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Quality Assurance of Electronic Medical Records:  Auditing, Reporting, & Monitoring of Electronic Medical Record Documentation
Purpose:  To define and explain the approved requirements and procedures for the management and oversight of the Anasazi Electronic Medical Record (EMR) software in order to guarantee compliance with Bluebonnet Trails Community Services (BTCS) applicable rules, standards, and regulations. The operating procedure addresses: Responsibilities, EMR System Access, EMR Quantitative & Qualitative Monitoring & Reporting and EMR Edit & Correction Functionality
Procedures:

A. Responsibilities:

1. Staff will adhere to BTCS approved training instructions when using the EMR system

2. Supervisors will provide analysis and monitoring to ensure that BTCS protocols are followed by Staff using the EMR system

3. Supervisors will participate in the collection, dissemination and corrective actions necessary to maintain the integrity of the EMR system.

B. EMR System Access:

Access and use of the EMR system is based upon successful completion of the designated training for the following :
· EMR Assessments & Progress Notes Training 
· EMR Treatment Plan Training 
· Electronic Signature access is restricted to the active credential status of each Staff

C. EMR Quantitative & Qualitative Monitoring & Reporting

The following Reports will be generated by Supervisors with responsibility for Clinical Staff using the BTCS EMR :
1. Duplicate Services Report – Designed to identify duplicate and/or overlapping services. The report must include at a minimum the following selections: 4 digit location number of the Clinic, Service Date From and thru and Exclude Service Code selections for Bed days and no shows. Additional selection variations should only be made in consultation with the relevant Program Director.

2. Non-Final Approved Progress Notes Report – Designed to identify Incomplete Progress Notes. The report must include the 4 digit location number of the Clinic, Progress Notes Date From and thru. Additional selection variations should only be made in consultation with the relevant Program Director.

3. Assessment Listing Report – Designed to identify Incomplete Assessments. The report must include the 4 digit location number of the Clinic, Assessment Types, Assessment Date from and thru with a selections of “Not Approved” and “All” clients. Additional selection variations should only be made in consultation with the relevant Program Director.

All EMR Users will review information displayed on their Clinician’s Homepage. Assessments and/or Progress Notes found to be incomplete or Treatment Plan Pending/Past Review (Red Bang Alert will indicate incomplete/pending status) must be completed and electronically signed immediately. Unresolved services must be brought to the attention of the Staff author by email with a copy of the notification to the Supervisor.

In addition, the Supervisor will utilize the Clinician’s Homepage (Manager Edition) functionality to review potential incomplete data sets displayed by Staff ID.
In circumstances where the Report/Homepage indicates that services are overlapping/duplicated/incomplete/pending/past review or entered late, the designated Supervisor will agree corrective actions with identified Staff and monitor the corrective action on a weekly basis. 

Designated Staff (Quality Management & Supervisors) will examine the clinical integrity of EMR documentation using approved BTCS & other regulatory audit standards and procedures.

Sample documentation may be selected from the individual Staff Clinician’s Homepage view or via an Assessment Listing and Client Services Report

D. EMR Edit & Correction Functionality

Staff will adhere to the rules for completion of edit and correction of duplicate/overlapping or erroneous entries as specified in the BTCS procedures.

Staff will contact the BTCS EMR Administrator/Designee to request assistance with the management of electronic documentation issues. 
Technical assistance or Refresher Training may be requested at any time via email to the EMR Administrator/Designee

ATTACHMENT
List of Electronic Anasazi Forms (As of September 1, 2009)

The following forms are available in the EMR system for use by staff and do not have to be printed for service dates beginning October 1, 2009, If document must be mailed/presented to the consumer an original will be printed but a copy is not needed for the consumer paper record.
Mental Health Progress Notes
Adult RDM-Direct Entry
BDSS-Bipolar Disorder Scale

C/A RDM-Direct Entry

Crisis Respite Intake Assessment

Crisis Respite Plan

Crisis/screening Treatment Plan (TP)

Death Summary MH

Denial of Services Letter (must be printed and mailed/presented to client, copy remains in EMR)
Denial of Svc, Mcaid Fair Hear (must be printed and mailed/presented to client, copy remains in EMR) Diagnosis-MH

Diagnosis MR Supplement

Discharge-MH w/Fair Hearing (must be printed and mailed/presented to client, copy remains in EMR)
Discharge Summary MH

Group Progress Notes

Individual Service Plan

Interim Treatment Plan (must be printed and mailed/presented to client, copy remains in EMR)
LPHA Evaluation C/Y

LPHA Evaluation/Intake

No Show Letter (must be printed and mailed/presented to client, copy remains in EMR)

Person Directed Plan (Skeleton outline used by MR/DD as a portal to enter progress notes)
PSRS/BNSA-Pos/Neg Symptoms

QIDS-Depressive Symptomatology if clinician report (client report is not in the EMR and is filed in the paper record)
Screening Assessment

Suicide Assessment (No harm section must be client signed and filed in the paper record)
Treatment Plan

Wait List, Cannot Contact (must be printed and mailed/presented to client, copy remains in EMR)

Waiting List Letter (must be printed and mailed/presented to client, copy remains in EMR)
	
	
	


	
	The following forms are available in Anasazi and must continue to be printed, and filed in the paper record or submitted as required. 
	




Client Injury\Incident 

Financial Addendum


All ECI Forms and progress notes


Medicare D Status



MR/RC



Person Directed Plan-GR


Person Directed Plan-HCS


Person Directed Plan-TxHL

Demographic


MR/DD Progress Notes


MR/DD Service Coordination Assess


QR-MR Review

All forms in Anasazi that require client signatures must be signed by the employee and the client and the paper must be filed in the client record. Ie: financial, QIDS completed by client, OHIO Scales signed by the parent, Consents 
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