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Consults - "Kill or Be Killed"
Good afternoon.  Welcome to class #226, Consults: Kill or Be Killed.  Will you survive it?  I'm Harold Bonds, I am a health systems specialist, clinical application coordinator, informatics support for the GV Montgomery VA Medical Center in Jackson, Mississippi.  My co-presenter this afternoon is Sheri Kreuz who works for the SDS Clin2 Team in Salt Lake City field office.  We're just going to dive right in and get started.

Some of the goals we had in this presentation was to look at some different uses for the consult tracking package, and two of the uses that I'm going to cover this afternoon are an administrative use for our lodger/Hoptel services, disease management for improving patient outcomes.  Sheri is then going to go into some scheduling consult package linkage issues by going over some of the remedy tickets and some of the feedback we've got from some other sites.  And just talk a little bit about survival and some consult monitoring strategies that I've used to help in getting the consults answered at my facility in a timely manner.

The objectives of course is to distinguish those unique innovations, to evaluate application at any site, discuss some lessons learned, and of course the monitoring strategies.

The first one I want to talk about is actually utilizing the consult package for tracking the Hoptel resources.  

One of the things at our facility was that we wound up right about the time we implemented the interfacility consults with an overflow and a lot of problems maintaining our patients that were coming from other facilities to ours for treatment, staying within the budget and the resources that we had allotted for that.  So we looked at, actually pulled together a process action team and looked at our availability, our budget, our staffing, and what could we do to provide a mechanism or new process for maintaining that availability, budgeting, and staffing by the data management using the consult package.

The objective was to better utilize what resources we had and to find a way to keep it tracked, and the way we did it was using the quality management plan, do, study, do, check or act.  And I'm sure all of you are familiar with the process there.  

What we looked at was how could we formulate a process to achieve those goals, to maintain that availability budget and staffing requirements by using the consult package, the TIU package, and the scheduling package interlinked.

This was what we had when we started, this was our routing slip that we would get faxed from the other facilities or from the departments in our own facilities saying this is what we need, this is the date of the appointment, this is how long the person is going to be there, and then it had to go through three or four different levels of approval before that patient was given a bed in the program.  It had to go to the bed service chiefs to the MAS at that time, which is patient account information services now, and then to our chief of staff if it was a facility outside of the medical center.  

So what we did was create a consult request in CPRS for the program and we built that in a template format with required elements so that we could say okay, provide us with all of the information we need to know what kind of care this patient is going to need during their stay for their treatment at our facility.  This was the template as it was built, there have been a couple of modifications in the last year with some additional tests and treatments added to it, but it's essentially the same as it was from day one.  We asked for the patient information, we asked for the provider referring that patient for the services, we asked what kind of treatment they're going to be getting, we asked for caregiver/next of kin information on that templated reason for request.  

Also we ask for a secondary if at all possible, in other words if the first caregiver is unable, to give us the name and address of a second caregiver if possible.  Then we ask for some basic patient information, is this patient oriented, are they mobile, what is their mobility, do they have any vision, hearing problems, do they take their own medication or do they require assistance in medication, are they on oxygen.  That determines where we put the patient for that care.

And then we ask for a list of the medications the patient is on and how they will be transported to the facility, are they using their own vehicle to drive or is the VA arranging transportation, and then some emergency contact information.  

The next step of course was to create the progress note to answer that consult, and this is actually a blank progress note in our text integration package, and actually these slides came from the actual team meeting presentation that we had to the front office once we finished.  We accomplished that in 2002 at the end of the year.

Several different sections are involved in the acceptance or the approval of the patient for the Hoptel program.  So what we had to do was figure out how can we get all of that information and attach it back to the consult.  So we created templates for each one of the different sections, our medical administration service approval, our social work, and our IV team who was actually where the Hoptel program was being placed under at that point in time.

This is our IV team template, it's very simple.  It's approval, disapproval, and a word processing field for them to type in reasons for or against the approval of the services.  

The next template of course is the MAS.  They would tell us okay, patient is approved for inpatient or for outpatient and they have a text box as well to type in any information additionally that they would like to type.

Social work.  They evaluated our patients to see if they met the eligibility standards for Hoptel services, and they made recommendations to our team to say this patient really does because of the treatment they're getting and the extensiveness of their current illnesses they may need to be admitted as an inpatient to the hospital under our bed service chief.  

We went a step further and said okay, how can we track how many patients we have at any one point in time for that Hoptel service?  We created clinics, one for our inpatient Hoptel beds, at that point in time we had eight beds located within the facility and we had ten beds available at an extended stay unit hotel close to the medical center.  So we created an ESA Hoptel clinic and an inpatient clinic where we could track where those patients were and schedule them, and know how many beds we had available at any point in time.

Once we got all of it created, it had to go through the approval process of the front office.  Since it was under the IV team it fell under the auspices of the chief executive nurse, so she blessed the templates and process and put the components in place, we created the teams for the service, and then we implemented the process with some training.  Pulled together all of the members of the teams that were going to be involved in it, the nursing IV access team, the medical administration personnel involved, and the social workers, and each one of them were certified as being trained to know when and how and what to do to attach this to the consult to complete it.

I just have a screenshot here of the Hoptel note title that we used, it's a common title.  Each one of the services has their template under the shared templates folder on CPRS, and it matters not which one answers the consult first with the approval, the other services come behind them and attach their portion of the approval process as addendum to the Hoptel note at that point in time.  And once we got that it took a few weeks to get the clinic set up and everything, and we require that they set up an appointment each day that that patient is in that Hoptel service, and our IV team is actually responsible for putting those patient into that.  They'll block the schedule off on a calendar that they keep, but in the computer they enter the appointments every day.  That's one process I'd like to automate a little bit further, but we haven't gotten there yet.  

Our target date for completion actually was January 1st of 2003.  We trained the personnel, we had the memo from the chief of staff that went out to all of the medical staff in the facility, and instructed them of the major change because it was a major change in our process.

Here are some numbers of where we were in 2002.  I've highlighted the first three lines, a couple of things there.  As you can see, starting in February of 02 we went from $7000 spent per month to $17,000 in September.  Three times what our budget was for our services.  When we implemented this process in December of 2002, in fiscal year 2003, in December of 2002 we went from $18,000 down to $10,000, and down to $6000 in February of 2003.  Within two months of implementing the program.  We stayed within that budget, in mid 2004 we opened up several other services for interfacility consults, and we had to go back to the budgetary committee and say we don't have enough beds to accommodate these patients for these services, we need more.  And they approved our budget almost triple again what we were working under, but we've stayed within that budget since that date and time.

The next area we're going to talk about is more in disease management, and it entails a lot of different packages besides just the consult package, on how we manage our home oxygen patients.  At our facility we don't contract our home oxygen to outside vendors.  We have our own home oxygen program with our home oxygen respiratory therapist, pulmonologist, and nurse practitioners within our own facility.  

So this may or may not apply from all sites, but could be used at all sites.  Our goal was to manage the patients because we found in looking at the patients that we had on home oxygen, they were utilizing paper records still, the respiratory therapists were going out, they were writing everything on paper, it was difficult to find that paper when we needed to find what was going on with a patient.  Follow-up on the home oxygen patients was difficult to track.  So we wanted to look and see how we could manage those patients better through the electronic record.

This is really a, I say a flow map, it really is a flow map, but it's not in flow map format of what we actually did.  We have the initial request, comes to our pulmonary service as a consult.  They would answer it at a progress note using the same template that is in the prosthetics package home oxygen request, and identify the respiratory therapist responsible for the delivery of the home oxygen set-up and monitoring as additional signers.  The therapist would come to the patient's home, they would talk to the patient as an inpatient and instruct them on what they needed to do and how to use it.  Then they would go to the patient's home, set it up, and everything was on paper.  And it wasn't being filed in medical records, which is a violation for Joint Commission.  So we said okay, we've got to change our practice here and fast.  The patients were missed for follow-up in pulmonary clinics.  The prescription tracking process was kept by our nurse practitioner on an Excel spreadsheet, many hours of maintenance and labor.  And a lot of our patients were not being compliant with their prescription and with the safety practices and policies.  

So we had a lot of issues to look at, and the way we looked at it, we said okay, what does the National Leadership Board Home Oxygen Program recommend?  We took their recommendations and we revamped our processes.  We started out with the clinical provider involvement.  Well we already had that with the pulmonologist writing the prescription.  

We required them at that point in time to actually put that in as a home oxygen request to pulmonology.  They completed it and then they sent it to the respiratory therapist.

The second recommendation was standardization of the annual renewal process.  Well that process entailed our nurse practitioner looking in her Microsoft spreadsheet every day or every week and seeing who do I need to rewrite a prescription for?  And in order to move that out of a spreadsheet we implemented using the home oxygen package in the prosthetics software to track the prescriptions.  Now all she has to do is run a monthly report to see who is due for their prescription to expire within the next 30 days, and she knows automatically from that report who needs to be seen, who needs to have a follow-up appointment, and how soon they need to have that appointment, and can rewrite those prescriptions in a timely manner.

The monitoring of the patients is probably one of the most difficult things to do, and we have several templates that I'm going to go over now for the CPRS documentation of that monitoring.  This was our way of saying okay, let's get this all into the electronic medical record, all of the documentation.  You may go out and then come back that evening and do your documentation, but we've got to have it all and it starts with before the patient is discharged to go home.

This is our template that we use for the respiratory therapist to document that information.  They retype in this template the physician's order for home oxygen, they talk with the patient about their smoking history, any safety measures that need to be done there.  If the patient is a smoker they actually talk to the patient about ways to quit and get back with the physician and nurse practitioner to talk with the patient about smoking cessation.  They analyze the patient or assess the patient for any barriers that may exist.  They use the education reminder that we have created to document that.  

They indicate all of the information about the equipment that they are issuing to the patient.  They talk to the patient about emergency disaster plans, 

and follow-up on the patient before the patient is ever discharged to go home.

The next one is the actual initial home oxygen set-up.  

Again we reiterate the goals with the patient of the purpose of the oxygen, the prescription is gone over again and recorded, they assess the home for safety, for the electrical safety, 

for the environment, the type of heat used in the home.  

And reiterate the issue of smoking with home oxygen and the functional limitations of the patient and/or caregiver.  They record the equipment serial numbers, lot numbers, everything again.  

Go through the education, 

disaster plan, goals and follow-up again.

In order for them to do the tracking of the equipment for the patients and for it to be recorded in the prosthetics package as equipment issued to that patient, I had to set up a copy of the prosthetics consult, our prosthetics request.  So I went in the consult management menu, copy prosthetics, selected the home oxygen request, and I added equipment (respiratory) because we also have oxygen request equipment from our sleep lab for the CPAP BiPAPS.  This was the way I could designate it to the respiratory therapist in the home oxygen package program.

Created the dialog templates to attach to the request, and as you can see here, I listed as much – I got with the respiratory therapist and listed as much equipment as I possibly could to where they could just point click checkboxes.  We had a problem with serial numbers on our E-Tanks, and we had a recent recall came from the FDA that required the serial number on our oxygen tanks.  So I had to go back and add that into our template and require that each tank they issued to the patient, that they recorded the lot number and serial number and expiration date of that oxygen tank.  

And not only the ones that they issued to the patient, but the ones that the patient returned.  We wanted to know exactly which tanks that patient had at any point in time. 

The rest of the equipment, the concentrator, the template requires them to put the serial numbers and the quantity of the equipment that they issue to the patient.

The next one is our follow-up home visits.  

We're required to follow up with the patient at the facility every 60 days at this point in time.  They go back, they reiterate the prescription, they look and see how much time and how many liters per minute the setting is on.  They instruct the patient again.  They record on here, on the follow-up, their preventive maintenance checks, their observations of the patient smoking history, and outcomes.  

We also have a couple of home ventilator patients who are on home oxygen.  

That template, they have to go and do a little more extensive documentation on, including all the ventilator settings and the alarm settings on that ventilator.  

They document the home safety instructions and they do the inspection in the home each time they go, and the patient safety education as part of their notes.  The NLB recommendations, numbers 2, 4 and 7, deal predominately with JCAHO standards, or Joint Commission standards now, I believe they just recently changed their name.  We wanted a way to document that we verified that those safety goals were being met.  In those progress note templates we made the changes and incorporated all of those Joint Commission patient safety goals within our templates.

One of the other big things was the patient can decline reevaluation.  Maybe they're noncompliant.  Maybe they're noncompliant with the safety guidelines.  One of the big things that we had to deal with was the VHA Directive 2006-021, reducing the fire risk.  So we developed a way to flag these patients with the patient record flag and the clinical warning notes.  The clinical warning note being posted on all of the patients that had home oxygen, and it was just a simple progress note.  

The provider when she writes the prescription for the patient, puts the note in, says this patient is taking home oxygen, please be aware this patient is on home oxygen, something to that effect.  This was our test note when we first started there.  

Then we used the patient record flag for those patients that are noncompliant with the directive, and we also have a signed agreement that I'll show you in just a moment that we have the patient sign stating that they will not smoke as long as they're on home oxygen.  

And this is what our flag looks like, it's a category 2 flag, and it has worked very well because we have actually had a couple of instances where we've had to use this with a patient because of a fire.

This is the progress note that we created with the short templated text, it says the patient is noncompliant with home oxygen policy creating danger to themselves and to others, the risks outweigh the benefits of home oxygen therapy.  And their home oxygen therapy is terminated, the prescription is terminated and the equipment is picked up at that time.

The recommendation was that we had a home oxygen advisory board and that we had policies that define the responsibilities of that board.

This is a copy of our policy showing the membership of that board, and the functionality of that board.  As you can see we have the home based primary care medical director, our pulmonologist, we have pharmacy service, prosthetic service, acquisition, material management, all of those services involved because each one of them had a part to play in the documentation and in the issuance and treatment of these patients on home oxygen.

Here's our policy for reducing the smoking hazards, and I'm not going to go through everything on this policy, just know it's based on the VHA Directive 2006-021.  

You'll notice in here #7, that patients who fail to comply with the therapy and the smoking guidelines, we refer them to the clinical interdisciplinary team or the ethics committee consultation and determine if we continue the therapy or not.  

That is in each one of the areas that we defined, the inpatient, the outpatient, home care, all of the different services that we provide there.  The main reason I wanted this policy in here was the two attachments here for the no smoking contract and the home oxygen tank exchange order that we have.

This is our no smoking with oxygen contract that we have the patient sign.  It's very simple, states the patient agrees not to smoke near or when using oxygen, they understand the risk, if they smoke they agree to give up the use of the oxygen and report their actions to the medical center.  We also have a portion of the agreement that deals with the caregiver smoking around the patient while they're on oxygen.  

And then we had a few guidelines for tank exchanges.  We had some patients that they were on home oxygen but they were not VA issued home oxygen.  So we had to say what do we do if a patient shows up in the emergency room on home oxygen and their tank is empty and they need to get back home?  Or in primary care for a primary care appointment, because that's where we use our portable tanks.  How do we get them to and from those appointments?  So we had to come up with a way to do some single tank exchanges locally in the facility when patients were that way.  

We also had to look at possibility since a lot of patients may drive 150, 250 miles to come to the medical center, they may need more than one tank based on their oxygen prescription.  So we have two orders that we created and the provider that orders it has to justify why they need an emergency tank exchange instead of the tanks that are issued to the patient at home.

We had a lot of noncompliance with prescription, we had equipment that we had difficulty tracking, and we were looking at decreasing our cost because we had a lot of tanks.

As you can see, in October 2004 we actually issued 936 oxygen tanks to patients in a 30 day period.  By the end of that fiscal year we had reduced that with the monitoring and with all of the processes to a total of 300 tanks per month.  

That amounted to about a $3,500 difference in cost per month.  The best thing that came out of this though was not just the cost savings that we had there.  

This is really the best statistic that came out of that.  Prior to this six year period our COPD patients were hospitalized between four a ten times in the same time frame.  And I say the majority of them, I didn't actually count because as I looked at the statistics it was almost 100%.  During the six year period after we started this, 67 of our 101 COPD patients were hospitalized less than twice during the six year period.  83 of 101 have only been hospitalized less than four times in that six year period, versus four to ten times prior.  So we improved our compliance with the therapy, improving the patient outcome.  These patients are healthier, they're happier because they can stay at home and not have to stay in the hospital more for their disease and for treatments.

And now I'm going to turn it over to Miss Sheri and let her talk about some of the consult scheduling linkage issues that we have.

Sheri:  Last summer we released a couple of patches, one was a scheduling patch and one was a consult patch that provided the functionality to be able to link consults with appointments to better track that process.  So I wanted just to provide a bit of updates on that since last summer, 

and also talk about some process issues, some remedy tickets that have been logged, mention some E3Rs, also discuss CPRS 27 enhancements to consults in general, and also it's not on here, but just to touch briefly on the suicide hotline patch that was released at the beginning of the month.

The service consult schedule management report, which is just a mouthful.  Prior to this report we had the statuses listed there.  

After we released this new report you probably saw quite a bit more statuses, stati, whatever is plural for status.  Statuses I think.  And I'm not going to read those all, but just know that there are more of them.  

A couple of them that I want to pull out and just kind of narratively describe a little bit better for clarification, because there have been some e-mail traffic not really recently but within the last few months, the schedule not linked now status, that means there's the history of a consult being linked to the appointment, but it was later marked as scheduled, and that was marked scheduled manually rather than using the link.  The scheduled linked is kind of self explanatory, consult currently linked to an appointment.  Scheduled never linked is that a consult was marked scheduled manually but with no history of being linked to an appointment.

And then scheduled linked checked out, this is kind of a weird one as I was refreshing my memory.  The consult was completed but there is no note for either of these reasons.  There's an incorrect note title was completed or the note is awaiting provider signature.

Wanted to touch on an issue that's been brought up about no show.  Where we have consults that are linked to an appointment where a patient is a no show, that consult status will change automatically from scheduled back to active when the appointment is updated to no show.  And you will automatically get a reprint of that consult, and that was designed intentionally when Washington, D.C. VA Medical Center, they were the developers of this Class 3 software that we converted to Class 1, and they did that so that we could prevent that consult from being lost.  An issue on the auto-rebook is that that currently allows a DC'd consult to be changed back to scheduled status, when you auto-rebook.

Another issue relating to the cancellation, a cancelled consult can be attached to an appointment in a very specific sequence of events.  The service has allowed the appointment to be made for the consult, and the service would be the consulting service.  The patient was a no show for that appointment, and the service cancelled the consult less than six months ago.  

So there's a very specific consult status history that you'll see on that request that will allow that consult to be relinked to an appointment, however all other consults in a cancelled status are not allowed to be linked back to that appointment.  Any consult that was cancelled initially by the service will not be displayed when you're linking to an appointment.

A couple of remedy tickets we've had so far, this is a display of something we found I guess it's probably been about six months ago, and the problem here is that you get the prompt is the appointment going to be linked to a consult, and then the service is blank.  This is a situation where the name of the procedure is an exact name match to the name of the requesting consult service that's associated with that procedure.  So for example, if the name of the procedure is EKG and the service associated with that procedure is also EKG, then the service is blank.  Now this has been reported to the developers and they're aware of it.  I will tell you that we don't have a lot of time frame, we don't have any time frame yet for these tickets, but just FYI so you know what that specific situation is.

Another issue has to do with the report.  If the service is a grouper and contains other grouper services, those sub-grouper services do not print.  This report was developed by a different person than the original consult development of the initial report.  So there might be a different way that they look at the hierarchy, so just be aware of that.  If you want to run or get that report by a grouper service, you need to know that you need to run those by your sub-groupers.  And again, we hope to fix that, but I don't have any timeframe or a patch yet.

Unscheduled visits came up, and I know that there's something about unscheduled visits that's been in discussion that I don't really know a lot about that, but just know that an unscheduled visit action in appointment management does not prompt a link to a consult.  And I don't know much more than that on that one.  

A couple other issues, and Harold kind of touched on this is that some sites are using the link to schedule patients for a pickup of prosthetic items, and that just might be something that you might want to be aware of.  The electronic wait list is also something that I don't have a lot of experience with, but just know that when a patient is put on the electronic wait list.  This verbiage I'm going to read is information from the Washington D.C. provider that helped in the development and testing of the interface, that if the date the patient was placed on the electronic wait list is after the consult initiation date, then an appropriate action has occurred.  The trick was to be sure that the report will show this fact.  Placement on the electronic wait list does not change the status of a consult automatically.  If the patient is placed on the EWL in response to a consult request, that fact will be noticed when running the consult scheduling management report.  Such consults will be given a pending EWL or active EWL, or schedule EWL status.  And the last one only occurs if the consult was marked as scheduled manually and not with the scheduling interface.  So if you have questions about that, you could write those down on cards for me and I can try to clarify if you do have questions about the electronic wait list.  Like I said, it's not my area of expertise.

Moving on to what is being changed in Version 27 related to consults, we have a new service request to add the desired date to the consult software, so you'll be able to add an earliest and latest desired dates to consults and IFCs to monitor the electronic closure of those consults.  And that's going to be dependent on both the consults patch and probably a health summary patch.

We've had a PSI that's also going to be resolved with CPRS Version 27.  The consults are completed without viewing the reason for the request.  There's going to be a new right click option to the process when you're editing the note to display the details of the consult being completed while you're completing that note.  And also there's going to be some additional 508 compliance fixes for consults.  Okay, the next part again I don't have slides for, because we had to get our PowerPoints loaded on the web by the beginning of August and on August 3rd you all probably know that we released a patch, GMR*3*57, which was the suicide hotline consult.  What this did was implemented and installed into your consult service file 123.5 an entry called suicide hotline, and it automatically put in the IFC sending site of upstate New York.  How many are not familiar with this new process for suicide hotlines?  Okay, I think most of you probably are.  I just wanted to make a couple of points about this is that in addition to implementing the service directly into your file it also placed it under your all services hierarchy.  The patch also indicated that you can't edit the name of the service because that would then hose up the process of the interfacility consult being sent from the upstate New York database to your facility.  However, we didn't lock it down so much that you can't edit the IFC routing information, and we already have had an issue where that was edited by a site, so please do not edit that IFC routing information, it should stay as it is with upstate New York as the sending facility.  The only things that we would like you to edit is to put in update users, update teams, those folks at your facility who will be handling and completing that electronic interfacility consult from the VISN 2 database.  The biggest issues that have come up with this process since it was implemented electronically on August 15th is of course unknown patient errors.  These folks that are calling the hotline, a lot of them are not in any database in the VA, so they're being added to the VISN 2 database, which the suicide hotline is being handled by users at Canandaigua, so they're being added to the VISN 2 database.  An IFC is then generated from VISN 2 to wherever that patient is going to be seen, one of your facilities.  The patient most likely is also not at your database, and so you're going to get unknown patient errors for your IFCs, and these need to be handled probably – everybody has a mechanism for resolving unknown patient errors, I think some facilities handle them and monitor them more quickly than others.  The message, the one e-mail message that is generated every three hours that goes to your IFC patient error group, it was brought to my attention by the folks at Palo Alto that that initial message that runs every three hours does not have in it the service name in that message, and so as they're trying to prioritize unknown patient errors and get those in it's hard to know which of those are related to the suicide hotline, so we hope to fix that shortly.  The message that is generated every 24 hours to the clinical group does contain the name of the service, but it's that message that comes every three hours that does not contain that, and we are aware of that.  The other issue that we're aware of is we only created and installed into your database one suicide hotline consult service, and for those of you who are at multi-divisional facilities, we're aware that you'll have one entry where you may have multiple suicide hotline coordinators that have to be on a team for that one entry.  I guess my hope and my assumption was that any one facility would not get so many suicide hotline requests that they would be overwhelmed by managing those alerts.  But keep us posted if that does become problematic and we'll have to readdress how to handle it for those multi-divisional facilities.  I think that's all I wanted to touch on related to that, and like I said if you have any questions please put them on the question cards and we'll answer them at the end.

I'm going to go back to Harold, back to Monitoring for Performance Improvement.

Harold:  Thank you, Sheri.  Now I'm going to just touch on a few of the different monitoring techniques that I've used at my facility to monitor consults for performance improvement.

And most of these are very easily accessible at all sites.  I use the consult reporting package options quite extensively.  I use the care management query tool limited, and I use Fileman templates because I have some programming knowledge and expertise in the structures of the consult files, and sometimes I need information that is not readily available on these other reports.

I'm going to talk briefly about five reports where Sheri has already talked about the service consults, scheduled management report, the interfacility reports, the reports printing the consults by providers location, and procedures.  The consult performance monitor report and the service consults by status print option.  

And I'm going to talk about some of the benefits and some of the pitfalls that I've found with each one of these reports.  Benefit of this service consult schedule management report, that's a mouthful there, is that it gives you the status of the consults.  It gives you the service connection of that patient to assist you in priority scheduling, knowing whether it's scheduled appropriately based on the service connection.  You can see the total consult numbers at a glance, and you can see the patient appointments linked with those consults if you're using the consult scheduling linkage.  Some of the pitfalls that I've found is that it doesn't list an ordering provider.  It doesn't list the reason for request or any completion, cancellation, or discontinuation data to track when it's completed or what are the reasons for discontinuation and cancellation, those type things.

This is just an example of that report 

and the different statuses listed, showing the appointments, I'm sure every one of you by this time have gone through and utilized this report.

The interfacility request lists the consults by requesting and/or consulting facility, and the status of those consults by facility.  It provides totals for each consult service by facility and overall totals by facility.  And it provides basic statuses of the consults. Again, no ordering provider, no reason for request, no completion, cancellation or discontinuation data, and no appointment data is available on this report.

And this is just an example showing the different medical centers that we get consults from and how it will list that, and how it will break the statistics down at the end of that report.

The consults by provider, location, or procedure is actually beneficial in seeing who is ordering the consults, especially is one location ordering more of a particular consult than another.  You can do it individually, or you can do it system wide and then break it down.  Again, the same pitfalls for this option as for the other options is no reason for request, no cancellation, discontinuation, completion data, and no appointment data.

And here's an example of the report run by provider

And then here is one run by facility or location, and by location you can run either remote location or location at your facility.

The performance monitor report gives us some good basic consult completion statistics with percentages for different timeframes.  And this is good to know the total number of consults and the total number that you still have out there unresolved.  No individual consult information is available, and no appointment information is available on this report.

The service consults by status allow each status to be reviewed, printed separately or together, provides numbers of the consults in each status, and patient information with the ordering location.  The pitfalls, of course no provider information, no reason for request, appointments, completion, cancellation, discontinuation reasons.

And I just ran for demonstration the cancellation status.

There's not any one option available in the consult tracking options that provides all of the information that may be obtained from all five of those reports.  There's not an option for reason for request, and there's not an option for the cancellation and discontinuation reasons for that at this time.

The way I resolved this was first to start out manually looking at each patient one by one in the medical record.  That's very laborious and very time consuming.  I got killed.  So I said okay, I know Fileman structure, I have the ability to look in that file, is there not a way I can get this data a little more effectively?  So I search and I print the cancelled consults with the reason for cancellation printed from the consult files.  It still doesn't lend itself to exportation into an Excel format, but at least the report is readable and I can spell down just to that individual piece of information as I run that report.

The same thing with completion information, and discontinuation.  I've used these same two mechanisms to do quite a few different status searches for several different fields in consult package.  

The other thing that I use is the query tool from Care Management.  The biggest benefit to this is I can define the reporting criteria that I want and the information I want on the report.  Consult, service, provider, location, date range, and it is exportable to a Microsoft Excel spreadsheet very easily.  The biggest pitfall I found was it requires a patient list to be able to retrieve data.  I still can't put the data of the appointments and the cancellation, completion, discontinuation, and reason for request on that report.  

This is a copy of the report, and as you can see I can pull it by provider and list it or I can pull it by patient and list it and see what status that patient has consults in the system.
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