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  Background	
  

•  Centra	
  PACE,	
  located	
  in	
  Lynchburg,	
  
Virginia,	
  opened	
  February	
  2009	
  

•  Current	
  Enrollment-­‐	
  65	
  Participants	
  
•  Centra	
  Health	
  is	
  the	
  sole	
  hospital	
  
system	
  

•  Centra	
  has	
  Electronic	
  Medical	
  Record	
  
(EMR)	
  



	
  	
  	
  	
  	
  	
  	
  Our	
  Challenge	
  

•  To	
  create	
  a	
  seamless	
  process	
  using	
  our	
  
hospital	
  system’s	
  established	
  EMR	
  
while	
  ensuring	
  that	
  we	
  met	
  CMS	
  
regulations.	
  

– Section	
  460.210	
  Medical	
  Records	
  
» A	
  PACE	
  organization	
  must	
  maintain	
  a	
  
single,	
  comprehensive	
  medical	
  record	
  
for	
  each	
  participant,	
  in	
  accordance	
  with	
  
accepted	
  professional	
  standards.	
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  First	
  Steps	
  

•  Our	
  hospital	
  uses	
  the	
  McKesson	
  system	
  for	
  
their	
  EMR.	
  
o  Our	
  first	
  step	
  was	
  to	
  meet	
  with	
  the	
  IT	
  department	
  
to	
  discuss	
  creation	
  and	
  implementation	
  of	
  our	
  
“PACE”	
  charting	
  fields.	
  

o  Staff	
  worked	
  very	
  closely	
  in	
  creating	
  assessment	
  
pages	
  that	
  were	
  tailored	
  to	
  the	
  PACE	
  participant	
  
and	
  assessment	
  for	
  each	
  discipline.	
  	
  



Example	
  of	
  IDT	
  Plan	
  of	
  Care	
  Page:	
  



Example	
  cont.	
  



Discipline	
  Specific	
  Assessment	
  Pages	
  

•  Each	
  discipline	
  worked	
  with	
  IT	
  department	
  in	
  
creating	
  their	
  assessment	
  pages.	
  

•  Each	
  discipline	
  has	
  a	
  section	
  for:	
  	
  
§  Problems	
  
§  Goals	
  
§  Target	
  Date	
  
§  Interventions	
  
§  Responsible	
  Discipline	
  
§  Goal	
  was	
  met	
  or	
  unmet	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
This	
  ensured	
  that	
  each	
  discipline	
  was	
  charting	
  	
  
the	
  needed	
  information	
  in	
  the	
  desired	
  format	
  



	
  	
  	
  	
  	
  	
  	
  Nursing	
  Assessment	
  Page:	
  



	
  	
  	
  	
  	
  	
  	
  	
  Nursing	
  Assessment	
  Page	
  cont.	
  



	
  	
  	
  	
  	
  	
  	
  Transport	
  Assessment	
  Page	
  



Transport	
  Assessment	
  Page	
  cont…	
  



Advantages	
  to	
  Using	
  Same	
  EMR	
  as	
  
Hospital	
  System:	
  

•  Allows	
  for	
  one	
  (1)	
  comprehensive	
  medical	
  
record	
  that	
  houses	
  all	
  documentation	
  from	
  
hospital	
  admissions	
  to	
  PACE	
  charting.	
  

•  Allows	
  for	
  gathering	
  documentation	
  quickly	
  
and	
  efficiently-­‐	
  able	
  to	
  print	
  chronological,	
  
comprehensive	
  records	
  	
  

•  Allows	
  all	
  clinical	
  personnel	
  to	
  view	
  medical	
  
records	
  from	
  entire	
  hospital	
  system	
  

•  Covered	
  under	
  hospital’s	
  HIPPA	
  policy-­‐	
  
records	
  are	
  protected	
  on	
  a	
  need	
  to	
  know	
  basis	
  	
  



	
  	
  	
  	
  	
  	
  	
  	
  Challenges:	
  

•  Development	
  of	
  a	
  process	
  to	
  ensure	
  that	
  all	
  
paper	
  records	
  were	
  scanned	
  into	
  EMR.	
  	
  

§  Enrollment	
  Agreements,	
  Consents,	
  MAR’s	
  

•  Development	
  of	
  system	
  to	
  retain	
  records	
  per	
  
CMS	
  guidelines	
  

§  Section	
  460.200	
  Maintenance	
  of	
  Records	
  
	
  PACE	
  organizations	
  to	
  retain	
  records	
  for	
  the	
  
longest	
  of	
  following	
  periods:	
  six	
  years	
  from	
  the	
  
date	
  of	
  the	
  last	
  entry	
  made	
  in	
  the	
  record;	
  or	
  six	
  
years	
  after	
  date	
  of	
  disenrollment.	
  

	
  



	
  	
  	
  	
  	
  	
  	
  	
  Internal	
  Auditing:	
  

•  Admin	
  team	
  performs	
  consistent	
  chart	
  
audits	
  to	
  ensure	
  completeness	
  and	
  
accuracy	
  of	
  charting.	
  

•  Internal	
  audits	
  are	
  performed	
  monthly	
  
by	
  center	
  manager	
  when	
  completing	
  
Team	
  Plan	
  of	
  Care.	
  



	
  	
  	
  	
  	
  	
  	
  	
  CMS	
  Audits	
  

•  EHR	
  allows	
  for	
  chronological,	
  
comprehensive	
  printing	
  of	
  specific	
  
sections	
  for	
  audits.	
  

•  Notebook	
  with	
  18	
  specific	
  tabs	
  (CMS	
  
mandated)	
  for	
  each	
  participant	
  medical	
  
record.	
  	
  

•  EHR	
  was	
  printed	
  and	
  placed	
  under	
  
appropriate	
  tabs.	
  	
  



	
  	
  	
  	
  	
  	
  	
  	
  Example:	
  	
  



	
  	
  	
  	
  	
  	
  	
  Example	
  con’t…	
  



	
  QAPI:	
  Prospective	
  

•  Functional	
  Status:	
  Tinetti	
  Score	
  at	
  PT	
  
Discharge	
  and	
  three	
  months	
  restorative	
  

•  Cognitive	
  Ability:	
  Semi	
  Annual	
  MMSE	
  
•  Social/Behavioral	
  Functions:	
  Recreation	
  
Therapy	
  Goals	
  

•  Physiological	
  &	
  Clinical	
  Well	
  Being:	
  
Vaccination	
  Rates	
  –	
  PN,	
  Flu,	
  &	
  Tetanus	
  

•  Emotional/	
  Mental	
  Health	
  Status:	
  GDS	
  
Assessment	
  and	
  Address	
  if	
  score	
  >5	
  



	
  QAPI:	
  Prospective	
  

•  End	
  of	
  Life	
  Planning:	
  
DNR,	
  POA,	
  Five	
  
Wishes,	
  etc.	
  

•  Nutrition:	
  Weight	
  
Loss/Gain	
  
	
  



	
  	
  	
  	
  	
  	
  	
  	
  	
  QAPI:	
  Retrospective	
  

•  Death	
  Review	
  
•  Level	
  II	
  Events	
  

	
  



	
  	
  	
  	
  	
  	
  	
  QAPI:	
  Retrospective	
  



	
  	
  	
  	
  	
  	
  	
  	
  	
  QAPI:	
  Retrospective	
  

•  Hospitalizations	
  
•  ED	
  Visits	
  –	
  Avoidable???	
  

o  Day	
  of	
  week	
  
o  Time	
  
o  Transport	
  
o  Admitting	
  Diagnosis	
  
o  Hospitalized	
  



	
  	
  	
  	
  	
  	
  	
  	
  	
  QAPI:	
  Retrospective	
  

	
  


