
DOCUMENTATION/MEDICAL RECORD

A medical record is the documentation kept about the medical care of patients.  It contains sufficient information to identify and assess patients and furnish evidence of the appropriate course of the patient’s health care by the provider(s) responsible for the delivery of the health care services.

Each patient receiving health care services shall have a record initiated.  (Exception:  anonymous HIV test/counseling patient and court-ordered HIV testing)

Medical record documentation has a universal effect on organizational operation, evaluation of care and services, compliance, and reimbursement. The quality, type of care, services, on-going planning and assessment delivered to the client are determined through documentation and rely heavily on the quality and accuracy of the medical record. The medical record is also used to serve as a source document for legal proceedings.  

LEGAL DOCUMENTATION STANDARDS

This section will review the legal documentation standards for entries in and maintaining the medical record.  Health information is collected in various formats – paper-based, electronic client records, and computerized client databases.  The legal documentation standards have mainly applied to a paper medical record, however, most are also applicable to documentation in an electronic medical record as well.  This section is divided into topics and will address the following issues:

1. Purpose of the medical record and definition of the legal medical record

2. Legal documentation standards that apply to medical records

3. Proper methods for handling errors, omissions, addendum, and late entries. 

I. Purpose and definition of the Legal Medical Record

A patient's health record plays many important roles:

A. It provides a view of the client's health history - In other words, it provides, a record of the client's health status including observations, measurements, history and prognosis, and serves as the legal document describing the health care services provided to the patient. 
B. The medical record provides evidence of the quality of client care by - 

· Describing the services provided to the client
· Providing evidence that the care was necessary

· Documenting the client's response to the care and changes made to the plan of care

· Identifying the standards by which care was delivered

· Documenting adherence to standards of care and policies/procedures

· It provides a method for clinical communication and care planning among the individual healthcare practitioners serving the client.

· It provides supporting documentation for the reimbursement of services provided to the client.

· It is a source of data for clinical, health services, outcomes research as well as public health purposes. 

· It serves as a major resource for healthcare practitioner education.

· It serves as the legal business record for a health care organization and is used in support of business decision-making.

II. Legal Documentation Standards

A. Defining Who May Document in the Medical Record:

· Anyone documenting in the medical record should be credentialed and/or have the authority and right to document as defined by facility policy. 
· Individuals must be trained and competent in the fundamental documentation practices of the facility and legal documentation standards. 
· All writers should be trained in and follow their agency policies and procedures for documentation (i.e. following timeframes for documentation).

B. Linking each entry to the client; Client Identification on Every Page/Screen

· Every page in the medical record or computerized record screen must be identifiable to the client by name and medical record number. 
· Client name and number must be on every page including both sides of the pages, every shingled form, computerized print out, etc. 
· Computer generated labels (C and D) that contain client’s name; identification number and clinic ID are available for print.  All computer-generated labels contained in the Medical Record shall be printed in black ink.

· When double-sided forms are used, the client name and number should be on both sides since information is often copied and must be identifiable to the client. 
· Forms both paper and computer generated with multiple pages must also have the client name and number on all pages.

C. Date and Time on Entries

· Every entry in the medical record must include a complete date – month, day and year.

· Charting time as a block (i.e. 7-3) especially for narrative notes is not advised. 
· For assessment forms where multiple individuals are completing sections, the date and time of completion should be indicated as well as who has completed each section.
D. Timeliness of Entries

· Entries should be made as soon as possible after an event or observation is made. 
· An entry should never be made in advance. 
· Entries should always be dated and should be done at the same time as patient care.
· Late entries should reflect the date/time entry is made, and reflect date/time of the event being referenced.
· Make the late entry in the next available space, do not try to squeeze in or write in margins.
· Identify the entry as a late entry, and cross-reference to the part of the chart being supplemented.
E. Pre-dating and back-dating

· It is both unethical and illegal to pre-date or back-date an entry. 
· Entries must be dated for the date and time the entry is made. (See section on late entries, addendum, and clarifications). 
· If pre-dating or back-dating occurs it is critical that the underlying reason be identified to determine whether there are system failures. The cause must be evaluated and appropriate corrective action implemented. 

F. Authentication of Entries and Methods of Authentication
· Every entry in the medical record must be authenticated by the author – an entry should not be made or signed by someone other than the author. This includes all types of entries such as narrative/progress notes, assessments, flow sheets, orders, etc. whether in paper or electronic format. 
· Each facility must identify the proper and acceptable method of authentication for the type of entry taking into consideration state regulations and payer requirements.

· Entries are typically authenticated by a signature. At a minimum the signature should include the first initial, last name and title/credential. 
· A facility can choose a more stringent standard requiring the author’s full name with title/credential to assist in proper identification of the writer. 
· If there are two people with same first initial and last name both must use their full signatures (and/or middle initial if applicable).

· Facility policies should define the acceptable format for signatures in the medical record. 

G. Countersignatures 

· Countersignatures should be used as required by state law (i.e student nurses who are not licensed, therapy assistants, etc.). 
· The person who is making the countersignature must be qualified to countersign. For example, licensed nurses who don’t have the authority to supervise should not be countersigning an entry for a student nurse who is not yet licensed).

· Practitioners who are asked to countersign should do so carefully. If there is a procedure involved, there should be some observation (i.e. view treatment) to assure that it was done properly.
H. Initials 
· Any time a facility chooses to use initials in any part of the record for authentication of an entry there has to be corresponding full identification of the initials on the same form or on a provider legend. 
· Initials can be used to authenticate entries such as flow sheets, medication records or treatment records, but should not be used in such entries as narrative notes or assessments. 
· Initials should never be used where a signature is required by law.

I. Fax Signatures 

· Unless specifically prohibited by agency policy, fax signatures are acceptable. 
· When a fax document/signature is included in the medical record, the document with the original signature should be retrievable.
J. Electronic/Digital Signatures 

· Electronic signatures are acceptable providing the following standards are met: 
· Message Integrity: The message sent or entry made by a user is the same as the one received or maintained in the system. 
· Non-Repudiation: Assurance that the entry or message came from a particular user. It will be difficult for a party to deny the content of an entry or creating it. 
· Authentication: Confirms the identity of the user and verifies that a person really is who he says he is.
K. Authenticating Documents with Multiple Sections or Completed by Multiple Individuals: 

· Some documentation tools such as health history and physical assessments are set up to be completed by multiple staff members at different times. 
· At a minimum, there should be a signature area at the end of the document for staff to sign and date. Staff who have completed sections of the assessment should either indicate the sections they completed at the signature line or initial the sections they completed. 

L. Provider Legends

· A provider legend may be used to identify the author and full signature when initials are used to authenticate entries. 
· Each author who initials an entry must have a corresponding full signature on record. 
· A provider legend is to be maintained and readily available in the facility.  
· At a minimum the provider legend should contain the initials, full signature, and title of staff.

M. Permanency of Entries
· All Papers and forms in the chart must be secured.  Sticky notes containing medical information, counseling, test results are subject to HIPAA Privacy Rules and should be transcribed into the medical record and destroyed after completion.
· All entries in the medical record regardless of form or format must be permanent (manual or computerized records). 

· For hard copy/paper records facilities shall document in black ink only. 
· No other colored ink should be used in the event any part of the record needs to be copied.  
· Red ink may be used to designate Immunizations that were given at an off-site agency. 
· Allergies may also be written in red ink within a medical record but must appear in a consistent location, i.e. top of the CH-12, CH-2 or History and Physical Forms.

· The ink should be permanent (no erasable or water-soluble ink should be used). 
· Never use a pencil to document in the medical record. 

N. Printers 

· When documentation is printed from a computer for entry in the medical record, the print must be permanent. (i.e. a laser printer is permanent vs. an ink jet printer which is usually water-soluble).
O. Fax Copies 

· When fax records are maintained in the medical record the assurance must be made that the record will maintain its integrity over time. For example, if thermal paper is used for the receipt of a fax that will become part of the medical record, a copy must be made for filing in the medical record since the print on thermal paper fades over time.

P. Photo Copies 

· The medical record should contain original documents whenever possible. There are times when it is acceptable to have copies of records and signatures particularly when records are sent from another health care facility or provider.
· The Medical record is a legal document and as such it is very important that all photographically reproduced records and any copies subsequently made from the reproductions are completely legible.  
Q. Use of Labels and Stickers in the Medical Record 

· Each form in the record must have the patient’s name, identification number and clinic identifier.  These are available on the computer-generated labels C or D – through the CDP System.  
· All computer-generated labels contained within the Medical record shall be printed in black ink. 
· When labels are computer-generated, the printer ink must be permanent 
· The use of adhesive labels in the medical record is an accepted practice.  Labels or label paper (adhesive-backed paper) are used for a variety of reasons including, but not limited to, client demographics, transcription of dictated progress notes, printing of physician orders for telephone orders, known allergies, medication or treatment records. 
· Allergy status must be prominently displayed in a conspicuous location.  Red or fluorescent allergy stickers are recommended for use on the front of a medical record to alert the health care provider of a potential emergency that can interfere with a patient’s medical care or treatment.  
· LHDs may use a color-coded sticker system on the outside of the Medical Record to denote “Tobacco Use Status”.  A color-key must be kept at the LHD for reference.

· When labels are used in the record, the agency must assure:

· The labels retain their adhesiveness

· If the label is used for documentation such as a progress note or order, the date and signature should also be included on the label.

· If an error was made on a label, another label should never be placed over the original. Proper error correction procedures should be used for the entry.

· Labels must never be placed over other documentation in the medical record. This would be the equivalent of using whiteout or blacking out an entry in the record and is not acceptable.

· A pocket folder could help to contain any labels that may have become dislodged from the backing sheet over time.
R. Subjectivity

· In writing entries use language that is subjective rather than vague or generalized. 
· Do not speculate when documenting -- the record should always reflect factual information (what is known vs. what is thought or presumed) and be written using factual statements. 
· Examples of generalizations/vague words: Client doing well, appears to be, confused, anxious, status quo, stable, as usual.
S. Objectivity

· Chart the facts and avoid the use of personal opinions when documenting. By documenting what can be seen, heard, touched and smelled entries will be specific and objective. Describe signs and symptoms, use quotation marks to quote the client, and document the client’s response to care. 
· When documenting an observation, be able to back them up with facts, not conclusions.
· When documenting a patient’s behavior, be objective when describing noncompliant actions.  Behavior is considered noncompliant when the patient’s actions are inconsistent with what has been prescribed or ordered, and not in the patient’s own best interests.
· Do not get personal in your entries.  Never let your personal values or judgments about a patient or his/her behaviors enter your notes.
· Avoid use of derogatory adjectives, however if the patient’s appearance or behavior is relevant to the patient, his problems, treatment, and care, document in objective terms; i.e., rather than saying the “patient was rude and unresponsive”, record “patient did not respond to history questions and refused to allow blood to be drawn”.
· Where possible, use quotes from patients on important elements of history or complaints.  Reflect the patient’s own words with quotation marks or if unable to recall exact words, try to paraphrase as closely as possible.
T. Appropriateness of Entries – Keep Documentation Relevant to Client Care 

· The medical record should only contain documentation that pertains to the direct care of the client. 
· Do not let emotions show up in charting. 
· Charting should be free from jousting statements that blame, accuse, or compromise other care givers, the client, or his/her family. 
· The medical record should be a compilation of factual and objective information about the client. 
· The record should not be used to voice complaints (about other care givers, departments, physicians or the facility), family fights, fights between disciplines, gripes, staffing issues, vendor issues, etc. 

U. Completeness

· Document all facts and pertinent information related to an event, course of treatment, client condition, response to care and deviation from standard treatment (including the reason for it). 
· Always be aware of “Not Charted-Not Done” – relying on “routine practice” to prove that something occurred in a given case is much less credible than if the event is charted specifically.

· Make sure entry is complete and contains all significant information. If the original entry is incomplete, follow guidelines for making a late entry, addendum, or clarification. 
V. Use of Abbreviations

· The PHPR sets a standard for acceptable abbreviations to be used in the medical record based on Marilyn Fuller DeLong’s Medical Acronyms, Eponyms & Abbreviations, 3rd Edition or later as well as sources that are nationally acceptable and published by such agencies as the Centers for Disease Control and Prevention, medical references, the MERCK Manual, and medical dictionaries such as Dorland’s Medical Dictionary. 
· Each LHD should keep a log of non-medical abbreviations that are used in their agency, such as MCHS – Madison County High School, Tues. – Tuesday, CBH – Central Baptist Hospital, etc.  
· When there is more than one meaning for an approved abbreviation, facilities shall chose one meaning or identify the context in which the abbreviation is to be used.
· Is instances where the abbreviations may be ambiguous or misleading, write out the word(s) in their entirety.

W. Legibility

· All entries in the medical record must be legible. 
· Illegible documentation can put the client at risk. 
· Readable documentation assists other caregivers and helps to assure continuation of the client’s plan of care. 
· If an entry cannot be read, the author should rewrite the entry on the next available line, define what the entry is for by referring back to the original documentation and legibly rewrite the entry. Example: "Clarified entry of (date)" and rewrite entry, date and sign. 

· The rewritten entry must be the same as the original.
· Printing documentation is acceptable when handwriting cannot be deciphered.
X. Continuous Entries

· Entries should be documented on the next available space – do not skip lines or leave blanks. 
· There must be a continuous flow of information without gaps or extra space between documentation. 
· A new form should not be started until all previous lines are filled. If a new sheet was started, the lines available on the previous page must be crossed off. 
· If an entry is made out of chronological order it should be documented as a late entry.
Y. Completing all Fields

· Some of the questions or fields on documentation tools such as assessments, flow sheets, checklist documents may not be applicable to the client. 
· Assure that all blanks spaces and sections are filled in to meet PHPR program guidelines/protocols, coding and billing requirements, clinician discretion, or patient preferences.  Sections may be “X’d out” if not appropriate to the service or designated as “deferred” if omitted because of patient preference.  Leaving blank spaces exposes the health care provider to questions that information may have been “filled in” information or “tampered” with. 
· Fields left blank may be suspect to tampering or back-dating after the document has been completed and authenticated. 

· Tampering with the record involves any of the following: 
· Adding to the existing record at a later date without indicating the addition is a late entry
· Placing inaccurate information into the record, 
· Omitting significant facts, 
· Dating a record to make it appear as if it were written at an earlier time,
· Rewriting or altering the record
· Destroying records
· Adding to someone else's notes.  
· Anyone making entries in a medical record can be prosecuted for falsifying a legal document. 
· Fraudulent addition to a record for the purposes of covering up an incident can be detected by current technology.  This will enable them to detect differences in ink, look for indentations caused by writing on sheets above the questioned document, and perform chemical analysis of the document. There are clues used to detect altered records. 

· Tampering with the records complicates the successful defense of a malpractice case and raises questions about the quality of care that was rendered.  Once the accuracy of the record is challenged, the integrity of the entire record becomes suspect.  It can be argued in court that the records were intentionally altered or lost because of conspiracy or fraud.  Successful arguing of "aggravated or outrageous conduct" can result in the granting of punitive damages

Z. Continuity of Entries – Avoiding Contradictions

· All entries should be consistent with the concurrent entries

· The progress notes are the “roadmap” for medical record documentation and should guide the health care worker in following the patient’s progress.  Other forms in the medical record – the CH12, CH2, H&P forms, assessments, physician’s orders, medication and treatment records, etc. should be referenced in the progress notes as part of the visit if applicable.  

· Avoid repetitive (copy cat, canned or parrot) charting. The current entry should document current observations, outcomes/progress.
· If an entry is made that contradicts previous documentation, the new entry should elaborate or explain why there is a contradiction or why there has been a change.

· Every change in a client’s condition or significant client care issues must be noted and charted.  Documentation that provides evidence of follow-through is critical and documentation of return to clinic (RTC) allows the next provider to monitor the patient’s plan of care.  All appointments should be documented in the progress notes, dated, and signed by the appropriate staff, including any appointments that have been rescheduled.  All telephone calls regarding the patient’s appointments should be documented, including dates of the conversation as well as the new appointment time.  When the patient presents early for an appointment, it would be sufficient to document that the patient came in prior to their designated date and the original appointment would be cancelled in the system at that time.

AA. Consent

· A general consent is required for each person prior to clinical/personal health service provision.  The general consent is obtained as part of the registration process and is valid for one year from date signed.  The CH-5 must updated annually with a signed Consent for services and up-to-date address, phone #, income, insurance information.

· Written consent of the patient or legal guardian is required for release of information to those not otherwise authorized to receive the information.  
· DPH policy permits the sharing of childhood immunization information with other LHDs within and outside the state as well as other facilities or institutions which require evidence of immunizations pursuant to state law, and other providers outside of the LHD who are providing health care to the patients simultaneously or subsequently.

AB. Document Informed Consent

· Informed consent should be carefully documented whenever applicable. 
· An informed consent entry should include an explanation of the risks and benefits of a treatment/procedure, alternatives to the treatment/procedure, and evidence that the client or appropriate legal surrogate understands and consents to undergo the treatment/procedure.

· All patients have the right, after full disclosure, to refuse medical treatment. This can include patients who decline medication, routinely miss office visits, defer diagnostic testing,
· Documentation of a client's informed refusal should include the following: 

· Describe the intervention offered;

· The reasons the intervention was offered;

· Counsel the client on the potential benefits and risks of the intervention;

· Document that the client has been informed of the risks, including possible harm to life or health in not accepting the medical treatment;

· Document that the client refused the medical treatment and identify why the patient refused.

AC. Notification or Communications

· If notification to the client’s physician or family is required, or a discussion with the client’s family occurs regarding the care of the client, all such communication (including attempts at notification) should be charted. 
· Medical records should always reflect “No Shows” (DNKA), when a patient is noncompliant in keeping appointments.

· Include the time and method of all communications or attempts. 
· The entry should include any orders received or responses, the implementation of such orders, if any, and the client’s response. Messages left on answering machines should be limited to a request to return call and does not meet the definition of notification

· Document all telephone conversations with the client. Documentation should include problem/reason of the call, and any advice or instruction given.  The date and time of call should be noted as well.


· Telephone calls should be treated no differently than an in-patient visit as far as documentation requirements.
· All telephone calls to a physician regarding a patient’s care should be documented in that patient’s medical record.  The documentation should reflect that this conversation was by telephone with the patient’s physician, reason for the call, action taken and the date/time call was made or received.

AD. Delegation

· The Lead nurse is responsible for ensuring that all entries by are complete and consistent within the medical record. 
· The Lead nurse is responsible for all delegated nursing acts, including charting of such care in the client’s medical record.
· Delegation of health services can be done by MDs, ARNPs, RNs or LPNs within their scope of practice.  All disciplines should follow their professional standards and Board advisory opinions.  It should be noted that LPNs have a scope of practice but need to function under the delegated authority of an ARNP, RN, MD.  The delegating physician or nurse must provide training and approve the delegation in writing and a copy is to be filed in that same employee’s personnel file.  The LHD employee must acknowledge receipt of training in writing.

AE. Incidents

· When an incident occurs, document the facts of the occurrence in the progress notes. 
· Do not chart that an incident report has been completed or refer to the report in charting.
· See PHPR, Incident Report section
  

III. Legal guidelines for handling corrections, errors, omissions, and other documentation problems

There will be times when documentation problems or mistakes occur and changes or clarifications will be necessary. Proper procedures must be followed in handling these situations.

A. Proper Error Correction Procedure: 
· Draw line through entry (thin pen line).  Make sure that the inaccurate information is still legible.
· Initial and date the entry. 

· State the reason for the error (i.e. in the margin or above the note if room). 
· Document the correct information. If the error is in a progress note, it may be necessary to enter the correct information on the next available line/space documenting the current date and time and referring back to the incorrect entry.

· Do not obliterate or otherwise alter the original entry by blacking out with marker, using white out, erasing, writing over an entry, etc. 

· Correcting an error in an electronic/computerized medical record system should follow the same basic principles. 
· The system must have the ability to track corrections or changes to the entry once the entry has been entered or authenticated. 
· When correcting or making a change to an entry in a computerized medical record system, the original entry should be viewable, the current date and time should be entered, the person making the change should be identified, and the reason should be noted. 
· In situations where there is a hard copy printed from the electronic record, the hard copy must also be corrected.

B. Handling Omissions in Documentation - Making a Late Entry 
· When a pertinent entry was missed or not written in a timely manner, a late entry should be used to record the information in the medical record. 

· Identify the new entry as a "late entry"

· Enter the current date and time – do not try to give the appearance that the entry was made on a previous date or an earlier time.

· Identify or refer to the date and incident for which late entry is written

· If the late entry is used to document an omission, validate the source of additional information as much as possible (where did you get information to write late entry). For example, use of supporting documentation on other forms.

· When using late entries document as soon as possible. There is not a time limit to writing a late entry, however, the more time that passes the less reliable the entry becomes. (General Rule of Thumb is “late entries should not be more than 24 hours after the service is provided”.)
C. Entering an Addendum 

· With this type of correction, a previous note has been made and the addendum provides additional information to address a specific situation or incident. 
· With an addendum, additional information is provided, but should not be used to document information that was forgotten or written in error. 
· When making an addendum -- Document the current date and time. Write "addendum" and state the reason for the addendum referring back to the original entry.

· Identify any sources of information used to support the addendum.

· When writing an addendum, complete it as soon after the original note as possible.

D. Entering a Clarification 

· Another type of late entry is the use of a clarification note. 
· A clarification is written to avoid incorrect interpretation of information that has been previously documented. For example, after reading an entry there is a concern that the entry could be misinterpreted. 
· To make a clarification entry – Document the current date and time.

· Write "clarification", state the reason and refer back to the entry being clarified.

· Identify any sources of information used to support the clarification.

· When writing a clarification note, complete it as soon after the original entry as possible.

E. Omissions on Medication, Treatment Records, other Flow sheets

· It is considered willful falsification and illegal to go back and complete and/or fill-in signature "holes" on medication and treatment records or other graphic/flow records in the medical record. 
· A time frame should be established in the agency’s policy in which the omissions can be completed.  If the practitioner recalls administering the medication/treatment and no more than 24 hours go by, a practitioner may complete a medication/treatment only when there is a clear recollection of administering the medication/treatment or information pertinent to the medical record.

· LHDs should use concurrent monitoring to assure that documentation is complete and timely for all medications and treatments administered.  When problems are identified corrective action should be implemented.  If an omission is older than 24 hours or the staff member does not have a clear recollection or there is not supporting documentation (i.e. worksheets, medication records, drug delivery records, initials and dates, etc.), the record should be left blank.  At no time should the records be audited after a period of time (i.e. end of month) with the intent of identifying omissions and filling in "holes."

Confidentiality/HIPAA

· All medical records shall be regarded and maintained as confidential.  The record is to be filed at the service delivery site where the service is initiated.

· In order to protect the client’s private health information, all medical records must be filed in a secure location.

· Medical Records should not be kept in desk drawers, in staff offices or exam rooms, in the lab area, etc. 

· Medical records should not be removed from health department except by court order.
· In order to locate and retain open and closed medical records, a master patient index must be maintained at each health center.  The index should contain the status and location of the medical record, i.e., active, closed, deceased, etc. 
· An AUTHORIZATION FOR RELEASE/ACQUISITION OF PATIENT INFORMATION is signed permission from the patient or patient representative to release or request information from the patient’s record to/from other agencies.  

· A valid consent to release medical records should be filed in the administrative section of the patient’s medical record.  

· The consent must consist of a sufficiently specific description of the records to be released, a recognizable signature of the person releasing records, in addition to identification of the person’s relationship to the patient if other than the patient.

· The ROI is a statement that the patient understands and acknowledges they are authorizing the health care provider to release records to the identified party, and the patient agrees to not hold the health care provider responsible for disclosure of the records as authorized in the release.

· Assure that all patients have an opportunity to read and sign your agency’s Notice of Privacy Practices. All medical records shall be regarded and maintained as confidential.

· Social Security Numbers and other patient identifiers appearing on the outside of the medical record should be protected from accidental disclosure by turning the record upside down or otherwise cover to assure confidentiality and meeting HIPAA guidelines.

· Never include names of individuals other than the patient in the medical record documentation unless referring to another medical/health care professional/interpreter within the context of their medical/professional practice, i.e. a referral to or from a provider.  Releasing information with other individual’s identifiers embedded within the service notes is a breach of confidentiality per HIPAA Privacy Rules. 
· All Papers and forms in the chart must be secured.  Sticky notes containing medical information, counseling, test results are subject to HIPAA Privacy Rules and should be transcribed into the medical record and destroyed after completion

See AR, Vol. I, Medical Record Management for Procedures for Release of Medical Record Information, Subpoenas, and Court Orders
LANGUAGE ACCESSIBLE SERVICES/ USE OF INTERPRETERS

A. LEP, Limited English Proficiency persons are defined as persons who cannot speak, read, write, or understand the English language at a level that permits them to interact effectively with providers.  Other patients that need interpreters:  persons who speak more English than they understand, persons who understand more than they speak, and those that request an interpreter.   For any patient that demonstrates the above, use an interpreter.
B. Language access is defined as:  Providing interpreter (verbal) and translation (written) services to those LEP persons at no cost and without unreasonable delay.
C. Working with an interpreter effectively even if the provider is not bilingual is possible.  By learning about the roles of an interpreter, interpretation techniques, ethics of interpreters, professional instinct, and being aware of body language cues (especially side conversations that can take place between interpreter and patient) non-bilingual providers can maintain control of the interview and establish a good patient/provider rapport.
D. Use of a pre-session with all interpreters to establish your “ground rules” for the interpreted session.
E. The use of interpreters or translators must still provide the same level of confidentiality afforded to non-LEP customers of the LHD.
F. Using an interpreter correctly will ensure accurate documentation and provide for early intervention.
G. Children, intimate partners, friends and other family should not be used as interpreters if at all possible as this could compromise service effectiveness and result in breach of confidentiality.
H. Always speak directly to the patient.  Avoid addressing the interpreter and saying, “ask her/him”.  Remember, if your patient spoke English, you would address her/him directly.  
I. Speak in short sentences and remember not to use slang or jargon…there may not be a linguistic equivalent in the second language.
J. Ask the patient to repeat to you what you have discussed so that you can check for understanding.
K. The services of an interpreter or interpretive phone service must be utilized if LHD staff is unable to communicate with the customer well enough to provide services, even if the customer says that he/she does not need an interpreter and declines free interpretation services.
GUIDELINES FOR DOCUMENTATION WHEN USING AN INTERPRETER 

A. Document the language that the patient speaks in the medical record on initial visit, then update as needed.

B. Document the steps taken to arrange for an interpreter.

C. A master list of names and phone numbers of available interpreters is recommended to be on file in the agency.

D. If an interpreter was used to obtain a patient’s consent, record the interpreter’s name in the medical record.

E. If a family member acted as an interpreter, record in the medical document that the patient agreed to this.

F. Document any language needs on referral forms to other providers of LEP persons.

G. If a LEP person declines free services and asks to use a relative or friend, staff must document in the medical record that the offer was declined and then request that a qualified interpreter sit in on the interview or use interpretive phone services to ensure accurate interpretation during the visit.

DOCUMENTATION 

Documentation should contain the following, based on SOAP documentation:
S
Subjective information (e.g., what the patient or caregiver tells you)

O
Objective information (e.g., what is seen through laboratory results, etc.)

A
Assessment information (e.g., description of what you think is happening with the 

    

client and establishment of goals for the client)

P
Plan information (e.g., description of client goals, understanding, treatment, 

     
 
etc.)

A. HISTORY


Reason for the encounter and relevant history  (Subjective)
a) History of Present Illness

b) Review of Systems

c) Past, Family, and/or Social History.  

B. EXAM
a) Physical findings and prior or current diagnostic test results (Objective)
b) General Multisystem Exam, 

c) Diagnostic Procedures Ordered.  
C. DECISION-MAKING

a) Assessment and identification of health risk factors, clinical impression, or diagnosis, i.e., Presenting Problems Management Options Categories.  (Assessment)
b) Plan for care, i.e., recommendations, prescriptions for medications, diet or exercise modification, health education and counseling, and a plan of return to clinic. i.e., Management Options.  (Plan)
Date and legible identity of provider.

TYPES OF HISTORY

HISTORY OF PRESENT ILLNESS (HPI) - The HPI is a chronological description of the development of the patient’s present illness from the first sign and/or symptoms or from the previous encounter to the present.
a) LOCATION:  Are s/s are diffused or localized, unilateral or bilateral, fixed or migratory?  i.e. breast tenderness, rt. ankle swollen, discharge from left ear.
b) QUALITY:  Specific pattern of complaint, or character/quality of the s/s.  Ex. sharp, dull, throbbing, constant or intermittent, acute or chronic, stable, improving or worsening, malodorous, cloudy or clear, i.e. sharp abdominal pain, foul vaginal discharge.
c) SEVERITY:  Presence, absence and/or severity of any condition/discomfort, sensation or pain?  Or does the history indicate the absence of any condition/discomfort, s/s. i.e. no c/o’s today, denies pain with exercise, c/o headache, n/v.  
d) DURATION:  Does the history indicate the duration of the s/s or problems?  i.e. BTB x 3 mo., pain in left shoulder for 2 weeks.
e) TIMING:  Does the history indicate the onset or cessation of the s/s or problems?  i.e. LMP, EDC, pain started yesterday
f) CONTEXT:  Does the history describe the patient’s locale or activity when the s/s began?  When is the problem aggravated or relieved?  i.e. pain with exercise, burning upon urination.
g) MODIFYING FACTORS:  Does the history indicate what the patient has done to obtain relief?  Has the patient used OTC drugs or attempted to see a MD and did it improve the condition?  Exposure to STD/HIV, toxins TB, etc.?  i.e. seen per MD for URI, Tylenol for headache.
h) ASSOCIATED S/S:  Does the history list any associated s/s?  such as n/v, headache, sweating, vaginal bleeding, rash, etc.?
i) CHRONIC/INACTIVE CONDITIONS:  Does the history indicate the status of at least 3 chronic/inactive conditions?  i.e. hypertension, diabetes, migraine headaches, arthritis, asthma, etc.  These can be found primarily on the CH-13, CH-14. 

REVIEW OF SYSTEMS (ROS)

a) ROS is an inventory of body systems obtained through a series of questions seeking to identify signs and/or symptoms, which the patient may be experiencing or has experienced.
b) CONSTITUTIONAL SYMPTOMS:  i.e., fever, weight change, appetite, fatigue.  i.e. history of weight loss or gain, decreased or increased appetite, unexplained tiredness.
c) EYES:  sclera, conjunctiva, pupils, etc.
d) CARDIOVASCULAR:  lungs, heart, vascular, abdomen.  i.e. SOB
e) RESPIRATORY:  nose, mouth, lungs, heart, peripheral vascular, or skin (nails).  i.e. history of asthma, TB contact.
f) GASTROINTESTIONAL:  eyes – in relation to icterus, mouth & pharynx, lymphatic, abdomen, rectal, skin – in relation to jaundice, liver, gallbladder.
g) GENITOURINARY:  breasts, abdomen, back, external genitalia, vagina, cervix, uterus, adnexa, ovaries, penis, scrotum, testicles/epididymis, prostate, spermatic cord.
h) MUSCULOSKELETAL:  joints, muscles, bones, range of motion
i) INTEGUMENTARY:  (skin and/or breast), lymphatic, peripheral vascular, sensory nerves
j) NEUROLOGICAL:  higher cortial function, cranial nerves, motor nerves, coordination, gait and station
k) PSYCHIATRIC:  orientation, mood and affect, thought flow, thought content, attention, concentration, knowledge, abstract reasoning, judgment, insight, pathological reflexes
l) ENDOCRINE:  thyroid, goiter, tumors
m) HEMATOLOGIC/LYMPHATIC
n) ALLERGIC/IMMUNOLOGIC

PAST FAMILY AND SOCIAL HISTORY (PFSH)

a) Past History:  The patient’s experience with illness, operations, injuries, and treatment.
· Current medications
· Prior major illness and injury

· Prior operations

· Prior hospitalizations

· Allergies 

· Genetic abnormalities

· Age appropriate immunization status
b) Family History:  A review of medical events in the patient’s family, including diseases that may be hereditary or place the patient at risk.
· Health status 

· Genetic abnormalities 

· Cause of death of parents, siblings, children, father of baby

· Specific diseases related to problems identified in the chief complaint, history of present illness, and/or review of systems
c) Social History:  An age appropriate review of past and current activities
· Marital status and/or living conditions

· Employment

· Occupational history

· Use of drugs, alcohol and tobacco

· Dietary habits

· Extent of education

· Sexual history

GENERAL MULTI-SYSTEM EXAMINATION
a) CONSTITUTIONAL: i.e. WN/WD (well nourished, well developed)
1.  Measurement of any 3 of the following 7 vital signs:  1) sitting or standing blood pressure, 2) supine blood pressure, 3) pulse rate and regularity, 4) respiration, 5) temperature, 6) height, 7) weight (May be recorded by ancillary staff)
2. General appearance of patient = i.e., development, nutrition, body habitus, deformities, attention to grooming.
b) EYES: 
1. Inspection of conjunctiva and lids
2. Examination of pupils and irises (i.e. reaction to light and accommodation, size and symmetry)
3. Ophthalmoscopic examination of optic discs (i.e. size, C/D ratio, and appearance) and posterior segments (i.e., vessel changes, exudates, hemorrhages)
c) EARS, NOSE, MOUTH AND THROAT:
1. External inspection of ears and nose (i.e., overall appearance, scars, lesions, masses)
2. Otoscopic examination of external auditory canals and tympanic membranes
3. Assessment of hearing (i.e., whispered voice, finger rub, tuning fork)
4. Inspection nasal mucosa, septum and turbinates
5. Inspection of lips, teeth, and gums
6. Examination of oropharynx, oral mucosa, salivary glands, hard and soft palates, tongue, tonsils and posterior pharynx
d) NECK:
1. Examination of neck (i.e., masses, overall appearance, symmetry, tracheal position, crepitus)
2. Examination of thyroid (i.e., enlargement, tenderness, mass)
e) RESPIRATORY:
1. Assessment of respiratory effort (i.e., intercostal retractions, use of accessory muscles, diaphragmatic movement)
2. Percussion of chest (i.e., dullness, flatness, hyperresonance)
3. Palpation of chest (i.e., tactile fremitus)
4. Auscultation of lungs (i.e., breath sounds, adventitious sounds, rubs)
5. Palpation of heart (i.e., location, size, thrills)
f) CARDIOVASCULAR:
1. Auscultation of heart with notation for abnormal sounds and murmurs
2. Examination of:
· Carotid arteries (pulse, amplitude, bruits)
· Abdominal aorta (size, bruits)
· Femoral arteries (pulse, amplitude, bruits)
· Pedal pulses (pulse, amplitude)
· Extremities for edema and/or varicosities
g) CHEST:  
1. (BREASTS) Inspection of breasts (symmetry, nipple discharge)
2. Palpation of breasts and axillae (masses or lumps, tenderness)
h) GASTROINTESTINAL:  (ABDOMEN)
1. Examination of abdomen with notation of presence of masses or tenderness
2. Examination of liver and spleen
3. Examination for presence or absence of hernia
4. Examination of anus, perineum and rectum, including sphincter tone, presence of hemorrhoids, rectal masses
5. Obtain a stool sample for occult test when indicated
i) GENITOURINARY:
1. Male:
· Exam of scrotal contents (hydrocele, spermatocele, tenderness of cord, testicular mass)
· Exam of penis
· Digital rectal exam of prostate gland (size, symmetry, nodularity, tenderness)
2. Female:
· Pelvic exam with/without collection for smears and cultures
·  Exam of external genitalia (general appearance, hair distribution, lesions) and vagina (general appearance, estrogen effect, discharge, lesions, pelvic support, cystocele, rectocele)
· Exam of urethra (masses, tenderness, scarring)
· Exam of bladder (fullness, masses, tenderness)
· Cervix (general appearance, lesions, discharge)
· Uterus (size, contour, position, mobility, tenderness, consistency, descent or support)
· Adnexa/parametria (masses, tenderness, organomegaly, nodularity)
j) LYMPHATIC:
1. Palpation of lymph nodes in 2 or more areas:
2. Neck
3. Axillae
4. Groin 
5. Other
k) MUSCULOSKELETAL: 
1. Examination of gait and station
2. Inspection and/or palpation of digits and nails (clubbing, cyanosis, inflammatory conditions, petechia, ischemia, infections, nodes)
3. Examination of joints, bones, muscles of 1 or more of the following 6 areas:  1) head and neck, 2) spine, ribs, and pelvis, 3) right upper extremity, 4) left upper extremity, 5) right lower extremity, 6) left lower extremity
4. The examination of a given area includes:
· Inspection and/or palpation with notation of presence of any misalignment, asymmetry, crepitation, defects, tenderness, masses, effusions
· Assessment of range of motion with notation of any pain, crepitation or contracture
· Assessment of stability with notation of any dislocation (luxation), subluxation, or laxity
· Assessment of muscle strength and tone (flaccid, cog wheel, spastic) with notation of any atrophy or abnormal movements
l) SKIN: i.e. Skin w/d, no rashes or lesions
1. Inspection of skin and subcutaneous tissue (rashes, lesions, ulcers)
2. Palpation of skin and subcutaneous tissue (induration, subcutaneous nodules, tightening)
m) NEUROLOGICAL:
1. Test cranial nerves with notation of any deficits
2. Examination of deep tendon reflexes with notation of pathological reflexes (Babinski)
3. Examination of sensation (touch, pin, vibration)
n) PSYCHIATRIC: i.e. A & O x 4 (alert and oriented)
1. Description of patient’s judgment and insight
2. Brief assessment of mental status, including:
3. Orientation of time, place, person, and date
4. Recent or remote memory
5. Mood and affect (depression, anxiety, agitation)
DECISION MAKING - PRESENTING PROBLEMS MANAGEMENT OPTIONS CATEGORIES

RISK
1. Number of self limited or minor problems; i.e., cold, insect bite, tinea corporis, headache, lice, dermatitis; no apparent contraindications to immunizations/contraceptive methods.
2. Acute uncomplicated illness or injury, i.e., cystitis, URI, allergic rhinitis, pharyngitis, simple sprain, STD’s, OM.
3. Number of chronic illnesses with mild exacerbation, progression, or side effects of treatment, i.e., uncontrolled diabetes or hypertension.
4. Undiagnosed new problem with uncertain prognosis, i.e., lump in breast, abnormal pap smear, chest pain, developmental delay; true contraindication to immunization/contraceptive methods.
5. Acute condition or illness with systemic symptoms, i.e., pregnancy, pyelonephritis, pneumonitis, colitis, TB.
6. Acute complicated injuries, i.e., head injury with loss of consciousness
7. Number of chronic illnesses with severe exacerbation, progression, or side effects of treatment.
8. Acute or chronic condition, illness or injury that may pose a threat to life or bodily function, i.e., AIDS, high-risk pregnancy.
9. Abrupt change in neurological status, i.e., seizure, TIA, weakness or sensory loss.

DIAGNOSTIC PROCEDURES ORDERED - Labs performed or ordered
1. Laboratory tests, venipuncture/capillary; skin tests\

2. X-rays, chest/extremities; EKG/EEG; mammography; axial tomography
3. Cultures, i.e., strep Urinalysis, i.e., urine dip, pregnancy tests
4. Ultrasound, i.e., echocardiography
5. Cystologic/microscopic tests, i.e., Pap smears, wet preps, hemocults
6. Developmental tests, i.e., Denver, DASE Physiologic tests not under stress, i.e., pulmonary function, fetal non-stress, malabsorption allergy
7. Non-cardiovascular imaging studies with contrast or air injection, i.e., barium enema
8. Superficial needle biopsies.  Skin biopsies.
9. Blood gases Physiologic tests under stress, i.e., cardiac stress test, fetal contraction test
10. Diagnostic endoscopies with no identified risks, i.e., colposcopy
11. Deep needle, incisional biopsy, excisional biopsy, i.e., conization, LEEP
12. Cardiovascular imaging studies with contrast and no identified risks, i.e., arteriogram, cardiac cath.
13. Obtain fluid from body cavity, i.e., lumbar puncture, thoracentesis, culdocentesis, aminocentesis, colposcopy
14. Cardiovascular imaging studies with contrast with identified risk factors
15. Cardiovascular electrophysiological tests
16. Diagnostic endoscopies with identified risks, i.e., arthroscopy, thoracoscopy, laproscopy
17. Discography, MRI
 MANAGEMENT OPTIONS SELECTED - Performed, Referred or Ordered
1. Rest, limit activity, guidance for follow-up care.  i.e., RTC (appt. date)
2. Gargles, ointments, creams
3. Minor procedures – nonsurgical i.e., irrigation of wound or ear
4. Superficial dressings, bandaids, gauze, elastic bandages, i.e., ACE
5. Over-the-counter drugs, management/instructions.  Ex Condoms
6. Minor surgery with no identified risk factors
7. Physical therapy; occupational therapy; skilled nursing (HH)
8. Counseling, i.e., general diet, behavioral risk, health education
9. IV fluids without additives
10. Minor surgery with identified risk factors; emergency room treatment; referral to specialist, i.e., OB/GYN, Pediatrician, etc.
11. Hospital admission with/without elective major surgery (no identified risk factors)
12. Medical nutritional counseling, referral to RD
13. Therapeutive nuclear medicine, i.e., radiation treatments
14. IV fluids with additives, prescriptive drug management, therapeutic injection, i.e., Rocephin, immunizations
15. Closed treatment of fracture or dislocation without manipulation
16. Subsequent E/M visits for intensive monitoring of high risk pregnancy
17. Elective major surgery (with identified risk factors)
18. Emergency major surgery 
19. Parenteral controlled substances, i.e., chemotherapy
20. Drug therapy requiring intensive monitoring for toxicity
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