per each clinic’s SOP.
6) The screener will transfer the patient’s past medical history into CHCSII from the OMR, if present.

7) Clinic-specific nursing actions will occur and be documented per clinic SOP.  This may include, but will not be limited to, patient screening information (pain, preventive care, vaccination, unit dose medication administration, etc).

8) All ancillary tests performed during the visit (EKG, PFTs, etc.) along with any procedures done (IV, vaccination, respiratory treatment) will be documented.

9) Initially, the patient’s paper OMR will be available for the provider’s review.  For clinics that do not continue to have the paper OMR pulled, a system will need to be devised to alert the provider of the patient’s presence and readiness to be seen.  The use of a preventive health or clinic service checklist should be considered for use once these forms are available via CHCSII.

G. Provider Encounter

1) This will be documented in CHCSII by every clinic, including those in the Department of Mental Health (DMH).  The single exception is the Army Substance Abuse Program (ASAP).

2) MPL and allergies will be reviewed/updated at every patient encounter.  This is the entire medical staff’s responsibility and will improve total patient care.  The Health History Module permits a dashboard view of all the patient’s information and an easy location to drill into specific information.

3) Per MTF Medical Staff Bylaws, the documentation on all outpatient encounters will occur on the day of the visit.  Providers should develop the habit of completing each encounter at the time of the visit.  Any addenda to the record can be added later on a supplemental note.  The exception to this is when a patient will be going for an ancillary service (i.e. X-ray, EKG, immunization, etc) and returning to the clinic prior to disposition.  This will allow the ancillary service to be documented by the support staff and the complete record to be signed by the provider.

4) Until all providers have received training on CHCSII, each clinic will use one of the following methods to complete documentation of the patient encounter and assure that the documentation is placed into the paper OMR:

5) The provider may print the completed electronic SF 600 to a designated printer in the clinic.  The record, along with any clinic specific forms or drawings, will be routed to a central clinic location.  Prior to the chart returning to PAD on the next business day, the encounter form will be placed in the paper OMR.  All clinics will have a CHCSII dedicated network printer for this to occur.  It is imperative that each clinic establishes specific responsibilities to ensure the OMR is completed prior to it leaving the clinic.

6) The provider may print the electronic encounter to PAD for filing.  The encounter form will then be placed in the chart and returned to PAD.  It should be noted that written documentation on the electronic printed form is strongly discouraged, as it is not CODED or available for other providers to see in the future.  Additionally, care must be taken not to leave patient sensitive data in the exam room.

7) Once all clinics receive training, the clinical staff will no longer print the SF600 for each visit.  The paper OMR will be updated at the time of PCS/ETS.  No records will be printed even if records are still being pulled for the clinic.  However, it is the clinic’s responsibility to place any written material (pictures, forms signed by patients, etc) into the paper OMR if it was pulled for the clinic visit.  If the paper OMR was not pulled, the clinic will forward any loose elements to PAD for filing in the record.  Note: The patient’s paper OMR will be updated with printed encounters from CHCSII only when the records are pulled for specific indications including deployment, ETS, PCS, and external consult.  This is consistent with current practices for updating the paper OMR with ancillary test results.

8) Providers do NOT have to sign the paper version of the electronic encounter.  

9) Coding will be automatically done within CHCSII.  CHCSII coding accuracy is high as long as limited free text entry occurs.  CHCSII cannot code free text.  Free text should only be used to provide specificity of information as noted under the special circumstance free text. 

10)  Office visits that involve a procedure (mainly in APV clinics) will be documented in CHCSII.  Each one of these visits will initially have a manual review by a coder to check coding until the APV model receives further improvements.  See attached CHCSII Coding Policy and special circumstances.

11)  Procedural visits done on inpatients can be coded in CHCSII.  These visits will be captured as Industry-Based Workload Alignment (IBWA) encounter.  

12)  Providers will check and change the patient service type in the disposition window if needed.  This field allows the appointment to be classified as regular visit, consult, preventative visit or critical care.  This selection is important as it changes the possible calculated E/M codes and can have large impact on RVUs.

H. Post-Patient Encounter and Record Return

1) Whenever an OMR is pulled for a clinic visit, the clinic will ensure that the record is returned in a timely fashion to PAD.  If a record is handwritten due to CHCSII downtime it must be coded by the clinic or processed through the coding section to insure 100% ADM completion before returning to the records room.

2) PAD will work to ensure 100% record return and report on clinic delinquencies.

I. Telephone Consults

1) Clerks will be entering TCONs using CHCSII.  Telephone consults entered in CHCS Legacy cannot be completed in CHCSII.  (Note: This should be resolved with build 838 due in March 2005.  However, it is best to move to 100% use of CHCSII by clerical personnel.)

2) Providers will complete TCONs using CHCSII.

3) TCONs will not be printed to PAD.  TCONs will be placed in the record at the time that the paper OMR is updated, as previously noted.

4) CHCSII will automatically code TCONs.

J. Laboratory and X-Ray Order

1) Ancillary tests will be ordered in CHCSII.

2) CHCS Legacy will remain active but is not to be used except in cases of CHCSII failure.

K. Specialty Consults

1) Consults will be entered into CHCSII.  The process for consult entry is very similar to current process in Legacy.  Presently all consults should be entered with the SF513 box checked even if the consult is NOT going to be seen at the MTF.  (Note: The SF2161 box should not be used, as it is NOT mapped to any location at this time.) 

2) Because of the ability to transmit and review complete clinical notes, consultants can respond to consults by providing “information only” on replies to consults when requested by the consulting providers, or as clinically appropriate.

3) The consult tracking module allows the status of the consult to be tracked by the ordering provider.  If the facility is using eFax or scanning consults that are received by the MTF by outside consultants, the provider should be able to look for the consult results when the consult is flagged as completed.  

L. Coding – See CHCSII Coding and Audit Policy (APPENDIX C)
M. Specific Issues

1) CHCSII access needs to be installed on computers on the inpatient wards (1 to 2 per ward) to allow access and review of patient information.

2) Clerical staff will need multiple logon function to be able to operate with CHCSII and CHCS Legacy on the same computer

3) Forms requiring patient signature will be completed in writing.

4) Contact Precautions: Patients with contact precautions should have this entered into the Command Interest Field of Legacy.  This will create a flag on the patient’s CHCSII record.

N. Process Changes

1) The following processes must be changed to allow complete realization of the benefits from CHCSII Integration:

a. Clinic Work Hours.  Due to the workflow changes that will result from CHCSII utilization, the arrival time and number of support staff needed to prepare the clinic for the beginning of the workday should be reviewed.  Support staff will have minimal pre-clinic duties to perform and more support will be needed at the end of the clinic day to complete records possessing and return records to OPR Room.  Additionally, the use of CHCSII will result in a slight slowing of the workflow during clinic hours, but all documentation should be completed by the end of the clinic.  This will necessitate clinic support (nursing and clerical) remaining slightly later in the day.

b. Clinics should review clinic opening procedures to assure only necessary staff are present early.  The remainder of staff should have their tour of duty shifted to meet end-of-day clinic requirements.

c. Efforts should be made to split the arrival time of staff to allow support staff to be available until 1630 or 1700.  The change would allow for clinic support staff to maximally document and support clinical care.

2) Convenience Files.  The use of convenience files results in extra use of staff time, supplies and clinical space.  These negative impacts will increase with the longer note created by CHCSII.  Convenience files create possible privacy violations. The need for convenience files will be reduced and eventually eliminated as picture and digital scanning capability are added.  With CHCSII implementation convenience files will no longer be utilized to store copies of outpatient notes.  Convenience files can be used for storage of photographs and other media not available through electronic retrieval.  Clinics or Services may request through the Deputies the ability to maintain research or graduate medical education files.  The request will include the purpose of the files, the space/resources needed, and the rational for requiring a second printed copy of the record. 

3) Resident Records Review.  All outpatient medical records of interns and residents will be forwarded to an attending for review.   The review will require the attending to cosign the note.  This helps assure and document compliance with residency supervision policy. 

4) Records review of PA and NPs.  This will occur through random audits, where the supervising physician will pull selected patient encounters of the midlevel provider.  Documentation will occur through whatever methods are currently used, to assure appropriate patient care.  The use of the CHCSII forwarding function utilized for the residents is discouraged, as it requires a co-signature that is done with implied liability.  Supervising physicians will have the ability to pull up all visits done by non-licensed providers whom they supervise.

5) Outpatient Dictation.  Voice recognition-assisted dictation will only be used for special circumstances.  This will include such cases as medical boards and other MTF-defined cases.  Medical board dictations should be pasted into the EMR so that all this clinical data can be available to the healthcare team.    

6) Each Department will establish a process to ensure that all CHCSII note writing templates are in compliance with the institution’s abbreviation policy.

7) Other information for inclusion into CHCSII.  To improve outpatient care and information availability, dictated history and physicals, dictated discharge notes, and dictated operative notes will be made available in CHCSII.  The format will be as a free text note inserted in the “Clinical Notes” section that is posted in a status of “dictated but not reviewed by.”

8) Medical Students.  Medical students may be trained on CHCSII as resources permit.   Individual departments will have to determine the proper way to educate medical students in proper clinic note writing and how the CHCSII medical record is completed.

9) Outside Consult Notes and Results.  The practicality of scanning-in outside consult notes and results into CHCSII should be reviewed against available MTF staff.  The use of eFax may also help to facilitate this process.

O. Metrics

1) Satisfaction:

a. Patient - OTSG Patient Survey pre- and post-implementation

b. Staff – Survey (AMEDD)

2) Process:

a. Implementation - 95% of staff attending CHCSII training when scheduled

b. Percent of charts completed within 24 hours of encounter – goal: 95%

c. Coding – 95% of encounters coded by CHCSII allowing 95% coding completion within 72 hours

d. CHCS utilization for outpatient encounters – See TSG memo, this is a central data pull.

3) Healthcare Outcomes: 

a. Improved population health metrics – Using the PHOTO Tool

b. CPG Compliance – Using the PHOTO Tool

4) Return on Investment:

a. Cost of care:

(1) Laboratory cost per visit pre and post – M2

(2) Radiology cost per visit pre and post – M2

(3) External consults cost pre and post – M2

b. Productivity Changes – month over month comparison by clinic – goal: neutral at six (6) months on workload count but increased RVU/FTE/Month

c. Changes in outpatient third party collection 

d. Coding cost – Contract expenditures/GS Salary

e. Number of personnel reassigned to new task

f. Number of rooms/space reallocated to new use

6. ANNUAL REVIEW.  This policy will be reviewed annually.  The reason for any revision will be documented in an appendix to ensure that the rationale for the process improvement is captured.

  
	The proponent of this document is XXXXX.  Users are invited to send comments and suggested improvements on DA Form 2028 (Recommended Changes to Publications and Blank Forms) to the Commander


FOR THE COMMANDER:

Appendix A

Instruction for Printing Patient Encounters for a specific day or between specific dates

Printing out SF 600s from CHCSII

1. Search for the patient

A. Within the search module, enter the patients search criteria such as Sponsors SSN or First initial of last name and Last 4 of the SSN in Quick search, or patient’s last name etc.

1) Click on Find

2) Highlight patient 

3) Click OK

2. Printing the encounter

A. Open the Previous Encounters Module

B. Encounters are listed in reverse order.

C. Highlight the first encounter to be printed, hold the shift key down and select the last encounter to be printed.

D. Click on File > Print > SF600 in the menu tree

E. Within the Print dialog box, click OK for each encounter to print, the print jobs will be sent to the printer.

APPENDIX B

Special Circumstances

Appendix B contains a set of special circumstances that have been added to this policy to address issues with CHCSII use.  These issues are being addressed for alternative/complete resolution at the AMEDD level.  The Special Circumstance section provides present guidance for CHCSII use in these circumstances.

1. Review New Results (RNR) Surrogate:

A. Background:  In Legacy, a provider can assign a surrogate who can see and act upon new results received by the other provider.  Legacy also would notify the provider that new results were present.  This helps assure that critical lab results are not "ignored" and is a medical legal need, especially with deployments, etc.

B. Issue:  In CHCSII, the provider will receive a notice about RNR results being ready for review, but review is somewhat more difficult using CHCSII.  The provider may use CHCS Legacy to review the results and the assignment of surrogates is done in CHCS Legacy.

C. Recommendation:  

1) Make all providers aware of this issue.

2) Continue to use RNR function in Legacy for surrogate issues.  Provider MUST remember to check alerts daily and to use Legacy for review.

3) Per present policy all critical lab values will be called to a provider.

2. Legacy E-mail:

A. Background: There are several clinical reminders that are sent out via Legacy to the healthcare team.  These include notification of patients who are noncompliant with medication pick-up, notification of consults, appointments being made, etc.  MTFs also use Legacy E-mail for various forms of communication.  This communication involves both medical and non-medical issues.

B. Issues: 

1) Patient care reminder notification will be potentially missed if Legacy E-mail is not routinely checked.

2) With expanded use of CHCSII, fewer people may read their Legacy E-mail.

C. Recommendation:

1) Effective with the completion of training, CHCS Legacy E-mail will only be used for patient care communication.

2) Outlook, AKO or other means will be used for non-patient communication.

3. Dictation:

A. Background -- MTF will need to continue to allow dictation for medical boards and other defined outpatient encounters, such as forensic psychiatry evaluations.  This was to allow the robust information taken in this visit to get efficiently into the EMR while meeting other military requirements.  It was also recognized by the MTF that posting inpatient Discharge Summaries and Operative Notes into CHCSII is a valuable addition to the outpatient record.   The above decision was made to maintain efficiency, although it was recognized that the free text in the system was not searchable and that the unstructured note would not be coded by CHCSII.

B. Issues:

1) Transcription training is not part of CHCSII training.

2) The process to get dictated notes and inpatient information into CHCSII requires some one to cut and paste the dictation into the CHCSII encounter note or to append it to the note.

C. Recommendation:

1) Train inpatient transcriptionist with ability to (Tech level) with ability to paste dictation into an encounter template for special circumstance outpatient notes as noted above, and into the Clinical Notes module for Discharge Summaries, and Operative Notes. 

2) Process Recommendation for above:

a. Patient’s paper OMR pulled for visit.

b. Clinic arrives patient in CHCSII.

c. Clinic creates and uses a CHCSII template or AIM form, specific to the clinic and type of visit (medical board).

d. Tech/Nursing does vitals.

e. S/O - subjective objective box - include only a vitals-reviewed box and a free text box for later insertion of dictation.  

f. Provider completes encounter and dictates notes.  Dictation starts with Provider name, Patient Name, Patient SSN, and date of appointment.

g. Provider completes A/P (assess plan) portion of note in CHCSII and sends any orders, but does NOT sign the note.

h. Transcription types note and pastes it into the patient encounter at the S/O section within 24 hours.  This is needed for third party billing’s three-day billing cycle.

i. The provider reviews the dictation and edits as necessary.

j. The provider overrides the coding, as free text will not be coded by CHCSII, and signs the note.

k. Inpatient Information will be posted directly by the transcriptionist to the Clinical Note Module.

4. Procedure Note-Writing Software:

A. Background:  Several of the subspecialties may have note-writing software currently built into their procedure equipment.  This is often the case with GI and pulmonary scopes.  This software builds specifically-formatted notes in a text file.  They are not integrated into CHCSII and therefore do not create searchable text.  As AIM forms become available for efficient procedure documentation the AIM form will be used to enter the patients data into CHCSII.

B. Issues: 

1) Structured text notes are already created and contain all elements needed for coding, but the notes are not searchable in CHCSII and the diagnosis do not add to the patient’s problem list.

2) These procedures have a high RVU count and third-party collection rate.  The structured note allows for proper documentation.

C. Recommendation: 

1) Allow note-writing software product to be cut and pasted into the CHCS note, but require the completion of the A/P and disposition portion in CHCSII until an AIM form is available to capture the documentation.

2) Process Recommendation:

a. Patient's paper OMR pulled for all procedure visits

b. Clinic arrives patient in CHCSII.

c. Clinic creates and uses a CHCSII template for procedure visit, specific to the clinic and type of procedure.

d. Tech/Nursing does vitals.

e. S/O - subjective objective box - include only a vitals-reviewed box and a free text box for later insertion of dictation.  

f. Provider completes procedure and the encounter note is generated in the software.

g. The encounter note is transferred as a text file and inserted into the S/O portion of the CHCSII note at the time of the visit.  Any member of the healthcare team may do this.

h. Provider completes A/P (assess plan) portion of note in CHCSII and signs the note.

i. Coders will review APV (procedure visit) and alter codes in ADM (CHCS Legacy) as indicated by the note written in CHCSII.

5. Inpatient Coding:

A. Background: Inpatient coding is done using the Industry-Based Workload Accounting System (IBWA).  CHCSII presently is a pure outpatient system.  MTFs have the practice of taking inpatients to clinic for consults and appointments to create and capture workload.  This has been done because inpatient physician work was not coded or captured.  Inpatient consultation/procedures have a higher RVU value than those done as an outpatient.  Many people are trying to use CHCSII for inpatient work/coding.
B. Issue:   Data quality and clear processes.

C. Recommendation: 

1) CHCSII is presently only to be used for outpatient visits.   

2) Inpatient consults and procedures, regardless of where performed, should be documented in and coded from the inpatient record. 

3) MTF needs to establish and enforce clear inpatient coding policy and use IBWA.  IBWA for daily consultation does get assigned to the attending outpatient clinic location, therefore, there is no issue of workload credit. (Note: New CHCSII software builds after 837 may change this.)

6. Documentation Requiring Specific Military Forms:  

A. Background -- Certain outpatient visits require specific military forms to be completed.  Some of these forms, like Part I of the Physical, must be completed by the patient.  Equivalents of these forms have not been created in CHCSII.

B. Issues:  

1) Requirement for redundant work by the healthcare team.

2) Inability to capture patient reported data or possibly needing to transcribe into CHCSII.

3) Compliance with Army policies.

C. Recommendations:

1) Patient's paper OMR pulled for this type of visit (i.e. physical exams)

2) Clinic arrives patient in CHCSII.

3) Clinic creates and uses a CHCSII template for the specific visit, specific to the clinic and type of visit.

4) The written patient information will only be entered into CHCSII if clinically relevant, otherwise a free text box will indicate, “see form XXXX completed (date).”

5) Tech/Nursing does vitals.

6) Provider completes Physical on paper form and also enters the data into CHCSII.

7) Provider completes A/P (assess plan) and disposition for note in CHCSII, then signs the note.

8) Completed military form with signatures is placed into the paper OMR.

9) Coders to provide recommendation for “usual codes” for these visits and provide them to the providers.

7. Outpatient Medical Records, Correspondence and Coder Access to View and Print Record: Background:  The above individuals need access to CHCSII for the sole purpose of being able to see and print encounters.  They do not need writing capability.  These groups are now taught using a records review module and need to be scheduled into training.  

8. CHCSII Downtime Policy: (This will change with local cache – Mar 05)

A. Background: MTF needs clear policy on what action will be taken when CHCSII is down.  Policy must include what will be done with patient ordering, writing notes, coding, and record filing.

B. Issues:  Backup plan.

C. Recommendations:  

1) When CHCSII is down, Legacy will be used for all ordering.  If Legacy is down, then orders will be done via paper and entered into Legacy later (This is the present Legacy back-up plan).  Note: Once local cache is in place (May 2005), CHCSII will be used in local cache mode when the CDR is not available.  Written records will only be used if local cache is not available.

2) Clinic Notes - If CHCSII is down more than 30 minutes the clinical team will complete records documentation using an SF600 (paper).

a. All clinics will maintain a supply of paper SF600s.

b. The SF600 will be routed to the coder/auditor on the next business day.

c. The coder/auditor will code the note in ADM and forward the SF600 to the outpatient record section by the third business day.

d. Outpatient records will file the written note in proper sequence in the paper OMR.

e. Once a note is handwritten due to CHCSII downtime it will NOT be reentered into CHCSII.

f. If a patient was checked-in using CHCSII the encounter will show up as INCOMPLETE on the provider’s window, if their default is “today and incomplete appointments”. 

(1) The provider may change the default to today only and make sure that all encounters are completed on that day, or the provider should ignore that incomplete consult.

(2) The encounter should NOT be deleted using the “No-Show” or “Cancelled by Facility” button, as this will cause the workload count to be lost.  

(3) A new button that will truly cause an administrative closure and keep the workload count has been requested. 

g. This policy will need annual review, especially as an MTF moves to a more complete utilization of CHCSII.

3) TCONS 

a. Non-emergent TCONs

(1) If CHCSII is down, Non-emergent TCONs will be written on paper and held for 24 hours. 

(2) These TCONs will be reentered into CHCSII as soon as it returns to operation.

(3) If CHCSII is down for greater than 24 hours these TCONs will be entered into Legacy and the providers notified.

(4) Examples: Medication refills, request for follow-up, patients calling to check on test results.

b. Urgent TCONs

(1) If CHCSII is down these TCONs will be written on paper (SF Form SF5008).

(2) If CHCSII is down more than 2 hours, these forms will be sent to the provider to answer using Legacy.

(3) If CHCSII is down less than 2 hours the forms will be entered ASAP into CHCSII.

c. Coding – See 2) above.

d. Filing – See 2) above.

9. Workload Assignment Practices:

A. Background:  Historically many military clinics have established procedures to capture workload.  These visit counts were essential to justify staff and as part of the Bid Price Adjustment under the old TRICARE Contract.  These visits counts often do not meet the criteria of a billable visit or are not captured in a manner to generate an RVU.  In order to create RVUs most patient encounters have to be linked to a diagnosis and to a specific Licensed Independent Practitioner (LIP).  Workload (RVU) is currently generated against nurses and technician that should be tied to a LIP.  These historic practices are resulting in lost work and busywork just to create “visit counts.”  The implementation of CHCSII provides an opportunity to modify MTF work processes to maximize workload capture (RVU) while minimizing unnecessary busywork.

B. Issues:

1) Lost workload due to present clinic processes.

2) Possible illegal billing activity.

3) Archaic “visit count” procedures that will be unnecessary under TNEX.

C. Recommendations:

1) Every patient encounter should have an attached diagnosis and be linked to an LIP.

2) All ancillary tests that are being performed in a clinic MUST be linked to an LIP in order to generate an RVU.  This includes EKGs, PFTs, ETC.

3) Clinics with standing procedures for visits performing a nursing procedure (immunization screen, immunizations, injections, PPD, etc) should update SOP to include how the action will be linked to a diagnosis and how a LIP will be assigned so that the encounter note will go to the LIP to complete.  

4) A CHCSII template should be structured for these types of visits to facilitate all the information needed for documentation/billing and to minimize the time required by the provider to complete.  Nursing and tech staff should complete the majority of the documentation.  

10. GME Issues: Medical Students

A. Background:  Historically, students have not been provided their own access to CHCS Legacy.  Medical students have written information that they obtain in the outpatients medical record (SF600 and SF558).  Their written work is completed/signed by the physician in charge of the patient’s care.  Presently, there is no plan for granting access to CHCSII or training to all students.  As CHCSII becomes universally used, the transition to student use of the system will need to occur.

B. Issues:

1) Teaching medical students to write clinical SOAP notes.

2) Possible slowing of outpatient visits because staff has to re-enter information into CHCSII.

3) Assessment and training of medical students to use CHCSII.

C. Recommendation:

1) Until CHCSII implementation is complete at an MTF, access to and training for use of CHCSII by medical students will not occur.  MTFs should look at medical student documentation in a written format for educational purposes.

2) Students may be assigned TECH level access to CHCSII to allow them to access patient data and write into the S/O portion of the CHCSII encounter but not the A/P section or to order.  This will allow MTFs to elect either continued use of written notes or training on note-writing in CHCSII. 

3) As soon as possible, medical students should be given access to the training tool for practice.

11. Free Text:

A. Background:  The use of structured notes has shown to improve documentation (legibility, completeness) as well as improve coding (accuracy and total RVUs generated).  Medical language complexity does not allow for all medical terms to be efficiently incorporated into template structure.  The specification/detail of all clinical exam finding and patient descriptions afforded in natural language cannot be made fully available in limited lexicon.  Additionally, specific terms, while present, may not be presented in a fashion that an individual provider would prefer.  The terms are often present but not associated like a particular clinician would prefer.  While the phrasing may not match what an individual would choose, providers need to recognize that, so long as the facts are captured appropriately, the documentation is legally adequate.  The structure of the text imposed by the electronic record is a critical element in translating note content from merely a document recording the content of a visit at a single point in time into a robust, dynamic repository of medical information that offers the full benefit of computer-aided analysis, as it exists today and in the next 5-10 years.  Natural language processing is still in its infancy and as such makes similar cataloging of discreet data elements impossible from free-text. Waiting for such capability will only further delay the benefits that information technologies already offer.  Finally, E/M Coding is based on coding rules that are intertwined with the content of the note itself, largely based upon the presence of well-defined elements.  These elements are recognized in the structured content and credit is assigned when the coding threshold is met.  The specificity of the term does not influence coding.  Therefore, proper coding can be obtained by the combination of using structured notes via templates and targeted use of free text at a level in the tree structure that is beyond the coding threshold.  Optimal clinical efficiency/effectiveness comes from the balanced use of structured note and templates.  This balance will likely be determined by the individual provider’s practice style, typing ability, and experience with CHCHSII.

B. Issues:

1) Maximizing the use of structured notes allows for optimal coding and the best ability to search data.

2) Documentation efficiency is needed to allow more direct patient contact time and to maintain productivity.

C. Recommendation:

1) Providers need to be made aware of how the type and number of elements documented in each section of the note impacts E/M Coding.

2) Providers need to be made aware that only one term in a “tree” needs to be checked to count as an element.  Free text should always be entered AFTER a MEDCIN term has been checked to give specificity.

3) Free text is to be used judiciously to add specification and clarity to the note.

4) In general, you should not click more than 3 times in a “tree” or type more than 5 words.  If either of these occurs regularly than the provider might want to consider customizing their templates.

5) Free text should be used as needed in the comments boxes under the diagnosis.  This provides a provider the opportunity to communicate their thinking and future plan of action to themselves and other members of the healthcare team.

12. Entry of Data on Wrong Patient:

A. If information is entered on the wrong patient and discovered before the record is signed, the information should be deleted and the encounter deleted.  If the record has been signed then the following actions should be taken.

B. When information is inadvertently entered into the wrong patient’s chart and the encounter is signed, the following steps are used to document the mistake.  (Please note, because this record was signed, all information deleted will go into the Change History Section of the record.)  

1) Open the patient’s record that received the incorrect information.

2) Go into Previous Encounters and select the encounter and click on Amend.  This will open the encounter where all information can be identified and revised so that it will be removed from the encounter (but again, its content will remain in the Change History assigned to this encounter.)  Go into each section and delete or remove information from the various sections
a. Autocite:  Turn off all autocite properties to all areas to remove information from the encounter.
b. Screening:  Remove any symptoms by highlighting and clicking on the Remove button.  Also remove any comments as necessary.
c. Allergies:  Remove as necessary.
d. Vital signs:  Enter the vital signs module and click on the review tab.  Highlight the entry (or entries) for this encounter and click on edit.  Remove all information. For female data, click on the Reset button.
e. S/O:  Remove all terms by clicking on the underlined word in the right pane and clicking on the red plus or the blue minus.  
f. A/P:  Remove all the diagnoses by highlighting and clicking on delete.  Highlight and remove any orders and/or procedures.  Cancel or discontinue any orders from the lower section or CHCS I.  Enter the diagnosis of V65.9 Outpatient Physician Consultation. 
g. Disposition:  Change the EM code to 99499 Unlisted EM service, and remove any comments or checkboxes.
h. In the Add Note section, make an entry stating the entries below (in the Change History Section) are to be disregarded; these entries were made in the wrong record.  This text can be enlarged to make it stand out. 
i. Re-sign the encounter.
j. Problems List:  The previous diagnosis will be listed in the problems list.  Edit the problem and select Deleted (error) for the status.
k. Cancel the CHCS I appointment.
3) In significant cases, the provider should notify the DCCS of the error.  In special cases, the DCCS or MTF Commander can inform CITPO of the need to completely remove all information in an encounter.  This is done in only the most significant cases (i.e. wrongful entry of HIV status, etc).
13. APV Clinic Record Completion/Workload Billing

A. Background:  Historically APV clinic visits have held coding completion for up to 14 days.  This is apparently done awaiting the results of pathology, etc.  There is neither a billing advantage to this practice nor a civilian practice equivalent.  

B. Issue:  

1) Potential loss of billing during processing delays or record completion.

2) Extra provider time spent readdressing notes.

C. Recommendation:

1) Complete APV appointment documentation on date of appointment and submit.  A coder should review all APV clinic visits.  The coder should enter adjustments in the ADM system as indicated from the note, if necessary. 

2) Coder/Auditor review ALL APV visits within 72 hours per attached policy.  (Note: This guidance will change as the APV is updated in future CHCSII software builds.)
3) Updated diagnosis entered, if necessary, based upon pathology results utilizing TCON, Add Note, or new appointment.
APPENDIX C

Coding/Auditing Policy in Conjunction with Implementation of CHCSII

The purpose of this policy is to outline specific standards to promote quality of Outpatient Coding.

1. Coder/Auditor Qualifications

A. Coders/Auditors must possess at a minimum:

1) In-depth knowledge of ICD-9-CM, CPT and HCPCS coding principles and guidelines.

2) Broad knowledge of medical terminology.

3) Broad knowledge of human anatomy and physiology.

4) Broad knowledge of disease processes.

5) Minimum of two years ambulatory coding experience.

6) Strong analytical skills.

B. Preferred qualifications in addition to those listed above are as follows:

1) RHIA or RHIT, CCS, CCS-P, CPC, or CPC-P

2) Minimum of four years ambulatory coding experience.

C. Coders interact with healthcare providers and hospital staff at various levels of care and need to have good communication skills in order to expedite such interactions.

2. Coding Turn-Around-Time

A. Per TMA guidelines, ADM encounters are to be closed out within three business days of the date of each encounter.  With implementation of CHCSII and concurrent coding performed by the CHCSII system, meeting this timeline should not be an issue.

B. Reports of coding turn-around-times will be provided by PASBA based on daily SADR reports transmitted by the MTF.

C. To facilitate meeting this timeline, coder/auditor will prioritize activities as follows:

1) First – Code all handwritten documents done the day prior.

2) Second – Audit all encounters with third-party insurance.

3) Third – Audit and Re-Code as needed all APV clinic visits.

4) Fourth – Audit ER or other designated high-cost clinics.

5) Fifth – Audit CHCSII-coded notes with time remaining in day.

6) No audit work will be carried over to the next business day.

3. Coding Audit Process

A. Coders/Auditors will conduct a 100% daily review of all encounters for patients that have other healthcare insurance (OHI).  Coders will identify OHI encounters via the “ADM Patients with 3rd Party Insurance” report available in CHCS.  

B. Coders/Auditors will initially (2 weeks) review 10% of the charts from a clinic that starts using CHCSII.  The audit set will be based on the closed encounters listed in the clinic’s ADM Compliance Report.  

C. Coders/Auditors will pull up the encounters in CHCSII in order to print and review the documentation entered by the healthcare provider.

D. Coders/Auditors will then print the ADM code sheet and review the codes assigned for each encounter in ADM.  The codes appearing in ADM are the codes that are carried over from CHCSII.  

E. Coders/Auditors will compare the coded data on the ADM code sheets to the physical documentation of the encounters on the CHCSII encounter forms.  Coders/Auditors will review E&M Code Assignment, Diagnosis Code Assignment, and Procedure Code Assignment.  Coders/Auditors will also review Modifier Assignment and Injury Code Assignment to ensure that the CHCSII software is assigning all applicable modifier codes.  Coders/Auditors will review encounters to ensure that all codes assigned are being sequenced and linked correctly.

F. The Coders/Auditors will use a coding audit form to note code changes and comments to support the code changes.

G. The Coders/Auditor will make all necessary corrections in ADM for all encounters where corrections were deemed necessary and print out the corrected ADM code sheet for each corrected encounter.  The audit form, the printed CHCSII encounter form, the original ADM code sheet, the corrected ADM code sheet and any supporting documentation for the code changes will be attached and used as supporting documentation for code changes.  The audit packages will be forwarded to the Medical Records Administrator for review and reporting.  The Medical Records Administrator will maintain the audit packages for reference. 
H. Audit findings will be verified by the Medical Records Administrator and submitted to the Department Chiefs for review and monthly to the Ambulatory Care Committee while CHCSII implementation is ongoing.

I. Additional records may be reviewed as requested by MTF command.

J. When CHCSII coding accuracy is determined to be accurate and consistent enough to meet the institutions needs, the 100% audits for OHI encounters will decrease consistent with MEDCOM policy and additional audits of records for non-OHI encounters will also cease for that clinic.  Coding audits will then be performed on an as-requested basis.  
4. Coding Quality

A. Coders/Auditors are responsible for auditing a sample of Outpatient Encounters to qualify accuracy of E&M Codes, Modifiers, Diagnosis Codes and Procedure Codes assigned by CHCSII.  Codes are assigned as they apply to each encounter based on the documentation provided by the healthcare professional in the electronically-generated SF600.

B. Coders/Auditors will compare documentation available for the encounters to the codes assigned by the CHCSII system.  Coders/Auditors will verify that codes assigned follow all applicable guidelines, to include DoD Coding Guidelines, ICD-9-CM Official Guidelines for Coding and Reporting, CPT Guidelines and HCPCS Guidelines, and that optimum encounter capture is performed by the CHCSII system.

C. Coders/Auditors address CHCSII documentation and coding issues with department chiefs and at departmental meetings.  Coders/Auditors will provide a report of errors found to Department Chiefs and to the Medical Records Administrator for review and follow-up. 

D. Department Chiefs should respond to documentation issues leading to improper coding by the CHCSII software.  Responses should be forwarded to the Medical Records Administrator for inclusion in the Data Quality Commander’s Statement.

5. Insuring Quality in the Audit Process

A. The Medical Records Administrator will review a sample of the coder/auditor’s encounters reviewed to ensure that the coder/auditor is optimally addressing coding quality.

B. Audit discrepancies are addressed with each coder/auditor.  Suggested audit techniques are supported by all applicable coding guidelines.

C. The coder/auditor’s ability to perform quality audits will be addressed in the coder/auditor’s performance evaluation.

D. Coding audit results are also reported in the Data Quality Management Committee meetings and are forwarded as part of the DQMC Commander’s Statement.

E. Coding Quality is monitored month to month with trends noted and corrective actions made to improve coding quality.

F. Corrective action for improving coding quality consists of ongoing training to address documentation issues, and close communication with the IMD to address any system problems, that may be affecting coding quality.  

APPENDIX E

Recommended Consult Process with CHCSII and TNEX

1. Background:  The most efficient consult process involves the immediate electronic availability of consult information to the entire healthcare team while minimizing the staff needed to accomplish this.  The Consult Log in CHCSII permits the tracking of the status of any consult ordered by a provider.  This meets JCAHO requirements.  The storage of consults even those from outside consultants are best stored in CHCSII.

2. Ordering of Consults

A. All consults should be entered in CHCSII. This permits the consult to be incorporated as part of the clinical note, relates it to a diagnosis, and prevents the provider from having to do duplicate entry.

B. Consults should all be done by checking the SF513 box even if the consult is going to the network.  The box labeled SF2161 is presently not mapped to any location and is planned for future use with linkage to network consulting.

C. All fields in the CHCSII consult MUST be completed.  These are especially important, as certain fields are mandatory for consults going to the network under TNEX.  If the following fields are not complete, the TNEX contractor will return the consult and will require the consult to be re-entered by the provider.

1) Diagnosis (Note: Presently the consult can be submitted with a blank diagnosis.  This has been identified for correction.)

2) Name of ordering Clinic (use drop down menu)

3) Specialty of provider ordering consult

4) Name of specialty being consulted (use drop down menu)

a. Select MTF clinic if consult is to reviewed by the MTF

b. Select “Network” clinic if consult has been determined to go immediately to network

5) Patient information, to include previous care information

6) Number of visits requested – This number is set at a default of three (3).  The provider should change this number as clinically indicated.  If an unusual number is being requested, the reason for this should be clearly indicated in the reason for consult.

7) Other TNEX-specific consult information (largely demographic and administrative items) is pulled by the ad hoc report mentioned below.

3. Review of Consults 

A. Consults to MTF for review by provider

1) Routed to provider for review and to be booked to MTF

a. Provider reviews in CHCS Legacy using RCO
b. Consult routed and booked in Legacy per present MTF policy

2) Routed to provider for review and deferred to Network (due to access standards or other issues)

a. Provider reviews in CHCS Legacy using RCO

b. Consult deferred to network and processed as below for network consults.

B. Consults to MTF for review by UM/Managed Care/other

1) Routed to “consult center” to be booked at MTF

2) Consults review in Legacy RCO

3) Review per MTF policy (protocol)

4) Select for booking to MTF or Network as appropriate.  Those going to Network will be routed through the “Network” clinic

C. Can be routed to be reviewed by combination of the above

4. Booking and Tracking of Consults

A. Consults seen within the MTF

1) Will be booked by the Consult Management Center (or according to current practice)

2) Tracking of consults is done through CHCS Legacy consult tracking module.  This allows the status of the consult to be followed by the ordering provider through the CONSULT LOG module of CHCSII.

3) MTF Providers completing the patient’s note in CHCSII will be providing that information back to the ordering provider and all other members of the healthcare team.

B. Consults sent to the network (see flow sheet)

1) The MTF will run a consult ad hoc to create a file of all consults that are deferred to network on the previous day.  This file will be in a HIPPA-compliant format and meet the requirements of TNEX.  This file can be electronically sent to the TNEX contractor by electronic fax or a file transfer. 

2) The contractor will notify the patient of the consult and how to obtain an appointment (or according to current business practice)

3) Tracking of consults will still occur by using the CHCS Legacy consult tracking module.

4) Results from the network 

a. If returned by eFax, the consult can be electronically copied and pasted into the clinical note section under the heading of “Outpatient Consult” of the patient’s CHCSII record.  It then can be resulted as complete in the consult tracking module.

b. If received as a paper fax or letter, the consult can be scanned as a picture file and also placed in the clinical note section of CHCSII.  It can then be resulted as complete in the consult tracking module.

c. Note: In both cases, a printed single printed copy should be sent to the outpatient medical section for filing in the paper outpatient medical record.

5) Note: For ease of tracking and resulting, the MTF may want to create a NON-COUNT clinic in the MTF that is called “Network Clinic.”  This will allow a location to track and locate all Network Consults.  The consult tracking center will notify individual service chiefs of any problems with a consult being returned form the network.  The consult will be tracked and closed out in the consult tracking module of CHCS Legacy.  This way all providers at the MTF and within the AMEDD will know where to look if a patient has a completed consult that was performed in the network.

5. Inserting documents into CHCSII (See AKO Website for most updated version)
A. Scanning - Outside documentation and various forms of graphical representations of clinically relevant material will at times need to be incorporated into the electronic medical record as deemed necessary by the provider.  With the current capabilities of the system, there is a 500K limitation for items uploaded to either the Add Note section of an encounter or Clinical Notes.  As a general rule, Add Note should be used if the information is specific to an individual encounter and Clinical Notes for items that are likely to be needed for reference over time, such as external consult results.  The current file format limitations for scanned items are BMP, TIF, and WMF formats.  The format that preserves the necessary detail of the form yet minimizes fill size in most cases is the TIF format, particularly for Black and White images.  For most documents, resolutions of at least 150 dpi should be used, but this will vary based on font size, type of image being captured, etc.  Preferably, the document should be captured as an image file and not converted to a text document using Optical Character Recognition (OCR) technology and then saved, unless the text document is carefully proofread to ensure an error-free conversion has occurred.

B. Copying and Pasting – While on the same desktop, the user can simply copy and paste MS Word-formatted documents from any other application into CHCSII as noted above.  Additionally, medical graphics can also be imported this way with the restrictions and recommendations noted above.

 

6. Maximizing Use of CHCSII Auto-Update Software

A. Presently CHCSII has the ability to auto-update the local PC with each new software release. This auto-update is triggered by anyone logging into CHCSII on an EUD (computer) the first time after the software is released. However, auto-update only works if the most recent copy of the software is currently loaded on the EUD at the time of release. A computer can miss an update due to a provider’s or staff member’s deployment, or if an area is rarely used. Additionally, the auto-update can take between five and ten minutes, which can cause interference at the beginning of the clinic's daily operation. 

B. Impact

1) If EUDs are not included in the auto-update the facility’s IT staff must individually update the computer.

2) Clinic efficiency can be hampered if computers are not included in the auto-update prior to the start of clinic.

C. Recommendations

1) Prior to a new release, IMD should run an ad hoc to determine which computers are not running the current build of CHCSII.

2) The list of computers not running the current build of CHCSII software should be distributed to departments/clinics so that someone can log into CHCSII. This will initiate the auto-update of the EUD.

3) The date of a new release should be published in all areas in advance. Releases usually occur over the weekend.

4) Each clinic/area should create a protocol so a few staff members come in early and log into CHCSII. This will trigger auto-update prior to the start of clinic.

D. NOTE: A more automatic fix for this problem is being sought.  CHCSII can also be pushed out using SMS or other software

7. APV Enhancement

A. Presently CHCSI (Legacy) is undergoing programming updates for APV clinic appointments. This programming update is out of phase with programming for APV appointments in CHCSII. To insure data quality and appropriate workload capture, the ability to see, open, and document APV appointments with CHCSII will temporarily stop with release 833.8, effective October 2004. The APV appointment module in CHCSII is undergoing enhancement and should be reactivated with release 839, anticipated in March 2005.

B. During the period Oct04 to Mar05, the following is recommended:

1) APV appointments should be checked-in using CHCSI (Legacy).

2) Documentation of APV appointments should be done on paper, via dictation, or other methods.

3) All documentation should either be sent to the coder for coding, or the provider will need to complete using ADM.

4) Documentation can be scanned or (if possible) electronically inserted into the Clinical Notes section of CHCSII.

5) The patient's MPL in CHCSII can be updated with significant clinical findings.

8. Risk Management and Legal Issues

A. Many MTFs have a policy how the paper medical record is to be secured if a risk management or legal issue occurs.  These policies have been created to prevent losing the record or it being altered.  CHCSII alleviates this completely; the records in CHCSII cannot be lost.  The practice of securing the paper record could also potentially hamper providing care to the patient.

B. Recommendation:  The site should still secure whatever is pertinent to the issue that is in the paper medical record until healthcare is paperless.  Many of the issues, such as missing TCON, etc., will also go away.  As for sensitive records, CHCSII meets HIPAA standards and is encrypted during data transmission. 

9. CHCSII Account Migration

A. Every individual using CHCSII has a unique user account. Presently, each of these accounts is tied to the local Legacy gateway server (CHCS host) where the user is assigned. Individuals going between MTFs that use CHCSII will need to have their account migrated in order to use CHCSII. This process usually takes less than five days.

B. Issues:

1) Individuals who do consultation work sporadically at an MTF will not be able to use their CHCSII account.

2) Individuals going on extended TDY or a PCS cannot immediately use their accounts at the new location.

C. Recommendations:

1) Individuals with transient or short-term (less than one week) needs should:

a. Use an alternative mode of documentation at the short-term location. A local CHCSI (Legacy) account can be created. 

b. Send all notes to coders for coding or insure ADM completion.

c. Consider scanning notes into clinical note section of CHCSII or if digital (Word document), insert electronically.

2) Individuals with long-term or permanent needs should request account transfer as soon as possible. Steps to transfer an account are:

a. Request previous site deactivate CHCSII account (do this before leaving if possible)

b. Create a local CHCS I (Legacy) account at new location.

c. New MTF opens a MHS Ticket for an account transfer with the following information:

(1) Previous location

(2) CHCSII Account Name and Password used at previous site

(3) Current location CHCS I Access and Verify code.  

(4) Current local IEN and PIEN numbers

d. Follow-up frequently with MHS Help-desk to determine status of migration

NOTE: At PCS all individual should have their CHCSII accounts terminated at the site that they are departing.  This is accomplished by submitting a trouble ticket.  If the local account is NOT terminated than the person will be delayed in getting a new account established upon arriving at their next duty station.

10. Recommendation for CHCSII Utilization in the ER

A. Background: The use of structured notes and EMRs in the ER has been well-documented. The use of structured notes has been shown to improve documentation (to include legibility), efficiency, and coding. Structured note utilization with such documentation as the T-System is well-established.

B. There is no formal ER module in CHCSII. However, there is no formal pediatric, surgical, or oncology module, either. The functionality of CHCSII is such that it allows its use to be adapted to many environments. Additionally, the simple t-sheet is not a module, but rather a structured document. This structured document can easily be emulated in CHCSII. There would be great advantage to healthcare delivery if ER's only used CHCSII to write capture notes. The advantages would be legible notes that were accessible to the entire healthcare team and a diagnosis that would be added to the patient health record.  CHCSII provides much more capability than simply writing a note and its use in the ER should begin immediately. This document outlines an approach to CHCSII use in the ER with existing CHCSII capability. The goal is to create a model for safe and efficient ER care by the entire healthcare team.

11. Check-in/Triage - With CHCSII, check-in can be accomplished before or during triage. CHCSII check-in is a rapid process that can quickly retrieve the record of all DEERS-eligible beneficiaries. Check-in can be done by clerical staff in CHCSII or by a nurse doing triage. In either case, the patient should be asked at some point to update their insurance information on a paper form.

12. Unregistered Patients - Patients who are not registered in CHCS locally but are DEERS eligible or qualify as civilian emergencies should be handled with mini-registration and/or current Legacy methods to place patient in system.  Recognize that this activity is dictated by CHCS I (Legacy)-governed practices so rules for emergency pseudo SSN, etc will be followed as outlined for registration here.  Once registered in CHCS I, then the patient will be available to CHCSII for documentation.

13. Triage – Initial triage is captured in the screening module. Additionally, the triage nurse can begin to complete patient data using a template or AIMs Form.  Recommend that triage level be annotated from the Appointments screen by selecting patient’s name for the encounter with a single left mouse click. Once highlighted, select “View Comments” from the toolbar, then in the “Appointment Comments” window, type the triage level here. This is so the triage level can be seen by a provider viewing patients waiting to be seen and in fact, if standard text is used such as “Level 1, Level 2, Level 3,” appointments can be sorted from highest priority to lowest.  
14. Patients triaged who are referred to another clinic - Patient will have triage notes completed and signed by the ER nurse. Disposition will indicate triage level and referral to clinic by SOP. The note can be coded as 99499 as a non-workload count, so as not to negate coding and count for visit where full encounter is completed.  This is done in the “Disposition” section of the encounter. This note by using copy forward will be available, including vitals, for the clinic to use if the clinic is using CHCSII.

15. Patients who remain in ED

A. Triage patients who will be seen in the ER will be processed per established protocol. The patient will be tracked using an SF558 or other paper form to track orders. This sheet will be used to record orders and as a scratch pad for the healthcare team. When it becomes available, the ER may choose to use the tasking module in CHCSII for this purpose.  The items written on the tasking module can be moved into the patient’s note. 

B. Any orders that have traditionally been done by protocol may continue to be initiated either by placing the orders and submitting them in CHCSII (This is preferred as it serves to document and submit orders in the same step), or placing them in CHCSI (Legacy).
16. Serial vital signs - Serial vitals are recorded using the screening module. Each entry receives a time/date and signature stamp.

17. Orders/Patient Tracking - Physician orders can be processed using orders placed in CHCSII A/P module (preferred), a written entry on the SF558, or another method the ER may designate.  (Proposed workflow schemes for ED Bay and Acute Care Clinics are located at the end of this document.) The method used may depend on the functionality of existing medication control/dispensing systems such as Pyxis, Omnicell, etc.  This may vary depending on the degree of integration of these systems with orders in CHCS I.  It should also be noted that orders (order sets) can be selected and submitted in CHCSII before any diagnoses are determined. The only requirement is that the orders be associated with the diagnosis in the A/P portion of the note before the note can be signed and completed.  Once orders have been completed by nursing staff, how this is annotated (using a paper tracking method or a note in CHCSII) depends on local decisions.  The patient tracking method presently in most ER's should continue to be used (white board and clipboards). Future CHCSII enhancements will probably include a patient tracking function and dashboard indicator. 

18. Note-Writing

A. Provider (and the rest of the healthcare team) will enter patient information using condition-specific templates (regular and AIMS) as well as free text after Medcin tree-terms as needed. The healthcare team will enter procedures when they are done (i.e. EKG, nebs, IV, fluids) and enter any associated documentation. A rapid means for inclusion of test results into the text of the note can be achieved by use of the autocite function.  A clever use of this function by the provider would be to set the default function of autocite to include a relatively short range of time for lab results to be retrieved such as 8 hours.  After results have been returned, if the provider clicks the autocite button to refresh this data, new lab results will be automatically included in the documentation and brought forward for the provider to review.  Radiologic studies that will not have results entered into CHCS should be annotated by using the “Tests” tab in SO, largely because this allows for rapid selection of the study done and “normals” can be documented with a single mouse click.  The provider will enter the diagnosis and complete disposition. The note will be printed and the SF558 if used will be attached. These two documents plus any other addenda will be provided to a coder for coding review.  Within 48 hours, the coder should review and enter any changes via the ADM module in CHCSI (Legacy). 

B. The written SF558 may be scanned into the Add Note section of the CHCSII encounter. Personnel may be available to do this as the need to maintain a "local ER" copy of the record is eliminated by CHCSII documentation. 

19. Trauma/Codes - CHCSII is not presently designed for trauma or code documentation. Present paper documents should be used. The patient's note may be completed in CHCSII with the statement: "See handwritten SF558 and other record of treatment." The A/P module should be completed with the diagnosis and disposition module completed. The records should be printed and again forwarded to coding, following same guidance as above. Preferably, the written record could again be scanned or placed in the paper OMR. Whichever method is chosen should be reflected in the CHCSII statement placed in the SO section of the note. 

20. Transfer of Care among Providers - Patients can and will be transferred from one ED provider to another. The provider transferring the patient should note in a free text box that "Care has been discussed with and is transferred to Dr X." (Such “canned” phrases can be saved in a template to minimize need to redundantly type this.  ED staff may wish to develop a “Documentation” or “Admin” template that would simply contain such phrases as relate to specific counseling, AMA situations, etc.) This will result in a time/date and signed document of the transfer. The new provider will assume care.  The new provider will begin documentation on a “new note” rather than using the “edit note” option in this situation.  This is accomplished by the provider opening his own template.  The first provider natural would NOT disposition the patient.  

21. Discharge/release of patient from ER - If an SF558 is being used for tracking purposes, it can be used again as it will have an area for patient to sign acknowledging receipt and understanding of discharge instructions.  If used in this fashion, then the hard copy of the SF558 should be filed in the paper record.  If other means are used by the ER, if a signature is involved, then the original should be filed in the OMR.  If written discharge instructions are given, the form used or content should be referenced in the note as well.  If this is done by the nursing staff after note has been signed by provider, this additional documentation should be included as an “Add Note” or Appended note to the encounter.  Details on this process will need to be documented in local SOP.
PROPOSED WORKFLOW METHODS:

1. Urgent Care Clinic Path

A. Clipboard placed in rack for pending orders.

B. Nurse/LPN/91W takes orders & performs, initials off on order sheet.

C. Results generated from Legacy printed out automatically and placed on clipboard.

D. Provider gets clipboard, reviews results with patient, completes documentation in CHCSII including autocite of lab information, signs note.

E. Patient given discharge instructions, signs form and is released.

F. Administrative paperwork sent to Outpatient Records for filing.

2. Initial Presentation to ED

A. Patient Presents to ED

B. Patient checked in By Clerk to CHCS II

C. Patient to Triage Nurse documentation done with SO note. Clipboard containing written nursing documentation not supported by CHCS II

D. Triaged to Acute Care Clinic Clipboard to ACC

E. Provider sees patient, does documentation (SO) and Orders (AP) in CHCS II

F. Provider checks off on ED Order sheets labs/rads requested on sheet on clipboard
Draft - Coding Compliance Editor (CCE):

1. Concurrent use with CHCSII (Note: CCE is presently in Beta testing.  This is provided as preparatory guidance).

2. Background: CCE is an AMEDD approval COTs product manufactured by 3M. It is a coding, auditing, and reporting tool.  It is being implemented to assist MTFs and the AMEDD in improving coding quality while maintaining efficiency. It can be used for inpatient and outpatient coding but only outpatient coding is addressed in this document.

3. Issues:

A. Failure to properly code can impact an MTF significantly in the TNEX environment.

B. CCE implementation must incorporate good total MTF workflow or this can lead to missed opportunities and lost workload from both coding issues and decreased patient encounters.

C. The capabilities of CHCSII and CCE are complimentary and should be used to support best healthcare practices and continued education of the healthcare team in targeted fashion.

4. Recommendations:

A. Upon initial CCE use, the MF should continue to insure that the following work priorities are retained for coding completion:

1) All written records but extend into CCE

2) All third-party collection records (CHCSII)

3) All APU clinics

4) Audits

B. Once CCE is implemented, coding and audits would continue but through the ability to sort records which have “audit flags” the prioritization could be done.

1) All written records. Ensure capture of workload from handwritten records since they can not trigger an audit flag.

2) All third-party collection, regardless of flag.

3) APUV and ER visits with flags.

4) Other ambulatory visits with flags.

5) Audit APV and ER visits without flags

6) Audit ambulatory visits.

C. The MTF should establish at least a monthly process to provide feedback to specific departments and clinics on coding trends/issues.  Methods should be in place to provide expeditious feedback on significant individual issues when identified.

D. The MTF should use the robust reporting and tracking tools in CCE as part of ongoing review and analysis (R&A) to facilitate process improvement in conjunction with data quality initiative.

E. Practice Changes:  CHCSII and CCE allow the coding/audit process to become paperless. This change has the potential to improve the utilization of coder as well as clinic optimization. With any change, open lines of communication between coders/auditors and clinic personnel are imperative.

1) Location of coders

a. Coders can be located centrally or away from the clinic. This can facilitate work sharing and coder cooperative learning. It also establishes a central location(s) for written records to be taken for coding in the event CHCSII is not utilized (downtime).

b. The movement of coders may open space in the clinic for extra exam space to improve clinic optimization.

2) Equipment

a. Coders will be viewing the CHCSII electronic note and the CCE screen at the same time. It is recommended they use a 17-inch or larger monitor.

b. Ergonomics should be considered in work location and equipment.

F. CCE and Auditor identified changes: Although the CHCSII coding algorithm has been validated to meet industry standards, and Triservice AIMS forms will undergo coding review, the presence of human interaction and the complexity of certain coding situations will result in changes. ADM is the gold standard of the AMEDD coding data. CCE writes to ADM. CCE also tracks changes that are made allowing profiling by MTF, department, clinic, and provider. 

1) Changes allowed without direct notification to the provider or causing a change to the note

a. Administrative change made from data evident in the note – 2nd provider

b. Addition of CPT or HCPCS codes evident in record but not coded in CHCSII

c. Addition of 4-digit modifier to a given CPT code when the more specific CPT code is clearly evident from the written note.

d. Change in service location (clinic or inpatient/outpatient) when clearly evident from note.

e. Change in service type (consultation vs. outpatient) when clearly evident from note.

f. Change in patient category (established vs. new) when clearly evident from note.

g. Addition of 2nd diagnosis when clearly evident from note.

h. Addition of modifier when clearly evident from note.

2) Items permitted for change with note sent to staff for education (task module):

a. Change of E&M based on wrongful use of type of provider (ex. 99213 by technician, nursing TCON with provider code, etc.)

b. Other.

3) Items that will be changed with note sent to provide requested changes in written note or note sent requesting clarification:

a. Obvious ___ discrepancy (ex. Pregnancy in male)

Miscellaneous NOTES:

Location of Special Program Information 

1. Programs

a. PERSONNEL RELIABILITY PROGRAM   PRP

b. PRESIDENTIAL SUPPORT PROGRAM   PSP

c. SENSITIVE COMPARTMENTED INFO   SCI
2. These are NOT managed in the same way as flight status, jump status, dive status, etc.
3. These are managed in CHCS Legacy through the Command Security section.  In Mini-registration, these are edited and saved and then the next time the record is viewed the appropriate flag will appear on the patient status bar.
ADM Completion Reports

The following report run in legacy will provide a report of the ADM status between CHCS legacy and CHCSII.  It is recommended that you run this report for a one week time period and looking back at least seven days.  This will allow other issues besides true write back to be completed.  Every new build of CHCSII contains feature that help improve ADM write back.  The site should insure that they stay on the most current build.  Issues found with EOD report comparison and ADM reports should be entered as trouble tickets for analysis.

From CHCS I execute the following reports for end of day processing.

> For the report for Providers that have not completed their ADM records go > to ADM>2>3>3      ADM Compliance Report

> 

> For the report that shows the transmission status of ADS records go to > ADM>2>5> 5      Interface Transmission Status of ADM Record

> 
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