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Goals For The Presentation

Introduce an electronic tool designed to 
improve care at the time of transition to 
home health care 
Review some preliminary feedback
Describe the transition to a web-based tool



Focus on Transition from Hospital 
to Home Health Care

Transitions in healthcare problematic
– Poor information exchange
– Increased risk for medical errors
– Often a lack of physician involvement 
– Poor utilization of healthcare resources

Avoidable re-hospitalizations



There is Room for Improvement
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Current System for Referring a 
Patient to Agency 

Hand-written form or phone call used to 
initiate home health referrals
Rarely involves physician in generating the 
referral orders (SW or RN initiates)
Referral documentation rarely part of the 
permanent medical record





Our Approach

To restructure the format and initiation of 
CMS 485 to:
– Improve accuracy
– Promote evidence-based patient care
– Increase physician participation in the plan of 

care
– Enhance communication between physician 

and agency



Methods 
Developed a computer generated CMS 485 from 
Cornell electronic health record (“e-485”)
Automated uploads (demographics, 
medications, diagnoses, and patient allergies)
Expanded content of CMS 485 to include 
diagnosis-specific home care orders and triggers 
for physician contact
Added evidence-based decision support tools 
and order sets
Completed form becomes part of patient’s 
electronic health record



Creating an e-485



Example of Evidence-based popup 
screen



Physician Impressions

Favorably received
Takes 3 minutes to complete on average
Accessible as part of the medical record
Easy learning curve
Allows MD to bill for managing home 
health care patient



Home Health Agency Impressions

Received favorably by nurses:
– Ease of reading – handwriting vs. typed
– Format – easy to follow
– More comprehensive orders
– Titration orders allow co-management of 

patients between nursing and medicine



Electronic Transitions

Getting the Data from the Hospital EMR or 
Physician’s Office to the HHA
Enhancing the Communication Physicians 
and Nurses
Bringing Caregivers into the Process



Web-based System

Beginning stages of 2-year project to 
create a more flexible and generalizable 
web-based system:
– Will allow electronic communication of 

automated 485
– Subsequent communications between 

physicians and home health agency staff
– Physicians will be able to sign plans of care, 

revisions and new orders electronically



Web-based System (cont’d)

Nurses and physicians will be able to 
leave notes for one another on secure 
website
Enables physicians who lack electronic 
health record the capability to participate
– Manually entering data
– Accessing system via any web browser



e-transitions Model
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What Is e-transitions?

Secure internet website
Database (EMR)
Protocols for data exchange
System to notify physicians and nurses 
about changes and updates via e-mail
Resource for patients and caregivers



Data Communication
Continuum of Care Record (CCR)

Cornell Climax
System
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Components of the CCR

Patient Identifier
Date/time
To
Purpose
Comments
Signatures
Body



Body of CCR

Payer
Advance Directives
Support
Functional Status
Problems
Family History

Alerts
Medications
Medical Equipment
Vital Signs
Plan of Care
More



Home Page



Physician Patient List



Physician - Patient View
Including Communications



Physician – Add Orders



Physician – Medication 
Adjustments and Monitoring



Basic CMS 485 Information



Basic CMS 485 Information



Basic CMS 485 Information



Process Evaluation of Web-based 
System (e-transitions)

Interviews with operations staff at VNSNY 
(e.g., Central Admissions Unit managers)
Two clinician focus groups:
– Physicians at Cornell and in community
– Nurses at VNSNY

Phone interviews with patients and/or 
caregivers
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