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Proposal for Change in the Health Information Systems
Introduction
In the contemporary health care system, data availability and quality have become indispensable not only in elevating care standards for patients but also for the effect it has on government budgeting of the health sector. Health information systems have been the revelations in hospitals in terms of patients’ data collection and subsequent analysis (Weaver, 2016). The systems capture, store and manage health information of patients and any other information regarding the health sector. This paper seeks to propose a change in the policies, procedures, and operations of the health information systems.
Evaluation, Implementation, and Management of Electronic Applications / Systems for Clinical Classification and Coding
In looking at the systems for clinical classification, a challenge is that an encoder may not be able to follow all the guidelines of coding. For example, the encoder may be it hard encoding the guidelines for clinical outpatient diagnoses. Most encoders incorporate other coding software products such as optimization programs and groupers. Groupers assist in assigning related patients into one classification. Two frequent groupers are classifications for outpatient’s ambulatory patients and diagnostic groups for inpatients. The classification may be based on procedures performed, diagnoses, or both (Tran, 2017). Other components considered when encoding include the status indicator and the discharge disposition of the system.
Two common systems common in clinical classification are computer-assisted-coding (CAC) and automated coding systems. These systems automatically assign codes to the health information stored in the computer hardware. The automated system does not require the intervention of the hospital encoder (Tran, 2017). The American Health Information Management Association (AHIMA) informs that the medical codes generated by the two systems are derived from data collected by health practitioners and thus, can reliably be used to make medical decisions regarding patients’ health (Weaver, 2016). Both systems, in their final assignment of codes, require human intervention for validation. The computer-assisted coding is expensive and more prone to medical errors. Thus, the automated coding system is the best system for health records.
The Accuracy of diagnostic and Procedural Coding
The transformation of the information systems will need an enhanced clinical documentation program to allow the encoder to use the system to develop an accurate description of the patient’s health condition. ICD- 10-CM is one such coding program that is highly specific with more than 60,000 codes as compared to the ICD- 9-CM that has only 13000 codes. Accurate and reliable health data is necessary for this program to generate codes with the highest degree of specificity. Health facilities have formed oversight committees for Clinical Documentation Improvement (CDI) to ensure that appropriate health information is provided to support the coding service of ICD- 10-CM (Kohli, 2016).
Value of Quality CDI Program
A quality CDI program guarantees an accurate depiction of the patient’s health status in coded form, and thus enhances the quality of care provided and probable improvement of health outcomes. Evaluation of the program depicts a relation between substantial documentation and elevated care quality. Health facilities with diagnostic and procedural records report an impressive decrease in mortality rate and better therapeutic care (Tran, 2017).
Challenges of the Program
The implementation of the CDI program poses challenges to hospitals in that each medical specialty, say cardiology or anatomy has different clinical terms and documentation from others. Thus, the program has to be customized to suit the range of treatment for a health facility. The intended user also needs to undergo training. There is also a challenge in getting the right personnel to run this program (Tran, 2017). There are no accreditation bodies for such personnel. The third challenge is the emerging disagreement between the staff in the therapeutics department and the CDI experts regarding the information that the patient should give.
Information operability and Exchange
The Health Information Exchange (HIE) defines that sharing of documents between facilities is patient-centered i.e. a patient is linked with each file that is shared. When information that is shared between health systems is associated with an individual patient, it is important to ensure that, the two systems are referring to the same individual (Amuthabala, 2016). One way to achieving this is by attaching enough documentation data in each transfer to ensure that the other system partner can identify the patient’s demographic data through locally held distinct features.
Attaching enough documentation data during the transfer between systems is itself a challenge. The demographic data change over time and the two systems may not have similar information matching rules. Privacy of patients’ information is also a concern during information exchange (Kolkman, 2011). Therefore, it is recommended that identification of patients in two different systems be done so via patient identifiers established in a common domain system.
Evaluation of Health Information Systems and Data Storage Design
Health Information Systems
1. Task-based and subject-based health information systems: the subject-based systems are associated with a certain human service while task-based systems are associated with specific assignments. Subject-based systems are more efficient than task-based systems because there is a minimal likelihood of duplicating data.
2. Clinical and financial health information systems: the systems assist in giving access to costing and the patient’s use of the various departments of a health facility. Most costing is done through estimation as a reflection of the patient’s expenses in the facility. The systems also generate invoices and follow up on unpaid bills. Thus, it facilitates a smooth financial operation of hospitals.
3. Clinical-administrative health information systems: these are managerial systems in health facilities that facilitate oversight to the overall automated clinical setup and connect the various clinical frameworks.
Data Storage Designs
The method of data storage for health facility depends on the amount of data, location, available resources with the following three methods being the most common
1. On-premise storage: data is stored on local servers in the hospital settings.  Destruction of hardware through fire emergencies could lead to loss of data. As a result, hospitals are now migrating to cloud storage.
2. Cloud design: data is stored in logical pools generated and managed by a remote hosting server. This design is cost-effective to hospitals and saves on space, which would have been used to install hardware and network devices. 
3. Hybrid storage: the design uses both on-premise and cloud storage approaches. Hospitals can easily feed new data using this design thus it is the most appropriate.
Disaster Recovery Plan
A disaster recovery plan is designed in such a way that it guarantees maintenance of hospital operations in the event that a disaster happens. Hospitals are now using Healthcare Disaster recovery systems (HDRS) and hybrid data storage design as a backup plan in case of eventualities (Nelson, 2016). The system is designed in such a way that once it is connected to the data storage, it can start encoding the information that had been stored by the hospital in its remote cloud storage.
Management of clinical indices/databases/registries
Clinical registries and databases are part of secondary data sources for health information systems and thus be generated with utmost attention. Regardless, there are still some challenges in the management of these sources as outlined below.
· It is difficult to locate a patient’s information across systems as each system happens to use its own unique patient identifier codes. The recommendation for this challenge is the development of one domain with common patients’ identifier markers for all systems.
· There is also sluggish progression on the identification and assessment of the suitable information sources. This is due to the poor efforts in the development of electronic health systems. This may be remediated through innovation of devices and programs that enhance data evaluation.
· There is also laxity on the part of medics in keeping records leading to loss of patients’ data. Policies should be formulated to make it mandatory for records keeping in all the hospitals’ departments.
Data Warehouse Design
Data warehouse design is a process that provides solutions for the integration of data from multiple sources to aid in analytics. Two approaches to generating such a process include bottom-up design and top-down design. In top-down design, the data structure is designed first then the data mart built on top of the data structure. In the bottom-up design, data marts are generated first to provide the appropriate analytics for system processes upon which data warehouse is then installed (Amuthabala, 2016). In generating a new health information system with predetermined analytics, the top-down warehouse design is recommended as an appropriate database can be modeled to improve health outcomes, patients’ satisfaction, and suits the facility’s diagnostic and procedural metrics.
Conclusion
In today’s health care system, data availability and quality is paramount. Due to its increasing significance, there is need for proper polices and mechanism to safeguard data availability and quality. Conclusively however, it is evident that installation of new or modification of an existing health information system is a complex, lengthy, but a worthy process. The coding systems help in improving diagnosis and medical procedures, which reduces the mortality rate in the long run.
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