Solving the Clinical Data-Information Puzzle

Omaha System Overview and Components

The Omaha System is a research—based, comprehensive and standardized taxonomy designed to
enhance practice, documentation, and information management. It consists of three relational,
reliable, and valid components: the Problem Classification Scheme, the Intervention Scheme, and
the Problem Rating Scale for Outcomes. The components provide a structure to document client
needs and strengths, describe multidisciplinary practitioner interventions, and measure client
outcomes in a simple, yet comprehensive, manner.

Practice, education, and research users can generate meaningful data through typical or routine
documentation of client care in electronic or manual client records. The Omaha System terms
and definitions are not held under copyright so are available for use without permission.
However, the source of the terms, definitions, and codes (2005 book) must accompany their
use. Other sections of the new book are held under copyright. Authors, software vendors, and
representatives from practice, education, and research who are developing manual or electronic
information systems need to refer to the book for more details about copyright.

When the three components are used together, the Omaha System offers a way to link clinical
data to demographic, financial, administrative, and staffing data. The linkage is similar to
arranging diverse pieces and completing a puzzle; implementing the Omaha System can produce
a vivid portrait of client needs, the health care services provided, and the outcomes of service.

The QOverview summarizes the three components: past, present, and future research and
development; and use.

The Omaha System includes the:

+ Problem Classification Scheme
« Intervention Scheme
- Problem Rating Scale for Outcomes
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Past, Present, and Future

Work on the Omaha System began in 1970 when Visiting Nurse Association (VNA) of Omaha
staff began revising their client records and adopting a problem—oriented approach. The goal was
to provide a useful guide for practice, a method for documentation, and a framework for
information management. Between 1975 and 1986, three research projects were funded by the
Division of Nursing, US DHHS. The purpose of the research was to develop and refine the
Omaha System. Further research designed to address reliability, validity, and usability was
conducted between 1989 and 1993. This research was funded by a National Institute of Nursing
Research, NIH RO-1 grant. During the early years, information was disseminated through
workshops and speeches. The first article was published in 1981, and first books in 1992.

The Omaha System is based on a circular, dynamic, epidemiological, interactive conceptual
model that represents three standardized components. The model integrates the problem solving
process, client—practitioner relationship/partnership, and concepts of critical thinking, clinical
decision making, and quality improvement. An empirical, inductive approach was used throughout
the research projects. Practitioners employed by the VNA of Omaha and seven diverse test sites
located throughout the United States coliected actual client data and submitted those data for
inciusion in the Omaha System. Numerous other individuals and groups participated in the
research as advisory committee members and consultants. From the beginning of the Omaha
System's development, the terms, codes, and definitions were not copyrighted so that they could
be equally accessible to practitioners, administrators, students, faculty, software vendors, and
other potential users.

From the onset, the intent of the Omaha System was to provide a supportive infrastructure for
diverse disciplines, settings, and clients. Because the System follows taxonomic or classification
principles, it consists of terms (concepts) arranged from general to specific. Terms selected for
inclusion are simple, clear, concise, and easily understood by health care practitioners and the
general public. Terms are intended to be appropriate for individuals, families, and communities
who represent various ages, locations, medical diagnoses, socio—economic ranges, spiritual
beliefs, and cultures.

Before the 2005 Omaha System terms, codes, and definitions were published, an extensive
revision process was completed. Details of that process and the advisory board are described in
Appendix D of the new Omaha System book, as are plans for continued review and revision
(Martin, 2005). The goals for revision were to keep the vocabulary and structure stable, follow
taxonomic principles, maintain simplicity and ease of use, and encourage use of the 2005
version consistently across sites. Data can only be aggregated and compared when the same
version of a language is used consistently and accurately.
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Use

The rich diversity and extent of Omaha System use in practice, education, and research are
noted throughout this Web site. Initial adopters included home care, public health, and school
health practice settings, as well as some educators in the United States. The 2005 book
summarizes 169 user organizations and their 8000 employees who are located in 14 countries,
suggesting that the type and location of users has expanded dramatically. Users include
nurse—managed center staff, hospital-based and managed care case managers, educators,
occupational health nurses, parish nurses, acute care and long—term care staff, researchers,
members of various disciplines, software vendors, and the international community. The new book
also identifies the known translations and includes summaries of 40 research studies conducted
during the past thirty years.

When survey data published in 1992 and in 2005 are compared, increased use of electronic
health records is the most dramatic change. The number of vendors, educators, and researchers
who include the Omaha System in their commercially available or proprietary software is
increasing rapidly. Previously, only a few organizations entered clinical data electronically, and no
user had a completely automated clinical information system. Now, those who have computerized
client records predominate, especially those located in the United States. In the survey,
approximately 75% of home care and public health organizations reported using Omaha System
software. Minnesota has the highest number of automated users. Of the 87 counties in
Minnesota, 74, or 85%, have one or more automated Omaha System provider who serves their
residents.

The Omaha System was one of the first taxonomies or terminologies recognized by the American
Nurses Association. The Omaha System is congruent with the reference terminology model for the
International Organization for Standardization, and the accreditation standards of the JCAHO and
Community Health Accreditation Program. It is included in the National Library of Medicine’s
Metathesaurus, SNOMED CT®, the ANS!I HISB Inventory of Clinical Information standards,
Alternative Link, and the Alliance Standards Directory. It is indexed in CINAHL®, registered
(recognized) by HL7, and integrated into LOINC,

Summary

The Omaha System provides a simple, understandable, research—based, standardized,
computer—oriented method to organize and measure clinical data. The Omaha System helps users
complete the data puzzle and generate powerful information about client needs and strengths,
related interventions, and client outcomes.

The complete terms, codes, and definitions of the Omaha System are included in Martin KS.
(2005). The Omaha System: A Key to Practice, Documentation, and Information Managem ent
(2nd ed.) St. Louis: Elsevier. (see Links for ordering information)

For additiona! reading, refer to References in this Web site.
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The Omaha System:
Structure and Content

Karen S. Martin, RN, MSN, FAAN
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Martin Associates
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Narrative documentation
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Gomputer assisted documentation
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Omaha System Overview

- Vision (Delanne Simmons-1970's)
- Practice
- Documentation
- Information Management
« 4 federally-funded research projects

1)

(1975-1993) i
L= -
= =
Omaha System Overview
* Research-hased
- Standardized, comprehensive terminology
- Supports critical thinking
- Point-of-care automation/electronic health
records
« In messaging standards
- Improves communication W @
- Diverse users E;
= S
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Omaha System

- Problem Classification Scheme
 Intervention Scheme

-
- Problem Rating Scale for Outcomes
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Problem Classification Scheme
-Domain
*Problem
Modifier
*Sign/Symptom -

.
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Communicable/infectious condition

Modifiers
Signs/Symptoms
- infection * inadequate supplies/
- infestation equipment/policies to
. fever prevent transmission
- hiological hazards * toes llll"ﬂ!l(lw infection
- positive screening/ control regimen
results * other
= =
— =
Intervention Scheme
GCategory
-Target

-Client-Specific Information

L
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Communicable/infectious con-Case Myt
o continuity of care wreporting

procedures, contact follow-up, other)

* NUrSING Care tschedule/provide services,
coordination among providers, other)

o SUNDPIies twowns, masks, gloves, other)

o SUpRpOrt system uamily/friends,
spiritual/ faith community, schools, neighhors,
othen)

IE|'=

L

— () e
Prohlem Rating Scale for Qutcomes

L
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Communicahle/infectious con-Behavior
1. refuses to follow infection Gﬂllll'lll
guidelines
2. has not taken medications
3. is not home consistently for DOT
4.1s home for DOT

9. follows program accurately and
consistently

i

=I‘El

i)
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The Omaha System:

A Key to Practice, Documentation, and
Information Management

Help others see the vision!

L
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