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Barrett Hospital & HealthCare uses Milliman Care Guidelines ® as its Inpatient Criteria.

ALL INPATIENT, OUTPATIENT OBSERVATION, and SWINGBED admissions will be entered into CareWebQI as soon as possible after admit.

1. Create a new PATIENT if the patient is not already in the system (select the patient if previously entered & edit insurance code if necessary.)  The following information will be completed:

1.1. patient ID (medical record #)

1.2. first name

1.3. last name

1.4. SSN

1.5. DOB

1.6. City (use this field for the insurance code – MC, MA, CO, PP, WC)

2. Create a new EPISODE for every new patient account #. The following info will be completed:

2.1. episode ID (patient account # preceded by “IP” for inpatient, “OO” for outpatient observation, “SB” for swingbed, “HR” for hospice respite, or “HA” for hospice acute)

2.2. select admitting physician

2.3. select attending physician (may need to edit later in the stay)

2.4. choose episode type from drop down
2.5. admit date - change requested date to actual admit date
2.6. DIAGNOSIS OR PROCEDURE DESCRIPTION (as written in the admission orders); if multiple diagnoses enter each separately

2.7. if the patient has an infection on admission, (e.g. UTI, sepsis, gastroenteritis, pneumonia), choose ICD 9 code, mark present on admission box, and enter diagnosis
3. Choose applicable GUIDELINES for the patient.  For Swingbed patients choose “General Long-term Acute Care Hospital (LTACH) Guideline”.

4. Admission:  

4.1. ADMISSION:  Select clinical indication(s).  Document comorbid conditions (not included in the diagnoses) in the NOTES. (e.g. DM, COPD, HTN, etc)

4.1.1. For Swingbed patients enter qualifying skilled need and expected length of stay in the NOTES. (Reference Milliman static version of Medical Admission Recovery Facility Care GRG or Surgical Admission Recovery Facility Care GRG)

4.2. PROGRESSION:  Select care date and level of care (LOC).  Select all applicable items for Guideline day or phase 1.  Document details (IV fluids, meds, vital signs, lab & imaging results, etc) for insurance companies in the NOTES.

4.2.1. Select and apply the appropriate variance (if any).  Advance “day met” if appropriate.  Document details of any variance in the NOTES.

4.2.2. For Swingbed patients document ongoing qualifying skilled need in the NOTES.  Advance to Guideline Phase 2, then continue phase 2 until discharge.
4.3. LOC:  Select level of care if patient is admitted to the ICU or a telemetry bed and select indications for that level of care.

4.4. QUALITY MEASURES: Select all measures which have been met.   Follow-up on unmet measures as appropriate.

All INPATIENT, OUTPATIENT OBSERVATION, and SWINGBED stays will be reviewed daily.

1. SEARCH open “OO” episodes to review outpatient observation, “IP” episodes to review inpatients, “SB” episodes to review swingbed patients, “HR” episodes for hospice respite, and “HA” episodes for hospice acute.

2. Continued Stay:  

2.1. PROGRESSION:  Select all applicable items for subsequent Guideline days.  Document significant information in the NOTES.

2.1.1. Select and apply the appropriate variance (if any).  Advance “day met” if appropriate.  Document details of any variance in the NOTES.

2.1.2. For Swingbed patients document ongoing qualifying skilled need in the NOTES.  Advance to Guideline Phase 3 when appropriate.

2.2. LOC:  Review level of care if patient is admitted to the ICU to determine if patient continues to meet indications for that level of care.

2.3. QUALITY MEASURES: Select all measures which have been met.   Follow-up on unmet measures as appropriate.

2.4. EPISODE Edits: 

2.4.1. Add GUIDELINES  as indicated 

2.4.2. Change attending physician for the episode if physician other than admitting physician is involved in patient’s care.

2.4.3. If the patient develops an infection after admission, enter a DIAGNOSIS CODE of “HA-I” and enter the detail in the CODE DESCRIPTION (e.g. UTI, sepsis, gastroenteritis, pneumonia, wound infection, etc.)
2.4.4. If the patient is initially outpatient observation and then is admitted, discharge the patient from the observation episode and create a new IP episode; make a note about the transition in both episodes.
3. Discharge:

3.1. Change attending physician for the episode if physician other than admitting physician is involved in patient’s care.

3.2. If the patient develops an infection after admission, enter a DIAGNOSIS CODE of “HA-I” and enter the detail in the CODE DESCRIPTION (e.g. UTI, sepsis, gastroenteritis, pneumonia, wound infection, etc.)

3.3. For Swingbed patients, select DISCHARGE CRITERIA.

3.4. DISCHARGE EPISODE by selecting discharge date and disposition.  Document pertinent information in the Discharge Note (e.g. Outpatient Observation stay converted to Inpatient, Inpatient stay converted to Outpatient Observation prior to patient discharge, etc).

3.4.1. For Outpatient Observation patients, record actual time in, actual time out, total hours, and billable (medically necessary) hours in the Discharge Note.  Document reason for any discrepancy between total and billable hours.
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