



Page 1 of 33

Louisiana Department of Health and Hospitals
Office of Public Health, Adolescent School Health Program (OPH/ASHP)
Continuous Quality Improvement Monitoring Review

Policy & Procedures
DOCUMENTS AND TEMPLATES





ATTACHMENT
PAGE
 

1. OPH/ASHP Continuous Quality Improvement Monitoring Review Policy

A
 2

(Effective July 2012)

LAPERT I






 4

LAPERT II






 7

2. OPH/ASHP CQI Monitoring Review Schedule (Revised, July 2012)


B
 11
3. OPH/ASHP LAPERT I Comprehensive CQI Notebook Checklist,


C
 12
Condensed Folder Checklist and Readily Available Documents

4. OPH/ASHP LAPERT II Comprehensive CQI Notebook Checklist,


D
 15
Condensed Folder Checklist and Readily Available Documents

5. OPH/ASHP LAPERT I Standardized Instructions to the CQI Team


E
18
6. OPH/ASHP LAPERT II Standardized Instructions to the CQI Team


F
19
7. OPH/ASHP LAPERT I and II Standardized CQI Team Roster



G
21
8. OPH/ASHP LAPERT I Standardized CQI Agenda




H
22
9. OPH/ASHP LAPERT II Standardized CQI Agenda




I
23


10. OPH/ASHP LAPERT I Instructions on How to Print Required Reports 

J
24

from Clinical Fusion  
11. OPH/ASHP LAPERT II Patient Chart Selection for Audit of Confidential

K
26

Records

12. OPH/ASHP LAPERT II Instructions on How to Print Required Lists from

L
29

Clinical Fusion

13. OPH/ASHP LAPERT II Instructions On How To Prepare Charts, Encounter 

M
32

Forms And Clinical Fusion Data Report For The Administrative Reviewer(s)  

14. OPH/ASHP LAPERT I and II Standardized Verification of Who Reviewed

N
33

Confidential Records

CQI Attachment A
Louisiana Department of Health and Hospitals, Office of Public Health

Adolescent School Health Program, School-Based Health Centers

OPH/ASHP Continuous Quality Improvement Monitoring Review Policy
Original Policy Effective Date: October 5, 1999

Revised:   July 2012
PURPOSE OF CONTINUOUS QUALITY IMPROVEMENT (CQI) MONITORING REVIEWS

The purpose of CQI shall be to foster a culture of continuous quality improvement and a climate of trust between ASHP staff and SBHC staff and among SBHC practitioners/peers who are dedicated to maximizing seamless preventive health care for school children that are without financial means, without primary care providers, and/or without convenient access to physical and behavioral health services.

1. The objectives of a CQI Review are:

To verify compliance with the contract and the Principles, Standards and Guidelines for School- Based Health Centers (SBHCs) in Louisiana;

1.   To identify best practices in SBHC quality of care;

1.   To identify barriers to CQI in SBHC care;

1.   To assess the quality of clinical services and data management by examining the SBHC’s progress       

   toward achieving goals set for identified core sentinel conditions. 
1.   To recommend improvements to better serve the students in LA SBHCs; and

1.   To certify that the SBHC qualifies to continue operating under the auspices of OPH. 
2. Two different tools will be used for the CQI monitoring reviews.  ASHP uses the Louisiana Performance Effectiveness Review Tool, referred to as the LAPERT I, to determine SBHC compliance with contract requirements, as well as with the Principles, Standards and Guidelines for SBHCs in Louisiana.   When ASHP deems appropriate, sponsors may be reviewed using the LAPERT II CQI tool that focuses on core sentinel conditions and consists primarily of patient chart audits and data management assessment.  ASHP’s decision to use the LAPERT II depends on the status of previous LAPERT I reviews, continuity of staffing and sponsor, and continued compliance with the contract and the Principles, Standards and Guidelines for SBHCs in Louisiana.  It should be noted that any sponsor undergoing a LAERT II must be in compliance with items on the LAPERT I tool as well.
3. The on-site CQI review for a LAPERT I focuses on verifying the SBHC self-reported, year-to-date performance documentation; e.g., the self-reported LAPERT I and statistical data sections of its CQI Notebook.  The LAPERT II does not require self-reporting.  Instead the review team conducts patient chart audits.  
4. CQI certification entitles the SBHC to continue to operate under the auspices of OPH/ASHP for three years from the date stated on the certificate, provided the center continues to comply with contract requirements as well as the Principles, Standards and Guidelines for SBHCs in Louisiana and contingent upon available state funding.

COMPOSITION AND ROLE OF CQI REVIEW TEAM
The review team may consists of any/all of the following, depending on the type of review:  ASHP staff, ASHP CQI consultant, behavioral health professional(s) well versed in SBHC behavioral health services, OPH medical staff, OPH Practice Management staff and volunteer peer reviewers representing all SBHC provider roles/disciplines (nurse practitioners, registered nurses, administrative personnel, etc.) from other SBHCs around the state.  There will be a minimum of 10 reviewers. For sponsors with multiple sites to review, it will be necessary to organize a larger review team in order to more efficiently conduct the review process.  ASHP staff facilitates the CQI process and scores the PERT I & II tools.  As needed, additional professionals with expertise in health care delivery may be asked to observe the on-site review and provide consultation.  The role of the CQI review team is to conduct the on-site CQI review and to achieve the overall purpose and objectives of CQI as previously stated.  The director of the site being monitored will receive a listing of all reviewers attending in advance of the site visit.  ASHP staff will do its best to keep the director informed of any changes or additions to the list.  However, there are times that reviewers cancel at the last minute, appoint substitute reviewers, or bring additional personnel without ASHP staff knowledge.  ASHP apologizes for these inconveniences in advance and hopes to keep these changes at a minimum out of consideration for the SBHC being reviewed and its staff.
ROLE OF OPH/ASHP IN CQI MONITORING REVIEWS
The role of OPH/ASHP, in addition to participating in the on-site CQI review, is to:

(1) Coordinate the LAPERT I and II processes;

(2) Provide technical assistance to SBHCs in preparation of review;

(3) Determine certification of SBHCs based on the recommendations of the review team; and

(4) Review and update CQI monitoring review policy and the LAPERT tools.   Any SBHC recommendation for revising the CQI policy and the LAPERT tools shall be submitted in writing to one of the SBHC Network subcommittees and forwarded to OPH/ASHP.

CQI SITE REVIEW SCHEDULING
1. OPH/ASHP will schedule each SBHC sponsor for an on-site CQI monitoring review every three years. 
At the beginning of each contract year, OPH/ASHP will schedule CQI reviews and determine the tool to be used (i.e., LAPERT I versus LAPERT II).  ASHP will notify each sponsor selected for review of a tentative date for the on-site CQI review and provide copies of the CQI notebook checklist, the CQI Team Instructions and the CQI review team member roster. Sponsors with three or more SBHCs will have at least two to three contract sites reviewed every three years.  
2. Whether or not a sponsor is scheduled for a CQI review, ASHP requires sponsoring agencies to submit specified sections of the LAPERT I for each SBHC site along with its quarterly report.  When a sponsor is scheduled for review, ASHP considers deficiencies found at any of that sponsor’s SBHC site’s self-evaluated LAPERTS in the final CQI report and certification decision, even if only two to three sites have an on-site visit. 
3. Chart audits are an integral part of both the LAPERT I & II review.  Each LAPERT has a unique chart audit form. When having an on-site review, the sponsor must use the chart audit form that coincides with ASHP’s designation of the on-site CQI review as a LAPERT I or II. 

4. If a sponsor with three or more SBHCs had at least one previous CQI visit to each of its centers, the CQI team may elect to do partial reviews at two or three different contract sites.  For example, CQI Administrative reviewers may visit one contract site, CQI Medical reviewers may visit the second contract site, and CQI Psychosocial reviewers may visit the third contract site.

LA PERT I: CQI SITE REVIEW PREPARATION

1. Every site that is scheduled for a CQI review must undergo preparation training (mock PERT) for the PERT visit.  The Program Monitor will contact the site to schedule the mock PERT at the site’s convenience, but far enough in advance of the actual visit to ensure that the site is ready and organized for the review team.  The mock PERT is meant as technical assistance to ensure that the site has a successful review and is also aimed at completing the visit in a timely and efficient way to be respectful of the reviewers’ time and other commitments, as well as that of the staff of the SBHC being reviewed. 
2. The SBHC sponsor needs to prepare two Comprehensive CQI Notebooks (see page13 for checklist) and should send one Notebook to the ASHP central office and one to ASHP’s CQI consultant.  The sponsor should send all other site visit team members a Condensed CQI Folder (see page14 for checklist).  These documents should be emailed/mailed at least three weeks prior to the site visit.  One hard copy must be mailed to the OPH Program Manager; however, emailed versions may be sent to all other reviewers.
3. Prior to the CQI visit, the SBHC will be responsible for selecting medical charts for the CQI team.  The charts must be the same charts reviewed internally for the LAPERT I (LAPERT I pages 34, 35 & 38).  The patient identity section of the LAPERT I chart list (pages 34, 35 & 38) must be encrypted; i.e., with codes in lieu of social security numbers to avoid disclosure of patient identity.  All charts selected must consist of patients seen within the school year in which the site visit occurs and these same charts must be readily available at the SBHC on the day of the CQI review.

ON‑SITE CQI REVIEW (Not necessarily in this order)

1.
Arrival/Introductions

The OPH/ASHP CQI Consultant or ASHP Program Manager will convene the CQI entrance conference and facilitate the review.  

2.
Question/Answer Session

The CQI team will have the opportunity to ask questions and engage in discussion with the SBHC staff, students, parents, as well as representatives from the school, sponsoring agency, and community. 

3.
Clinic Tour/Facility Inspection

The review team will tour the SBHC(s) and inspect the facility. 

4.
Break into Subgroups: Medical, Psychosocial, and Administrative

Members of the CQI team will break into three sub‑groups based on their discipline: medical, psychosocial and administrative. Each sub‑group will review a component of the SBHC operation.  The sub‑groups will review pertinent documents that can only be reviewed at the SBHC (e.g., clinical records/charts, personnel records, fiscal records, policy and procedure manuals and other manuals too voluminous to duplicate). The charts reviewed on site must be the same charts reviewed internally for the LAPERT I (LAPERT I pages 34, 35 & 38).

To conserve time and expedite the process, each sub‑group may sub‑divide into small work groups to focus on different aspects of their review component. Data entry will be a work group of the Administrative sub‑group.  When possible, the OPH/ASHP Data Manager will attend site visits to provide technical assistance. 

5.
CQI Team Discussion

Prior to the exit conference, the OPH/ASHP Program Manager or CQI consultant will reconvene the entire on‑site CQI team to (a) discuss the team’s observations, (b) summarize their findings, and (c) discuss preliminary recommendations for the CQI report.

The CQI team discussion will also serve as an opportunity for the OPH/ASHP Program Manager or CQI Consultant to prepare a summary of the SBHC’s strengths and challenges for verbal presentation at the exit conference. 

6.
Exit Conference

The OPH/ASHP Program Manager or CQI Consultant will facilitate the CQI exit conference.  The exit conference will be a verbal presentation of the team’s preliminary comments regarding the SBHC’s strengths and challenges. The SBHC staff will have an opportunity to ask questions and/or provide explanations. 

Neither the decision regarding certification nor the official CQI report will be available at the exit conference.
OFFICIAL CQI REPORT FOR LAPERT I
1. ASHP staff will draft the official CQI report based on the findings from the site review. The report will list strengths, challenges, and recommendations with time lines for continuous quality improvement. Any recommendation that requires corrective action will be identified by the LAPERT I section, page and item number.  The official CQI report will also include a section titled, General Considerations, which includes additional information and observations that do not effect certification. 


2. If the CQI report includes any recommendations for quality improvement, the SBHC(s) must document progress towards fulfilling the recommendations in its quarterly reports to OPH/ASHP until the problem is resolved.

3. Within 60 working days of the site visit, ASHP will send both a hard copy and an email copy of the official CQI report to the sponsor and an emailed copy of the report will be sent to all CQI facilitators and peer reviewers who participated in the monitoring visit. The SBHC Administrator will be responsible for distributing a copy of the report to each of the SBHC(s) staff.

4. OPH/ASHP will make the certification decision based on the findings of the CQI team and according to the criteria and expectations listed below.   There will be one certification decision for the sponsoring agency that will apply to all of their SBHC sites.  ASHP will state the certification decision in the official CQI report.    
I.  Three Year Certification
(a)  If the CQI team finds no major challenges and five or fewer minor challenges/deficiencies within the LAPERT I, ASHP will grant a 3-year certificate, with the expectation that the sponsor will correct deficiencies and address recommendations.  The start date on the certificate will be the date of the CQI review.

(b) The OPH/ASHP Program Manager will send the sponsor a signed, three-year CQI certificate along with the final CQI report.

(c) ASHP will require the sponsor to document progress toward correcting all challenges/deficiencies in quarterly reports and the site’s ASHP program monitor will track compliance documentation. 

(d) ASHP will view disregard of recommendations as non-compliance and has authority to invoke sanctions according to Attachment 1, number 11 of the contract.  
(e) Verification of any complaint brought against the SBHC(s) for gross disregard of the contract requirements and/or the Principles, Standards and Guidelines for SBHCs in Louisiana will be grounds for revoking the certification.

II. One Year Provisional Period to Correct Identified Non-compliance
 (a)  If the CQI team finds one or more major or more than five minor challenges/deficiencies, ASHP will give a one year provisional period to correct identified non-compliance.  The start date of the year period will be the date of the CQI review.

(b) The report will stipulate time frames for correcting the identified non-compliance. ASHP staff will provide ongoing technical assistance to the site to support the SBHC staff in addressing any issues of non-compliance and supporting their achievement of certification.


(c) The SBHC(s) will be required to document progress towards correcting the non-compliance to all challenges/deficiencies in quarterly reports that ASHP staff assigned to the site (s) will monitor.  ASHP will view disregard of recommendations as non-compliance and may invoke sanctions as stated in Attachment 1, number 11 of contract. 
(d) If correction of a non-compliance issue requires community input, the SBHC Administrator may wish to convene a community advisory meeting with parents of students who use the SBHC(s), school administrative staff, representatives of the local school board, community leaders and sponsoring agency staff. The OPH/ASHP staff and/or the CQI consultant may attend the meeting to offer any information relevant to the non-compliance issues. 
(e)  A one-year provisional recommendation requires a reevaluation at the end of the first provisional year. ASHP will determine the nature of this reevaluation, which might include revisit(s), conference calls, meetings, or submission of appropriate documentation.

(f)  At the one-year reevaluation, the SBHC(s) must be in compliance not only with the contract requirements applicable at the time of the initial CQI review, but also with any modifications made to the contract requirements since the initial review.

(g) If non-compliance has been corrected to ASHP’s satisfaction, the center shall be given a 3-year certificate. The start date on the certificate will be the date of the reevaluation.  The SBHC’s next scheduled CQI monitoring visit will be approximately three years from the date of the reevaluation.  

(h) If any identified area of non-compliance has not been adequately corrected, but the SBHC(s) made a good faith effort towards correcting it, ASHP may grant a second provisional year to correct the remaining non-compliance.  A good faith effort is defined as documented progress towards resolving the non-compliance according to an established timetable. Some examples of good faith efforts are:
·   SBHC personnel staffing did not meet standards.

· The SBHC made efforts to recruit, interview and hire required staff. Documentation of the results was provided.

·   Personnel did not have adequate credentials. 

· The SBHC provided documentation that the cited personnel applied for credentialing or documentation that the cited personnel made arrangements to obtain the prerequisite education necessary for credentialing within the required time frame.

(i) At the end of the second provisional year for correcting the identified non-compliance, ASHP will conduct a reevaluation and make a determination to either grant a 3-year certificate or terminate the contract. 
·  If the sponsor receives certification, the start date on the certificate will be the date of the CQI review.  
·  If after two years of technical assistance and collaboration between ASHP and the sponsor, the sponsor remains non-compliant and has not progressed toward correction, ASHP will not grant certification and may act to terminate the contract at the end of the contract period, or sooner.  
III.  Termination of Contract
 
(a) If at the initial visit the CQI team verifies gross disregard of the contract requirements, the   Principles, Standards and Guidelines for SBHCs in Louisiana, or the LAPERT I, ASHP may consider immediate termination of the contract.
APPEAL PROCESS
1. If a sponsor believes the CQI report is incorrect based upon misinformation or incomplete information, it may appeal for reconsideration to the OPH/ASHP Program Manager.  The sponsor must submit the appeal in writing within 45 working days of the date when the report was received.  Supporting documentation should accompany the written appeal.  
2. If after consultation with ASHP staff and CQI team members, the ASHP Program Manager decides to modify the report, s/he will send a revised report to the sponsor.  Otherwise, s/he will notify the sponsor that the original decision stands.  In either case, ASHP will communicate the results in writing within 45 working days of the date that OPH received the appeal.

LA PERT II:

CQI SITE REVIEW PREPARATION
1. SBHC sponsors need to prepare two Comprehensive CQI Notebooks for LAPERT II (see page 16 for checklist) and send one copy to ASHP central office and one to ASHP’s CQI consultant.  All other site visit team members must receive a Condensed CQI Folder for LAPERT II (see page 17 for checklist).  One hard copy must be mailed to the OPH Program Manager; however, emailed versions may be sent to all other reviewers.  All documents must be sent a minimum of three weeks prior to the site visit.   Because the SBHC being reviewed does not self-evaluate using the LAPERT II tool, there is no need to include a copy of the tool in the CQI folders.  However, so that the peer reviewers may prepare by studying the tool in advance of the site visit, the OPH/ASHP Program Monitor for the site being reviewed will email a copy of the LAPERT II tool to the reviewers prior to the site visit.

2. ASHP will use Clinical Fusion to assist in patient chart selection for the audits.  The following lists printed from Clinical Fusion (current year information) should be submitted to OPH/ASHP with the CQI notebook:

All patients with the ICD-9 codes V20.2 and V70.0 (comprehensive physical exam) and ICD-9 code V70.3 (sports physical) if SBHC’s sports physicals are comprehensive;

All patients with the ICD-9 codes 493.00-493.92 (asthma);

All patients with the ICD-9 code V77.1 (diabetes screening);

All patients with the ICD-9 codes 309.23, 313.83, V40.0, and V62.3 (poor school performance);

All patients with the ICD-9 codes 995.50-995.59 (child abuse), E950-E959 (suicide), and E963, E965.0-E965.9, E966, E968.1, E968.2, E968.5, E968.8, and E968.9 (homicide);
All patients of Psychosocial Provider; and

All patients.   

For those SBHCs using Electronic Health Records (EHR), OPH-ASHP will work with the SBHC staff to determine if the lists can be obtained from the EHR instead of Clinical Fusion.
From these lists, OPH/ASHP will randomly select patient charts to audit during the on-site review.  The SBHC will be notified which charts will be audited 3-5 working days prior to the site visit in order to have these ready for the team’s review on the day of the site visit. The patient identity section of the Clinical Fusion lists must be encrypted; i.e., with codes in lieu of social security numbers to avoid disclosure of patient identity.  All charts selected must consist of patients seen within the school year in which the site visit occurs and be readily available at the SBHC on the day of the CQI review.   See below for a brief summary of the patient chart selection for the LAPERT II audit.  For more details, refer to Attachment K.
	Sentinel Condition
	Description of Clinical Fusion List
	Number of patient charts OPH/ASHP will randomly select

	MEDICAL REVIEWER I (Core team member and peer medical reviewer)

	Comprehensive Physical Exam with Risk Assessment, STD/Paps, Tobacco
	All patients with the ICD-9 codes V20.2 and V70.0

and V70.3 if sports physical is comprehensive
	10

	Asthma
	All patients with the ICD-9 codes 493.00-493.92
	10

	MEDICAL REVIEWER 2 (Core team member and peer medical reviewer)

	Blood Pressure, Height, Weight and BMI, Immunization and Items from PERT I Medical Chart Audit
	All patients
	10 

	Diabetes Screening
	All patients with the ICD-9 code V77.1
	10

	PSYCHOSOCIAL REVIEWER (Core team member and peer psychosocial reviewer)

	Poor School Performance
	All patients with the ICD-9 codes 309.23, 313.83, V40.0, and V62.3
	10

	Items from PERT I Psychosocial Chart Audit
	All patients with the ICD-9 codes 995.50-995.59 

All patients with the ICD-9 codes E950-E959 

All patients with the ICD-9 codes E963, E965.0-E965.9, E966, E968.1, E968.2, E968.5, E968.8, and E968.9 
All patients of Psychosocial Provider
	2 (child abuse)

2 (suicide)

2 (homicide)

4-10 from Psychosocial Provider

	ADMINISTRATIVE REVIEWER (Core team member and peer administrative reviewer)

	Accurate Clinical Fusion Data Entry Including Insurance Status
	All patients
	10


Please refer to Attachment L for instructions on how to print the required lists from Clinical Fusion.  If the SBHC staff needs assistance printing these lists, please contact the ASHP Data Manager at 504-568-8168.

Specific to the administrative review section ONLY, the SBHC will need to put a copy of the encounter form as well as the Clinical Fusion data report for that encounter form inside the chart. Instructions for this preparation are in Attachment M of this document.  For those SBHCs using an Electronic Health Record (EHR), encounter forms are not necessary, however, either a print out of the appropriate information in the EHR must be provided or someone must show the reviewers where the information is located in the EHR.  Contact the ASHP Program Monitor in advance to discuss the best way to handle this part of the review. 
ON‑SITE CQI REVIEW (Not necessarily in this order) (Total of approximately 4 hours for one site) 

1.
Arrival/Introductions (Approximately 15 minutes)

The OPH/ASHP CQI Consultant or ASHP Program Manager will convene the CQI entrance conference and facilitate the review.  

2.
Break into Subgroups of Reviewers: Medical 1, Medical 2, Psychosocial, and Administrative/Data (Approximately 2.5 hours)  

Members of the CQI team will break into sub‑groups based on their discipline: medical, psychosocial and administrative. Each sub‑group will review a component of SBHC operation.  The sub‑groups will conduct patient chart audits and review pertinent documents that can only be reviewed at the SBHC (for example, policy manuals, etc.).  The Administrative/Data Subgroup will conduct a facility inspection using the Facility Requirements Checklist.  
5.
CQI Team Discussion (Approximately 45 minutes)

Prior to the exit conference, the OPH/ASHP Program Manager or CQI consultant will reconvene the entire on‑site CQI team to (a) discuss the team’s observations, (b) summarize their findings, and (c) discuss preliminary recommendations for the CQI report.

The CQI team discussion will also serve as an opportunity for the OPH/ASHP Program Manager or CQI Consultant to prepare a summary of the SBHC’s strengths and challenges for verbal presentation at the exit conference. 

6.
Exit Conference (Approximately 30 minutes)

The OPH/ASHP Program Manager or CQI Consultant will facilitate the CQI exit conference.  The exit conference will be a verbal presentation of the team’s preliminary comments regarding the SBHC’s strengths and challenges. The SBHC staff will be provided an opportunity to ask questions and/or provide explanations. 

Neither the decision regarding certification nor the official CQI report will be available at the exit conference.

OFFICIAL CQI REPORT FOR LAPERT II  

1. The ASHP Program Monitor will draft the official CQI report based on the findings from the site review. The report will list scores for core sentinel conditions; strengths and strategies for improvement; and strengths, challenges, and recommendations with time lines for continuous quality improvement. Any recommendation that requires corrective action will be identified by the LaPERT I or II section, page, and item number.  The official CQI report will also include a section titled General Considerations, which includes additional information and observations that do not effect certification. 

2. If the CQI report includes any recommendations for quality improvement, the SBHC(s) must document progress towards fulfilling the recommendations in its quarterly reports to OPH/ASHP until the problem is resolved. 

3. Within 60 working days of the site visit, ASHP will send both a hard copy and an email copy of the official CQI report to the sponsor and an emailed copy of the report will be sent to all CQI facilitators and peer reviewers who participated in the monitoring visit. The SBHC Administrator will be responsible for distributing a copy of the report to each of the SBHC(s) staff.
4. The official CQI report will include a certification decision that is based on the findings of the CQI team.  OPH/ASHP staff will score the LAPERT II protocol and arrive at a composite score for the sentinel conditions assessed.  If the composite score is 70% or greater and the CQI team finds no major challenges and five or fewer minor challenges/deficiencies within the LaPERT I and II, ASHP will grant a three-year certificate, with the   expectation that the sponsor will correct deficiencies and address recommendations. The start date on the certificate will be the date of the CQI review.  There will be one certification decision for the sponsoring agency that will apply to all of their SBHC sites. Other than the scoring component to the LAPERT II, the same certification criteria and expectations described above in the LAPERT I sections entitled Official CQI Report for LAPERT I and Appeals Process (pages 5 – 8) apply to the LAPERT II certification decision.

CQI Attachment B
Louisiana Department of Health and Hospitals, Office of Public Health

Adolescent School Health Program, School-Based Health Centers

OPH/ASHP 2012-2013 CQI MONITORING REVIEW SCHEDULE
	
	SBHC CONTRACTORS SCHEDULED FOR 2012-2013 CQI REVIEW
	ON-SITE CQI REVIEW DATE

	
	
	

	1
	Teche Action Clinic, Inc.
	11/15/2012

	
	
	

	2
	St. Martin Parish School System
	12/12/2012

	
	
	

	3
	West Feliciana Parish School System
	1/16/2013

	
	
	

	4
	Health Centers in Schools
	1/17/2012

	
	
	

	5
	Jackson Parish School System
	3/12/2013

	
	
	

	6
	Richardson Medical Center (Rayville)
	3/12/2013

	
	
	

	7
	Ouachita Parish School System
	3/13/2013

	
	
	

	8
	Richland Parish Hospital (Delhi)
	3/13/2013

	
	
	

	9
	Madison Parish School System
	3/14/2013

	
	
	


Revised July 2012
CQI Attachment C
OPH/ASHP LAPERT I

COMPREHENSIVE CQI NOTEBOOK CHECKLIST*

(Send two Comprehensive CQI Notebooks, one to OPH/ASHP 
& one to CQI Consultant three weeks prior to site visit)
	TAB
	CONTINUOUS QUALITY IMPROVEMENT NOTEBOOK TABLE OF CONTENTS

	01
	OPH/ASHP Standardized CQI Notebook Checklist (supplied to SBHC by OPH/ASHP)

	02
	OPH/ASHP Standardized Instructions to the CQI Team and the CQI Team Roster 

(Review team members, addresses & phone numbers supplied to SBHC by OPH/ASHP)

	03


	SBHC staff names and direct phone numbers for the: 

Administrator, Physician, Nurse Practitioner, Registered Nurse and Psychosocial Counselor

	04
	SBHC Table of Organization

	05
	Most recent Quarterly Statistical Report for Contract Compliance

	06
	Map with detailed directions to SBHC (and if different, to the entrance/exit conference site as well) 

	07
	Recommended hotel, which accepts state rates, in close proximity to SBHC 

	08
	Site Review Agenda (use template supplied to SBHC by OPH/ASHP) 

	09
	Menu for box/carry-out lunch from restaurant near SBHC (at each individual reviewer’s expense)

	10
	Copy of entire current SBHC LAPERT; 

Completed within the current year; 

Chart reviews (pages 34, 35 & 38) must consist of patients seen during the current year

	11
	Copy of the most recent Biannual Statistical Service Report from the current year

	12
	Most recent Insurance Revenue Reporting Form & Most recent In-Kind Contribution Documentation

	13
	Blank copy of current encounter form (if using EHR, not necessary)

	14
	Blank copy of appointment log; with copy of SBHC’s appointment log policy/procedure (if using EHR, log may be within EHR, print from EHR if possible) 

	15
	Blank copy of laboratory log; with copy of SBHC’s laboratory log policy/procedure (if using EHR, log may be within EHR, print from EHR if possible)

	16
	Blank copy of referral log; with copy of SBHC’s referral log policy/procedure (if using EHR, log may be within EHR, print from EHR if possible)

	17
	Signed and dated copies of all current Memoranda of Understanding/Agreement; 

Must include an MOU with (1) the Regional Office for Behavioral Health or Human Service District and (2) the local Parish Health Unit

	18
	Copy of SBHC 24 hour coverage policy/procedure,

With Copy of the exact verbal message on the SBHC’s 24 hour answering machine, and 

With the SBHC’s procedures for ensuring that each patient’s message is addressed


*OPH/ASHP supplies this checklist to SBHC.

Please note that page numbers may shift when documents are placed on the website.  Contact your ASHP 

Contract Monitor if you are unsure of which pages to include.

OPH/ASHP LAPERT I

CONDENSED CQI FOLDER CHECKLIST*

(Send the Condensed CQI Folder to all site visit team members except OPH/ASHP 
& CQI Consultant three weeks prior to site visit)

	01
	OPH/ASHP Standardized CQI Notebook Checklist (supplied to SBHC by OPH/ASHP)

	02
	OPH/ASHP Standardized Instructions to the CQI Team and the CQI Team Roster 

(Review team members, addresses & phone numbers supplied to SBHC by OPH/ASHP)

	03


	SBHC staff names and direct phone numbers for the: 

Administrator, Physician, Nurse Practitioner, Registered Nurse and Psychosocial Counselor

	04
	SBHC Table of Organization

	05
	Most recent Quarterly Statistical Report for Contract Compliance

	06
	Map with detailed directions to SBHC (and if different, to the entrance/exit conference site) 

	07
	Recommended hotel, which accepts state rates, in close proximity to SBHC 

	08
	Site Review Agenda (use template supplied to SBHC by OPH/ASHP) 

	09
	Menu for box/carry-out lunch from restaurant near SBHC (at each individual reviewer’s expense)

	10
	Copy of entire current SBHC LAPERT; 

Completed within the current year; 

Chart reviews (pages 34, 35 & 38) must consist of patients seen during the current year


*OPH/ASHP supplies this checklist to SBHC.      

Please note that page numbers may shift when documents are placed on the website.  Contact your ASHP 

Contract Monitor if you are unsure of which pages to include.

OPH/ASHP LAPERT I

READILY AVAILABLE DOCUMENTS CHECKLIST*

	
	Complete copies of the following documents must be readily available at the SBHC

	01
	The SBHC Administrative Policies and Procedures (signed and dated within the past 12 months)

	02
	Verification That Practitioners (NP, MD, PA, RN, LPN, MA, SW, LPC, etc.) are Licensed to Practice in the State of Louisiana.    
If mental health provider not licensed, must show signed copy of supervision agreement.  In addition, show nurse practitioner’s Collaborative Practice Agreement with Physician(s).  For nurse practitioners with prescriptive authority, show documentation.  

	03
	The SBHC Nurse Practitioner Protocols

	04
	The SBHC Registered Nurse Standing Orders/Clinical Guidelines (signed and dated within the past 

12 months)

	05
	All current year Encounter Forms in an organized format (e.g., chronological order) (if using EHR, not necessary) 

	06
	All Medical and Psychosocial Charts Listed on LAPERT I pages 34, 35 & 38 (do preparation in advance)

	07
	The OPH/ASHP Administrative Manual on Contract Policy, Documentation and Reporting Guidelines

	08
	SBHC fiscal and personnel files (or they must be readily available at the sponsoring agency)

	09
	Copy of the current Principles, Standards & Guidelines for SBHCs in Louisiana

	10
	Copy of the current OPH/ASHP Continuous Quality Improvement (CQI) Policy

	11
	Copy of entire current contract with all attachments

	12
	Copy of contract, MOU, or other documentation that the SBHC has joined Bayou Health.

	13
	Copy of contract, MOU, or other documentation that the SBHC has joined Magellan.

	14
	Blank form to verify which peer review member reviewed confidential patient records (supplied to SBHC by OPH/ASHP)


*OPH/ASHP supplies this checklist to SBHC.      

Please note that page numbers may shift when documents are placed on the website.  Contact your ASHP 

Contract Monitor if you are unsure of which pages to include.

CQI Attachment D
OPH/ASHP LAPERT II

COMPREHENSIVE CQI NOTEBOOK CHECKLIST*

(Send two Comprehensive CQI Notebooks, one to OPH/ASHP & 
one to CQI Consultant three weeks prior to site visit)
	TAB
	CONTINUOUS QUALITY IMPROVEMENT NOTEBOOK TABLE OF CONTENTS

	01
	OPH/ASHP Standardized CQI Notebook Checklist (supplied to SBHC by OPH/ASHP)

	02
	OPH/ASHP Standardized Instructions to the CQI Team and the CQI Team Roster 

(Review team members, addresses & phone numbers supplied to SBHC by OPH/ASHP)

	03


	SBHC staff names and direct phone numbers for the: 

Administrator, Physician, Nurse Practitioner, Registered Nurse and Psychosocial Counselor

	04
	Most recent Quarterly Statistical Report for Contract Compliance and Outcome Reporting Form

from previous year

	05
	LAPERT II Audit Form for Administrative Reviewer page 19-20 for each of the sponsor’s sites (not just site(s) being reviewed) 

	06
	Map with detailed directions to SBHC (and if different, to the entrance/exit conference site as well) 

	07
	Recommended hotel, which accepts state rates, in close proximity to SBHC 

	08
	Site Review Agenda (use template supplied to SBHC by OPH/ASHP) 

	09
	Menu for box/carry-out lunch from restaurant near SBHC (at each individual reviewer’s expense).  This will depend on the day’s schedule.  Manager of site being reviewed and OPH/ASHP contract monitor will determine if lunch is necessary.

	10
	Copy of the most recent Biannual Statistical Service Report from the current year

	11
	Blank copy of laboratory log; with copy of SBHC’s laboratory log policy/procedure (if using EHR, log may be within EHR, print from EHR if possible) 

	12
	Blank copy of medical and psychosocial referral logs; with copy of SBHC’s referral log policy/procedure (if using EHR, log may be within EHR, print from EHR if possible) 

	13
	Blank copy of written asthma action plan form 


*OPH/ASHP supplies this checklist to SBHC.

Please note that page numbers may shift when documents are placed on the website.  Contact your ASHP 

Contract Monitor if you are unsure of which pages to include.

OPH/ASHP LAPERT II

CONDENSED CQI FOLDER CHECKLIST*

(Send the Condensed CQI Folder to all site visit team members except OPH/ASHP & 
CQI Consultant three weeks prior to site visit)

	01
	OPH/ASHP Standardized CQI Notebook Checklist (supplied to SBHC by OPH/ASHP)

	02
	OPH/ASHP Standardized Instructions to the CQI Team and the CQI Team Roster 

(Review team members, addresses & phone numbers supplied to SBHC by OPH/ASHP)

	03


	SBHC staff names and direct phone numbers for the: 

Administrator, Physician, Nurse Practitioner, Registered Nurse and Psychosocial Counselor

	04
	Most recent Quarterly Statistical Report for Contract Compliance and Outcome Reporting Form

from previous year

	05
	Map with detailed directions to SBHC (and if different, to the entrance/exit conference site) 

	06
	Recommended hotel, which accepts state rates, in close proximity to SBHC 

	07
	Site Review Agenda (use template supplied to SBHC by OPH/ASHP) 

	08
	Menu for box/carry-out lunch from restaurant near SBHC (at each individual reviewer’s expense). This will depend on the day’s schedule.  Manager of site being reviewed and OPH/ASHP contract monitor will determine if lunch is necessary.


*OPH/ASHP supplies this checklist to SBHC.
OPH/ASHP LAPERT II

READILY AVAILABLE DOCUMENTS CHECKLIST*

	
	Complete copies of the following documents must be readily available at the SBHC

	01
	The SBHC Administrative Policies and Procedures (signed and dated within the past 12 months)

	02
	Verification That Practitioners (NP, MD, PA, RN, LPN, MA, SW, LPC, etc.) are Licensed to Practice in the State of Louisiana

If mental health provider not licensed, must show signed copy of supervision agreement.  For nurse practitioners show Collaborative Practice Agreement with physician(s) and documentation of prescriptive authority.   

	03
	The SBHC Nurse Practitioner Protocols

	04
	The SBHC Registered Nurse Standing Orders/Clinical Guidelines (signed and dated within the past 

12 months)

	05
	All current year Encounter Forms in an organized format (e.g., chronological order) (if using EHR, not necessary) 

	06
	The OPH/ASHP Administrative Manual on Contract Policy, Documentation and Reporting Guidelines

	07
	Most current Best Practices for Prevention in SBHCs for STD, hypertension, diabetes, tobacco, HIV screening, and cervical cancer screening/Pap smears  

	08
	Most current OPH Immunization Schedule

	09
	Most current height and weight growth, BMI and hypertension charts

	10
	Copies of SBHC KIDMED & Medicaid certification and LaCHIP application center status as well as policy on LaCHIP outreach, enrollment and retention??  

	11
	Blank form to verify which peer review member reviewed confidential patient records (supplied to SBHC by OPH/ASHP)


*OPH/ASHP supplies to SBHC.

CQI Attachment E
OPH/ASHP LAPERT I

STANDARDIZED INSTRUCTIONS TO THE CQI TEAM*

This CQI Notebook is being provided to you at least three weeks in advance of the on-site monitoring visit.  It provides SBHC self reported year-to-date progress towards compliance with the contract, Principles, Standards, and Guidelines for SBHCs in Louisiana and continuous quality improvement requirements. As you read the notebook at your earliest convenience, please compile written questions and preliminary evaluation notes.  The review team members may feel free to resolve any preliminary question or concern at least 5 working days in advance of the on-site visit by calling the SBHC staff (a list of SBHC staff members and phone numbers are included in the notebook). Once on-site, the CQI team will focus on verifying the SBHC self-reported year-to date performance by evaluating documents that can only be reviewed at the SBHC (e.g., clinical records, personnel records, fiscal records, and manuals too voluminous to duplicate) and on inspecting the physical facility. 

Prior to the exit conference, the OPH/ASHP Program Manager or CQI Consultant will convene an on-site CQI team meeting with the CQI Team to (a) discuss the team’s observations, (b) summarize their findings, and (c) discuss preliminary recommendations for the CQI report. 
As you may note from the agenda, the on-site CQI monitoring process was scheduled to maximize time efficiency in reviewing and analyzing the SBHC Medical, Psychosocial and Administration components.  The time and effort you dedicate to your advanced preparation will be greatly appreciated.

Thank you.

*OPH/ASHP supplies these instructions to SBHC.
CQI Attachment F
OPH/ASHP PERT II

STANDARDIZED INSTRUCTIONS TO THE CQI TEAM*

This CQI Notebook is being provided to you at least three weeks in advance of the on-site monitoring visit.  As you read the notebook at your earliest convenience, please compile written questions and preliminary evaluation notes.  The review team members may feel free to resolve any preliminary question or concern at least 5 working days in advance of the on-site visit by calling the SBHC staff (a list of SBHC staff members and phone numbers are included in the notebook).  Once on-site, the CQI team will focus on chart auditing and data management assessment. 

Whereas the PERT I reviews such things as facility conditions, administrative functions and services offered, the PERT II focuses on core sentinel conditions and consists primarily of patient chart audits and data management assessment.  However, it must be noted that contract requirements and the Principles, Standards, and Guidelines for SBHCs in Louisiana must be followed by all SBHCs in order for a sponsor to continue to operate under the auspices of OPH/ASHP.

Members of the CQI team will break into sub‑groups based on their discipline: medical, psychosocial and administrative/data. Each sub‑group will review a component of the SBHC operation.  The sub‑groups will conduct patient chart audits using the appropriate LAPERT II audit form pages and review pertinent documents that can only be reviewed at the SBHC (for example, policy manuals, etc.)
Medical Reviewer Team 1 
Using pages 1-4 of the LAPERT II audit form, the reviewers will insert the chart ID#, present grade of student and the appropriate response to the questions for each chart.  Use the respective keys present for each sentinel condition on pages 1-4.  See the definitions on page 2 for more information.  A total of 10 to 20 charts will be reviewed.  After the audit is completed for the sentinel condition, mark the final code for the sentinel event/condition (i.e., C=complete or I=incomplete). Complete the sections excerpted from LAPERT I and “verification of medical logs.”  Put any comments for individual charts in the “comments” section.

Medical Reviewer Team 2

Using pages 5-9 of the LAPERT II audit form, the reviewers will insert the chart ID#, present grade of student and the appropriate response to the questions for each chart.  Use the respective keys present for each sentinel condition on pages 5 and 6.  See the definitions on pages 7 and 9 for more information.  A total of 10 to 20 charts will be reviewed.  After the audit is completed for the sentinel condition, mark the final code for the sentinel event/condition (i.e., C=complete or I=incomplete). Page 6 of the LAPERT II contains items from the LAPERT I chart audit.  Use the charts audited in numbers 5 (yearly blood pressure, height, weight and BMI) and 6 (immunizations) for page 6.   Definitions for these items are on page 9.  Put any comments for individual charts in the “comments” section.  Complete the section excerpted from LAPERT I.  
Psychosocial Reviewer Team

Using pages 10-16 of the LAPERT II audit form, the reviewers will insert the chart ID#, present grade of student and the appropriate response to the questions for each chart.  Use the respective keys present for each sentinel condition on pages 10-11.  See the definitions on page 10 for more information.  A total of 20 charts will be reviewed.  After the audit is completed for the sentinel condition, mark the final code for the sentinel event/condition (i.e., C=complete or I=incomplete).  Page 11 of the LAPERT II contains items from the  LAPERT  I chart audit.  Ten charts will be chosen for this section.  If available, 2 charts of the following should be selected:  child abuse, suicide and homicide.  In addition, the reviewer should review the protocols for these.  The Critical Element Checklist (pages 15-16), developed by the Psychosocial Subcommittee, should be used when reviewing the protocols and charts.  If 2 of each of these are not available, enough random charts for a maximum of 10 total charts for this page should be reviewed.   Definitions for these items are on pages 13-14.  Complete the sections excerpted from LAPERT I and “verification of psychosocial logs.”  Put any comments for individual charts in the “comments” section.  
Administrative/Data Reviewer Team

Using pages 17-24 of the LAPERT II audit form, the reviewers will insert the chart ID#, present grade of student and the appropriate response to the questions for each chart.  Use the respective keys present for each sentinel condition on pages 17-22.  A total of 10 encounter forms (with charts) will be reviewed in addition to the Outcome Measure Reporting Form.  After the audit is completed for the sentinel condition, mark the final code for the sentinel event/condition (i.e., C=complete or I=incomplete). Put any comments for individual charts in the “comments” section.  Pages 19-20 are used to determine staffing compliance.  Complete the sections excerpted from LAPERT I as well as the facility checklist.  
Prior to the exit conference, the OPH/ASHP Program Manager or CQI Consultant will convene an on-site CQI team meeting with the CQI Team to (a) discuss the team’s observations, (b) summarize their findings, and (c) discuss preliminary recommendations for the CQI report.

As you may note from the agenda, the on-site CQI monitoring process was scheduled to maximize time efficiency in reviewing and analyzing the SBHC Medical, Psychosocial and Administration components.  The time and effort you dedicate to your advanced preparation will be greatly appreciated.

Thank you.
*OPH/ASHP supplies these instructions to SBHC.
Please note that page numbers may shift when documents are placed on the website.  Contact your ASHP 

Contract Monitor if you are unsure of the pages referred to above.

CQI Attachment G

OPH/ASHP LAPERT I AND II

STANDARDIZED CQI TEAM ROSTER*

Name SBHC
Weekday(s), Date(s)
	OPH/ASHP Program Manager

CQI Facilitator  
	OPH/ASHP CQI Consultant

CQI Facilitator  
	Psychosocial

CQI Facilitator **
	Medical Doctor 

CQI Facilitator **
	OPH/ASHP
CQI Contract Compliance
	Other OPH Site Reviewer**

	ASHP Program Manager

P.O. Box 60630

New Orleans, LA 70160

(504) 568-8161
	CQI Consultant


	LCSW Facilitator  


	Medical Consultant
	OPH/ASHP Program Monitor

OPH/ASHP Program Coordinator
OPH/ASHP Data Manager
Will share CQI book with ASHP Program Manager.


	OPH Representative(s)


	CQI Peer

Medical Doctor **
	CQI Peer 

Nurse Practitioner **
	CQI Peer

Psychosocial Counselor **
	CQI Peer

Registered Nurse **
	CQI Peer

Administrator **

	(000) 000-0000

(Optional)
	(000) 000-0000
	(000) 000-0000
	(000) 000-0000
	(000) 000-0000


1 Comprehensive CQI Notebook sent to ASHP Program Manager/Program Monitor/Program Coordinator at OPH and 1 sent to CQI Consultant ONLY.

** Condensed CQI Folder with limited checklist sent to all others.

*OPH/ASHP supplies template to SBHC.

CQI Attachment H

OPH/ASHP LAPERT I

STANDARDIZED CQI AGENDA*

SBHC
Continuous Quality Improvement Monitoring Review

Day, Date
08:00 - 8:05
CQI Team Called to Order (at location)

CQI Consultant or ASHP Program Manager
08:05 - 8:30
Introduction of CQI Team Members to SBHC Sponsor and SBHC Staff

Name of SBHC Administrator, Name of SBHC

08:30 - 10:30 
Divide Into Three Sub-Groups - Medical, Psychosocial & Administration/Data

             CQI Team & SBHC Staff Review SBHC Medical, Psychosocial & Administration/Data
10:30 - 10:45 
Break

10:45 - 12:15
Inspect SBHC facility

Once at the SBHC, the CQI Medical Facilitators will need approximately one hour to complete the inspection.

12:15 - 01:15
Lunch

01:15 - 02:45
Meeting to Summarize Findings and Prepare Preliminary Recommendations

CQI Team Members


02:45 - 03:00   Break

03:00 - 04:30
Exit Conference to Discuss CQI Findings and Preliminary Recommendations

CQI Team Members, SBHC Sponsor and SBHC Staff

04:30

ADJOURN

This agenda may be modified to accommodate 2 or more SBHCs being reviewed.

*OPH/ASHP supplies template to SBHC.

CQI Attachment I
OPH/ASHP LAPERT II

STANDARDIZED CQI AGENDA
SBHC
Continuous Quality Improvement Monitoring Review
Day, Date
15 minutes
Introduction of CQI Team Members to SBHC Sponsor and SBHC Staff

Name of SBHC Administrator, Name of SBHC

2.5 hours
 Divide Into Sub-Groups - Medical, Psychosocial & Administration/Data

              CQI Team & SBHC Staff 

Review SBHC Medical, Psychosocial & Administration/Data
45 minutes
Meeting to Summarize Findings and Prepare Preliminary Recommendations

CQI Team Members


30 minutes
Exit Conference to Discuss CQI Findings and Preliminary Recommendations

CQI Team Members, SBHC Sponsor and SBHC Staff



ADJOURN

This agenda may be modified to accommodate 2 or more SBHCs being reviewed.

*OPH/ASHP supplies template to SBHC.

CQI Attachment J

OPH/ASHP LAPERT I

INSTRUCTIONS ON HOW TO PRINT THE REQUIRED REPORTS

FROM CLINICAL FUSION
Data management in the PERT I is reviewed in the Administrative section, E, numbers 21-24 (page 14).  In order for the ASHP Data Manager to validate this section of the LAPERT I, Clinical Fusion reports and data exports as well as encounter forms must be submitted to ASHP.  The following instructions should assist in printing the required reports and exporting the necessary data from Clinical Fusion that are then reviewed by the Data Manager on site.  If you need further assistance printing these reports or exporting the data, please contact the ASHP Data Manager at 504-568-8168.  For those SBHCs using an EHR, encounter forms are not necessary, however, either a print out of the appropriate information in the EHR must be provided or someone must show the reviewers where the information is located in the EHR.  Contact the ASHP Program Monitor in advance to discuss the best way to handle this part of the review.
In general, the ASHP Data Manager will attend the CQI site visit to provide technical assistance.  The following required information should be given to ASHP staff at the site visit or mailed to the ASHP office only when requested by the Data Manager.   For those SBHCs using an EHR, please generate the same 2 reports as number 1 and 2 below. Also, please make sure to capture the same fields. Finally, an export is required just like number 3 below. If this is not possible from your EHR, please archive one from Clinical Fusion.
1. Daily visit reports (LAPERT I, #22 c)

Open the Contact folder. Select the General template. In the Show frame place a check next to Details, Detail Headers, and the drop down box should read Contacts. Under the Grouping tab place a check next to Name (Last First), Birth Date, Provider and School (Current) under the Grouped by column. Also, place a check in the Show column for Diagnosis Code and Procedure Code. Press Preview to see report. Save this template as the Daily Visit Report.

Submit a copy of the daily visit report for 2 dates and copies of 5 encounter forms per day (with the identifying information blacked out, except the DOB) for Data Manager to check at ASHP. 

2. Monthly integrity report (LAPERT I, #22 e) 

Open the Contact folder. Select the General template. In the Show frame place a check next to Details, Detail Headers, and the drop down box should read Contacts. Under the Grouping tab place a check next to Birth Date, under the Grouped by column. Also, place a check in the Show column for Sex, Race, Grade (Current), Insurance Carrier (Primary), Diagnosis Group and Lab Result. Press Preview to see report. Save this template as the Monthly Integrity Report.
Submit a copy of the integrity report for one full month for the Data Manager to review at ASHP. 

3. Encounter forms (LAPERT I, #24)  (match encounter forms to exported data from Clinical Fusion)

Submit an export of one full week's worth of encounters.  Also submit 5 encounter forms per day during that week (with the identifying information blacked out, except the DOB and date of service) for Data Manager to check at ASHP. 
For your convenience, the following instructions have been included in this document.

Instructions On How To Export Data

1. From the Clinical Fusion Administration Welcome screen, select Data Utilities and then click the Export button. The Export Wizard appears to guide you through the exporting process. 

2. Click on the Next button to continue the export process.

3. Highlight State Files to export. Click Next button.

4. Enter the date range into the From and To boxes only. Click on the Next button to continue. 

5. Click Browse to select location or enter A:\State into the path export location to export to floppy disk.

6. Place a blank floppy disk into your floppy drive.

7. Click Finish to process the export of the State File. 

 Please check floppy disk before sending. 

Instructions On How To Do A System Backup
1. From the Clinical Fusion Administration Welcome Screen, select Data Utilities and then click the Database Backup button. The Backup Wizard appears to guide you through the backing up process. 

2. Click on the Next button to continue the backing up process.

3. From the top box, click Browse and select a location to backup to Primary Location and make sure to add the current date to the end of the backup file name (example: Backup5-10-09).

4. From the bottom box, click Browse and select a location to backup to Secondary Location just incase the Primary Location fails. Also, remember to add the current date to the end of the backup file name. 

5. Click the Finish button and the backing up process takes place.

Instructions On How To Copy Your Current Database 
1. Double click the following in this order: the “C” drive, the Program Files Folder, the Clinical Fusion Folder, and last, the Data Folder.
2. Copy the file “CFData.mdb” and not “CFData~saved~.mdb”.
3. Go to a folder where you would like to save this copy. 
4. Go into that folder and paste the file. 

Please note that page numbers may shift when documents are placed on the website.  Contact your ASHP 

Contract Monitor if you are unsure of the pages referred to above.

CQI Attachment K
OPH/ASHP LAPERT II

PATIENT CHART SELECTION FOR AUDIT OF CONFIDENTIAL RECORDS*
Clinical Fusion will be utilized to assist in patient chart selection for the audits.  For those SBHCs using an EHR, OPH-ASHP will work with the SBHC staff to determine if the lists can be obtained from the EHR instead of Clinical Fusion.  The following lists printed from Clinical Fusion (current year information) should be submitted to OPH/ASHP with the CQI notebook:

	Sentinel Condition
	Description of Clinical Fusion List
	Number of patient charts OPH/ASHP will randomly select
	Audit for the following:

	MEDICAL REVIEWER I (Core team member and peer medical reviewer)

	Comprehensive Physical Exam with Risk Assessment, STD/Paps, Tobacco
	All patients with the ICD-9 codes V20.2 and V70.0 and ICD-9 V70.3 if sports physicals are comprehensive
	10 
	Risk assessments and physical exams include all critical elements (including STD screening as appropriate and screening to assess risk for, or use of tobacco and receive risk/use reduction education/counseling as appropriate).

	Asthma

All grades
	All patients with the ICD-9 codes 493.00-493.92
	10
	A written asthma action plan that is reviewed annually in their chart.

	MEDICAL REVIEWER 2 (Core team member and peer medical reviewer)

	Blood Pressure, Height, Weight and BMI, Immunization and Items from PERT I Medical Chart Audit
	All patients
	10
	Documentation in the charts of a yearly blood pressure reading, height, weight, BMI and follow-up if indicated.

Documentation in their charts of up-to-date immunizations by OPH Immunization Schedule.

Chart audit items.

	Diabetes Screening

5th-12th grades & ages 10 & older only 
	All patients with the ICD-9 code V77.1
	10
	Students screened for type 2 diabetes met the criteria for screening and had follow-up if indicated.


	PSYCHOSOCIAL REVIEWER (Core team member and peer psychosocial reviewer)




	Poor School Performance
	All patients with the ICD-9 codes 309.23, 313.83, V40.0, and V62.3
	10
	Documentation in the charts of referral and medical screening and evidence that social worker and appropriate school personnel have talked.

Appropriate charts have evidence of treatment plan in progress and/or referral for academic service.

	Items from PERT I Psychosocial Chart Audit
	All patients with the ICD-9 codes 995.50-995.59 (child abuse)

All patients with the ICD-9 codes E950-E959 (suicide) 

All patients with the ICD-9 codes E963,  E965.0-E965.9, E966, E968.1, E968.2, E968.5, E968.8, and E968.9 (homicide)
All patients of Psychosocial Provider


	2

2

2

4-10 from Psychosocial Provider depending on how many of above are available
	Chart audit items.  In particular, review protocols and charts for cases of child abuse, suicide, and homicide.

	ADMINISTRATIVE REVIEWER (Core team member and peer administrative reviewer)

	Accurate Clinical Fusion Data Entry Including Insurance Status
	All patients
	10
	Encounter forms match Clinical Fusion data.

Insurance status from consent form matches Clinical Fusion data.


From these lists, OPH/ASHP will randomly select patient charts to audit during the on-site review.  The SBHC will be notified which charts will be audited 3-5 working days prior to the site visit in order to have these ready for the team’s review on the day of the site visit.  The patient identity section of the Clinical Fusion lists must be encrypted; i.e., with codes in lieu of social security numbers to avoid disclosure of patient identity.  All charts selected must consist of patients seen within the school year for which the site visit occurs and be readily available at the SBHC on the day of the CQI review.

Please refer to Attachment L for instructions on how to print the required lists from Clinical Fusion.  If you

need assistance printing these lists, please contact the ASHP Data Manager at 504-568-8168.

For the charts chosen for the administrative reviewer only, the SBHC will need to prepare additional information including the charts, specific encounter forms and Clinical Fusion data reports for the reviewers.  Instructions for this preparation are in Attachment M of this document.  For those SBHCs using an EHR, encounter forms are not necessary, however, either a print out of the appropriate information in the EHR must be provided or someone must show the reviewers where the information is located in the EHR.  Contact the ASHP Program Monitor in advance to discuss the best way to handle this part of the review.
CQI Attachment L
OPH/ASHP LAPERT II

INSTRUCTIONS ON HOW TO PRINT THE REQUIRED LISTS FROM CLINICAL FUSION
The following instructions should assist in printing the required lists from Clinical Fusion.  If you need further assistance printing these lists, please contact the ASHP Data Manager at 504-568-8168.

I. How to Create a Report for “All Patients with Codes V20.2, V70.0 and V70.3 (if sports physicals are
       comprehensive)”

1.   From the Report Menu, select Report Manager.

2.   Click the plus sign next to the Contacts folder.

3.   Click on the General report.
4.   In the Show frame, place a check next to Count and everything else should be unchecked. 
5.   Click on the Down -Arrow and select Persons.
6.   In the Grouping tab, place a check next to Registration ID, Contact Date and Diagnosis Code     
       under the Grouped by column. 
7.   Go to the bottom and click Reorder.
8.   Make sure Registration ID is first on the list and if not, highlight that category and click Up to push that category to the top. 
9.   In the Date Range tab, enter the correct date range needed.
10. In the Custom Criteria tab:

a. Place a check next to the field name Diagnosis Code.
b. Select the operator: One of.
c. In the Value(s) frame, click on the Down-arrow and select ICD-9 codes for comprehensive     

physical exam (V20.2, V70.0, and if sports physicals are comprehensive, V70.3) and add   

them to the bottom box by clicking Add.
11.   Go to the Purpose tab and click on arrow and select For Chart.

12.   Click on the Preview button.

13.   Save the report by:

a. Click on the Save As button.

b. Enter the name of the report: “All patients with codes V20.2, V70.0, and if sports physicals are comprehensive, V70.3”.

c. Click on Ok.

II. How to Create a Report for “All Patients with Codes 493.00-493.92”
1. Keep the Template we have just created open so we can modify.
2. In the Custom Criteria tab:
a. Select the operator: Between.
b. Enter Code 493.00 in the first Value(s) box.
c. Enter Code 493.92 in the second Value(s) box.
3. Click on the Preview button.
4. Save the report by:
a. Click on the Save As button.
b. Enter the name of the report: “All patients with codes 493.00-493.92”.
c. Click on Ok.

III. How to Create a Report for “All Patients with Code V77.1”
1. Keep the Template we have just created open so we can modify. 

2. In the Custom Criteria tab:
a. Select the operator: Equal To.

b. Enter Code V77.1 into the Value(s) box. 
3. Click on the Preview button.

4. Save the report by:

a. Click on the Save As button.

b. Enter the name of the report: “All patients with code V77.1”.
c. Click on Ok.
IV. How to Create a Report for “All Patients with Codes 309.23, 313.83, V40.0 and V62.3”
1. Keep the Template we have just created open so we can modify. 

2. In the Custom Criteria tab:

a. Select the operator: One Of.

b. Select and Add Codes 309.23, 313.83, V40.0 and V62.3 into the box below. 

3. Click on the Preview button.

4. Save the report by:

a. Click on the Save As button.

b. Enter the name of the report: “All patients with codes 309.23, 313.83, V40.0 and V62.3”.

c. Click on Ok.

V. How to Create a Report for “All Patients with Codes 995.50-995.59”
1. Keep the Template we have just created open so we can modify. 

2. In the Custom Criteria tab:

a. Select the operator: Between.

b. Enter Code 995.50 in the first Value(s) box.

c. Enter Code 995.59 in the second Value(s) box.

3. Click on the Preview button.

4. Save the report by:

a. Click on the Save As button.

b. Enter the name of the report: “All patients with codes 995.50-995.59”.

c. Click on Ok.
VI. How to Create a Report for “All Patients with Codes E950-E959”
1. Keep the Template we have just created open so we can modify. 

2. In the Custom Criteria tab:

a. Select the operator: Between.

b. Enter Code E950 in the first Value(s) box.

c. Enter Code E959 in the second Value(s) box.

3. Click on the Preview button.

4. Save the report by:

a. Click on the Save As button.

b. Enter the name of the report: “All patients with codes E950-E959”.

c. Click on Ok.

VII. How to Create a Report for “All Patients with Codes E963, E965.0-E965.9, E966, E968.1, E968.2, E968.5, E968.8, and E968.9”
1. Keep the Template we have just created open so we can modify. 

2. In the Custom Criteria tab:

a. Select the operator: Between.

b. Enter Code E960 in the first Value(s) box.

c. Enter Code E969 in the second Value(s) box.

3. Click on the Preview button.

4. Save the report by:

a. Click on the Save As button.

b. Enter the name of the report: “All patients with codes E963, E965.0-E965.9, E966, E968.1, E968.2, E968.5, E968.8, and E968.9”.

c. Click on Ok.
VIII. How to Create a Report for “All Patients”
1. Keep the Template we have just created open so we can modify.

2. Go to Custom Criteria tab.

3. Uncheck the field name Diagnosis Code located on the left to disable information on          the right.
4. Go to the Grouping tab and uncheck the field name Diagnosis Code under Group By          column.  Note:  If this report generates too many pages, go back into the “Grouping”         tab and uncheck “Diagnosis Code” in the “show” column.  This will help shrink down          the number of pages.
5. Click on the Preview button.

6. Save the report by:

a. Click on the Save As button.

b. Enter the name of the report: “All Patients”.

c. Click on Ok.
IX.
How to Create a Report for "All Psychosocial Patients"     
1. From the Report Menu, select Report Manager.

2. Click the plus sign next to the Contacts folder.
3. Click on the General report.

4. In the Show frame, place a check next to Count and everything else should be unchecked. 
5. Click on the Arrow and select Persons.

6. In the Grouping tab, place a √ next to Registration ID and Provider under the Grouped by column. 

7. Go to the bottom and click Reorder.

8. Make sure Registration ID is first on the list and if not, Highlight that category and click Up to push that category to the top. 

9. In the Date Range tab, enter the correct date range needed.
10. In the Custom Criteria tab:

1. Place a check next to the field name Provider.

2. Select the operator: Is equal to.

3. In the Value(s) frame, click on the Down-arrow and select Psychosocial Provider Name from the list.

b. Go to the Purpose tab and click on arrow and select For Chart.

c. Click on the Preview button.
d. Save the report.
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Instructions on how to prepare CHARTS, encounter forms and

CLINICAL FUSION DATA REPORT for the Administrative REVIEWER(s)
This only applies for the charts reviewed by the Administrative Reviewers.  No encounter forms or Clinical Fusion reports are necessary for any of the medical or psychosocial reviewers.  

In an effort to streamline the process of reviewing the data from Clinical Fusion and comparing it to the visit and registration information from the encounter form and chart, the following steps have been established.  For questions about the report requested from Clinical Fusion, contact the data manager.  For questions about organizing or preparing the information for the administrative reviewer, contact the contract monitor.  Both can be reached at 504-568-8168.  For those SBHCs using an EHR, encounter forms are not necessary, however, either a print out of the appropriate information in the EHR must be provided or someone must show the reviewers where the information is located in the EHR.  Contact the ASHP Program Monitor in advance to discuss the best way to handle this part of the review.
STEP 1:
Using the list of randomly selected charts that will need to be reviewed on site (sent to the SBHC by the OPH/ASHP program monitor), prepare the following report from Clinical Fusion for the 10 charts to be reviewed in #9 of the LAPERT II tool for the administrative reviewer.  In order to view the data from a variety of visits to the health center, the following types of visits have been chosen:  diabetes screening, comprehensive physical exam and general visits.  For the diabetes screening visits (ICD-9 code V77.1) and comprehensive physical exam visits (ICD-9 code V20.2, V70.0, and if sports physicals are comprehensive, V70.3), the exact date for the visit that needs to be included in the report will be given. For all other charts, use the patient’s second visit to the SBHC within the school year audited.

How to Create a Report for “Accurate Clinical Fusion Data Entry for Visit and Registration Information”     

1. Open the Search Screen. 

2. Search for person by entering Registration ID or Name. 
3. When person is located, highlight record and click on the History tab. 
4. Select the Contacts tab.
5. Highlight the correct Contact Date and then click on Properties on the right.
6. Go to top right and click Page Setup tab. 

7. Click on Preview button at the bottom. 

STEP 2:

A copy of the encounter form from the appropriate visit should be inserted in each chart. As stated in step 1, for the diabetes screening visits (ICD-9 code V77.1) and comprehensive physical exam visits (ICD-9 code V20.2, V70.0 and if sports physicals are comprehensive, V70.3), the exact date for the encounter form to be inserted in the chart will be given. For all other charts, use the encounter form from the patient’s second visit to the SBHC within the school year audited.  The reviewer will use the encounter form and report printed from Clinical Fusion in step 1 above to verify the accuracy of the data entered.  Be sure to have the Clinical Fusion report ready and available for each reviewer.

STEP 3:

       Have charts in order (1thru 10) as they appear on the list received from OPH/ASHP.
CQI Attachment N

OPH/ASHP LAPERT I OR II

VERIFICATION OF WHO REVIEWED CONFIDENTIAL RECORDS*

Attached is an encrypted list of the patient charts (i.e., with codes in lieu of social security numbers to avoid disclosure of patient identity) which were selected for the (Date) CQI Monitoring Review of the (SBHC). 

	
	CQI REVIEWER ROLE
	CQI REVIEWER NAME
	CQI REVIEWER SIGNATURE

	01
	OPH/ASHP Program Manager
	
	

	02
	OPH/ASHP CQI Consultant 
	
	

	03
	LCSW Liaison 
	
	

	04
	OPH/ASHP Program Monitor
	
	

	05
	OPH/ASHP Program Coordinator
	
	

	06
	OPH/ASHP Data Manager
	
	

	07
	OPH Medical Consultant
	 
	

	08
	Other OPH Site Reviewer
	
	

	09
	Other OPH Site Reviewer
	
	

	10
	Peer Medical Doctor
	
	

	11
	Peer Nurse Practitioner
	
	

	12
	Peer Registered Nurse
	
	

	13
	Peer Psychosocial Practitioner
	
	

	14
	Peer Administrator
	
	

	15
	Peer Data Entry Technician
	
	

	16
	
	
	


*OPH/ASHP supplies to SBHC.
