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Section 2.2 Utilize – Effective Use

Optimization Strategies for Assessment and 

Care Plan/Visit Documentation
Use this tool to help ensure that all assessment requirements, care plans, and visits for clients whom your organization provides services can be documented in an efficient and effective manner. Optimization strategies for documentation begin with proper configuration (i.e., system build), testing, and training; then extend to ensuring adoption and optimal utilization.
Instructions for Use
1. Determine the nature of the assessments, care plans, and visit documentation you are required to make by state law and other requirements.
2. Determine that each assessment, care plan, and visit documentation can be documented using your health information technology (HIT) or electronic health record (EHR) system.

3. Use workflow and process mapping tools (1.2 Workflow and Process Redesign, 2.1 Workflow and Process Improvement) to ensure optimal system configuration, testing, and training.

4. Use the process maps to verify that users are using the HIT or EHR as intended some period of time after go live and on a regular basis thereafter.

Documenting the Client Assessment

Most home health agencies find that documenting the client assessment often requires variable workflows, depending on client status, resource availability, and other factors. The HIT you use to assist in documenting the client assessment should be able to accommodate a variety of functions:
· Referral portal or transaction. Receiving the referral should be enabled electronically. Ideally, the agency would use a portal where those making the referral would enter all pertinent data. Alternatively, your call center or receptionist may take the information about the referral over the telephone and enter it into your system. At a minimum, the referral functionality should include client demographic and payment information, referral status (e.g., under evaluation, admitted, on hold, ready), diagnosis, Home Health Resource Group (HHRG), and level of care required.
· Incorporating paper forms. You may need to incorporate paper forms into the HIT being used via scanning. Some paper forms come from external sources, such as hospitals and physician offices. Some home health agencies may continue to use some paper forms for clients or their families to complete. Paper forms may include various consent forms, agreements, and advance directives. Prior to selecting your HIT systems, you should understand how many paper forms may continue to be received after adoption. The number and type of forms may drive the type of device you expect field personnel to use. Scanned paper documents are very difficult to view on a small screen, such as frequently found on a personal digital assistant (PDA).  
· Workflow support. Some paper forms that are scanned into your system may need to be routed within the organization, including queuing, signature application, and other trigger events. If you have a number of paper forms to be incorporated that need subsequent action, an electronic document management system (EDMS) component for the scanning application may be needed. 
· Assessment completion guidance. A system that provides guidance to staff on what information in the assessment is required and validates entries as being accurate can significantly improve user satisfaction, speed the process of assessment performance, eliminate errors and omissions, reduce turnaround time for orders and billing, and make it easy for surveyors to review OASIS data. Many systems come with indicators as to percentage of the assessment completed and can help stage completion over multiple visits. When the OASIS assessment is completed, an HHRG score should be able to be displayed. Based on the initial assessment, your staff should be able to select specific care plan templates unique to the type of client for which services are being provided. Some systems enable you to customize these in accordance with your own standards of practice and/or payer rules. The care plans should also include or link directly to goals and interventions.
Documenting Care Plans

Electronic plans of care (ePOC) can be achieved through most EHR systems. Many of these systems include POC templates specific to your clients’ problems. They should reflect all disciplines treating the client. Some EHR products enable you to create new templates or customize their templates to your standards of practice, physician expectations, or payer requirements. As care ensues, clinicians can update the POC by adding, deleting, or modifying goals and interventions. When there are  changes in medications, visits, or other treatments, the POC should be able to generate orders for these, in Centers for Medicare & Medicaid (CMS) Form 485 (sometimes referred to as e-485) or generic format as desired. These orders should then carry forward to the physician dashboard for review and modification or approval (2.2 Optimization Strategies for Use of EHR for Physician Oversight).
Visit Notes

When field personnel conduct a client visit, a note template can be pre-populated with client demographics. Any special alerts or reminders specific to the client should appear in conjunction with the note template. Visit details, including documenting vital signs, review of systems, treatments, teaching, and medication administration can be documented. Often EHRs will include both point-and-click capability to capture all data points as well illustrations on which field personnel can graphically document wounds, pain, incisions, etc. You should also be able to convert this documentation into a narrative summary, which should be available by simply clicking on an icon to select all the summaries or a specific summary. Variances from care plans as a result of client findings and changes in treatment should generate variance codes and result in adjustments to the POC. The system should encompass checks and balances to ensure that any such changes to the POC are reviewed and signed off appropriately. 

In addition to documenting findings, medication administration can also be documented. Some EHRs provide a list of the medications, dose, and route which the clinician selects from to record the medication administered. Other systems add to this functionality information about monitoring for adverse drug reactions. These may include providing additional information about the drug or enabling staff to link to further information on a specific Web site pre-approved for use. Still others enable the “medication five rights” where positive client identification, clinician identification, drug identification, dose checking, and timeliness are recorded as part of the medication administration process. The best way of providing positive identification is through use of bar codes. The clinician’s badge, drug’s label, and client’s wrist band or “dog tag” should be wanded using a handheld scanner connected to the computer device when the client is given the medication. It may not be desirable for the client to wear such identification in the home setting, in which case a picture of the client can be confirmed. 
Client Information and Education

Client information and education can be generated from an EHR. This can be client specific, including the client’s picture if a digital photograph was taken when the client was admitted to your agency. Teaching materials can illustrate for the client how to take medication, how to care for wounds, how to prepare special diets, and how to perform many other aspects of self care. 

In some cases, a trend line or other type of report card of how well clients are doing on managing their blood sugar, blood pressure, and other measures can be a powerful motivator for them to continue compliance with their treatment regimen and continue to improve more. Such report cards can also be used in aggregate form  to demonstrate the quality of care your organization is providing. 
Policy and Procedure Changes and Monitoring for Compliance
The workflow and process changes that arise out of automated documentation should be codified into policies and procedures. If the HIT includes a messaging system then you need to decide upon monitoring tools to ensure completion of documentation, data quality, and compliance with reminders and prompts. You also need to introduce them to all staff and codify their required use in policies and procedures. Some of the workflow and process changes and monitoring capabilities may also impact job descriptions.

The importance of policy and procedure documentation cannot be stressed enough. They are a start of the change management process that promotes effective use, and they can serve as instructional aids and support disciplinary action if necessary. At a minimum, the act of documenting policies and procedures helps assure that all aspects of change have been addressed. This reduces risks such as certain paper documents get forgotten and rules are not set up and applied correctly.
For support using the toolkit
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LEADING CHANGE = CHANGING LIVES.
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