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introduction

{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 dacument and screen patient symptoms and haw
to assign levels of care based on predetermined guidelines or physicians’ autho-
rized protocols.

T he purpose of this course is twofold: to teach what documentation

Upon compledon of this course the student should be able to do the following:

I. Document using ¢orrect charting format and abbreviations.

2. Document prescription requests usmg acceptable format,

3. Document appointment requests, canceliations and no-shows.

4, Screen telephone calls to schedule and assign appointments, based on
predetermined guidelines.

5. Deocument telephone screening and scheduling of appointments.
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Upon completion of this unit you should be able to do the following:

1. Define the term “documentation.”

2, List at least three types of documentation.

3. List four purposes of documentation,

4. Document a patient’s complaint, using the SOAP method.

“Drocumentation” refers to written proof that the patient has received the med-
ical 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 in
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 iaboratory reports

# Charting notes by medical staff

® Insurance billings
# Encounter forms

The patient’s chart—the maedical 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 treatment prescribed and the patient’s resporse to the treatment. In the
event of controversy in any of those areas, the chart is consuhed for evidence of
the facts. The medical record must be an accurate, legible narrative of the care
given and the charges made. There must be a record of what was done and who
performed the service. If it isn’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.’

Documentation and Telephone Screening 5




Only one of the four elements ¢f the documentation model relates directy
to patient care. This element is “quality of care requirements” and concerns
those aspects, both expected and unexpected, of the padent’s care that
occurred during the patient’s visit to the medical secting. The other three ele-
ments of the documentation model are standards for language use in charting,
requirements for reimbursement, and legal standards for chart review.

Documentation Model

Quality of Care Requirermernity

Standards for

— o f.egal Review
Language Use Patient Care Practice

[Raqaiments for Reimbursernent

Quality of Care Requirements

The Joint Commission on Accreditation of Healtheare Organizations (JCAMQ)
and the American Association of Medical Assistants (AAMA) are two entities
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 care requirements have been
defined by these regulating bodies, and a medical assistant is responsible for
ohserving charting practices that support the defined patient care standard.

The medical assistant is responsible for maintaining and documenting the
expected standard of care. The documentation model 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 1o 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 “well” 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 manner in which words are actu-
ally put on paper. Your charting must provide an appropriate dascription of what
trangpired, what the patient needed and whether any events occurred outside of
wiat is typically routine or expected, It should also indicate whether care was
given in a timaly and sequertial 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 ail 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 Jegal 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 1o patient events, care and case
reviews? Documentation in the medical record is acknowledged to be the pri-
mary means with which to review and to evaluate patient occurrences. The
patients 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 fegal
review. The maedical assistant lays the foundation for excellence in practice by
using a systematic method for patient assessment and planning care, as well as
for decumentation. Deocumentation is the unifying factor between praciice and
patient 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 fegal aspects of patient
care responsibilities.

The medical record is no place for inadequate or inaccurate documentation.
Many lawsuits involve aspects of malpractice or negligence. 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 eleient 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 syster. Charting entries must precisely mirror ser-
vices provided. Centers for Medicare and Medicaid Services (CM5) reguladons

Bocumentasion and Telaphone Screening 7




are very specific 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-
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 iliness
{MP1). A review of systems (ROS) and perseonal and sociaf history (P/SH) may
also be discussed with the patient. The manner and thoroughness with which z
madical assistant documents the CC, HPL, ROS and P/SH 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-
muents. 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.

Documemntation and Telephone Screening




Unit 1| Worksheet

{. Define “documentation”

2. Give four purposes of the docurmentation model,
al

b.
€.
d

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

€.

Circle the correct answer 1o the following:

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

5. The entity that defines the “standard of care” to be rendered by 5 medical
assistant is:

AAMA

AMA

Hoszpital adminsteator

Nurse practice acts

an o

6. is the key in documentation,
Reimbursements

Printing

Language

Spelling

on @
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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
¢ Quality of care requirements
d. Requirements for reimbursement

8. 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
¢. Quality of care requirements
d. Reimbursement requirements.

9. Give the abbreviation for the following phrases:

History of present iliness:

Review of systems:

Personal and social history:

Chief complaint

10 | Documentation and Telephone Screening




Unit 2

Medical Records: Formats




Upon completion of this unit you should be able o 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 medical record.

As a medical assistant, you will be concerned with ¢linical medical records.
Medical records are kept for every patient who steps through the door of a
health care facility. Every medical record provides evidence of the quality of
patient care given, All records are not alike. Some are organized by a source-
eriented narrative method, some by a problem-oriented method and others by
variations of these two.

Source-Oriented Narrative Method

The source-oriented narrative method allows caregivers {the source) from each
discipline a separate section of the medical record in which 1w record informa-
tion. For example, there is a section for “Progress Notes,” one for “Laboratory
Reports,” one for “X rays” and so on.

This traditional method of documentation has the following drawbacks:

i. Charting is done in various parts of the record and information is disjointed.
2. Topics are not abways clearly identified.

3. Information is difficult to retrieve. This keeps medical personnel from getting
a complete picture of the patient’s care and causes breakdowns in communi-
cation.

Typically, physicians 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 in
the care of a patient write their notes on the samie 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 heaith care team members.’

The charting for a source-oriented chart is cafled “factual” charting. The
charter states in narrative form what has occurred, For example, a mother calls
in and telis you that her child has a high fever and runny nose. The chart would
read thus:

Documentation and Telephome Sereening I3




8/8/xx | 9:00 a.m. Mother called. Pt has temperature of 104°F orally..s...-

nurse. Advised to come in at 1000 a.m. today v

P Krueger, CMA -

Factual charting works well if the person charting has training and is experi-
enced in charting in 2 systemats 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 patients complaints and illness. The POMR is divided
into five parts: {1} the database; (2} a problem lisy; (3) 2 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 o construce a care
plan. Each symptom {complaint} that the patient reports is given a number, and
all care for that numbered symptom is recorded and filed at the front of the
patient’s chart, You will see this problem list primarily in long-term settings.
The foliowing chart shows a problem list for a patient.

# Date Problem Statement Initials Resolved

I 7i4hox  Vomitingffluid loss, dehydration g

2 7idfxx = Pain

3 7idixx . Angrexia

H
:
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Care Plan for Each Problem

The care plan in 3 POMR addresses each of the patient’s probiems. 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 felt-tip pen. That number is not used again for the same patient.?

Progress Notes: SOAP Format

In today's medical office, the POMR is organized to make medical problems and
their history (Hx) readily accessible w the physician. Clinical records include the
patient chart, where all examination resuits 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
ar SOAPIER format. The following table is an example of what is called
“SOAPIng”

Bocumentation and Telephone Screening 5




Letter: Definition

Example

Subjective complaints, or symptoms {Sx], are
those obined directly from the patient. These
entries should be made after the chief com-
plaint {{CC) or “complains of " (C/0) notation
on the progress notes.

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

Conclusions based on the subjective and objec-
tive data from your physician’s evaluation, In
the absenze of a firm Dx, she/he may only be
able to form an impression (imp) of the
problem. She/he may have to proceed by elimi-
nating or ruling out (R/O) different problems
before a firm Dx ¢an be established,

Based on the Sx, examination, and test results.
Your physician will determine patient treaument
{Tx). This may include medication (Rx or
meds), further testing, diet, physical therapy
{PT}, and follow-up (FU) visits.

Measures you take to achieve an expected out-
come. As the patient’s health status changes,
this may riged to be changed. Be sure to daocu-
ment the patient’s understanding and
acceptance of the initial plan in this section.

Analysis of the effectiveness of your interven-
tions,

Documentation of any changes from the orig-
inal plan of care in this section.

18 | Documentation and Telephone Screening




It is not necessary to write an entry for each SOAF component every time you

docurnent. If you have nothing to record for 2 component, eithee omit the letter
from the note or leave a blank space after it, depending on your facility’s policy.?
The purpose of SOAP is 1o 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
7iaboe | 0900 " § Ptsts ) am having back pain again”

O: Pusts pain is 9 on 1-10 scale; skin is warm, pale,
and moist. Restless; pacing in room holding right
flank area with his hand; ¢/o rmausea -

A Ptin severe pain; needs relief

P:Checked with doctor; check allergies; take VS--vumn

i BP: 15880, P 104, R 24, Gave Tylenol i Tabs as
ordered by MD

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

_, Rx directions for pain med. P Krueger, CMA B
Fi5ixx | 1300 ¢ S Pt sts "I have never had surgery before”-———umvune
O: Ptis unsure about what to expect:
A: Pt needs preop and postop edUCAUON,-----sranmcmnves
h P: Teach Pt about events before and after surgery.
| Explain why these are important. Evaluate
Pt's response to the teaching and
documert, P Krueger. CMA
|

Observe the following from the above sample:

Documentation and Telephone Screening | | 7




4

. Use proper abbreviations throughout the charting {documenting).

End svery line at the margin or draw 2 line w the end of the row. This pro-
tects you as the caregiver. You are responsible for all information recorded
before your signature. If you draw a line through the blank area to the
margin, na one can enter information that you would be held responsible for.

. Always sign your documentation with your name. The preferred signature is

your first initial and last name. Some facilities use initials in charting; if this is
the case, then there must be a page in the chart on which the caregiver signs
histhar full name and whatever initials he/she may use,

Use your credentials. Credentials lend credibility to your work,

POMR charting has the following advantages:

Information about each problem is organized into specific categories that zll
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 all 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 3 few of
the clinical records obtained in your office from an outside source. These
should be filed as soon as possible after the physician has seen them. Never
file this type of record until ic has been reviewed and initialed by your physi-
cian,

Continuity of care is shown by combining the plan of care and progress notes
into 2 cornplete record of the care that is planned and the care that is deliv-
ered.

It encourages documentation that is consistent and essental.

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 fist.

Both assessments and interventions apply o more than one problem, so
charting of these findings is repetitious, especially if the SOAP format is used.
This makes documentation time consuming to perform 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 secdon is
usually charting done by the practitioner. It is an essential part of charting in an
acute care setung.

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
CHo Complaining of
cC Chief complaint{s}
Dx Diagnosis
ECG Electrocardiogram
U Foliow-up
imp Impression
POMR Problem-oriented medical record
T Physical therapy
R Rule out
Rx Prescription
SOAP Method of organized charting format done on progress notes

S = Subjective information

O = Objective information

A = Assessment data
P = Plan of action

Sts States

Sx Symptom(s}

Tx Treatment, therapy
VS, Vis Vital signs

Hx History

Documentation and Telephone Screening 9




Unit 2 Worksheet

Name wwo types of medical records used in health care facilities.
S
b.

What are three disadvantages of the traditional method of documentation?
A
b.
c.

Give the meaning for the acronym S0AP
A

o P» QW

b.
L.
d

List five parts of a POMR.

L~ TR L *

Circls the correct answer to the following:

5.

20

Which type of medical record organizes information about specific problems
o categories?

Traditional medical record

b. Source-oriented medical record

¢. Problem-orignted medical record

d. Progress notes

e

Which area discusses unresolved problems and outlines the plan for dealing
with the problems?

a. Database

b. Problem fist

¢. Discharge summary

d. Progress notes

Which area of charting would contain the CC?
Subjective

b, Objective

e, Assessment

d. Plan

o
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8. Which type of documentation format takes considerable time and cost to train people!

a.
b.
c.

Source-oriented charting
SOAP charting
Traditional charting

9. Give the appropriate abbreviation for the following phrases:

a.

w e anw

Problem-oriented medical record
Diagnosis

Symptoms

Rale out

Vital Signg

Treatment

Follow-up

Practice Documentation: A patient calis the office at 10:00 am. on August 8, 20xx com-
plaining of a severe sore throar. She has taken two Tylenol tablets and has received no relief.
Her oral temperature is 101°K She has had the sore throat and fever for 3 days.

Piscumentation:

°I»0|®
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Unit 3

Medical Records: Documents




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

{. List 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 2 malpractice claim.

Documentation of medical care starts when the client walks into the office. The
visit record must comain 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 rgason for the visit. This is referred to as the chief
complaint (CC). Observations by the medical assistant and the patient’s vital
signs (VS) are also recorded on the medical chart.? '

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 original record
from a photocopy. Each facility will determine its policy on the ink color.
Records are protected by the patient’s right to privacy, referred to as “confiden-
tiglity.” 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 patient 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 o others involved in the patient’s
care may not be given to anyone else without the patient’s permission, with two
exceptions: (1) when requested by subpoena or court order; and (2} when
there is a reportable injury or iliness,

Reportable Injuries

injuries like knife wounds and gunshot wounds must be reported according to
local regulations and stawutes. injuries that appear to be due to child or spousal
abuse must also be reported. Failure to report suspected child abuse is a felony
i several states, Recently there has been an increase in the abuse of elderly
people by their caregivers. This may be because people are living longer and
with more physical and mental disabilities. These incidents should be reported
o police departments. Most facilities will have a special form to complete to
report 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 o
whom it was reported, and sign your name, with credentials.

Reportable llinesses

Diseases that represent potential threats to the public health must also be
reported. The list of reportable diseases includes most contagious diseases, like
measles, mumps, and chickenpox. More serious threats on the fist include tuber-
culosis and hepatitis, Sexually transmitted diseasas (STDs), like syphilis and
gonorrhea, are pot only reportable, but public health epidemiclogists may con-
sult the pademts for lists of their sexual partners to identify untreated
individuals. Diseases in this category are reported to local public health depart-
mients. Health departments usually have a form that is used for reporting
specific diseases, This form should be completed in duplicate or copied and put
in the chart. You should enter in the chart notes the date, time and 1o whom
the report was sent, and sign your name, with your credentials.

Except for the above-cited condidans, patients have the right 1o be confident
that their charts will be accessible only to personnel who are involved mn their
care. If computers are used to tracie patients, laboratory data, appointments and
ather information, 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 rray be accused of nulpractice if he/she is thought 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 is held to that standard. The medical assistant is
also held to practice within what the law allows, the “scope of practice.”

A malpractice complaint is 2 type of “tort” A tort is a civil action {other than
breach of contract) as opposed 1o a viclation of the criminal code,

The legal request for an individual to testify in a court of law is 2 subpoena.
Madical records can also be subpoenaed, which is a compelling reason to be
sure that the medical record accurately documaents everything that was done to
and for a patient.’

Medical assistants can protect themselves from malpractice by observing the
following guidslines:

® Always practice within the law,

® Preserve the patent’s confidentislity.
¢ Maintain meticulous records.

o Obtain informed, writtén consent.
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In summary, all records are legal documants admissible in a court of law and
should be completed with black or blue ink or typed. Records 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 could result in a lawsuit,
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Unit 3 Worksheet

I. VWhat is “scope of practice™?

2. When can information be given without patient consent?

3. What color of ink is used for documentation?

4. What four things can medical assistants do to prevent a2 malpractice claim
against them and the physician’s office?

5. Complete this statement:
i it isn’t written down,
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Unit 4

Charting



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

List and define the six Us of charting.
Correct patient records using acceptable legal procedures.
Update medical records following acceptable lega! procedures.

i i = Al

Use selected abbreviations for conciseness of charting.

The Six Cs of Charting

In this unit you will learn how to chart {document). Always keep the following
six Cs in mind when filling out and maintaining charts:

Client’s {patient’s) words
Clarity

Cornpleteness
Conciseness
Chronological order
Confidentiatity

* 9 S0 S

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 2
chient 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 fiuid on the knee)”
Often the patient’s exact words, no matter how odd they may sound, provide
important clues for the physician in making a diagnosis’

In SOAP charting, this would be recorded as the 5" (subjective} documen-
wation, Be sure 1o put whatever the patient says in quotation marks.

Clarity

[t is important that you use precise descriptions and accepted medical termi-
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 caompletely fill out all forms used in the patient record. Provide com-
piete 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 without some note as
to why it is blank. Be sure to sign your name, with credentials, on any form that
yatt have completed,
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Conciseness

Abbreviations and specific medical terminology can save time and space when
recording information, Your charting should be ¢lear, brief and 1o the point.
Lsing the above example, you could write, “Pt got QOB and walked 20 ft
without SOB.” “OOB” and “SOB” zre standard abbreviations for “out of bed™
and “shortness of breath” Every member of the office staff should use the same
list of approved abbreviations to avoid misunderstandings.

Abbreviations are not used willy-nilly. The health care facility should have a
list of abbreviations that have been adopted for use in zll 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 1o
learn the more common onas used by health care facilities,

Chroneological Qrder

All entries in patient records must be dated to show the order in which they
were made. This factor is critical, not only for documenting patient care, nx
also in case there is a legal question about the type and date of medical services.
Sometimes a medical assistant may omit, or forget wo include, pertinent facts
and information at the time of initial charting and wants w include this informa-
tion at 3 later time. VWhen this happens, very clearly indicate that this is 2 late
ertry. 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
date and time you are entering the late entry, then write “late entry” and pro-
ceed with your charting. This will indicate clearly and precisely why you are
charting “out of chronological order” An example of 2 late entry follows,

1O/ 1 8/xx 1400, Late entry. Pt ambulated at 1000 no c/o SOB,
but did feel dizzy and nauseated. Dr. Smith notified. |.
Smith, CMA
Confidentiality

All entries in patient records and forms are confidential, 1o protect the patients
privacy. Only the patient, attending physicians and the medical assistant {who needs
the record to tend to the patient and/or 1o make entries into the record) are
allowed to see the charts without the patient’s written 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 permission to do so.
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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 neatly 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 if the doctor or others have difficulty reading it. You
should make sure that every word and number in the record is clear and legible.
Here are some guidelines that will assist you in keeping your charts neat and
gasy 1o read:

t. 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 unfess the office
has a caler copier, most colorad ink will photocopy gray or black
Highlighting pen marks may not be visible on 4 photocopy.

2. Make sure that all handwriting is legible. Take time to write names, num-
bers and abbreviations clearfy®

Timeliness

Medical records should be kept up-to-date and should be readily available when
a doctor or another health care professional needs 10 see them. The following
guidelines will ensure that a doctor can find the most recent information on a
patient when it is needed:

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

2. Hyou forget 1o 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 inte 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 calls in greater detail in Units 7 and 8 of this study gukde.

Establish a procedure for retrieving a file quickly in case of emergency. If the

patient should be In a sericus accident, the emargency doctor would need the
patient’s medical history immediately’
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Accuracy

The physician must be able to trust the accurscy of the information in the med-
ikal record. You must make it a priority to always check the accuracy of 2l daca
you enter in a chart. To ensure accuracy, follow these guidelines:

I. 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 3o 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. As stated aarlier, record information
from the patient in his/her own words, Also record your observations and com-
ments a5 well as any laboratory or test resuits. Do not record your personal,
subjective comments, judgments, opinions or speculations about a patlent’s
words, problems or test results. You may call attention to a particular prablem
ar observation by attaching a note to the chart. Do not make such comments
part of the patient’s record.’ As an example, “Pt called again, wants pain med for
backache. This is the third time this month the patient has calied. 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
course” All information in the record should be entered at the time of 2
patients 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’

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

Mistakes in medical records are not uncomman. The best defense is 10 cor-
rect the mistake immediately or as soon as possible after the entry was made.
The following procedure shows you how to correct the patient record.
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Procedure for Correcting Medical Records

L

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
wo cover It up and naver 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 wili cross out just one letter and try to
scribbie over the 1op of it the correct ietter. 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 doe-
ument with the correction on it. Do not discard the original. Note in the
record, “See attached document A" or similar wording 1o indicate where
the carrected 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 brief
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 policy to write “mistaken entry” rather than “error”
when making corrections, as the word “error” may imply medical negl-

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 recards, aiso known as charts, contain important infermation
about a patient’s medical history and present condition, Patient records serve as
communication tools as well as legal documents. They also play a 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, which include the conventional, or scurce-oriented, and POMR
approaches, You must 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 4 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

t. List the six Cs of charting:

o oan

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
1o read?

5. What does the werm “due course” mean when referring wo medical doe-
umentation?

6. Correct the following:

8/8/xx 9:45 a.m. Pt calied and said that she was nosious and
vomitting, P Smith, CMA
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7. Chart the following: You may use SOAP or factual charting.

a. Patient called at 8:00 am. because she had the worst headache of her
life,

b. Patient calied at 4:30 in the afterncon because he had pain in his back
and blood in his urine. He tells you he cannot stand to sit or fie down
and just has to keep walking around.

Circle the correct answer 1o the following:

8. In SOAP charting, the client’s words are recorded in which areal
a. Subjective
b. Objective
. Assessment/Action
d. Plan

5. 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 mistake.
b. Black out any letters and rewrite,
¢. Use a single line through the errvor.
d. Erase and rewrite,

11.Charting should be done in which of the following ways!?
a. In red ink, 2o it stands out,
b. In pencil, s0 you can correct more easily,
¢, In black ink, for aase of photocopying.
d. Only on a computer or typewriter.
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12, Errors can be denoted by entries such as;
a. Qops
b. Sorry
¢. Frowning face
d. Error, or “wrong entry”

I3, if you misspell a word in charting, what should you do?
z. Leave it alone.
b. Cress it out and rewrite it above.
. 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




Upan completion of this unit you shouid be able to do the following:

Tell how to document consent forms,

Document facsimile {FAX) reports,

Bocument medication requests.

Document appeintments, cancellations and no-shows.

bl ol o

The medical record is probably the most significant documentation that the
medical assistant will have to complate. Medical records provide an onguing
account of all 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 dala is to quote the patient directly.
Obijective 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. Mo one, inciuding family members, should be
given information from within this chart unless express written consent is given
by the patient. {Children are considered minars, and a parent is allowed to
access this information as the legal gusrdian.}

Release of Medical Information

Medical information 1o be released includes any medical information leaving the
office. Common situations in which & release of information is required are: {I)
when information goes to insurance companies for billing purposes, {2) when
information goes o other physicians for referrals or consultations, and (3) when
patients are transferred to anather office. The patient's written authorization for
releasing this information 1o persons direcdy 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 imporant part of the medical
records, Every patient bas a right to know and understand any procedure to be
performed, In language that is sasily understood, the patent should be wlid 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 o be per-
formed. The medical assistant may be asked 1o witness the padent’s signature and
may be expected to explain the procedure to the patient. The signed consent form
is kept in the medical chart and 3 copy Is also given to the patient,”

Implied Consent

Implied consent occurs when there is 2 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 1o 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 tecurn requires that the physician physically bring the original chart
to be examined. This is the one situation in which the original chart might leave
the office, and a copy shouid remain within the office until the original can be
returned, Documentation should indicate when and to whom the chart was
deliverad. For exampie: 8/1 2/ 1000. Copy of history and physical done on
7/15/x sent to Benton County DAs office per subpoena request and on advice
of Dr. jones. P Krusger, CMA,

Out of courtesy, the physician will notify patients whose records have been
subpoenaed. K, for any reason, the patient does not want the record released,
the physician must call for legal 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 refated to sexually transmitted
diseases, including AlDS and HIV testing, mental health records, substance abuse
records and sexual assault records. in some states, for the courts & have access
to these records a court order is required.”
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Documentation of Facsimiles

Fax machines are more and more common in the ambufatory 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 ¢ritical 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 {1} 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; 8/12/xx. 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 o the patient. The
practitioner usually 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. Often 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,

Hf 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 name 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 aver 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 ang recurn phone number. For symptom calls, 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, spelied correctly

Brief note indicating the nature of the call

Action required (insuranie inquiry, appointment, medical advice, etc.)
Date, time of call, initials of person receiving call

Bhone number of caller, with area code if long distance®

* & & & @

A welephone 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 15 dated each day: calls are recorded and checked off when
returned. You need o develop a follow-up method 1o be sure calls are returned.
The call pad or messages should not be filed untll the requests have been given a
response. Some offices have a stamp made up that indicates in the padent 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 louse 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 shingie fashion on a sheet of bond paper with the latest call
on top. The slips should be fastened with a piece of transparent tape horfzontally
across the top of the slip. A verdcal 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. Rescheduiing an existing appointment
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 charg with the date are the
following:

I, Canc canceliation, no reschedule
2. RS rescheduled appointment
3. NS no-show

if a patient cancels or does not show up for the scheduled appointment, it
should be noted in the patient’s chart and the appointment tme given to
another patient as soon as possible. The record of the canceled appointment or
nc-show is important in proving that the patiert had an appointment but failed
1o follow the physician's instructions. It is advisable to phone the patient at
home and to jeave a2 message about the missed appointment. If patients ¢cannot
be reached by phone, mail them a letter noting the missed appointment and
requesting that they make ancther 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 this patient.’ You must documant all these calls o pratect
your office from malpractice for abandonment.”

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

. NP new patient

2. CPE(CPX) complete physical examination
3. R follow-up examination

4. NS no-show

5 RS reschedule

6. C&C called and cancelled

7. € Lanc cancelled

£ Ref referral

9. Coms consultation
1G. Re recheck
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Unit 5 Worksheet

Circle the correct answer to the following:

I

46

Information going to insurance companies for bifling purposes requires:
a. informed consent

b. implied consent

&. release of information consent

d. subpoena duces tecum

Which of these scenarios requires documentation?

a. Patent rolls up sleeve for blood pressure to be wken
b. Patient asks for a prescription refill

¢. Subpoens of chart notes

d.band ¢

. All of the above

The main issue abour 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

Telephoned or faxed prescriptions and refills require;
a. No documentation in the chart

b. Only written orders

¢. Patient’s full name and date of birth

d. DEA approval

The medical assistant must document:
a. Patient’s diet

b. Patient’s occupation

. All telephone calls to office

d. Telephone calls regarding patient care

List 5 items that should be documented when taking 2 telephone message:
a.

b.
L
4
&
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7. Name three situations that could result in 3 changed appointment time.
a.

b.
c.

8. Why must all cancellations and no-shows be documented?

9. Give the correct abbreviation for the following phrases:
Cancellation, no rescheduie:

Rescheduled appointment:

Nea-shows:

New patient
Called and cancelled:

10. Give the appropriate word or phrase for the following abhreviations:
FU:
Ref:
Cons:
Re:
CPE:
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Unit 6

Documentation Scenarios




Upeon 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 spodight. It is not
always easy to make documentation a priority. Time constraints may make other
patient ¢are activities seem morg important. When you consider the amount of
information you must record you may be tempted to push documentation to
the botzor of your must-do list. You can make documentation less burdensome
by organizing the information into the following logical categories:

¥ What the patient telis you—information you obtain directly from the
patient or from others, if the patient is incapacitated,

3 What you observe—information you collect from physical observation and
measurement.

» 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 physician—instructions you
give 1o the patient and family.”

Document What the Patient Tells You

Gather information about the patient’s current symptoms, past health status,
previous medical treatments and responses to those treatments during the
health history 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 abzain information directly from the patient. In some situa-
tions, you'll need 1o interview family members, refer to the patient’s medical
records and consult other health care team members w find out what you need
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to know. Be sure to document as many detalls as you ¢an, leaving no gaps or
ungertainties,

Quote the Patient Directly
Record the patient’s exact words, placing quotes around them. This helps others
w0 clearly differentiate the patient’s words from yours.

Document What You Observe

Doctument your findings from vital sign measurements,

Be Objective and Specific

Use objective language and avoid making judgments when documenting cbserva.
tion 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. } says he gets up a lot during the night to urinate,” write “Mr. | states he
gews up 7 or B times during the night to urinate”” Avoid phrases like “a fictie™
and “a lot.” Also avoid using the words “appears” and “seems.” You want wo
state the situation as it is.

Be Concrete

Deseribe 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.”*

Document What You Do

Your dovumentation should show that you took appropriate action based on
your assessment of the patient’s condition. Record interventons 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 tow 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
avaluate the emaotional 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,
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Document What You Teach

A patents progress during your care and after discharge home may depend on
(1] how wall he/she understands the condition, (2) the treatment plan and (3]
home care. When you document your teaching, clearly 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
routes, adverse effects and storage

Ambulation privileges

Nutritional needs, supplements or restrictions
Signs and symptoms {0 report

Community resources

. % & & »

Home care

Documentation may be noted as follows: "Patient 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 you (Subjective, 5)
What you observe {Objective, O)
What you do {Assess, Action, A)
What you teach, if applicable {Plan, P)

Charting using the narrative method:

- 09-12-xx 1400 Pr ¢jo headache x 3 days, worse today. Has Rxd with ASA,
BP: 180/120, P. 30, Severe pain in right parietal region and behind
eyes. No nauses or vomiting. {Note: line drawn to margin}--
Dir. Smith notified immediately. P Krueger, CHA
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Charting using the SOAP method:

9-12-xx 1400

S:“lhave had a ?‘%&éache for 3 days and it is worse today.

i have been wking AS

O: BP: 180/120, P 90. Severe pain, sale (3?93’10 in right -~

parietal region and behind eyes. No nausea or vomiting.---

A: Notified Dr. Smith immediately. P. Krueger, CMA--------

P: No plan at this time, it would include treatment and ---

patient’s response to that treatment) s o

Earache {Pediatric)

Document on the patient’s chart

Date and time

VVhat the patient tells you

What you observe
What you do
What you teach (if

applicable) or implement, or results of action taken

09-25-xx 0835

§: Mother states 8-month-old congested x 3 days. Tugging |

at Rt ear x | day, fussy since last PM.

O: T: 100.6 (Ax), P: 124 (Apical}, R 32----a-

A: Febrile child

P: Dr. jones to check patient.

P. Krueger, CMA

Influenza Symptoms
Document on the patient’s chart

Date and time

What the patient tells you

What you observe
VVhat you do

YWhat you teach, implement, or resuits of what you do

Q%2 4-xx Pt cfo

flu symptoms x 3 days, NVD* and slight temp elevation,

1610 aching joints, T: 101.6, 7. 94, R: 22, BP: {04/62. Dr. Anderson
- in to examine Pt Pt brochure about temperature management

R

| given to Pt. Pt expressed understanding of instructions.m~ee-..-

| P Krueger,CMA _

*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, Include the temperature, particularly if
the procedure is for a fever of unknown origin (FUQ).
Patient’s tolerance of the procedure and complaints or concerns
Patient education and instructions

09-23-xx__ Pt positioned and draped for lumbar puncture. BP: 120/80, T. 93.2, P86
0830 R: I8. Dr. Smith performed | P
0900 LP completed. Pr. tolerated procedure without Sx . CSF sent to fab,
' Post-LP vitals: BP: 114/74, P 76, R: 16. Pt resting comfortably,--———
0930 Pt denies discomfort. No niv. No ieakage at LP site. Pt and wife-——
were given discharge instructions. Verbalized understanding. Pt
| discharged by Dr. Smith. P. Krueger, CMA

Remeoving Staples

Diocument on the patient’s chart:
Pate and time
Location of staples
Number of staples to be removed
Any difficulty with staple removal
Any signs or symptoms of infection
Pt complaims/concerns
Pt education and instructions

0%9-19-xx 1245
$: “1 get my staples out today”«---
O Incision on abdomen in right lower quadrant (RLQ). Foup---
stapies in place. No drainage or redness noted
. A Staple removal needed ,
P- 1, Four staples removed without difficulty.-—--
2. Antiseptic solution applied. No dressing applied.-wwe———
3. Discharge instructions given. Pt verbalized understanding
of same -
P. Krueger, CMA
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Changing a Sterile Dressing
Document on the patient’s chart:
{2ate and time
Location and type of dressing
Any signs or symptams of infection
Presence and type of drainage
Patient complaints or concerng
Patient education and instructions

10-02-x%

1330 Pt arrived in office for sterile dressing change on right heel.

Oressing was removed with no problems. Ulcerated wound noted on

right heel. Yellow drainage noted, Dr, |ones notified. Cuiture taken

as ordered. Wound cleaned with Betadine solution. Sterile dressing

appied. Pt instructed to keep limb elevated and keep wound dry. Prto

return in a.m. for dressing change. P Krueger, CMA

Assisting With Cast Application

[Pocument on the patient’s chart:
Date and time
Location of cast
Assessment of circulation to part
Patient complaints or concerns
Patient education and instructions

Fi-i4-xx

1045 Short leg cast with walking heel applied by Dr, Cronk, Pedal

refill present. Pt voiced no complaints during casting, Toes have full

range of motion with good sensory perception after casting. Skin warm |

. and pink. Pt reminded to report signs as outlined in Pt education

- brochure, Verbalized understanding of all instructions. P Krueger. CMA

Some key charting rules are as follows:

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

& Abways 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 patent educadion, 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

1. List four categories that will help you document effectively and efficiently.

an o

2. The best way to document what the patient tells you is to
a. ldentify the information source
b. Make your own assessment
c. Quote the patient directly
d. Determine patient’s knowledge level

3. Which of these statements is not specific?
a. BP 120/80
b. Skin appears dry and warm
c. Pulse 8O, regular
d. Temperature 28° F

4. Documentation should be done:
a. At the end of the day, when it is quiet
b, During the lunch hour
¢. Whenever it is possible
d. After you perform the action

5. Documentation shows:
a. Appropriate action was performed, based on assessment of the patients
condition
b. How long it took ta parform a single task
¢. Only patient’s positive response

6. A patient’s progress sfter he/she goes home depends on what?
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7. Using the SOAP method, chart the following:

October §, 20xx; 10:00 am. 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 nathing 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 warse.

?
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Unit 7

Telephone Screening

|



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

1. 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 care. Meightened awareness of
zost and access to health care services have increased significantly the con-
sumers use of the phone to determine the urgency of a problem and the need
for medical artention. Emergency departments, primary care providers and man-
aged care encities receive numerous guestions regarding the need to access
medical care, often in an attempt to avoid spending unnecessary heaith 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 protocals.” Telephone screening is the ability to determine the
severity of the symptoms presented and to recognize the needs of the patient,
i 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 pertinant for providing
optimal health care. As Doraid A Balasa, D, 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” He adds, “It
is essential for medical assistants to limit their activities to set protwcols that the
supervising physician has established or approved. The medical assistant is not
allowed to exercise independent judgment.”?

Protocols

A “protocol” is {1} an official account of action to take based on symptoms that
the patient presents, {2} a detailed plan or {3} a medical treatment. A screening
protocol helps health care professionals to ask appropriate questions, to quickly
assess the severity of a health problem and to aid the caller in making an
informed decision concerning heaith care,

Naote: Protocols are not designed to diagnose the caller’s medical condition.
Protocols are a comprehensive resource that will benefit medical offices, emer-
gency departments, urgent care clinics, schools, hame health agencies,
accupational health departments, managed care providers and all 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 1o the success of the practice of medicine. The
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maedical assistant who handles phone calls must be courteous, articuiate and a
careful and active listener, The rapport established by the medical assistant will
contribute to successful communication with patients.

A phone-~screening manual should be kept near the phone for reference seo
that each assistant who answers the phone will ask the same standard gquestions
and give the same standard advice thay the physician has preauthorized,
“Preauthorized” means that the physician has agreed o the type of appointment
to be made based on the caller’s presentation of symptoms. The assistant must
learn how to logically proceed through a set of questions that will reveal 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® H the assis-
tant does not know how to handle a patient, or if the guestions 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
so. Of primary concern is the issue of confidentiality. Telephone screening is
documented in the patient’s chart. Follow the documantation procedures pre-
sented in earlier units, The format is your choice, unless your facility has
specified differently.

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

® Name

® Age

@ Home telephone

@ Patient ID or health plan number

® |dentity of caller and relationship to patient

¥ Record what the patient. tells you. This should be written in quotes or after
the abbreviation “CC.’ for chief complaint(s).

» Record what the patient can measure, see, hear or feel. This should be
written as objective information, preceded by the words “patient states.”

P Record what your actions were with regard ta this call. Record your action
based on what protocol you used. Be sure to include the time of an appoint
ment if one was made.

B if you referred the message to a clinician to call the patient back, this infor-
mation should be noted in the chart. Tell the dinician the following

& The nature of the problem and its urgency
# How soon the patient expects a ¢all
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¥ Sigr your name, with credentials. It is best to sign your first initial and last

name,

Be sure to follow all charting rules.

& Charting should be done in biack 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.
rration.

& Never anter humorous, sarcastic or casual remarks in the chare

& Quote rather than summarize information given by the patient.

# Lise abbreviations that have been approved by your facility.

Make corractions property.

® Diraw a single line through the erron

® After the error, or in the margin, write “error “wrang entry” or “correc-
tion”; the date: and your initials. Insert the correction immediately after
these staternents.

& Do not seribble, black out, cross out or use correction fuid to obliterate
what has been written.
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Unit 7 Worksheet

Io

66

Telephone screening i

pp oW

A head-to-toe assessment

Receiving numerous guestions regarding health care

Not the responsibility of the medical assistane

The ability to determine the appropriate recommendation to the patient
based on following the physicians protocol

Protocols are:

a.
b.

<
d.
&

Rufes to keep the office running smoothly
Directions for performing procedures

. Detailed plans

Abbreviated doctors orders

. An official account of action to take based on symptoms presented by

the patient

A medical diagnosis is made by

LA < L S o

Office managers
Physicians

Medical assistanms
Physician assistants
band d

“Preauthorized telephone screening” means

a.
b,

c.
d.

There are standing orders to be foltowed

The physician has determined the type of appointment to be given based
on the patient’s symptoms

Prescriptions and refills can be done by the medical assistant

Medical assistants are not to use the telephone

¥¥hat basic information needs to be recorded for each telephone
encounter?
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Unit 8

Telephone Decision
Guidelines




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

I. ldentify 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 dacision guidelings 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: {1} questions 1o be
asked; and (2) whether—and how urgent it is—10 see a clinician, based on the
response to each question. Questions are prioritized 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. Ay 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 independant judgment on any
situation. A physician-authorized telephone-screening manual should be available.
i there is not one available, somse guidelines that will enable you to make one
for your office follow,

Six Steps in Making a Manual

. 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
i5 no need to prepare a prowcol page for “labor symproms,” for
example, if you work in a vrologist’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 example, a
patient calls in with “shortness of breath” or “difficuity breathing” This is
the heading on the page.

3. Determine the level of care for each set of symptoms possible under the
major symptors heading, The level of care will depend solely on your dlini-
cian'’s guidelines. 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 ang sign each protocol, This can be accom-
plished by having a signature line on each separate page or z list of the
protocols on one page on which the clinician signs a statement 1o the
effect that *f have read the enclosed protocols and authorize their use
for care of my patients” A word of caution here: the 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 2 regular basis and new guidelines added
as neaded. Most importandy, it should be used by all medical assistants who are

answering telephones and dealing with patients. Let’s review the steps for tele-
phone scraening:

Six Steps in Telephone Screening

introduce yourself and establish rapport with the person on the line.
Conduct the fact-finding interview.

Make a screening decision using an established protocol.

Offer predetermined advice based on preauthorized protocols.

Conclude the call and follow up as needed. (Give messages to appropriate
persons, call in Rxs, call 91, etc.)

Pocument the cll.

Wik N -

b
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Unit 8 Worksheet

ia

Telephone guidelines suggest that the medical assistant must:
a. Exercise independent judgment

b. Base decisions only on training

¢. Base decisions on physician-authorized guidelines

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

Every appointment given should end with:

a. Thank you for calling

b, Call back if the symptoms do not improve or get worse
c. Call back if you are feeling better

d. The practiticner will call you to see how you are doing

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

¢. Are not necessary except at the annual review
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Unit 9

Screening Scenarios



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

. Screen iliness calls.

2. Document and screen selected medical scenarios.

3. Recognize emergency situations and follow preauthorized physitians
directives.

4. List the medicolegal issues involved with telephone screening.

Screening lllness-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 may lead
to errors in clinical management, delays for patients in receiving appropriate
medical attention, or unnecessary office visits for problems that actually are
more effectively managed at home. Mot all 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.? All responses to patients with a medical
symptom will be given based on the physician-authorized protocst manual, By
using a protocol manual, advice is consistent, and patient confidence and satig-
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 muitiple patients and makes their own note-taking more efficient
when they do see the patient. But often, time does not permit the luxury of a
compiete 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 heip achieve efficient
and informed decision 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 most
important information to present to the clinician for review and final disposition.”

Typing the Guidelines

The first thing you will de to begin making the protocol guidelines is to decide
what format to use, bvery 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 iliness.related call, Thus, your manual should be “user friendly” Another
important peint is that the guidelines should be kept 1o 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 {symptam), you will see the
entire protocal 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 termplate will ensure that alf pages look the
sarne, and this will facilitate the screening process. Some telephone screeners
like symptoms listed as questions, some like simple statements o 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 |
Note: The location of the pain is very imporwant to rule out appendicitis.

Level |: Seek Emergency Care Now
Severe persistent pain
B Rapidly increasing pain
® RLQ pain with poor appetite, nausea and/or vomiting, fever, grasping
abdomen, walking bent aver, screaming, lying with knees drawn toward
the chest
s Unusually heavy vaginal bleeding and possibility of pregnancy
B Ingestion of unknown chemical substances, plant or medication; recent
abdominal trauma
8 Bloody or jelly-like stools

Level 2: Seek Medical Care Within | to 2 Hours or Go to Urgent
Care
Severe nausea and vomiting
® Continuous pain > hour and unresponsive to home care
Unexplained progressive abdominal swelling
Painful or difficult urinadion
Biood in urine
Pain interferes with activity
Faver>101°F cough, weakness
[Decreased urine output
Blocd in stools
Mausea, vomiting, diarrhea >24 hours and urresponsive t¢ home care
Weight foss

Level 3: Seek Medical Care Within 4 to é 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
m  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
Mild, infrequent diarrhea
Other family members are il
® Persistent sore throat »24 hours

Level §: Home Care Instructions”

#  Clear liquids {fruit juices diluted with water, weak tea, popsicies, gelatin,
lernon-lime soda} or bland dier (rice, potatoes, sada crackers, prewzels, dry
toast, applesauce, bananas) for 12 to 24 hours. Pedialyte for small children
or babies,

m  Take food with medications that cause stomach upset {as directed by
pharmacist)

W Apply moist hot towel or heating pad to the abdomen for cramping

»  Call back if symptoms worsen or if patient is not improving

Date: Physician’s Signature:

{Adapted from Briggs |. Telephone Trioge Protocels for Nurses. Philadelphia, Pa:
Lippincote; 1997.)

Remember: You can only use a guideline {protacel) if the physician has signed
it. Once you have submitted your protocol to the clinicians to review, be pre-
pared 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
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-
ference between the format of Sample | {above) and that of Sample 2 (below),
for the protocol on abdominal pain.
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$ample 2V

Question See Clinician if...... When To Set
Appointment
[._Pt’s name, telephone number, age Under 3 years of age 2_
2, How severe Is the pain? Severe regardless of duration 2
Is the child crying?
3. Was there any accident in Yes 2
which the stomach ares was hurt! ' _
4, Where is the pain located! On right side of abdomen 2

5. Is the child acting particularly il

Child appears ill, is fussy, vomiting,

for this problem before!

Is the child playing or just lying around? pale, sweating or lethargic 2
6. Ara there any associated symptoms?  Over 103°F or fever has been
» Fever present longer than 24 hours. 2
See protocol on FEVER.
B Vomiting Yes, if vomiting P4
® Difficulty breathing Yes 2
W Severe cough or other Yes 2
chest symptoms
B Diarrhea Diarrhea only, see Protocol 8
7. ls the pain constant or intermittent?  Constant | 2
8. Is the pain getting better or worse, Worse or the same 8
or is it about the same?
9. Do any other family members have Yes 8
similar abidominal pain, vomiting
or diarrheal
10. How long has pain been presend More than 48 hours (not severe}  24.72
1. What is the child’s usual state of health? Child has any chronic or 8
serious condition (eg, diabetes,
asthma, cystic fibrosis, UTH)
{2. Has the child ever been seen Yes, complaint is chronic 24.7%

Key:
2 = See ASAP {within |-2 hours)
8 = Se¢e same day

Date;:

24-72 = Set appointment within 3 days

Physician’s Signature;

78

Documentation and Telaphone Screening




Using Physician-Authorized Protocol

Let’s look at an example of a telephone complaint about pediatric abdominal
pain:

M. Smith calls about his $-year-old son who has o stormach uche. He was cofied
te the school to come and pick Jonny up becouse the boy was complaining alf morning
that his stornach hurt and he vomited once in the health room. Mr. Smith s now home
with Jonny and wants fo know what to do.

Steps to screen
I, Turn to Protocol on Pedizoric Abdominal Pain,

2. Gather assessment information:
Namie, telephone number, age of patient?
Severity of pain?
Any traumnal
Location of pain?
Child acting il or lethargic?
Any other symptoms!?
i, Fever?
il. Yomiting?
i, Diarrhea?
iv. Severe coughing or difficulty breathing?
v. Burning or frequency of urinadon?
vi. Constipation?
Duration of painl
Is pain constant or intermittent?
Is pain getting better, worse, or about the same!
Are family members il with similar symptoms?
Any chronic medical condition?
Has child been seen for this problem in the past?

P OnN T

el -

3. Based on the brief history we have presented, we would be able to screen
this symptom zs follows.
a. Pain? Patient denies pain; just aching.
i. Ask: Mow long has patient had stomach ache; is it constant or does it
come and go; and is it getting better, worse, or about the same?
b. Traumal Denies trauma.
c. location? Middle of stomach area
d. Child acting #l or tired? Yes
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g
h.

QOther sympioms:

i
i
i
.
.

A

Fever? How did you take it? 101°F; mouth

Vomiting? Yes, once at school. Just sick to stomach now.
Diarrhea? Yes, two or three times since | brought him horme,
Cough or breathing problems? No.

Burning or frequency in urination? No.

Family members with similar symptoms? Yes, mother and sister have
same symptoms,

Any chronic medical probiems? Nore

Has the child been seen for this before? No

4. Determine level of care: Jonmy does not fit the criteria for a 2 status, which
is ASAF He does have the criteria for an 8, with his family experiencing the
same symptoms, 50 an sppointment should be made for him to come in for
an evaluation the same day.

3. Assign appointment

6. Document on the patient’s chart:

o g

What patient or caller tefls you

What you evaliate or what the caller sees, hears, feels or measures
Yhat you are going to do

Protocol to support your actions and caller’s response to action

09-26-02 1300, Father called, Sts son “Jonny” is complaining of stomach ache.

Vomited x1. Clo nausea. Pain located in middle of abdomen, Oral---

- Yemp: 101°E Denies traurma, diarrhea, b

urination or constipation. Sts mother and sister are sick with same Sx.

Mo known medical problems. Has not had problem before,-«emwmmawan

Advised to come 1o office at 1645 per Pediatric Protocol. Agreed to

bring son in. P Krueger, CMA

MNotice the use of abbreviations to facilitate charting. Also, did you notice the
phrase that states which protwceol was used and by whom? This protects the
screener legally from being accused of diagnosing and offering medical advice.
Evary 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 possibie scenario for a true emergency is for a patient with a life-
threatening condition 1o 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; for 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
call. 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-
lowing symptoms® are considered emergencies (a suspected life-threatening
iliness or event):

1} Alrway (compromised or obstricted)
a) Choking
b) Meck or spine injury
¢} Croup with cyanosis in any infant or child

2} Breathing problems (severe respiratory compromise)
a) Difficulty breathing from any cause
b) Near drowning
¢} Acute allergic {anaphylactic) reaction with respiratory difficuity {food,
bee sting, medications)

3y Circulation {suspected or impending shock)
a) Cardiac arrest
b} Any chest pains suggesting possibility of heart attack
¢} Uncontrolizble bleeding
dj Acute allergic (anaphylactic) reaction {food, bee sting, medication)
e) Poisoaing or overdose of medication, with change in mental status, signs
of shock, or any respiratory difficuity

4) Disability and/or neurologic impalrment or paralysis
a) Convulsion (seizure)
b} Any neurclogic symptoms suggestng passibility of stroke
¢} Coma or unconsciousnass
dy Head trauma with behavioral change or any change in mental status
e} Diabetic hypoglycemic reaction, with mental confusion and mability to
take oral glucose feeding

5 Other
a} Obvious fracture
b} Severe pain and unable to walk
€) Sericus suicide attempt or threat
dj Sexual assault
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This fist of emergencies should help anyone who is screening telephone calls. in
every situation, the caller shouid be advised to call EMS or 911, or told that you
will call for them.

Look for other screening scenarios in the Unic 9 worksheeats. There are
commercially 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 Hability and simultaneously
to improve the quality of care. As a key step in reducing liability, all medically
significant calls 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 protocals, and inadequate training of
staff members. A telephone encounter form is recommended for most prac.
tices. A sample” of the basic information that should be recorded for all calls is
as follows:

e Identifying information;
Name
Age
Home telephone
Patient {2 or health plan number
identity of caller and relationship to patient
# Chief complaint or purpose of cail
# Qutcome of calk
Appointment advised and accepted
Call referred to (specify}
Follow-up instructions
Consulted with (specify)
& Home managerment advice and wreatment {specify)
& Message for clinician to call back patient:
Nature 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.
Dacument in correct charting format this telephone encounter. Be sure to
include the protocal that you used.

b Mrs. T calls to report that, on awakening this moming, her 74-year-old
mother appears lethargic and glassy-eyed. She took her temperature and it
was [02°F orally. No other symptoms are present, Screen this telephone
call.

2. A 45.9/0 man calis 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 (102°F), What's your next move!
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3. The mother of a 10-year-old boy calls inr 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 bieeding. 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 ER. What do you do?

4, Mrs. Krapp's husband calls to tell you that his wife isn't feeling well. She has
been up most of the night with pain in her chest. The nitroglyterin has not
religved the pain after 3 doses. She is starting to perspire, be sick 1o her
stormach and the pain is moving down her left arm and up into her jaw. He
wants to know if he should bring her to the office,
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8. Janey was at a basebal! game with a friend when all of a sudden she couldnt
got her breath. Her breathing was very labored and painful. Her lips were
turning purple. She was gasping for air. Two weeks ago she had been diag-
nosed with thrombophlebits. MHer friend called the office asking what to do.

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”
soumnd when she breathed in. She had been experiencing this the past 2
weeks and thought maybe she should call. What's your next move!?

Documentation and Telephone Screening 85




Unit 9 Worksheet

Protocols

Directions: Use the following protocols to screen and document the scenarios
on the previous pages.

Chest Pain

Key Questions: Name, Age, Onset, History of myocardial infarction (M)),
Coronary artery disease, Diabetes, Pulmonary embolism and
Deep-vein thrombosis

Level |
Yez No
T 0 Pain, tightness, pressure or discomfort accompanied by any of the
following.
2 Q Shortness of breath
@ @ Dizziness/weakness
3 T Cool, moist skin
D @ Nausea or vomiting
3 O Painin the neck, shoulders, jaw, back or arms
O O Blue or gray face, lips, earlobes or fingernails
0 O Heart palpitations

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

 YES 1o the above symptoms, patient should go immediately 1o the emergency
department. if time allows, consult first with MR/NP/PA. Use EMS. If NO to the
above symptoms, go to level 2.

Level 2
Yes No
O Chest pain persists, unrelieved by rest, pain medization, antacids,
or nitroglycerin every 5 minutes x3 doses
Chest pain at rest, or awakens person
Change in chest pain pattern in known cardiac patient
Pain/discomfort substernal
Pain develops with exercise and subsides with rest
Leg pain, swelling, warmth or redness
Coughing up blood
Recent trauma, childbirth, surgery, history of blood clotting
problem

Gooowoo
0wl oow

86 | cocumentation and Telephone Screening




H YES to the above symptoms, patient should be evaluated within the hour, at
either urgent care, emergency department or MD office. If NO 10 the above
symptoms, go to level 3.

O O Pain associated with taking a breath

0 O Pain associated with a cough or fever, but not shortness of breath
O 0O Moving the arm reproduces the pain
3 0O Recent chest trauma

K YES to the above symptoms, patient should be seen within 4 to & hours, or
up to 12 hours if patient is stable and with MD/NP/PA consult. i NO to the
above symptoms, go w level 4.

Level 4
Yes Ne
O O No pain at time of call
0O U Intermittent pain; pain increases when pressure applied 1o chest
T 1 Antacids relieve pain

if YES 10 the above symptoms, time of visit is not eritical but routing office visit

appuointment may be warranted within 24 to 72 hours. Have patient call if symp-
toms change for the worse or are not improving. If NQ 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.

Yos No

m1 @ Take your usual antacids for indigestion and follow instructions on
the label.

0 0 Take your usual pain medication (aspirin, acetaminophen or
ibuprofen) and follow instructions on the label,

3 O Teke nitroglycerin as directed by PCP if pain is typical chest anginal
pain; if no relief after 3 ©o 5 minutes, call back

G 2 i pain is related o an injury that occurred 24 hours ago or more,
and pain increases with movement, apply heat to the area for 20
minutes, 4 times a day.
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Report the following problem to your PCP/dlinic/ED
& Do improvement or condition worsens

Seek emergency care immaediately if any of the following occurs:
Pain, tightness, pressure or discomfort accompanied by:
Shortmess of breath
Dizziness
Cool, moist skin
Nausea or vomiting
Blue or gray face, lips, earlobes or fingernails
Pain in the neck, shoulders, jaw, teeth, back or arm
Heart palpitations
Mo relief from pitroglycerin after taking | dose every 5 minutes x3

* & ¢ & & % &b

o
5

Physician's signature:
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Cough

Key Questions: Name, Age, Onset, History of present iliness (Pl)

Sudden shoriness of breath, rapid breathing or wheezing?
Coughing due to choking on a foreign body, food or vomit?
Chest pain: Go to Chest Pain protocol

Blue lips or tonguel?

Feeling of suffocation?

Frothy pink sputum?

i YES to the above symptoms, patient should immediately visit the emergency
department. If time allows, consult first with MO/NP/PA. Use EMS. If NO 1o the
above symptoms, go to level 2.

g o000 eEg

Li

cocCciLepDoeud

W

Cough unrelated to cold symptoms and a history of:

Chest trauma <48 hours

Blocd clots or recent long sedentary period

Recent surgery

Recent childbirth

Recent heart attack

Asthma

{Loughing up blood

Child <6 months old with rapid breathing and persistent cough
Child appears very il

Change in childs breathing pattern; labored, noisy, wheezing, chest
retractions >30 minutes

i YES to the above symptoms, patient should be evaluated wichin the hour, at
sither urgent tare, emergency department or MD office. if NO to the above
symptoms, go to level 3.

flevel 3

Yes No

&
L3
S

g
J
(]

Cough present <8 hours, present once or more per hour
Coughing every night and keeping awake
Phiegm or sputum bloody, yellow, green or brown
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Other medical conditions, HIV, AIDS, asthma, CHE CAD; sinusits,
rhinitis

Fever of 101.6°F 1o [Q2°F

Child has a “barking cough,” unrelieved by exposure to cool air,
humidifier or steam

If YES to the above symptoms, patiert should be seen within 4 to & hours, or
up to {2 hours if patient is stable and with MD/NP/PA consult,
If NO to the above symptoms, go to level 4.

Low grade faver of {00.0°F-101.6°F
Cough present 2-14 days

Coughing moderately often (a few nights)
Green or brown sputum >72 hours
Child with fever >{01"F >24 hours
Cough with weight foss

If YES 1o any of the following symptoms, time of visit 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 impraving. if NO to the above
symptoms, go to level 5.

Level &
Yot No
| HE
0 S
W W
3 O
0 "
Ll [ |
4 0
o 9
O i

20

Breathe steam from a shower or tea kettle with towel held over
the head for 10 tw I5 minutes to ioosen phlegm

Elevate head of bed at night

For children <1 year old: give 1/2 teaspoon lemon juice mixed with
1/2 teaspoon corn syrup to soothe cough. (Do not give honey.)
Give older children and adulte 1/2 teaspoon lemon juice mixed
with 172 teaspeon honey

Drink warm lemonade, apple cider or tea

Take OTC medications as needed, being sure to follow instructions
on the label

Wet cough: use decongestants

Bry cough: use expectorant during day and suppressant at night
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, MHave patient call if symptoms change for the
WOrSe Or are not Hmproving.

Report the following problems:

& No improvement or condition worsens

®  Fever 72 hours

®  Green, brown or gray sputum develops and Jasts >72 hours
& Coughing up blood {more than flecks)

Go to emergency room immediately:
® Bloe lips or tongue

& Feelings of suffocation

& Frothy, pink secretions

Date: Physician's signature:
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Fever (Adult)
Key Questions: Name, Age, Onset, History of P

Level |

Difficult or rapid breathing, difficulty swallowing, wheezing
Confusion, delirium, difficult to arouse

Headache with stff neck

Purple blowchy rash with headache and fever

L2ehydration signs

Llecreased urine

Sunken eyes

Pinched skin does not spring back

Excessive thirst, dry mouth

Fever >101°F in elderly or immunosuppressed (AIDS, cancer, etc.)
Fever »104°F and unresponsive to fever-reducing measures

CCOUWUWLODEODOZK
(3
BoggogogoooyZ

H YES to the above symptoms, patient should immediacely visit the emergency
department. If time allows, consult first with MD/NP/PA. Use EMS. H NO 1o the
above symptoms, go o level 2.

Level 2
Yes Mo
O @ Chest pains not affected by breathing
Q O Abdominal pain, severe
a @ Diarrhea, nausea and vomiting, and able to drink

If YES to the above symptoms, patient should be evaluated within the hour, at
either urgent care, emargency department or M office. If NGO to the above
symptoms, go to level 3,

QO Temperature >103° F

Q O Had fever »72 hours

QO Pain or difficulty urinating, urinary frequency, back pain

@ O Swollen or tender red skin, rash

O O Productive cough

3 O Asthma, renal fallure, congestive heart failure, COPD, diabetes,
cancer, AlDS, sickie cell anemia, coronary artery disease
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if YES to the above symptoms, patient should be seen within 4 to & hours, or
up to 12 hours if patient is stable and with MD/NP/PA consult. If NO to the
above symptoms, go to level 4.

Level 4
Yes No
3 O Nasal congestion, sneezing, sore throat, painful glands, ear pain
J @ Patient has been in contact with someone recently who has been
sick
O O Joint or muscle ache, swollen joints

H 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 §

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
WOTSe Or are not nproving.

® Increase fluid intake

& Take usual medication {acetaminophen ar tbuprofen) for fever and achi-
ness, Foliow instructions on label.

® Lukewarm sponge bath or bath soaks.

& Wear light clothing.

& Check the temperature every 2 to 4 hours. If no improvement, notify
PLP

Report the following problems:

& Fever increases »{04°F

@ Fever persists >24 hours and no known cause
# Rash

# Frequency, biood or pain with urination

& Condidon worsens

® Signs of dehydration

(3o 16 emergency room immediately:
& Seizure

# Unresponsive

& Difficulty breathing

Date: Physician’s signature:
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Head Injuries
Key Questions; Mame, Age, Onset, Mistory of Pt

Levet }
Yes No
After a blow or injury to the head:
n @ Difficult or abnormal breathing
O W Decreased lovel of consciousness, difficult o arouse, confusion, agi-
tation

Q2 Uncontroiled bleeding

0 O Difficulty moving arms or legs, weakness, incoordination or siurred
speech

g 0 Seizure sctivity

G O Vomiting

@ O Loss of vision

@ 2 Clear or blood discharge from nose or ears, bruising behind the

€ars

if YES to the above symproms, patient should immediately visit the emergency
departraent. If tme allows, congult first with MD/NP/PA. Use EMS, f NO 1o the
above symptoms, go to level 2.

Level 2
Yes No
0 Persistent headache
Stif neck or fever since the injury
Persistent bleeding > |0 minutes; patient on blood thinners
Gaping. split, jagged or deep wound
Laceration <8 hours oid
Persigtent vomiting
Blood or fluid draining from nose or ears and no known injury to
nose ‘

cooueou
Dwooo

If YES 1o any of the following symptoms, patient should be evaluated within the
hour, at either urgent care, emergency department or MD office. ¥ NO to the
above symptoms, go to level 3,

Level 3
Yes No
O D Child >} year old with a soft, spongy, swollen arez over the skull
for 12 hours

94 | Documenmtion and Teiephone Screening




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 o the above
symptom, go 10 level 4.

Level 4
Yes No
O O Goose egg {swollen area on the forehead or scalp)
O @ [Iotermittent 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 sympioms,
go ta 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 symproms change for the
WOrse or are not improving.

& Apply ice packs or cold compresses to area for 20 minutes every 2
hours 1o reduce swelling and discomfort.

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

& Take usual pain medication {acetaminophen, ibuprofen, no aspirin for
children under [8),

® Avcid alcohol, sieeping pills, sedatives first 24 hours after injury.

® Avoid heavy activity first 24 hours. Rest with head elevated,

Report the foliowing problems:

e No improvement or condition worsens

& Persistent headache

® Persistent swelling >24 hours after ke pack application
& Bioed or dear drainage from nose or ears

Go to emergency room immsdiately:

e Confusion, disorientation, agitation, change in vision

# Decreased level of consciousness

& HNumbness, tingling or weakness in an arm/leg

® Persistent vomiting, severe headache, speech problems, seizures, lathargy

Date: Physician’s signature:
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Shortness of Breath (SOB)
Key Questions: Name, Age, Onser, History of P

Level |
¥es No
L O Chest pain present? Go tw Chest Pain Protocol
Any of the following:
Blue lips or tongue
Pale or gray face
Clammy skin
Frothy pink or copious white sputum
Decreased level of consciousness
Severe SOB with sudden onset

(M W S 2 W R &
Loopuouag

i YES to the above syrnptoms, patient should immediately visit the emergency
department. If time allows, consult first with MDANP/FA. Use EMS. If NQ 10 the
above symptams, go to level 2.

Q Histery of pulmonary embolus, blood ckots or lung collapse

@3 Mistory of asthma not relieved with inhaler

0 Difficulty taking a deep breath due to severe pain

@ Severe SOB, wheezing/noisy breathing started within past 2 hours

0 Recent trauma, surgery or ¢hildbirth

a Inhalation of a foreign body

O Exposure to something that caused significant reaction in past
sting, medication, plant, chemical, food, animal and patient used
prescribed allergic reaction kit as directad

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

Level 3
Yes No
o QO Fever >I0LEF
SOB only when on back
Breathing pattern causes considerable discomfort with usual activities
Productive cough with gray, green or yellow sputum
S0B for 3 wo 14 days

g B0oo
oo ey
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I YES to any of the following symptoms, patient should be seen within 410 6
hours, or up to 12 hours if patient is stable and with MD/NP/PA consule. if NO
to the above symptoms, go to level 4.

Level 4

Yes No

g O SOB1 w2 dmes per month
Able to do a majority of activities
SOB for 2 weeks or more
Recent exposure to a stressful event
Nasal congestion

Lo
0000

If YES 1o the above symptoms, time of ¥isit is not critical but routine office visit

appointment may be warranted within 24 eo 72 hours. Have patient call if symp-
wms change for the worse or are not improving. i NO to the above symptoms,
go 1o level 5.

Level §

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 arg not improving.

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

Repore the following problems:
& Condition worsans or no improvement in 2 days
® Fever >O1'F

Go to emergency room immediately or call ambulance:

# Chest pain

& Blue lips or tongue, pale or gray face

o Clammy skin

® Feeling of suffocatior

& Frothy pink or copious white sputum

& Decreased level of consciousness
Date: Physician'’s signature:
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Urination (Painful)
Key Questions: Name, Age, Onset, History of Pi

Level |
i YES o any of the following symptoms, patient should immediately visit the
emergency department. if tme allows, consult first with MD/NP/PA. Use EMS.

There are no symptoms warranting EMS,
Go to level 2.

Level 2
Yes No
G O Recent urinary tract surgery and unexpected pain with urination
O O Taking blood thinners and urine is pink or red

K YES to the above symptoms, patient should be evaluated within the hour, at
gither urgent care, emergency department or M office. If MO 1o the above
Symptoms, go to fevel 3.

Level 3
Yes No
G Q Burning or pain on urination
Q Frequency or urgency of urination
3 Large amount of blood in urine
o Back or flank pain
] Fever
o Severe scrotal pain or swelling

Pernile discharge

Pregnancy

History of lupus, glomerulonephritis or single kidney
Nausea andfor vomiting

oo oOoEDegQ

oo

if YES to the above symptoms, patient should be seen within 4 to 6 hours, or
up 2 12 hours if padent is stable and with MD/NP/PA consult. If NO 1o the
above symptoms, go 1o level 4.

Remember: You can only use a guideline {protocol) if the physician has signed it.
COnce you have submitted your protocol to the dinicians 1o 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

98 | Documenation and Telephone Sereening




personally; the physician-authorized manual maust reflect the physicians 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.

o o Urgency or frequency >3 days

@ g Pain over bladder

2 0O Increased pain at end of urination

2 0 Cloudy or foul-smelling urine

O @ Recurrent urinary tract infection

a @ Painful urination after sexual contact

O O Frequent bubble baths or scap rernains on genital areas, pardcularly
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 1o 72 hours. Have patient call if symp-

toms change for the worse or are not improving. if NO to the above symptoms,
g0 to level 5.

Level 5
Office visit is not necessary at this time. Practitioner offers self-care advice

based on patient’s symptoms, Have panerzt call if symptoms change for the
worse or are not improving.

Drink lots of fiuids, especially cranberry juice

Urinate before and after intercourse

Wear cotton underwear

Axaid frequent bubble baths and wash perineum with clear water only
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 instructons
on label

*« & 0 OW

Report the following problems:

® Persistent discomfort or condition worsens after 48 hours of home
care or antibiotic therapy

® Fever, back or flank pain

& Intreased blood in urine

Date: Physician’s signature:
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Wheezing (Asthma)
Rey Questions: Mame, Age, Onset, History of Pl

level |

Mo

0 Severe respiratory distress
Unable to speak

Chest retractions
Aspiration of foreign body
Blue lips or face

Severe chest pain

U woooge
[+, ]
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H YES to the above symptoms, patient should immediately visit the emergency
department, If time allows, consult first with MD/NP/PA. Use EMS. f NO to the
above symproms, go to level 2.

Level 2
Yes No
O O Unresponsive to medication treatment
Unresponsive to home care measures
Must sit up to breathe
Wheezing similar to prior episodes that required hospitalization or
injections
History of CHF, cardiac disease, pulmonary embolus or blood clot
in leg
W@ O Green, yellow or rust-colored sputum
W 2 Infant or Elderly

oo
SR W W

|
L

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

Level 3
Yes No
O O First wheezing episode and resolves in short period of dme
3 O Fever

¥ 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 MI/NP/PA consult. f NO to the
above symptoms, go to level 4.
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@1 Frequent episodes (I to 2 per week)

Has had moderate trouble with lungs in past

Wheezing is getting worse over last several days

Wheezing interferes intermittently with some daily activities

gL U
800D

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
symproms 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 seif.care advice |
based on patient’s symptoms. Have patient call if symptoms change for the
warse or are not improving,

@ Take medication as directed
e Use vaporizer with cool mist

Report the following problems:
¢ Condition worsens
& No improvement with medication

Go to emergency room:

& Lips or face become blue

# Fighting for air

® Decressed level of comstiousness

Date: Physician’s signature:
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Unit

Moo N o

Answers to Unit
Worksheets

. Documentadon is written proof that the patient has received the medical

care ordered by the practitionen

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

Daoctor's progress notes, doctor's orders, transeription records, history
and physical examination records, x.ray and laboratory reports, charting
notes by medical staff, insurance billings, encounter forras

HP
ROS
PfSH
CC

ST~ SR S S L

Unit 2

£
2.

Source-oriented narrative method; problem-oriented method

a. Charting is done in various parts of the record and information is
disiointed.

b. Topics are not always clearly identified.

¢,  Information is difficult to retrieve,

§: Subjective data; O: Objective data; A: Assessment datz; P: Plan of
action.

a. database

a problerm list

a care plan for each probiem
progress notes

discharge summary

poa now
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W ® Moo

POMR
D

Sx

rfo; R/O
VIS, VS
Tx

Fu; FU

o™ e 0N ps T e AN

Unit 3

Range of duties that are permitted by law and that are within the level of
training and instructions of persons in that occupational field.

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 public health, such as sexually transmitted diseases.

Black is preferred.

Always practice within the law; preserve the patient’s confidentiality;
maintain meticulous records; obin informed, written consent.

Unit 4

;»

106

Client’s words
Clarigy
Completeness
Conciseness
Chronological order
. Confidentiality

Your health care facility should have 2 list of abbreviations that have been
adopred for use for all documentation,

Very ciearly indicate thaz this is a late entry. Write the date and time you
are entering the late entry, then write “late entry.”

™ e o0 oo

Wse black pen that will not smudge or smear; have legible handwriting;
print if you have wo. Write name, numbaers and abbreviations clearly.

information in the record has been entered at the time of a patient’s visit.
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7a.

7b.

7e.

8/8hox 945 am. Pr called and said she was nauseous error 8/8hHcx pk
-nauseated and vomiting wrong entry 8/8/xx pk vomiting, P --—
Krueger, CMA«

H/ihoc 8,00 am. TC, CC: “have the worst headache of my life” P,
Krueger, CMA
6o | T.C. S “1 have the worst headache of my life)’---—c--romens
GBo0 O: Pain 10 on scale of 1-10. No nambmssftmglmgﬂ;r_z_xgm
extremities; no Hx of migraing...
LA Dr. See notified. Come to office immediately, or go to”
"urgent care _ - |
P: Dr. See notified that patient is COMING in.«—r—semmmmvwwmsns
P Krueger, CMA
11/ 4:30 p.m. Phone call (PC). c/c “pain in back and blood---—
i urine.” Stg cannot sit or lie down; just keeps walking----—
around. P Krueger, CMA ' -
Pilixx PC. 8 ] have pain in my back and blood in my urine. | -—-
cannot stand to sit down or fay down. | have to keepww--x
. walking around.”
4:30 pm O: Pain 8/10
A: Notify Dr. jones. -
'P: To go to ER STAT-
P Krueger, CMA
a
b
c
¢
d
d
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Unit 5

A O e

o

10
.
f2.
13
{4,
{5
{6,
i7.
18,

> W M

108

[~ T & I S T 4 )

Caller's full name {spelled correctly)
Action required

Date, time of call

Initials of person receiving the call
Phone number of the caller

Cancellation without making 2 new appointment
Rescheduling an existing appointment
Following up on a no-show patient who missed their appointment

To protect office from malpractice for abandonment
CANC

RS

NS

NP

C&cC

Follow-up examination
Referral

Consukation

Recheck

Complete physical exam

Daocument what the patient tells you
Document what you observe
Lrocument what you do

Document what you teach

¢
b
d
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3.

a

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

7.

Unit 7

vk W R e

Unit 8

oW N

Unit 9

care
10/0/xx _10:00 a.m.. OV.
S: c/o “burning pain when | urinate. It feels like | have to
_go o the bathroom g3min but nothing comes out”.
O holding hand over bladder region and crying
A: BP: 134/86. P B8 T $9.6°F )
P. UA 1o lab for C & S per Dr. Smith. Rx sent hame. To
| call if Sx worsen. P Krueger, CMA
d
&
€
b

Name, age, home telephone, patient 1D or health plan number, identity
of caller and relatonship o patient

oo N

F2/19/%x¢

0830

TC. From daughter. 5ts mother “appears jethargic and |

glassy-eyed” Temp 102°F Denies --

breathing difficulties, headache, stff neck, excessive------

thirst. Advised to bring mother to office momrrmmmemcmnes’

Within the hour per FEVER protocol. P Krueger, CMA

12/207%0x

1000

TC: CC: frequent urination and hematuria. Sts has---—-

weakness, back pain and a temp of [103°F

Appointment made for 1420 today per URINATION ,

Painful protocol. P Krusger, CMA

Documentation and Telephone Screening 109




3 12/110/xx.  1200. TC. Mother sts son fell from tree. Cut on head-—
. bleeding. Son unable to move legs.
"Loss of consciousniess at tme of all, now alert. Advised
Tt call 911, 4o not move son.
TP Krueger, CHMA

4. 1220hex 1125, TC from husband. $ts wife c/o chest pains radi-

ating down left arm and up into the jaw. Has taken 3

" nitroglycerin, Is perspiring and nauseated. Advised to

have wife chew an aspirin and call 911 per CHEST PAIN
protocol. P Krueger, CMA

5. 127170 T Friend reports that Pt ¢/o SOB, Lips wirning purple,

gasping for air. Hx of thmmbophlebiti;s‘:}kdvised to call
911 per SHORTNESS OF BREATH protocol. P. Krueger,

CMA

6. HAOKx | TC. cfo “wheezing for past 2 wks especially following

piaying soccer. Advised to come o

1500 office at 1000 11/12/xx per Wheezing Protocol. Pt

agreed to appt. P. Krueger, CMA
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Documentation and Telephone Screening

CEU Test

Directions: Select the correct answer and circle the corresponding letter on
the following answer key.

Io

Written proof that the patient has received the medical care ordered by
the practitioner is:

a.

b
c.
d

A prescription
Consultation letter
Documentation
Insurance billing

The patient’s chart is:

d.

b
c.
d

None of the patient’s business

Kept under lock and key at all times
Written in only by practitioners

A legal document

The standards for language used in documentation include:

a.

®Pango

Correct spelling

Proper use of grammar and punctuation
Use of facility-approved abbreviations
All of the above

Aand C

The medical assistant’s scope of practice is established by:

a.
b.
c.

State law

AMA

Medical assisting programs accredited by the Commission on
Accreditation of Allied Health Education Programs

anow

is the key in documentation.
Reimbursements

Printing

Language

Spelling

ROS is the abbreviation for:

a.
b.
c.
d.

Range of stretching exercise
Root of spelling

Review of systems

Right and left eye

Documentation and Telephone Screening
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The medical record allows caregivers to use a sepa-
rate section in the chart to record information.

a. POMR

b. SOAP

¢. Source-oriented narrative

d. Problem-oriented narrative

Sx is the abbreviation for:
a. Subjective

b. Sick

¢. Source-oriented record
d. Symptom(s)

The plan of action in the SOAP method:

a. |s factual, measurable data

b. Is subjective complaints

¢. Is based on the Sx, exam and test results

Abbreviations are:

a. Standardized clinical shorthand

b. Difficult to learn and time-consuming to use
¢. Not used very often in the patient charting

In a health care setting, C/O means:
a. Care of

b. Cardiac obstruction

c. Complaining of

d. Carbon dioxide

Which area of charting would contain the CC?
a. Subjective

b. Objective

¢. Assessment

d. Plan

Which type of documentation format takes considerable time and cost to
train people?

a. Source-oriented charting

b. SOAP charting

¢. Traditional charting
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14.

20.

All medical records are:

Legal documents

b. Not admissible in a court of law
¢. Completed with pencil

d. Only legal if notarized

o

Failure to observe patient’s right to privacy could result in:
Abandonment

b. Cancellation of appointment

¢. A fawsuit

d. Charting that is discriminatory

p

An exception to the patient’s right to privacy and confidentiality is:
Emergency situations

b. Good Samaritan laws

¢. Information requested by subpoena

d. Spousal request for information

L

When correcting a charting error, one should:
White out the mistake

. Black out any letters or words and rewrite
Use a single line through the error

. Erase and rewrite the entry

on op

Charting should be done:

a. In red ink, so it stands out

b. In pencil, so you can correct it more easily
c. In black ink

d. Only on a computer or typewriter

Charting errors can be denoted by entries such as:
a. Oops

b. Sorry

¢. Frowning face

d. “Error” or “wrong entry”

In SOAP charting, the patient’s words are recorded in which area?’
a. Subjective

b. Objective

c. Assessment/action

d. Plan

Documentation and Telephone Screening

1i5



21.

22.

23.

24.

25.

26.

27.

116

Which abbreviation is incorrect!?
a. SOB for sitting out of bed

b. Pt for patient

¢. Hx for history

d. Px for prognosis

If you misspell a word in charting:

a. Leave it alone

b. Cross it out and rewrite it above

c. Cross it out and insert the correct spelling above all other charting

d. Use a single line through the misspelled word, insert the date, your ini-
tials and rewrite the word

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

b. Implied consent

¢. Release of information consent

d. Subpoena duces tecum

Which of these scenarios requires documentation?

a. Patient rolls up sleeve for blood pressure to be taken
Patient asks for a prescription refill

Subpoena of chart notes

Band C

All of the above

LS L

The main issue about using a fax machine is:
a. Must have a transmission private line

b. Must use a cover sheet with transmission
c. Confidentiality of information

Telephoned or faxed prescriptions and refills require:
a. No documentation in the chart

b. Only written orders

¢. Patient’s full name and date of birth

d. DEA approval

The medical assistant must document:

a. Patient’s diet

b. Patient’s occupation

c. All telephone calls to the office

d. Telephone calls regarding patient care
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28.

29.

30.

3.

32.

33.

34.

All cancellations and no-show appointments must be documented to:
a. Keep a record of who needs the next available appointment

b. Let the doctor know who is not keeping appointments

c. Prevent a lawsuit for abandonment by the physician

d. Inform insurance companies, who require it

The correct abbreviation for cancellation is:
a. Clid.

b. Ca.
c¢. Cons.
d. Canc.

The best way to document what the patient tells you is:
a. To identify where the information is coming from

b. By what you assess

¢. By quoting the patient directly

d. By determining the patient’s knowledge level

Which of these statements is specific?
a. BP. About 122/50

b. Skin is dry and warm

¢. Lips look purple or blue

d. Seems lethargic and glassy-eyed

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. As soon as the task is completed

Documentation shows:

a. That appropriate action based on assessment of the patient’s condition
was performed

b. How long it took to perform a single task

c. Only patient’s positive response

Telephone screening is:

a. A head-to-toe assessment

b. Receiving numerous questions regarding health care

c. Not the responsibility of the medical assistant

d. The ability to determine the severity of the symptoms in order to
schedule an appointment
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35.

36.

37.

38.

39.

41.

Protocols are:

a. Rules to keep the office in compliance with federal laws
b. Directions for performing procedures

c. Accounts of actions to take based on symptoms

d. Abbreviated doctor’s orders

A working diagnosis:

a. Is designed to diagnose the caller’s medical condition
b. Is based on an assessment of unconfirmed symptoms
c. |s made by a medical assistant

d. Is forbidden by federal law

A medical diagnosis is done by:
a. Nurses

Physicians

Medical assistants

Physician assistants

b and d

oap g

“Preauthorized telephone screening” means:

There are standing orders to be followed

b. The physician has agreed to the type of appointment to be given based
on the patient’s symptoms

¢. Prescription and refills can be done by the medical assistant

d. Medical assistants are not to use the telephone

®

Telephone guidelines suggest that the medical assistant must:
a. Exercise independent judgment

b. Base decisions only on schooling

c. Base decisions only on physician-authorized guidelines

Physician-authorized manuals:

a. Give the physician directions for care

b. Give the telephone screener guidelines for assigning appointments
c. Summerize federal and state law

The first level of care on the protocol page is:

a. Same-day appointment

b. Urgent appointments; see within | hour

c. Emergency services needed; go to ER or call 91|
d. Routine office visit within 24-72 hours
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42,

43,

45,

46.

47.

Advice for home care is usually which level on the protoco! page?
a. Level 4
b. Level 3
c. Level 2
d. Level 5

Every appointment given should end with:

a. Thank you for calling

b. Call back if the symptoms do not improve or get worse
c. Call back when you are feeling better

d. The practitioner will call you to see how you are doing

New symptoms and updates on appointment scheduling:
a. Depend on the physician’s desires

b. Should be revised and updated as needed

¢. Are not necessary except at the annual review

Screening decisions are made on the basis of:
a. Anxiety of the patient
b. Established preauthorized protocols

¢. Whether or not the patient is a member of the physician’s family

After a screening decision is made, the medical assistant:
a. Notifies the physician

b. Notifies the office manager

¢. Conducts the assessment interview

d. Documents the call

“If it isn’t written down,
a. The physician could go to jail

b. The medical assistant can’t be held responsible because he/she is under

the practitioner’s license
¢. It didn’t happen
d. It wasn’t worth noting

Documentation and Telephone Screening
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