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Workflow and Common (Best) Practices

Navy EMR Workflow Analysis Self-Assessment Tool

Hard-earned Lessons Learned from Army and Navy sites to which Essentris has been deployed have revealed that (to-be)-deployed sites must be proactively engaged in mapping their business process workflows in detail well in advance of system deployment.  Integration of an inpatient EHR into your treatment facility’s day-to-day business will require changes to your existing clinical and business workflows.  


We have developed the following Workflow Analysis Self-Assessment Tool as an aid to mapping your facility’s workflow processes.  This guidance has been developed with the assumption that the following categories are primarily paper-based.  Please note that this Tool is intended to serve as guidance, and is not a mandated approach/rule in depicting your detailed workflows, nor are the supplied categories all-inclusive.  However, we strongly urge your ward and ancillary staff to allocate a sufficient amount of time to capture their workflow in detail.  This includes developing a comprehensive list of the forms you use in your various areas, so as to be prepared for electronically converting them into Essentris.  

Note: Complete only the sections that apply to your specific Ward, Unit, or Ancillary area (e.g., Laboratory, Radiology, and Pharmacy would not produce an Admissions workflow)

Ward, Unit, Ancillary Area Name:      
I) ADMISSIONS 
How does your facility currently perform Admissions? 

A) Identify User Roles

     
B) Identify Admission Forms requiring Parent/Patient Signature (to include facility-specific notifications) 

1) What modified standardized forms do you use?  Can you provide the original form ID?

2) Are the forms electronic or paper-based

(a) Where are the forms filed? 

3) Who signs/approves the forms?

     
C) Outline, in detailed steps, the process to complete a patient admission to your unit/ward, beginning at the time in which the provider writes the admission order and concluding at the completion of physician H&P and nursing admission assessment.  For each step, identify the relevant users and their tasks.

1) How are the forms presented to the patient?

2) How do the forms get placed in the patient record?

     
D) Does this process differ according to shift (e.g., AM/PM)?

1) Does your facility utilize Watch personnel in the off hours?  Have you factored them into your process?

     
E) What other factors can alter this process (e.g., readmissions less than 24 hours; elevation of care; extended stay beyond 2359; direct admits)?

     
Examples of wards/units to capture admission process workflow include, but are not limited to:

· Emergency  Department 

· Clinics

· OB/GYN (Walk-ins, Triage, Labor & Delivery)

· Newborn (Nursery, Labor, Delivery, Recovery and Postpartum (LDRP))

· Ambulatory Procedure Unit

· Same Day Surgery
 

· Admission office

· Special Procedure Unit

· Other special/site-specific locations

II) TRANSFERS FROM ONE WARD TO ANOTHER
How does your facility currently perform Intra-Facility Transfers? 

A) Identify User Roles

     
B) Identify forms relevant to your transfer process, to primarily include the Transfer Order

1) Are the forms electronic or paper-based

(a) Where are the forms filed?

2) What modified standardized forms do you use?  Can you provide the original form ID?

     
C) Outline, in detailed steps, the process to complete a patient intra-facility admission, beginning at the time in which the provider completes the Transfer Order and concluding with the Nurse Transfer Note/Notification to Receiving Ward.  For each step, identify the relevant users and their tasks.

1) Items to consider: 

(a) Who prepares the chart?

(b) How are patient medications transferred? 

(c) Who signs/approves/receives the transfer note?

(d) Is this process consistent among all wards, or does it differ in special circumstances (e.g., psych unit transfers)

     
D) Does this process differ according to shift?

     
E) What other factors can alter this process (e.g., if patient is critically ill)?

     
F) What are your facility’s policies regarding:

1) Cancellation/Renewal of medication orders

2) Documentation required

3) Special rules in place

     
III) TRANSFERS FROM ONE FACILITY TO ANOTHER
How does your facility currently perform Inter-Facility Transfers? 

A) Identify User Roles

1) Include Special User Roles (e.g., Case Manager, Social Worker, Transportation)

     
B) Identify forms relevant to your inter-facility transfer process

1) Are the forms electronic or paper-based

(a) What patient information differs between the INTRA-facility transfer forms and the INTER-facility transfer forms?

2) What modified standardized forms do you use?  Can you provide the original form ID?

     
C) Outline, in detailed steps, the process to complete a patient inter-facility admission, beginning at the time in which the provider completes the Transfer Order and concluding with the Nurse Transfer Note/Notification to Receiving Hospital.  For each step, identify the relevant users and their tasks.

1) Items to consider: 

(a) Who writes the transfer order?

(b) Who copies the record and prepares that copy for transit along with the patient?

(c) How do your inpatient coders record services rendered to the patient  (ICD-9/CPT)

(d) While patient is in transit, who is the proxy recipient of the patient record (e.g., attendant)?

(e) Who, at the receiving facility, receives the record?

(f) How are patient medications transferred? 

(g) What, if any, automated solutions are utilized in your workflow (e.g., transcription of notes and records)?

     
D) Does this process differ according to shift?

     
E) What other factors can alter this process (e.g., if patient is critically ill)?

     
F) What are your facility’s policies regarding:

1) Transfer to other facilities (e.g., patient signature of waiver of additional fees incurred)

     
G) What other factors can alter this process (e.g., special handling of patient’s belongings; transfer of pre-admission medications)

     
IV) PATIENT DISCHARGE
How does your facility currently perform patient discharge?

A) Identify User Roles

1) Include Special User Roles (e.g., Case Manager, Social Worker, Benefits Counselors, Lactation Specialists, Chaplain, Transportation)

     
B) Identify forms relevant to your discharge process

1) What modified standardized forms do you use?  Can you provide the original form ID?

2) Are the forms electronic or paper-based

(a) Where are the forms filed? 

3) Who signs/approves the forms?

     
C) Outline, in detailed steps, the process to complete a patient discharge, beginning at the time in which the provider completes the discharge order and concluding with the patient receipt of the discharge instructions and printing of the patient record.  For each step, identify the relevant users and their tasks.

1) Items to consider: 

(a) Who issues the Discharge Order?

(b) Who writes the Discharge Note/Instruction? (please note: Discharge Instruction Sheets will be entered into Essentris)

(c) Directing the patient to the pharmacy

(d) Directing the patient to make follow-up appointments

(e) What, if any, automated solutions are utilized in your workflow (e.g., transcription of notes and records)?

     
D) Does this process differ according to shift?

     
E) What other factors can alter this process (e.g., death)

     
All wards/units need to capture the discharge process workflow including any specialized wards/units to include, but not limited to:

· Nursery

· Ambulatory Procedure Unit 

· Same Day Surgery 

· Other special/site-specific locations

V) EMERGENCY DEPARTMENT
Map your facility’s current workflow within your Emergency Department.

A) Identify User Roles

1) Include Special User Roles (e.g., Case Manager, Social Worker, Specialty Practitioners, Patient Administrators, Ambulance Crew)

     
B) Identify forms relevant to your ED visits workflow

1) What modified standardized forms do you use?  Can you provide the original form ID?

2) Are the forms electronic or paper-based

(a) Where are the forms filed? 

3) Who signs/approves the forms?

     
C) Outline, in detailed steps, the process to document an ED visit, beginning at the time in which the patient checks in with the clerk and concluding with the final patient disposition.  For each step, identify the relevant users and their tasks.

1) Items to consider: 

(a) Who admits the patient?

(b) Who takes the patient’s vital signs and triages?

(i) If patient is triaged as Fast Tracked, how is care documented (is AHLTA used)?

(c) Method of tracking patient location within the ER department, and when the patient leaves the ER and returns (e.g., patient goes to Radiology)

(d) Method of tracking ancillary services (lab/Rad/pharm)

(e) What do you use for patient monitoring devices (is there the capability to interface those devices to an EMR?) 

(f) Depicting your ED Discharge Workflow (factor in Discharge section steps, above)

(i) Who issues the Discharge Order?

(ii) Who writes the Discharge Note/Instruction? (please note: Discharge Instruction Sheets will be entered into Essentris)

(iii) How are ancillary services processed (e.g., pharmacy, laboratory tests, Radiology, follow-up appointments)

(g) What, if any, automated solutions are utilized in your workflow (e.g., transcription of notes and records)?

(h) How are the services coded (ICD-9/CPT)

     
D) Does this process differ according to shift?

1) Does your facility utilize Watch personnel in the off hours?  Have you factored them into your process?

     
E) What other factors can alter this process (e.g., patient admitted as inpatient)?

     
Note: As of March 2009, use of EsseED exists only in NMCSD (where it is currently being developed).  Some other sites are currently using the Essentris ED module as modified by Madigan Army Medical Center..

The use of the Essentris ED module at a site can confer several advantages:

· The integration of monitoring equipment into the note.

· The continuation of care for those ED patients who are ultimately admitted (this constitutes approximately 10% of patients seen in the ED).

· Standardized discharge forms with clear and legible discharge instructions that the patient can sign and then receive a copy to take home.

· A separate trauma note that allows data to be collected and tracked for state and national (including DoD) trauma registries.

· Flowsheets to easily track and standardize high Quality Improvement (QI) areas such as sedation, ER Observation (OBS) / chest pain unit

· Consolidated consult notes for tracking and continuation into inpatient care.
VI)  INPATIENT CONSULTS
Map your facility’s current Inpatient Consult workflow process.  In describing the mechanisms, portray whether you use paper (and plan to use Essentris) or AHLTA to document the initial consult (remember that this is a B Medical Expense and Performance Reporting System (MEPRS) code … outpatient)?

A) Identify User Roles

1) Include Special User Roles (e.g., Specialty Practitioners, Nutritionist, Case Manager, Social Worker, Physical Therapist, Occupational Therapist, Pastoral Caregiver, Risk Manager, etc.)

     
B) Identify forms relevant to your consult process

1) What modified standardized forms do you use?  Can you provide the original form ID?

2) Are the forms electronic or paper-based

(a) Where are the forms filed? 

3) Who signs/approves the forms?

     
C) Outline, in detailed steps, the process to document an Inpatient Consult, beginning at the time in which the consult is ordered and acknowledged by unit/ward staff and concluding with the documented consult being finalized and entered into the patient record.  For each step, identify the relevant users and their tasks.

1) Items to consider: 

(a) Method of tracking the notification to the consultant

(b) Method of recording consultant service

(i) How are ancillary services processed (e.g., pharmacy, laboratory tests, Radiology, follow-up appointments) 

(c) What, if any, automated solutions are utilized in your workflow (e.g., transcription of notes and records)?

(d) How is the consult then coded (ICD-9/CPT)?

(e) Method of tracking patient location within your facility

(f) How is the consult entered into the inpatient AND outpatient record (contextual note: BUMED M3/5 guidance to all sites: all inpatient consults entered into the inpatient EMR must be additionally entered into AHLTA, currently via cut and paste.  By subscribing to this guidance, one is better able to capture accurate workload (RVU and RWP). 
     
D) What other factors can alter this process (e.g., patient transferred from one service to another)?

     
VII) ANCILLARY SERVICES
What are the business practices for your Ancillary services (Orders, Results) in your facility?

Laboratory

Consider different types of lab orders, how they are collected, transported, and handled.

A) Identify User Roles (e.g., provider, phlebotomist, med tech, pathologist)

     
B) Identify forms relevant to this process

1) What modified or standardized forms do you use?  Can you provide the original form ID?

2) Are the forms electronic or paper-based?

(a) Where are the forms filed? 

     
C) Outline, in detailed steps, the process to document a Laboratory Order, beginning at the time in which the order is written by the provider and concluding with the order completion/CHCS accession.  For each step, identify the relevant users and their tasks.

1) Items to consider: 

(a) Who writes the lab order?

(b) How is the lab order distributed or communicated to nurse/technician staff (i.e., the lab chit process)?

(c) Identify who fulfills the lab order and specimen collection (e.g., blood, urine, microbiology specimens)

(d) Who transports the specimen to the lab?

(e) Is the specimen taken to lab with the printed order?

(f) How does the lab complete accession into CHCS?

(g) How do ward staff receive Lab results? 

(i) What process exists when responding to abnormal results?

(h) What process exists to deliver and track units of blood from the Blood Bank to the patient? (See Appendix H for an Essentris blood bank workflow example)

     
D) Does this process differ according to shift?

1) Does the order in which specimen collection and order entry occur differ during night shifts?  (i.e., daily collections performed by lab technician on the unit )

     
E) What other factors can alter this process (e.g., stat, ASAP, routine orders)?

     
(Contextual note:  After the deployment of the inpatient EMR solution, it is expected that when a specimen is run and certified in CHCS, the results will be reflected in the new Lab entry Flowsheet via a CHCS-HL7 link)

.Radiology (e.g., CATSCAN, MRI, Nuclear Medicine, Angiography)

A) Identify User Roles (e.g., provider, Radiologist, technician, patient transport)

     
B) Identify forms relevant to this process

1) What modified or standardized forms do you use?  Can you provide the original form ID?

2) Are the forms electronic or paper-based?

(a) Where are the forms filed?

     
C) Outline, in detailed steps, the process to document a Radiology Order, beginning at the time in which the order is written by the provider and concluding with the order entry into CHCS.  For each step, identify the relevant users and their tasks.

1) Items to consider: 

(a) Who writes the Rad order?  Are justifications for the order provided?

(b) How is the Rad order distributed or communicated to nurse/technician staff (i.e., the Rad chit process)?

(c) Identify who fulfills the Rad order (e.g. Radiologist)

(d) Is the order fulfilled within ward or in the Radiology department?  How is workflow affected?

(e) At what point does the Radiology order get entered into CHCS?

(f) How are results recorded in CHCS?

(i) What process exists when responding to abnormal results?

(g) How do ward staff receive Rad results? 

     
D) Does this process differ according to shift?

     
E) What other factors can alter this process (e.g., stat, ASAP, routine orders)?

     
Pharmacy (including all forms of medication such as TPN, injectables, etc.)

Note: The pharmacy processes at your facility will be greatly impacted by (1) the type of unit; (2) special orders such as controlled substances and anticoagulants; (3) use of external devices such as Pyxis, Omnicell, Bakercells, etc.  We provide general guidance on assessing your pharmacy workflow, but encourage you to carefully examine your facility-specific environment(s).

A) Identify User Roles (e.g., provider, pharmacist, technician)

     
B) Identify forms relevant to this process

1) What modified or standardized forms do you use?  Can you provide the original form ID?

2) Are the forms electronic or paper-based?

(a) Where are the forms filed? 

     
C) Outline, in detailed steps, the process to document a Pharmacy Order, beginning at the time in which the order is written by the provider and concluding with the order entry into CHCS.  For each step, identify the relevant users and their tasks.

1) Items to consider: 

(a) Who writes the pharmacy order?  How do you verify that the order was created by a provider?

(b) How is the pharmacy order distributed or communicated to nurse/technician staff (i.e., the chit process)?

(c) What is the process for entering the order into CHCS?

(d) Identify who fills the pharmacy order. 

(e) Where is the order filled (e.g., within ward or main pharmacy)?

(f) Has filled prescription been verified?

(g) How does medication get to the patient?

(h) How is administration of the medication documented? 

     
D) Does this process differ according to shift?

     
E) What other factors can alter this process (e.g., stat, ASAP, routine orders)?

     
VIII) INTERDISCIPLINARY CARE PLANS

A) Examine the care plans approved for use on your unit/ward.

     
B) Within your facility, is there one single care plan form, or are there care plans specific to the needs of the patient?

     
C) Consider what information is vital to ensure continuity of care

1) Does your care plan correlate to the physician’s orders?

2) Consider what aspects of the care plan will be entered into the inpatient EMR solution

     
D) Identify user roles.

     
E) Identify forms relevant to carrying out the care plan.

     
F) What automated systems are used when delivering care directly at the bedside (i.e., point of care testing)?

     
G) How do you currently perform changeup shift reports using the care plan?   Specifically define if all the information on the care plan delivers a comprehensive turnover of care.

       
IX) SPECIAL HANDLING

Examples of Special Handling include, but are not limited to documentation of:

· Moderate Sedation

· Anti-Coagulation Therapy

· Diabetic Sliding-Scale Insulin Coverage 

· Restraining Patients

· Cardiac/Respiratory Arrest

· Allergies 

Note: This was included, as Allergies that are entered into the Essentris record currently do not persist when the AHLTA refresh occurs.  Identify your current process.  As a workaround, for now, ensure that current allergy information is always entered into CHCS

A) Identify User Roles (e.g., Specialist provider, nurses, corpsman, technicians, )

     
B) Identify forms relevant to this process.

1) What modified or standardized forms do you use?  Can you provide the original form ID?  Do you have any Point of Care testing that must be documented?  Can the results be transmitted electronically or are they manual only?

2) Are the forms electronic or paper-based?

(a) Where are the forms filed? 

     
C) Consider any software applications that you currently use to document care to assist in special handling procedures

1) Can any of these applications be interfaced with existing EMRs?


D) Outline, in detailed steps, the special handling processes, concluding with entry of the note into the patient’s medical record.  For each step, identify the relevant users and their tasks.

     
F) Does this process differ according to shift?

     
G) What other factors can alter this process?

     
X) PATIENT TRACKING BOARDS (e.g., Ward, Unit, ED, OB)
A) Identify User Roles (e.g., Specialist provider, nurses, corpsman, technicians)

     
B) What are the key tracking elements for patients on your unit?

     
C) For each role, identify items of interest, events and other actionable items that should be readily available to support those user roles.

     
D) Review your current tracking boards and ensure that you have included all existing/necessary elements.  It will not be uncommon to have tracking boards differ, based on type of care provided (e.g., dilation for OB, patient has IV or cardiac monitor for ED, etc.).

     
E) Consider any software applications that you currently use to document or monitor care (e.g., OB TraceVu (note: OB TraceVu will be supplanted by the Essentris OB module), physiologic monitors)

1) Are any of these applications interfaced with existing facility EMRs?

2) Can they be interfaced to Essentris?

     
F) Who is responsible for ensuring the tracking board is current, in terms of patients and elements of their care.

     
G) Are there specific timeframes in which a board’s information is refreshed/updated?

a. Who transcribes the orders?  Who verifies the orders?  Who notifies the direct caregiver of the new orders?

     
H) Does this process differ according to shift?

     
I) What other factors can alter this process? (e.g., Stat, Routine, ASAP)

     
XI) TRANSCRIPTION AND CODING PROCESS

A) Identify User Roles (e.g., Support contractors or in house staff))

     
B) Identify forms relevant to this process.

     
C) Consider any software applications that you may use to assist in your transcription and coding (e.g., Speakeasy, As You Type, DragonSpeak, and CCE)

     
D) Outline, in detailed steps, your transcription process, concluding with entry of the note into CHCS/AHLTA.  For each step, identify the relevant users and their tasks.

     
E) Outline, in detailed steps, your coding process, concluding with entry of the codes into CHCS and/or AHLTA.  For each step, identify the relevant users and their tasks. 

1) Items to consider:

(a) Are your specialty care providers workload being coded correctly (outpatient vs. inpatient?)

(b) If the patient were seen in the ED or OB triage, how were those visits recorded?  (e.g., for ED, if patient is admitted, does coding \not occur until discharge?)

     
F) Does this process differ according to shift?

     
G) What other factors can alter this process?

     
XII) PRINTING

Examples of Printing instances may include, but are not limited to:
· Printing the official record of inpatient care

· Printing to support ancillary services

· Printing in the event of an emergency outage

A) Identify User Roles (e.g., Clerk, Medical Records, IMD – server side)

     
B) What forms are being printed by a particular print job?

     
C) We presume that you currently use AHLTA and CHCS for your printing needs.

D) We understand that printing is used to fulfill many different needs.  Also, printing will occur at different times to fill those needs.  Please keep this in mind as you consider, in detail steps, those activities requiring printing (see above examples).

     
E) Does this process differ according to shift?

     
F) What other factors can alter these processes?

     
XIII) QUALITY ASSURANCE/DATA INTEGRITY

Consider that currently, your facility performs specific Quality Assurance actions validating that patient care is in accordance with the physician’s orders.  

A) At what frequency is this information validated?  

     
B) Are there multiple Quality Assurance processes in place at your facility?  

     
C) Are any automated processes being used for your QA actions?

     
D) At what frequencies does your facility require QA reporting?  

     
E) What metrics are currently being assessed and at what frequency are these assessments made (e.g., renewal of antibiotics/narcotics; have verbal orders been cosigned by provider within 24 hours).  

1) Sources of additional quality  metrics for which your facility is responsible include, but are not limited to:

· Your Facility

· Infection Control

· Risk Management

· Utilization Review 

· QA Department

· Navy Medicine 

· NCQA

· The Joint Commission

     
Note: Although Essentris may not be able to assist all of your facility’s QA efforts, it could be useful by virtue of the electronic, real-time collection of patient care data.  

XIV) QUESTIONS FOR YOUR IT DEPARTMENT

1) Does your facility have a Continuity of Operations Plan (COOP) for the IT solution in dealing with:

1) Planned system outage notifications

2) Unplanned system outage notifications

3) User issue reporting process

4) New user account requests

5) Resetting of account password requests

6) After hours system issue reporting

7) System report requests[image: image1.bmp]



























� Both APU and Same Day Surgery may not have true admissions and discharges.  However, they will have some process that can be automated in Essentris.


� See footnote 1
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