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Improving eMR Documentation
of Nursing Plan of Care to improve SWSLHD’s
After-
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Target State: SMART Goal

Increase the percentage of patients with a
suggested plan of care that has:

1. been documented in the Nursing :a‘”,
espiratory
Plan of Care folder of eMR Orientation & oral
Mobility

2. the PROMSNAME elements =——————p |Social & sleep
Nausea

3. a follow-up management plan Appetite

Medication

from to by July 30 2021. Elimination




AFTER HOURS FACTORS

Time constraints and
competing priorities —— =
when taking calls

Lack of
understanding,
knowledge, clarity

PCU RNs unfamiliarity g

with home basad PC be able to adhere to

standardised
Lack of knowledge documentation

about each patient

Limited communication — g}

with community nurses Ambiguity
regarding correct
documentation

process to follow

Mo capacity for patient
handover

DOCUMENTATION

and time capacity to - ———— =

-

Lack of data

- —_————

dictionary for folders

Difficult to navigate
MR system

Lack of guidance to
nurses who author Plans
of Care

—

Multiple folders in eMR.
system with no clarity on
where documentation
should be located

—F_

eMR SYSTEM
FACTORS

LIMITATION ON PCU
RNs TO PROVIDE
TAILORED &
APPROPRIATE ADVICE
IN THE AFTER HOURS
PERIOD




Key Drivers

Key areas of focus from fishbone:

e Standardisation of documentation requirements for
community palliative care patients

e Education for nursing staff

DOCUMENTATION

Lack of
understanding,
knowledge, clarity
and time capacity to =
be able to adhere to
standardised
documentation

Ambiguity
regarding correct
documentation -
process to follow

Community Health
Nurses are motivated to
improve documentation

Nurses taking after
hours phone calls
understand
documentation location

Definitions of sub-folder
categories in the EMR

Community Health
Nurses understand new
documentation
requirements
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\
SWSLHD Community Nursing eMR Documentation Location Guideline

To locate documentation in the eMR: Patient List — Select Client — Clinical Notes — Palliative Care — Required Sub Folder.

PALLIATIVE CARE FOLDER
NURSING ACTIVITY Sub Folder Locations
Pallathve Care Trige Phone Call Telephens Consult sub Polder
First Home Visit Initial Sub Folder

Ongoing Home Visits
documented here**

Community Health

Nurses are motivated to e
‘Ongoing Clinical Telephone Calls. When clinical di ion occurs lliative Care Teleph Consult Sub Folder
and or | advice is provided =+ Where PCU enter document®.H 13§} Phone calls*=

improve documentation

ocation.guide..

ACTIVITY & DISCUSSIONS ADVANCE CARE PLANNING FOLDER Sub Folder Locatis

‘Ongoing Non Clinical Phone Calls a|

. Preferred place for End of Life Care Record of Advance Care Planning Sub Folder

N u rse 5 ta kl ng after G.P Phone and Home Visit availability B.H & A.H
Verification of Death arrangements

Knowledge re burial or cremation

h D u rs p h D n E 'c a I IS G.P ability to provide MCCD & Cremation Forms

Funeral arrangements

u n d E rsta n d Completed Advance Care Directive Advance Care Directive Sub Folder
. . Completed NSW Ambulance Authorised Palliative Care Plan NSW Ambul; Authorised P.C Sub Folder
documentation location

HWSLHD P&CH Palliative Care Nursing Documentation Guideline

Te enter ion into the eMR—Choose client—Ad Hoc—Palliative Care — choose appropriate P.C form to enter documentation in.

DEﬁ nitiDns Df Eu b-folder . NURSING ACTIVITY Palliative Care Form N.B
categ D ri e 5 i n the E M R Palliative Care Triage Phone Call Palliative Care T|

r to Triage Phone Call Guide
E template Includes a Nursing Plan of Care section for all noted symptoms.

First Home Visit (CHN only) Palliative Care I
Include utilisation of all PROMSNAMES elements

Ongoing Home Visits CHN & PEACH R.N Palliative Care Nursing Plan of Care | Include a plan of care for all noted symptoms Include next planned contact
date

Case Review

cu here. In Service Type choose Other

Clinical Telephone Calls where clinical ipl finic

discussion and advice occurs/provided and enter Triple |
PCU staff document 1300# After Hours calls here. In Service Type choose After

T Palliative Care

Community Health
Nurses understand new

Non Clinical Phone Calls and Information Pa

. Preferred place for End of Life Care Record of Advance Care Planning N.B When completed Directives/Plans are uploaded to the glIR AN
docul‘ |' |Enta tlon G.P Phone & Home Visit availability B.H & A.H | Form Advance Care PLAN Alert is actioned
Completed Advance Care Directive forms are sent to Triple | for uploading &

Verification of Death arrangements
Funeral, burial &/or cremation discussions

requirements iyt provids MCCD rematon Foms

must be accompanied by the form titled: "Request for Advance Care Pianning
Documents for Scanning Cover Sheet” found on the SWSLHD intranet

Completed P.C Ambulance Plans are sent t Triple | for uploading.




' Results

% of patients with a suggested plan of care documented in the Nursing Plan of Care
folder and containing the PROMSNAME elements with a follow up management plan

Secondary Measure 4-Primary Measure ===Process Mean Target
90%
80%
70%
60%
]
oo
8 50%
[
[«J]
2 40%
]
[a W
30%
*
2
20% > =
L ¢ 2 4
10%
8 11 13 5 8 8 10
0%
= ~ = N N H = = N N Yo} = N w (@)] = N N H =
>~ ~ S = (o] ~ = 00 Ul ~ ~ (o)} w o ~ w o ~N ~ =
w w S~ S~ S~ H S~ S~ S~ Ul Ul S~ S~ S~ (&) S~ S~ S~ ~N S~
~ ~ w w w ~ N N N ~ ~ ul ul ul ~ (*)) (@) (©)) ~ ~N
N N S~ S~ S~ N S~ S~ S~ N N S~ ~ S~ N S~ S~ S~ N ~
= = N N N = N N N = = N N N = N N N = N
= = - = - = = = = = = - =

Week

12/L/8T
12/L/St



Additional Results

SWSLHD Community Nursing eMR Documentation Location Guideline

To locate documentation in the @MR: Patient List — Select Client — Clinical Motes — Palliative Care — Required Sub Folder.

evelopment of new Guidelines:

NURSING ACTIVITY

PALLIATIVE CARE FOLDER
Sub Folder Locations

Palliative Care Triage Phone Call

Telephone Consult Sub Folder

First Home Visit

al Assessment Sub Folder

Ongoing Home

Nursing Plan of Care Sub Folder
** PEACH home visit by Bracside staff is documented here**

Case Review

Multidisciplinary Team Case Conference Sub Folder

Ongaing Clinical Telephane Calls. When clinical discussion occurs
and or clinical advice is provided

Palliative Care Telephone Consult Sub Folder
** Where PCU enter document A.H 1300 Phone calls**

Ongoing Non Clinical Phone Calls and Information

Palliative Care Nursing Progress Comm Notes Sub Folder

NURSING ACTIVITY & DISCUSSIONS

ADVANCE CARE PLANNING FOLDER Sub Folder Locations

Preferred place for End of Life Care
G.P Phone and Home Visit availability B.H & A.H
Verification of Death arrangements

Knowledge re burial or cremation

G.P ability to provide MCCD & Cremation Forms.
Funeral arrangements

Completed Advance Care Directive
Completed NSW Ambulance Authorised Palliative Care Plan

Record of Advance Care Planning Sub Folder

Advance Care Directive Sub Folder
NSW Ambulance Authorised P.C Sub Folder

[SWSLHD P&CH Palliative Care Nursing Documentation Guideline

To enter documentation into the eMR—Choose client_+Ad HocPall

ive Care — choose appropriate P.C form to enter documentation

4
NURSING ACTIVITY Palliative Care Form N.B
Palliative Care Triage Phone Call Palliative Care Telephone Consult Refer to Triage Phone Call Guide
This template Includes a Nursing Plan of Care section for all noted symptoms
First Home Visit (CHN only) Palliative Care Initial Assessment
Include utilisation of all PROMSNAMES elements
Ongoing Home Visits CHN & PEACH R.N Palliative Care Nursing Plan of Care | Include a plan of care for all noted symptoms Include next planned contact
date
Case Review Multidiscipli y Team Case Review Document all staff present at Case Review
Clinical Telephone Calls where clinical Palliative Care Telephone Consult Triple I staff decument 1300% clinical calls here. In Service Type choose Other

discussion and advice occurs/provided

and enter Triple |
PCU staff document 1300#% After Hours calls here. In Service Type choose After
Hours Palliative Care

Non Clinical Phone Calls and Information Palliative Care Nursing Progress Com | E.g. Carer cancels planned visit

G.P Phone & Home Visit availability B.H & A.H | Form
Verification of Death arrangements

Funeral, burial &/or cremation discussions
G.P ability to provide MCCD/Cremation Forms

Preferred place for End of Life Care Record of Advance Care Planning N.B When completed Directives/Plans are uploaded to the eMR AN

Advance Care PLAN Alert is actioned
Completed Advance Care Directive forms are sent to Triple | for uploading &
must be accompanied by the ferm titled: “Request for Advance Care Planning
Documents for Scanning Cover Sheet” found on the SWSLHD intranet

Completed P.C Ambulance Plans are sent to Triple | for uploading.

4.

Community Nursing EMR
Documentation Location Guideline
Palliative Care and Community Healt
Nursing Documentation Guideline
PCU Nurse After Hours Phone Call
Documentation Guideline

PEACH RN Documentation Guideline



Institutional Impact

Improvement for all community Palliative Care patients

e Community Palliative Care Nursing Referrals
1400 FY 2020/2021
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200
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0
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Community Nursing Teams
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Sustainability




‘ Key learning points

* Small changes can result in BIG improvements

* Health professionals from across services will get behind Ql
initiatives if they can see its value and impact

* A better understanding of why previous Ql projects have not
been successful

Next steps:

* Improving documentation at the transfer of care Reviewing
documentation in the acute setting

* Reviewing documentation by specialist palliative care acute settings
* Expanding education/awareness into other departments (e.g. ED)



