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Introduction 


T he purpose of this course is twofold: to teac.h what documentation 
(charting) is and how to do it. In the first part. the different types of 
documentation records-such as the medical record, telephone calls. 

prescription requests and conSent forms-are introduced and reviewed. The 
second part explains how to document and screen patient symptoms and how 
to assign levels of care based on predetennined guidelines or physicians' autho­
rized protocols. 

Upon completion of this: course the student should be abte to do the following: 

I. Document using correct charting format and abbreviations, 
2. Document prescription requests using acceptable format. 
3. Document appointment requests. cancellations and no-shows. 
4. Screen telephone calls to schedule and assign appointments, based on 

predetermined guidelines. 
5, Document telephone screening and scheduling of appointments., 



Unit I 

Documentation 




Upon completion of this unit you should be able to do the following; 

I, Define the term "documentation," 

2. Ust at least three types of documentation. 

3. Ust four purposes of documentation. 

4. Document a patient'S complaint, using the SOAP method. 

"Documentldon" refers to written proof that the patient has received the med­
ica! care ordered by the practitioner, Remember: "'If it isn't written down, it did 
not happen," 

Types of Documentation 
This study will teach you how to make written documents that record the care 
you give in the medical office. Some of the written documents that are found ~n 
a patient's medical chart are as follows: 

• Physician's progress notes 

• Physician's orders 

• TranSCription records 
• HiStory and physical examination records 
• X~ray and laboratory reports 
• Charting notes by medical staff 
• Insurance billings 

• Encounter forms 

The patient's chart-the medical record-is a legal document. it is the basis for 
the accountant who bills the patient. It is a record of the course of an illness, 
the ueatment prescribed and the patient's response to the treatment. In the 
event of controversy in any of those areas, the chart is consulted for evidence of 
the facts. The medical record must be an accurate, legIble narrative of the care 
given and the charges made. There mus.t be a record of wflat was .done and who 
performed the service. If it is.n't written down. it did not happen! 

Documentation Model: Patient Care Practices 
There are four purposes (elements) of the documentation model. These four 
purposes interrelate to support complete and accurate documentation. Only 
written documentation will confirm that the standard of care was rendered, 
whateVer the patient outcome.! 
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Only one of the four elements of the documentation model relates d~rectly 
to patient care. This element is "quality of care requirements" and concems 
those aspects. both expected and unexpected. of the patient's care that 
occurred during the patient's visit to the medial setting. The other three ele~ 
menu of the documentation model are s.tandards for language use in charting, 
requirements for reimbursement, and legal standards for chart review. 

Documentation Model 

of CaN 

IStandards for ! LeplReview i 
: Lan ..... Use' Standards: 

Quality of Care Requirements 
The Joint Commi$Sion on Accreditation of Healthcare Organizations OCAHO) 
and the American Association of Medical Assistants (AAMA) are two entitles 
that define standards of practice for health care facilities and medical assistants. 
respectively. All medical assistantS must abide by those standards.. whether they 
are aware of the standards or not, Quality of tate requiremenrs have been 
defined by these regulating bodies, and a medical assistant is responsible (or 
observing charting practices that support the defined patient care standard. 

The medical assistant is responSible for maintaining and documenting the 
expected stafldard of care. The documentation modEM is concerned with the 
question: How does a medical assistant chart what is necessary and expected in 
order to demonstrate that safe patient care was administered? 

The first element of the documentation model. "quality of care require~ 
ments,"! is about knowing the standard for care as well as being able to use 
words that describe the standard of care given to the patient. As patient care 
progresses or patient events and Outcomes occur, entries into the medical 
record provide the dimensions and details of the quality of care: rendered. 

The chart notes "tell" the Story of the care given or the plans for the care 
to be given. The key concept with quality of care is, in fact. quality.! 
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Standards for Language in Documentation 
The second element of the model involves the standards for language used in 
documentation. It also involves reviewing the mannel" in which words are ac.tu~ 
ally put on paper. Your charting must provide an appropriate description of what 
transpired, what the patient needed and whether any events occurred outside of 
what ~s typically routine or expected. It should also Indicate whether care was 
given in a timely and sequential manner. Both common and technical terms must 
be used to document a sequence of patient events.' 

The key to these rules for charting is the correct application of language to 
describe events. Correct spelling, proper use of grammar and punctUation, use 
of facility-approved abbreviations and familiarity with the policies that the facility 
uses are all vital to the successful execution of this element. 

Legal Standards of Review 
The third element of the documentation model, legal standards of review. 
involves the legal aspects of health care and charting. The focus of this element 
is on charting practices that are specifically organized to support and record 
standard of care, How is documentation related to patient events, care and case 
reviewsl Documentation in the medical record is acknowledged to be the pri· 
mary means with which to review and to evaluate patient occurrences, The 
patient"s chart is a legal record of the patient's care. As such. the aspects of 
charting become central and relevant in the event that a chart is pulled for legal 
review, The medlcal assistant lays the foundation for excellence in practice by 
using a systematic method for patient assessment and planning care, as well as 
for documentation. Documentation is the unifying faCtOf between practice and 
patlent care. Language use is the key in documentation. Medical assistants need 
and use systems to provide care. Documentation models also need a systematic 
approach. Complete. objective and standardized charting represents a medical 
assistant's performance and attention to the quality and legal aspects of patient 
care responsibilities. 

The medical record IS 00 place fOf inadequate or inaccurate documentation. 
Many lawsuits involve aspects of malpractice or negtigence. Negligence can be 
errors of commission or errors of omission (Ie, acts the medical assistant did or 
failed to do), which fell below the expected standard of care. 

Reimbursement 
The last: element of the documentation model relates to the business and finan· 
cial matters of patient care. A well-documented patient chart can reduce many 
problems in the health care system. Charting entries must precisely mirror ser­
vices provided. Centers for Medicare and Medicaid Services (eMS) regulations 
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are very spectfic as to language that must appear in the patient's record related 
to reimbursement. 

A key component is the necessity of documenting the patient's primary com R 

plaint and the history of that complaint. In many settings, a medical assistant 
interviews the patient for chief complaint (CC) and history of the present illness 
(HPI). A review of systems (ROS) and personal and social histOry (PISH) may 
also be discussed with the patient. The manner and thoroughness with which a 
medical assistant documents the CC, HPl, ROS and PISH will affect what ser­
vices the patient is charged for. 

Physician and health care facility reimbursement "tracks" are not one and 
the same, although regulations for reimbursement generally apply equally to 

both physician and facility. Documentation IS directly connected to monetary 
reimbursement. More complete documentation can result in higher reimburse­
ments. However, physician and facility charges must be accurate and in 
accordance with regulations. 

There are also branches of the government and Medicare dedicated to pro­
tecting payer rights and interests. Their responsibility Is to determine medical 
necessity and to match payment with event. In all such cases, the source for 
information related to the event is the patient's medical record. 
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Unit I Worksheet 
I. Define "documentation." 

2. Give four purposes of the documentation model. 

b. 
c. 
d. 

3. Give at least three examples of documentation, 
a. 
b. 
c. 

Cirde the correct answer to the following: 

4. The element of documentation that relates directly to patient care is: 
a. Standards for language use 
b. Legal review standards 
c. 	 Quality of care requirements 
d. 	 Requirements for reimbursements 

5. 	 The entity that defines the ".",n<lard of care" to be rendered by a medical 
assistant is: 
a. 	 AAMA 
b. 	 AMA 
c. Hospital administrator 
d, Nurse practice acts 

6. 	 _-:--:--:-____ is the key in documentation. 
a. Reimbursements 
b. Printing 
c. Language 
d. Spelling 
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7, 	 The documentation element that relates to the business end of health care 
is: 
a. 	 Standards for language use 
b. 	 Legal review standards 
c. 	 Quality of care requirements 
d. 	 Requirements for reimbursement 

S. 	 The element of the documentation model that involves the legal aspects of 
health care and charting is: 
a. 	 Standards for language use 
b. 	 Legal standards of review 
c. 	 Quality of care requirements 
d. 	 Reimbursement requirements. 

9. 	 Give the abbreviation for the following phrases: 

HIstory of present .i::;li:.::ness=::!:,-____________~ 


Review of systems: 

Personal and social histOry::..._____.~____________ 

Ch~ef complaint: 
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Unit 2 

Medical Records: Formats 




Upon completion of this unit you should be able to do the following: 

I. 	 Distinguish between source~oriented and problem~oriented medical record 
charting. 

2. 	Chart using the "SOAP" method" 
3. 	Name the advantages and disadvantages of traditional methods of charting. 
4. 	list five partS of a problem-oriented medial record. 

As a medical assistant. you will be (;oncemed with clinical medical records. 
Medical records are kept for every patient who steps through the door of a 
health care facility. Every medica! record provides evidence of the quality of 
patient care given, All records are not alike. Some are organized by a source­
oriented narrative method. some by a pro~em~oriented method and others by 
variations of these two. 

Source-Oriented Narrative Method 
The source.oriented narrative method allows caregivers (the source) from each 
dis.c:ipline a separate section of the medical record In which to record informa· 
tion. For example, there is a section for "Progress Notes." one for "Laboratory 
R.eportS." one for "X rtrfS" and so on. 

This traditional method of documentation has 1'1le following drawbacks: 

I. 	Charting 1s done in various partS of the record and information is disjointed. 

2. 	 Topics are not always clearly identified. 

3. Information is difficult to retrieve. ThIs: keeps medical personnel from getting 
it complete picture of the patient's care and causes breakdowns in communi~ 
cation. 

Typically, physidans are the only persons who write the progress notes in this 
type of charting. Other staff will have a separate section for their documenta­
tion of patient care. 

An improved version allows for collaborations among medical personnel 
who use source-oriented narrative charting. All medical professionals involved 10 
the care of a patient write their notes on the same progress notes form. For 
example, doctors, nurses, medical assistants. and others record their notes 
here. These patient progress notes serve as the primary source of reference and 
communication among health care team members.1 

The charting for a source-oriented chart is called "factual" charting. The 
charter states in narrative form what has occurred, For example, a mother calls 
in and tells you that her child has a high fever and runny nose. The chart would 
read thus: 
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8/8/"" 9:00 a.m. Mother called. Pt has temperature of 104'F orally------­

-'---:---_ .._._.... 
and a runny nose. Nasa! discharge is yellow. Baby unable to-----~ 

'-....-..... --+~~=co:C"--:-=~. =-;;:;;-:--..,...~--- .......­
nurse. Advised to come in at 10:00 a.m. today.~~-~~-~~.--------~ 

I---I--~- - ·--1 
P. Krueger, CMA--------------------------------------------­

Factual charting works weillf the person charting has training and is experi~ 
enced in charting in a systematic manner, 

Problem-Oriented Method 
A problem*oriented medical record (POMR) contains baseline data obtained 
from all departments involved in a patient's care. The problem-oriented charting: 
method is based on the patient's complaints and illness. The POMR is divided 
into five parts: (I) the database; (2) a problem list; (3) a care plan for each 
problem: (4) progress notes; and (5) a discharge summary. In POMR charting. 
you record your interventions in the progress notes only. To understand the 
POMR. let us review Its parts. 

Database 
The database is the foundation for the patient's plan of care. It is a collection of 
subjective and objective information about the patient, the medical hiStory, aller­
gies, medication regimen. physical and psychological findings and the present 
complaint. The database is usually completed by the physician. 

Problem List 
The problem list is obtained from baseline data and is used to construct a care 
plan. Each symptom (complaint) that the patient reports IS given a number. and 
all care for that numbered symptom is recotded and flied at the front of the 
patient's chart, You will see this problem list primarily in long~term settings. 
The following chart shows a problem list for a patient. 

~Dat. _Problem Statement I... Initials Resolved 

I I I 714/)0( Vomiting/fluid loss. dehydration 

, 2=1-7;~1xx Pain 
--.........._ .. _·_---'-----1 


I 3 I 714/xx Anorexia 
L , 
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Care Plan for Each Problem 
The care plan in a POMR addresses each of the patient's problems. Each 
problem is routinely updated both In the plan and in the progress notes. Once 
you've resolved a problem, draw a line through it. Or you can show that it is 
inactive by retiring the problem number and highlighting the problem with a col­
ored fe:lt~tip pen. That number is not used again for the same patient. 1 

Progress Notes: SOAP Format 
In today's medical office. the POMR is organized to make medical problems and 
their history (Hx) readily accessible to me physician. Clinical records include the 
patient chart, where all examination results are noted in the progress notes. 
One of the most prominent features of the POMR is the structured way in which 
the narrative progress notes are written by all caregivers, using the SOAP. SOAPIE 
or SOAPIER forma~ The following table is an example of what is called 
"SOAPing." 
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Subjective data Subjective complaints, or symptoms. (Sx), are 
those obtained directly from the patient. These 
entries should be made after the chief com­
plaint (CC) or "complains of" (C/O) notation 
on the progress notes. 

Objective data 

Assessment 
or diagnosis 

Plan of action 

Factual, measurable data you gather during 
assessment, such as observed signs and symp~ 
toms. vital signs (ys). laboratory test values 
and ECG results. 

Conclusions based on the subjective and objec~ 
dYe data from your physician's evaluation. In 
the absence of a firm Ox, she/he may only be 
able to form an imp....ion (imp) of the 
problem. She/he may have to proceed by elimi­
nating or ruling: Out (RIO) different problems 
before a firm Ox can be established. 


Based on the Sx. examination, and test results. 

Your physician will determine patient treatment 

(Tx). This may include medication (Rx or 

meds). further testing. diet, physical therapy 
(PT). and follow-up (FU) visits. 

Some additional 
charting may 
include the 

Intervention Measures you take to achieve an expected out~ 
(ome. As the patient's health status changes. 
this may need to be changed. Be sure to docu­
ment the patient'S understanding and 
acceptance of the initial plan in this section. 

Evaluation Analysis of the effectiveness of your interven­
tions. 

Revision Documentation of any changes from the orig­
inal plan of care in this section. 
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It is not necessary to write an entry for each SOAP component every time you 
document. If you have nothing to record for a component, either omit the letter 
from the note or leave a blank space after it, depending on your faciltty's poIicy.l 
The purpose of SOAP is to help you to systematically organize your documenta­
tion to show the care that you gave to the patient. 

The following chart is an example of POMR progress notes. 

, 
! Date Time Chart Notes 
.~-~ -~~···~········~-····~·····~-~----·~···---··--i 

PUts "I am having bad< pain again,"--------------­7141)0( I 0900 
~-

S: 
,... , .._',.' 

0: Pt sts pain is <} on 1-10 scale; skin Is warm, pale, i 

and moist. Restless; pacing in room holding right II 

,.M____ c ___••~M______ flank aJ"ea with his hand; do nausea~----~---~·~~~-·-_...__M ___~_r ___••~M_______•••_M_________••~M__ _____•••_M____ 

L__.~,.__-t---,A: ,.Pt in severe. pain; n.eds,relief--=:.:------·------::...... I 

c---- ___-'-.--'P: Checkedwith doctor: check allergies; take~".:::::::..i 

~ I: :~~!~ ~b~:-~-:~ G~~_~~_~~~_~_~~~_~~_____ 

, E: Relief obtained after 15 min. No nausea. Reviewed 

1-:::;:' ----.~ directi<:>ns.for painme(j, Po Kru~r",CMA 

~"" :. '300 , s: Pt sts '" have neve_r.had.s.urg_~ry before"----------­
i 0: Pt is unsure about what to expe<:t-------~~~~-----

l- .. ··~-···--~~·-J=~~··:·~--E-~r~Pt·~-:.~~~·~-e·~:·a·nr·:·e·O·ir··-:·o~';;,.··d{=~=a:·a:·:e·:·-·~-~-~:~=:·ry·--·~=:~=-~·' 


I 
Pt's response to the teaching and 
document. __ M~~~_nnN~ MM~M~~MNP. Krueger. CMA __W¥ ___ 

Observe the following from the above sample: 
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I. 	Use proper abbreviations throughout the charting (documenting). 
2. 	End every line at the margin or draw a line to the end of the row, This pro~ 

tects you as the caregiver, You are responsible for aJl information recorded 
before your signature. If you draw a line through the blank area to the 
margin. no one can enter information that you would be held responsible for. 

3. Always 	sign your documentation with your name. The preferred signature is 
your first initial and last name. Some facilities use initlafs in charting: if this is 
the case, then there must be a page in the chart on which the caregiver signs 
his/her full name and whateVer initials he/she may use. 

4. 	 Us. your credentials. Credential. lend credibility to your work 

POMR charting has the following advantages: 

• 	 Information about each probletn is organized into specific categories that all 
caregivers can understand. This eases data retrieval and communication 
between disciplines, In today's medical office. POMRs are organized to make 
medical problems and their history readily accessible to the physician. Clinical 
records include the patient chart, where aU examination results are noted in 
the progress notes. Test results-such as lab tests. X-rays. electrocardiog­
raphy. pulmonary function testS, surgical and hospital records-are a few of 
the clinical records obtained in )'OU!" office from an outside sautee. These 
should be filed as soon as possible after the phYSician has seen them, Never 
file this type of recQrd until It has been reviewed and initialed by your physi­
dan. 

• 	 Continuity of care is shown by combining the plan of care and progress notes 
into a complete record of the care that is planned and the care that is deliv~ 
ered. 

• 	 It encourages documentation that is consistent and essential. 

The POMR system has the following disadvantages: 

• 	 The emphasis on the chronology of problems, rather than their priority, may 
cause caregivers to disagree about which problems to list. 

• 	 Both assessments and interventions apply to more than one problem, $0 

charting of these findings is repetitious, especially if the SOAP format is used. 
This makes documentation time consuming to perlorm and to read. 

• 	 The format does not work well in settings with rapid patient turnover, 
• 	 Considerable time and cost are needed to train people to use the SOAP 

method. 
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Discharge Summary 
The discharge summary covers each problem on the list and notes whether it 
was resolved. This is the place in your SOAP note to discuss any unresolved 
problems and to outline your plan for dealing with the problem, This section is 
usually charting done by the practitioner. It is an essential part of charting in an 
acutE! care setting. 

In some offices entries are made directly into the progress notes; in others, 
a note is attached to the front of the chart for this information, and the physi­
cian will make all entries. As you practice the skills in the following lessons. you 
will make your own charting entries using appropriate abbreviations. 

Abbreviations will be presented throughout your lessons. Abbreviations are 
standardized clinical shorthand that will save you time and ensure understanding: 
by anyone requiring access to the patient chart. 

Abbreviations 
c/o Complaining of 

~~-

CC Chief compl.int(s) 
~D:-)(-----cD;::iagnosis 

ECG Electrocardiogram 

fU follow.up 
-~.:-

Imp Impression 

POMR Problem·onented medical record 

PT Physical therapy 

f\/O Rule out 

Rx Prescription
==::----;:-c--;--';-;--~.~.-~-
:.SO.::.:..AP"-__-:M,.=eth70~d,:.:of organized charting format done on progress notes 

S = Subjective information 

o = Objective information 

A = Assessment data 

P := Plan of action 
~Su--------s~n-~~ ~~~------

=SX________S='y_m-'.p_tom(s~)c-­

T)( Treatment. therapy 

VS, VIS Vital signs 

Hx History 
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Unit 2 Worksheet 

I. 	Name twO types of medical records used in heaith care facUities. 

a, 
b, 

2. 	 What are three disadvantages of the traditional method of documentationl .. 
b, 
c, 

3. 	 GiW'the meaning for the acronym SOAP. 
a. 	 S 
b, 	 0 
c, 	 A 
d, 	 P 

4, 	 List five parts of a POMR. 
a, 
b, 
c, 
d, 
e, 

Circle the correct answer to the following: 
5. 	 Which type of medical record organiles information about specific problems 

into categories? 
a. 	 Traditional medical record 
b, 	 Source-oriented medical record 
c. 	 Problem-oriented medi<:al record 
d. 	 Progress notes 

6. 	 Which area discusses unresolved problems and outlines the plan for dealing 
witll the problemsl 
a, Database 
b, Problem list 
c. 	 Discharge summary 
d. 	 Progress notes 

7. 	 Which area of charting would contain the CC~ 
a. Subjective 

b, Objective 

c. 	 Assessment 
d, 	 Plan 
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8. Which type of documentation format takes considerable time and cost to train people? 
a. Source-oriented charting 
b. SOAP charting 
c. Traditional charting 

9. Give 'the appropriate abbreviation for the following: phrases: 
3. Problem-oriented medical record 
b. Diagnosis 
c. Symptoms 
d. Rule out 
e. Vital Signs 
f. Treatment 
g. Follow-up 

Practice Documentation. A patient calis the office at I 0:00 a.m. on August 8, 20xx com­
~Iajning of a severe sore throat. She has taken two Tylenol tabletS and has received no relief. 
Her oral temperature is 101°F. She has had the sore throat and fever for 3 days. 

Documentation: 

1_ I .. I-:---···-···-----------__ 
S 

L ' i O' 

l-1=~i;--···-·
L_==-,--'~~~~~__~___ 
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Unit 3 

Medical Records: Documents 




Upon completion of this unit you should be able to do the following: 

I. 	Ust what information must be recorded (documented) on the patient's chart. 
2. 	 Tell what is meant by "scope of practice," 
3. 	 Name two types of information that can be given without the patient's con­

sent. 
4. 	Name four ways that a medical assistant can prevent a malpractice claim. 

Documentation of medical care starts when the dient walks into the office. The 
visit record must contain the patient's correct name and other identifying infor­
mation. The medical assistant is frequently the first person to meet the patient. 
After introducing him/herself to the patient. the medical assistant enters on the 
medical chart the patient's reason for the visit. This is referred to as the chief 
complaint (ee). Observations by the medical assistant and the patient's vital 
signs (VS) are also recorded on the medical chart.1 

Medical records include records of the patient's clinical medical treatment, as 
well as administrative records (eg, insurance billing and correspondence), 
Previous. records obtained from another physician or facility would be consid­
ered clinical records and should be filed in the patient chart. All records are 
legal documents admissible in a court of law and should be completed with 
black ink or typed. Blue ink is sometimes used to distinguish the originai record 
from a photOcopy. Each facility will determine its polky on the ink color. 
Records are protected by the patient's right to privacy. referred to as "confiden~ 
tiality:' They should not be revealed to anyone outside the office without the 
patient's written permission, in the form of an authorization for release of infor­
mation. failure to observe padent confidentiality could result In a lawsuit, Your 
utmost concerns should be to preserve confidentiality. and to protect the 
patient and your practice! The patient has an absolute right to confidentiality. 
Information that is given to the phySician or to others involved in the patient's 
care may not be given to anyone else without the patient's permission. with two 
exceptions: (I) when requested by subpoena or court order; and (2) when 
there is a reportable injury or illness. 

Reportable Injuries 
Injuries like knife wounds and gunshot wounds must be reported according to 

local regulations and st.atutes. Injuries that appear to be due to child or spousal 
abuse must also be reported. Failure to report suspected child abuse is a felony 
in several states. Recently there has been an Increase in the abuse of eMerly 
people by their caregiVi!rs. This may be because- people are living longer' and 
with more physical and mental disabilities, These incidents should be reported 
to pollee departments, Most facilities will have a special form to complete to 
teport these injuries, A copy of the form must be kept in the patient's chart. If 
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there is no form. then write in the chart the date, time. type of injury and to 

whom it was reported. and sign your name, with credentials, 

Reportable IIIne$$es 
Diseases that represent potential threats to the public health must also be 
reported. The list of reportable diseases indudes most contagious diseases. like 
measies. mumps. and chickenpox. More serious threats on the list indude tuber­
culosis and hepatitis, Sexually transmitted diseases (STDs). like syphilis and 
gonorrhea, are not only reportable, but publk health epidemiologists may con­
sult the patientS for lists of their sexual partners to identify untreated 
individuals. Diseases in this category are reported to local public health depart­
ments. Health departments usually have a form that is used for reporting 
specific diseases, This form shou Id be completed in duplicate or copied and put 
in the chart. You should enter in the chart noteS the date. time and to whom 
the report was sent. and sign your name, with your credentials. 

Except for the above-cited conditions, patients have the right to be confident 
that their charts will be accessible only to personnel who are involved tn their 
care. If computers are used to track patients. laboratory data, appointments and 
other jnformation. care should be taken to control access to those computers. 
Computers and charts should be located so that other patients cannot read 
confidential information.} 

Malpractice 
A physician may be: accused of malpractice If he/she is thougnt to be negligent. 
Negligence occurs when someone fails to perform actions that would be per~ 
formed by any prudent and reasonable person with similar experience and 
education. A medical assistant rs held to that standard. The medical assistant is 
also held to practice within what the law allows. the uscope of practice." 
A malpractice complaint is a type of "tort." A tort is a civil action (other than 
breach of contract) as opposed to a violation of the criminal code. 

The legal request for an individual to testify in a court of law is a subpoena. 
Medical records can also be subpoenaed, which is a compelling reason to be 
sure that the medical record accurately documents everything that was done to 
and for a patient. 3 

Medical assistants can proteCt themselves from malpractice by observing the 
following guidelines: 

• Always practice within the law. 
• Preserve the patient's confidentiality. 
• Maintain meticulous records. 
• Obtain informed. written consent, 
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In summary. aU records are legal documents admi$Sible in a court of law and 
should be completed with black or blue ink or typed. Record. are protected by 
the patient's right to privacy. They should not be discussed with Or' revealed to 

anyone outside the office without written authorization by the patient. Failure 
to observe patient confidentiality c:ould result in a lawsuit. 
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___________ _ 

Unit 3 Worksheet 
I. What is "scope of practice"? 

2, 	When can information be given without patient consent! 

3. 	What color of ink is used for documentati()f!~ 

4. 	What four things can medi-cal assistants do to prevent a malpractice claim 
against them and the physician's office? 

S, 	 Complete this statement 
tf it Isn't written down, __ M 
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Unit 4 

Charting 




Upon completion of this unit you shQuld be able'to do the following: 

I. list and define the six Cs of charting. 

2. Corre<t patient records using acceptable legal procedures. 

3. Update medical records following acceptable legal procedures. 

4. Use selected abbreviations for conciseness of charting. 

The Six Cs of Charting 
In this unit you wilileam how to chart (document), Always keep the following 
six Cs in mind when filling eut and maintaining charts: 

• Client's (patient's) words 

• Clarity 
• Completeness 
• Conciseness 
• Chronological order 
• Confidentiality 

Client's Words 
A patient's complaint or symptom should be recorded on the chart in the 
patient's exact words, rather than your interpretation of them. For example, if a 
dent says. "My right knee feels like it's thick or full of fluid:' write that down. 
Do not rephrase the sentence to say, "Client says he's got fluid on the knee." 
Often the patient's exact words, nO' matter how odd they may sound. provide 
important dues for the physician in making a diagnosis,5 

In SOAP charting. this would be recorded as the "S" (subjective) documen-­
aldon, Be sure to put whatever the patient says in quotation marks, 

Clarity 
It is important that you use precise deSCriptions and accepted medical termj~ 
nology when describIng a patient'S condition, For example, "Patient got out of 
bed and walked 20 feet without shortness of breath" is much clearer than 
"Patient got out of bed and felt fine," 

Completeness 
You must completely fill out all forms used in the patient record. Provide com­
plete information that is understandable to others whenever you make any 
notation in the patient chart. If there is not an answer for the item on the form, 
indicate "N/A" (not applicable), Do not leave any spaces witnout some note as 
to why it is blank. Be sure to sign your name, with credentials. on any form that 
you have completed. 
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Conciseness 
Abbreviatioos and specific medical terminology can save time and space when 
recording information. Your charting should be clear, brief and to the point. 
Using the above example. you could write. "Pt got 008 and walked 20 ft 
Without SOB," "OOS" and "SOS" are standard abbreviations for i10ut of bed" 
and "shortness of breath." Every member of the office Staff should use the same 
list of approved abbrevlations to avoid misunderstandings. 

Abbreviations are not used wHly~nilly, The health care facility should have a 
list of abbreviations that have been adopted for use in all documentation. 
JCAHO has set this as one of the standards of care that must be followed by 
medical organizations. Abbreviations are included in most units, to help you to 

learn the more common ones used by health care facUities, 

Chronological Order 
All entries in patient records must be dated to show me order rn which they 
were made. This factor is critical. not onJy for documenting patient care, but 
also in case there is a legal question about the type and date of medrcal services. 
Sometimes a medical assistant may omit. or forget to include, pertinent facts 
and information at the time of initial charting and wants to include this informa­
tion at a later time. When this happens, very clearly indicate that this is a late 
entry. Do not write in the margins or above existing charting, as this is a red 
flag to lawyers that proper care may not have been given. You would write the 
dace and time you are entering the late entry, then write "Iate entry" and pro­
ceed with your charting, This will indicate dearly and precisely why you are 
charting "out of chronological order," An example of alate entry follows. 

101l8/xx 1400, late entry, Pt ambulated at 1000 no clo SOB. 
but did feel dizzy and nauseated, Dr, Smith notified, J, 
Smith, CMA 

Confidentiality 
All entries in patient records and forms are confidential, to protect the patient's 
privacy, Only the patient. attending physicians and the medical ..sistant (who needs 
the: record to tend to the patient and/or to make entries into the record) are 
allowed to see the charts without the patient's wntten consent. You should never 
discuss a patient's record, forward it to another office. fax it or show it to anyone 
other than the physician unless you have the patient's written pennission to do $0, 
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Appearance, Timeliness and Accuracy of Records 
The medical assistant must ensure that the medical records are complete. They 
must be written neatJy and legibly. contain up~to-date information and present 
an 	accurate, professional record of a patient's case. 

Neatness and legibility 
A medical record is useless jf the doctor or others have difficulty reading it. You 
should make sure that every word and number in the record is dear and !egi~e. 
Here are some guidelines that will assist you in keeping your charts neat and 
easy to read: 

i, 	 Use a good-quality pen that will not smudge or smear. Black ink is pre­
ferred. but blue is sometimes used to distinguish the original record from 
a photocopy. Highlighters are used to call attention to specific items. 
such as allergies or abnormal lab values. Be aware that unless the office 
has a color copier, most colored ink will photocopy gray or black. 
Highlighting pen marks may not be visible on a photocopy. 

2. 	 Make sure that all handwriting is legible. Take time to write names, num­
bers and abbreviatlons dearly.' 

Timeliness 
Medical records should be kept up-to-date and should be readily available when 
a doctor or another health care professional needs to see them. The following 
guidelines wm ensure that a doctor can find the most recent information on a 
patient when It is needed: 

I. 	 Record all findings from examinations and tests as soon as they are avail­
able, 

2, 	 If you forget to enter a finding Into the record when it is received, 
record both the original date of receipt and the date the finding was 
entered intO the record. 

3. 	 Document telephone calls. You can either enter the telephone call 
directly into the record or make a note referring the doctor to a sepa­
rate telephone log kept in the record, You will learn how to document 
telephone call. in greater derail in Units 7 and 8 of this study guide, 

Establish a procedure for retrieving a file quickly in case of emergency. If the 
patient should be in a serious aCCident, the emergency doctor would need the 
patient's medica! history immediately,S 
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Accuracy 

The physician must be able to trust the accuracy of the information in the med­

ical record. You must make it a priority to always check the accuracy of all data 

you enter in a chart. To ensure accuracy, follow these guidelines: 


r. 	 Never guess or assume knowledge of names, procedures, medications, 
findings or any other information about which there might be a question. 
Always double-check all the information carefully. Ask questions of the 
physician or other staff to verify information, 

2. 	 Double~check the accuracy of all findings and instructions recorded in 
the chart. Have all numbers been copied correctly? Are instructions for 
taking medication clear and complete? 

3. 	 Make sure the latest information has been entered into the chart $0 that 
the physician has an accurate picture of the patient's current condition. 

Part of creating timely. accurate records is maintaining a professional tone in 
your writing when recording information. A.s. stated earlier, record information 
from the patient in his/her own words, Also record your observations and com­
ments as well as any laboratory or test results. Do not record your personal, 
subjective comments. judgments. opinions or speculations about a patient's 
words, problems or test results. You may call attention to a particular problem 
or observation by attaching a note to the chart. Do not make such comments 
part of the patient's record.s As an example, "Pt called again, wants. pain med for 
backache. This is the third time this month the patient has called. She is prob­
ably a drug seeker;' 

Correcting and Updating Patient Records 
In legal terms, medical records are regarded as having been created in "due 
('ourse," All information in the record should be entered at the time of a 
patient's visit and not days. weeks or months later. Information corrected or 
added some time after a patient's visit can be regarded as "convenient" and may 
damage a doctor's position in a lawsuit.· 

If changes to the medical record are not done correcdy, the record can 
become a legal problem for the physician. A physician may be able to more easily 
explain poor or incomplete documentation than a chart that appears to have 
been altered after something was originally documented. You must be extremely 
careful to follow the appropriate procedures for correcting medical records. 

MIstakes in medical records are not uncommon. The best defense is to cor­
rect the mistake immediateiy or as soon as possible after the entry was made. 
The follOwing procedure sl-lows you how to correct the patient record. 
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Procedure for Correcting Medical Records 

• 	 Always make a correction in a way that does not suggest any intention to 

deceive, cover up, alter or add information to conceal a lack of proper 
medical care. 

• 	 When deleting information. never' black it out, never use correction fluid 
to cover It up and never in any way erase or obliterate the original 
wording. Draw a single line through the original information so that it is 
still legible. Many charters will cross out just one letter and try to 

scribble over the top of it the correct letter. This is legally unwise. 
Watch yourself carefully if you have a tendency to want to correct a mis­
spelled word this way. 

• 	 Write or type in the correct information above or to the right of the 
original line. The location on the chart for the new information should 
be clear. You may need to attach another sheet of paper or another doc~ 
ument with the correction on it. Do not discard the original. Note in the 
record. "See attached document A" or simllar wording to indicate where 
the corrected information can be found. 

• 	 Place a note near the correction stating why it was made. for example, 
"'error:' "wrong date" or "mistaken entry;' This indication can be a brjef 
note in the margin or an attachment to the record. As a general rule. do 
not make any changes without noting the reason for them. Some facilities 
are adopting the polley to write "mistaken entry" rather than "error" 
when making corrections. as. the word "error" may imply medical negH­
gence or may mark the chart with a red flag if an attOrney reads it. 

• 	 Enter the date and time, and initial the correction. 

In summary. the medical assistant must properly prepare and maintain patient 
records. Patient records. also known as charts. contaIn important information 
about a patient's medical history and present condition. Patient recotds serve as 
communication tools as well as legal documents. They also playa role in patient 
and staff education and may be used for quality control and research, 

You should be familiar with the most common methods for documenting 
patient information, whkh include the conventional, or source--oriented. and POMR 
approaches, You fl1USt ensure not only that the medical records are complete but 
also that they are neat and legibly written. contain up-to-date information and pre­
sent an accurate, professional record of a patient's case. In addition. you must 
know the guidelines for how to correct and update a patient record,~ 
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Unit 4 Worksheet 
I. 	 Ust the six Cs of charting: 

a, 

b. 
c. 
d. 
e. 
f. 

2. 	 How do you know what abbreviations to use in your charting? 

3. 	 What do you do if you charted and later in the day or the next day 
remember an important fact that should be noted? 

4. 	 What are some guidelines that will assist in keeping charts neat and easy 
to read! 

5. 	 What does the term "due course" mean when referring to medical doc~ 
umentationl 

6. 	 Correct the follOwing:; 

6/81xx 9:45 a.m. Pt called and said that she was nosious and 

>~_. __~vomitting:"P. Smith, C.~MA::..:..._·"·_· __..~_ .. ~___.~__...j' 
I 

f-..-~-+-- ...-.--...~.--.-...--- ­
f-..-. --+----­
I---.--~... -~--- .... ---- ... --. 

--+--_..... -. ---.... ---~ 

-- ­ ... ---~ 

-~-.- .... ­
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7. Chart the following: You may use SOAP or fa<:tual charting. 
a. Patient called at 8:00 a.m. beca.use she had the worst headache of her 

life. 

L-~.' _l--,-'.'==--=_ ..=~_._.-_-_-_ ..~-_I
..-_~_ ..-_.-=-···~.._-==_- -j- '-'-' _._-- --_... --~~ 

b, Patient called at 4:30 in the afternoon because he had pain in his back 
and blood in his urine. He tells you he cannot stand to sit or lie down 
and jUst has to keep walking around. 

)"1--~~'-"-r--"-'-"'-"-"---"- .-..-.-.. _­

'--...-~--..~f..---. ----. ----~-.~~- -~--~~-t .-- ~~ -_...- - ...- - ..__..­
Circle the correct answer to the following: 

S. In SOAP charting. the client's words are recorded in which area? 
a. Subjective 
b. Objective 
c. Assessment/Action 
d. Plan 

9, Which abbreviation is incorrect? 
a. SOB for shortness of breath 
b. Pat. for patient 
c. OOB for out of bed 
d. s for without 

10. When correcting an error, one should: 
a. White out the mist:ake. 
b. Black out any letters and rewrite, 
c, Use a single hne through the error. 
d. Erase and rewrite. 

II. Charting should be done in which of the following waysl 
a. In red ink, so it stands out. 
b. In pencil, so you can correct more easi~ 
c. In b!ack ink, for ease of photocopying. 
d. Only on a computer or typewriter. 
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12. 	Errors can be denoted by entries such as: 
a, Oops 
b, 	Sorry 
c. 	Frowning face 
d. 	Error. or "wrong entry" 

13. 	 If you misspell a word in charting. what should you dol 
a. 	Leave it alone. 
b. 	Cross it out and t'eWfite it above. 
c. 	Cross it out and insert the correct spelling above all other charting. 
d, 	Draw a single line through the misspelled word, insert the date and 

your initials. and rewrite the word. 
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Unit 5 

Medical Records: forms 




Upon completion of this unit you should be able to do the following: 

I. Tell how to document consent forms. 
2. Document facsimile (FAX) reports. 
3. Document medication requests. 
4. Document appointments. cancellations and nORshows. 

The medical record IS probably the most significant documentation that the 
medical assistant will have to complete. Medical records provide an ongoing 
account of aU patient interactions with the office staff and physicians. 
Information here should include both subjective and objective findings. 
Subjective data include information that the patient provIdes about how an 
event occurred. how the patient feels and how the patient is responding to 

treatment. The best way to chart subjective data is to quote the patient directly. 
Objective data are observable conditions or results of testing. The medical 
record should Include a comprehensive patient history and information that pro­
vides the patient with the best care possible. Patient activities. such as smoking 
habits. exercise and nutrition. should be noted, and changes should be brought 
to the attention of the physician. The plan for care should be dictated by the 
physician and should include any expected follow-up needed.' 

Because of the very extensive and personal nature of the medical chart. pre­
serving the confidentiality of this information becomes one of the medical 
assistant's top responsibilities. No one, including family members. should be 
given information from within this chart unless express written consent is given 
by the patient. (Children are considered minors. and a parent is allowed to 

access this information as the legal guatdian.) 

Release of Medical Information 
Medical information to be released includes any medical information leaving the 
office. Common situations in which a release of information is required are: (I) 
when information goes to insurance companies for billing purposes. (2) when 
information goes to other physicians for referrals or consultations, and (3) when 
patients are transferred to another office. The patient's written authorization for 
releasing this information to persons dIrectly involved with patient care is 
obtained at the time of the first office visit. It can be on the initial patient his­
tory form or on a separate paper. 

Informed Consent 
Documentation of informed consent becomes an important part of the medical 
records. Every patient has a right to know and understand any procedure to be 
performed. In language that is easily understood, the patient should be told the 
following: 
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I. 	 The nature of any procedure and how it is to be performed. 

2. 	 Any possible risks involved as well as expected outcomes of the proce­
dure. 

3. 	 Any any other methods of treatment and those risks, 

4. 	 The risks if no treatment is given. 

Often, consent forms will be signed if a surgical or invasive procedure is to be per­
fonned. The medical assistant may be asked to wftness the patient's signature and 
may be expected to explain the procedure to the patient The signed consent form 
is kept in the medical char:t and a copy Is also given to the patient,1 

Implied Consent 
Implied consent occurs when there is a life~threatening emergency or the 
patient is unconscious or unable to respond. The physician. by law, is allowed to 
give treatment without a signed consent. The care given is carefully docu­
mented, as well as the patient's condition and why the patient could not sign a 
consent form. Implied consent occurs in more subtle ways. The patient who 
rolls up a shirtsleeve for the medical assistant to take a blood pressure reading 
is implying consent to the procedure by the action taken. 

Subpoena Duces Tecum 
A subpoena is an order for copies of materials that may be related to litigation, 
The subpoena is hand delivered, and copies should be made immediately. A sub­
poena duces tecum requires that the physician physically bring the originaf chart 
to be examined. This is the one situation in which the original chart might leave 
the office. and a copy should remain within the office until the- original can be 
returned. Documentation should indicate when and to whom the chart was 

delivered. For example: 8/12Jxx. 1000. Copy of history and physical done on 
711S/xx sent to Benton County D.A:s office per subpoena request and on advice 
of Dr, Jones, p. Krueger, CMA 

Out of courtesy, the physician will notify patients whose records have been 
subpoenaed. If, for any reason, the patient does not want the record released, 
the physician must call for lega! advice on how to respond to the subpoena. 

Certain records. because of their sensitive nature, may require more than a 
subpoena to be released. These include records reiated to sexually transmitted 
diseases. including AIDS and H1V testing. mental health records, substance abuse 
records and sexual assault records. 'n some States. for the cour't$ to have access 
to these records a court order is required.t 
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Documentation of Facsimiles 
Fax machines are more and more common in the ambulatory care setting. being 
used to send reports. referrals, insurance approvals and informal correspon­
dence. Although fax machines are a great time saver for the ambulatory care 
setting, confidentiality is a critical issue because they are typically located in cen­
tralized areas where documents may be seen by unauthorized personnel. Before 
sending any document. be sure that (I) it will not violate confidentiality. (2) you 
have permission to transmit it by fax, and (3) you attach a cover sheet that stip­
ulates the information is for the intended recipient only. Transmission listS are 
provided by most fax machines and can be used as verification that an Item was 
sent and which phone number received it. This serves as documentation of the 
confidential transmittal of patient information. Document in the patient's chart 
what, when and to whom the facsimile was sent. For example: 81121xx. 1445. 
Immunization records sent to Dr: Smith's office. P. Krueger, CMA 

Prescriptions and Refills 
Prescriptions are legal documents. They are written to the pharmacist giving 
instructions as to how medications are to be dispensed to the patient. The 
practitioner usualty writes in the progress notes which medications are being 
ordered for the patient and if the patient is being sent away from the office with 
the prescription form in hand. Chen the practitioner will write an order and ask 
the medical assistant to call or fax the order in to the pharmacy of the patient's 
choice. The medical assistant must document that she/he has called the phar­
macy and ordered the prescribed medication. Many offices now fax orders to 

reduce medication errors. If you telephone or fax in an order, the pharmacy will 
require the patients full name and date of birth. The medical assistant must doc­
ument on the chart that the order has been completed as directed by the 
physician. 

lf the patient is calling in for a refill of a prescription, the medical assistant 
documents the name of the medication, the dosage, the administration times 
and the narne of the pharmacy. It is also a good idea to write down the patient's 
current telephone number, in case the physician has a question or wants you to 
call the patient for more information. Many offices have forms for prescription 
refills, These forms must have the patient's name on them and must be attached 
to the patient's chart as a permanent record. 

Telephone Call Documentation 
Documenting telephone messages is of vital importance and should be treated 
as such. Of primary concern is the issue of confidentiality. Data regarding 
patients may not be given out over the telephone to anyone unless the patient 
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has given signed. written permission for the release of specific information. It is 
important to record the date. time. a brief message regarding the call and the 
initials of the person who responded to the call. All telephone messages 
regarding patient care should be written down, Include the date. time of call. 
name and return phone number. For symptom caUs. use checklists or protocols, 
For insurance inquiries, to ensure that the call is handled in a timely manner, 
checklists should be made with spaces for charges. claim status. payment status 
and issues in dispute. Most calls will require some kind of documentation. such 
as entry of appointment or a message. The following are important elements of 
a telephone message: 

• Caller's full name, spelled correctly 

• Brief note indicating the nature of the call 

• Action required (insurance inquiry, appointment, medical advice. etc.) 

• Date. time of caU. initials of person receiving call 

• Phone number of caller. with area code if long distance' 

A telephone message pad and pen should be placed by each office telephone. You 
cannot rely on memory in a busy office where there are constant interruptions. 
Offices have a variety of methods for recording telephone messages. You may use 
a preprinted, duplicate telephone message pad; the top sheet is removed and the 
carbon remains as a permanent record of calls received. The office may use a sec­
retarial notebook that i. dated each day; calls are recorded and checked off when 
returned. You need to develop a follow-up method to be sure calls are returned. 
The call pad or messages should not be filed undl the requests have been given a 
response. Some offices have a Stamp made up that indicates in the patient chart 
that a telephone communication was made; the caregiver writes a brief note with 
the date the patient was contacted, It is not advisable to have loose slips of paper 
in the file, because they are too easily lost. If you wish to keep these in the chart. 
they should be filed shingle fashion on a sheet of bond paper with the latest call 
on top. The slips shOUld be fastened with a piece of tranSparent tape horizontally 
across the top of the slip. A vertical piece of tape along the side prevents curling 
of the edges of the slip, which ensures that it is easy to read, 

Changed Appointments 
One of the most vital functions in the medical office is scheduling appointments, 
Appointments may be changed by the office. to accommodate a physician's 
schedule, or they may be changed by the patient. The following three situations 
result in a changed appointment: 
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I. Cancellations without making a new appointment 

2. Rescheduling an existing appointl'nent 

3. Following up on a patient who missed his/her appointment 

The acceptable abbreviations that should be made next to the patient's name at 
the original appointment time and entered into the chart with the date are the 
foUowing: 

I. Cane cancellation. no reschedule 

2. RS rescheduled appointment 

3. NS no·show 

If a patient cancels or does not show up fof" the scheduled appointment, It 
should be noted in the patient's chart and the appointment time given to 

another patient as soon as possible. The record of the canceled appointment or 
no-show is important in proving that the patient had an appointment but failed 
to follow the physician's instructions. It is advisable to phone the patient at 

home and to leave a message about the missed appointment. If patients cannot 
be reached by phone. mail them a letter noting the missed appo!ntment and 
requesting that they make another appointment by calling the office. This proce­
dure provides legal protection if a lawsuit is filed against the physician for failure 
to provide care for mis patient,S You muSt document aI! these calls to protect 
your office from malpractice for abandonment.' 

The following is a sample list of abbreviations for medical office use: 

I. NP new patient 

2. CPE (CPX) complete physical examination 

3. FU follow~up examination 

4. NS n04how 

5. RS reschedule 

6. C&C called and cancelled 

7. C. Canc cancelled 

8. Ref referral 

9. Cons consultation 

10. R. re<:heck 
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Unit S Worksheet 
Circle the correct answer to the following; 

I. 	 Information going to insurance companies for billing purposes requires: 
a. Informed consent 
b. Implied consent 

c, release of information consent 

d, subpoena duces tecum 

2. 	 Which of these scenarios requires documentationl 
a. Patient rolls up sleeve for blood pressure to be taken 
b. Patient asks for a prescription refill 
c. Subpoena of chart notes 

d.bandc 

e. All of the above 

3. 	 The main issue about using a fax machine is: 
a, Must have a transmission private line 
b. Must use a cover sheet with transmissions 
c. Confidentiality of information 
d. Physician approval is required 

4, 	 Telephoned or faxed prescriptions and refills require: 
a. No documentation in the chart 
b. Only written orders 
c. Patient's full name and date of birth 
d. DEA approval 

5. 	 The medical assistant must document: 
a. Patient's diet 
b. Patient's occupation 
c. All telephone calls to office 
d. Telephone calls regarding patient care 

6. 	 List 5 Jtems that should be documented when taking a telephone message: 
a. 
b. 

<. 

d. 
e. 

46 IDocumentation and Telephone Screening 



•• 
7. 	 Name three situations that could result in a changed appointment time . 

b. 
c. 

8. 	 Why must all cancellations and nowshows be documented? 

9, 	 Give the correct abbreviation for the following phrases: 

Cancellation, no reschedule: 

Re~hed~.~~ appointment: 

No-shows: _____.__~. 

New patient: 


Called and cancelled: 


10. 	 Give the appropriate word or phrase for the following abbreviations: 

FU: 

Ref: 

Cons: 

fl..: 

CPE: 
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Unit 6 

Documentation Scenarios 




Upon completion of this unit you should be able to do the following:: 

I. Organize patient data and charts 
2. 	Document what the patient tells you 
3. 	Document what you observe 
4. 	Document what you do 
5. 	Document what you teach 

Organizing Your Data 
Patient outcomes are more important than ever in evaluating the quality of care 
provided---a fact that casts documentation in an even brighter spotlight. It is not 
always easy to make documentation a priority. Time constraints may make other 
patiem care activities seem more important. When you consider the amount of 
information you must record you may be tempted to push documentation to' 

the bottom of your must-do list. You can make documentation less burdensome 
by organizing the information into the following logical categories: 

• 	 What the patient tells you-information you obtain directly from the 
patient or from others, if the patient is incapacitated. 

I 	 What you observe-information you collect from physical observation and 
measurement. 

I 	 What you do-as directed by the treating physician-interventions you 
perform in response to assessment findings. 

• 	 What you teach-as directed by the treating physidan--instructlons you 
give to the patient and family.lO 

Document What the Patient Tells You 
Gather information about the patient's c.urrent symptoms.. past health status. 
previous medical treatments and responses to those treatments during th'e 
health hiscory interview. 

Information you collect during the interview also serves as the basis of the 
teaching plan. By determining the patient's knowledge of his/her disorder. drugs 
and health, the treating physician can identify and prioritize appropriate teaching 
topics. 

Identify the Best Information Sources 
Ideally, you should obtain information directly from the patient. In some situa­
tions, you'll need to interview family members, refer to the patient's medical 
re:c:ords and consult other health care team members to find out what you need 
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to know. Be sure to document as many detalls as you can, leaving no gaps or 
uncertainties. 

Quote the Patient Directly 
Record the patient's exact words, placing quotes around them. This helps others 
to clearly differentiate the patient's words from yours. 

Document What You Observe 
Document your findings from vital sign measurements. 

Be Objective and Specific 
Use objective language and avoid making judgments when documenting observa~ 
don data. For instance. if you write. "The patient's heart rate was only 60," thIs 
suggests that you think his/her heart rate is low. 

Whenever possible, quantify your findings by citing specific numbers. Instead 
of "Mr. J says he gets up a lot during the night to urinate," write "Mr. J :states he 
gets up 7 or 8 times during the night to urinate:' Avoid phrases like "a little" 
and "a lot." Also avoid using the words "appears" and "seems:' You want to 

state the situation as it is. 

Be Concrete 
Describe only what you see, hear. feel and smell during your observation. Do 
not document your interpretation of the patient's behavior. Instead of "Jane Doe 
was crying because of her depression," write "Jane Doe was crying during the 
observation.")O 

Document What You Do 
Your documentation should show that you took appropriate action based on 
your assessment of the patient's condition, Record interventions as you perform 
them or soon afterward. Otherwise, you may forget to record Important infor­
mation. Note the time of each intervention to avoid the appearance that you 
took toO long to intervene after assessing a significant finding. 

Document the Patient's Response 
JUst because you've documented an intervention doesn't mean that your patient 
benefited from it. To indicate the effectiveness of an intervention, describe the 
patient's response--whether positive or negative. If it Is appropriate, be sure to 
evaluate the emotional response as well as the phYSical response. 

Record Referrals 
Your documentation should indicate whether additional resources are needed 
and whether referrals should be made to secure those resources. 

51 IDoeumentation and Telephone Screening 



Document What You Teach 
A patient's progress during your care and after discharge home may depend on 
(I) now well helshe understands the condition, (2) the treatment plan and (3) 
home care. When you document your teaching. dearly indicate the patient's 
understanding of the instructions you've provided. Some sUbJects that you may 
teach are the following: 

• 	 Disease process 

• 	 Prescribed drugs, including their names, dosages. administration times and 
rou~es, adverse effects and storage 

• 	 Ambulation privileges 

• 	 Nutritional needs, supplements or restrictions 

• 	 Signs and symptoms to report 

• 	 Community resources: 

• 	 Home care 

Documentation may be noted as follows: "Patlent is able to verbalize symptoms. 
demonstrate use of crutches. and correctly answer questions:' 

Documentation Scenarios 
Headache 
Document on the patient's chart: 

Date and time 
What the patient tells roo (Subjective,S) 

What you observe (Objective, 0) 

What you do (Assess, Action, A) 

What you teach, if applicable (Plan, P) 


Charting using the narrative method: 
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Charting using the SOAP method: 

9-12-xx 1400 ...S: "I have had • head,ellefor 3 days and it i~.worse today. I 
__-+--;1",hav--,;.;:ec'b-;ee;;;."...:aking ASA:'....-:••••_.__:.:.:.:_-m-mm.....-:j 

0: BP: 1801120. P. 90. Severe pain, scale 019110, in right­
__+-....p"a=,r;.;i.=ta:cl;.regl~·~~..~d behind eye,s:. NQ ~~~ or vQmiting::::..j 

A: N\?tifi,ed Dr, S~.!~b_ immediately~_ P. Krueg~r~..~MA-------- i 
__+---"P.:..:",N:.::o plan at this time, it would include treatment and --­

patient'S resPOnse to that treatrnent)-:::-----~-----------------:; 
~-~"---

Earache (Pediatric) 

Document on the patient's chart: 
Date and time 
What the patient tells you 
What you observe 
What you do 
What you teach (if applicable) or implement. or results of action taken 

i09·25·= 0835 S: Mother state. a.mo",~-old eongested xl...~ Tujiing 1 
1_______ at Rt...... )( I day. fussy .ince last PM..................:::::-...::::::::! 

_~--;Occ.:;C-T.: ...IOO.6 (Ax). P: 124 (Apical), R: 32...........................: 
A: Febrile child·--·····-·····-·······-------·····-········· 

.--	 - --...... P,-Dr. JonestocheCkPati""t.•••••••••~:::~:...:.:~::::••::::••:::::J 
•••••••------•••••••••••••••••••••-----•••••••••••••p. Krueger, CMA i , 

Influenza Symptoms 
Document on the patient's chart: 

Date and time 
What the patient tells you 
What you observe 
What you do 
What you teach, implement. or results of what you do 

: 09~24~xx Pt c/o flu symptoms x 3 days. NVD* and slight temp elevation, 
..c16::.I"O_····__-;>C=-=hic.n:g joints. T: j'O 1.6. P: 94, R: 22, BP: r04162. Dr. Anderson 

in to-examtne Pi Pt brochure about temperature management 
;.-.-~-... ­

L=-__..--+~~.v;:i::=:t~C~A~~~~~~~~~~~~~~::·~~~~~!~~~~~~~::~~~~~M~-~·i 

*NVD - nausea" vomiting and diarrhea 
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Assisting With a Lumbar Puncture 
Document on the patient's chart: 

Date and time 
Vital signs before and after procedure, Indude the temperature. particularly if 

the procedure is (or a fever of unknown origin (FUO). 
Patient's tolerance of the procedure and complaints or concerns 
Patient edllcation and instructions 

n09-23."" Pt positio~~ and draPed for lUmbar pu~~re. SF: 120180, T~')9,2, F:S6 
083~.. R: IS. Dr, Smith performed LP-••••••.:::••••••••• _ •••..:::••• - ••..•••••. 

0900....J:I'c.ornpleted, Pt. tolerat<>dprocedure without Sx , CSF,.ent to.lab, 
, Post·LP vitals: SF: 114174, P: 76. R: 16. Pt resting comfortably,······· , 

'0930m~ denies discOmfort. Non/v. No leaJ<ageat Lp site, Pt and Wife·..' J 
were given discharge instructions, Verbalized understanding. Pt

I, discharged by Dr, Smith, P. Krueger. CMA···-..·-··....·•••••••••·•••• , I'----- ---- .. 
Removing Staples 
Doc.ument on the patient's chart: 

Date and time 
Location of staple. 
Nt,Jmber of staples to be removed 
Any difficulty with staple removal 
Any signs Ot symptoms of infection 
Pt complaints/concerns 
Pt education and instructions 

~2'xx_ 1245• ....:: .............-=::==.===.==== 

, . m' S: "I get my s~les out today:'.............,:....- .........,:=. 


mF=
i 0; Incision..~n ~bdomen i~..!:!ght lower g~~drant (RLQ)..four---,­

. staples in place. No drainage or redness noted~~~~R--__-_----------­

....... , A: Staple removal n ••ded-•••-.;•••::..................._ ...- ...... 

f_. ___________...._~_~ __ •____....__________•___ ~...._________•_____....______ _ - __________..M._____.._ 

, P: I. rour staples removed without difficulty.----------------------- ­

t==-~·t~:~2~~~~~~~~:~!~~~~~~ 

L~_.... P. Kt'U'*"'._.CMA......::.....................--...........--•••..•••• : 
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Changing a Sterile Dressing 
Document on the patient's chart: 

Date and time 
location and type of dressing 
Any signs or symptoms of infection 
Presence and type of drainage 
Patient complaints or concerns 
Patient education and instructions 

IO~02~~._ 1330 Pt anjyed in o.ffice f9.r sterile dressing change on right heel. 
Dressing was removed ;Mth flO probiems,J,llcerated wound noted on 

._.----liL~ heeJ. Yellow drain~E!_n_oted, Dr. Jq~s n¢fied. ~!-Ilture_~n :' 

~... as ~rdered. Wou~~le~ed withJ~etadine soju~.~n. Sterile dr~~: 
,_____. applied . .f't instnlcted.t;O keep limb elevated andkeep wound d'1"Pt to_ 
i return in a,m. for dressing change. P. Krueger. CMA 
I---~-

Assisting With Cast Application 
Document on the patient's chart: 

Date and time 
Location of cast 
Assessment of cl rculation to part 
Patient complaints or concerns 
Patient education and instl"uttions 

DI.,14-lO(!045.?hort leg ':"'\'Iith w.\lking h""l~i.dt>t.PE, Cronk.Ped'L~ 
___ ..._p'ulse stro!:,g_~~ore cast ~y!.~~tion, toe~.~ and pin.~.!-_ Ilia!" 

refill present. Pt voiced no CQ~plaintS. during -casting. Toes have full 
~~ _.E!'l&" of moti..,., with tllO(l '~q>!ionafter ~_Sl<in wanm 

~~~~.c.... as outline~m!fi Pt educat!2:.!._,at:I.~~_nk. Pt remfn~~_d to repo~~~s 

brochu.... Ve_ underst>n<ling of all instructions. P. Krueger. CMA . 


Some key charting rule, are as follows: 

• 	 Make sure you have the correct chart. Use caution with patients with 
similar last names. 

• 	 Always document in ink. Black is preferred. 

• 	 Select the format your facility prefers. 

• 	 Enter the date and time that the interaction occurred, Military time is 
considered standard, 
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• 	 Document all subjeCtive and objective findings. all procedures performed. 
to whom you reported any findings, any patient education, any missed 
appointmentS and any telephone conversations.. Use patient quotes 
whenever possible. 

• 	 Sign your name, with your credentials. 

This concludes the first half of this course. The second part:. on telephone 
screening. follows. 
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Unit 6 Worksheet 
I. 	 list four categories that will help you document effectively and efficiently. 

a. 
b. 
c. 
d. 

2. 	 The best way to document what the patient tells you is to: 
a, Identify the informatton source 
b. 	 Make your own assessment 
c. 	 Quote the patient dlrec~y 
d. 	 Determine patient's knowtedge levef 

3. 	 Which of these statements is not specifid 
a. 	 BP 120/80 
b. 	 Skin appears dry and warm 
c. 	Pulse 80, regular 
d. 	Temperature 98" F 

4. 	 Documentation should be done: 
a. At the end of the day. when it is qUiet 

b, During the lunch hour 

c. 	Whenever it is possible 
d. 	After you perform the action 

5, 	 Documentation shows: 
a. 	Appropriate action was performed. based on assessment of the patient's 

condition 
b. 	 How long it took to perform a single task 
c. 	Only patient's positive response 

6. A patient's progress after he/she goes home depends on what? 
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7. Using the SOAP method, chart the fOllowing: 

October I, 20xx; 10:00 a.m. Jane comes to the office with complaints of burning 
pain when she urinates. She says it feels like she has to go to the bathroom 
about every 5 minutes. but nothing comes out and she has this awful pain. She is 
crying and holding her hand over her bladder region. Dr. Smith sees the patient 
and orders a urine sample to be sent for a culture and sensitivity. He sends the 
patient home with two prescriptions. He wants her to call him if there are any 
problems or the symptoms get worse. 

-- ----.--.-----1 
. F=--­c ___ .. __.~____ ____..._____ --....._ .._-....._. 

"'-'---"'--- - ... ---- .... -----~ 

. -- ..... - -_........--j 


...._ .._­
i 
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Unit 7 

Telephone Screening 
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Upon completion of this unit you should be able to do the following: 

I. Define "telephone screening," 
2. Define "protocol." 
3. Define the levels of care for establishing a protocol. 

The telephone has become a vital link in health C3.!"e. Heightened awareness of 
cost and aCcess to health care services have increas.ed significantly the con­
sumer's use of the phone to determine the urgency of a problem and the need 
for medical attention. Emergency departments. primary care providers and man­
aged care entities. recejye numerous ques.tions regarding the need to access 
medical care, often in an attempt to avoid spending unnecessary health care dol~ 
lars. The medical assistant can respond to these calls with confidence and 
consistency while minimizing subjectivity by using organized, systematic tele~ 
phone screening protocols. I! Telephone screening is the ability to determine the 
severity of the symptoms presented and to recognize the needs of the patient. 
in order to schedule the visit to the physician's office. It is the screening process 
by which information is obtained that is needed to assess the patient's condition. 

Assessment is the collection of patient data that are pertinent for providing 
optimal health care. As Donald A. Bal.sa, JD. MBA. Executive Director of the 
AAMA, Stated. "The medical assistant's role is to collect the factS and pass them 
along based on predetermined guidelines defined by the physician:' H. edds, "It 
is. essential for medical assistants to limit their ac.tivities to set protocols that the 
supervising physician has established or approved. The medical assistant is not 
allowed to exercise independent judgment."ll 

Protocols 
A "protocol" is (I) an official account of action to take based on symptoms that 
the patient presents. (2) a detailed plan or (3) a medica! treatment.. A screening 
protocol heips health care professionals to ask appropriate questions, to quiddy 
assess the severity of a health problem and to aid the caller in making an 
informed decision concerning health care, 

Note: Protocols are not designed to diagnose the caller's medical condition. 
Protocols are a comp!"ehenslve resource that will benefit medical offic.es. emer­
gency departments. urgent care clinics. schools. home heakh agencies, 
occupational health departmentS, managed care providers and aU who receive 
calls for medical advice. 

Answering the Telephone 
The telephone is the center of all activity in the medical office. The professional 
attitude conveyed is critical to the success of the practice of medicine. The 
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medical assistant who handles phone calls mus,t be courteous. articulate and a 
careful and active listener. The rapport established by the medica! assistant will 
contribute to successful c.ommunication with patients. 

A phone·screening manual should be kept near the phone for reference so 
that each asS[stant who answers the phone will ask the same standard questions 
and give the same standard advice that the physician has preauthorized, 
"Preauthorized" means that the physician has agreed to the type of appointment 
to be made based on the caller's presentation of symptoms. The assistant must 
learn now to lOgically proceed through a set of questions that will .......u the 
caller's condition and help determine. if necessary. how soon the patient should 
be seen by a physician. This process is called telephone screening.s If the assis­
tant does not know how to handle a patient, or if the questions have not been 
addressed in the manual, the assistant should refer the problem to one who is 
more experienced, 

Documenting Telephone Screening 
Documenting: telephone messages is of vital importance and should be treated 
50, Of primary concern is the issue of confidentiality, Telephone screening is 
documented in the patient's chart. Follow the documentation procedures pre­
sented in earlier unlts. Tne format Is your cnoice. unless your facility has 
specified differently. 

Basic information to be recorded for each telephone encounter is as follows: 

• 	 Identifying information: 

• 	 Name 
• 	 Age 

• 	 Home telephone 
• 	 Patient ID or health plan number 

• 	 Identity of caller and relationship to patient 

• 	 Record what the patient tells you. Tnis snould be written in quotes or after 
the abbreviation "CC:' for chief complaint(s), 

• 	 Record what the patient can measure:, see, near or feel. This should be 
written as objective information, preceded by the words "patient states," 

• 	 Record what your actions were with regard to this call. Record your action 
based on what protocol you used. Be sure to include tne time of an appoint~ 

ment if one was made. 

• 	 If you referred the message to a clinician to' call the patient back. this infor­
mation should be noted in the chart. TeU the dinician the following: 

• 	 The nature of the problem and its urgency 

• 	 How soon the patient expects a call 
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" 	 Sign your name, with credentials. It is beSt to sign your first initial and last 
name. 

• 	 Be sure to follow all charting rules. 

• 	 Charting should b. done in black ink. 
• 	 Charting must be legible. Print if your writing is difficult to read. 
• 	 Use red ink and highlighter only for attracting attention to specific infor­

mation. 

• 	 Never enter humorous. sarcastic or- casual remarks in the chart. 
• 	 Quote rather than summarize information given by the patient. 
• 	 Use ~bbreviations that nave been approved by your facility. 

• 	 Make corrections properly. 
• 	 Draw a singie line through the error. 
• 	 After the error, or in the margin. write "error:1 "wrong entry" or "correc~ 

tion"; the date; and your initials. Insert the correction immediately after 
these statements. 

• 	 Do not scribble. black out. cross out or use correction fluid to obliterate 
what has been written. 
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Unit 7 Worksheet 

I. 	 Telephone screening is: 

a. 	 A head-to-toe assessment 
b. 	 Receiving numerous questions regarding health care 
c. 	 Not the responslbllity of the medical assistant 
d. 	 The ability to determine the appropriate recommendation to the patient 

based on following the physician', protocol 

2. 	 Protocols are: 
a. 	 Rules to keep the office running smoothly 
b. 	 Directions for performing procedures 
c. 	 Detailed plans 
d. 	 Abbreviated doctor's orders 
e. 	 An official account of action to take based on symptoms presented by 

the patient 

3. 	 A medical diagnosis is made by: 
a, 	 Office managers. 
b. Physicians 

c, Medical assistants 

d. 	 Physician assistants 
e. 	 band d 

4. 	 "Preauthori:zed telephone screening" means: 
a. 	 There are standing orders to be followed 
b. 	 The physician has determined the type of appointment to be given based 

on the patient's symptoms 
c. 	 PreSCriptions and refills can be done by the medical assistant 
d. 	 Medical assistants are not to use the telephone 

5, 	 What basic information needs to be recorded for each t~ephone 
encounter? 
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Unit 8 

Telephone Decision 

Guidelines 



Upon completion of this unit you should be able to do the following: 

I. 	 Identify the levels of care found in telephone decision guidelines, 
2. 	 list the steps in making a physician-authorized telephone manual. 

The Need for Decision Guidelines 
Telephone decision guidelines that have been approved by the clinicians will 
guide the telephone staff in helping patients and parents decide whether and 
when to be seen by a clinician. The guidelines delineate: (I) questions to be 
asked; and (2) whether-and how urgent it is-to see a clinician, based on the 
response to each question. Questions are priortcized and clustered so that ques­
tions revealing emergencies are asked first. Decision guidelines are referred to 

as protocols, physician-authorized protocols. telephone screening manuals and 
telephone decision guidelines. As a medical assistant, you must be constantly 
aware that the telephone actions you take are based only on physician-autho­
rized guidelines. You may not diagnose or give independent jUdgment on any 
situation. A physlcian..authorized telephone-screening manual should be available. 
If there is not one available, some guidelines that will enable you to make one 
for your office follow, 

Six Steps in Making a Manual 
I. 	 Keep a record of the types of symptoms that are called into your office 

for a 2~week period. This will give you the basis for your manual. There 
is no need to prepare :a protoCol page for h[abor symptoms." for 
example, if you work in a urologist's office. 

2, 	 list major symptoms. These are the major symptoms that you have iden­
tified as the most commonly called in to your office. For exampfe. a 
patient calls in with "shortness of breath" or "difficulty breathing," This is 
the heading on the page. 

,1. 	 Determine the level of care for each set of SymptoMS possible under the 
major symptOm heading. The level of care w;1! depend solely on your clini­
cian's guideiines. There are usually five levels of care delineated in the 
manual (see Unit 7). 

4. 	 Type up symptoms and care protocols. Use a three-ring notebook and 
protective page covers. 

6, 	 Have the clinician(s} approve and sign each protocol, This can be accom­
plished by having a Signature line on each separate page or a list of the 
protocols on one page on which the clinician signs a statement to the 
effect that '" have read the enclosed protocols and authorize their use 
for care of my patients," A word of caution here: ilie protocols must be 
reviewed and signed annually. 
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There are many websites available on the Internet to assist you with formulating 
what guidelines to use. 

The manual should be updated on a regular basis and new guidelines added 
as needed. Most importantly, it should be used by all medical assistants who are 
answering telephones and dealing with patients. Let's review the steps for tele~ 
phone screening: 

Six Steps in Telephone Screening 
I. Introduce yourself and establish rapport with the person on the line. 
2. Conduct the fact~finding interview. 

). Make a screening decision using an established protocol. 

4. Offer predetermined advice based on preauthorized protocols. 
5. Conclude the caU and follow up as needed. (Give messages to appropriate 

persons, cali in Rxs, call 911, etc.) 
6. Document the call. 
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Unit 8 Worksheet 

I. Telephone gUidelines suggest that the medical assistant must: 

a. Exercise independent judgment 
b. Base decisions only on training 
c. Base decisions on physician~authori:z:ed guidelines 

2. Physician-authorized manuals: 
a. Give the physician directions for care 
b. Give the telephone screener guidelines for assigning appointments 
c. Are used only by medical assistants 

3. Every appointment given should end with: 
a. Thank you for tailing 
b. Call back if the symptoms do not improve or get worse 
c. Call back If you are feeling better 
d. The practitioner will caU you to see how you are doing 

4. New symptoms and updates on appointment scheduling: 
a. Should be revised and updated as needed 
b. Should be done when an accreditation team visits the health care setting 
c. Are not necessary except at the annual review 
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Upon completion of this unit you should be able to do the following: 

I. Screen iUness calls. 

2, Document and screen selected medical scenarios. 

3. 	 Recogni2e emergency situations and follow preauthorized physician's 

directives. 
4. 	 Ust the medicolegal issues involved with telephone screening. 

Screening Illness-Related Calls 
About one-third of telephone calls will be some type of problem care. Often the 
person entrusted with the responsibility of answering such calls from patients is 
incompletely equipped for such an extremely important function. This m.ay lead 
to errors in clinical management, delays for patients in receiving appropriate 
medica! attention, Ot unnecessary office visits for problems that actually are 
More effectively managed at home. Not aU patients who are ill need to see a 
doctor, and it is physically impossible for all phone calls to be managed by the 
patient's own primary care clinician. 'l All respoosEs to patients. with a medical 
symptom will be given based on the physician~authorized protocol manual. By 
using a protocol manual, advice is consistent, and patient confidence and satis~ 
faction in the staff and physician are greatly increased. 

Some clinicians want telephone attendants to record additional Information 
about such things as medications already tried. associated symptoms and 
whether the patient has a history of similar episodes. These clinicians believe 
that having the answers to such questions helps them to prioritize when con· 
fronted with multiple patients and makes their own note-taking more efficient 
when they do see the patlent. But often, time does not permit the luxury of a 
complete history, nor is one always needed. If the situation is a true emergency, 
time should not be spent on less important questions. The telephone protocol 
guidelines in the following pages have been formatted to help achieve efficient 
and informed decis.ion making by properly trained medical office staff. 
In cases in which a screening decision cannot be made by the telephone attendant. 
the decision guidelines also serve the purpose of selectively collecting the ~ost 
important information to present to the clinician for review and final disposition.n 

Typing the Guidelines 
The ftrst thing you will do to begin making the protocol guidelines is to decide 
what format to use. Every office seems to have a. different style. Regardless of 
style. it is crucial that anyone should be able to pick up the manual and manage 
an 	mness~related cafL Thus. your manual should be "user friendly." Another 
important point is that the guidelines should b. kept to a single page. If you 
must use two pages, then put them in the manual facing each other, so that 
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when you open the page to a particular complaint (symptom), you will see the 
entire protocol and not have to flip back and forth to get information, 

Once you have decided on the format of your manual, type a template of 
the style and the level headings. The template will ensure that all pages look the: 
same. and this will facilitate the screening process. Some telephone screeners 
like symptoms listed as questions, some like simple statements to nudge them 
through the assessment process, Again. this is purely personal and up to the 
individual office to decide what format to use, In the following sample. simple 
formatting has been used. 

Telephone Screening for Pediatric Abdominal Pain 
Sample I 

Note: The location of the pain is very important to rule out appendjcitl~ 

Level I: Seek Emergency Care Now 
Severe persistent pain 

• 	 Rapidly increasing patn 
• 	 RLQ pain with poor appetite, nausea and/or vomiting. fever. grasping 

abdomen. walking bent over, screaming. Iytng with knees drawn toward 
the chest 

• 	 Unusually heavy vaginal bleeding and possibility of pregnancy 
• 	 Ingestion of unknown chemical substances. plant or medication; recent 

abdominal trauma 
• 	 Bloody or jelly-like stools 

Level 2: Seek Medical Care Within I to 2 Hour'$ or Go to Urgent 
Care 
Severe nausea and vomiting 

• 	 Continuous pain> I hour and unresponsive to horne care 
• 	 Unexplained progressive abdominal swelling 
• 	 Painful or difficult urination 
• 	 Blood in urine 
• 	 Pain interferes with activity 
• 	 Fever> I 0 r°F, cough. weakness 
• 	 Decreased urine output 
• 	 Blood in stools 
• 	 Nausea. vomiting. diarrhea >24 hours and unresponsive to home care 
• 	 Weight loss 

Level 3: Seek Medical Care Within 4 to (, Hours 
vaginal or urethral discharge 

• 	 History of abdominal pain and usual treatment is ineffective 
• 	 Significant increase in stress level 
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Level 4: Seek Medical Care Within 24 to 72 Hours or Call Back for 
Appointment if no improvement 

• 	 Constipation 
• 	 History of nervous stomach and increased stress level 
• 	 Intermittent mild pain associated with empty stomach 
• 	 Eating certain foods, or use of pain antibiotic or anti~inflammatory medi~ 

cations 
• 	 Mifd, infrequent diarrhea 
• 	 Other family members are ill 
• 	 Persistent sore throat >24 hours 

Level 5: Home Care InstructionsH 

• 	 Clear liquids (fruit juices diluted with water, weak tea. popsides. gelatin, 
lemon-lime soda) or bland diet (rice, potatoes, soda crackers. pretzels. dry 
toast, applesauce, bananas) for 11 to 24 hours. Pedialyte for small children 
or babies. 

• 	 Take food with medic;ations that cause stomach upset (as directed by 
pharmacist) 

• 	 Apply moist hot towel or heating pad to the abdomen (or cramping 
• 	 Call badc if symptoms worsen or if patient is not improving 

Date: ______ Physician'. Signature: .______.......__ 


(Adapted from Briggs J. Telephone Triage Protocols for Nurses. Philadelphia, Pa: 
Lippincott; 1997.) 

Remember: You can only use a guideline (protOcol) if the physician has signed 
it. Once you have submitted your protocol to the dinicians to review. be pre~ 
pared for many changes. They may w.mt you to ask other questions or they may 
prefer that you not ask some that you have identified. Do not take this input 
personally; the physician~authorized manual must reflect the physician's medical 
advice, not yours or that of some: book. The protocol should be put in page 
protectors after it is Signed by the physician. Then you can use it. Notice the dif~ 
ferenee between the form.t of Sample I (above) and that of Sample 2 (below), 
for the protocol on abdominal pain. 
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Sample 2" 

, 

Question 	 See Clinician if•••••• When To Set 
Appointment i 

, 
L Pt', name, telephone number, ~ Under ~ ~ of age 

l. How _re is the pain! Severe ~1e!S of duration 

2 
2 

10 the child c!1:!ng/ 
]. Wu then! any accident in Yes 2 i, 

which the stomach area was hurt! 
,

4. 	~"!' is the pain Iocatedl . On fi&ht side of abdomen 2 

5. Is the child acting particularly ill! Child """"""" ill. is 1\Jssy. vomiting, I 
, Is the !'hlld P!"li"ll or just lyil1J around! paie. ~ or lethalJk 2 

i, 
, 6. Are there any asSOCIated symptOms! Over I03'f or fov<or has been 

• 	 Fever 

• 	 Vomiting 
• 	 Difficulty breathing 
• 	 Severe cough or other 

chest symptoms 

• Diarrhea 

present longer than 24 hours. 2 
See protocol on FEVER. 

Yes, if vomiting 2 
Yes 2 
Yes 2 

Diarrhea only. see ProtOcol 8 
7. 	 Is the pain constant or intermlttentl 
8. 	 Is the pain getting better or worse, 

or is it about the same? 
9, 	 Do any other family members have 

similar abdominal pain. vomiting 

for this problem before~ 

Key: 
2 = See ASAP (within 1·2 hours) 
8 = See same day 
24-n = Set appointment within 3 days 

Or diarrhea~ 

10. How long has pain been present? 

i II, What is the child~ usual state of health! 

12. Has the chlld ever been seen 

More than 48 hours (not severe) 24·72 
Child has any chronic or 
serious condition (eg. diabetes 
asthma. cystic fibrosis, UTI) 

Yes, complaint is chronic 

Physician.. Signature: 
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Using Physician-Authorized Protocol 
Let's look at an example of a telephone complaint about pediatric abdominal 
pain; 

Mr. Smith calls about his 9-year-oJd son who has a stomach ache, He was called 
to the school to come OM pick jonny up be<:;OtlSe the boy was complaining ail morning 
that his stomach hurt and he vomtted once in the health room. Mr. Smith is now home 
with Jonny and wants to know what to do. 

Steps to screen 

I. Turn to Protocol on Pediatric Abdominai Pain. 

2. Gather assessment information: 
a. Name, telephone number, age of patient? 
b. Severity of pain! 
c. Any traumal 
d. Location of pain? 
e. Child acting ill or lethargic? 
f. Any other symptoms1 

L Fever? 

it Vomiting? 

iii. Diarrhea? 
iv. Severe coughing or difficulty breathing~ 
v. Burning or frequency of urination? 

vi. Constipation? 
g. Duration of painr 
h. Is pain -constant or Intermittent? 
i. Is pain getting better. worse, or about the same~ 
i. Are family members ill with similar symptoms? 
k. Any chronic medical condition? 
I. Has child been seen for this problem in the past! 

3. Based on the brief history we have presented. we would be able to screen 
this symptom as follows. 
a. Pain? Patient denies pain; just aching. 

i. Ask: How long has patient had stomach ache; is it constant or does it 
come and go; and is it getting better, worse, or abollt the same? 

b. Trauma? Denies trauma. 
c. Location? Middle of stomach area 
d. Child acting ill or tiredl Yes 
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e. 	 Other symptoms; 
i. Feved How did you take it? 10 I~Fj mouth 

Ii. Vomiting~ Yes, once at school. Just sick to stomach now. 

iii. 	 Diarrhear Yes. two or three times since I brought him home. 
iv. 	 Cough or breathing problems? No. 
v. 	 Burning or frequency in urination? No. 

f. 	 family members with similar symptoms? Yes. mother and sister have 
sa.me symptoms. 

g. 	 Any chronic medical problems? None 
h. 	 Has the child been seen for this before? No 

4. 	 Determine level of care: Jonny does not fIt the criteria for a 2 status. which 
is ASAP. He does have the criteria for an 8, with his family experiencing the 
same symptoms. So an appointment should be made for him to come in for 
an evaluation the same day. 

5. 	 Assign appointment 

6. Document on the patient's chart: 

a. 	 What patient or caller tells you 
b. 	 What you evaluate: or what the caller sees, hears. feels or measures 
c. 	 What you are going to do 
d. 	 Protocol to support your actions and caller's response to action 

I
iO'l-26-02 "..l.llllLFatMr: called. Stuon."jonny" is cQmplaioing of stQm.d1 ache. , 

___	Vo"",m".ite<Lxl. Clo nausea. !";;in located in middl" of abdomen, 01111-­
i----.... , 

...... 

~m¥lO. I- Of Deni.. UlWrna..m.rrb<:o.J>rea.d!iog jl!Qbl.."., .b!lrning Qn" 
urination_ or ~n~~tion. Sts mother aI'!~. sister are sick with .~me Sx. 
No krI"wn medical preble""s. Has not had probl~m before,--,------­
~ised to come..~ offi:ee at 1645 per Pedi~!:"ic Protocol. Agree~..~ 

brin2 son in. P. Kru•••r, CHA-------------------------------..--------------­

Notice the use of abbreviations to facilitate charting. Also. did you notice the 
phrase that stateS which protocol was used and by whom? This protects the 
screener legally from belng accused of diagnosing atld oft"ef'ing medical advice. 
Every question comes from the physician~authorized guideline. No other judg­
ments were made. Be sure to document the patient or patient representative's 
affirmation of the appointment. 
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Screening Emergency Calls 
The worst possible scenario for a true emergency is for a patient with a Ilfe~ 
threatening condition to be brought into the office rather than being referred 
directly to an emergency room. For the patient. precious time for prompt emer­
gency treatment is lost: fot' the primary care practice, the office is totally 
disrupted and the care of the patients waiting is delayed and rushed, A potential 
life or death emergency situation can be lurking behind any routine telephone 
c:ali. The telephone screener must be prepared to manage such calls and make 
important decisions.- even if the clinicians are absent from the office. The fol~ 
Jowing symptoms'$ are considered emergencies (a suspected iife~threatening 
illness or event): 

I) 	 Airway (compromised or obstructed) 
a) Choking 
b) 	 Neck or spine injury 
c) 	 Croup with cyanosis in any infant or child 

2) 	 Breathing problems (severe respiratory compromise) 
a) 	 Difficulty breathing from any cause 
b) 	 Near drowning 
c) 	 Acute allergic (anaphylactic) "",crion with respiratory difficulty (food, 

bee sting. medications) 

3) 	 Circulation (suspec.ted or impending shock) 
a) Cardiac arrest 
b) Any chest pains suggesting pOSSibility of heart: attack 
c) Uncontrollable bleeding 
d) Acute allergic (anaphylactic) reaction (food, bee sting, medication) 
e) 	 Poisoning or overdose of medication. with change in mental status, signs 

of shock, or any respiratory difficulty 

4) 	 Disability andlor neurologic impairment or paralysis 
a) Convulsion (seizure) 
b) Any neurologic symptoms suggesting poSsibility of stroke 
c) Coma or unconsciousness 
d) Head trauma with behavioral change or any change in mental status 
e) Diabetic hypoglycemic reaction, with mental confusion and inability to 

take oral glucose feeding 

5) 	 Other 
a) 	 Obvious fracture 
b} 	 Severe pain and unable to walk 
c) 	 Serious suicide attempt or threat 
d) 	 Sexual assault 
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This list of emergencies should help anyone who is screening telephone calls. In 
every situation, the caller should be advised to call EMS or 91 I, or told that you 
will call for them. 

Look for other screening Kenarios in the Unit 9 worksheets. There are 
commerdally prepared screening manuals for use in medical offices. Some are 
for specific specialties. These are a good reference for any office, but the proto~ 
cols will have to be reviewed and adopted for use. Signature pages must be 
signed and updated each year. 

Medicolegal Issues in Telephone Medicine 
Malpractice cases that focus directly on telephone screening decisions and on 
those who give misinformed medical advice over the phone are increasing. 
Several preventive measures can· be taken to reduce liability and simultaneously 
to improve the quality of car•• As a key step in reducing liability, all medically 
signjficant cans should be carefully documented and retained as part of the 
patient's record. Most medicolegal problems can be traced to three root causes: 
poor documentation. lack of policies and protocols, and inadequate training of 
staff members. A telephone encounter form is recommended for most prac~ 
rices. A sample'! of the basic information that should be recorded for a.11 calls is 
as follows: 

• 	 Identifying information; 
Na.me 
Age 
Home telephone 

Patient ID or health plan number 

Identity of caller and relationship to patient 


• Chief complaint or purpose of call 
• Outcome of call: 

Appointment advised and accepted 

Call referred to (specify) 

Follow-up instructions 

Consulted with (specify) 

• Home management advice and treatment (specify) 
• 	 Message for clinician to call back patient: 

Nawre of problem and urgency 
How soon patient expects the call 
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Unit 9 Worksheet 
Scenarios 

Screen the following patients using the protocols given on the pages that follow. 

Document In correct charting format this telephone encounter, Be sure to 


include the protocol that you used. 


I. 	 Mrs. T calls to report that. on awakening this momlng, her 74·year-old 
mother appears lethargic and glassy-eyed. She took her temperature and it 
was I02·F orally, No other symptoms are present. Screen this telephone 
call. 

_ ...._-­

r-----....-. 
-_._--­

"-1 

2. 	A 4S~y/o man calls with chief complaint of painful urination for past month. 
Pt states this is associated with frequent urination and blood in the urine. 
weakness, back pain and a high fever (IOrF). What's your next move? 

-_...... ­

- ­ ......- ­

..- ­ ......_.--0 

i- ­ _ ...._--_...._-­ '-1 
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3. 	 The mother of a IO-y<oar-old boy calls In a very frantic state_ She tells you 
that her son was climbing a tree and fell. He is awake, but was unconscious 
for a short while. His head has a cut and IS bleeding. He is complaining that 
hIs legs hurt and he cannot move them. She is calling you because her insur­
ance says she must have permission to go to the Eft What do you do? 

._.._.__ .._­

.--~...--	 -~..- .. - ­

[===============.===._.-==.•.. 
•• 

C-"'--"'--"-~ 	

_..-J 

4. Mrs. Knapp's husband calls to tell you that his wife I'n't feeling well. She has 
been up most of the night with pain in her chest, The nitrogtycerin has not 
relieved the pain after 3 doses. She is starting to perspire, be sick to her 
stoma.ch and the pain is moving down her left arm and up into her jaw. He 
wants to know jf he should bring her to the office, 

,---'! --.. --..~--.-----.- - '-1 
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S. 	 Janey was at a baseball game with a friend when all of a sudden she couldn't 
get her breath. Her breathing was very I.bored and painful. Her lips were 
turning purple. She was gasping for air. Two weeks ago she had been diag­
nosed with thrombophlebitis. Her friend called the office asking what to do. 

~ - .•. -~....-"-'-' ­

~.~.~.~-- ------ ----=~ 
-~ ....- ---	 ==1 

..----...--- ...--=--=- ----=1 
-~..---..---..­

6, 	 Mary was playing soccer when she noticed that it was difficult to catch her 
breath some of the time. She also noted that she was making a "wheezing" 
sound when she breathed in. She had been experiencing this the past 2 
weeks and thought maybe she should caU. What's your next move? 

,------------------- ..._; 

t= 
~~- .. 	 ..~....­ ...---., 

- ......--...­
--..•-... .~-

• 	

~~_-_-_.- ..._=_-_-~..-_-_-_ ----I[m _-.~-._-.. .. _-_-__-_­
t~~ 	 -~-==- --....- .•.. 

·-~I 
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Unit 9 Worksheet 
Protocols 
Directions: Use the following protocols to screen and dotument the scenarios 

on the previous pages. 


Chest Pain 

Key Question.: Name, Age, On.... History of myocardial i_on (MI), 


Coronary artery disease. Diabetes, Pulmonary embolism and 
Deep-vein thrombosis 

Level I 
Yes No 
::J Q Pain, tightness, pressure or discomfort accompanied by any of the 

following: 
o U Shortness of breath 
o 0 Dizziness1weakness 

::J CJ Cool, moist skin 


Cl :J Nausea or vomiting 


:J CJ Pain in the neck. shoulders, jaw. back or arms 

o u Blue or gray face, lips, earlobes or flngetnails 

Cl u Heart palpitations 


lnstruct the patient to take nitroglycerin (if available) and/or aspirin while waiting 
for ambulance. 

If YES to the above symptoms. patient should go immediately to the emergency 
departmen~ If time allows, consult first with MDINPIPA. Use EMS. If NO to the 
above symptoms. go to level 2, 

Level 2 
Yes No 
Q Q Chest pain persists, unrelieved by rest. pain medication, antacids, 

or nitrOglycerin every 5 minutes x3 doses 

0 0 Chest pain at rest, or awakens person 


OJ Q Change in chest pain pattern in known cardiac patient 

0 Q Pain/discomfort substernal 


" Q Pain develops with exercise and subsides with rest 
Q U Leg pain, swelling, warmth or redness 
:I Q Coughing up blood 
0 Q Recent trauma, childbirth. surgery, history of blood dotting 

problem 
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If YES to the above symptoms, patient should be evaluated within the nour, at 
either urgent care, emergency department or MD office. If NO to the above 
symptoms. go to level 3. 

Level 3 
Yes Nc 
a a Pain associated with taking a breath 

" a Pain associated with a cough or fever. but not shortness of breath 
a a Moving the arm reproduces the pain 

a a Recent chest trauma 

If YES to the above symptoms. patient should be seen within 4 to 6 hours. cr 
up to 12 hours if patient is stable and with MDINPIPA ccnsult. If NO to the 
above symptom.. go to level 4. 

Le..14 
Yes Nc 
Cl CJ No pain at time of call 
CJ CI Intermittent pain; pain increases when pressure applied to chest 
CI Q Antacids relieve pain 

If YES to the above symptoms, time of visit is not critical but routine office visit 
appointment may be warranted within 24 to n hours. Have patient call if symp~ 
toms change for the worse or are not improving. If NO to the above symptoms, 
go to level $, 

Level S 
Office visit is not necessary at this time. Practitioner offers self-care advke 
based on patient's symptoms. Have patient call if symptoms change for the 
worse or are not improving. 

Yes Nc 
Cl 0 Take your usual antacids for indigestion and follow instructions on 

the label. 
CJ Q Take your \.!sual pain medication (aspirin, acetaminophen or 

ibuprofen) and follow 1nstructions on the label. 
Q a Take nitroglycerin as directed by PCP if pain is typical chest anginal 

pain; If no relief after 3 to 5 minutes. call back.. 
o 	 :J If pain is related to an injury that occurred 2'1 hours ago or more, 

and pain increases with movement, apply heat to the area for 20 
minutes, 'I times a day. 
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Report the foAowIt!g problem to your PCPldinic/EO 

• No improvement or condltion worsens 

Seek emorgency care immediately ifany of the following CI<CU!'S: 

Pain. tightness, pteSSUro or discomfort accompanied by: 

• Shortness of breath 

• Dizziness 
• Cool. moist skin 

• Nausea or vomiting 
• Blue or gray race, lips, earlobes or fingernails 
• Pain In the neck, shoulders, jaw, teeth, back or arm 

• Heart palpitations 
• No relief from nitroglycerin after taking I dose """""y 5 minutes x3 

Date::_____f'hysician's signature:: ______________ 
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Cough 

Key Questions: Name, Age, Ons.t, History of present illness (PI) 

level I 
Yes No 
0 0 Sudden shortness of breath. rapid breathing or wheelingr 
;;J Q Coughing due to choking on a foreign body. food or vomitt 
Q Q Chest pain: Go to Chest Pain protocol 
Q 0 Slue lips or tongue? 
Q ;;J Feeling of suffocation? 
Q Q Frothy pink sputum? 

If YES to the above symptoms. patient should immediately visit the emergency 
department. If time allows, consult first with MDINPIPA. Use EMS, If NO to the 
above symptoms. go to level 2. 

Level 2 
Yes No 
Q Q Cough unrelated to cold symptoms and a history of: 
Q Q Chest trauma <48 hours 
Q Q Blood dots or recent long sedentary period 
0 Q Recent surgery 
Q 0 Retent childbirth 
Q 0 Recent heart attack 
0 0 Asthma 
Q 0 Coughing up blood 
0 0 Child <6 months old with rapid breathing and persistent cough 
Q 0 Child appears very ill 
Q 0 Change in child's breathing pattern; labored, noisy. wheeZing, chest 

retractions:>30 minutes 

If YES to the above symptoms. patient should be evaluated within the hour. at 
either urgent care, emergency department or MD office. If NO to the above 
symptoms, go to level 3, 

Level 3 
Yes No 
0 0 Cough present <8 hours, present once or more per hour 
0 Q Coughing every night and keeping awake 
0 Phlegm or sputum bloody. yellow, green or brown'" 
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o 0 Other medical conditions, HIV, AIDS, asthma, CHF, CAD; sinusitis, 
rhinitis 

o 0 Fever of IOI,6'F to I02"F 

[,J 0 Child has a «barking cough:' unrelieved by exposure to cool air, 


humidifier or steam 

If YES to the above symptoms, patient should be seen within 4 to 6 hours, or 

up to 12 hours if patient is stable and with MDINPIPA consult, 

If NO to the above symptoms, go to level 4, 


I.ovel4 
Yes No 
o '" Low grade fever of IOO,O"F-IOI,6"F 

'" '" Cough present 2-14 days 

'" '" Coughing moderately often (a few nights) 

Cl ::J Green or brown sputum "72 hours-

o '" Child with fever >IOI"F >24 hours 
o u Cough with weight loss 

If YES to any of the following symptoms. time of vistt is: not critical but routine 
office visit appointment may be warranted within 24 to 72 hours. Have patient 
caJl if symptoms change for the worse or are not improving. If NO to me above 
symptoms, go to levelS, 

I.ovelS 
Yes No 

Breathe steam from a shower or tea kettle with towel held over'" '" the head for 10 to IS minutes to loosen phlegm 
0 0 Elevate head of bed at night 

IJ For children <I year old: give In teaspoon lemon juice mixed with'" 
1/2 teaspoon corn syrup to soothe cough. (Do not give honey,) 

IJ '" Give older children and adults I /2 teaspoon lemon juice mixed 
with 112 teaspoon honey 

0 Drink warm lemonade, apple cider or tea 
0 '" Take OTC medications as needed. being sure to follow instructions'" on the I.bel: 
IJ 0 Wet cough: use decongestants 
IJ Dry cough: use expectorant during day and suppressant at night'" 0 Allergy: use antihistamine or decongestant'" 
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Office visit is not necessary at this time. Practitioner offers self¥care advice 
based on patient's symptoms, Have patient call if symptoms change for the 
worse or are not fmproving. 

Report the following problems: 
• No improvement or condition worsens 
• Fever >72 hou... 
• GnIen. brown or gray sputum d_lops and lasts >72 houn 
• Coughing up blood (more than fteeks) 

Go to emergency room immediately: 
• Blue lips or to!18ue 
• l'e<llings of sufl'o<;atlon 
• Frothy, pink secretions 

Date~.. ___Physician·s signature:_____________ 
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Fever (Adult) 
Key Questions: Name, Age, Onse.. History of PI 

Level I 
Yes No 
CJ CJ Difficult or rapid breathing, difficulty swallowing. wheezing 

CJ CJ Confusioo, delirium. difficult to arouse 

CJ :l Headac.he with stiff neck 
Q :l Purple blotchy rash with headache and fever 
Q Q Dehydration signs 

:l 0 Decreased unne 
:l 0 Sunken eyes 
:l Q Pinched skin does not spring back 
[J 0 Excessive thirst. dry mouth 
[J 0 Fever:> I 0 I"F in elderly or immunosuppressed (AIDS, cancer, etc.) 

"' :l Fever> I04~F and IJnfesponsive to fever.redudng measures 

If YES to the above symptoms. patient should immediately visit the emergency 
department. If time allows, consult first with MDINPIPA. Use EMS, If NO to the 
above symptoms, go to level 2, 

Level 2 
Yes No 
o lJ Chest pains not affected by breathing 

Q 0 Abdominal pain. severe 
:l CJ Diarrhea.. nausea and vomiting. and able to drink 

If YES to the above symptoms, patient should be evaluated within the hour. at 
eWler urgent care, emergency department or MD office. If NO to the above 
symptom., go to leval l. 

Level 3 
Yes No 
0 CJ Temperature> I 03' F 

CJ :l Had fever:> n hours 

0 :l Pain or difficulty urinating, urinary frequency. back pain 

0 :l Swollen or tender red skin. rash 

0 CJ Productive cough 

CJ CJ Asthma, renal failure. congestive heart failure, COPO, diabeteS. 

cancer, AIDS. sickle cell anemia, coronary artery disease 
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If YES to the above symptoms. patient shou~d be seen within 4 to 6 hours. or 
up to 12 hours if patient is stable and with MDINPIPA consult. If NO to the 
above symptoms, go to level 4. 

Level 4 
Yes No 
::J Q Nasal congestion, sneezing. sore throat, painful gtands. ear pain 
:t Cl Patient ha.s been in contact with someone recently who has been 

sick 
Q Q Joint or muscle ache. swollen joints 

If YES to the above symptoms. time of visit is not critical but routine office visit 
appointment may be warranted within 24 to n hours. Have patient call if symp.­
toms change for the worse or are not improving. If NO to the above symptoms, 
go to level 5. 

LevelS 
Office visit is not necessary at this time, Practitioner offers self-care advice 
based on patient's symptoms. Have patient call if symptoms change for the 
worse or are not improving. 

• 	 Increase fluid intake 
• 	 Take usual medication (acetaminophen or ibuprofen) for fever and achi­

ness. Follow instructions on label. 
• 	 Lukewarm sponge bath or bath soaks. 
• 	 Wear light <:Iothing. 
• 	 Check the temperature every 2 to 4 hours. If no Improvement, notify 

PCP. 

Report the following problems:
• n.- increases >104"F 
• 	 n.- persists >24 hours and no knOW!! cause 

• Rash 
• Frequency. blood or paln with urination 
• Condition worsens 
• Signs of dehydration 

Go to ~ncy room immedlat>!ly: 

• 	 Seizure 
• Unresponsive 
• 	 Difficulty breathing 

Date:__._____Physidan's signature:. _________ 
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Head Injuries 
Key Questions: Name, Age, Onset. History of PI 

Level I 
Yes No 

After a blow or injury to the head: 
iJ 0 Difficult or abnormaJ breathing 
o Cl Decreased level of consciousness, difficult to arouse, confusion, agi~ 

tation 
Q :J Uncontrolled bleeding 
lJ a Difficulty moving arms or legs, weakness. incoordination or slurred 

speech 
~ a Seizure activity 
Cl u Vomiting 
Q CJ loss of vision 
0: :J Clear or blood discharge from nose or ears, bruising behind the 

""'" 
If YES to the above symptoms, patient should immediately visit the emergency 
department. If time allows. consult first with MD/NP/PA. Use EMS, If NO to the 
above symptoms, go to level 2 . 

.......12 
Yes No 
Cl Cl Persistent headache 
Cl a Stiff neck or fever since the injury 
Cl a Persistent bleeding> I 0 minutes; patient on blood thinners 
:J Q Gaping. split, jagged or deep wound 
Q Cl Laceration <8 hours old 

Cl :J Persistent vomiting 
Cl a Slood or fluid draining from nose or ears and no known injury to 

nose 

If YES to any of the following symptoms. patient should be evaluated within the 
hour. at eithi!r urgent care, emergency department or MD office. If NO to the 
above symptoms. go to level 3, 

Level 3 
Yes No 
u a Child" I year old with • soft. spongy, swollen area over the skull 

for 12 hours 
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If YES to the above symptom. patient should be seen within 4 to 6 hours, or up 
to 12 hours if patient is stable and with MD/NP/PA consult. If NO to the above 
symptom, go to level 4, 

Level 4 
Yes No 
Cl Cl Goose egg (swollen area on the forehead or scalp) 
I:J 0 Intermittent headache responsive to pain medication 

If YES to the above symptoms. time of visit is not critical but routine office visit 
appointment may be warranted within 24 to 72 hours. Have patient call if symp­
toms change for the worse or are not improving. If NO to the above symptoms. 
go to level 5. 

levelS 
Office viSit is not necessary at this time. Practitioner offers self-care advice 
based on patient's symptoms, Have patient call jf symptoms change for the 
worse or are not improving. 

• 	 Apply ice packs or cold compresses to area for 20 minutes every 2 
hours to reduce swelling and discomfort. 

• 	 Allow a child to sleep after an injury. Awaken every 2 hours for 24 nours 
to determine level of consciousness and responsiveness. 

• 	 Take usual pain medication (acetaminophen, ibuprofen. no aspirin for 
children under 18). 

• 	 Avoid alcohol, sleeping pills. sedatives first 24 hours after injury. 
• 	 Avoid heavy activity first 24 hours. Rest with head elevated. 

Report the following problems: 
• No lrnpnovement or condition worsens 
• Persistent headache 
• Persistent sweging >24 hours after i<;e pack oppIlcation 
• Blood or dear <ITainage from nose or ears 

Go to e"""1""C)I room Itnmediately: 
• Confusion. disorientation. agitation, change in vision 
• Dec.......:! level of consciousn_ 

• Numbness, tingling or weakness in an armlleg 
• Persiscent vomiting, severe hea.dache, speech problems, seizures. lethallY 

Date:_____Physician's signature:~_______________ 
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Shortness of Breath (SOB) 

Key Questions: Name, Age, Onset, History of PI 


Level I 
Yes No 
Cl 0 Chest pain presend Go to Chest Pain Protocol 

Any of the following: 
D D Blue lips or tongue 
D D Pale or grar face 
D D Clammy skin 

:J D Frothy pink or copious white sputum 
[) D Decreased level of consciousness 
D [) Severe SOB with sudden onset 

If YES to the aOOve symptoms. patient should immedIately visit the emergency 
department, If time allows. consult first with MDINPIPA. Us. EMS. If NO to the 
above symptoms. go to level 2. 

Level 2 
Yes No 
[) [) History of pulmonary embolus. blood clots or lung collapse: 
[) D History of asthma not relieved. with inhaler 
[) D Difficulty taking a deep breath due to severe pain 
[) [) Severe SOB, wheezing/noisy breathing Statted within past 2 hours 
[) [) Recent trauma, surgery or childbirth 
[) D Inhalation of a fOreign body 
[) [) Exposure to something that caused significant reaction in past: 

sting. medication. plant. chemical. food. animal and patient used 
prescribed allergic reaction kit as directed 

If YES to the above symptoms. patient should be evaluated within the hour, at 
either urgent care, emergency department Of' MO office. If NO to the above 
symptoms, go to level 3, 

Level 3 
Yes No 
[) [) Fever >IOI.6"F 
D " SOB only when on back 
o 0 Breathing pattern causes consjderable discomfort with usual activities 
o CJ Productive cough with gray. green or yellow sputum 

[) [) SOBfor3to 14 days 
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If YES to any of the following symptoms, patient should be seen within 4 to 6 
hours. or up to 12 hours if patient is stable and with MD/NP/PA consult.. If NO 
to the above symptoms, go to le..,14. 

Le...14 
Yes No 
::I 0 SOB 1 to 2 times per month 
o (J Able to do a majority of activities 
o Cl SOB for 2 weeks or more 

u Q Recent exposure to a stressful event 

Q 0 Nasal congestion 


If YES to the above symptoms, time of visit is not critical but routine office visit 
appointment may be warranted within 24 to 72 hours. Have patient call if symp­
tOms change for the worse or are not improving. If NO to the above symptoms. 
go to level 5. 

Level 5 
Office visit is not necessary at this time. Practitioner offers self--care advice 
based on patient's symptoms. Have patient call if symptoms change for the 
worse or are not improving. 

• Rest and relax as much as possible 
• Rest or sleep with head elevated on a couple of pillows 

Report the followif\!i problems: 
• Condition worsens or no impl'O'lement in 2 <lays 
• Fever >101'F 

Go to emergency room immediately or calf ambulance: 

• Chest pain 
• Blue lips or tongue. pole or gray face 
• Oammy skin 
• Feeling of suII'ocation 
• Frothy pink or copious wilite sputIlm 
• Dec_ level of consciousness 

D,<o::___ Physician's signature: ___.________.~__ 
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Urination (Painful) 
Key Questions: Name, Age, Onset. History of PI 

level I 
If YES to any of the following symptoms. patient should immediately visit the 
emergency department. If time allows, consult first with MDINPIPA. Use EMS. 

There are no symptoms warranting EMS. 

Go to level 2. 

level 2 
Yes No 
o CJ Recent urinary tract surgery and unexpected pain with urination 
I:J 0 Taking blood thinners and urine is pink or red 

If YES to the above symptoms; patient should be evaluated wtmrn the hour. at 
either urgent care. emergency department or MD office. If NO to the above 
symptoms, go to lovel 3. 

Level J 
Yes No 
Cl iJ Burning or pain on urination 

iJ iJ Frequency or urgency of urination 
:J :J Large amount of blood in urine 
iJ :J Back or flank pain 

Cl iJ Fever 

:J Cl Severe scrotal pain or swelling 
Cl Cl Penile discharge 
Cl Cl Pregnancy 
Cl :J History of lupus, glomerulonephritis or slngie kidney 
Cl :J Nausea and/or vomiting 

If YES to the above symptoms, patient should be seen within -4 to 6 hour'S, or 
up to 12 hours if patient is stable and with MDINPIPA consult. If NO to the 
above symptoms, go to level 4. 

Remember; You can only USe a guideline (protocol) if the physician has signed it, 

Once you have submitted your protocol to the clinicians to review. be prepared 
for many changes. They may want you to ask other questions or they may 
prefer that you not ask some that you have identified. Do not take this input 
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personally; the physician-authorized manual must reflect the physician's medical 
advice. not yours or that of some book. The protocol should be PUt in page 
protectors after it is signed by the physician, Then you can use it. 

1.eve14 
Yes No 

0 0 Urgency or frequency>3 days 

0 Pain over bladder
'" 0 0 Increased pain at end of urination 


0 Cloudy or foul-smelling urine 
'" 
Recurrent urinary tract infection'" 	 '" 0 	 Painful urination after sexual contaCt '" 0 0 	 Frequent bubble baths or soap remains on genital areas. particularly 
in young girls 

If YES to the above symptoms. time of visit is not critical but routine office visit 
appointment may be warranted within 24 to 72 hoors. Have patient call if symp~ 
toms change for the worse or are not improving, If NO to the above symptoms, 
go to level 5. 

Level S 
Office visit is not necessary at this time, Practitioner offers self-care advice 
based on patient's symptoms. Have patient call if symptoms change for the 
worse or are not improving. 

• 	 Drink lots of fluids. especially cranberry juice 
• 	 Urinate before and after intercourse 
• 	 Wear cotton underwear 
• 	 Avoid me:quent bubble baths and wash perineum with dear water ooly 
• 	 Add 1/2 cup white vinegar to bath and soak for 20 minutes, Repeat in 2 

and 12 hours. 
• 	 Take your usual pain medication for discomfort and follow instructions 

on label 

Report the following problems: 
• 	 Persis,.,nt discomfort or condition worsens after 48 hours of home 

ca .... or antibiotic therapy 
• fever, back or llank pain 
• Inc....1IHd blood In urine 

Date: ....__.___Physidan's signature:. ________~__ 
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Wheezing (Asthma) 
Key Questions; Name, Age. Onset. History of PI 

l"",,1 I 
Yes No 
CJ CJ Severe respiratory distress 
::J Q Unable to speak 
Q u Chest retractions 
::J u Aspiration of foreign body 
::J U Blue lips or face 
Q Q Severe chest pain 

If YES to the above symptoms, patient shoold immediately visit the emergency 
department. If time allows, consult first with MDINP/PA. Use EMS. If NO to the 
above symptoms. go to level 2. 

~Il 

Yes No 
::J Q 	 Unresponsive to medication treatment 
Q Q 	 Unresponsive to home care measures 
Q :I 	 Must sit up to breathe 
Q 	 ::J Wheezing similar to prior episodes that required hospitalization 01'" 

injections 
Q Q 	 History of CHF, cardiac disease, pulmonary embolus or blood clot 

in leg 
Q :I Green, yellow or rust-colored sputum 
Q ::J Infant or Elderly 

If YES to any of the following symptoms, patient should be evaluated w~hin the 
hour. at either urgent are, emergency department or MD office. If NO to the 
above symptOms, go to level 3. 

Levell 
Yes No 
[} :J First wheezing episode and resolves in short period of time 

:J 0 	 Fever 

If YES to the above symptOms. patient should be seen within 4 to 6 hours. or 
up to 12 hours if patient is stabl. and with MD/NPIPA consult. If NO to the 
above symptoms. go to 1....1 4. 
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l.evel 4 
Yes No 
;J ;J Frequent episodes (I to 2 per week) 
o CI Has had moderate trouble with lungs in past 
t:l 0 Wheezing is getting worse over last severa! days 
:l CJ Wheezing interferes intermittently with some daily activities 

If YES to the above symptoms, time of visff. is not critical but routine office visit 
appointment may be warranted within 24 to 72 hours. Have patient call if 
symptoms change for the WOrsE or are not improving. If NO to the above 
symptoms, go to level 5. 

l.evel 5 
Office visit is not necessary at this time. Practitioner offers self~care advice 
base<J on patient's symptoms. Have patient call if symptoms change for the 
worse or are not improving. 

• Take medication as directed 
• Use vaporizer with cool mist 

Report the foHowInj): problems: 

• Condition worsens 
• No Improvement with medication 

Go to emergency room: 
• Ups or face become blue 
• Fighting for olr 
• Decro..ed level of coottiousnen 

Date:_____Pllysician·s signature:~...._______ _ 
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•• 

Answers to Unit 
Worksheets 

Unit I 
I. 	 Documentation is written proof that the patient has received the medical 

care ordered by the practitioner. 

2. 	 Quality of Care Requirements, Standards for Language Use, Legal Review 
Standards. Requirements for Reimbursement 

3. 	 Doctor's progress notes, doctor's orders, transcription records, hiStory 
and physical examination records, x~ray and laboratory reports. charting 
notes by medical staff. insurance bmings. encounter forms 

4. c 


5, a 


6. 	 c 

7. d 


8, b 


9. 	 a. HPI 

h. 	 ROS 

c. 	 PISH 
d. 	 CC 

Unit 2 
I. 	 Sour'Ce-oriente<! narrative method; problem-oriented method 

2. 	 a. Charting IS done in various parts of the record and information [s 
disjointed. 

b. Topics are not always dearly identified. 

c, Information is difficult to retrieve. 

l, S: Subjective data; 0: Objective data; A: Assessment data; P: Plan of 
action. 


4, database 


b. 	 a problem list 

c. 	 a care plan for each problem 

d. 	 progress notes 

discharge summary 
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5. 	 0 

6. 	 c 

7. 	 a 

S. 	 b 

9. 	 a. POMR 
b. 	 D. 
c. 	 $x 

d. 	 rio; RIO 

e. 	 VIS. VS 

f. 	 Tx 

g. 	 Fu; FU 

Unit 3 
I. 	 Range of duties that are permitted by law and that are within the level of 

training and instructions of persons in that occupational field. 

2. 	 Injuries from knife wounds and gunshot wounds., injuries that may be due 
to child abuse or elderly abuse; diseases that represent potential threats 
to the pubiic health. such as sexualty transmitted diseases. 

3. 	 Black is preferred. 

4. 	 Always practice within the law; preserve the patient's confidentiality. 
maintain meticulous records; obtain informed, written consent. 

Unit 4 
I. 	a. Client's words 

b. 	 Clarity 

c. 	 Completeness 

d. Conciseness 


•• Chronological order 


f. 	 Confidentialky 

2. 	 Your health care facility should have a hst of abbreviations that have been 
adopted for use for all documentation, 

), 	Very clearly indicate that this is a late entry, Write the date and time you 
are entering the late entry. then write "'ate entry." 

4. 	 Use black pen that will not smudge or smear, have legible handwriting; 
print if you have to. Write name, numbers and abbreviations clearly. 

S. 	 Information in the record has been entered at the time of a patient's visit. 
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7a. 

Or 

1IIIIxx 
0800 

T.e:, S: "I have.,h. worst " ...doch. oflT1)'life:'-------:=:.:. 
0: Pain 10 on scale of 1-10. No numbness/tingling in ~-~~~~­

e-Xtremiiies;-no--Hx of-mjirain-e:.~~.-:====-~:::~.:.:..-------::--­
jA·:·15r.?ee~e~?~-to"~:rmmeaTa~rgotOm_ 

~~p;.ts:~~~;~~-~~-~~~.~_~~~~;-~~~;~~~~;~~-;~_-_-_-_-_-::--::::~-----~J 

P.Krueger, CMA--------~---------------------------- ...---- i 

, 

7b. r I III/xx 4:30 p,m, Phone call (PC). clo "pain in back and blood------ I 
~._... •• __n m , 

in urine," Sts cannot sit or lie down; just keeps walking---- : 
·-around. p. Kru·eger. CMA---::------- ---- ~:=--====~~~1 

I 

Or 

7c. I II IIxx 'PC. 5: "I have pain in my back and blood in my urine, I ___ I 

;cannot stand to sit doWn~r lay down, f have to keep------­
,walking--around:'------~::.:.--------------:....- --------------------­
~ ~­...--..--.... --«. 

4:30 pm' 0: Pain 811 O------~-----------------------------------~------­

A: Notify Dr. )one •. ------------------------------------------­
«._- ...._- .. ....-­~­

P: To go to ER STAT-------------------------------------------­

I' Krueger. CMA-------------------~------------------------·--- ,
....---' 

8. a 
9. b 

10 c 

II. c 

12. d 

13. d 
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Unit S 

I. 	 c 

1. 	 d 

3. 	 c 

4. 	 c 

S. 	 d 

6. 	 Caller', full name (spelled ~onr.ctly) 


Action required 

Date, time of call 

Initials of person receiving the call 

Phone number of the caJler 


7, 	 Cancellation wlthOtit making a new appointment 
Rescheduling an existing appointment 
Following up on a no-show patient who missed their appointment 

8. 	 To protect office from malpractice for abandonment 

9. 	 CANC 

10. RS 

II. 	 NS 

12. NP 

13. C& C 

14. Follow-up examination 

15. Referral 

16. Consultation 

17. Recheck 

18. 	 Complete physical exam 

Unit 6 
I, Document what the patient tells you 

Document what you obsel'Ve 

Document what you do 

Document what you teach 


2. 	 c 

3. 	 b 
4. 	 d 
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5. 	 a 

6, 	 How well he/she understands the condition. treatment plan. and home 
care 

-----~ 

7. 	 IO/Ol/xx _IO:.Q.Oa.m .. Ov.. .__......._~ ......~ 
$: do "burning pain when I urinate. It feels Ilke I have to : 
go to the bathroo'm qSmin but nothfni comes out", _ .. 

-......_.. -......-	 .--....~ 
0: holding ""nd over bladder region and crying .....-----j 
~~~t t~!~~; ~8i~·~;br.smith. Rx;;~t h';~ 
i call if Sx worsen. 	P. Krueger, CMA 
' ­

Unit 7 
I. 	 d 

2. 	 e 

3. 	 e 

4. 	 b 

S. 	 Name, age, home telephone, patient 1D or health plan number, identity 
of ca1ler and relationship to patient 

Unit 8 
I. 	 c 

2. 	 b 

3. 	 b 

4. 	 a 

Unit 9 

I. 12119/xx TC. From daughter. Sts mother "appears lethargic and : 
··glassy-eyed:' TempT()2'F. Denies-~=:::-------·-··~~··:·· 

0830 ------oreitrnilg'difficulties, heidache, stiff neck, ex'cessr~':e--__ n 

- thirst Advised to bring mother to office,-~~~-~~::~-==~:~ 
Within thenourper FEVER protocoCP. Krueger. CMA 

~:=::=. 
2, 12/20/)0( TC: CC: frequent urination and hematuria. Sts has-~----- : 

1000 ~~~e~~c=f~~d~~~;~~~~Atio;:J-,---i 
Pi;nl"1 protocol. P. Krueger. eRA .--.---------- ­

----..------.... ..------..----~-----

Documentation and Telephone Screening I I 09 



3. 	 12IIIO/xx 1200. TC. Mother sts son fell from tree. Cut on head--­
bleeding:"SOii' unable to move legs.------------------------­

L LOss or consciousness at time Of TaU. noW-alert. Adv1ied 
to call 91 I, 'do not move $On.----;=;--------- ­
P. Krueger. CMA------=::::::::::::::::..------------------I 

4. 12I201xx 1125. TC from husband. Sts wife tlo chest pains radi­
ating down left arm and up into the jitw. Has taken 3 

~~nitn;ilycerJn:Ts perspiring aricrna:useat~. Advised to 

have wife ch.YV....n .... l'irinand call 911 perCHESTP,o"",J 
protOcol. P. Krueger. CMA--------------------------------­

5. 
 121171xx TC. Friend reports that Pt clo SOB. Ups tuming purple, 
. gaspi'ng"!or"'ir. Hx of thrombophlebitls.Advised to call 
r~-" 	 """""""""""""""",.......--------------------- -- -"­
: 911 per SHORTNESS OF BREATH protocol. P. Krueger,
leMA 

6. 1III0lxx TC. tic "wheezing for.l'ast"~"",,",,.•spe<ially follOwing 
playing soccer. Advised to come to 

1500 office.t 1000 1 .. 1112lxx per Wheezi,,&ProtocoCfit 
agreed to appt. P. Krueger, CMA 
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