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A DAY IN THE LIFE

Sue Hancock, a 29 year old woman, is in pain. Voices have reappeared in her head
telling her that she is no good. It has been several years since the voices were this
troubling. At that time, she lost her job because she was unable to concentrate,
Without income to pay her rent she eventually became homeless and had been on
and off the street for several years.

Now, after two months of contact, an outreach worker has gained her trust and Ms.
Hancock presents herself at a publicly supported outpatient clinic. While Sue is

- waiting, she checks out the electronic consumer information kiosk located in the
lobby of the clinic. By touch screen, she browses through a listing of the available
social service resources in the area. When the outpatient clinic name appears on the
screen, she decides to find out if it has any women on the staff that might be

" sensitive to her needs. She touches the clinic information icon, and then the
personnel icon, and the names of three individuals appear. She then returns to the
main menu, and looks for more information on the quality of services at the clinic.
By touching the report card icon, she finds that this clinic is ranked second in the
county. She is also able to determine the number of complaints and grievances filed
at the clinic over the last year. While she is reviewing other items on the report card,
her name is called. At the intake, Sue permits her card to be scanned and her name,
address and or current living situation , phone or other means of contact, payer,
etc. to be automatically entered. This saves many minutes which would have been
otherwise spent on tedious paperwork, paperwork done innumerable times before
on paper forms at many different locations. She sighs with relief at not having to
retell or rewrite this basic information.

Sue then meets with an intake worker who, after a brief conversation, tells her she
is entitled to a number of behavioral health services, including psychiatric crisis
consultation. The worker also advises Ms. Hancock that her visit can be made
faster and easier if she is willing to disclose additional information to the
psychiatrist from secure electronic records accessible from her card. On the other
hand, she is reassured that refusal to disclose this information will not prevent her
from receiving services.

After the worker outlines the information categories for disclosure that would help
in making the most efficient use of a brief referral appointment to one of the clinic's
psychiatrists, Ms. Hancock agrees to let the intake worker bring up a security menu
from her smart card. Sue privately selects to disclose her past psychiatric and
medication history and sends it to the psychiatrist's PC. The worker then
electronically schedules a mutually convenient appointment. While this information
is being processed, Sue returns to the kiosk and checks whether this— psychiatrist
has had any malpractice suits brought against her. She also finds the results of a
recent client satisfaction rating. She is reassured, but at this time decides not to
reveal her substance use disorder. At a future visit when she trusts the physician,
she toggles the security menu on the M.D.s PC to permit instantaneous access to
these records as read-only for the session.
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A DAY IN THE LIFE (CONTINUED)

At the crisis clinic, she receives appropriate medication and soon begins to feel
better. Her increased level of motivation enables her to request help for her
substance abuse problem and she inquires about another facility that specializes in
such treatment. The doctor brings up this dual diagnosis treatment center's Internet
Home Page and uses his security clearance to access referral scheduling. The doctor
is prompted by the scheduling program as to whether an anonymous identifier
number should be generated. The doctor responds affirmatively and gives her this
identifier along with a print-out of her appointment’s scheduled time, a city map,
bus schedule, and her route.

Before leaving the clinic, she asks the receptionist about housing programs. Sue
authorizes the receptionist to send her eligibility information electronically to the

- proper agency which automatically screens it, then immediately replies to the.
ﬁaceptionist who prints the housing office’s referral process and directions for Ms. _
ancock. '

At the housing office, Sue is told that there are opportunities for immediate
placement in a peer-run housing cooperative if she has a recorded psychiatric
diagnosis at the clinic. She permits a 'Yes/No' inquiry about her psychiatric
diagnosis to be made through a secure server on the Internet to her clinic's Home
Page. Upon confirmation, an interview is electronically scheduled after brief e-mail
with the Peer Coop Board representative to determine a meeting time and location,
in this case the restaurant across from the shelter where Ms. Hancock has been
staying. : _

This case example offers a glimpse into the computerization of the behavioral health
and human services record from a “personal perspective,” and illustrates how
different stakeholders in the helping enterprise can benefit from safe, speedy and
comprehensive electronic data interchange. It promotes the rapid provision of
appropriate heaith care services while protecting the client's autonomy, privacy and
informed choice as well as the caregiver's and the consumer's time. It also
illustrates the interface of consumer-oriented organizational data with the possible
clinical applications of an integrated, virtual, consumer-focused service delivery
system record. Consumer choice expands to encompass both control of access to
one’s own record as well as the making of informed treatment and service decisions
based on outcomes and satisfaction data. The information system brings the
consumer into a proactive, shared decision-making relationship with service
providers.
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Day in the Life of a Child and Family

A young girl about 14 years old is sitting in a mall. She has run away from her
adoptive home, is depressed, and has been considering suicide. She has been in
residential treatment for longs stays previously as well as having been an inpatient.
She notices a woman and her son, who looks to be about nine, using an
information kiosk. If she were to use the kiosk after they were through she would

have found that there are a whole range of services and information she could
obtain.

The mother had been using the kiosk to get information on services for her son who
has a’history of abuse, has been diagnosed as ADHD, is'on Ritalin, and recently
has been setting fires. A single mother, she is seeking information on medication
review and temporary placement for her son, counseling and a support group for
herself, and information on how to deal with her son’s special educational needs.
Using the touch screen she finds a nearby outpatient clinic with staff familiar with
ADHD and prints out the location on a city map and the bus schedule with its route.

. At the clinic intake, she permits the card she had previously received from
to be scanned; her name, address and or current living
situation, phone or other means of contact, payer, is automatically entered. The
system then prompts for a personal identification number (PIN) or asks for a
thumb print. After the security process is complete, the system grants her access
based on her eligibility. She sighs with relief at not having to retell or rewrite this
basic information. She then meets with an intake worker who explains she is
entitled to a number of the services she is seeking for her son. The intake worker
also explains that their visit can be made more productive if she is willing to
disclose additional information to the psychiatrist from secure electronic records
accessible from her card. She is assured that refusal to disclose this information
will not prevent herself or her son from receiving services. She is also told that all
information generated at the clinic remains there unless she consents to grant access
to other programs or providers.

She is reassured, but at this time decides not to reveal her son’s history of abuse
or his present firesetting tendencies, or contact with the police. At a later visit when
trust has been established she toggles the security menu on the clinic's PC to
permit instantaneous access to other records about her son. She .asks the
receptionist about special education programs and authorizes the receptionist to
send her son’s eligibility information electronically to the school system which
automatically screens it, then immediately replies to the receptionist who prints the
school system’s referral process. Before leaving she obtains information about
support groups for parents of children with ADHD by using a PC with a touch
screen in the waiting room. Later on, when she has her own Web tv or PC she
keeps in two way email contact with the support group as well as the school and the
clinic.
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Day in the Life of a Child and Family

This example shows how shared decision making can make a stronger system,
empowering consumers to make clinical decisions in partnership with providers
based on information available to the community of users of an information system
system. The operationalization of the consumer-focused philosophy is what
distinguishes the Group from others. Partnership and shared decision-making is
the real consumer perspective on this effort, balanced by the same for providers.
The Electronic Heartbeat Community (EHC) can provide the rapid provision of
appropriate health care services while protecting the clients autonomy, privacy and
informed choice as well as the caregivers’ and the consumers’ time. .

Technical Aspects. This kiosk is tied via a frame relay network using TCP/IP
tied to the Internet. The kiosk queries a regional index server. Because of nature of -
the data, a firewall is protecting consumer data and other vital business software
programs and data from the internet link. With each touch the system goes out to
the network and gathers key indexes based upon her query. The key indexes are
then rolled up into a process that goes to each server where the actual provider
. datais located and computes each request. In each request, the data are
complied back to the kiosk system while the data continues to reside in the
original database at the service provider location. Each query is matched
against security access and encrypted as it moves across the network. The card is
a data card and is capable of stoning key indexes. The scanning of the card causes
. asecurity process to be executed. The data are then read off of the card into a file
located locally. '

When the PIN or biometric scan occurs, the system sends a encrypted security
process to the network for authentication. The authentication process is then
matched against the card key data and validation is sent back to the local system,
again encrypted.

Providers access is matched in a matrix against the consumers data access grant
before any further data query is allowed. This saves time that would have been
otherwise spent on tedious paperwork which may have been completed before
many times on paper forms at many different locations.

When a consumer desires to disclose past psychiatric or any other treatment history,
their use of PIN and thumb print sends a request to the network index server. The
network find the various locations of data using the indexes setup on each services
transaction. Matching 2 matrix of consumer access grant and provider security
rights, the network compiles the data and sends summary information to the
provider's PC where the consumer is currently receiving services. The system
then logs to the network a log of who requested the information, at what date and
time and from what location. The worker then electronically schedules a mutually
convenient appointient using the local scheduling product within the facility.
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INTRODUCTION AND BACKGROUND

Although all of the technology referenced in this document exists today, the
standards for data interchange do not. Our mission is to assist the consumer,
provider, payer, and purchaser to formulate these standards and to provide
momentum toward making the “Day in a Life” scenario above a reality.

- Specifically, our mission is to create and promote equitable standards and
guidelines that incorporate the following characteristics into a consumer-focused,
virtual behavioral health and human services record:

¢  Ownership

¢ Privacy

¢ Confidentiality
e Quality

e  Accessibility

Since 1992 we have distributed information on this topic by conducting
presentations, leading dialogues, and publishing related studies.

We are currently working on a proof of concept project that will demonstrate the
feasibility of these ideas and will identify operational issues which will need to be
addressed prior to a pilot project. Additionally, we are working to develop a
template for a common data set and related technologies that will best meet the
needs of all stakeholders.
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THE NEED FOR A STANDARDIZED CONSUMER-FOCUSED
RECORD - '

A) Need ,
A primary barrier to an effective and efficient delivery of human services for
children and families is the lack of a coordinated communication system that allows
for the sharing of timely, accurate, and appropriate information among children and
their families, service providers and public agencies. For instance, at least one in
five American children and adolescents has a mental health, behavioral, or
emotional problem that disrupts all aspects of a child’s life. They and their families

need a variety of services from providers, community mental health centers,
schools, and social service organizations.

Our perspective on the need to establish standards for an integrated, virtual health,

* behavioral health, and human services record (an integrated “service delivery
system” record) is informed by a belief in the explicit need for all fields to -
reorganize their record keeping activities. The reorganization of records should
prioritize consumers’ needs, rights and experiences in all documentation efforts.
While adequate collection of provider and payer-focused information is
indispensable, these latter should be seen as secondary in relation to the need for a
consumer-focused approach to both service delivery and information system
development.

Furthermore, our proposed system incorporates advances already attained by health
care industry experts (like ANSI, AHIMA, ASTM, CPRI and HL-7 committees)
who have worked diligently over the past seven years to develop standards for
health care records. We aim to create companion standards for the health care

record -- with stand-alone capacity -- that focus specifically on behavioral health
and human services information.

We believe our consumer-focused approach and our exploration of virtual linkages
for creating and developing the record are unique and should have a high degree of
utility to the health, behavioral health and human services industries alike.

In addition to supporting and facilitating the transition to a consumer-focused
approach to service delivery, the proposed standardized record-keeping system is
also designed to address the following ten needs:

1. The need to radically improve consumer and family experiences in data
collection and retrieval processes, especially in consumner-provider interactions.

2. The need to better protect the privacy of the consumer.

3. The need to improve clinical treatment by obtaining far more comprehensive
information than has been traditionally collected. :

4. The need to create a means of aggregating comparable data to inform the
development of best practice guidelines (for integrated and segregated delivery
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systems), and to further aggregate this information for the purposes of
macrosystem-level planning and monitoring. :

5. The need to promote public, private and consumer and family partnerships by
overcoming language barriers and developing a common data dictionary.

6. The need to develop voluntary, standardized core data sets and definitions
specific to the behavioral health and human services industry which facilitate the
collection of comparable, measurable, and meaningful outcomes data. This
information should also be useful for practitioners and planners of holistic
health care services and serve as companion core data for an integrated, virtual,
consumer-focused health care record.

7. The need to develop integrated service delivery environments and enhance
electronic data exchange among participants in these systems by standardizing
information collection and reporting processes between public agencies, private
industry payers and providers, and consumers and families.

_ 8. The need to develop new data standards to support new caregivers in integrated
' systems (including specialty providers, wrap-around services, peer support
groups, and consumer support groups). :

9. The need to use technological advances to increase the quality of the security
features of automated consumer information systems and to build comfortable
linkages between legacy systems and more advanced systems.

10.The need to promote vendor collaboration and stakeholder involvement in
developing information and security systems to facilitate ease of consumer
record and information integration.

Only our values can provide a yardstick against which to measure the success of
our endeavors. The development of a virtual, consumer-focused record and the
delineation of core data categories is intended to promote a record and a service
delivery system that is attentive to the varying needs of individual consumers,
families and communities and is accessible to them. Such a system will inherently
be prevention-oriented. In addition to facilitating more informed professional
treatment, the integrated, virtual, consumer-focused record should also include
information on, and thus encourage, peer support.

B) The Solution '

By implementing the proposed virtual child and family focused health and human
services record system, key stakeholders, families, providers, and county health
and human services divisions will be able to exchange information that will improve
coordination of care. The system will treat the privacy and confidentiality rights of
children and their families with the utmost respect and provide them the maximum
level of technologically supported security. Key stakeholders, including children
and their families, providers, payers and information system developers, will
participate in the process of designing the parameters of the system.
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THE NEED FOR 4 STANDARDIZED CONSUMER-FOCUSED RECORD
(CONTINUED)

The solution (cony. )

Families receiving services will be trained on how to protect confidentiality and
privacy of their records, Training will also be provided on how to use and access
the proposed Electronic Community. Some families may be provided WebTV to
maintain ongoing contact, through e-mail, with their cage manager and other service
providers such as teachers. Children and families will be able to determine
eligibility for entitlement programs and eclectronically submit the appropriate
application form. Consumer satisfaction survey and grievance forms may be
completed on-line. Families will also be able to Jook Up community resources to
- meet their needs and access employment and educational opportunities.
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THE NEED FOR A STANDARDIZED CONSUMER-FOCUSED RECORD
(CONTINUED)

Support for End Users

The current delivery of health and human services is often fragmented, redundant,
and influenced t0o often by the communication limitations of providers. Children
and families with needs that require a. coordination of care among a range of
agencies are particularly impacted by this inability of service providers and agencies
to effectively communicate with each other and with familjes, If consumers are
empowered with information, studies have shown that they use the human service
system more intelligently and with better outcomes. Accordingly, these chitdren
and families will continue to be underserved and inefficiently served with higher
system costs unless a coordination of information about care is created.

This innovative project creates consumer-controlled access to timely, accurate,
child- and family-based information at multiple providers, and indeed multiple

- services and agencies at multiple locations while safeguarding privacy and

. confidentiality. The use of web-based technology including Web TV, public
kiosks, an emergency data set and a combination of an electronic key and thumb
print scanner is a new combination. This project will overcome the current barriers
children and their families have in obtaining the information and services they need
to help them realize their full potential, and the barriers providers face in providing a
range of services. It also allows agencies and providers to participate fully without
having to purchase expensive new equipment.

Children and families are the ultimate end users and will benefit from the
technology. Technology will also improve their quality of care. Kiosks in family
resource centers, web Tvs, and Pcs will get technology in their homes and training
in their schools, on how to use them and the Internet. We fully expect to have
families involved in the design and implementation. The Day in the Life of a
Child and Family describes how the integrated communication system
developed through the proposed project will be used. The scenario demonstrates in
a vivid way how the integrated communication system works.
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KEY CHARACTERISTICS OF THE .
PROPOSED VIRTUAL CONSUMER-FOCUSED RECORD

We all use health care_record systems of one kind or another, You do, and so do
those who regulate, manage, or deliver health or human services. Among the latter,
some have been frustrated by the prevalence of inappropriate care, wasteful
replication, inaccessibility, and inconsistency in service delivery. Others deplore the

high costs of record keeping, inadequate record confidentiality, and the absence of
effective measures of quality care. _

The proposed virtual consumer-focused record will be an interactive tool designed
to reflect the priority of consumer ownership and the need for real-time data
linkages between providers, payers, MCO’s, accreditors and regulators of health
care and human service systems. It will be the product of a collaborative effort to
serve the consumer most effectively and efficiently.

- The proposed system centralizes the collection of encounter and clinical data. The .
encounter-tracking feature of the system when implemented will record psychiatric,
substance use, counseling, medical, and social service contacts.

This system will provide an economical way to chart the history of an individual’s
involvement with systems of care and, further, will be flexible enough to
accommodate negotiated and incremental disclosure of additional information
should it be required. The record is intended to provide a profile of service
interventions and -- when necessary and consumer-authorized -- to provide clinical
information toward appropriate treatment decisions.

A virtual record will be created by linking many different, separately located records
-- no one single physical record will exist in any one place. A common identifier
will be incorporated into in each physical record which establish their link to the
system. ' : §

The virtual record will provide immediate access to appropriate clinical information,
when and where it is needed, by eliminating the need to rely upon the transportation
of paper records. A virtual record would also consolidate the multiplicity of records
now generated each time a consumer receives service from any of the various
components of the health and human services delivery system. It will constitute a
comprehensive document focused on protecting the confidentiality of a consumer’s
information while, at the same time, promoting the sharing of clinically necessary
information among individuals from various systems. .

An individual record will be created each time an individual or family seeks access
to or is referred to any part of the service delivery system. Individual service
providers, payers, clinical managers, the legal system and consumers may add
information to the record each time the consumer accesses the service system. A
consumer may access the record at any time in order to review and comment on, but
not alter, the information contained therein.
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KEY CHARACTERISTICS OF THE :
PROPOSED . VIRTUAL CONSUMER-FOCUSED RECORD (CONTINUED)

source of the original entry and the date, time and source of the corrected entry,
Consumers may enter comments into the record at any time regarding the accuracy
of the information in the record.

consumer has furnished the provider with his or her electronic “key” (this will,
probably, be something like an ATM card and PIN combination). Access will not

The virtual consumer-focused record will incorporate technological and legal
solutions for ensuring privacy and confidentiality. Again, users of the consumer-

- focused record will be prompted to follow the guiding principle, “use all the
information necessary and as little as possible,” to meet the needs of the consumer
at that moment in time.

The proposed system incorporates several technologically supported safeguards and
Practice guidelines;

¢ The system will include a brief on-line users’ training program. Users’

* Consumers and guardians control of access to all parts of the record with an
“electronic key”. Consumers would use an electronic “key” to release
specific details of selected encounters to providers as they see fit.

Provisions will be made for necessary information disclosure under
emergency situations.

¢ The requirement of documented electronic signature consumer or guardian
consent for all second party access to the system.

* The ability to separate core enrollment and encounter information from

detailed clinical and human services information generated by those -
encounters. ' : .
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KEY CHARACTERISTICS OF THE
PROPOSED VIRTUAL CONSUMER-FOCUSED RECORD (CONTINUED)

* An audit tracking capacity that allows consumers and authorized guardians,
providers, and payers to track the history of all entries in the record.

» The ability to use the electronic key to access consumer educational

information, (including provider report card results, provider capability
statements, and self help information, etc.)

It is recommended that users of the virtual record be held accountable to the
following practice guidelines:

* Providers, payers and purchasers will be required to participate in live
training on ethical practice and confidentiality in record keeping.

* Providers, payers and purchasers will be required to incorporate an
employee assessment of privacy competency in all job performance review
activities. 7

* Regulators, licensing bodies and administrators will be required to assess

provider’s privacy competency as a part of their standard credentialing
activities. .
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CONCEPTUAL FRAMEWORK FOR THE
DEVELOPMENT OF THE PROPOSEDVIRTUAL
CONSUMER-FOCUSED RECORDING SYSTEM

The proposed record can help to save lives and promote wellness. The data in the
record will be used to drive the development of quality care. Information in the
record will be able to speak for the consumer in emergencies when he or she is
unable to speak for him or herself. Furthermore, the virtual record will improve the
quality of care by creating linkages that facilitate coordination of the array of health
and human services required by any individual consumer and hisher family. In
truly assisting clinicians and case managers, the virtual record will facilitate and
increase the delivery of care appropriate to the consumer’s specific history, and
reduce the risk of redundancy and duplication of documentation and service
delivery.

' The Consumer-focused Virtual Record’s emphasis is on:

e Enabling the consumer to have access to and understand their past clinical,
social, educational, and cost history.

* The consumer’s choice: he or she should be able to make his or her history
or data available to a prospective provider or payer of care.

¢ Client and provider participation in securing the completeness and accuracy
of the record system.

The development of the proposed consumer-focused record has been informed by
Dr. Lawrence Weed's “Knowledge Coupling” approach to building “expert
decision support” information systems. We share Dr. Weed’s belief that knowledge
of the individual's unique attributes, historical circumstances, and preferences are
central to the collection, implementation, and assessment of the accuracy of an
“expert system.”

The proposed record is also intended to capture, integrate and correlate data

generated by the fullest array of partners and service providers involved in

integrated health, behavioral heaith, and human services delivery environments. For

example, the record will capture core data from cost-effective wrap around and
community-based services that will subsequently be used in coordination with other

treatment information.

We have also developed proposals for the standardization of data collection with
respect to under-served populations, such as children. The production and-
utilization of a child’s records, unlike that of an adult, needs to involve family
consent and to incorporate family information. Since families may access many
services at once, the record will need to be flexible enough to allow a variety of
agencies to share critical treatment and service management information. It should
be noted that as many as five agencies may be involved in the case of a child with a
serious emotional disturbance; e.g., child welfare, public health, education, juvenile
justice, and mental health. : :
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‘CONCEPTUAL FRAMEWORK (CONTINUED)

Although the proposed record focuses on individual clinical information, we will
make recommendations about ways to integrate that information with administrative
information, especially when administrative information effects access to clinical
and social services. Therefore, we advocate that the financial management
components of the record must capture and assess the many funding sources and
entitlements that can be used to enhance the service plan for any individual or
family. Also, our proposed virtual, consumer-focused record acknowledges the
need for data elements that define social necessity criteria for service system access
-- in addition to the more traditional medical necessity criteria - in integrated
services delivery environments. '

In order to operaxionalizé the concepts articulated here we will need to work with all
key stakeholders to:

¢ create a unique consumer identifier. :

¢ identify appropriate vehicles. for linking consumer information.
¢ identify appropriate methods of tracking encounters. ’
L J

reach consensus on core data elements for each service setting and type of
service.

¢ reach consensus on consumer oriented outcome measures and data
collection points for those measures.
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A PRELIMINARY GUIDE TO THE CONTENT AND
STRUCTURE OF THE CONSUMER-FOCUSED RECORD

The scope of services encompassed by the behavioral health and human service
industry is extremely broad. In turn, the content and structure of the Record varies
widely depending upon the service setting involved in documenting of services.
There are several factors which contribute to diversity of documentation procedures
across settings. On the one hand, the cost or burden of record keeping, as well as
concemns about privacy, support the limitation of record keeping to just those
¢lements which are necessary to the assessment of specific needs and provision of
specific services. Information irrelevant to the provision of services need not be
recorded. On the other hand, there are multiple stakeholders involved in the
behavioral health and human service enterprise, each having somewhat different
informational requirements. These stakeholders include consumers, providers,
provider organizations, case managers, payers, licensers and accreditors.
Consequently, a compromise is reached such that each stakeholder's minimum data
set, at the minimum, is collected. Typically, the volume of data recorded will bear
some relationship to the nature, duration, and cost of a provided service.

In order to delineate the structure and establish the content of the proposed record
system, the following hierarchical classification scheme has been used:

Level of Care/ Type of Service
Encounter/Service Setting
Service Unit\
Encounter/Service type
Data Clusters
Data Elements

The present section describes the scope or ‘universe’ of encounters documented
across the Behavioral Health and Human Service enterprise (the Level of Care,
Encounter/Service Setting, and Service Unit level categories will be addressed in a
later section outlining the behavioral health and human service system map). The
term “encounter” refers to any consumer-provider interaction, such as a diagnostic
assessment. (The list of encounter types is not yet complete. Further, no one
provider or service setting would record all, or, in most cases, most of the types of
encounter records listed here). Daw clusters are logically related groups of data
elements, for example, substance abuse history and rehabilitative treatment. Daa
elements are specific variables, such as diastolic blood pressure or county of
residence.

In addition, we have appended a recent guide developed by Committee E3 1 of the
American Society for Testing and Materals that addresses the structure and content
of the computerized consumer record in emergency medical care. We believe that
this represents a model document for the development of behavioral health and
human services information standards at each of the identified service settings.
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A PRELIMINARY GUIDE TO THE CONTENT AND STRUCTURE OF THE
CONSUMER-FOCUSED RECORD (CONTINUED)
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THE VIRTUAL CONSUMER-FOCUSED RECORD'S
ORGANIZATIONAL STRUCTURE AND MAPPING
SYSTEM -

In order to define core data elements across the system of care, it is first necessary
to define and create data fields in which the data elements related to each of the
separate fields are located. A schema of an integrated service delivery system is then
based upon the consumer’s first interactions with the record system. Our mapping
approach employs a matrix which contains auspices of care (public or private),
levels of care, and types of services. Within each service, specific programs are
defined as settings; e.g., clinic. Similarly, within each service setting the service
unit is defined; e.g., psychiatric service. Encounters are then further defined with
respect to the associated data cluster (information pertinent to the service setting and
service type) and specific data elements.

We have pilot tested and now propose to engage in the following process of
. defining data fields, data clusters and data elements:

¢ identify and define the levels of care and types of services provided in
behavioral health and human services for adults and children. :

identify, define and map the service settings.

identify and define the disciplines involved in providing the service.
identify and define the encounter type and associated data cluster.
identify and define specific data elements within each data cluster.

* ¢ & o

Throughout this process, both the common and unique data requirements for the
Record at each intersection of a level of care, type of service, and the anspices of
this care are included.

Given rapidly increasing advances in technology (e.g., the smart card), we have
explored technologies that would enable consumers and users of this recording
system to divide the record in many ways at different times and to reduce the labor
and effort involved in reporting and recording redundant information by allowing
consumers to give providers access to already recorded information from other
providers. In other words, consumers may be able to transport with them certain
components of the record, while other components would be available to any
agency that may need to provide urgent or emergency treatment.
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THE VIRTUAL CONSUMER-FOCUSED RECORD’S ORGANIZATIONAL
STRUCTURE AND MAPPING SYSTEM (CONTINUED)

A) Technical Approach

The project will utilize existing technologies in new and novel ways to connect
electronically the community of children and families, the providers. of services to
that community, and the payers and regulators of those services to one another in a
virtual network, The Electronic Community, illustrated below in Figure 1, depicts
the proposed communication system. The goal of this virtual network is to enhance
care coordination and to promote communication between families, providers,
government agencies and Heartbeat. The Electronic Community (EC) will be
Internet-based and provide access points throughout the community for those
unable to access the Internet from their homes. Families may access the EC web
server from microcomputers or Web TVs located in their homes, from local
schools, from kiosks located in convenient sites arounc the community in libraries,
shopping malls and other public sites. The concept’s key strengths are its inter-
operability and scalability since it is uses existing technologies which are platform
independent, can be replicated in other-communities, and be scaled up very easily to
add more families, agencies, and providers. '

Through focus groups and other consensus-building means, core.data sets will be
agreed upon that cover the contents of the individualized case record. Components -
of the child and family case record such as the Treatment/Service Plan, Intake
Assessment, Educational Assessment and the Psychosocial Assessment will have
minimum data sets. Providers that have these components automated will place the
minimum data sets on a secure Internet web server that will be accessed by other
providers. Small providers may contract with another provider or other
organization to host their minimum data sets and participate in the Provider
Network. Large providers may manage their own secure web site. The Provider
Network will utilize a firewall (a filter which creates a one way protected flow of
data) to restrict access to the data housed on the web server. Other organizations
such as the schools and the county may also maintain secure web servers to share
data amongst themselves. In this way, the Electronic Heartbeat Network can be
expanded to meet the changing needs of the community. This model is well suited
for replication in other communities as it uses existing technologies that are very
scaleable. : '

The EC will become the navigation tool for families and children who need or
receive services and the providers of those services. Families and their children
will be able to utilize electronic mail to communicate with each other, service
providers, governmental agencies and community organizations. The EC will be a
vehicle for sharing information on community resources, provider resources, and
government resources. Families will be able to complete on-line eligibility checks
for entitlements and submit an electronic application to the appropriate governmental
agency. Free Internet functions such as NetMeeting will be used to convene focus
groups of families and community organizations to get input from individuals who
otherwise would be unable to participate due to transportation or other problems.
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THE VIRTUAL CONSUMER-FOCUSED RECORD’S  ORGANIZATIO
NAL
STRUCTURE AND MAPPING SysTEM (CONTINUED)

The Electronic Heartbeat Community

Coordinating Care Sor Children with Serious Emotional Disturbance aad Their Families in San Diego

N/ B0 ==

Public Kiosk Network The Child & Family Connection
Tary

) Provider A
WebTV/HomePC
Firewall Provider B
i ili Provider C
Public Facifities Heartbeat Internet Server =
. Firewall bud County Network
School Network Firewall
Intranet Server Intranet Server
Intranet Server T - X
TARSpOrTatio
School A] | [Scheol B — PO GUSTR,
I-I'II‘ZBU' . anzaton
School C 25 =L - ) Health md Juvenile Probation
20 The Federation of Families Human Services]
for Children’s Mental Health,
San Diego Chapier

Health and Human Services

Functions on Heartbeat Server

*Substance Abuse Prevention & Treatment
*Temporary Assistance to N Families
“Displaced Veteran's and T::};?lmﬂy Prograny

Fig. 1

The EC will become the navigation tool for families and children who need or
receive services and the providers of those services. Families and their children
will be able to utilize electronic mail to communicate with each other, service
providers, governmental agencies and community organizations. The EC will be a
vehicle for sharing information on community resources, provider resources, and
govemment resources. Families will be able to complete on-line eligibility checks
for entitlements and submi an electronic application to the appropriate governmental
agency. Free Internet functions such as NetMeeting will be used to convene focus
groups of families and community organizations to get input from individuals who
otherwise would be unable to participate due to transportation or other problems,

The EC server will allow families and their children to review provider hours of
operation, language and culture availability, and programs and services provided.
Links to other on-line resources will be provided. With this information, youth and
families can make informed choices. The EC server will also contain a secure area
to be used by providers and Heartbeat administrators for coordination of care
activities. Providers may use this area to share clinical information between
themselves, with the county agencies and with Heartbeat. The administrative
services organization will use the secure web site to transmit and receive data on
providers’ credentials, performance and outcomes, and encounter and claims data.
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THE ENCOUNTER-BASED INDEXING SYSTEM

The Work Group has always advocated for the most stringent privacy protection
technology available. One of the issues which has emerged from the partnership is the
need to balance information sharing with privacy and confidentiality. A
confidentiality subcommittee of the Staffing Group Spent three months reviewing
existing law and protocols within each department, including the needs of the juvenile
court system. As a result of this investigation, the subcommittee submitted legislation
which is now making its way through the state legislature. This legislation, with
further refinement of all partners, represents a template which will greatly enhance the
success of the Heartbeat Electronic Community (see attached copy of legislation).

The proposed model will sssure that children, youth and their families will have
unprecedented control over ::cess to their records at any moment in time for any
case decision that needs to oe made. State of the art identifiers the consumers
thumbprint and PIN will also secure information. An added feature throughout the
potential information linkages, firewalls (one-way filters to control access) have been )
incorporated.

The dual requirement of full access to information, on the one hand, and consumer
confidentiality, on the other, poses an apparent conflict of demands. The need to
guarantee the consumer’s right to choose when to notify a provider of his or her
past treatment, necessitates the creation of a complete, chronological index record of
the consumer’s past interaction with the system and providers.

The index will enable the consumer to summarily review their previous interaction
with delivery systems. A unique consumer identifier will permit access to a given
index. Since the purpose of the index is only to provide a chronological summary
of consumer interaction, the indexed information will by strictly limited to the
following: date of interaction, service entity or facility, provider. The servicing
entity’s information system, on the other hand, will capture and offer access to
more detailed information.
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PRQOF OF CONCEPT AND PILOT PROGRAMS

In order to appropriately demonstrate both the operational capabilities of and the

challenges to implementing the proposed virtual record, the Work Group proposes
the following:

1. That a proof of concept project be initiated by the Work Group to illustrate
the viability of implementing the virtual, consumer-focused integrated
service delivery system at service delivery sites. :

The following activities and deliverables must be dccomplished either before
or during the proof of concept project: ‘

® Identification of which of the specific entity components of the
service delivery system; i.e., Housing, Welfare, Criminal Justice,
etc. will be incorporated into the virtual record

. ® Identification of the consumer record data elements that are standard
across all service entities within the organization delivery system.

* Identification of the consumer record data elements that are unique to
a particular entity and service within the organization delivery

2. Upon acceptance of the proof of concept project, a pilot program will be
initiated by the Work Group that will use actual data from behavioral health
and human services agencies. The data will be stripped of strictly personal

Once a prototype is built, automatic transfer of the stakeholder-derived system
parameters of core data sets to other locations would not occur. Instead several
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PROOF OF CONCEPT AND PILOT PROGRAMS (CONTINUED)

Evaluation of the Project

The evaluation is conceptualized in two parts: a system-level evaluation focusing on
relationships among organizations, and a client-level evaluation focusing on the
impact that the network has on the target population, children and families.
Hypotheses to be tested are as follows:

1. Children and their families will become involved in the design, implementation,
and evaluation of their system of care through the Electronic Community, which

uses the virtual child- and family-focused behavioral health and human services
record.

2. Family members, health and human service workers, and provider agency staff

will increase their computer usage while helping children and families he Electronic
Community. _

3. Children and their families will access appropriate resource and referral
information through the Electronic Community. ' .

4. Through the Electronic Community technology, the various providers, schools,
and agencies will have the capability to:

a. Track outcomes for children with families receiving services,

b. Collect cost data necessary to develop a blended funding case rate for
bundled services for children and families, and

c. Gather data for mandated reporting requirements.

5. With the consent of the child/family, providers and payers will share
information from multiple sources by using a virtual behavioral health and human
services record which protects privacy and confidentiality.

6. Children, families, providers, and project staff will increase satisfaction with
communication linkages to schools, mental health centers, and other service
agencies by using the Electronic Community.  The methodology for a
comprehensive evaluation is given in the appendix. :
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CONCLUSION

The Work Group recommends that further development and refinement of this draft
document support the following:

Thoughtful and inclusive processes - with ail mput being treated as highly
valuable and respectfully considered for inclusion in the document.

Extensive review by all stakeholder groups in the public and private sectors.
Beginning directions in this effort will include:

Solicitation by The Work Group in their website, Newsletter, and facilitated
dialogues

Presentation of all versions of the proposed record at public meetings and
national conferences.

Direct mail of revisions of the document by CMHS to relevant stakeholders.

Convene a series of two-day meetings to categorize and reach internal
consensus for suggested changes/additions received from stakeholders as
well as the development of criteria for inclusion of new data elements.

Convene a meeting(s) under the auspices of CMHS to meet with the various
stakeholders to begin the process of external industry consensus building
with regard to data elements for different types and levels of care.
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APPENDIX 1
INDEX TO

THE CONSUMER-FOCUSED VIRTUAL BEHAVIORAL HEALTH
AND HUMAN SERVICES RECORD

Page 27
May 30, 1997


Zarnold

Zarnold

Zarnold

Zarnold

Zarnold


BEHAVIORAL HEALTH AND HUMAN SERVICES
RECORD SYSTEM MAPPING

SCHEMA

I. Service System

Housing Behavioral Health Health Care

Criminal Justice Social Services Educational

A. Service type - Residential and Non-Residential
1. Service Setting |
Non-Residential (Non 24 Hours Care)

Leave in Programs

Clinic Programs

Assessment Pro

Developmentally Disabled/Mental Retardation Programs
Dually Diagnosed Programs

Educational Programs

Early Intervention Programs

Employee Assistance Programs

Foster Care Programs

Health Care-related Programs
Home-based Programs

Outreach Programs

Partial/Day Programs

Prevention Programs

Programs for non heterosexual populations

a. Service Units

Alcohol/Substance Abuse Service
Peer Counseling/ Support Service
Creative Arts Service

Psychiatry Service

Education Service

Psychology Services
Medical/Health Service
Pastoral/Spiritual Counseling Service
Nursing Service

Rehabilitation Service
Occupational Therapy Service
Social Work Service

Therapeutic Recreation Service
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II. Encounter Type/Unit of Service/Interaction

_l Data Cluster
a Data Element

Auspices
Service System Public Private Consumer Run
Housing
Behavioral Health
Criminal Justice
Health Care
| Social Services
Educational
SERVICE SETTING
AMBULATORY
Adult Clinic (Mental Health, Forensic)
Children & Youth Clinic (Forensic)

Day Program (Adult, Children & Youth - Da
Partial Hospital (Adult, Children & Youth)

y Care, Day School)

Assessment Programs (Educational, Sex Offender, Vocational)
Home Based (Family Support, Medication Administration, Day Care,

Respite)

Outreach (Homeless)
Early Intervention
Employee Assistance

Health Services (School Based, Pregnancy)
School Based Services (Health, Mental Health)
Addictive and Chemical Dependency Services

Developmentally Disabled
" MICA and MHMR Services
Eating Disorders
Sexual Disorders
Adoption and Foster Care Services

Specialized Education Services (Afterschool Programs, Teen Drop-in

Centers)
Methadone Maintenance
Assertive Community Treatment Program
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INPATIENT

Acute Care
Secure (locked) Care Services
Open (unlocked) Care Services
Forensic Services

Intermediate Care
Secure (locked) Care Services
Open (unlocked) Care Services
Forensic Services

Long term Care
Secure Locked) Care Services
Open (unlocked) Care Services
Forensic Services

Nursing Homes (Skilled, Extended Care)

Substance Abuse Detox

RESIDENTIAL

Correctional (Detention Center, Local/County Jail, Prison, Halfway House)
Group Home (Therapeutic, Adult)
Halfway house
. Supported Apartment Services (Supervised, Rent Stipend)
Transitional Services
Foster Care (Intensive, Non-intensive, Mentor)
Shelters (Homeless, Battered Women, Children & Youth)
Therapeutic Camp
Family Care (Therapeutic Foster Care, Adult)
Respite Care
Adult Congregate Living Facility Not for Profit, For Profit)
Boarding Home (YMCA, YWCA)
Boarding School
Substance Abuse Detox (Social Setting)
Job Corps

EMERGENCY

Hot Line (Crisis, Abuse/Neglect)

Crisis Intervention

Mobile Cutreach

Observation/Holding Beds

Crisis Stabilization

Protection Services (Child Abuse/Child Neglect, Elderly)

SELF HELP

AA (Alcoholics Anonymous)

NA (Narcotics Anonymous)

Al Anon

Ala-Teen ,

ADHD Support Groups (Attention Deficit Hyperactivity Disorder)
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D/MDA ( Bipolar Support Groups)

AMI/AMI Chapters (Alliance for the Mentally Lil)
OA (Overeaters Anonymous)

ACOA (Adult Children of Alcoholics)

Disease/Health Related Mutual Support Groups
Hotline

On Our Own
Share
Recovery, Inc.

SUPPORT SERVICES

Family/Extended Family (Kinship Care, Foster/Adoptive Parent/Grandparent
Training and Support Groups)

Big Brother/Big Sister :

Drop-in Centers (Family Support, Peer run)

Parent Education Programs

Boy/Girl Clubs

Boy/Girt Scouts

Food Banks/Meals on Wheels _

Transportation (Public, Taxi, Ambulance/Ambulette)

Pastoral Counseling/Spiritually-oriented Services

Case Management (Intensive, Supportive, Generic, Children/Youth Blended
Funding, Peer Run)

Judicial Advocates/Legal Aid Services

Probation Services (Adult, Youth)

Income Support (AFDC, HR, SSI/SSDI, Food Stamps)

Vocational Rehabilitation '

Sheltered Workshops

Assisted Employment -

Vocational Educational Services for Individuals with Disabilities (VESID)
Prevention Services (AIDS/STD, Violence, Stress, Smoking)

Consultation & Education (Drama Workshops, Community Education, Teen
Pregnancy Prevention, Planned Parenthood, Nutritional Planning, etc.)
Chub House

Socialization Centers ‘

Independent Living Centers

Personal Assistance Programs
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A Preliminary Guide to the Content and Structure of the Consumer-
focused  Behavioral Health and Human Service Record

The scope of services encompassed by the behavioral health and human service
industry is extremely broad. In turn, the content and structure of the Record varies
widely depending upon the service setting involved in documenting of services,
There are several factors which contribute to diversity of documentation procedures
actoss settings. On the one hand, the cost or burden of record keeping, as well as
concems about privacy, support the limitation of record keeping to just those
elements which are necessary to the assessment of specific needs and provision of

behavioral health and human service enterprise, each having somewhat different
informational requirements. These stakeholders Jinclude consumers, providers,
provider organizations, case managers, payers, licensers and accreditors..
Consequently, a compromise is reached such that each stakeholder's minimum data
set, at the minimum, is collected. Typically, the volume of data recorded will bear
some relationship to the nature, duration, and cost of a provided service.

In order to delineate the structure and establish the content of the proposed record
system, the following hierarchical classification scheme has been used:

Level of Care/ Type of Service
Encounter/Service Setting
Service Unin
Encounter/Service type
Data Clusters
Data Elements

The present section describes the scope or ‘universe’ of encounters documented
across the Behavioral Health and Human Service enterprise (the Level of Care,
Encounter/Service Setting, and Service Unit level categories will be addressed in a
later section outlining the behavioral health and human service system map). The
term “encounter” refers to any consumer-provider interaction, such as a diagnostic
assessment. (The list of encounter types is not yet complete. Further, no one
provider or service setting would record all, or, in most cases, most of the types of
encounter records listed here). Dat clusters are logically related groups of data
elements, for example, substance abuse history and rehabilitative treatment. Data
elements are specific variables, such as diastolic blood pressure or county of
residence. '

In addition, we have appended a recent guide developed by Committee E3 1 of the
American Society for Testing and Materials that addresses the structure and content
of the computerized consumer record in emergency medical care. We believe that
this represents a model document for the development of behavioral health and
human services information standards at each of the identified service settings.

Although the proposed list of Encounter/Service document types is not complete, it
is hoped that the outline of the content and structure of the Record in Appendix I
provides a foundation sufficient to appreciate the varied workflows that exist in the
field. In constructing the minimum data set for the Record, it is extremely important
to consider data clements in the context of a full range of services within an
integrated service delivery system.
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Encounter/Service Document Types

Inquiry/Referra}
Demographic, Identifying, and Vital Information
Clinical History and Stams Screens
Abuse History :
Activities of Daily Living Skills
Behavioral Problems
Diagnosis
Developmental History
Educational History
Employment
Family History
Foster Care/Adoption
Health Habits
Health Status
Home Address History
Justice History
Marital/Intimacy History
Mental Health, Substance Abuse, Developmental Disability Treatment -
Medical Problems
Medical Treatment History
Out of Home Placement History
Runaway History
Substance Abusé Screens
Violence History

Current Location :

Significants

Professionals

Bcneﬁts/Entitlements/Eligibility
liment

Eligibility Verification

Authorizations

Utilization Reporting

Claims Submission
IntakefEnr‘olhncntfRegistmtion/Adnﬁssion-

. Application for Enrollment

Psychiatrist's Admitting Note

Diagnosis

Nursing Admission Note _

Service/Program/Unit of Service/Bed Assignments

Administrative
Advance Directives
Attendance Records
Court Orders
Educational Course Assignments
Guardian/Consumer/Client Releases
Living Will
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Informed Consents and Assurances
Medical Passport

 Member Task Assignments
Service Scheduling

Assessments & Exams
Activities of Daily Living Assessment
Alcohol /Drug Assessment.
Art Therapy Assessment
Correctional Services Assessment
Court Assessment
Consumer Needs ant Preferences Assessment
Cultural Assessment
Dance Therapy Assessment
Disability Assessment
Eating Disorder Assessment
Educational Assessment
Empowerment Assessment
Health Status Assessment -
History and Physical Examination
Homemaking Assessment
Housing Assessment
Legal Assessment
Mental Examination
Mental Status Examination
Music Therapy Assessment
Nursing Assessment
Nutritional Assessment
Occupational Therapy Assessment
Parole Assessment
Pre-Admission Assessment
Probation Assessment
Psychiatric Assessment
Psychological Assessment
Psychosocial Assessment
Quality of Life Assessment
Rehabilitation Readiness Assessment
Risk Assessment
Self-Help/Peer Support Assessmernt
Sex Offender Assessment
Social Connections Assessment
Social History
Speech/Language/Hearing
Special Needs Assessment
Spiritual Assessment
Transportation Needs Assessment
Vaccination History
Vocational/Employment Assessment

Clinical Orders
Admission Order
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Aggression Control Orders
- Communication Order

Consult Order

Diagnostic Test Orders

iet Orders

Discharge Order

Lab Order

Medical Treatment Order

Nutrition Orders

Physical Activity Order

Physical Monitoring Order

Service Transfer Order

Special Precaution Order

Special Procedure Order

Therapeutic Leave Order

Medication Management
Abnormal Involuntary Movements Scale
Medication Compliance Note '
Medication Administration Record
Medication Group Notes
Medication Order .
Medication Review/Monitoring
Medication Planning
Prescription Order
Prescription dispensing notes
PRN Administration Notes

id Neuroleptization Note

SRian; Effect Notes -

Medical/Nursing Services
Allergies Record
Antibiotic Evaluation Notes
Chronic Medical Conditions
Bathing and Hygiene Notes
Complaint of Iilness or Injury
Dental Care Notes o
Detoxification/Withdrawal Notes
Diagnostic Test Report
Diagnostic Test Interpretations

- Electro-Convulsive Treatment Notes

Immunization Records
Lab Reports
Medical Emergency Notes
Medical Treatment Note
Nursing Care Note
Nutritional Care Notes
Pain Management Notes
Patient Infection Notes
Routine Monitoring Graphics
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Treatment/Service Plans/Critical Pathways/Outcomes Management
Interdisciplinary Assessment S
Barriers and Limitations to Treatment/Service
Functional Strengths and Limitations
Diagnosis
Problems/Manifestations
Long Term Objectives/Outcomes Sought
Modalities of Treatment/Service Planned
Interventions Planned
Measurable Objectives
Re-Assessments
Interval Progress Summaries
Medical/Social Justification of Continuing Care/Service
Case Reviews
Report Cards

Progress Notes

Admission ant Orientation Notes ,

Assertive Community Treatrnent Team Notes

Behavior Intervention Notes

‘Case Management Notes

Custodial Care Notes

Day Care Notes

Detoxification Progress Notes

Employability Notes

Day Treatment Notes

Education Progress Notes

Family Contact Notes

Independent Living Notes

In-Home Service Notes

Medical Progress Notes

Milieu Notes

Monitoring Notes
Activity Restriction Monitoring
Nursing Home Monitoring
Professional Treatment Monitoring

Prevention Services Notes

Psychiatrists Progress Notes

Respite Care Notes

Shift Notes '

Vocational Progress Note

Therapy/Counseling/Activity Notes

: - Group Therapy/Help Notes
Alcoholics Anonymous Group Notes
Adventure Therapy Group Notes
Anger Control Group Notes
Art Therapy Group Notes
Chemical Abuse Prevention Group Notes
Chemical Dependency Group Notes
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Co-Dependency Group Notes
Creative Arts Therapy Notes
Cultural Identity Group Notes
Dance Therapy Notes
Developmental Group Therapy Notes
Discharge Planning Group Notes
Eating Disorder Group Notes
Expressive Group Therapy Notes
Activity Group Note
Multi-Family Group Therapy Notes
Music Therapy Notes
Narcotics Anonymous Group Notes
Occupational Group Notes
Parent Relations Group Notes
Pastoral Group Therapy Notes
Play Therapy Group Notes
Primary Prevention Group Notes
Psychoeducation Group Notes
Recreational Therapy Group Notes
Separation/Loss Group Notes
Speech/Language Group Notes
Support Group Notes '
Therapeutic Outing Notes
Trauma Group Notes
Abuse Survivor Group Notes
Individual Therapy Notes
Art Therapy Notes
Music Therapy Notes
Play Therapy Notes
Pastoral Therapy Notes
Family Therapy Notes
Conjoint Therapy Notes
Telephone Counseling Notes

Education
Social Training
- Skills Training
Health Teaching Notes
Medication Education Notes

Vocational
Employability Notes
Transitional Employment Note
Job Placement
Work Activities
Critical Events
Aggression Control Notes
Allergic Reaction Notes
Communication Restriction Review Notes
Contraband Notes
Consumer/Client/Patient Complaint Notes
Fall Reports -
Patient Iliness or Injury Notes
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Report of Abuse or Neglect Notes
Report of Code Called

Restraint and Seclusion Records
Report of Self-Harm

Suicidal Behavior Notes
Treatment Refusal Notes
Unplanned Leave/AWOL Notes

Reports of Consultation
Dental Consultation
Educational Consuitation
Expressive Therapy Consultation
Medical Consultation
Neurological Consultation
Neuropsychological Consultation
Nutritional Consultation
Pastoral Consultation
Physical Therapy Consultation
Psychiatric Consultation
Psychological Consultation
Speech & Audiology Consultation
Vision Consultation

Discharge/Termination and Aftercare
Service/Modality Discharge Summaries
Art Therapy
Clinical
Counseling
Educational
Expressive Therapy
Milien
Music Therapy
Nursing
Psychiatric
Vocational
Post Service/Discharge Contact Notes

Consumer/Client/Patient Documentation
Diary
Pre-Service/Treatment Assessments
Eating Disorder Assessment
Satisfaction Survey
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APPENDIX II

OUT-TAKES FROM

THE CONSUMER-FOCUSED BEHAVIORAL HEALTH
AND HUMAN SERVICES RECORD
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AUSPICES

local)

LEVEL of CARE | PUBLIC PRIVATE

AMBULATORY | FREE STANDING - for profit, not} INDIVIDUAL PRACTICE
for profit GROUP PRACTICE
GENERAL HOSPITALS - for] GENERAL HOSPITAL -
profit, not for profit for profit, not for profit
PSYCHIATRIC HOSPITALS -| PSYCHIATRIC HOSPITAL
for profit, not for profit - _
GOVERNMENT (state, country,| for profit, not for profit
local) MSO (HMO, MCO, PPO,
MSO (HMO, MCO, PPO, etc.) etc.)
CMHC ' CMHC

INPATIENT FREE STANDING - for profit, not] GENERAL HOSPITAL -|

: for profit for profit, not for profit
GENERAL HOSPITALS - for{ PSYCHIATRIC HOSPITAL
profit, not for profit - At
PSYCHIATRIC: HOSPITALS -| for profit, not for profit
for profit, not for profit MSO (HMO, MCO, PPO,
GOVERNMENT (state, country,| etc.)
local) CMHC, SNIFs
CMHC B
| SNIFs
'RESIDENTIAL | FREE STANDING - for profit, not| PSYCHIATRIC

for profit , HOSPITALS - for profit,
GENERAL HOSPITALS - for} not for profit
profit, not for profit SHMO (Calif.)
PSYCHIATRIC HOSPITALS  -| FREE STANDING RTC
for profit, not for profit FREE STANDING - for
GOVERNMENT (state, country,| profit, not for profit

CMHC
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EMERGENCY

FREE STANDING - for profit, |
not for profit

GENERAL HOSPITALS - for
profit, not for profit
PSYCHIATRIC HOSPITALS -
for profit, not for profit
GOVERNMENT (state, country,
local)

MSO (HMO, MCO, PPO, etc.)
CMHC

GENERAL HOSPITALS - for

profit, not for profit
PSYCHIATRIC HOSPITALS -
for profit, not for profit

C

SELF HELP FREE STANDING - for profit, | PSYCHIATRIC HOSPITALS -
not for profit for profit, not for profit
GENERAL HOSPITALS - for| GENERAL HOSPITALS - for
profit, not for profit profit, not for profit
PSYCHIATRIC HOSPITALS - '
for profit, not for profit '
GOVERNMENT (state, country,
local)
MSO (HMO, MCO, PPO, etc.)
CMHC
UNSPECIFIED _

SUPPORT FREE STANDING - for profit, | SHMO (Calif,)

SERVICES not for profit MSO
GENERAL HOSPITALS - for | PSYCHIATRIC HOSPITALS -
profit, not for profit for profit, not for profit
PSYCHIATRIC HOSPITALS -| GENERAL HOSPITALS - for
for profit, not for profit profit, not for profit
GOVERNMENT (state, country, | MSO
local)

MSO (HMO, MCO, PPO, etc.)
CMHC

GROUP PRACTICE
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View of Emergency Medical Care in the Computerized Patient

Record?

Thas standard " waued under the fned detspnanon E 1744: the pumber ;mmutd- following It SELPRINON INQICHIEY the vear of
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1. Scope

' This guide covers the idenuification of the information
-n31 15 necessar 10 dosument emergency medical care in 3
sompulerized paiient record that is pan of a paperless
sauent recard svstem. The intent of a paperiess patient
rscore system will be to improve efficiency and cost-

siTectiveness.

1.2 This guide 18 a view of the dals clements 10 document
ine types of cmergency medical information that would be
vaiuabie if availabie in ihe computerized patient record,

[.2.1 The pauent's summary record and denved daa sets
wil! be described separately from this guide.

1.2.2 As a visw of the computerized patient record. the

.nformation presented will conform 1o the swructure defined
n other ASTM standards for the computenzed pauem
record,
1.3 This guide is iniended 1o amplify Guides E 1.39
t384. and F 1629 and the formalisms described in P o
l ' l 5
1.1 This guide details the use of dawa euemenu g:o

=% abhshed in ihess standards for use duning dofums 1
of emergency care in the field or in a reavment facility and’
piaces them n the context of the object models for health
care that will be the vehcle for commumcznon standards for
nealth care data. :

1.3.1.1 The codes for the data: eiememsfeferred 1o in this
guide will be developed in ~Consideratiofsof national or
orofessional guidelines uh;negcu‘n,iﬁlablg. The EMS defini-
Lons sre bised on thése gepemediirom the national
sonsensus conference sponsorcd‘e b\r NHTSA and from
ASTM F30.03.03 on EMS Management Information Sys-
1ems. The Emergency Depanment {ED} definitions will
cansider thaseTecommended by the CDC workshop on ED
definitions scheduleq”[nf January 1996, The hospiual dis-
charge definitions will be developed in consideration of
e:usung requirements for Medicare and Medicaid payment.

1:3.1.2 TheASTM process allows for the definitions to be
updated asithe national consensus changes. When national
or professional definitions do not exist, or whenever there is
= conflict in the definitions. the commiltee will recommend 2
orocess for resolving the conflict or present the varous
definitions within the document along with an explanation
for the purpose of each definition.

1.3.2 This guide reinforces the concepts set fonh in

mm

! This guide it wneer the juriadiction of ASTM C
1zad Syucms and 13 the duse hikily of Sub
Uused Pauens Recomt,

Current ediron sporoved Oct 10, 1995, Publunid December 1995,

E-31 on Comput
£31.11 on Computer

Guides € 1239 and E 1384 that documentation of care i~ 2.
settings shall be seamless and be conducie¢ under a sommzr -
set of precepts using a2 cormmon logical record structure zas
common termimology.

1.4 The compulenz-d pauem secord focuses on tne s
tient.

1.4.1 1n panicular, mc‘tomputenzed patien: resoré sois
out 1b ensure 'lhlb‘th: data documen! includes:

1.4.1.} The occumnc- of the emergency.

14.1.2 The wmptoms requiring emergency medical tresic

14.1.4 Th:then' rendered, and

14.1.35 The ourcome and disposition of the pavient z%er
emergency reaiment.

1.4.2. The computerized patient record congists of subseis.
« of. ihe dala computerized by multiple care providers 13 e

f;ame of onset/scene and enroute, in the tmergency &e2

Z:nent. and in the hospital or other emergency healtr zzre
ssrings.

1.4.3 The compulerized pavient record focuses on ine
documentation of information that 15 negessary 1o supsen
patient ¢are but does not define appropriaie care.

2. Referenced Documents

2.\ ASTM Standards:
E 123% Guide for Description of Reservation/Regisca-
tion—Admission, Discharge, Transfer (R ADT! S

E 1384 Guide for Description of Content iand Structure of
an Automated Primary Record of Carc®

E 1715 Practice for an Object-Oriented Model for Regis-
tration, Adrmtun;. Discharge and Transfer (RaDT)
Functions in Computer Based Paiient Record Sysiems®

F 1177 Terminology Relating 10 Emergency Mecizal
Services?

F 1288 Guide for Planning for and Response to a Muilzie
Casualty Inc:dent“
gency Medical Services Management lnfor-na:.on
Svstems?

2.2 ANSI Siandard:

3 Anaval Bunk ol ASTM Standards, Vol 1401,
3 Annual Buk of ASTM Sianderds, Vol 13.01.


Zarnold

Zarnold

Zarnold

Zarnold

Zarnold

Zarnold


(& 1744

X3 172 Amencan Nauonal Dicuonary for informaton
Svstems 1990° )

2.3 Insunae of Elecirical Electronic Engineers Standards

610.2 Swndard Glossary of Compuier Applications Ter-
minology?

£10.% Standard Glossary of Data Management Termin-
ology?

Py Sgtandard Giossary of Sofiware Engineering Termuin-
oiogy’

3. Terminology

5.i Descriptions of Terms Specific to This Siandard:

5...1 emergency condilon—change{s} in the pauent’s
nealtn swatus percerved 10 require immediate medical atten-
L10n 10 preveni unnecessary death or disability.

3.1.2 emergency deparimem (ED; daia set—that set of
catz eiements coliecied in the emergency outpatient treal-
ment fzcility prior 10 admission as an inpatient.

3.1.3 emergens) encounier—a single event of health care
for an emergency, such as care at the scene. or at the
smergency outpatient setting. It concludes when the patient
-procesds 10 1he next phase of care for the emergency.

3.1.8 emergency episode—a series of encounters relating
10 2n emergency condition that may lead either 1o death. full
recovery, or a clinical sieady state.

3.1.5 emergency episode documeniation—those recorded
ocbservations tha! describe the care rendered during the
penoc of an emergency episode, whether brief or extended.

3.1.6 other emergency ouipatient facilitv—emergency fa~ s
cility that 15 not a licensed emergency depariment conngcted

10 an acule care hospital but which provides emerx.ear}“v
stubilization and trcaiment upon demand. Such facnﬂu:sﬁ

may iaclude chinic/nealth centers. fresstanding ambulatory
surgen center. physician’s office. erc. L

3.1.7 pre-huspual EMS duaiy ser—1hat set of daiz elements
collecied at onsel and enroute pror 1o mn. it the first
tre2tment facihity.

4~

4. ngmﬁunce and Use SRR

4.1 The Emergency Medical, Sccw . System (EMSS) in
lhe United Suates has largely mserrs;ncﬂ%.‘) and has drawn
10 a greal degree from the gxperience gained in military
conflicts during and since World War I}, The documentation
of care. however. has rcmamcd largely paper record bassed
until very recently. 7 F

4.1.1 Beginning in “the 19705 both civilian and military
agencies have closely examined electronic means of storing
and managing patient data about emergency medical care.

4.1.2 The repont of the Institule of Medicine on the
Computer-Based Patient Record has emphasized the use of
informaton- 1echnology in patient care in general and
emergancy care dan in parucular.

4.1.5 Dunng this period ASTM has documented the
logical structure of the compuler-based patient record in
Guides E 1239 and E 1384, while Guide F 1629 has defined
the pauent care data, 10 be gathered in the pre-hospital

< Avaighie from amencan Nanoagt Siaadards Insiiiue, V1 W, 3208 St 10k
I'hnw. N York, NY HUDMW.

SAvaabie lum IEETD 435 Hoa Lone, PO Bos 13 Pucatuwsy.
UnEditisl

~

"~

record. and the outcome data, refauve 10 the pre-Nospria.
phase of the emergency. which are coliegied in the eme-
gency department and after inpatient admussion.

4.1.3.1 Specifications for the logic model are also pre-
sented in Pracuce E 1715,

4.. This guide shows how the dala gathered for EMS
Qoperalions and management merge smoothiy ino 1he com-
putenzed patient record. consisient with the recopniuon tha:
these cata are part of the primary record of care. Saverz.
statzs* have formalized that recognition in state law.

2.2.! This guide does not instruct phvsicians how
collect data for patient care.

4.2.2 This guide docs not indicate what informauor neecs
10 bz coliected at the time of patient care.

4.3 The task now is 1o document, using standard conven.
ticns. the means by which this integration occurs in order ¢
set the stage for the captyre’ ‘and wransfer of such emsrgenm
care Gau using information’ :cchnolog) and welecommunics-
tions in a standardized way consmem with all other s\.mng.s
of care/ while promcua; the privacy and confidentiabity of
tha: dau. -

4.3.1 The computenzed patient record has the potentiaz.
10 reduce health carecosts by optimizing cas: managemer:
and suppomn;‘c!fecuve post ED follow-up.

4.3 ”SVM‘ihe data also enhances its abilits 10 b2
used consmemh" with proper proiection. for research into
and for manamem of EMSS operations within the vanous
jurisdictional boundaries. .
4.4 The computer based form of the emergency episoos
ocumentation uvtilizes the same iogical data model as the
mputerized patient record. but it focuses on daa ¢ollztiee
dunng the different phases of 1he emergency.

“ 4.4.1 These data sets do not limit what may be recordec,

ru
1

" or by whom. bw they do identily those daiz considerss

minimal essential. when they exist. Thess data sets includs
all those data recorded to document instances of emergency
medical care.

4.5.2 Dawa are organized 10 enhance flexible and efMicien:
management of information.

4.4.2.) ldentifications of practitioners and lacilities will be
coded 10 protect confidentiality and 1o make provider dau
comparable, )

4.42.2 ldentification codes will be maintained on master
lists which include additional information such as specialty.
license level, and the like.

4.4.2.3 Pointers on the computerized patient record waill

. automatically link to the master lists and thus eliminaie the
*need for duplicate data eniry of reference matenal in the

patient record. Master lims define the codes and car:
provider identifications listed in the CPR. For exampie.
linkage to the masier lisis avtomatically records who 1
entenng the information.

4.4.2.4 Coding systems for emergency reporung
({ICD-9-CM,’ CPT* HCPCS.' SNOMED") will be refer-

* Suie of Wishinpion: Revised Code of Washingion 76.168 and Wastungior
Adminsintive Code 246-976-230.

! internanonal Clauification dbnm #1h ecition. Clinical Modifications

* Curremt Procedure Ter iogy o phySician sirndes.

¥ HCFa (Health Care Frimanciag Adminisirauonl Common Procedure Coding

Srucm.
L) :.

: d Kom o{l‘_" q
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enced 1n the master lists as appropriate for the atiribute value
peing coded.

1425 Tne efficient amangement of the logic model
permils owtpul 10 be generated and identified 1o mirror the
ouper record. such as nurse-specific or physician-specific
notss

2326 The arrangement of the logic model permits
mutuple entnies of assessment datz. using 2 small group of
vanables. 1hat can thén bs used 1o generale Quiput. For
=xampie, seguence of diagnoses by date-ume.

»

i Phases of Emergency Medical Care

11 Pauent dala are coliected throughout the emergency
by muluple care providers: ihe number and type depend on
the seventy of Lthe emergency.

211 Figure | presents the different phases of the emer-
gency from onset until final disposition. at which point the
patient is no longer the responsibility of emergency care.

£1.7 In some inslances. ¢MErgency palienis are rans-
soned from tne localinon of onser 1o an emergency depens
menl and then later transierred 10 specially ieniary care
centers Lo receive treatment for life-threatening medical
aropiems.

3.1.5 Multiple records may be compicted at different
omints in ume for the emergency patient. These records are
unique 10 Lhe 1ype of emergency response provided and the
paase of the emergency. .

i.1.4 This guide doecs nov include rchabilitation "and
guipathient lollow-up as pun of emergency medicut care mince

-ms mlormauen s recarded etsewhere in the CPRrand:i¥ not

witnin the scope of this guide.

2 Doeumeniauon of cmergency care 15 more eificient ii

iaw cyly are compuierized at the ume of collection so that
‘m1s information can be incorporated simultaneously into the
compulerized patient record at the time.of dawa entry.

3.3 A core of patient identificatiorriniormation (age/date
of binh, gender, facility identificition, tmes. eic) is
common 10 all of the medical Tecords.

£3.1 Other data elemenisighistthatase unique to the type
of facility. and sl others exisi,thavare unique 10 2 specific
care site. )

5.3.2 Alihough many different records may be compieted
for a single emergency patient, not all of the data collected
are 1ncorporated-ipto the computerized patient record.

5.2.2.1 Administrative daia, such as the use of lights and
srens and mileage, which are useful for ambulance service
management informalion, have been excluded from the
compulenzed patient record.

3.4 The computerized patient record has the potenuial 10
improve daia quality.

EuEaGEnIYOuNST ! i
. — BIAGINCTEAME wbaTnt CARE :
at :;:-« u::.-n j Guteatdat faarmy : L ACVTE THATRAY i
L . —
]
!
A

ISPOSITION '

FIG. 1 Data Flow in Emergency Madicai Care

e
!l g‘dﬁﬂg F

5.4.1 Time and date entries will not be subject e ine
idiosyncracies of the clock at hand. or tne memory ¢
person entenng the data but may be automaucally recorase
pv the computer, however, when data are entered revrospes-
uvehy. the svsiem should allow 3 manual overmde 10 rezard
actua! ume.

$.4.2 Direct datz entry, by voice, dictation. touch. e12.. oY
the care provider will eliminaie the need 1o rnterpret the z2r2
provider’s handwriung. .

$.5 Each ssgment of emergency <carz is cumulative
though not necessanly sequential. 10 the pnor documenia-

. uon in the computenzed patient record. It aiso may upzate

previous dOcumentation.

$.6 The EMS data set is and will continue 10 be includec
in Guide E 1382 and Guide F.1629 EMS-MIS glodat lisis of
elements. e

5.6.1 Each encounfer contains:contributions to the var-
ious record ssgments noted in Gyide E 1384

6.2 1n the.futurethe elements included in this guide will

carry the indexes or tags indicating their place in Cuides
E 1384 and F 1629-EMS-MIS global lists of elements.

5.7 .Dau elements for the emergency patient to o !n-
chuded—in*_ghg’com.pu!eﬁzed patient recorc are groupec
according 10 three levels of care.

$.7.1 The first level refers to the emergency stabilizziion
and treagment provided immediaiely afier onsnt 2nd
enroute.

$.2.2 The second refers 1o the emergency diagnasus snd
ireatment care provided al ah emMErgency depanment/oyipa-

~tient faciny.

£.7.3 The third refers 10 inpatient care.

5.7.4 Potzntial data sources are lisied for each level

5.8 The cata elements within each level are classifisg 2s
follows according to the segments of the compuiznzed
patient record presented in Guide € 1384

5.8.1 Demographic—Data clements which idertify the
patient, :

¢ 83 Administrative—Data elements which clanf: the
time/date, location, type, and source of encounter or epi-
sode.

5.8.3 Diagnostic Summary—Narative sialemenis de-
scribing 1he diagnoses appropriate 10 each level of care. A
recognized coding system will be used 10 associate codes with
narrative statements,

5.8.4 Chief Complaint/History of Sudden Change . Fu-
tient’s Health Status—Indication of the chief compia:at or
reason why the patient came for care, as reported oy the
patient or ohers.

5.8.3 Phyvical Exam and Assessmeni—Observatons of
the practitioner{s) during structured and sysiematic eaami-
nation of the patient during encounters/episodes. [t comtains
objective- cbservations and measurements thal quanniv at-
tribuies of sach body system.

$.8.6 Orders and Treaiment Plans—An action-onenied
message describing an intervention in the health or a spezific
patient oniginated by, or under the supervision of. a speaific
physician or other duly-authorized practitioner(s).

$.8.7 Diagnostic Tesis—Diagnostic 1ess ordered ans con-
ducted on the patient refative 10 the emergency.

5.8.8 Medication Profile—Data about the therzneutic
chemical substances and treatments that have been £:5con-
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unued or prescribed as interventions retative 10 the emer.
gency.

5.8.% Progress Notes/Clinical Course—Components which
form an ongoing chronological picture and analysis of the
clinical course of the pauent dunng the emergency.

$.8.10 Therapies/Procedures—Dita elements which de-
scripe all procedures performed for diagnostic. exploratory,
or gsfinive treatment purposss including transfusions and
phvsizal. occupational. respiratony, rehabiliative, or menual
neaks tnerapies provided as a result of the emergency.

1810 Disposison—Data elements which describe the
pauent’s desunauon and siatus at discharge. and 2 bnef
¢ischarge summanry.

3.5.:2 Charges—Charges represent billing 10 the patient
inctvoing procedures and services rendered by care provider/
prazuhiongr, and associates during the emergency.

5.9 Authorship, authenucity, and validation are explained
24 foliows for documenting and managing the data included
tn lhe computenzed pauent record. Definiuons for these
concepls are being developed by another ASTM committee.

4.1 authorship identifies the pracutioner who is the
author responsible for the action/entry.

39.2 Authenticity validates the author via 3 volumary
secondary process (signature. biometric identifier, computer
Key. 81,

5.9.3 Validation provides reference information to eval-
uate the accuracy of the information being entered.

564 The spccaﬁcauons for \hese types of processes are P

not pan of the focus of 1his guide but will be included withips:

the specifications for ihe CPR 2s 2 whole. ‘
210 auribute values are not included 1n this vers:on of
lnc guide. These values wili be incluged in 1he next versign -
25 part of an appendis that will reference each data element
included within this guide to those siements included in
Guidss E 1384, F 1629. and other existing standards such as
those esiablished by the Joint Commission;:Conditions of
Parnipation for Medicare, bnlfo.mFHos;mal.Duchme,
Ambmalor\ Care Data Sats. and mhcrs prcmouslv identified
n b2l T
5.10.1 By including the nmbu;rval in-an appendix,
thus guide will be able 1o highlight Tafiations in the anribute
valyes for the same data element used’by different users in
diTerent pants of the computerized patient record.
5.50.2 Once the varidus-pans of the CPR have been

defined and coordinatedithe final set of attribute values will

be incorporaied in1o thedmain body of the document.

5.11 Financial chargeswill be defined using 2 uniform
format within all sections of the compuierized patient
racord.

3.11.1 Spectfications for these elements are not included
tn this guide but will be included in the specifications for the
CPR 25 2 whole.

6. Emergency Onset and Stabilization Occurring at Scene
and Enroute {Pre-hospital EMS)

&.1 The data elements presented in this section document

the first level of emergency care. Varizbles that are included
10 the data sel defined and maintained by ASTM Committee
F-30 on Emcrgency Medical Services are so0 marked. All of
the dna elements listed in this seqiion should be completed
for pavients transponted by EMS and for 2l patients who go

directly to the emergency depanment without recgiving care
at the scene or enroute. See Guide F 1629,

6.2 Demogrophics of the Emergency Patient.

€.2.1 Panieni hame—The current name of the pauen:
receiving emergency medical care services for whom ine
record is being created and about whom data are peing
coliected. (F-30)

6.2.2 Pauent Strest Address—Street address of pauc-r
residence. (F-30)

6.2.3 Cuy of Residence—Pauient’s cuv or wownsaiz of
aciual restdence {if applicabie), (F-30)

22 Coumy of Residence—Patient’s county of acuua
residence (if applicabie). (F-30)

6.2.5 Siate of Residence—State, 1emtory. province. of
District of Columbia; where patient resides. (F-30)

6.2.6 Ponial (Zip) Code of Residence—Zip code of az.
tient’s residence. (F-30) -

6.7 Telephone a\umbrr—-Panean pnman 1clephone
number. {F-30) -

§.2.8 Age—The.patitnts age as reponed bv the patient a7
sstimated by the-care provider. (F-30}

£.2.9 Date. of Birth—FPatient's date of birth as reponted b
the pmenz_ordogumemed on written documentauon. (F-30)

6.2 lO.Gadg—Ihe»gcnd‘r of the patient. (F-30)

6.2.11 Rac&'.’:‘:ﬁmcuy—?au-m s ethnic origin coded ac-
cording 10 Dxrec.uve }5 of the Office of Management 2nd
Budger. (F-30) **

6.2.12 Social Security Number—Patient socizl secunty

number. if available and released by the patient accordmg 10
the Federal Privacy Act. (F-30)
T726.3.13 Driver License Number—If available. driver's b

cense number for the patient.

6.2.1¢ Emergency Contacr==The person 1o be noufied 13
cz2se of an emergency. If entered previously. this information
should be validaied and the record updated.

6.2.13.1 Relationship of Emergency Contecr—The relz-

“tionship 10 the patient of the person listed in 6.2.14 as ns

€MErgency conlacL

6.3 Adminisirative: :

6.3.1 Incident Address— Address (of best approximation)
where patient was found, or. if no patient, address 10 which
unit responded. (F-10)

6.3.2 Incidemt Citp—City or township (il applicable)
where patient was found, or 10 which unit responded {(or best
approximation), coded using the FIPS system. (F-10)

6.3.3 Incident Counry—County or parish (i applicable)
where patient was found, or 10 which unit responded {or best
approximation), coded using the FIPS system. (F-30)

6.3.4 Incidem State—Siate, territory, or province. or Dis-
trict of Columbia, where patient was found or 10 which unit
responded, coded using the FIPS system. (F-30)

6.3.5 Location Type/Scene Descriprion—Type of location
where the emergency event occurred coded in terms of the
(ICD-9) E849 place of occurrence codes. (F-30)

6.3.6 Onset Date—Date of onset of symptoms or injun
date. (F.30)

6.3.7 Date Inciden: Reporied—Date the call is first re.
ceived by a public safety answering point (PSAP) or other
designated entity. (F-30)

6.3.8 Time Incident Repurted—Time the call s first
received by 2 PSAP or other designated entity. (F-30)



M £ 1744

6.3.5 Time Dispatch Aouficd—Time of first connecuon
with £MS dispatch. (F-30)

6.3.10 Time EMS Umi Nuiificd—Time response unit 15
nowtfied by EMS dispaich. (F-)0)

6.5.11 Date Umit Notified—Date response unit is notified
ov EMS dispatch. (F-30}

6.3.12 Public Safety Incident Number—Unique number
statewide for each incidem reponed 1o dispateh. (F-30)

€313 Time EMS Unu Responding—Time that the re.
spons: unit begins physical moueon. (F-30)

6.3.14 Time of EMS Arrival ar Scene—Time EMS unit
siops physical motion at scene (last place that the unit or
vehitle $10ps prior 10 assessing the pauent). {F+30)

6.3.1% Time of EMS Arrival i Patrent—Time response
personnel establish direet contact with patient. (F-30)

£316 Time EMS Unn Lef: Scene—Time when the
s+sponss unit began physical motion from scene. (F.30)

6.5.17 Time of EMS Arrival ai Destinotion—Time when
the pauent armves at destination or transfer point. (F-30)

6.3.18 Time EMS Back in Service—Time responss unit
back in service and available for response. (F-30}

€.3.'G Bysiander Assisiance—Coded value 1o indicate
winen 1ype of first aid was administered by 2 non-first
responder at ihe scene. {F-30)

6.3.20 First Responder Organization ldentification Num-
ner=—24 ynique alphanumernc sequence assigned by the state
which ideniifies each first responder organization in the

s:;uc. This number should be lisicd on Lthe provider run PC .

@ wrained first responder was present at ihe scene. (F230

6 3.21 Service Type—=Type of scheculed or uns:hgdu‘ieﬁd-__
© 7 helmet. e1¢.) (F-J0)

‘i

service requesied. (F-30) A&

é..:.:‘.‘ Futient Cure Record Number—Unique agmber

ataw mc for each patient care record (PCR). (F-30)

6 3.23 Agency/Unu '\umbw-—l)mque number statewide
:hat idenufies the agency and unil respondmg 10 an incigent,
(F-30) i

6.3.22 Crew Member Number—-Personnel: -ceruﬁcauon/
hicense number for fim crew. :r;ember -This should be 2
unique identifier statewide:’ 1E=30

6.3.24.) Crew Member“T;pe--}'@c‘or personnel cenifi-
cation/license level for first crew’ membcr (F-30)

$.3.24.2 Crew AMember Status—Coded value 10 indicate il
crew member is designated as responsible for the care of the
patient. an assisant, driver, cic.

6.3.23 Highesi Available Level of Care—This is a variable
derived by the computer afier companing crew member
wdemification with ficensure information on a master fist 1o
indicate highest capability level, for example EMS, para-
medic, for crew members on the run, (F-30)

6.-= Chief Complaini/History of Present lilness:

AN Presenting/Chief Complaini—Patient’s chief com-
pl:um and reusons why patient requesied emergency care.
(F- 30)

42 Sign: and Symptoms Preseni—Coded values to
md:cm the signs and symptoms reporied 16 or chserved by
care provider, (F-30)

6.4.3 Injury Deseription—~Coded values to indicate the
chinical description of injury tvpe and body site (as defined 10
calculate the Injury Severity Score (1S5)) 10 be orpanized as a
mautrix for data collection. {F-30)

6.4.3.1 Injury Inteni—Coded values 10 indicate the inent

_,-{-;

of the individual infiicting the injury. (F-30)

6.4.4 Preesisiing Conduions—Coded values 10 ing:zate
presxisiing medical conditions known 10 the care provige:
(F-30)

6.4.4.1 Presence of Living WillZddvanced Direcirve—
Coded values 10 indicate presence of living will. ao no:
resuscitate orders. or other type of advanced directive tna:
fhas an impact on the level of emergency medical care 10 pe
provided.

6.4.5 Allergies—Coded values 10 indicaie the alierpes
suffared by the pauent that will affect the courss of emsr-

' gency treatment.

6.4.6 Exposure 10 Hazardous Maienals—Coded values 1o
indicate type of haurdous mazenals 10 whigh patent was
exposed.

6.4.7 Cause-of-Injury; C'odf fE-code;—-Thc cause of injen
code (E-cod') is used Tg.indicate the external cause of the
injury, poisoning, or adverse eﬁ'ect related 10 the curren:t
emdrgenr.'\ E-codes.are assigned according 10 the subset of
the E codes ' 1CD-9 that are appropmate for use in the fisl<.
When possible. the.codes should be 2ssigned to indicats wha:
went wTong. what'the patiznt was ooing at the ume. if am
prodncwavege involved, and the relationship of the assailam
10ths \Qn:ifumuh occurred or-whal evidence exisis 1o
indicate salfintent, or both. (F-30)

6.4.2.1 Cowse of Injury Code Sianus—Coded value 10
indicate ifhe designated E-code 15 the pringipal ¢cause of me

_injury or a contributing cause.

6.4.8 Sujety Equipmeni—Safery equipment in use or
depioyed v the patient at ume of the injury (airbag. belis.

6.4.9 Swpecied Alcohol/Drug Use—Suspected alcoho! or
drug use by patient at the time of the emergency. (F-301

6.4.10 Care Provider Impression—Coded values indi-
cating the cars provider's clinical impression which led to the
management given 1o the patient (treatments, medications.
procedures). (F-30)

6.5 Physical Exam and Assessment: Date, Time. and
Value Will Be Recorded for Each Assessment Criteria:

6.5.1 Swstolic Blood Pre::ure—?au-ms systolic blood
pressure. (F-30)

6.5.2 Diasivlic Blood Pressure—Patient's diastolic blood
pressure. (F-30)

6.5.3 Pulse Rate—Patient's palpated or auscultated puise
rate expressed in number per minute. (F-30)

6.5.4 Respiratory Rate—Unassited palient respirzion
rate expressed &s number per minute. (F-30)

6.5.5 Respiratory Efforr—-Coded values indicaiing the
patient's respiratory effort. {This ﬁcld 15 essential for children
18 years or less.) (F-30)

6.5.6 Skin Perfusion—Coded values indicating the pa.
tient's skin perfusion, expressed as normal or decreased.
{This field is essenuial for children 18 vears or less.) (F-30)

6.5.7 Pulse Oximetrp-eOximetry reading indicating level
of oxygen sawgration.

6.5.8 Apgar~—Coded values to measure newborn's re-
sponses after birth.

6.5.9 Time of Witnessed Cardioc Arresi—Time of wit.
nessed cardiac arrest. (F-30)

6.5.10 Winess of CardiacyRespiraturr Areext—Coded
value 1o indicate the type of person who witnessed the



(b £ 1744

cardiac/respiratory arrest. (F-30)

6.5.11 Time of First CPR—le estimate of time of fim
CPR. (F-30)

6.5.11.1 Provider of First CPR—Codded value 10 indicate
the type of person who performed firm CPR on pauent
(F-30)

£.5.11.2 Time CPR Discuntinucd=—Time a1 which med-
ical control or responding EMS unit terminated resuscitauon
¢efTorts (chest compressions and CPR) in the field. (F-30)

6.5.11.3 Time of First Defibrillaiory Shock—Time of first
defibnllatory shock. (F-30)

6.5.11.4 Rewrn. of Sponianeous Circulation—Whether 3
palpable pulse or blood pressure was restored following
cardiac arrest and resuscitation in the field, (F-30)

6.5.11.5 Initial Cardiac Rhythm—=Initial monitored car-
diac rhythm as interpreied by EMS personnel. (F-10}

6.5.11.6 Rhythm a Destination—Moniiored cardiac
ravinm upon arrival at destination, (F-30)

6.6 Orders and Treatment Plans:

6.6.1 Trearment Autherization~—Coded values 10 indicate
. the type, if any, of treatment authorization. {F-30}

6.7 Diagnosiic Tests/Severity Measures.

6.7.1 Serum Glucuse—Patient's biocd sugar level.

6.5.1.1 Date-Time Serum Glucose Measured,

8.7.2 Glaspow Eve-Opening Component=-Patient’s cye-
opening component of the Glasgow coma scale. (F-30)

6.7.3 Glasgow Verbal Response Componeni—Patient's

verbal response component of the Glasgow coma mle

{F-30)
6.1.4 Glasgow Moior Component—Patient’s motor mm
ponent of the Glasgow coma scale, (F-30) -

6.7.5 Glusgow Cuma Score (GCSj—5um to1ai of codcd ‘

vaiues for the Glasgow eve-opening and verbal and motor
responses components. This score will be ¢alculated by the
compuler 5t the time Lthe components ar;»enlered {F-30)

6.7.5.1 Dute-Time GCS Measured, 57507

6.7.6 Revised Trauma Score (RTS)—Sum toui ‘of coded
varues for the respiratory rale. systolic blodd” pressure, and
Glasgow coma score componenu.-‘?ms score.wull be calcu-
lated by the computer ai the umt lhe“componenu are
compuienized. {F-30}

6.1.6.1 Daic-Time RTS Measured.

6.1.7 Ficld Triuge Criteria Jmplemenicd—Coded values
to indicate the field tiage criteria implemented.

6.8 Medication Prafile:

6.8.1 Curremt Medications Taken by Patieni—Coded
value lo indicate medications or potential toxic malerials as
reponed by the patient taken during the lasi 24 h that may
alTect the course of emergency treatment

6.8.2 Medication/Maierial Name——Name of medication
provided to patient as coded according 1o groupings used in
the American Hospital Formulary Service (1993), nonpre-
scription medications, or unonthodox treatments that may
have an adverse effect on the patient. (F-30)

6.8.2.1 Dosage of Medication/Material.

6.8.2.2 Rowe of Medication/Material,

6.9 Progress Notes/Clinical Course:

6.9.1 MNarrgtive—A narrative describing the unique as-
pects of 1his palient’s emergency, treatment, and disposition
not recorded clsewhere.

6.9.2 Complications=-Coded values identifying differen:
types of complications.

6.10 Procedure/Therapies:

6.10.1 Procedure/Therapy Name—Coded value 10 wden-
tify the procedure/therapy performed. (F-30)

6.10.1.1 Toial Procedure/Therapy Attempis—Total num-
ber of atiempts 1o complete procedure/therapy. (F+30)

6.10.1.2 Date-Time of Procedurc—~Repon date and ums
for each procedure/therapy listed.

6.10.1.3 Materiais Used—Coded values 1o indicate mate-
nials used 10 perform the procedure/therapy listed.

6.10.1.4 Praciitioner ID Who Performs Procedure/Ther-
apy—Identification number for practitioner who performs
the procedure. This-number i Jinkable to 3 master file that
conlains descriptive information about me practitioner.

6.11 Dusposition: .

6.11.1 Desiination De:emunam—(;oded values ident-
fying the person determining<ihe rea;on for the transpon
desuinavion. Fie

6.11.2 Destinalion "Deurmmauon—kmon 2 transport -

destination was selected, (F-30)

6.11.3 De.mnmwnﬂ'mnsfemd io0—Health care facility or
pre-hospmﬁ*mome that received patient {rom EMS
respoader pm‘ﬁ;-ﬂm record. Facilities should be recorded
by :denuﬁunmuumbcrs which are unique statewide. {F-30)

6.11.4 Jnc:dﬂlm‘mrm Disposition—~End result of EMS

- Tesponse. This will provide information zbout the reasons for
* which EMS is notified, correlated with the vltimate incident

6.11.4.1 Condition on Arival ai Destination-~Coded

‘vaives 10 indicale the patient’s condition on arvival at the

hospital.

6.12 Data Element Definitions—The definitions for the
data elements listed in 6.1.] through 6.1.10 duplicaie thosc
presented in the Guide F 1629, These definitions will be
updaied as Guide F 1629 is updated.

6.13 Sources of Emergency Daia Related to Pre-hospital
Emergency Care to Be Included in or Linked 10 the Compun-
erized Patient Record:

6.13.1 EMS Patient Care Record—An EMS .record is
initiated for each patient wansponied by an EMS service.
EMS services include first responder, basic life support.
advanced life support, air transport, other transpon, and
transfer, The dau collected by the EMS record are described

. in Guide F 15629.

6.11.2 Police Crash Data=—The police crash dawa set
describes the time of onsel, the characieristics of the ¢rash.
the type of vehicles involved, the behavior of the occupants
in 1erms of their utilization of protective devices, and the
speed of the police response. All of these factors influence
patiem outcome. The data set as a whele may be hinked
retrospectively 1o injury records to evaluvate medical an¢
financial culcomes for victims of motor vehicle crashes.
However, the computerized patient record needs only the
crash data that have a bearing on decisions relaled w0
cheosing the most appropriate medical treatment,

6.13.1 Poison Control--The poison control data include
information about the time, type, mode, form, name, and
amount of poison ingested.

6.13.4 Person-specific Uniform Crime Record—Police
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tnme daw include information about time and the type of
weapon used, ’

6.13.5 Emergency Medical History Storage  Sysiems
{Medic Alent. eic.)—Patients with unstable chronic condi-
tons which may become emergencies (diabetes, cardiac, etc.)
fay store relevant pontions of their medical hisiory to
facilitaie heatth care during an emergency. This information
Is accessible through a validated access process by all medical
personnel who need the information ai the time of patient
care.

6.13.6 Other—Qther data sources also should be consig-
ered for hinkage 1o the EMS record. These sources include
¢a:2 from workmen's compensation, OSHA data files, stc.

7. Emergency Diagnosis and Treatment at Emergency De.
partment/Qutpatient Care Facility

7.1 Data elements are added 10 the documentation during
the second level of emergency care.

1.2 Demuyraphic:

7.2.0 Emergeney Conmtuct—~The person to be notified in
case of an emergency. If entered previously, this information
snould be validaied and the record updated.

1201 Relationship of Emergency Contact—The rela-
tionship to the patient of the person listed in 7.2.1 as the
emergency conlact. '

1.2.2 Emplovment Status—Coded value 10 indicate cur-
rent Job status. type of work. and other work-related infor-
mation impontant for discharge planning.

7.2.3 Living Arrangemeni—Coded value 10 indicatedevel -

of social suppon relative to discharge planning. 1=

7.2.4 Other—Coded vaulue 1o indicate religion when ap-

propriate.

7.3 Admunistrative/Diugnosis Summary:

i.3.0 Facitity Identification Number—The unique identi-
ication number statewide for the facility-where the patient is
provided with emergency treatment .and:-a‘diagnosis.

1.3.1.1 Mode of Arrival for Patient=~Céded  value 10
indicate the mechanism of transport:for- patient seeking
emergency treatment. . L '

7.3.2 Source of Admission tovEnmergency Department—
Coded value 10 indicate if visit represents a transfer from
~ another facility or a revisit to the same ED where patient
received care pnor to admission to the emergency depan.
ment, ete. _

1.3.2.1 Type-of Facility/Unit—Coded value 1o indicate
the type of-facility.

1.3.3 -Date-Time of . Registraiion—The date and time -

when the patient is admitled to the emergency outpatient
facility. '

1.3.3.1 Person Registering/Updating Record--The per-
manent identification number of the individual who is
responsible for regisiering the patient or updating the pa-
ueat’s record. Documentation of this identification is perma.
nent and will not be eliminated when the record is updated
the next time in order to ensure creation of an audit traii of
aclons. ‘

1.3.4 Practitivner(s) Ideniification Name—Name of the
practitioner(s) providing/coordinating the medical services
10 the patient in the emergency depariment. .

1.3.4.1 Practitioner(s) Identification Number—Identificas
tion number(s} of the practitioner(s) having major responsi-

DRAFT

bility for providing/coordinating the medical' services £roe
vided in the emergency depariment 10 the pauenl. Trnis
number links 10 a reference file to indicate Specialty arsa.
license number, and other pentinent information aboul e
pracutionern(s).

7.3.4.2 Practitioner(s) Status Code—Coded value 10 ingi-
cate level of responsibility for this emergency patient :n
charge, provided care, erc.

1.4 Chief Complaint/Historv of Present liness:

1.4.1 Pauemt Classification ai Triage-~Coded value :c
distinguish patients suffering life-threatening condinons
from those with less serious problems.

1.4.1.1 Time Triage Begun—Time the patient is seen or
initial medical assessment 10 determine iriage status.

7.4.1.2 Time Trigge Ended—Time iriage is completed for
the patient, T '

74.2 Legal Swatus of-Patien~~Patiemt status as on a
police hoid or involuntary commitment such a¢ Jjail hold, exz.

1.4.3 Chief Camplaint—Narrative and coded value ds.
scribing the patient's presentling complaint as reponec a!
triage by patient or by EMT.

1-4.4 Time Assigned 10 Treaimen: Room—Time patient
is assignedidrraiment room. .

1.4.5 YpteEatiens First Seen by Physician,

1.5 Physical Exam and Assessmeni—Assessment of the
patient's h:sgm and signs relevant to the patient’s ema:-
gency diagnosis, treatment, and referral activity oceurring at
the time of illness/injury. (See 6.5 for ASTM F-30 definitions

~of variabies). The system shall allow for multiple assessmeris
-2t different times by difTerent practitioners.

1.5.1 HWeiglt—Esiimated or measured weight of pauen;
in appropriaie units.

7.3.2 Sysiolic bleod pressure. (F-30)

7.5.3 Diastolic biood pressure. {F-30)

7.5.4 Pulse rate. (F-30)

1.3.5 Respiratory rate. (F-30)

7.5.6 Respiratory effort. (F-30)

1.3.7 Skin perfusion. (F-30)

1.5.8 Pulse oximetry. (F-30)

1.5.9 Cardiac rhythm. (F-30)

1.5.10 Apgar score (if newborn). (F-30)

7.5.11 Visual aciity.

" 7.5.12 Fetal hean tones.

7.5.13 Intake (by mouth, by vein).

7.5.14 Output (nasal gastrie, chest tubes, urine, emesis).

1.5.15 Anerial pressure,

1.5.16 Intracraniai pressure (ICP).

7.5.17 Ceniral venous pressure (CVP),

7.5.18 Glasgow Coma Score (GCS)—Sum tota] of codac
values for eve opening. verbal, and motor responses io
specific stimuli. ,

1.5.18.) Daie-Time GCS Meusured.

7.5.18.2 Memal Status—Memal status as indicated by ihe
mental status exam criteria (affect, haliucinations/delusions,
suicidal ideation. homicidal ideation, basic intelligence, judsg-
ment, insight, sensorjum).

1.5.19 Practitioner(s) Identification Numberfs) Jor Assess-
meni—Identification number of the practitioner(s) perform-
ing/updating the assessment of patient history of the eme:-
gency. The praciitioner may be a physician, nurse, or allie?
health professional. This number links to 2 reference file 1o
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indicate name, specialty area, license number and other
~ertinent informauon about the practitioner(s).

7.5.19.1 Date-Time of the Assessmeni—Date and time the
assessment 15 performed.

% $19.2 Practitioner(s) Status Code—Coded value 10 in-
dicate level of responsibility for this emergency patient: in
cnarge. provided care, €ic.

1330 Risk/Complicating Faciors—Coded value 10 indi-
cate allergies. contagious cONGITONS. complications, past
madical history. current medications that may have an
impact on the diagnosis and treatment of the emergency.

73] Work/Activity Relatedness—If  applicable and
known. a coded value 1o indicale if onset occurred or was
caused at the work place, or both,

3.6 Orders and Treatrmeni Plans:

5 6.1 Order/Treaimem Pian Code—Coded value to indi-
cat= order or ireatmen! plan.

= &.1.1 Practitioner(s) Identification Number Generaling
the Order/Plun—I|dentification of the practitioner(s), in-
cluding physicians, nurses. and allied health professional,
generaung the order/ireatment plan.

7.6.1.2 Panent Acuity—lndication of patient acuity by the
pracuiionen(s).

5.6.1.3 Date-Time of Order/Plan.

1.6.1.4 Date-Time of Compliance.

7.7 Diugnostic/Severity Tests:

7.7.1 Severity Measure:

patient in the emergency outpatient facility. This number
links 10 & reference file 10 indicate specialty area, heense
number, a2nd other pertinent information about the consuit.
any/specialist.

79.1.1 Daie-Time Consufiant/Specialist is Called—Datz
and time consultant/specialist is called 1o see pauent in the
emergency outpatient facility. :

79.1.2 Date-Time of Phone Response by Consuhant/
Specialist—Date and time of phone response by consuliant,
specialist.

7.9.1.3 Date-Time Consultani/Specialist Arrives in ED—
Daie and time consultant/specialist amves 10 see patient in
the emergency outpatient facility.

7.10 Therapy/Procedure: _

7.10.1 Procedure/Thérapy Name—Coded value based on
standardized coding schemes {such as the HCFA Common

- Procedure Coding System (HCPCS)) for ali significant pro-

cedures/therapies (nursing, surgical in-nature. carry a proce-
dural risk, camry anl-anesthetic risk, require specialized
training. etc.). - :

7.10.1.1 Date-Time .of Procedure/Therapy—Repon date
and time for each procedure listed.

1.10.1.2 Marerials Used—Matenials used to perform the
procedute/therapy iisted. -

1.10.1.3 Praciitioner ID Who Performs Procedure/Ther-
apy—I1demification number for practitioner who performs

- the procedure/therapy. This number is linkabie 10 a masier

1.7.1.1 Burn Severiny—(1) Percent of body burned withzf?},ﬁle that contains descriptive information about the practi-

first-degree burns. (2) Percent of body burned with second-
an-dsgree bumns. {(J) Percent of body burned with_thirds

degree burns.

= = 1.2 Duic and Time Burn Severity Measured.

7.2 Diugnosuc Test Tipe Ideniification Number—|den-
tification number of tesis) taken in the emergency outpa-
Lient Tacility, e

=771 List of tests imponant 10 emeérgency. medical care
1o include; Xrays, if needed. toxicology .screen, pregnancy
test. SMA-6. CBC. anerial blood- gases;"EKG; ‘urinalysis,
blood type and screen, and amylasel - . ..

7.7.2.2 Specimen Taken Jdentificatio “Number—\dentifi-
~ation number of lype of specimen if ‘collected.

(1) Timae of Order for Specimen.

(2) Collection Date-Time—Date-time when specimen col-
iecled, . -

793.3 Measnrement ddentification Number—1dentifica-
lion number of 1est performed. This data element includes
X.rav. radiographic. diagnostic testing. eic.

11y Time of Order for Tesi.

{2) Testing Date-Time—Date-time when 1est performed.

{3} Fafie—Results of the test identified.

(4) Units—Unit of measure for the test identified.

1.8 Medication Profile:

7.8.1 Medication Code(s)—Coded value for all medica-
tions given to the patient during the encounter.

7.8.1.1 Date-Time of Medication(s)—Repon date and
uime for all medications listed.

1.8.1.2 Dose of Medication.

7.8.1.3 Route of Medication.

1.9 Progress Nuotes/Clinical Course (sce 6.5):

1.9.1 Consultamt/Specialist Identification Number—Iden-
lification number(s} of the specialisi(s) who cxamine the

tioner. -

3.1l Disposition:

9.11.1 Patient Outcome/Diagnosis al Discharge—Coded
values to indicale the final assessment/diagnosis descnbing
reason for treatment at the emergency dspartment 2nd

. reason for disposition.

1.11.1.\ Practitioner 1D Who Performs Final Assess:
meént—Ildentification number for practitioner who performs
the final assessment of the patiens at discharge. This number
is linkable 1o a master file which contains descriptive
information about the practitioner.

7.11.2 Date-Time Admitting Contacted for a Bed—Date
and time when process begun 1o admit patient as an
inpatient. |

7.11.2.1 Date-Time Bed Assigned=—Date and time bed
assigned 1o patient.

7.11.3 Date-Time Patiem Discharged from ED—Dale
and time patient discharged from emergency depantment.

7.11.4 Disposition To—Coded value 10 indicate disposi-
tion of the patient.

7.11.4.1 Date-Time of Death—Date and time of patient’s
death while admitied as an inpatient.

7.11.4.2 Discharge Transport Mode—Mode of patient
transpon after discharge.

1.11.5 Patient Instructions—Coded values 1o indicate
next level of care for the patient.

7.12 Sources of Emergency Daia for Computerized Pa-
tient Record:

1.12.1 Emergency Department/Quipatient Emergency Fa-
cility Record—Different types of data are collected afier the
patient armves at an emergency outpatient emergency fa-
cility. This information includes patient regisiration, symp-
toms, complaints, diagnostic information, medical treat-
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meni. and dispesiuion. Dunng severe emeresncies. diagnostic
and treatment information may be ¢ollected simultzneousiy
with the pauen! reistration informarion.

T2 Patient Regusiration—Patien registration  data
ars uploaded from the EMS recorg when th: patznt s
\ransponted by EMS or coliected at the ume of admission
{rom pauents who go directhy 10 the emergency depanment
10r treatment.

TA20.0 Sympioms/C Omp{amu/D:agnosm—-—Diagnosnc
12sts are ordered by means of clinical orgers. descrided in
Guide E 1384 The ume. date. and results of such tests will
o¢ filed tn the Diagnosuc Test Seement of the cars record.

Y205 Medicai Treatmeni—Atending and consulung
medical/mental health professionals may be utilized during a
given emergency episode.

7.12.2 Emergency Deparimen; Log Daia Set—The log is
produced from a very rudimeniary computer-based abstract
of the pauent record. Having the log computerized provides
2 database. which is 2 valuable management 10ol. It allows a
rumber of repors 10 e produced 10 meet acerediting and
licensing nesds.

71220 Descripion—The emergency depanmen: log
documents the activiny of the ED. It records patien: identi-
fizrs. mode of arrival, presenting complaint. dats and time of
admission, discharge diagnosis. etc. All of the information
may be exponed from the patient record 10 create the log.

8. Emergency Surgical 2nd Medical Therapy at,ti@i}ﬁ}g}a—»
tient Acute Care (Secondary or Tertiary Care) Fagility:. -

§.1 Data elements added to the documeniation during the
:npauen: levet of emerpency care,

8.2 Demugruphics (see 6.2 and =

£.3 A4dmumsiraivesDiagnostic Summany:

8.3.1 Hespitai Ideniification Numbér—a unique institu-
tional number siatewide to allow:Tor yaéking and tinkage of
multiple records. A S

8.3.2 Patieni Inpatient Ieentification Number—A unique
identification number agplicab] e patient only.

8.3.3 Date-Time Patitnr A dmitted as an Inpatieni—Date
snd time the patient is admitted.as an inpatient.

8.3.4 Tipe of " Admission~Coded value 10 indicate
whether patient“admission was unscheduled or scheduled
with less than 24-hinotice. :

8.3.5 Source of ‘Admission—Coded value to indicate
where patient came from prior 10 being admitted as an
inpatient. ' '

8.3.6 duending Physician Identification Number—The
:dentification number of the clinician of record at discharge
wno 1s responsible for the discharge summary,

$.3.6.1 Professional Specialty of Auending Physician-—
Professional specialty of allending physician.

8.3.7 Discharge Diagnoses Codels,—IC D-9.CM discharge
code(s) indicating reason for admission or lreatment as an
tnpatient.

8.3.7.1 Ducharge Diagnosis Code Status—Coded value
to indicate if the code is the principal or other reason for
admission/ireatment.

8.3.7.2 Qualificr for Diagnises Code—Coded value to
indicate for cach diagnosis whether onset occurred before or
after admission.

8.3.7.3 Cause of Death Code-—Coded value 10 1né:a:s
the pnmary cause of death. ,

§€.3.8 Cause-of-Injury Code (E-Code,—The cause ¢ :-.
Jury code (E-code) for the external cause of the primin

CRIURY. poisoning: or adverse effect related 10 the syums--

emergency. E.codes are assigned according 10 the sysss: 7
the E-codes in ICD-9 that are appropriate for use in the s,
When possible. the codes should bs assignad 10 1ndicaye -
wint wrong. what the patient was doing at the ume. &7 zn
products were involved, and the relauonship of the assz; zn:
to the vicum if an assault occurred or what evidence exisu io
indicate self-inteni. or both.

§.3.8.1 Cause of. Injury Code Status—Coded valys 1=
indicate if the code is the pPRncipal-cause of the injun oz
contributing cause. Co

8.4 Chief Complaint/History of. Present Iliness—$ae *.:
and complete this sectivn if the ‘emergency patient was
admitted diresuyias an inpatiem without recsiving cars a:
the scene by EMS or in the emergancy outpatient/de=an.
ment facility.

8.3 Physical Exam and Assessmeni—

st

AN

Osis. Treatment, and referral a UvIty occumag a:
the umeSof illness/injury. The system must allow for
muliiple atsgcs'smems at different times by different praciiio-
ners.
Weight:
Systolic blood pressure.
Diasiolic blood pressure.
Pulse rate,
Respiratory rate.
Respiratory effon.
Skin perfusion.
Pulse oximeury.
Cardiac rhythm.
10 Apgar score (if newborn).
A1 Visual acuity, -
.12 Feuwl heart 1ones.
13 Intake (by mouth, by vein).
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4 Cutput (nasal gastric, chest 1ubes. urine. emes:s).
5 Anerial pressyre.

6 Intracranial pressure (ICP).

7 Central venous pressure {CVP).

8.5.18 Glasgow Coma Score (GCSj~Sum to1al of codec
values for eye opening, verbal, and motor responsss 1o
specific stimuli.

8.5.18.1 Date-Time GCS Measured.

8.5.18.2 Moental Stotus—Menual status as indicated bs ihe

menta! status exam criteria (affect, hallucinations/delusions.
suicidal ideation, homicidal ideation, basic imelligence. judg-
ment, insight, sensorium).
- 8.5.19 Practitioner(s) Identification Number(s; jor Assess.
meni—ldentification number of the practitioner(s) perferm-
ingfupdating the assessment of patient history of the emer-
gency. The practitioner(s) may be 2 physician. nurse. or
allisd health professional. This number links 10 a reference
file 10 indicate name, specialty area. license number. 2nc
other pertinent information about the practitioner(s).

8.5.15.) Date-Time of the Astessment—Date and time 1he
assessment 1s performed.

8.5.19.2 Praciitionerts) Status C. ode—Coded value 1c in-
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dicate level of responsibility for this emergency patient: in
charge, provided care, gic.

8.6 Orders and Treaiment Plans:

8.6.1 Name of Order/Treatment Plan—Coded value 10
indicate name ol order or type of treatment plan.

8.6.1.1 Pracuitoner(s) ldentification Number Generating
the Order/Plan—identification of the practitioner(s), in-
ciuding physicians. nurses, allied health professional, gener.
aitng the order/ireaiment plan.

8.6.1.2 Paten Amxnblndicauon of patient acuity by the
pracuuoncr(s)

86.1.5 Date-Time of Order/Plan.

8.6.1.4 Date-Time of Compliance 10 Order/Plan.

8.7 Diagnostic/Severity Tests:

8.7.1 Severity Measure:

8.7.1.1 Burn Severity—{!} Percent of body burned with
first-degres burns. (2) Percent of body burned with second.
ary-degree burns. (J) Percent of body burmed with third.
degree burns.

8.7.1.2 Daie and Time Degree of Burn Thickness Mea-
sured.

8.7.2 Diagnosiic Test Type !dennf' cation Number—Ilden. |

ufication number of 1esi(s) taken in the emergency outpa-
tient facility.

8.7.2.1 List of tests imponant 10 emergency medical care
to include: Xrays, if needed; 1oxicology screen; pregnancy

test: SMA-6; CBC: anenal blood gases; EKG: urinalysis; .-

bloed type and screen; and amylase.
8.7.2.2 Identification Number of Specimen Taken—ldcn-
iification number of the type of specimen collecied.
(1) Time of Order fur Specimen,

8.10 Procedure/Therapy:

8.10.1 Procedure/Therapy Name—Coded value bassd or
standardized coding schemes {such as the HCFA Commor
Procedure Coding System (HCPCS)) for all significant pro-
cedures/therapies (nursing, surgical in nature. camry a proce-
dural - nisk, carry an anesthetic risk, require specializes
training. ec.).

8.10.1.1 Date-Time of Procedure/Therapr—Repont dats
and.time for each procedure listed.

8.10.1.2 Materials Used—Materials used 10 perform the
procedure/therapy listed,

8.10.1.3 Number of Days on Ventilaior—Number of davs
patient required ventilator support.

8.10.1.4 Practitioner D who Pecforms Procedure/Ther.
apy—Ildgntification number for pracuuoncr who performs
the proccdure/therapy This number is linkable 1o a. masts:
file that containg ducnpuvetmfonnanon about the pracu-
uoner,

8.11 Clinical Semce Providing Trea:menf

g.11.1 Name of Clinical Service—Coded value 10 indicats
clinical services provaded t¢ patient for conditions tha:
aflected the-hospita) stay.

811 L f Time Admission 1o Clinical Service—Date-
time when room; bdard, and continuous nursing service are
begun for spec:‘ﬁ;:dxmca.l service. '

8.11.1.2 Dai&Time Discharge from Clinical Service—
Date-time when room, board, and continuous nursing ser-

- -vice are discontinued for specific clinical service. o
. -:8.11.2 Patient Transfer Type—Coded value 10 indicate
-‘movement of inpatient either physically or administrativei:

" between nursing interclinical care units and services.

(2) Collection Date-Time—Date-time when specimen col-

lecred,

8.7.2.3 Measurement [dentification Number-—-ldenuf' ca-
uon number of the test. .

(1) Time of Order for Test. STl

(2) Testing Date-Time—Date-time ‘wher

{3) Value—Results of the test 5

(4) Units—Unit of measure:for,th

8.8 Mcdication Profile: . R

8.8.1 Medicaiion Code(s)—Codcd’%'a ue for all medica.
uons given 10 the patient during the encounter.

8.8.1.1 Dute-Time .of. Medication(s)—Repon date and
time for all medications ; hsxed

8.8.1.2 Daseof Med:aauon.

8.8.1.3 Route of Mep&cauou

8.9 Progress NutesyClinical Course {see 6.5 and 7.5):

8.9.1 Cunsultant/Specialist ldentification Number—lden-
ufication number(s) of the speciaiist(s) who examine the
patient in the hospital inpatient facility. This number links 10
a reference file 10 indicale specialty area, license number, and
other pertinent information about the conmlum]spccuhsl

8.9.1.1 Duwe-Time Conml:am/Spmalm is Called—Date
and ume consultant/specialist is called 10 see patient in the
inpatient facility.

8.9.1.2 Daie-Time of Phone Response by Consullant/
Speciulist—Date and time of phone response by consulzaml
specialist.

8.9.1.3 Date-Time Consuliant/Specialist Arrives in ED—
Dute and time consultant/specialist arrives to see patient in
the inpatient facility,

8.11.3 Complications—Coded value 10 indicate complicz-
tions.

.12 Disposition:

8.12.1 Date-Time Discharge from [npatient Care—Date-

lime when room, board, and continuous nursing services are

discontinued and the hospital formally releases the patieni
from the hospital as an inpatient.

8.12.2 Patient Siatus at Discharge—

8.12.2.1 Name of Discharge Funclional Independence
Measure (FIM)—Coded value at time of patient discharge
from inpatient care 1o indicate test criteria for levels of
movement, daily activities of living, cognitive functioning.
e1c.

8.12.2.2 Value of FIM Elemeni—Coded value 1o indicate
leve! of functioning relative to the measurement criteriz
reported.

8.12.3 Paiient Disposition Destination—Coded value 10
indicate disposition destination of the patient.

8.12.3.1 Date-Time of Death—Date and time of patient’s -
death while admitted as an inpatient.

8.12.3.2 Cause of Death—Coded value 10 indicale pn-
mary cause of death.

8.12.3.3 Discharge Transport Mode—Model of patien:
transport after discharge, -

8.13 Sources of Inpatient Daia for or w0 Link to the
Compuierized Fatient Record—Inpatient Medical Record—
The inpatient medical record documents the detailed clinical
information describing the sequence of diagnostic and treat-
ment procedures provided to the patient afier admission 1o
an inpatient acute or tertiary care facility.
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9. Otber Documentation of Instances of Emergency Care as ap inpatienL_ In addition i usually includes detaiisd
9.1 Emergency care is also documented in the registries clinical mfom;;uox:_n tlhat uuscﬁ_xl 10 Ssupport activities rejatad
for traums and heag /spinal cord injuries. 0 rauma epidemiology, quality assurance, case manage-

. . . ment, medical outcome, injury prevention, and nsk manage-

9.1.1 T’““’.""- Head/Spinal Cord Injury Regisiry Daia ment. Some registries include level of functioning informa-

Set—The regstry data sers relevant 1o emergency care u - -
o - - on at the time of discharge.

include the trauma and the head/spinal cord Injury registries.
Someumes poisonings are also tracked. 10. Keywords

9.1.t.1 Description—Registry data includes a subset of the 10.] computerized patient record: emergency depanimen:
data provided by emergency medical services at the scene,  dara e, emergency medical care; inpatient data ser: ore-
enroute, ai the emergency department, and after admission hospital EMS data set
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