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Preface

INTRODUCTION

Managing health information is an important function
of allied health professionals (e.g., cancer registrars,
coders, health information administrators and techni-
cians, medical assistants, medical office administra-
tors, medical transcriptionists, and so on), and accu-
rate management has become more exacting (e.g., due
to changing federal regulations). Allied health profes-
sionals require thorough instruction in all aspects of
health information management, including health
care delivery systems, health information manage-
ment professions, health care settings, the patient
record (acute, outpatient, and alternate care settings)
including the electronic health record (EHR), content
of the patient record (standards and regulations),
numbering and filing systems, record storage and cir-
culation, indexes, registers, health data collection, le-
gal aspects, and coding and reimbursement. Essentials
of Health Information Management, provides the
required information in a clear and comprehensive
manner. Chapter content covers traditional record-
keeping concepts covered in an introduction to health
information management course, and concepts com-
mon to all types of health care facilities are included.
Chapters also focus on differences associated with
record-keeping practices in hospitals, ambulatory care
facilities, and physicians’ offices.

NOTE: E-mail delmarauthor@yahoo.com with sug-
gestions to improve the textbook and its Supplements

OBJECTIVES

The objectives of this text are to

1. Introduce health information management con-
cepts common to allied health professionals.

2. Describe characteristics of health care delivery and
settings in the United States.

3. Delineate career opportunities for health informa-
tion management professionals.

4. Describe types of patient records, including docu-
mentation issues associated with each.

5. Describe numbering and filing systems and record
storage and circulation methods, including the
electronic health record (EHR).

*

Explain indexes, registers, and health data collection.

7. Introduce legal aspects of health information
management.

8. Provide an overview of coding and reimbursement

issues.

This text is designed to be used by college and vo-
cational school programs to train allied health profes-
sionals (e.g., cancer registrars, coders, health
information administrators and technicians, medical
assistants, medical office administrators, medical tran-
scriptionists, and so on). It can also be used as an in-
service training tool for new health care facility
personnel and independent billing services, or indi-
vidually by health information specialists.

NEW TO THE SECOND EDITION

e Chapter 1 is updated to include information about
new federal legislation, the Joint Commission, qua-
ternary care, and ICD-10-CM implementation.

e Chapter 2 contains new content about professional
associations that offer coding credentials and the
health data analyst career.

* New Chapter 5 on Electronic Health Record (EHR)
discusses the issues associated with implementa-
tion as well as the administrative and clinical appli-
cations of electronic records.

e chapter cover the latest information on HIPAA laws
and legislation, including the Patient Safety and
Quality Improvement Act

e Chapter 10 includes new content about payment
systems, the recovery audit contractor (RAC)
program, “never events,” hospital-acquired condi-
tions (HACs), and present on admission (POA)
indicators.

FEATURES OF THE TEXT

* Key terms and learning objectives at the beginning
of each chapter help to organize the material. They
can be used as a self-test for checking comprehen-
sion and mastery of the chapter. Key terms are
bold-faced throughout each chapter and defined in
the glossary to help students master the technical
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vocabulary associated with health information
management.

* Exercises are located after major topics to provide
students with an opportunity to apply concepts and
skills immediately.

* Numerous examples are provided in each chapter to
illustrate health information management concepts.

* End-of-chapter Internet links, summaries, study
checklists, and reviews reinforce learning and iden-
tify topics requiring further study.

* A StudyWare (CD-ROM) is provided on the inside
back cover, which contains practice quizzes and
games.

NOTE: Questions created for exercises, reviews, and
the practice disk are intended to serve as a self-test of
chapter content. For questions written to prepare stu-
dents for taking certification exams (e.g., RHIT, CCS,
CPC), Delmar Cengage Learning distributes the fol-
lowing products created for this purpose:

* Professional Review Guide for the RHIA and RHIT
Examinations

e Professional
Examination

* Professional Review Guide for the CCS and CCS-P
Examinations

e Professional Review Guide for the CHP, CHS, and
CHPS Examinations

Review Guide for the CCA

SUPPLEMENTS

The following supplements accompany this text.

Instructor’s Manual,
ISBN 1-4390-6014-2

The instructor’s manual consists of two parts, one for
the text and one for the student lab manual. Lesson
plans, answers to chapter exercises and reviews, chap-
ter exams answers to chapter exams, and answers to
student lab manual assignments are included.

Student Lab Manual,
ISBN 1-4390-6006-1

The student lab manual includes application-based as-
signments organized according to textbook chapters.
These assignments reinforce learning and encourage

skill building. While intended for all students, the stu-
dent lab manual will be particularly appropriate
preparation for health information management stu-
dents who will complete a future professional practice
experience in the health information department of
a hospital.

Online Companion

Additional resources can be found online at www.
delmarlearning.com/companions. Search by author
name, ISBN, or title to locate the online companion for
Essentials of Health Information Management, Second
Edition Resources include downloadable files to sup-
port the student lab manual and textbook, product
updates, related links, and more. The Student Resources
link at the Online Companion contains Adobe PDF files
of assignments that can be completed as forms and sent
as an e-mail attachment to instructors for evaluation.
(Go to www.adobe.com to download the latest version
of Adobe Reader to fill in forms.) Save completed forms
as electronic files using the naming convention required
by your instructor (e.g., GreenMPLpdf for the master
patient index card assignment).

Instructor Resources CD-ROM

The instructor resources CD-ROM contains a comput-
erized test bank, instructor slides created in
PowerPoint®, and an electronic version of the instruc-
tor’s manual. The computerized test bank provides test
creation, delivery, and reporting capability. Instructors
have the option of adding questions to further individ-
ualize tests created. Organized by chapter, the test bank
contains approximately 1,000 questions. Instructor’s
slides in PowerPoint® cover key topics and clarify dif-
ficult concepts. Organized by chapter, the slides pro-
vide another way to enhance learning. An electronic
version of the instructor’s manual is included for the in-
structor’s convenience. The electronic version contains
all of the content in the printed manual.

NOTE: Questions written for instructor manual
chapter quizzes and the computerized test bank are in-
tended to evaluate students’ understanding of chapter
content. They are written according to all levels of
Bloom’s taxonomy, a method created by Benjamin
Bloom to categorize test questions (and course objec-
tives) according to competence levels: knowledge,
comprehension, application, analysis, synthesis, and
evaluation.



WebTutor™

WebTutor is an Internet-based course management
and delivery system designed to accompany the text.
Its content is available for use in Angel, Blackboard,
Desire2Learn, eCollege, Educator, or WebCT.
Available to supplement on-campus course delivery
or as the course management platform for an on-line
course, WebTutor contains

¢ Chapter objectives
¢ Online chapter exams and a comprehensive final
exam

Preface ® xi

e Correct and incorrect feedback associated with
exam questions

¢ Discussion topics and learning links

* On-line glossary, organized by chapter

* Answers to textbook exercises and reviews and lab
manual assignments

* Communication tools including a course calendar,
chat, e-mail, and threaded discussions

To learn more, visit webtutor.cengage.com
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HOW TO USE THE STUDYWARE™
CD-ROM

The StudyWare™ software helps you learn terms and
concepts presented in the Essentials of Health
Information Management, Second Edition text book.
As you study each chapter in the text, be sure to com-
plete the activities for the corresponding content areas
on the CD-ROM. Use StudyWare™ as your own pri-
vate tutor to help you learn the material in your text-
book. When you open the software, enter your first and
last names so the software can track your quiz results.
Then choose a content area from the menu to take a
quiz, complete an activity, or complete a coding case.

Quizzes

Quizzes include multiple choice, true/false, matching,
and fill-in-the-blank questions. You can take the
quizzes in both Practice Mode and Quiz Mode.

Use Practice Mode to improve your mastery of the
material. You have multiple tries to get the answers
correct. Instant feedback tells you whether you are
right or wrong and helps you learn quickly by ex-
plaining why an answer is correct or incorrect.

Use Quiz Mode when you are ready to test yourself
and keep a record of your scores. In Quiz Mode, you
have one try to get the answers right, but you can take
each quiz as many times as you want.

You can view your last scores for each quiz and
print out your results to submit to your instructor.

Menus

You can access any of the menus from wherever you
are in the program. The menus include Chapter
Quizzes and activities.



Preface * xiii

Activities

Activities include Hangman, crossword puzzles,
Concentration, and Championship Game. Have fun
while increasing your knowledge!
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biometrics
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board of governors

board of trustees

bylaws

Centers for Medicare & Medicaid
Services (CMS)

chief resident

Code of Federal Regulations (CFR)

coding

consulting

continuum of care

contract services

1

courtesy

Current Procedural Terminology
(CPT)

deemed status

deeming authority

Deficit Reduction Act of 2005

digital signature

disaster recovery plan

do not resuscitate (DNR)

electronic health record (EHR)

electronic signature
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Emergency Medical Treatment and
Labor Act (EMTALA)

Federal Register

for-profit

governing board

government-supported hospitals

HCPCS Level Il (national) codes

Health Care Procedure Coding
System (HCPCS)

health care proxy

Healthcare Integrity and Protection
Data Bank (HIPDB)

Health Insurance Portability and
Accountability Act (HIPAA)

Health Plan Employer Data and
Information Set (HEDIS)

Hill-Burton Act

Hippocrates

Hippocratic Oath

honorary

hospital administration

hospital departments

house officers

Human Genome Project

hybrid record

incomplete record processing

intern

International Classification of
Diseases, Ninth Revision,

Objectives

At the end of this chapter, the student should

be able to:
 Define key terms

* Summarize the history of medicine and the delivery of

health care in the United States

* List programs and services offered as part of the con-

tinuum of care

Clinical Modification
(ICD-9-CM)

intranet

licensure

living will

Medicaid (Title 19)

medical staff

medical transcription

Medicare (Title 18)

Medicare Prescription Drug,
Improvement, and
Modernization Act of 2003 (MMA)

Medieval medicine

Middle Ages

minutes

modern medicine

National Practitioner Data Bank
(NPDB)

not-for-profit

ORYX® initiative

paleopathology

papyrus

Patient Safety and Quality
Improvement Act of 2005

Patient Self-Determination Act

Physician Quality Reporting
Initiative (PQRI)

Prehistoric medicine and ancient
medicine

primary care

proprietary hospitals

public hospitals

public key cryptography

quality improvement organization
(QIO)

quaternary care

record circulation

regulation

Renaissance medicine

resident

rules and regulations

secondary care

Shared Visions—New Pathways™

smart card

standards

State Children’s Health Insurance
Program (SCHIP)

survey

Tax Equity and Fiscal Responsibility
Act of 1982 (TEFRA)

teaching hospitals

tertiary care

Title XXI of the Balanced Budget
Act of 1997

triage

universal chart order

veterans

voluntary hospitals

* Differentiate between for-profit and not-for-profit

health care facility ownership

* Interpret the authority and responsibility associated

with a health care facility’s organizational structure

* Define and provide examples of licensure, regulation,

and accreditation

INTRODUCTION

Health care delivery in the United States has been
greatly impacted by escalating costs, resulting in
medical necessity requirements (to justify acute care
hospitalizations), review of appropriateness of

admissions, and requirement for administration of
quality and effective treatments. Patients routinely
undergo preadmission testing (PAT) on an outpatient
basis instead of being admitted as a hospital inpatient,
and the performance of outpatient testing and surgical
procedures has increased due to health care



technological advances (e.g., laparoscopic appendec-
tomies). Health care consumers are better educated
and demand higher-quality, more cost-effective health
care; thus, the focus is on primary and preventive care.

HISTORY OF MEDICINE AND HEALTH
CARE DELIVERY

Information about historical health care delivery
practices comes primarily from the study of textual
references, artistic illustrations, and the study of
human remains (called paleopathology), which is
probably the most reliable source because of less po-
tential for written and artistic bias. While diagnoses
and treatments associated with prehistoric and an-
cient medicine were mostly a product of ignorance
and superstition, an occasional discovery actually
worked. Health care delivery in the United States is

Health Care Delivery Systems ® 3

based on beliefs about disease and health that evolved
over past centuries.

History of Medicine

Prehistoric medicine and ancient medicine (Table 1-1)
were both characterized by the belief that illness was
caused by the supernatural, an attempt to explain
changes in body functions that were not understood
(e.g., evil spirits were said to have invaded the body of
the sick person).

Medieval medicine (Table 1-2) developed during
the Middle Ages, which were characterized by a lack
of education except among nobility and the most
wealthy. The most significant medical development
was the construction of hospitals to care for the sick
(e.g., for bubonic plague). Often managed by monks
and nuns, the care of patients was based on charity
rather than on scientific principles.

Table 1-1  Prehistoric Medicine and Ancient Medicine
Period Medical Practices
Prehistoric Medicine * Belief that angry gods or evil spirits caused disease and tribal priests drove evil spirits from

the body.

e Skull fossils suggest trephining, which involved using a stone instrument to cut a hole in the
patient’s skull, was performed to release evil spirits.

* Plants may have been used to relieve pain, as evidenced by the use of willow bark to relieve
pain. (Willow bark contains salicin, a substance related to salicylates used in making aspirin.)

Ancient Medicine * World’s first known physician Imhotep lived about 2650 BC. Imhotep was also the world’s
first acknowledged architect; he built Egypt’s first pyramid.

* Imhotep may have authored the ancient manuscript that was copied onto what became known
as the Edwin Smith Papyrus, discovered by Egyptologist Edwin Smith. It contains descriptions
of more than 90 anatomical terms and 48 injuries. It is one of the oldest known medical papyri.
(Papyrus is a loose-textured, porous, white paper used as a writing material and made from

the papyrus water plant.)

* Following the decline of Egypt, the Greek physician Hippocrates (460-379 BC, known as the
“father of medicine”) was the first physician to consider medicine a science and art separate

from the practice of religion.

* Hippocratic Oath was adopted as an expression of early medical ethics and reflected high

ideals.

¢ Greek philosophers believed that the four elements of earth, air, water, and fire (cold, dry, moist,
and hot) governed the universe, and harmony was achieved when there was balance among the
four. Corresponding bodily fluids (or humors) governed health (blood, phlegm, yellow bile,
and black bile), and illness and disease resulted from an imbalance among the four humors.

¢ Roman physician Galen (129-200 AD) excised tumors and infected bone, and resectioned ribs
and sternums. Appointed physician to the gladiators of his hometown of Pergamum early in
his career, he gained anatomical insight treating fractures and brutal wounds.

¢ Greek physician Antyllos performed and described new procedures, and he became an author-
ity on aneurysms. He also left precise surgical directions as to the treatment of cataracts and
fistulae of the bronchi and intestines.

(Continues)
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Table 1-1 Prehistoric Medicine and Ancient Medicine (Continued)

Period

Medical Practices

* Ancient Israelites made progress in preventive medicine from about 1200 to 600 BC by pro-

hibiting the contamination of public wells and the eating of pork and other foods that might
carry disease. They also required strict isolation of persons with gonorrhea, leprosy, and other
contagious diseases.

Ancient Chinese developed traditional medical practices based on the belief that two life
forces, yin and yang, flow through the human body. Disease results when the two forces are
out of balance, and the Chinese use acupuncture (inserting needles into parts of the body) to
control the flow of yin and yang.

Ancient India practiced medicine known as ayurveda, which stressed the prevention as well as
treatment of illness. Indian surgeons also became successful at performing amputations and
plastic surgery.

Renaissance medicine (Table 1-3), mostly associ- Society had an impact on modern medicine
ated with Europe, was characterized by a renewed in-  (Table 1-4), which included the implementation of
terest in the arts, sciences, and philosophy. This was  standards for sanitation, ventilation, hygiene, and
the beginning of modern medicine, based on educa-  nutrition. In addition, choosing health care as a pro-
tion instead of spiritual beliefs. fession became more acceptable, hospitals were

Table 1-2 Medieval Medicine

Medieval Medicine

Rhazes, a Persian-born physician (864-930 AD), documented the first accurate descriptions of
measles and smallpox.

Avicenna, an Arab physician (980-1037 AD), produced the Canon of Medicine, which summarized
medical knowledge of the time and accurately described meningitis, tetanus, and many other
diseases.

In Europe, a series of epidemics began with leprosy (500 AD) and culminated with the plague
(1347 AD), which was carried by infected Crusaders and became known as the Black Death be-
cause within six years it killed 42 million people, a quarter of Europe’s population.

The first hospitals were created in Baghdad, Cairo, and Damascus, and monastic orders built
hospitals in the Near East to care for wounded Crusaders.

The first medical school was established in Salerno, Italy, and during the eleventh century, uni-
versities were founded in Bologna, Montpellier, Oxford, and Paris.

Table 1-3 Renaissance Medicine

Renaissance Medicine
1300 to 1600 AD

* Ambroise Paré (1509-1590 AD) became the greatest surgeon and surgical writer of the
Renaissance when, after being rejected by medical schools, he was educated by the army on
the battlefields. He saved thousands of lives by ending the use of burning oil to cleanse
wounds and teaching the use of ligatures in amputations.

* Laws against dissection were relaxed, and the first scientific studies of the human body be-
gan. Antonio Benivieni’s autopsy observations were published in 1507, and Leonardo da
Vinci, Michelangelo, and Albrecht Diirer participated in dissections.

¢ Anatomist Andreas Vesalius revolutionized anatomy by writing De Humani Corporis Fabrica,
which described and illustrated bones, muscles, blood vessels, nerves, and internal organs.

* Syphilis was epidemic in the sixteenth century, the unfortunate result of the military on the move.

¢ Girolamo Fracastoro (1483-1553 AD) was the first to identify the spread of syphilis to living
organisms. In De Contagione he wrote about the revolutionary theory of the spread of infec-
tion by invisible germs and modes of disease transmission.




Table 1-4 Modern Medicine
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Modern Medicine

William Harvey proved the continuous circulation of the blood within a contained
system; and Aselli discovered lymphatic vessels through experiments on animals,
leading to a theory attributing cancer to lymph abnormalities. Lymphatic drainage
became the key factor in developing more extensive surgical removal of cancer.
Dutch amateur scientist Anton van Leeuwenhoek began using a microscope to study
organisms invisible to the naked eye (now called microorganisms, microbes, or
germs). Leeuwenhoek discovered certain microbes that later became known as
bacteria.

English physician Edward Jenner discovered a safe method of making people im-
mune to smallpox; this was the first officially recorded vaccination. The success of
the experiment initiated the science of immunology—the prevention of disease by
building up resistance to it.

Louis Pasteur and Robert Koch firmly established the microbial, or germ, theory of
disease. Pasteur proved that microbes are living organisms, that certain kinds of
microbes cause disease, and that killing certain microbes stops the spread of specific
diseases.

German physician Koch invented a method for determining which bacteria cause
particular diseases. This method enabled him to identify the germ that causes
anthrax—the first germ definitely linked to a particular disease.

By the end of the 1800s, researchers had discovered the kinds of bacteria and other
microbes responsible for such infectious diseases as cholera, diphtheria, dysentery,
gonorrhea, leprosy, malaria, plague pneumonia, tetanus, and tuberculosis.

In the 1840s, Americans Crawford Long and William T. G. Morton independently dis-
covered that ether gas could safely be used to put patients to sleep during surgery.
With an effective anesthetic, doctors could perform operations never before possible.
The scientific study of disease, called pathology, developed during the 1800s. Ger-
man physician and scientist Rudolf Virchow believed the only way to understand
the nature of disease was by close examination of the affected body cells. The devel-
opment of much improved microscopes in the early 1800s made his studies possible.
Before the mid-1800s, hospitals paid little attention to cleanliness and surgeons oper-
ated in street clothes. Pasteur’s early work on bacteria convinced an English surgeon
named Joseph Lister that germs caused many of the deaths of surgical patients. In
1865, Lister began using carbolic acid, a powerful disinfectant, to sterilize surgical
wounds. But this method was later replaced by a more efficient technique known as
aseptic surgery. This technique involved keeping germs away from surgical wounds in
the first place instead of trying to kill germs already there. Surgeons began to wash
thoroughly before an operation and to wear surgical gowns, rubber gloves, and masks.
Steam was also introduced for physical sterilization (e.g., surgical instruments).

The discovery of X-rays by the German physicist Wilhelm Roentgen in 1895 enabled
doctors to “see” inside the human body to diagnose illnesses and injuries. The dis-
covery of radium by the French physicists Pierre and Marie Curie in 1898 provided a
powerful weapon against cancer.

About 1910, German physician and chemist Paul Ehrlich introduced chemotherapy,
which involved searching for chemicals to destroy the microbes responsible for par-
ticular diseases.

In 1928, the English bacteriologist Sir Alexander Fleming discovered the germ-killing
power of a mold called Penicillium. In the early 1940s, a group of English scientists
headed by Howard Florey isolated penicillin, a product of this mold. Penicillin thus
became the first antibiotic.

In 1935, German doctor Gerhard Domagk discovered the ability of sulfa drugs to
cure infections in animals, which led to the development of sulfa drugs to treat dis-
eases in humans.

(Continues)
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Table 1-4 Modern Medicine (Continued)

From 1940 through 1961, laboratory studies of prothrombin time, electrolytes, blood
gases, and creatinine phosphokinase were introduced.

In 1955, the Salk polio vaccine was licensed.

During the 1960s and 1970s, the World Health Organization conducted a vaccination
program that virtually eliminated smallpox from the world.

In 1966, the International Smallpox Eradication program was established. Led by the
U.S. Public Health Service, worldwide eradication of smallpox was accomplished in
1977.

In the 1970s, improvements in cardiac bypass and joint replacement surgery were
made, and computed tomography and whole-body scanners were first used. Mag-
netic resonance imaging (MRI) was introduced in the 1980s.

In 1981, Acquired Immune Deficiency Syndrome (AIDS) and the Human Immunode-
ficiency Virus III (HIV) were identified. In 1984, the Public Health Service and French
scientists identified the Human Immunodeficiency Virus. The National Organ Trans-
plantation Act was signed into law. In 1985, the blood test used to detect HIV was
licensed. By June 1990, 139,765 people in the United States had HIV/AIDS, with a

60 percent mortality rate. Also in 1990, the Ryan White Comprehensive AIDS
Resource Emergency (CARE) Act began to provide support for communities to help
people with AIDS.

In 1990, the Human Genome Project was established. This was a nationally coordi-
nated effort to characterize all human genetic material by determining the complete
sequence of the DNA in the human genome. In 2000, human genome sequencing
was published.

In 1994, NIH-supported scientists discovered the genes responsible for many cases of
hereditary colon cancer, inherited breast cancer, and the most common type of kid-
ney cancer.

reformed, and the training of physicians and nurses

improved.

Evolution of Health Care Delivery in

the United States

hospitals were established in larger cities (e.g.,
Philadelphia, New York City, and Boston). As the
population of the United States increased, there was a
corresponding need for health care facilities and
trained personnel. Because the increased number of
schools and hospitals did not ensure quality, stan-
dards were later developed for hospitals and for the

The evolution of health care delivery in the United
States (Table 1-5) began with crude folk remedies
used by settlers who had to cope with epidemics, life-
threatening weather, nutritional disorders, and star-
vation. Advances in health care delivery closely
followed the changes in England and Europe, and

training of medical personnel. Health care delivery in
the twentieth century is characterized by an emphasis
on rising costs, the need for insurance, and the role of
government in the payment for services. See Chapter
9 for extensive coverage of the United States health
care reimbursement system.

Table 1-5 Evolution of Health Care Delivery in the United States

Year Event
1751 The Pennsylvania Hospital founded by Benjamin Franklin and built in 1751 is the first United States hospital.
1765 Surgeon John Morgan organized a medical faculty at the University of Pennsylvania, thereby creating the United

States’ first medical school. It was based on a curriculum that combined instruction in the arts and the classics
with practical knowledge necessary to make a living.

(Continues)
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Table 1-5 Evolution of Health Care Delivery in the United States (Continued)

Year

Event

1798

1847

1862

1872

1887

1895

1897

1898

1906

1910

1913

1917

1918

1926

1929

1935

The first Marine Hospital was funded to care for sailors. It was originally part of the Department of Treasury
because 20 cents per month was collected from seamen; later it became part of the Department of the Navy.
The American Medical Association (AMA) was founded at the Academy of Natural Sciences in Philadelphia to

elevate the standard of medical education in the United States.

The AMA was reorganized in 1901 as a national organization of state and local associations, and member-
ship increased from 8,000 physicians (1900) to 70,000 (1910), representing almost one-half of United States
physicians. Partly as a result of the AMA’s efforts, the first state licensing boards were set up in the late 1800s.

President Lincoln appointed chemist Charles M. Wetherill to serve in the new Department of Agriculture, which
became the Bureau of Chemistry, a forerunner to the Food and Drug Administration (FDA).

The officers and employees of the Kansas Pacific Railroad in Denver, Colorado, started the Clara Hospital
Association and each contributed 50 cents per month toward its support.

The federal government opened a one-room laboratory on Staten Island to conduct disease research, the
forerunner to the National Institutes of Health (NIH).

The National Medical Association (NMA) was created to represent African American physicians and health
professionals in the United States.

Osteopathic physicians founded the American Osteopathic Association (AOA) and adopted a “whole person”
approach to providing health care. The Doctor of Osteopathy (DO) particularly focuses on the musculoskeletal
system, which reflects and influences conditions associated with other body systems.

The Association of Hospital Superintendents was founded to facilitate discussion among hospital administra-
tors, and in 1906 its name was officially changed to the American Hospital Association (AHA). The AHA cur-
rently represents almost 5,000 hospitals and health care networks to advance the health of individuals and
communities and to lead, represent, and serve health care provider organizations that are accountable to the
community and committed to health improvement.

Congress passed the first Food and Drug Act, authorizing the government to monitor the purity of foods and
the safety of medicines, now a responsibility of the Food and Drug Administration (FDA).

The Carnegie Foundation for the Advancement of Teaching issued a report called Medical Education in the
United States and Canada, which was prepared by United States educator Abraham Flexner. The Flexner Report,
as it also came to be known, stated that only one of the 155 medical schools in the United States and Canada
at that time provided an acceptable medical education. That school was the Johns Hopkins Medical School,
founded in Baltimore in 1893.

The American College of Surgeons (ACS) was founded to improve the quality of care for surgical patients by
establishing standards for surgical education and practice. It adopted the “end result system of hospital stan-
dardization” developed in 1910 by Ernest Codman, MD. Hospitals tracked patients long enough to determine
whether treatment was effective, and if treatment was ineffective, hospitals would attempt to determine how
similar cases could be successfully treated in the future.

NOTE: According to their Web site, the official abbreviation for the American College of Surgeons is ACS.
Elsewhere, you might see the organization abbreviated as ACoS.

The ACS develops the Minimum Standard for Hospitals, which was one page in length and contained five points.

As part of its Hospital Standardization Program, the ACS performed on-site inspections of hospitals, with only
89 of 692 hospitals surveyed meeting requirements of the Minimum Standard for Hospitals. (The first standards
manual containing 18 pages was printed in 1926, and by 1950 the standard of care had improved with more
than 3,200 hospitals achieving approval under the program.)

General Motors established a group insurance plan contract with Metropolitan Life Insurance Company, which
provided 180,000 employees with hospitalization and surgical benefits.

The first Blue Cross plan was offered at Baylor University in Dallas, Texas, to guarantee schoolteachers 21 days
of hospital care for $6 a year. Other groups of employees in Dallas soon joined the plan, and Blue Cross began
offering private health insurance coverage for hospital care in dozens of states.

NOTE: Blue Cross usually covers the cost of hospital care.

Congress passed the Social Security Act (SSA), which did not include disability coverage or medical benefits. It
did include unemployment insurance, old-age assistance, aid to dependent children, and grants to states to
provide various forms of medical care.

(Continues)
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Table 1-5 Evolution of Health Care Delivery in the United States (Continued)

Year

Event

1939

1946

1951

1952

1953

1961

1962

1964

1965

1970s

The first Blue Shield plan was offered in California (based on a concept initiated at the turn of the century in
which employers paid monthly fees to groups of physicians who provided health care services to Pacific
Northwest lumber and mining camps).

NOTE: Blue Shield usually covers the cost of physicians’ services.

The Communicable Disease Center (CDC) was established and is the forerunner of the Centers for Disease
Control and Prevention (also abbreviated CDC).

The Hill-Burton Act (Hospital Survey and Construction Act) was passed and provided federal grants to
modernize hospitals that had become obsolete due to lack of capital investment throughout the period of the
Great Depression and World War II (1929 to 1945). In return for federal funds, facilities agreed to provide free
or reduced-charge medical services to persons unable to pay. (The program has changed over time to address
other types of infrastructure needs. It is managed by the Health Resources and Services Administration, lo-
cated in the Department of Health and Human Services.)

The Joint Commission on Accreditation of Hospitals (JCAH) was created as an independent, not-for-profit orga-
nization whose primary purpose is to provide voluntary accreditation. Its membership consisted of the Ameri-
can College of Physicians, the American Hospital Association, the American Medical Association, the Cana-
dian Medical Association, and the American College of Surgeons. (In 1987, the organization underwent a
name change to become The Joint Commission on Accreditation of Healthcare Organizations, or JCAHO, pro-
nounced jay’ ko. In 2007, the organization underwent another name change, becoming The Joint Commission.)

The Hospital Standardization Program was transferred from the ACS to the JCAH (now called The Joint
Commission), which began accrediting hospitals in January of 1953 after publishing its Standards for Hospital
Accreditation. (Hospitals were not charged for the accreditation process until 1964.)

The Department of Health, Education and Welfare (HEW) was created under President Eisenhower. (The cost of
hospital care doubled in the 1950s.)

White House Conference on Aging was held with many recommendations becoming law in the mid-1960s,
including Medicare and Medicaid, Social Security reform, and the Older Americans Act that established the
Administration on Aging and its counterpart, the State Units on Aging.

The Community Health Services and Facilities Act of 1961 funded projects for testing and demonstrating
new or improved services in nursing homes, home care services, and central information and referral centers,
and provided additional personnel to serve the chronically ill and aged. It also funded the construction of
nursing homes and the establishment of voluntary health planning agencies at local levels, resulting in com-
munity health centers to serve low-income regions.

The Migrant Health Act was passed, providing medical and support services to migrant and seasonal farm
workers and their families.

The first Surgeon General’s Report on Smoking and Health was released, becoming America’s first widely publicized
official recognition that cigarette smoking is a cause of cancer and other serious diseases.

The Medicare and Medicaid programs were enacted as part of the Social Security Amendments of 1965 (SSA of
1965), making comprehensive health care available to millions of Americans. Medicare (Title 18) is for people
65 years of age or older, certain younger people with disabilities, and people with End-Stage Renal Disease
(ESRD, which is permanent kidney failure treated with dialysis or a transplant). Medicaid (Title 19) is a joint
federal and state program that helps with medical costs for some people with low incomes and limited re-
sources. Medicaid programs vary from state to state, but most health care costs are covered for those who
qualify for both Medicare and Medicaid. Provider-based utilization review was a condition of participation in
Medicare, which helped assure medical necessity and quality of care.

The JCAH was granted deemed status by Congress as part of the SSA of 1965, which means JCAH-
accredited hospitals have met or exceeded Conditions of Participation to participate in the Medicare and
Medicaid programs. The Centers for Medicare & Medicaid Services (CMS) develop regulations to improve
quality and protect the health and safety of beneficiaries entitled Conditions of Participation (CoP) and Condi-
tions for Coverage (CfC). Health care organizations must meet these regulations to receive reimbursement from
(participate in) the Medicare and Medicaid programs.

Health care costs escalated, partially due to unexpectedly high Medicare expenditures, rapid economic inflation,
expansion of hospital expenses and profits, and changes in medical care including greater use of technology,
medications, and conservative approaches to treatment.

(Continues)



Health Care Delivery Systems ® 9

Table 1-5 Evolution of Health Care Delivery in the United States (Continued)

Year

Event

1970

1971

1972

1972

1974

1977

1979

1982

1985

The National Health Service Corps was created to improve the health of people who live in communities with-
out access to primary health care (or primary care), which is the patient’s entry to the health care system in
most non-emergency situations and encompasses preventive care, health maintenance, identification and man-
agement of common conditions, and coordination of consultations and referrals.

The National Cancer Act of 1971 was signed into law, which amended the Public Health Service Act to more
effectively carry out the national effort against cancer. This was part of President Nixon’s “War on Cancer”
and centralized research at the NIH.

Social Security Amendments of 1972 strengthened the utilization review process through formation of Profes-
sional Standards Review Organizations (PSROs)—independent peer review organizations that monitored the
appropriateness, quality, and outcome of the services provided to beneficiaries of the Medicare, Medicaid, and
Maternal and Child Health Programs. (PSROs are now called Quality Improvement Organizations, or QIOs.)

The federal Drug Abuse and Treatment Act of 1972 required that drug and alcohol abuse patient records be kept
confidential and not subject to disclosure except as provided by law. This law applied to federally assisted al-
cohol or drug abuse programs, which are those that provide diagnosis, treatment, or referral for treatment of
drug and/or alcohol abuse.

NOTE: General medical care facilities are required to comply with the legislation only if they have an identified
drug/alcohol abuse treatment unit or their personnel provide drug/alcohol diagnosis, treatment, or referral.

The Privacy Act of 1974 was implemented to (1) protect the privacy of individuals identified in information sys-
tems maintained by federal government hospitals (e.g., military hospitals) and (2) provide access to records
concerning themselves.

NOTE: While this law has no effect on records maintained by non-federal hospitals, effective April 14, 2003,
the Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires all health plans, health care
clearinghouses, and health care providers who conduct electronic financial /administrative transactions (e.g.,
electronic billing) to comply with national patient privacy standards, which contain safeguards to protect the
security and confidentiality of patient information.

The Health Care Financing Administration (HCFA), now called the Centers for Medicare & Medicaid Services,
or CMS, was created separately from the Social Security Administration, to manage Medicare and Medicaid.

The Utilization Review Act of 1977 was implemented to facilitate ongoing assessment and management of health
care services, requiring hospitals to conduct continued-stay reviews to determine the medical necessity and appro-
priateness of Medicare and Medicaid inpatient hospitalizations. Fraud and abuse legislation was also introduced.

The Department of Education Organization Act was signed into law, providing for a separate Department of
Education. Health, Education and Welfare (HEW) officially became the Department of Health and Human Ser-
vices (HHS) on May 4, 1980.

The Peer Review Improvement Act of 1982 replaced PSROs with Peer Review Organizations (PROs), which were
statewide utilization and quality control peer review organizations. (In 1985, PROs incorporated a focused
second-opinion program, which referred certain cases for diagnostic and treatment verification.)

The Tax Equity and Fiscal Responsibility Act of 1982 (TEFRA) established the first Medicare prospective
payment system, which was implemented in 1983. Diagnosis-related groups (DRGs) required acute care hos-
pitals to be reimbursed at a predetermined rate according to discharge diagnosis (instead of a per diem rate,
which compensated hospitals retrospectively based on charges incurred for the total inpatient length of stay,
usually 80 percent of charges).

NOTE: Additional prospective payment systems were implemented in subsequent years for other health
care settings. See Table 9-4 in Chapter 9.

The Consolidated Omnibus Budget Reconciliation Act (COBRA) of 1985 allowed former employees, retirees,
spouses, domestic partners, and eligible dependent children who lose coverage due to certain qualifying
events the right to temporary continuation of health coverage at group rates. Benefits can continue for 18 or 36
months, depending on the qualifying event, and premiums are calculated at 102 percent of the total premium
rate, payable by the enrollee on a monthly basis directly to the carrier. It also allowed HCFA (now called CMS)
to deny reimbursement for substandard health care services provided to Medicare and Medicaid patients.

The Emergency Medical Treatment and Labor Act (EMTALA) (antidumping statute) addressed the prob-
lem of hospitals’ failure to screen, treat, or appropriately transfer patients (patient dumping) by establishing
criteria for the discharge and transfer of Medicare and Medicaid patients.

(Continues)



10 e Chapter1

Table 1-5 Evolution of Health Care Delivery in the United States (Continued)

Year

Event

1986

1987

1988
1989

1990

1991

1993

1995
1996

1997

1999

The Omnibus Budget Reconciliation Act of 1986 (OBRA of 1986) required PROs to report cases of substandard
care to licensing and certification agencies.

The federal Health Care Quality Improvement Act of 1986 established the National Practitioner Data Bank
(NPDB), which contains information about practitioners” credentials, including previous medical malpractice
payment and adverse action history. State licensing boards, hospitals, and other health care facilities access the
NPDB to identify and discipline practitioners who engage in unprofessional behavior.

The Nursing Home Reform Act (part of the Omnibus Budget Reconciliation Act of 1987) ensured that residents
of nursing homes receive quality care, required the provision of certain services to each resident, and estab-
lished a Residents’ Bill of Rights. Nursing homes receive Medicaid and Medicare payments for long-term care
of residents if they are certified by the state in which they reside to be in substantial compliance with the re-
quirements of the Nursing Home Reform Act.

The McKinney Act was signed into law, providing health care to the homeless.

OBRA of 1989 created the Agency for Health Care Policy and Research (now called the Agency for Healthcare
Research and Quality, or AHRQ), which conducts health services research for the Department of Health and
Human Services (HHS) and complements the biomedical research mission of the National Institutes of Health
(NIH). AHRQ develops outcomes measures of the quality of health care services.

OBRA of 1990 required PROs to report adverse actions to state medical boards and licensing agencies.

The Patient Self-Determination Act required consumers to be provided with informed consent, informa-
tion about their right to make advance health care decisions (called advance directives), and information
about state laws that impact legal choices in making health care decisions. The following are examples of ad-
vance directives that will be discussed in Chapter 5.
¢ Do Not Resuscitate (DNR) Order
¢ Durable Power of Attorney for Health Care

Health Care Proxy
e Living Will
* Organ or Tissue Donation

The Workgroup on Electronic Data Interchange (WEDI) was created to reduce health care administrative costs
through implementation of the electronic data interchange (EDI), which uses national standards to transmit
data for reimbursement purposes. (ASC X12 is the national standard, which refers to the “Accredited Stan-
dards Committee X12” that is comprised of North American government and industry members who create
EDI draft standards for submission to the American National Standards Institute, or ANSI).

WEDI helped ensure passage of the Health Insurance Portability and Accountability Act (HIPAA) in 1996
and is a consultant to the Secretary of Health and Human Services for implementation of Administrative Sim-
plification HIPAA legislation.

The Vaccines for Children Program was established, providing free immunizations to all children in low-income
families.

The Social Security Administration became an independent agency on March 31, 1995.

The Health Insurance Portability and Accountability Act (HIPAA) was passed. It mandates administrative
simplification regulations that govern privacy, security, and electronic transactions standards for health care
information. HIPAA also protects health insurance coverage for workers and their families when they change
or lose their jobs. In addition, the Healthcare Integrity and Protection Data Bank (HIPDB) was created,
which combats fraud and abuse in health insurance and health care delivery by alerting users to conduct a
comprehensive review of a practitioner’s, provider’s, or supplier’s past actions.

The State Children’s Health Insurance Program (SCHIP) (or Title XXI of the Balanced Budget Act of 1997)
was established. It is a health insurance program for infants, children, and teens that covers health care ser-
vices such as doctor visits, prescription medicines, and hospitalizations.

The Ticket to Work and Work Incentives Improvement Act of 1999 was signed into law, making it possible for
millions of Americans with disabilities to join the workforce without fear of losing their Medicaid and
Medicare coverage. It also modernized the employment services system for people with disabilities. In addi-
tion, the initiative on combating bioterrorism was launched.

(Continues)
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Table 1-5 Evolution of Health Care Delivery in the United States (Continued)

Year

Event

2001

2002

2003

2005

2006

2008

2009

The Centers for Medicare & Medicaid Services (CMS) was created, replacing the Health Care Financing
Administration (HCFA). In addition, HHS responded to the nation’s first bioterrorism attack, which was the
delivery of anthrax through the mail.
CMS announced that peer review organizations (PROs) will be known as quality improvement organizations
(QIOs), and that they will continue to perform quality control and utilization review of health care furnished to
Medicare beneficiaries. Under the direction of CMS, the network of 53 quality improvement organizations is
comprised of private contractors that work with consumers, physicians, hospitals, and other caregivers to refine
care delivery systems to make sure patients get the right care at the right time, particularly among underserved
populations. The program also safeguards the integrity of the Medicare trust fund by ensuring payment is
made only for medically necessary services and investigates beneficiary complaints about quality of care.
Medicare Prescription Drug, Improvement, and Modernization Act of 2003 (MMA) was implemented. This act
¢ Provides Medicare recipients with prescription drug savings and additional health care plan choices (other
than traditional Medicare)

* Modernizes Medicare by allowing private health plans to compete

* Requires that Medicare Trustees analyze the combined fiscal status of the Medicare Trust Funds and warn
Congress and the President when Medicare’s general fund subsidy exceeds 45 percent

The Deficit Reduction Act of 2005 created the Medicaid Integrity Program (MIP), which is a fraud and abuse

detection program.

The Patient Safety and Quality Improvement Act of 2005 amends Title IX of the Public Health Service Act to

provide for improved patient safety and reduced incidence of events adversely affecting patient safety. It encour-

ages the reporting of health care mistakes to patient safety organizations by making the reports confidential and
shielding them from use in civil and criminal proceedings.

The Tax Relief and Health Care Act (TRHCA) of 2006 authorized implementation of a Physician Quality Report-

ing Initiative (PQRI), which established a financial incentive for eligible professionals who participate in a vol-

untary quality reporting program.

The Genetic Information Nondiscrimination Act (GINA) prohibits group health plans and health insurance

companies from denying coverage to a healthy individual or charging higher premiums based solely on a ge-

netic predisposition to development of a disease in the future. It also bars employers from using genetic infor-
mation when making hiring, firing, job placement, and promotion decisions.

The American Recovery and Reinvestment Act authorized an expenditure of $1.5 billion for grants for construc-

tion, renovation and equipment, and for the acquisition of health information technology systems. The Health

Information Technology for Economic and Clinical Health Act (HITECH Act) (included in American Recovery and

Reinvestment Act of 2009) amended the Public Health Service Act to establish an Office of National Coordinator

for Health Information Technology within HHS to improve health care quality, safety, and efficiency and to

lead the implementation of a nationwide interoperable, privacy-protected health information technology

infrastructure.

Exercise
Delivery

Short Answer: Identify the significant historical event
that occurred in each year.

1. 1847
2. 1898
3. 1913
4. 1965

5. 1985
6. 1996
7. 1997
8
9

1-1 History of Medicine and Health Care

. 2001
. 2002
10. 2003
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CONTINUUM OF CARE

A complete range of programs and services is called a
continuum of care, with the type of health care indicat-
ing the health care services provided. The Joint Commis-
sion defines the continuum of care as “matching an
individual’s ongoing needs with the appropriate level
and type of medical, psychological, health or social
care or service.” The continuum of care contains three
levels: primary, secondary, and tertiary.

Primary care services include preventive and acute
care, are referred to as the point of first contact, and are
provided by a general practitioner or other health pro-
fessional (e.g., nurse practitioner) who has first contact
with a patient seeking medical treatment, including gen-
eral dental, ophthalmic, and pharmaceutical services.
These services are usually provided in an office setting
where the care is continuous (e.g., quarterly office visits
for a chronic condition) and comprehensive (e.g., pre-
ventive and medical care). The primary care provider
manages and coordinates the patient’s care, including
referring the patient to a consultant for a second opinion.
Primary care services include the following;:

* Annual physical examinations

 Early detection of disease

e Family planning

* Health education

¢ Immunizations

* Treatment of minor illnesses and injuries
* Vision and hearing screening

Secondary care services are provided by medical
specialists or hospital staff members to a patient whose
primary care was provided by a general practitioner
who first diagnosed or treated the patient (the primary
care provider refers the patient to the specialist).

EXAMPLE

A family practitioner sees a patient with an unusual res-
piratory condition, provides primary care, and refers the
patient to an internist who specializes in respiratory dis-
orders; the internist then becomes the source of sec-
ondary care.

NOTE: In the United States, self-referral is often
performed by patients seeking secondary care ser-
vices (instead of being referred by a primary care
provider). This is a very different practice from that
performed in the United Kingdom and Canada,
where all patients must first seek care from a primary
care provider (e.g., emergency department physician,

general practitioner) who decides whether to refer the
patient to secondary or tertiary care providers. If a re-
ferral is not made by a primary care provider, the sec-
ondary care provider is not reimbursed by the
nationally funded health care system.

Tertiary care services are provided by specialized
hospitals equipped with diagnostic and treatment facil-
ities not generally available at hospitals other than pri-
mary teaching hospitals or Level I, II, III, or IV trauma
centers (Table 1-6). This level of service is also provided
by doctors who are uniquely qualified to treat unusual
disorders that do not respond to therapy that is gener-
ally available as secondary medical services. Stabiliza-
tion services are provided by a tertiary care facility or a
designated level IV trauma center when it is necessary
to ensure, within reasonable medical probability, that
no material deterioration of a patient’s medical condi-
tion is likely to result from or occur during the transfer
of the patient to a tertiary care facility.

The following facilities, procedures, and services
are associated with tertiary care centers:

¢ Burn center treatment

* Cardiothoracic and vascular surgery

¢ Inpatient care for AIDS patients

* Magnetic resonance imaging (MRI)

* Neonatology level III unit services

¢ Neurosurgery

* Organ transplant

* Pediatric surgery

¢ Positron emissions tomography (PET)

* Radiation oncology

* Services provided to a person with a high-risk
pregnancy

e Services provided to a person with cancer

* State-designated trauma centers

¢ Trauma surgery

Quaternary care is considered an extension of “ter-
tiary care” and includes advanced levels of medicine
that are highly specialized, not widely used (e.g., ex-
perimental medicine), and very costly. Quaternary
care is typically provided by tertiary care centers.

Exercise 1-2 Continuum of Care

True/False: Indicate whether each statement is True

(T) or False (F).

1. Primary care services include patient immuniza-
tions and education.

2. Secondary care services include a patient being
seen by a specialist because of angina.
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Table 1-6 Tertiary Care—Level |, 11, 11l, and IV Trauma Centers
I

Criteria

Level | Level Il Level Il Level IV

Also called a regional trauma center

Provides the highest level of comprehensive care
for severely injured adult and pediatric patients with
complex, multi-system trauma

Has the capability of providing total patient care for
every aspect of injury from prevention through
rehabilitation

Emergency physician, general surgeon,
anesthesiologist, and nursing and ancillary
personnel who can initiate immediate surgery are
in-house and available to the patient upon arrival at
the emergency department

Broad range of sub-specialists are on-call and
promptly available to provide consultation or care

Provides care for severely injured adult and
pediatric patients with complex trauma

Physicians are Advanced Trauma Life Support
(ATLS) trained and experienced in caring for
traumatically injured patients; nurses and
ancillary staff are in-house and immediately
available to initiate resuscitative measures

Board-certified general surgeon and anesthesiologist
are on-call and available to the patient

Comprehensive diagnostic capabilities and
supportive equipment are available

Provides initial evaluation and stabilization,
including surgical intervention, of severely injured
adult or pediatric patients

Provides comprehensive inpatient services to those
patients who can be maintained in a stable or
improving condition without specialized care

Critically injured patients who require specialty care
are transferred to a higher level trauma system
hospital in accordance with pre-established criteria

X
X

5.

Stabilization services are provided by a tertiary
care facility to ensure that no material deterioration
of a patient’s medical condition occurs during the
transfer to another facility.

Tertiary care services include a patient’s annual
history and physical.

The continuum of care contains two levels.

HEALTH CARE FACILITY OWNERSHIP

Hospital ownership is either for-profit (privately
owned and excess income is distributed to share-
holders and owners) or not-for-profit (excess income is
reinvested in the facility) and categorized according to:

* Government (not-for-profit)
* Proprietary (for-profit)
* Voluntary (not-for-profit)

Government-supported hospitals (or public
hospitals), representing about 25 percent of all health
care facilities in the United States, are not-for-profit,
supported by local, regional, or federal taxes, and op-
erated by local, state, or federal governments.

EXAMPLE 1

Department of Veterans Affairs (VA) manages health
care benefits for veterans (individuals who have served
in the United States military), who are eligible to receive
care at VA Medical Centers (VAMC) located throughout
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the United States. The VA also operates ambulatory care
and community-based outpatient clinics, nursing homes,
domiciliaries, and comprehensive home-care programs.

EXAMPLE 2

The Department of Defense establishes military treat-
ment facilities for active personnel and their dependents.

EXAMPLE 3

States own and operate behavioral health care facilities.

EXAMPLE 4

Municipalities (cities) own and operate hospitals.

Proprietary hospitals represent about 15 percent of
all health facilities in the United States, and they are
for-profit and owned by corporations (e.g., Humana),
partnerships (e.g., physicians), or private foundations
(e.g., Tarpon Springs Hospital Foundation, Inc.,
which does business as Helen Ellis Memorial Hospi-
tal in Tarpon Springs, Florida). Corporations often
own a chain of hospitals located in several states, and
they may own nursing homes and other types of
health care facilities as well.

Voluntary hospitals represent about 60 percent of
all health care facilities in the United States, and they
are not-for-profit. These hospitals are operated by re-
ligious or other voluntary groups (e.g., Shriners).

Teaching hospitals can be government (not-for-
profit), proprietary (for-profit), or voluntary (non-
profit), and they are affiliated with a medical school.
They include 24-hour access to physician care and the
latest therapies; and in addition to treating patients,
they are training sites for physicians and other health
professionals. Many of the physicians in a teaching
hospital are interns and residents who work under
the supervision of senior staff physicians. Historically,
the term intern was used to designate a physician
in the first year of graduate medical education (GME),
which ordinarily immediately follows completion
of the four-year medical curriculum. Since 1975,
the Accreditation Council for Graduate Medical
Education (ACGME) has not used the term intern, re-
ferring to individuals in their first year of GME as res-
idents (although they still complete an internship). A
resident is a physician who has completed an intern-
ship and is engaged in a program of training designed
to increase his or her knowledge of the clinical disci-
plines of medicine, surgery, or any of the other special
fields that provide advanced training in preparation

for the practice of a specialty. A chief resident is a
physician who is in his or her final year of residency
(e.g., surgery) or in the year after the residency has
been completed (e.g., pediatrics); the chief resident
plays a significant administrative or teaching role in
guiding new residents.

Exercise 1-3 Health Care Facility Ownership

Fill-In-The-Blank: Enter the appropriate term(s) to
complete each statement.

1. Ahospital that is affiliated with a medical school is
called a

2. A physician who has completed an internship and
is engaged in a program of training designed to in-
crease his or her knowledge of the clinical disci-
plines to prepare for a practice of specialty is called
a(n)

3. A hospital that is privately owned and distributes
excess income to shareholders and owners is

4. Public hospitals represent about 25 percent of all
health care facilities in the United States and are
also known as

5. Voluntary hospitals are not-for-profit and repre-
sent about percent of all health
care facilities in the United States.

HEALTH CARE FACILITY
ORGANIZATIONAL STRUCTURE

Most health care facilities utilize a top-down format so
that authority and responsibility flow downward
through a chain of command (Figure 1-1). Members of
the organization include the following;:

* Governing board

Administration

Medical staff

Departments, services, and committees
Contracted services

Governing Board

The governing board (or board of trustees, board of
governors, board of directors) serves without pay, and
its membership is represented by professionals from
the business community. It has ultimate legal authority
and responsibility for the hospital’s operation and is
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Medical Staff
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Figure 1-1

responsible for the quality of care administered to pa-
tients. The governing board is also responsible for:

* Hospital organization, management, control and
operation, and for appointing the medical staff

e Abiding by the hospital’s written constitution and
bylaws, which clearly outline its organization, du-
ties, responsibilities, and relationships with other
members of the hospital team

¢ Conducting regular meetings (usually monthly)
with minutes of meetings documented

* Hiring a competent administrator and delegating
to that person the authority and responsibility for
carrying out hospital policies

¢ Ensuring that competent, well-qualified personnel
are employed in adequate numbers to carry out the
functions of the hospital

¢ Providing a mechanism for assisting employees in
addressing physical and mental health problems

* Maintaining standards of professional work in the
hospital and requiring that the medical staff func-
tion competently

Administration

The hospital administration serves as liaison between
the medical staff and governing board and is
responsible for developing a strategic plan for

Diagnosis Therapeutic Environmental & General
Services Services Physical Plant Services
* Audiology + Dental * Central Supply * Billing
* Cardiology * Dietary * Engineering e Health Information
+ Emergency Room * Nursing * Housekeeping * Human Resources
* Laboratory * Pharmacy * Maintenance * Medical Library
* Neurology * Physical Therapy * Physical Plant « Patient Education
* Pathology » Respiratory « Etc * Patient Registration
+* Radiology Therapy * Unit Coordinators
» Etc. + Etc. + Etc.

Hospital Organization Chart (Courtesy Delmar/Cengage Learning.)

supporting the mission and goals of the organization.
In addition to the hospital administrator (Chief Execu-
tive Officer, or CEO), the following positions, which re-
port to the CEO, may exist in the hospital organization:

e Chief Financial Officer (CFO), responsible for
financial operations (e.g., accounting, billing,
payroll)

e Chief Information Officer (CIO), responsible for in-
formation resources management (e.g., financial,
administrative, and clinical)

e Chief Operating Officer (COQO), responsible for
overseeing specific departments (e.g., ancillary
services)

Medical Staff

The medical staff consists of licensed physicians and
other licensed providers as permitted by law (e.g.,
nurse practitioners and physician assistants) who are
granted clinical privileges. The governing board dele-
gates authority and responsibility to maintain proper
standards of medical care and to provide well-defined
patient care services to the medical staff. Licensed
physicians include Doctors of Osteopathy (DO),
Medical Doctors (MD), Doctors of Podiatric Medicine
(DPM), and Doctors of Dental Surgery (DDS). The
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medical staff is organized into clinical departments
according to medical specialty (Table 1-7), with a
chairperson appointed to each department, and mem-
bers serve on medical staff committees (Table 1-8) and
hospital committees (Table 1-10).

NOTE: House officers are physicians whose only
job is to work at the facility treating patients. They are
considered employees of the facility.

The medical staff appointment procedure is per-
formed every two years and follows these steps:

1. Physician completes application for clinical privileges

2. Medical staff coordinator conducts preliminary
evaluation, verifying the applicant’s

Education (medical school)

Physical health status

Experience (internship and/or residency)

Request for medical staff category

References as to ethical character

Liability history (malpractice)

State licensure

Office of Professional Conduct report

Drug Enforcement Agency (DEA) license
The medical staff coordinator also references the
(1) National Practitioner Data Bank (NPDB), which
contains reports on medical malpractice payments
and adverse licensure actions, clinical privilege
actions, and professional society membership
actions; and (2) Healthcare Integrity and Protection
Data Bank (HIPDB), which serves to alert users
about a comprehensive review of a practitioner's,
provider's, or supplier's past actions.

3. Medical Staff Credentials Committee reviews and
verifies application and submits recommendation
to Executive Committee

4. Medical Staff Department Chairperson reviews
application

5. Executive Committee reviews application and rec-
ommendations, votes, and makes recommendation
to Medical Staff

6. Medical Staff votes on application at its monthly
meeting

7. Governing Board votes on application (approves
or rejects application)

Medical staff membership categories include:

* Active (delivers most hospital medical services,
performs significant organizational and adminis-
trative medical staff duties)

* Associate (advancement to active category is being
considered)

¢ Consulting (includes highly qualified practitioners
available as consultants when needed)

* Courtesy (admits an occasional patient to the hos-
pital)

* Honorary (includes former members who are hon-
ored with emeritus status and other outstanding
practitioners whom the medical staff wish to honor)

The medical staff creates and votes on bylaws
(rules that delineate medical staff responsibilities) and
rules and regulations (procedures based on federal
and state regulations, and accreditation standards,
which clarify bylaws).

NOTE: Hospital medical staffs used to be categorized
as open or closed. Hospitals that had an open medical
staff allowed any physician in the community to admit
and treat inpatients. Hospitals with a closed medical
staff required physicians to undergo the previous cre-
dentialing process. Open medical staffs proved to be a
danger to patients when it was determined that indi-
viduals who were not actual physicians were admit-
ting and treating inpatients. Thus, hospitals adopted
the closed medical staff model. Interestingly, mention
is rarely made of open versus closed medical staff mod-
els in medical literature—this is probably due to the
closed model having become the standard.

Hospital Departments, Services,
and Committees

Quality patient care delivery requires the coordinated
effort of hospital departments, contract services, and
hospital committees. Hospital departments (Table
1-9) include those that provide direct patient care as
well as ancillary (e.g., clinical laboratory) and support
services (e.g., health information department). Hospi-
tals contract with agencies and outside organizations
to provide certain services, including health informa-
tion management functions. Hospital committees
(Table 1-10) are multidisciplinary, and composition
consists of representation from hospital departments
and the medical staff.

Successful Meetings

Hospital committees are central to a facility’s activi-
ties and provide a forum during which decisions are
made that impact the entire organization. Each com-
mittee must work as a team and be well structured
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Medical Specialty

Description

Allergy & Immunology

Anesthesiology

Colon & Rectal Surgery

Dermatology

Family Practice

General Surgery

Gynecology

Internal Medicine

Medical Genetics

Neurology

Obstetrics

Ophthalmology

Orthopedics
Otorhinolaryngology

Plastic & Reconstructive Surgery
Psychiatry

Radiology

Thoracic Surgery

Urology

Evaluation and treatment of immune system disorders (e.g., asthma, anaphylaxis,
eczema, rhinitis, adverse reactions to drugs/foods/insect stings, and so on)

Assessment of patient risks for undergoing surgery, management of pain relief, mon-
itoring of patients during and after surgery (postanesthesia recovery), and resusci-
tative care of patients with cardiac or respiratory emergencies (assessment of need
for artificial ventilation)

Diagnosis and medical/surgical treatment of diseases in the intestinal tract, colon,
rectum, anal canal, perianal region, and related organs and tissues (e.g., liver, uri-
nary and female reproductive system)

Diagnosis and treatment of skin disorders (e.g., contact dermatitis, benign and malig-
nant lesions or growths, and so on) and cosmetic disorders of the skin (e.g., scars)

Management of an individual’s or family’s total health care, including geriatrics,
gynecology, internal medicine, obstetrics, pediatrics, psychiatry, with an emphasis
on preventive and primary care

Management of conditions for which general surgery is warranted (e.g., appendec-
tomy, tonsillectomy, hernia repair, and so on), including diagnosis and preopera-
tive, intraoperative, and postoperative care to surgical patients

Diagnosis and treatment (including preventive management) of female reproductive
and urinary system disorders

Management of common and complex illnesses of patients of all ages (e.g., cancer,
infections, diseases of blood, digestive, heart, joints, kidneys, respiratory and vas-
cular systems). Primary care internal medicine includes disease prevention, mental
health, substance abuse, and wellness. Subspecialties include:

* Adolescent medicine
* Cardiovascular medicine
* Critical care medicine
¢ Electrophysiology

e Endocrinology

* Gastroenterology

¢ Geriatrics

* Hematology

¢ Immunology

¢ Infectious disease

* Nephrology

* Oncology

* Pulmonary medicine
* Rheumatology

* Sports medicine

Diagnosis and treatment of patients with genetically linked diseases

Diagnosis and treatment of disorders of the nervous system

Management of pregnancy, from prenatal to puerperium

Diagnosis and treatment of eye disorders

Diagnosis and treatment of musculoskeletal disease and injury

Diagnosis and treatment of ear, nose, and throat diseases

Surgery for the purpose of reconstructing, repairing, or restoring body structures

Diagnosis and treatment of behavioral health diseases

Diagnosis of diseases and injuries using radiologic methods (e.g., electromagnetic
radiation, X-ray, radionuclides, and ultrasound). Treatment of diseases (e.g., can-
cer) using radiant energy (e.g., radiation oncologist)

Surgical management of disease within the chest (e.g., coronary artery disease, lung
cancer, and so on)

Diagnosis and treatment of disorders of the genitourinary system and the adrenal
gland
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Table 1-8 Medical Staff Committees

Medical Staff Committee Description

Credentials Committee Reviews and verifies medical staff application data

Ethics Committee Meets as needed in order to discuss ethical problems

Executive Committee Acts on reports and recommendations from medical staff committees
Joint Conference Committee Serves as liaison between governing body and administration

Table 1-9 Hospital Departments

Department Description

Admitting (Patient Registration) ¢ Registers emergency patients, inpatients, and outpatients

* Obtains patient signature for consent to general medical treatment and release of
information for insurance purposes

* Provides patients with advance directive materials (e.g., living will, health care proxy,
and do not resuscitate, or DNR). A health care proxy is a legal document (recognized
by New York State) in which the patient chooses another person to make treatment
decisions in the event the patient becomes incapable of making these decisions. A
living will contains the patient’s instructions about the use of life-sustaining treat-
ment. A do not resuscitate (DNR) order is documented in the patient’s medical
record by the physician. It instructs medical and nursing staff to not try to revive the
patient if breathing or heartbeat stops.

Biomedical Engineering * Maintains all clinical equipment used at the facility
Business Office * Accounting (prepares annual operating and capital budgets, and conducts annual
facility audit)

* Accounts payable (processes invoices for purchased services and products)

* Patient accounts (processes patient bills and insurance claims)

* Payroll (prepares and edits payroll)

Case Management e Initiates discharge planning process upon inpatient admission
(Discharge Planning) * Generates a discharge planning worksheet, which is used as an assessment tool to

identify patients who may require post-hospital services on discharge

¢ Discusses discharge plans with patients and their families on admission and during
the hospital stay

° Prepares a discharge plan to help determine home needs, assist in planning for
needed medical equipment, helps in choosing a facility for care if the patient is un-
able to return home, and facilitates discharge to home or transfer to another facility

Central Sterilizing Service * Processes surgical instruments and supplies
Chaplain * Meets spiritual and religious needs of patients and families
Clinical Laboratory e Conducts diagnostic tests ordered by physicians on samples of body fluids, body tis-

sues, and body wastes

* Information obtained from tests helps physicians diagnose illness, monitor treat-
ment, and check general health. Results from tests are reported to physicians, who
interpret them and explain them to patients

¢ Directed by a pathologist, a physician employed by the hospital who has special
training in clinical and laboratory sciences. Staffed by medical technologists, medical
technicians, and assistants

Community Relations * Communicates special events, media concerns, and hospital publications to the
(Public Relations) public
Compliance ¢ Facility-wide program that monitors standards of conduct, offers educational

programs, implements sanctions for noncompliance, and maintains a confidential
integrity hotline to report concerns about possible legal and ethical violations

(Continues)
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Table 1-9 Hospital Departments (Continued)

Department

Description

Durable Medical Equipment
Electroneurodiagnostic Testing
Emergency Room

Employee Assistance Program

(EAD)
Employee Health Services

Environmental Services

Health Information Management
Services (Medical Records)

Hospice Care

Human Resources

Information Systems

Legal Services

Medical Education
Medical Library

Medical Staff

Nursing

Nutrition and Food Service

Provides patients with medical equipment to facilitate continuity of quality care
from hospital to home

Provides electroneurodiagnostic testing to patients with neurological diseases,
including routine electroencephalogram (EEG), sleep deprived EEG, auditory
evoked potential, visual evoked potential, and somatic sensory potential

Provides crisis care 24 hours per day after triage (organized method of identifying
and treating patients according to urgency of care required)

Provides professional guidance to employees and family members when personal
or work-related problems become difficult to manage

Coordinates and monitors health-related activities for employees (e.g., employment
screening physical, drug testing, and so on)

Provides general housekeeping services for the hospital, cleaning and disinfecting all
patient and non-patient areas of the hospital

Disposes of regular and medical waste

Distributes linens throughout the facility

Provides general housekeeping services required for health safety and patient care
Maintains complete inpatient, outpatient surgery, and emergency records in a
confidential manner. Releases information only with patient’s written authorization
or with a court order

Transcribes medical dictation. Assembles, analyzes, codes, and abstracts patient
records. Assigns standardized codes to diagnoses and procedures, which are used
for statistical reports, strategic planning, mandatory reporting to state agencies, and
insurance processing

Files, retrieves, and tracks patient records to assist physicians and nursing staff in
providing patient care. Retrieves, stores, and processes cancer case data

Provides services to patients and families using an interdisciplinary team approach
that includes the attending physician, nurses, social service counselors, home health
aides, volunteers, and so on

Conducts an orientation program to acclimate new employees to their work environment
Manages the employee benefit program (e.g., vacation time, health insurance, and so on)
Advertises employment opportunities and screens prospective employees

Manages information resources and provides computing services to facility and
medical staff

Reviews policies (e.g., patient e-signature, web portal identification) and other docu-
ments (e.g., articulation agreements with college health information management
academic programs) for hospital departments

Coordinates the internship and residency programs

Contains health care books, journals, audio-visual materials, as well as Internet
access to health care information

Is linked to public, private, and medical libraries nationwide through mail, phone,
fax, and computer

Provides library services and resources to hospital and medical staff (and to patients
when coordinated through nursing and medical staff)

Serves as liaison between the medical staff members and administration

Verifies physician credentials

Coordinates continuing medical education programs

Records minutes at committee meetings and physician functions

Provide 24-hour patient care to inpatients, outpatients, and emergency department
patients

Manages production and service of meals for patients, staff, and visitors

Registered dietitians provide nutrition care for inpatients and clients in ambulatory
settings

(Continues)
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Table 1-9 Hospital Departments (Continued)

Department

Description

Occupational Therapy
Operating Room Suite

Patient Advocacy

Patient Education
Performance Improvement (PI)

Pharmacy

Physical Therapy

Plant Operations and
Maintenance

Preadmission Testing (PAT)

Purchasing

Serves patients who have experienced loss of function resulting from injury or disease
Includes operating rooms with scrub areas, equipment and instrument storage,
dressing rooms, and recovery rooms

Serves as a representative for patients who express commendation or concern about

the hospital to uphold care, ethics, moral, and operational standards

Helps patients make informed decisions to better manage health care needs

Facilitates desired outcomes by monitoring and evaluating the quality and appropri-

ateness of patient care, measuring both process and outcome and conducting trend

analyses, pursuing opportunities to improve patient care, ensuring high-quality care,
and developing standards for monitoring quality of care

Six Sigma is a tool that was introduced to streamline processes and improve the

quality of health care delivery. It involves a rigorous data-driven, decision-making

process and uses a systematic five-phase, problem-solving process abbreviated as

DMAIC (Define, Measure, Analyze, Improve, and Control)

Performance improvement in health care has evolved since its inception in the 1970s,

and although the following are often used interchangeably with PI, each has a

unique definition:

* Quality Assurance (QA): reviewing problems on a retrospective basis by performing
medical audits (or quality review studies or focus review studies), which involved re-
viewing patient records according to pre-established criteria; the problem with QA
was that it assumed that a certain level of error was normal (and therefore acceptable).

e Continuous Quality Improvement (CQI): replaced QA in the 1980s to provide an on-
going proactive data-driven process to assess ways to improve patient care; CQIl is a
tool that can be used to respond to identified problems, prevent problems, and im-
prove upon the status quo. (Quality improvement [QI] has its origin in engineering,
statistics, and management, and investigates the steps to be performed to make
sure correct procedures are followed. PI has its origins in the behavioral sciences.)

* Total Quality Management (TQM): a management philosophy that emphasizes a com-
mitment to excellence throughout the organization; implemented in combination
with CQI.

* Quality Management (QM): ensures patient access to quality health care by coordi-
nating physician credentialing, clinical assessment activities, and utilization man-
agement functions; performance improvement is one aspect of QM.

Supplies all medications administered to patients during hospitalizations

Pharmacists review physician medication orders, maintain and review individual pa-

tient medication profiles, and provide drug information to health care team members

Directed by a registered pharmacist who ensures safe and effective drug therapy in

accordance with physicians’ orders

Uses physical agents of exercise, massage, and other modalities

Repairs and maintains non-medical equipment

Maintains building and grounds, and heating and cooling systems

Patients visit PAT prior to elective admission (inpatient or outpatient surgery) to reg-

ister with Admitting, undergo preoperative nursing assessment, and receive preanes-

thesia evaluation by an anesthesiologist

Phlebotomists draw blood samples for preoperative testing

Electrocardiograms and chest X-rays are performed if ordered

PAT results are documented in the patient’s records and are available to the patient

care team prior to the patient’s admission

Procures equipment, products, and services

Rents and leases equipment

Issues documents (e.g., purchase orders) that commit facility funds for future pur-

chase of products and services

(Continues)
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Table 1-9 Hospital Departments (Continued)

Department Description
Radiation Oncology Provides radiation therapy for cancer patients, including:
¢ Clinical scoring of late effects (measures the amount of toxic radiation received)
¢ Radiation dosimetry (develops dose delivery mechanisms that minimize treatment of
non-target tissue while optimizing tumor control)
Radiology Provides image-guided procedures for inpatients and outpatients, including:

Recreation Therapy
Rehabilitative Services
Respiratory Therapy
Respite Care

Risk Management

Safety Management
Social Services

Speech and Language
Pathology

Telemedicine

Utilization Management

e Computerized tomography (CT Scan) in which the source of X-ray beams rotates around
the patient, the beams are detected by sensors, and information from sensors is computer
processed and displayed as an image on a video screen

* Magnetic resonance imaging (MRI), which uses a large magnet that surrounds the pa-
tient, along with radio frequencies and a computer, to produce images

° Mammography, a method for detecting early-stage breast abnormalities

* Nuclear medicine, which uses very small amounts of radioactive materials or
radiopharmaceuticals to study organ function and structure and to treat disease (radio-
pharmaceuticals are substances that are attracted to specific organs, bones, or tissues)

¢ Positron emission tomography (PET), which measures radioactive tracers (e.g., radioac-
tive glucose) injected into the body

e Radiography (X-rays), which detect disease or injury in the body when an image (X-ray
film) is produced as the result of passing a small amount of radiation through the body to
expose sensitive film on the other side

e Ultrasonography, which uses high-frequency sound waves to study parts of the body, in-
cluding the heart and vessels, to generate an image of the area being studied

Directed by a radiologist, a physician employed by the hospital who has specialized train-

ing in radiology. Staffed by registered X-ray technicians

NOTE: Patients who undergo a radiological procedure (X-ray, CT scan, mammogram, etc.)

receive bills from both the facility and the radiologist (interpretation)

Restores, remediates, and rehabilitates patients to improve functioning and independence,

as well as reduce or eliminate the effects of illness or disability

See Occupational Therapy, Physical Therapy, and Speech and Language Pathology

Supplies oxygen, breathing aids, prescribed inhalants, and other aids for patients with respi-

ratory distress

Directed by a qualified therapist who follows physicians” orders

Inpatient care provided to homebound hospice patients (e.g., AIDS, Alzheimer’s, cancer,

etc.) to provide primary caregivers with temporary relief from care

Promotes delivery of quality health care and safety

Identifies and controls hazards and injuries, and protects the facility resources

Recipient of all incident reports

Risk manager works with the facility’s insurance company and attorney when lawsuits are filed

Provides patients, personnel, and visitors with a physical environment free of recognized hazards

Manages activities to reduce the risk of injuries

Assists patients and families in locating resources that are specific to their health care needs

Evaluates, diagnoses, plans, and provides therapy to patients with speech, language,

and swallowing difficulties

Utilizes speech technologies to improve communication skills

Services are provided by licensed speech and language pathologists who are employed by

(or may contract with) the hospital

Connects practitioners and patients through on-line consultation with specialists, live and in-

teractive clinical and educational programs, and custom or Internet-based video streaming

Reviews and/or recommends admission for all levels of care. Monitors appropriate levels of

care, assesses compliance with stated standards, and monitors utilization of patient care de-

livery resources

Works with case managers from insurance companies to determine whether an admission is

appropriate and to agree on an appropriate length of stay

(Continues)
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Table 1-9 Hospital Departments (Continued)
. ________________________________________________________________________________________________________________________________________________________________________________|

Department Description
* Follows Medicare conditions of participation with respect to admissions and trans-
fers to lower levels of care
Volunteer * Feed and transport patients, deliver flowers and mail, staff the gift shop, assist visi-

tors at the information desk, and work as clerical and support staff

Table 1-10 Hospital Committees

Committee

Description and Functions

Disaster Control

Drug Utilization Review
(or Pharmacy and Therapeutics)

Education

Finance

Forms

Health Information

Infection Control
Quality Management
Risk Management
Tissue Review

Transfusion
Utilization Management

Responsible for establishing a disaster plan, a requirement of state licensure and
compliance with The Joint Commission standards. The committee assesses the facility’s
capability of responding to a disaster, including potential problem areas and other con-
cerns. Membership includes representation from every department in the facility
(A disaster recovery plan ensures an appropriate response to internal and external
disasters (e.g., explosion) that may affect hospital staff, patients, visitors, and the com-
munity. The plan identifies responsibilities of individuals and departments during the
management of a disaster situation.)

Responsible for maintaining the formulary (updated list of medications and
related information, representing the clinical judgment of physicians, pharmacists,
and other experts in the diagnosis and/or treatment of disease and promotion of
health), performing drug use evaluation, and developing policies and procedures
regarding medications in all clinical areas

An interdisciplinary committee that determines facility-wide education and training
needs (e.g., disaster preparedness, new regulations, patient safety, and so on) and
facilitates scheduling of in-service training for staff

Responsible for establishing guidelines and protocols for the management of funds
within the facility

Reviews proposals for new patient record forms to ensure consistency with facility
standards, reduces the number (wherever possible), consolidates patient informa-
tion, enhances quality of documentation, and complies with regulatory agencies.
Membership usually includes health information department management staff
who meet with individuals submitting proposals

Responsible for ongoing review of patient records for timely completion and quality
of documentation

NOTE: In facilities where the information management department combines
information technology services and health information management, an “informa-
tion management team” meets to resolve issues related to (1) the impact of regula-
tions (e.g., HIPAA) and information technology (e.g., electronic health record) on
health care delivery; (2) problems regarding patient record documentation, including
forms design; and (3) interdisciplinary record review (that is performed by separate
teams comprising staff members and managers from all disciplines). Team member-
ship usually includes the facility’s CEO, CFO, director of patient care services, direc-
tor of information management, quality/risk manager, and medical director.

Involved in prevention and correction of hospital-originated infections (nosocomial
infections)

Concerned with quality of care provided to the patient

Responsible for coordinating and monitoring risk management activities, analyzing
trends of incidents, and establishing priorities for dealing with high-risk areas. The
goal is to ensure patient safety

Responsible for reviewing preoperative and pathologic diagnosis to determine the
medical necessity for surgery

Responsible for reviewing blood transfusion records to determine proper utilization

Concerned with appropriate use of resources in providing patient care




and organized. Effective committee meetings are
chaired by a person who is responsible for overseeing
the committee and establishing an agenda for each
meeting. Committee members must actively partici-
pate and be prepared to accept their roles and respon-
sibilities during each meeting. The structure of a
committee meeting can be formal or informal, and the
purpose of the meeting will determine the structure.

EXAMPLE

Meetings conducted by the executive committee of the
medical staff meeting will be formal, but a temporary
committee that meets to plan for the annual holiday
party will be informal.

Prior to any meeting the chairperson establishes an
agenda, which is a listing of all items of business to be
discussed. The chairperson and secretary are largely
responsible for preparing the final meeting agenda,
with the secretary responsible for circulating the
agenda along with other documents to committee
members prior to the meeting so members have time
to review the items. It is common practice to arrange
an agenda according to the following headings:

* Review of minutes of the previous meeting

* Old business (matters arising from the previous
meeting)

* Member reports

* New business (items for decision, arranged in or-
der of importance)

e Items for information or correspondence

e Other business (deals with items unknown to the
chairperson when agenda was created but which
are too urgent to table until the next meeting)

¢ List of documents circulated prior to the meeting

* Date, time, and location of next meeting

To document items discussed during meetings, the
secretary records minutes, which are concise, accurate
records of actions taken and decisions made during the
meeting. The minutes should not contain lengthy ac-
counts of discussions, but should serve as a summary
of items discussed. The following information should
be included when preparing committee minutes:

¢ Date, place, and time of the meeting
* Members present
* Members absent
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* Guests present

* Items discussed

* Actions taken

* Time meeting was adjourned

e Location, time, and date of next meeting
* Secretary’s name and signature

NOTE: A committee member who is assigned a task
or volunteers for an assignment should be clearly in-
dicated by name and responsibility accepted.

At more formal meetings during which legal busi-
ness transpires, the minutes should also include:

* Decisions made

* Action required to implement decision

* Who will act to carry out the decision

* Any deadlines associated with the decision

* Full text of motions and amendments

* Names of proposer and seconder for each motion
* Results of votes, as announced by chairperson

When taking minutes, the secretary should docu-
ment key items and statements to record “who says
what,” keeping each item separate under the headings
outlined in the agenda. When recording minutes, mem-
bers should be referred to by their full name (not by ini-
tials or first names), and abbreviations should not be
used. Minutes should be an objective and impartial
recording of the facts of the meeting without any edito-
rial comments or opinions. Minutes should be prepared
as soon as possible after the meeting is concluded, and
the chairperson or another committee member should
review them. Notes taken during the meeting should
be kept until the following meeting. After the minutes
have been approved by the committee at the next meet-
ing, the chairperson should sign them.

NOTE: Minutes of a hospital (or medical staff)
committee document facility and patient care issues,
are considered confidential and privileged, and are
protected from discovery (e.g., subpoena duces
tecum) except in a legal action brought by a quality-
management committee (e.g., to revoke a physician’s
license) or a legal proceeding alleging malpractice.

Health Information Department

The health information department is responsible for
allowing appropriate access to patient information in
support of clinical practice, health services, and
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medical research, while at the same time maintaining
confidentiality of patient and provider data. Health
information services (Figure 1-2) include:

* Department administration
 Cancer registry

¢ Coding and abstracting

¢ Image processing

 Incomplete record processing

* Medical transcription

* Record circulation

* Release of information processing

Department Administration

Health information department administrative func-
tions are directed by registered health information
administrators (RHIAs) and registered health infor-
mation technicians (RHITs) and include (1) develop-
ing, monitoring, and improving systems related to the
establishment, maintenance, control, and dissemina-
tion of medical records and related patient informa-
tion; (2) planning activities of subordinate managers
and staff to ensure continuous quality operation; and
(3) participating in a variety of committee, team, and
work group activities that monitor, establish policies
and procedures for, and enhance the quality of patient
care, education, financial, and management practices.

CANCER REGISTRY

Cancer registry functions are performed by individu-
als who are credentialed as certified tumor registrars
(CTRs) and include using computerized registry soft-
ware to conduct lifetime follow-up on each cancer pa-
tient; electronically transmit data to state and national
agencies (e.g., Georgia Center for Cancer Statistics,
ACS National Cancer Data Base) for use at local, re-
gional, state, and national levels; and generate reports
and information for requesting entities (e.g., physi-
cians). Other responsibilities include coordinating the
national survey process through the ACS Commis-
sion on Cancer, scheduling weekly cancer conferences
(in which multidisciplinary staff examine and discuss
unique cancer cases), arranging monthly or bi-
monthly cancer committee meetings (multidiscipli-
nary committee that provides necessary leadership to
maintain an effective cancer program), generating sta-
tistics and graphs for the cancer program annual re-
port, and participating in state and national
professional association activities.

NOTE: Depending on the size of the facility, cancer
registry might also be a stand-alone department with
its own manager.

Coding and Abstracting

Coding involves assigning numeric and alphanumeric
codes to diagnoses, procedures, and services; this func-
tion is usually performed by credentialed individuals
(e.g., certified coding specialists, certified professional
coders, registered health information technicians).
Coders assign ICD codes to diagnoses and procedures
for inpatient cases and diagnoses for outpatient cases.
Coders also assign CPT and HCPCS Level II (National)
codes to procedures and services for outpatient cases.
Current Procedural Terminology (CPT) is published
annually by the American Medical Association and
codes are five-digit numbers assigned to ambulatory
procedures and services. The International Classifica-
tion of Diseases, Ninth Revision, Clinical Modifica-
tion (ICD-9-CM) is used in the United States to collect
information about diseases and injuries and to classify
diagnoses and procedures. ICD-9-CM is in use until
October 1, 2013, when ICD-10-CM (International Clas-
sification of Diseases, Tenth Revision, Clinical Modifi-
cation) and ICD-10-PCS (International Classification of
Diseases, Tenth Revision, Procedural Coding System)
will be implemented. (ICD-10-CM and ICD-10-PCS are
discussed in greater detail in Chapter 10.) The Health
Care Procedure Coding System (HCPCS) is com-
prised of Level I (CPT) and Level II (National) codes.
HCPCS Level II (national) codes are developed by the
Centers for Medicare & Medicaid Services (CMS) and
used to classify report procedures and services. Codes
are reported to third-party payers (e.g., insurance com-
panies) for reimbursement purposes.

NOTE: HCPCS Level III (local) codes were discon-
tinued in 2003.

Once the coding function is completed, abstracting
of patient cases is performed to enter codes and other
pertinent information (e.g., patient identification data,
admission/discharge dates, and so on) utilizing com-
puter software. The purpose of abstracting is to gen-
erate statistical reports and disease/procedure
indexes, which are used for administrative decision-
making and quality-management purposes.

Image Processing

Many health information departments perform image
processing to convert paper records to an electronic
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Health Information Department Basic Services
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Information? No
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Figure 1-2 Sample Flowchart for Basic Services Offered by a Health Information Management Services
Department (Permission to reuse granted by MCG Health, Inc.)
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health record (EHR), which is an automated, accessi-
ble record that contains multimedia data (e.g., digital,
scanned images, voice, video, and so on). To control
access to the EHR and maintain patient confidential-
ity, only facility employees who have been granted
need-to-know status are allowed to gain access to the
EHR. Employees begin the process by completing an
application requesting access to the EHR. To ensure
the availability of information on an emergency basis,
most facilities allow attending and resident physi-
cians to access all but locked and behavioral health
documents. (Behavioral health records can be viewed
by medical staff members of the Departments of Be-
havioral Health and Emergency Services.) A security
override feature is also incorporated into the EHR
system so that physicians who are involved in current
treatment episodes can also gain access. Once an em-
ployee or medical staff member is granted access to
the EHR, he or she receives training on system security,
appropriate access to and utilization of patient infor-
mation, password protection features, existence of au-
dit trails and access monitoring, and consequences of
inappropriate access and/or breach of patient confi-
dentiality. Employees and medical staff members sign
a statement indicating that they understand the confi-
dential nature of patient information and the need to
keep the information and their password secure.

EXAMPLE

According to SteamlineHealth, their AccessANYware™
product provides enterprise access to a patient's
document-based medical and financial records via a
web-based technology. AccessANYware™ allows health
care organizations to establish a private, secure intranet,
which is a private network that utilizes Internet proto-
cols and technology. Regardless of where they are
located, users can immediately and simultaneously
access any health care information across an intranet
with complete security and audit trail.

Incomplete Record Processing

Incomplete record processing includes the assembly
and analysis of discharged patient records. After a pa-
tient is discharged from a nursing unit, the record is
retrieved and reports are assembled according to a
hospital- and medical staff-approved order of assem-
bly (Figure 1-3). Some facilities adopt a universal
chart order, which means that the discharged patient
record is organized in the same order as when the pa-
tient was on the nursing floor. This eliminates the

time-consuming assembly task performed by the
health information department.

NOTE: Inpatient reports are filed in reverse chrono-
logical date order within each section of the record.
While discharged patient reports are usually assem-
bled in chronological date order within each section
of the record, some facilities maintain the reverse
chronological date order to save assembly time and
allow for inpatient-to-discharged-patient record re-
view consistency.

Once assembled, the discharged patient record is ana-
lyzed for deficiencies, logged into an incomplete-
record computer tracking system, and filed in the
incomplete-record workroom. The health information
department notifies medical and hospital staff about
the status of incomplete records, and upon request the
records are retrieved for medical and hospital staff to
complete (e.g., sign transcribed reports, dictate miss-
ing reports, and so on). As incomplete records are
completed, updates are made in the incomplete-
record computer tracking system.

Medical Transcription

Medical transcription involves the accurate and
timely transcription of dictated reports (e.g., history,
physical examination, discharge summary, and so
on). Once transcribed, printed reports are filed in the
patient’s record and the responsible provider reviews
and signs them. For the EHR, transcribed reports are
electronically routed to the patient’s record for on-line
review and electronic signature by the responsible
provider.

An electronic signature encompasses all technol-
ogy options available that can be used to authenticate
a document. A digital signature is a type of electronic
signature that uses public key cryptography, which
attaches an alphanumeric number to a document that
is unique to the document and to the person signing
the document. To begin the electronic signature
process, a user authentication system requires log-in
using a secure password; a smart card (Figure 1-4),
which is a plastic card that contains a small central
processing unit, some memory, and a small rectangu-
lar gold-colored contact area that interacts with a
smart-card reader; or biometrics (an identifier that
measures a borrower’s unique physical characteristic
or behavior and compares it to a stored digital tem-
plate to authenticate the identity of the borrower, such
as fingerprints, hand or face geometry, a retinal scan,
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Section of Record

Organization of Reports within Section

Admission & Discharge

Face Sheet (or Admission/Discharge Record)

Note: Consent for Medical Treatment, Authorization for Release of Information
(to third-party payers), and Leave of Absence Authorization are usually found
on reverse of Face Sheet.

Authorization to Leave Against Medical Advice

Request and Authorization for Transfer (to another health care facility)
Advance Directive Checklist

Discharge (or Death) Summary (or Clinical Résumé)

Discharge Instructions Summary Sheet

Anatomical Gift Form

Emergency & Transport

Emergency Department Record

Ambulance Record

Medical Care & Treatment

History

Physical Examination
Consultation(s)
Progress Notes
Physician Orders

Operative Services

Consent to Operative Procedure

Preanesthesia Evaluation

Anesthesia Record

Operative Report

Recovery Room Record

Postanesthesia Evaluation

Pathology Report

Cancer Staging Form (for AJCC TNM Staging) (if cancer case)

Diagnostic Tests

Clinical Laboratory
Radiology
Other ancillary reports (e.g., Echocardiography, EEG, EKG, EMG)

Rehabilitative Therapy

Audiology/Speech
Occupational
Physical
Respiratory

Nursing

Medication Administration Record (MAR)
Graphic Record

Intake/OQutput Record

Care Plan

Clinical Care Pathway

Assessments and Flowsheets

Nurses’ Notes

Figure 1-3 Sample Discharged Patient Record Assembly Order (Reports are filed in chronological date order

within each section.)
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or handwritten signature). Once logged in, the user
enters a code to electronically sign a document, and
the computer system verifies the code recording a
date and time stamp.

Record Circulation

Record circulation includes the retrieval of patient
records, for the purpose of:

¢ Inpatient readmission (records are transported to
nursing units)

* Scheduled and unscheduled outpatient clinic visits
(records are transported to the clinics, such as der-
matology, orthopedics, and so on)

* Authorized quality-management studies (records
remain in the health information department for
review)

¢ Education and research (records remain in the
health information department for review)

Figure 1-4 Sample Smart Card (Reprinted according ~ Records are requested by either calling the health in-
to U.S. Customs Service Web reuse policy. Photo by formation department or submitting a record request

James Tourtellotte.)

through an automated patient management system.

Table 1-11 Contract Services for Health Information Management

Service

Description

Cancer Registry

Coding

Document Conversion

Master Patient Index (MPI)
Duplication Review

Medical Transcription
Release of Information

Processing
Trauma Registry

Certified tumor registrars (CTRs) organize and assess cancer registry programs, assist in
the preparation of an annual report, and perform the following technical functions: can-
cer case abstracting, patient care evaluation and research studies, follow-up for survival
analysis, management of cancer data collection, and survey preparation/compliance
with ACS standards

Credentialed coding staff provide out-source coding support (e.g., for facilities experienc-
ing coding staff shortages), perform coding compliance audits to determine the accuracy
of codes and to ensure that Office of Inspector General (OIG) guidelines are met, review
chargemasters for accuracy, and conduct reimbursement validation studies (e.g., to de-
termine accuracy of DRG assignment)

Companies that specialize in document conversion procedures convert paper-based docu-
ments and data (e.g., scanning), automate data entry using optical character readers
(OCR), publish records on the Internet, manage messaging systems, and provide storage
solutions (including providing immediate access to information)

Companies use software to identify, correct, and eliminate duplicate MPI records,
increasing patient identification accuracy and patient care safety (e.g., patient records
can be more quickly retrieved for patient care purposes)

Local and national medical transcription services provide Internet-based and pickup/
delivery of medical transcription to health care facilities. Characteristics of services in-
clude quality, convenience, and accessibility (e.g., 24/7 availability)

Use of an outside copy service to process release of information requests

Credentialed professionals create and maintain a registry of all trauma admissions, deaths
in the emergency department due to trauma, recording data elements for each entry that
become part of a national registry developed by the ACS, which is used for education,
prevention, quality improvement, and research activities




Health information department staff retrieve the
record, sign it out (either manually in a log book or
electronically in a chart tracking system), and trans-
port the record to the appropriate area of the facility.
This topic is thoroughly discussed in Chapter 6.

Release of Information Processing

Written requests for release of information are re-
viewed for authenticity (e.g., appropriate authoriza-
tion) and processed by health information department
staff. Requests include those from patients, physicians
and other health care providers, third-party payers,
Social Security Disability, attorneys, and so on. (Re-
lease of information processing is thoroughly dis-
cussed in Chapter 8.)

NOTE: A smart card can also be used to store per-
sonal health information, as discussed in Chapter 7.

Contract Services

According to The Joint Commission, hospitals must
ensure that contract staff are qualified, competent, and
provide quality patient care. In addition, hospital
medical staff must be involved in the selection of ven-
dors and the approval of vendor contracts, especially
for clinical services. The best way to ensure compli-
ance is to inventory all contract services used by the
hospital and include what each contractor does for the
organization and which staff members are responsible
for overseeing the vendor’s work and employees.

Facilities use contract services for health informa-
tion services (Table 1-11) in addition to general ser-
vices such as housekeeping, medical waste disposal,
and clinical services such as physical therapy, emer-
gency care, and speech pathology. The purpose of
contracting out these services is to improve quality
(e.g., credentialed staff are employed by contractor)
while containing costs (e.g., hospital doesn’t have to
pay benefits to contract employees).

Exercise 1-4 Health Care Facility Organizational
Structure

Short Answer I: Identify the medical specialty for
each description.

1. Diagnosis and treatment of skin disorders

2. Management of pregnancy, from prenatal to puer-
perium

3. Diagnosis and treatment of eye disorders
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4. Surgical management of diseases with the chest

5. Diagnosis and treatment of musculoskeletal
disease/injury

Short Answer II: Identify the committee described.
6. Concerned with quality care provided to patients

7. Acts on reports and recommendations from med-
ical staff committees

8. Reviews preoperative and pathologic diagnosis to
determine the necessity of surgery

9. Serves as liaison between the governing body and
administration

10. Meets to discuss ethical issues and problems

LICENSURE, REGULATION, AND
ACCREDITATION

State laws require health care facilities to obtain
licensure (a license to operate) before providing
health care services to a patient population. State
departments of health issue the license, which require
facilities to meet minimum standards and to comply
with state laws and regulations. Licensed facilities are
required to comply with both general licensure regu-
lations as well as those specific to services provided
(e.g., home health care, long-term care, and so on).

A regulation is an interpretation of a law that is
written by the responsible regulatory agency. For ex-
ample, the Conditions of Participation (CoP) are regula-
tions written by the Centers for Medicare & Medicaid
Services (CMS). Congress writes and passes an act,
the President signs the act into law, and CMS inter-
prets the law creating a regulation.

Federal and state laws are passed by legislative
bodies (e.g., federal congress and state legislatures).
These laws are then implemented as regulations.
Federal regulations govern programs such as Med-
icare, Medicaid, TRICARE, and the Federal Employ-
ees Health Benefit Plans (FEHBP). State laws regulate
insurance companies, patient record-keeping prac-
tices, and provider licensing. The Code of Federal
Regulations (CFR) is the codification of the general
and permanent rules published in the Federal Register
by the executive departments and agencies of the
federal government. It is divided into 50 titles that
represent broad areas subject to federal regulation.
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Table 1-12 Accrediting Organizations

Accrediting Organization

Description

Accreditation Association for
Ambulatory Health Care
(AAAHC)

American Osteopathic
Association (AOA)

Commission on Accreditation
of Rehabilitation Facilities
(CARF)

Community Health
Accreditation Program
(CHAP)

The Joint Commission

AAAHC was incorporated in 1979 as a multidiscipline accreditation organization to

focus exclusively on ambulatory health care. The AAAHC Accreditation Handbook for
ambulatory care is revised annually, and over 1,400 organizations nationwide are ac-
credited by the AAAHC. Core standards include rights of patients, governance, ad-
ministration, quality of care, quality management and improvement, clinical records
and health information, professional improvement, and facilities and environment.
(AAAHC also surveys managed care organizations.)

The AOA’s Healthcare Facilities Accreditation Program (HFAP) was implemented in

1945, originally to make sure that osteopathic students received training in facilities
that provided a high quality of patient care. The American Osteopathic Association
(AOA) transferred administrative responsibility for the HFAP to the American Os-
teopathic Information Association (AOIA), founded in 1999. HFAP accreditation ac-
tivities and decisions remain the responsibility of the AOA and its Bureau of
Healthcare Facilities Accreditation (BHFA). The AOA received deeming authority to
survey hospitals under the Medicare Conditions of Participation (CoP) and the Clin-
ical Laboratory Improvement Amendments of 1988 (CLIA). Deeming authority
means that an accrediting organization’s standards have met or exceeded CMS’s
Conditions of Participation for Medicare certification, accredited facilities are eligible
for reimbursement under Medicare and Medicaid, and CMS is less likely to conduct
an on-site survey of its own.

CARF was established in 1966 as an independent, not-for-profit accrediting

organization for rehabilitation facilities. CARF “establishes customer-focused
standards to help providers measure and improve the quality, value, and outcomes
of their services.” Types of rehabilitation facilities accredited include adult day ser-
vices, assisted living, behavioral health, employment and community services, and
medical rehabilitation.

Since 1965, CHAP has specialized in accrediting community-based health

care organizations (e.g., home health, hospice, home medical equipment).
CHAP has received deeming authority from CMS for home health, hospice, and
home medical equipment (HME) agencies.

According to its corporate brochure, The Joint Commission (formerly Joint

Commission on Accreditation of Health Care Organizations, JCAHO) has offered
and maintained state-of-the-art accreditation programs for health care organizations
since 1951 and provides organizations with standards, performance improvement
tools, and an external evaluation of performance. The Joint Commission’s approach
to accreditation is patient-centered and data-driven. Surveyors observe actual expe-
riences of a sample of patients as they interact with their health care team to evalu-
ate the actual provision of care, and they examine specific high-risk components of
the health care organization (e.g., medication management).

* The Joint Commission was granted deemed status by the federal government,
which means it is recognized by the Centers for Medicare and Medicaid Services
(CMS) as an equivalent substitute for CMS inspections. State agencies (e.g., state
departments of health) also rely on The Joint Commission to perform indepen-
dent quality evaluations of health care organizations and programs (instead of
states conducting their own inspections).

* The Joint Commission’s ORYX(r)® initiative integrates outcomes and other per-
formance measurement data into the accreditation process for quality improve-
ment (QI) purposes. Performance measures guide the standards-based survey
process by continuously monitoring actual performance and impacting continu-
ous improvement in health care organizations. Accredited organizations submit
core performance measurement data (or core measures) to The Joint Commission.
The Joint Commission and CMS work together to standardize common measures,
which are called the National Hospital Quality Measures.

(Continues)
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Table 1-12  Accrediting Organizations (Continued)

Accrediting Organization

Description

National Committee for Quality
Assurance (NCQA)

National Commission on
Correctional Health Care
(NCCHC)

National Integrated Accreditation
for Healthcare Organizations
(NIAHO)

* The Joint Commission’s Shared Visions—New Pathways™ initiative changed the
scoring and accreditation process, focusing on whether organizations are making
improvements system-wide. The continuous survey process requires organiza-
tions to score elements of performance (to ensure safe, high-quality care, treatment,
and services) to determine compliance with standards.

* The Joint Commission implements a continuous (ongoing) survey process. It has
developed a Periodic Performance Review (PPR) tool that helps organizations meet
the continuous demand for accountability and is used for self-evaluation of an or-
ganization’s compliance with standards. The Joint Commission’s on-site survey
process includes a tracer methodology evaluation process, during which surveyors
use a patient’s record as a “roadmap” to services provided; the services are as-
sessed and evaluated to determine whether the organization is compliant with
standards of providing care and services.

* The Joint Commission’s National Patient Safety Goals and random unannounced surveys
help organizations focus on providing high-quality patient care. Organizations participate
in the identification and voluntary reporting of sentinel events (unexpected incidents or
occurrences that involve patient death or serious physical or psychological injury, or risk
thereof) to facilitate evaluation and prevention.

Private, not-for-profit organization established in 1989 to assess and report on the
quality of managed care plans. Created the Health Plan Employer Data and
Information Set (HEDIS), which is the “tool used by health plans to collect data
about the quality of care and service they provide.”

Correctional facilities that provide contracted or on-site health care services
to inmates are eligible for NCCHC accreditation.

An alternative to other hospital accreditation organizations, the NJAHO conducts
surveys annually, integrating ISO 9001 with the Medicare Conditions of Participation.
The NIAHO has been granted “deemed status” by the CMS.

Each volume of the CFR is updated once each calen-
dar year and is issued on a quarterly basis. Each title
is divided into chapters, which usually bear the name
of the issuing agency. The Federal Register is a legal
newspaper published every business day by the
National Archives and Records Administration
(NARA). It is available in paper form, on microfiche,
and online.

Accreditation is a voluntary process that a health
care facility or organization (e.g., hospital) undergoes
to demonstrate that it has met standards beyond
those required by law. Accreditation organizations
(Table 1-12) develop standards, which are measure-
ments of a health care organization’s level of perfor-
mance in specific areas and are usually more rigorous
than regulations. A survey (evaluation) process is
conducted both off-site (e.g., hospital submits a self-
study document for review) and on-site (at the hospi-
tal) to determine whether the facility complies with

standards. When a facility undergoes accreditation,
they communicate to the public that they are willing
to go “above and beyond” what is required to offer
the best quality health care possible.

NOTE: It is important to make a distinction be-
tween the terms requlation and accreditation. Think of
requlation as being required and accreditation as being
voluntary.

Exercise 1-5 Licensure, Regulation, and
Accreditation

Matching: Enter a 1 if the abbreviation represents an
accrediting agency and a 2 if it represents a regulatory
agency.

1. AAAHC
2. AOA
3. CARF
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4.
5.

Short Answer: Enter the meaning of each abbrevia-
tion.

6. AAAHC
7. AOA

8. CHAP
9. CMS
10. NCQA

INTERNET LINKS

Accreditation Association
for Ambulatory Health
Care http:/ /www.aaahc.org

American College of

Surgeons http:/ /www.facs.org

American Hospital

Association http:/ /www.aha.org

American Medical

Association http:/ /www.ama-assn.org

American Osteopathic

Association http:/ /www.aoa-net.org

Centers for Medicare &

Medicaid Services http:/ /www.cms.hhs.gov

Commission on
Accreditation of
Rehabilitation Facilities http://www.carf.org

Community Health
Accreditation Program  http://www.chapinc.org

Joint Commission

National Committee for

Quality Assurance http:/ /www.ncqa.org

National Commission on
Correctional Health
Care http:/ /www.ncchc.org

National Integrated
Accreditation for
Healthcare
Organizations

Go to http:/ /www.dnv.com, and
click on the “Hospital accredita-
tion” link.

National Practitioner Data

Base and Healthcare

Integrity and Protection

Data Bank http:/ /www.npdb-hipdb.com
NCQA'’s Health Plan
Report Card http:/ /hprc.ncqa.org

SUMMARY

Information about historical health care delivery practices
comes primarily from the study of textual references, artis-
tic illustrations, and the study of human remains. While di-
agnoses and treatments associated with prehistoric and
ancient medicine were mostly a product of ignorance and
superstition, an occasional discovery actually worked.
Health care delivery in the United States is based on beliefs
about disease and health that evolved over the past cen-
turies. A complete range of programs and services is called
a continuum of care, with the type of health care indicating
the health care services provided. The continuum of care
contains three levels: primary, secondary, and tertiary.
(Quaternary care is part of the tertiary level of care.) Hos-
pital ownership is either for-profit or not-for-profit and cat-
egorized as government (not-for-profit), proprietary
(for-profit), and voluntary (not-for-profit). Most health
care facilities use a top-down format so that authority and
responsibility flow downward through a chain of com-
mand. State laws require health care facilities to obtain i-
censure before providing health care services to a patient
population. Licensed facilities are required to comply with
general licensure regulations and those specific to services
provided. A regulation is an interpretation of a law, and it is
written by the responsible regulatory agency. Accreditation
is a voluntary process that a health care facility or organiza-
tion undergoes to demonstrate that it has met standards,
which are usually more rigorous than regulations.

STUDY CHECKLIST

* Read the textbook chapter, and highlight key con-
cepts. (Use colored highlighter sparingly through-
out the chapter.)

¢ Create an index card for each key term. (Write the
key term on one side of the index card and the con-
cept on the other. Learn the definition of each key
term, and match the term to the concept.)

* Access chapter Internet links to learn more about
concepts.

* Answer the chapter Exercises and Review ques-
tions, verifying answers with your instructor.

* Complete the chapter StudyWare activities.

* Complete WebTutor assignments and take online
quizzes.

¢ Complete lab manual assignments, verifying an-
swers with your instructor.

° Form a study group with classmates to discuss
chapter concepts in preparation for an exam.
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CHAPTER REVIEW

True/False: Indicate whether each statement is True
(T) or False (F).

1.

10.

Administrative simplification regulations that
govern privacy, security, and electronic transac-
tions standards for health care information were
mandated by the Health Insurance Portability
and Accountability Act.

Anton van Leeuwenhoek established the germ
theory of disease.

Diagnosis-related groups required hospitals to be
reimbursed a per diem amount.

Hippocrates was the first physician to consider
medicine a science and art, separate from the
practice of religion.

Medicare, also known as Title 19, was established
to provide comprehensive health care for people
65 years of age or older, certain younger people
with disabilities, and people with End-Stage
Renal Disease.

The American Medical Association was estab-
lished in 1901 as a national organization of state
and local associations.

The AMA developed the Minimum Standard for
Hospitals to outline the protocol for on-site in-
spections of hospitals.

The Centers for Medicare & Medicaid Services
(CMS) was previously known as the Health Care
Financing Administration.

The primary purpose of The Joint Commission is
to provide voluntary accreditation.

Tertiary care centers include services such as neu-
rosurgery, radiation oncology, and pediatric
surgery.

Multiple Choice: Select the most appropriate
response.

11. Which is a characteristic of a governing board?

a. Itis also known as the medical staff.

b. Its membership is represented by professionals

from the community.

c. It is responsible for administering care to
patients.

d. It reports directly to the medical staff and
administration.

12.

13.

14.

15.

16.

17.

18.
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A patient is seen in the emergency room with
glass in her eye. The attending emergency room
physician feels it is necessary for the patient to be
seen by a specialist. The specialist that most likely
would see the patient would be from

a. anesthesiology.

b. dermatology.

c. ophthalmology.

d. urology.

The medical staff committee that reviews and ver-
ifies medical staff application data is the

a. credentials committee.

b. infection control committee.

c. joint conference committee.

d. tissue review committee.

Which of the following is a function of the admit-

ting department?

a. Register inpatients and outpatients.

b. Provide patients with names of individuals
who will sign an advance directive.

c. Obtain patient signature for surgical consents.

d. Document admission orders in the patient
record.

Someone who is responsible for working with
case managers of insurance companies to deter-
mine the appropriateness of admissions is em-
ployed in which hospital department?

a. admitting

b. community relations

c. nursing

d. utilization management

Health Information Management services include
which of the following?

a. patient billing

b. coding and abstracting

c. patient registration

d. discharge planning

The assembly and analysis of discharged patient
records is called

a. abstracting.

b. document conversion.

c. image processing.

d. incomplete-record processing.

The CPT coding book is published annually by
the AMA to assign what type(s) of code?

a. diagnostic

b. diagnostic and procedure

c. procedures and durable medical equipment

d. procedures and services
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19.

20.

A hospital committee that is responsible for ana-
lyzing trends of accidents and establishing priori-
ties for dealing with high-risk areas is

a. disaster control.

b. risk management.

c. safety management.

d. utilization review.

United States health care delivery has been im-
pacted by which of the following?

a. decreasing health care costs

b. absence of medical necessity requirements

c. review of appropriateness of admissions

d. lack of quality and effective treatments

Fill-In-The-Blank: Enter the appropriate term(s) to
complete each statement below.

21.

22.

23.

24.

25.

26.

27.

The private, not-for-profit organization estab-
lished to assess and report on the quality of man-
aged care plans is called the

Health care consumers are educated
and demand higher health care.
The implementation of standards for sanitation,

ventilation, hygiene, and nutrition occurred dur-
ing medicine.

An oath that was adopted as an expression of
early medical ethics is known as the

In the Middle Ages the care of patients was based
on charity and was often managed by

French physicists Pierre and Marie Curie, in 1898,
discovered that provided a powerful
weapon against cancer.

Benjamin Franklin founded , the first
United States hospital.

28. Services that include preventative and acute care
and are provided by a general practitioner are
known as services.

29. A hospital that is privately owned and whose ex-
cess income is distributed to shareholders and
owners is a hospital.

30. Health care information can be released only with
patient’s or by a

Short Answer: Briefly respond to each question.

31. Define the term multidisciplinary as it relates to
hospital committees, and list at least three hospi-
tal committees.

32. Describe the uses of diagnosis and procedure
indexes.

33. Compare the terms electronic signature and digital
signature.

34. Describe three contract services that a health in-
formation department would use.

35. Distinguish between the terms regulation and
accreditation.

36. List the types of organizations that The Joint
Commission accredits.

37. Explain the relationship between abstracting and
the generation of diagnosis and procedure indexes.

38. Compare primary care, secondary care, and tertiary/
quaternary care services. Include an example of
each service.

39. Differentiate between a proprietary and a voluntary
hospital.

40. Summarize the purposes of record circulation.
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Objectives
At the end of this chapter, the student should
be able to:

* Define key terms

« Differentiate among health information management
career opportunities

INTRODUCTION

This chapter will focus on a variety of career opportu-
nities in health care and health information manage-
ment, the role of the professional practice experience
(externship or internship), the importance of joining
professional organizations, the interpretation of pro-
fessional codes of ethics, the impact of networking
with other professionals, and the development of op-
portunities for professional advancement.

CAREERS

Health information management combines a profes-
sion in health care with information technology. Em-
ployment opportunities are available in different
types of health care settings as well as in a variety of
positions within those settings. Depending on the aca-
demic program in which you are enrolled and your
future health care professional aspirations, one or
more of the career opportunities discussed in the
following text will appeal to you. Each career dis-
cussed contains an overview of job requirements as
well as information about training, credentialing, and
employment opportunities.

Cancer Registrar

Cancer registrars (or tumor registrars) collect cancer
data from a variety of sources and report cancer sta-
tistics to government and health care agencies (e.g.,
state cancer registries). The primary responsibility of
the cancer registrar is to ensure the timely, accurate,
and complete collection and maintenance of cancer
data. The cancer registrar enters information into a
computer database, either manually or through data-
base linkages and computer interfaces. They work
closely with physicians, administrators, researchers,
and health care planners to provide cancer program
development support, ensure compliance with
reporting standards, and serve as a valuable resource
for cancer information.

¢ Identify professional associations available to health
care professionals

* Name the benefits of completing an academic profes-
sional practice experience

Training

College-based cancer registry management programs
typically include coursework in medical terminology,
anatomy and physiology, health information manage-
ment, computer information systems, health data col-
lection, epidemiology, cancer registry management,
and cancer case abstracting, coding, and staging. In
addition to formal college courses, students are re-
quired to complete a professional practice experience
that totals 160 unpaid hours. Once formal education
has been achieved, continuing education is available
in a variety of formats (e.g., daylong workshops, in-
tensive two-week training programs, and Web-based
training modules).

Credentials

Eligibility requirements for the Certified Tumor Regis-
trar (CTR) credential include a combination of experi-
ence in the cancer registry profession and/or formal
education. The National Cancer Registrars Association
(NCRA) administers the CTR examination to mark
achievement, foster professional pride, and provide
national recognition in the recruitment and retention
of registry personnel. Once certified, the NCRA re-
quires CTRs to pay an annual continuing education
maintenance fee and to submit proof of continuing
education hours every two years (so that individuals
remain up-to-date in the fields of oncology and cancer
registry management).

Employment Opportunities

Job opportunities for cancer registrars exist in a vari-
ety of settings, including hospital-based, state, central,
or regional cancer registries; consulting firms for
which travel is a requirement; and private and
government agencies (e.g., American College of
Surgeons, Centers for Disease Control). The National
Program of Cancer Registries (NPCR), a product of
the 1992 Cancer Registries Amendment Act,



authorizes the Centers for Disease Control and Pre-
vention (CDC—a federal government agency respon-
sible for protecting the health and safety of people) to
provide funds to states and territories to improve
existing cancer registries; to plan and implement reg-
istries where they do not exist; to develop model leg-
islation and regulations for states to enhance the
viability of registry operations; to set standards for
data completeness, timeliness, and quality; to provide
training for registry personnel; and to help establish a
computerized reporting and data-processing system.
As aresult of the program, employment opportunities
for cancer registrars have grown.

Coding and
Reimbursement Specialist

A coding and reimbursement specialist (or coding
specialist) acquires a working knowledge of CPT
(Current Procedural Terminology) and ICD-9-CM (In-
ternational Classification of Diseases, Ninth Revision,
Clinical Modification) coding principles, governmen-
tal regulations, and third-party payer (e.g., insurance
company) requirements to ensure that all diagnoses
(conditions), services (e.g., office visit), and proce-
dures (e.g., surgery, X-ray) documented in patient
records are coded accurately for reimbursement, re-
search, and statistical purposes. Coding is the assign-
ment of numbers to diagnoses, services, and
procedures, based on patient record documentation.
Excellent interpersonal skills are also required of cod-
ing specialists, who must communicate with
providers about documentation and compliance is-
sues related to the appropriate assignment of diagno-
sis and procedure codes.

NOTE: ICD-9-CM will be replaced by ICD-10-CM
and ICD-10-PCS on October 1, 2013.

Training

A variety of training methods are available to those
interested in a coding and reimbursement specialist
career. College-based programs include coursework
in medical terminology, anatomy and physiology,
health information management, pathophysiology,
pharmacology, ICD-9-CM, CPT, and HCPCS Level I
coding, and reimbursement procedures. In addition,
most academic programs require students to com-
plete an unpaid professional practice experience (e.g.,
240 hours). Professional associations (e.g., American
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Health Information Management Association,
AHIMA) offer noncredit-based coding training, usu-
ally as distance learning (e.g., Internet-based), and
some health care facilities develop internal programs
to retrain health professionals (e.g., nurses) who are
interested in a career change.

Credentials

Three professional associations offer coding certifi-
cation:

* American Academy of Professional Coders (AAPC)

* American College of Medical Coding Specialists
(ACMCS)

¢ American Health Information Association (AHIMA)

AAPC credentials include the Certified Profes-
sional Coder (CPC), Certified Professional
Coder-Hospital (CPC-H), and Apprentice status for
each (e.g., CPC-A, CPC-H-A). The AAPC also offers
the Certified Professional Coder-Payer (CPC-P) and a
multitude of specialty credentials. ACMCS creden-
tials include the Coding Specialist for Payors (CSP),
Facility Coding Specialist (FCS), and Professional
Coding Specialist (PCS). AHIMA'’s coding credentials
include the Certified Specialist Associate (CCA), Cer-
tified Coding Specialist (CCS), and Certified Coding
Specialist-Physician-based (CCS-P).

The type of health care setting in which you seek
employment will direct you to the proper credential. For
example, inpatient coders usually obtain CCS certifica-
tion, while physician office coders choose CCS-P or CPC
certification. Those who have not met requirements for
field experience as a coder can seek apprentice-level
certification as a CCA, CPC-A, or CPC-H-A.

Employment Opportunities

Coding and Reimbursement Specialists can obtain
employment in a variety of settings, including clin-
ics, consulting firms, government agencies, hospi-
tals, insurance companies, nursing facilities, home
health agencies, hospices, and physician offices.
Coding specialists also have the opportunity to work
at home for employers who partner with an Internet-
based application service provider (ASP). For exam-
ple, eWebHealth.com is a third-party entity that
manages and distributes eWebCoding software-
based services and solutions to customers across a
wide area network (WAN—computers that are far
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apart and are connected by telephone lines) from a
central data center.

Health Information Managers

Each time patients receive health care, a record is gen-
erated to document the patient’s current symptoms,
medical history, results of examination, treatments
rendered along with outcomes, ancillary report re-
sults (e.g., laboratory), diagnoses, and plans for treat-
ment. This patient data is organized, analyzed, and
maintained by health information managers to ensure
the delivery of quality health care. According to the
AHIMA, health information managers are consid-
ered experts in managing patient health information
and medical records, administering computer infor-
mation systems, and coding diagnoses and proce-
dures for health care services provided to patients.

Training

A health information technician (HIT) earns an asso-
ciate degree from a community, junior, or technical
college; and a health information administrator
(HIA) earns a bachelor’s degree from college or uni-
versity. To be eligible to take the national certification
exam offered by AHIMA, a person must graduate
from a program accredited by the Commission on
Accreditation of Health Informatics and Information
Management (CAHIIM). In addition to general edu-
cation, coursework includes medical terminology,
anatomy and physiology; legal aspects of health
information; coding and abstraction of data; statis-
tics; database management; quality improvement
methods; and computer training. Students are also
required to complete professional practices in the
health information management departments of a
variety of health care settings (e.g., acute, ambula-
tory, long-term, and mental health care).

Credentials

Most employers prefer to hire Registered Health In-
formation Technicians (RHIT) or Registered Health
Information Administrators (RHIA), who must pass
a written credentialing examination offered by
AHIMA. AHIMA requires credentialed individuals
to pay an annual continuing education maintenance
fee and to submit proof of continuing education
hours every two years to ensure that individuals re-
main up-to-date in the field of health information
management.

Employment Opportunities

Health information technicians and administrators
can obtain employment in a variety of settings,
including clinics, consulting firms, government agen-
cies, hospitals, insurance companies, nursing facili-
ties, home health agencies, hospices, and physician
offices. Job titles for RHITs include health data ana-
lyst, insurance claims analyst, records technician spe-
cialist, clinical coding specialist, physician practice
manager, and patient information coordinator. RHIA
job titles include department director, system man-
ager, data quality manager, information security offi-
cer, educator, and consultant.

Health Insurance Specialist

A health insurance specialist (or claims examiner)
reviews health-related claims to determine whether
the costs are reasonable and medically necessary,
based on the patient’s diagnosis. This process in-
volves verification of the claim against third-party
payer guidelines to authorize appropriate payment or
refer the claim to an investigator for a more thorough
review. A health information manager can also per-
form medical billing, coding, record keeping, and
other medical office administrative duties.

Training

Training and entry-level requirements vary widely for
health insurance specialists; most third-party payers
prefer to hire college or vocational school graduates
and provide additional training on the job.

Credentials

While most health insurance specialists become certi-
fied through AHIMA or the AAPC, three other orga-
nizations offer specialty certifications.

The American Medical Billing Association (AMBA)
was created to network, share information and ideas,
support one another, and publicly market profes-
sional services as a group. AMBA is targeted toward
providing assistance for small and home-based pro-
fessional medical billers with similar needs, interests,
and goals. AMBA offers the Certified Medical Reim-
bursement Specialist (CMRS) exam.

The International Claim Association (ICA) pro-
vides a program of education for its member life and
health insurance companies, reinsurers, managed
care companies, third-party administrators (TPAs),
and Blue Cross and Blue Shield organizations



worldwide. The ICA offers Associate, Life and Health
Claims (ALHC) and the Fellow, Life and Health
Claims (FLHC) examinations to claims examiners in
the life and health insurance industries. According to
the ICA, the ALHC and FLHC designations are
awarded only upon successful completion of all re-
quired courses in both the introductory and ICA
course segments. The ALHC program contains
six courses designed to provide students with a thor-
ough background in the administration of life and
health insurance claims. The FLHC program provides
advanced claims education by requiring additional
courses.

The Medical Association of Billers (MAB) is an in-
surance claims organization that offers certification as
a Certified Medical Billing Specialist (CMBS), Certified
Medical Billing Specialist for Hospitals (CMBS-H),
Certified Medical Billing Specialist-Chiropractic Assis-
tants (CMBS-CA), and Certified Medical Billing
Specialist Instructor (CMBS-I). CMBSs must complete
continuing education units (CEUs) each year to
remain current.

Employment Opportunities

Health insurance specialists are employed by insur-
ance companies, third-party administrators, and man-
aged care companies. They are also employed in
health care facilities, physician offices, and clinics.
Home-based employment opportunities are also
available for health insurance specialists who become
self-employed or work for an organization that allows
claims to be processed off-site.

Health Services Manager

Health services managers are individuals who
plan, direct, coordinate, and supervise the delivery
of health care. They include specialists who direct
clinical departments or services and generalists who
manage an entire facility or system. Because of
health care restructuring and refinancing, health
services managers often deal with evolving inte-
grated health care delivery systems (an arrange-
ment between health care providers to offer
comprehensive services as a single health care de-
livery system), technological innovations, complex
regulations, and an increased focus on preventive
care. They are also required to improve health care
efficiency and quality.
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Training

According to the Bureau of Labor Statistics, most gen-
eral health services managers earn a master’s degree
in a related health services administration field, while
a bachelor’s degree is adequate for most entry-level
positions in smaller facilities and at the departmental
level within health care organizations. Clinical de-
partment heads usually require a degree in the appro-
priate field along with work experience (e.g., nursing
department).

Credentials

Health services managers who become nursing home
administrators are required by all states and the Dis-
trict of Columbia to have a bachelor’s degree, pass a
licensing examination, complete a state-approved
training program, and pursue continuing education.
The American College of Health Care Administrators
(ACHCA) offers the Certified Nursing Home Admin-
istrator (CNHA) credential, which is endorsed by the
National Association of Boards of Examiners for Long
Term Care Administrators (NAB) as an option for
state licensure reciprocity (credential is recognized by
another entity). Many states currently recognize the
ACHCA’s CNHA program, and additional states are
in the process of officially recognizing the CNHA pro-
gram or are favorably considering the program as an
option for reciprocity.

NOTE: A license is not required in other areas of
medical and health services management.

Employment Opportunities

Hospitals employ a large number of health services
managers. However, employment opportunities will
also be available in clinics and other outpatient care
settings (e.g., home health care).

Medical Assistant

Medical assistants perform routine administrative
and clinical tasks to keep the offices and clinics of
physicians, podiatrists, chiropractors, and opto-
metrists running smoothly. (They should not be con-
fused with physician assistants who examine,
diagnose, and treat patients under the direct supervi-
sion of a physician.) Medical assistants who perform
mainly administrative duties answer telephones,
greet patients, update and file patient medical
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records, complete insurance claims, process corre-
spondence, schedule appointments, arrange for hos-
pital admission and laboratory services, and manage
the office’s billing and bookkeeping.

The clinical duties of a medical assistant vary ac-
cording to state law and include taking medical histo-
ries and recording vital signs, explaining treatment
procedures to patients, preparing patients for exami-
nation, and assisting the physician during the exami-
nation. Medical assistants also collect and prepare
laboratory specimens or perform basic laboratory
tests on the premises, dispose of contaminated sup-
plies, and sterilize medical instruments. They instruct
patients about medication and special diets, prepare
and administer medications as directed by a physi-
cian (if allowed under state law), authorize drug re-
fills as directed, telephone or fax prescriptions to a
pharmacy, draw blood, prepare patients for X-rays,
take electrocardiograms, remove sutures, and change
dressings.

Training

A medical assistant earns an associate degree from a
community, junior, or technical college or a vocational
school. In addition to general education, students take
anatomy, physiology, medical terminology, keyboard-
ing, medical transcription, administrative and clinical
medical assisting, accounting, and insurance process-
ing. Students learn laboratory techniques, clinical and
diagnostic procedures, pharmaceutical principles,
medication administration, and first aid. They study
office practices, patient relations, medical law, and
ethics. Most programs require students to complete
professional practice in physicians’ offices or other
health care facilities.

Credentials

Medical assistants become credentialed as a Certified
Medical Assistant, abbreviated as CMA (AAMA),
through the American Association of Medical Assis-
tants (AAMA) or a Registered Medical Assistant
(RMA) (AMT) through the American Medical Tech-
nologists (AMT). The credentials are not mandatory
in most states, and the federal government does not
require a medical assistant to be credentialed. To be el-
igible to take the CMA exam, students must graduate
from a medical assisting program accredited by either
the Commission on Accreditation of Allied Health Ed-
ucation Programs (CAAHEP) or the Accrediting

Bureau of Health Education Schools (ABHES).
(Be sure to check the accreditation status of your aca-
demic program.) Students enrolled in programs not
accredited by CAAHEP or ABHES, but whose college
is accredited by an organization approved by the
United States Department of Education, are eligible
for RMA (AMT) certification.

Employment Opportunities

Medical assistants traditionally become employed in
physician offices and clinics. Other employment op-
portunities include public and private hospitals as
well as nursing and residential care facilities.

Medical Transcriptionist

Medical transcriptionists transcribe prerecorded dic-
tation, creating medical reports (e.g., history, physical,
discharge summary), correspondence, and other ad-
ministrative material (e.g., committee minutes). They
use a special headset to listen to dictation and a foot
pedal to pause dictation as they key text into a per-
sonal computer (editing grammar as necessary).
Before becoming a permanent part of the patient’s
record, the transcribed documents are forwarded to
the dictator for review and signature, or correction.

Many medical transcriptionists work at home, and
the Internet has transformed the procedure of receiv-
ing dictation and returning transcribed reports to
clients for approval. (In the past, cassette tapes were
delivered to medical transcriptionists.) An emerging
trend is the implementation of speech recognition
technology, which electronically translates sound into
text and creates drafts of reports. Reports are then for-
matted; edited for mistakes in translation, punctua-
tion, or grammar; and checked for consistency and
possible medical errors. Transcriptionists working in
specialized areas with more standard terminology,
such as radiology or pathology, are more likely to en-
counter speech recognition technology.

Training

Employers prefer to hire medical transcriptionists
who have completed postsecondary training in med-
ical transcription offered by many vocational schools,
community colleges, and distance-learning pro-
grams. In addition to medical transcription practice
coursework, students take anatomy, physiology,
medical terminology, disease processes, pharmacol-
ogy, medicolegal issues, keyboarding, and English



grammar and punctuation. Most academic programs
also require students to complete a professional prac-
tice in the medical transcription department of a
health care facility.

Credentials

The Association for Healthcare Documentation
Integrity (AHDI), formerly the American Association
for Medical Transcription (AAMT), offers the Certi-
fied Medical Transcriptionist (CMT) credential to ex-
perienced professionals and the Registered Medical
Transcriptionist (RMT) credential to those who do not
qualify to take the CMT exam. The AHDI requires
CMTs and RMTs to become recertified every three
years.

Employment Opportunities

Medical transcriptionists are employed in a wide va-
riety of health care settings, such as hospitals, clinics,
and physician offices. Home-based employment is
also available for individuals who wish to become
self-employed or work for a medical transcription ser-
vice organization. The demand for transcription ser-
vices is influenced by the need for electronic
documentation that can be easily shared among
providers, third-party payers, regulators, and con-
sumers. Advancements in speech recognition technol-
ogy will not adversely impact job opportunities for
medical transcriptionists because of the need to
amend patient records, edit documents from speech
recognition systems, and identify discrepancies in
medical reports.

Other Employment Opportunities in
Health Information Management

A health data analyst obtains employment in a vari-
ety of health care settings and is also employed by
data warehousing companies to conduct research
data management and clinical trials management.
Because businesses enter information into different
databases (e.g., financial, case management), a data
warehouse combines the data in a consistent way so
that inquiries can be made across the entire data set.
An individual with a health information manage-
ment background is a logical person to serve as a
health data analyst. AHIMA offers a Certified Health
Data Analyst (CHDA) credential for professionals
who have the ability to “acquire, manage, analyze,
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interpret, and transform data into accurate, consis-
tent, and timely information, while balancing the “big
picture” strategic vision with day-to-day details.”

A consultant practices a profession. Consultant is a
general term that can be applied to any number of in-
dividuals with a wide variety of educational back-
grounds, knowledge, and skills. Health information
management consultants specialize in coding, long-
term care, information security, ambulatory care, and
so on. They provide assistance (e.g., backlog coding
projects), advice (e.g., coding validation studies to de-
termine staff training needs), and information (e.g.,
credentialed person who consults for a long term care
facility).

A medical office manager (or medical office
administrator) coordinates the communication, con-
tract, data, financial, human resource, health informa-
tion, insurance, marketing, and risk management
operations of a provider’s office. (Refer to Table 2-1
for detailed tasks associated with each area of office
management.)

A medical office manager usually earns at least a
certificate or an associate degree from a community,
junior, or technical college. Academic programs are
designed to provide students with practical and man-
agerial skills required by medical practices. Some are
associated with medical assistant programs, requiring
students to study office practices, patient relations,
medical law, and ethics. Most programs require stu-
dents to complete professional practice in physicians’
offices or other health care facilities. The Professional
Association of Health Care Office Managers sponsors
a Certified Medical Manager (CMM) credential,
which is available to members who meet eligibility
criteria.

Medical staff coordinators usually report directly
to the health care facility’s administrator, and they are
responsible for managing the medical staff office (e.g.,
attending medical staff meetings) and complying
with medical staff bylaws (e.g., physician credential-
ing and recredentialing process) and accreditation
and regulatory agencies. Educational opportunities
include enrollment in the National Association for
Medical Staff Services (NAMSS) Independent Study
Program or at a community, junior, or technical col-
lege. The NAMSS sponsors two credentials: the Certi-
fied Professional in Medical Services Management
(CPMSM) and the Certified Provider Credentialing
Specialist (CPCS). Examination eligibility require-
ments are available from the NAMSS.
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Table 2-1 Medical Office Management Responsibilities

Management Area

Associated Responsibilities

Communication

Contracts

Data

Financial

Human Resources

Conlflict resolution (e.g., patients, office staff)

Public speaking (e.g., staff training)

Telephone (e.g., patients, sales representatives)

Written communication (e.g., policies, procedures)

Analysis and interpretation

Development and negotiation

Computer applications (e.g., database, spreadsheet, word processing)
Interpretation of computer data printouts

Vendor systems (e.g., medical office management software)

Software analysis and training

Accounts payable and receivable

Budget—personnel and supplies/expenses

Inventory control

Payroll

Purchasing

Benefits

Interviewing, hiring, training, counseling, and terminating personnel
Job descriptions

Legislation
Performance evaluation

Health Information

Legislation (e.g., retention laws, privacy, and security)

Patient record management (e.g., storage, retrieval)
Insurance Claims processing

Coding

Third-party payers
Marketing Community referrals

Medical practice products
Risk Confidentiality

Ethics

Medical malpractice

According to AHIMA, a privacy officer oversees
all ongoing activities related to the development, im-
plementation, maintenance of, and adherence to the
organization’s policies and procedures covering the
privacy of, and access to, patient health information
in compliance with federal and state laws and the
health care organization’s information privacy prac-
tices. Privacy officers have an appropriate educational
background and work experience in legislation (Iaws)
related to information privacy, access to records, and
release of information. They are also knowledgeable
about security technologies and apply HIM principles
to project and change management. Education as a
health information technician or health information
administrator plus appropriate experience in health
care legislation will qualify you for a privacy officer

position in a health care facility. AHIMA offers the
Certified in Healthcare Privacy and Security (CHPS)
credential, which is intended to represent advanced
knowledge and competencies in health information
privacy and security management.

A quality manager coordinates a health care facil-
ity’s quality improvement program to ensure quality
patient care, improve patient outcomes, confirm
accreditation/regulatory compliance, and prepare for
surveys. Quality managers have usually obtained ap-
propriate work experience in a related field (e.g., di-
rector of health information) after first pursuing
formal education (e.g., bachelor’s degree in health
information management). The National Association
for Healthcare Quality (NAHQ) sponsors the Certi-
fied Professional in Healthcare Quality (CPHQ)



credential. Eligibility requirements are available from
the NAHQ.

A risk manager is responsible for gathering infor-
mation and recommending settlements concerning
professional and general liability incidents, claims,
and lawsuits. They initially investigate and analyze ac-
tual and potential risks to the health care facility as
well as review and investigate incident reports for the
purpose of recommending appropriate corrective ac-
tion. Educational requirements for a risk manager in-
clude a bachelor’s degree and work experience in one
or more of the following areas: patient care, public pol-
icy, health care administration, business administra-
tion, legal support, or insurance/claims investigation
and settlement. The Global Risk Management Insti-
tute, Inc. (GRMI), a subsidiary of the Risk & Insurance
Management Society, Inc. (RIMS), sponsors the Cana-
dian Risk Management (CRM), Fellow in Risk Man-
agement (CRM), and RIMS Fellow (RF) designations.

A utilization manager (or case manager) is re-
sponsible for coordinating patient care to ensure the
appropriate utilization of resources, delivery of health
care services, and timely discharge or transfer. Uti-
lization managers usually have a bachelor’s degree
(e.g., nursing, social work), professional licensure
(e.g., RN), and clinical practice experience. Because
some utilization managers must have extensive
knowledge of coding and reimbursement systems,
health information managers are also employed in
these positions. The Certified Case Manager (CCM)
credential is sponsored by the Commission for Case
Manager Certification (CCMC), which is accredited
by the National Commission for Certifying Agencies
(NCCA). McKesson Corporation offers a Certified
Professional in Healthcare Management (CPHM) cre-
dential, combining original certification programs in
utilization review (CPUR) and utilization manage-
ment (CPUM). The American Board of Quality Assur-
ance and Utilization Review Physicians, Inc.
(ABQAURRP) offers the Certified in Health Care Qual-
ity and Management (CHCQM) credential.

Vendor salespersons manage a company’s sales
for a given territory, provide information about avail-
able consulting services, and demonstrate products to
potential customers. Professional advancement op-
portunities usually exist within the organization with
promotion to marketing manager, customer manager,
or corporate account manager. Computer vendor po-
sitions usually require a bachelor’s degree level of
education or higher and prior experience in health
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information management sales. Personal characteris-
tics include the ability to be a team player and to man-
age critical issues.

Other employment settings for health information
managers include government agencies (e.g., state de-
partments of health, peer review organizations), the
pharmaceutical industry (e.g., data collection/studies
for new drug approval), and research support (e.g.,
Centers for Disease Control).

Exercise 2-1 Careers

Instructions: Research career information at the Bu-
reau of Labor Statistics (BLS) Web site.

1. Open your Internet browser (e.g., Internet Ex-
plorer, Netscape Navigator, and so on).

2. Enter http://www.bls.gov to access the BLS
Web site.

3. Locate the section entitled Occupations. Click on
OccupaTIONAL OUTLOOK HANDBOOK.

4. Use the index to search for information regarding
your future career (e.g., Health Information Tech-
nician, Medical Assistant, and so on).

5. Once you locate your career, click on its title.

6. Prepare a one-page, double-spaced summary of ca-
reer information, including a description of the
work, working conditions, employment, training,
other qualifications and advancement, job outlook,
and earnings. Include facts listed on the Web site.

PROFESSIONAL PRACTICE
EXPERIENCE

The professional practice experience (PPE) (also
called an externship or internship) benefits both the
student and the facility that accepts the student for
placement. Students receive on-the-job experience
prior to graduation, which assists them in obtaining
permanent employment, and facilities have the op-
portunity to participate in and improve the formal ed-
ucation process. Quite often, students who complete
professional practices are later employed by the facil-
ity at which they completed the experience. Academic
programs (e.g., health information management,
medical assistant) are required to place students in
professional practice experiences to comply with ac-
creditation requirements; other programs that also
require such experiences provide students with a
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value-added education. (Even if your academic pro-
gram doesn’t require you to complete a professional
practice experience, you can arrange to volunteer in a
health care facility so that you can benefit from actual
work experience.)

Preparing for the
Professional Practice

To provide the maximum benefit to students, profes-
sional practices are non-paid work experiences that
are arranged by the academic program faculty. Stu-
dents are usually told about the professional practice
requirement in their first semester of study, and in-
formation about possible practice sites may be ob-
tained at that time or during a later semester. Once
the practice sites are identified, communicate them
to the academic program faculty to determine
whether student placement is possible. The program
director sends a letter (Figure 2-1) to the site, which
introduces the student and details academic courses
that will have been completed by the start of the pro-
fessional practice experience. Attached to the letter
are the standard articulation agreement (Figure 2-2),
which must be signed by an administrative repre-
sentative of the site, and a student evaluation instru-
ment (Figure 2-3) that delineates tasks to be
accomplished by the student.

Creating a Professional Résumé and
Preparing for an Interview

Students are often required to submit a professional ré-
sumé to the professional practice experience supervi-
sor (the person to whom the student reports) and to
schedule an interview prior to being accepted for
placement. While this can be an intimidating process, it
is excellent experience for the interview process you
will undergo prior to obtaining permanent employ-
ment. Be sure to research the résumé writing and inter-
view technique services available from your college’s
career services office. This office will review your
résumé and provide you with interview tips. Some
offices even videotape mock interviews for students.

Student Responsibilities During the
Professional Practice
The professional practice experience is on-the-job

training even though it is non-paid, and students
should expect to provide proof of immunizations

(available from your physician), undergo a pre-
employment physical examination, and participate in
facility-wide and department-specific orientations. In
addition, because of the focus on privacy and security
of patient information, the facility will require you to
sign a non-disclosure agreement (Figure 2-4), which is
kept on file at your college and by the professional
practice site.

NOTE: Breach of patient confidentiality can result
in termination from the professional practice experi-
ence site, failure of the professional practice experi-
ence course, and even possible suspension and/or
expulsion from your academic program. Be sure to
check your academic program’s requirements regard-
ing this issue.

During the professional practice experience, you
are expected to report to work according to the sched-
ule established by your supervisor. If you cannot at-
tend on a particular day or if you will arrive late, be
sure to call in. (You will be required to make up any
lost time.) Because this is a simulated job experience,
you are also expected to be well groomed and to dress
professionally. In addition, it is very important that
you act interested in all aspects of the experience, de-
velop good working relationships with coworkers,
and react appropriately to criticism and direction. If
any concerns arise during the experience, be sure to
discuss them with your professional practice supervi-
sor and/or instructor.

Professional Code of Ethics

Ethics are judgments about what is right and wrong,
and each professional association has a code of ethics
that is to be followed by its membership. Even if you
are not an active member in your professional as-
sociation, you are expected to comply with the
established ethics. (Professional codes of ethics can be
found in Appendix I and at your professional associ-
ation’s Web site.)

Exercise 2-2 Professional Practice Experience

1. Identify five health care facilities and/or offices
that could serve as professional practice sites. Use
the telephone book or search the Internet to locate
facilities and/or offices in your area.

2. Contact each facility and/or office, and talk with
the switchboard operator or office receptionist to
identify the name and phone number of the



Health Information Management Professionals © 45

10 Main Street
Anywhere NY 10001
101.555.1111 (office) » 101.555.2222 (fax)

June 14, YYYY

Sandy Supervisor

Cancer Registry Department
Alfred Medical Center

100 Main St

Alfred NY 14802

Dear Sandy:

Thank you so much for accepting a student for professional practice. Sally Smith, a
student in the Cancer Registry Management Certificate Program, will complete the 160
nonpaid hours of professional practice during Summer YYYY.

| have enclosed our standard articulation agreement so that you can have your
administrative representative review, sign, and return it to me. | will then obtain our
administrative representative’s signature and mail a copy to you.

| have also enclosed the evaluation instrument that needs to be completed on the
student at the conclusion of the professional practice experience.

If you have any questions or concerns, please contact me at 607.555.5487 (office) or
607.555.5488 (home). | appreciate your accepting a student for professional practice,

Sincerely,

P ) Professor

P.J. Professor

Enclosure

and | look forward to working with you this year.

Figure 2-1 Professional Practice Letter (Permission to reprint granted by Alfred State College.)

department manager or other professional to
whom you would report during the professional
practice. Be sure to explain that you are a student
in an academic program (identify the program)
and that you are gathering preliminary informa-
tion for an assignment. It is possible that you will
be transferred to the department in which you
would complete the professional practice.

Remember!  You are not authorized to discuss the
specifics of the professional practice placement. That
is the responsibility of your college’s professional
practice coordinator, who has performed this task
hundreds of times and is in a position to provide spe-
cific information upon request. When students initiate
conversations about professional practices, it can be
perceived as inappropriate and unauthorized. This
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AFFILIATION AGREEMENT

This Agreement is made by and between the with its principal office located at
(hereinafter referred to as "Affiliate") and the State College, with its principal office located
at 10 Main St, Anywhere, New York 10001 (hereinafter referred to as "University").

WHEREAS, the University has undertaken an educational program in the discipline of Health Information Technology, and
WHEREAS, the University and the Affiliate desire to have an association for the purpose of carrying out the said educational
program in the discipline of Health Information Technology/Medical Records. NOW, THEREFORE, it is agreed that:

1. The University shall assume full responsibility for planning and executing the educational program in the discipline of Health
Information Technology including programming, administration, curriculum content, faculty appointments, faculty
administration and the requirements for matriculation, promotion and graduation and shall bear all costs and expenses in
connection therewith. Attached as Exhibit B is a copy of the curriculum.

The University further agrees to coordinate the program with the Affiliate’s designee.

2. The University shall be responsible for assigning students to the program for professional practice experience. However, the
University shall notify the Affiliate one (1) month in advance of the planned schedule of student assignments to clinical duties
including the dates, number of students and instructors. The schedule shall be subject to written approval by the Affiliate.

3. The University at its sole expense and cost shall provide faculty as may be required for the teaching and supervision of
students assigned to the program for professional practice experience.

4. The University agrees that at all times students and faculty are subject to the supervision of the Affiliate administration, and
the University shall inform both students and faculty that they must comply with all applicable rules and insofar as they may
pertain to the activities of both while at the Affiliate’s facility, and failure to comply shall constitute a cause for terminating
such student's assignment to or faculty member's relationship with the Affiliate. The Affiliate will provide copies of all policies
and procedures to the students and faculty members.

5. The University shall advise each student and faculty that he/she must provide the Affiliate, upon request, with a physician's
statement that the student is free from any health impairment that may pose a risk of illness or injury to health center patients
or interfere with the performance of his/her assigned duties. The following documentation is also required: (i) PPD (Mantoux)
skin test for tuberculosis performed within one year, and a chest X-ray if positive; (ii) Td (Tetanus-diphtheria) booster within
ten years; and (iii) proof of immunity against measles (Rubella) and German measles (Rubella); such proof is documentation
of adequate immunization or serologic confirmation. The health information and documentation required by this paragraph
shall be furnished, upon request, to the Affiliate with respect to each student prior to the assignment of such student for
clinical experience. The health information and documentation required to be furnished for participating students shall also be
furnished for any faculty.

6. The students and faculty shall respect the confidential nature of all documentation and information associated with the
Affiliate, especially patient records.

Figure 2-2 Professional Practice Articulation Agreement (partial) (Permission to reprint granted by Alfred
State College.)




To the Professional Practice Experience Supervisor: Circle the grade that corresponds to the student's skill level for each,
and meet with the student to discuss the grades selected.

Instructions: Consider the following when selecting the score for each area:
* productivity (student completed appropriate volume of work)
* application to work (student demonstrated good evidence of independent study and motivation)
* knowledge of HIM principles (student applied HIM principles to practice in an appropriate manner)
* decision-making (student demonstrated good judgment in making decisions, which were accurate)
¢ understanding of work flow (student demonstrated an understanding of the task in relation to HIM department work flow)

Key to Selecting Skill Level: Student consistently performed:
well above average

above average

at an average level

below average

below the required level

mMoOm>P

Circle The Score That Corresponds To The Student’s Skill Level For Each Area
Skill Area

A B Cc D F

Attendance 100 0

Student completed 240 hours of professional practice.

Promptness 100 96 93 89 85 81 79 75 7 69 65 61 59 55 0

Student reported to the department on time each day; returned from breaks and lunch on time.

Professionalism 100 96 93 89 85 81 79 75 71 69 65 61 59 55 0

Student dressed appropriately, was respectful to colleagues/superiors, accepted constructive criticism well, etc.

Communication 100 96 93 89 85 81 79 75 7 69 65 61 59 55 0

Student asked appropriate questions, etc.

Initiative 1100 96 93 89 85 81 79 75 71 69 65 61 59 55 0

Student displays energy and motivation in starting and competing tasks.

Organization 100 96 93 89 85 81 79 75 71 69 65 61 59 55 0

Student functions in a systematic and logical fashion.

Supervision 100 96 93 89 85 81 79 75 71 69 65 61 59 55 0
Student was receptive to supervision, etc.
Siiil e Circle The Score That Corresponds To The Student’s Skill Level For Each Area
A B Cc D F
ICD-9-CM Coding 100 96 93 89 85 81 79 75 71 69 65 61 59 55 0

Student reviewed policy/procedure for ICD-8-CM coding of inpatient, outpatient, ED, etc. records; coded at least 50 discharged
inpatient records, 50 outpatient records, and 50 ED records; used an encoder; etc.

CPT/HCPCS Coding 100 96 93 89 85 81 79 75 Al 69 65 61 59 55 0

Student reviewed policy/procedure for CPT/HCPCS coding of outpatient, ED, etc. records; coded at least 50 outpatient records and
50 ED records; used an encoder; etc.

Abstracting 100 96 93 89 85 81 79 75 71 69 65 61 59 55 0

Student abstracted at least 50 records, using the HIM department's abstracting system; reviewed disease/operation/physician
indices; used indices for data retrieval and research.

Figure 2-3 Student Evaluation Instrument (Permission to reprint granted by Alfred State College.)
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Office Name:

O

EMPLOYEE/SERVICE PROVIDER NON-DISCLOSURE AGREEMENT

Date:

Address:
Emplayee/Service Provider Name:

[ Employee [] Service Provider Employed By:

Phone:

f__‘i]l have been asked by_

— to reaffirm my commitment made at the time of my
employmentassignment to protect the confidentiality of health information. | understand that
inds its I

. and service providers of their

gat on a perl

of service to. .
health information.

lic basis to help ensure
By my signature below, | acknowledge that | agree to uphold, as a condition of my employment or as provider

ey

. due to the signifi of this issue.

. the confidentiality of protected

has a legal and ethical responsibility to safeguard

the privacy of all patients and protect the confidentiality of their health information. In the course of my
I i at | may have access to or

come into p ion of fidential patient inf . &ven though | may not be directly involved in providing
patient services,
('wl understand that such i must be intained in the strictest of confidence As a
— i of my empl /i t, | hereby agree, unless directed by my supervisor, that | will not at any
time during or after my play g t with disel any patient

infermation to any person whatsoever or permit any person whatsoever o examine or make copies of any
patient reports or other documents prepared by me, or to which | have free access, or that may come into my
possession, or under my control, or usé patient information, other than as necessary in the course of my

employment/assignment.

1 unic d that violation of this ag
and/or legal action.

t could result in disciplinary action, up to and including termination

Employee’s/Service Provider's Name (Printed): Date:

Employee's/Service Provider's S5#

Witness Name {Printed):

Witness Si

HIPAA Privacy Training Completed: Mo Yes (Date: 00000 )

#25-8403 + 1202 « BIBBEAD SYSTEMS INC « PETALUMA, CA TO REORDER FORMS: (800) MBBERO (800 242.2008) OF FAX. (800) 2425030 MFGIN USA

Figure 2-4 Non-Disclosure Agreement (Copyright © Courtesy of Bibbero Systems, Inc., Petaluma, CA.
Phone: 800-242-2376; Fax: 800-242-9330; www.bibbero.com.)

can result in a site refusing to accept a student for
placement.

NOTE: Because this assignment provides an excel-
lent way to initiate contact with working profession-
als who can eventually help you obtain employment,
be courteous, patient, and polite.

3. Generate a list of potential professional practice
experience sites including the name of the facility,
mailing address, contact person in the HIM de-
partment, and the contact person’s telephone num-
ber (including area code).

4. Submit the information to your instructor (or other
individual identified by your instructor) using the
format in Table 2-2.

JOIN YOUR PROFESSIONAL
ASSOCIATION

Students are often able to join their professional asso-
ciation (Table 2-3) for a reduced membership fee and
receive most of the same benefits as active members
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Table 2-2 Professional Practice Experience Placement Form

. ________________________________________________________________________________________________________________________________________________________________________________|
Student Name:
Mailing Address:

Telephone Number (Daytime):

Telephone Number (Evening):
Email Address:

Name of Academic Program:

Number/Name of Professional Practice Course:

Name of Facility or Office Mailing Address Contact Person Telephone Number
()
(@3]
®)
(4)
©)

Table 2-3 Careers and Related Professional Associations

Career Professional Associations
Cancer Registrar National Cancer Registrars Association (NCRA)
Coding Specialist American Academy of Professional Coders (AAPC)

American College of Medical Coding Specialists (ACMCS)
American Health Information Association (AHIMA)
Health Information Manager American Health Information Management Association (AHIMA)
Health Insurance Specialist American Medical Billing Association (AMBA)
International Claim Association (ICA)
Medical Association of Billers (MAB)

Health Services Manager American College of Health Care Administrators (ACHCA)
Medical Assistant American Association of Medical Assistants (AAMA)
American Medical Technologists (AMT)
Medical Office Manager Professional Association of Health Care Office Managers (PAHCOM)
Medical Staff Coordinator National Association for Medical Staff Services (NAMSS)
Medical Transcriptionist Association for Healthcare Documentation Integrity (AHDI)
Quality Manager National Association for Healthcare Quality (NAHQ)
Risk Manager Risk & Insurance Management Society, Inc. (RIMS)
Utilization Manager Case Management Society of America (CMSA)
(who pay much more!). Benefits of joining your pro-  * Web site access for members only
fessional association include: * Networking with members (professional practice

and job placement)
° Receiving publications (e.g., professional ¢ Reduced certification exam fees
journals) ¢ Eligibility for scholarships and grants
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Table 2-4 Internet-Based Bulletin Boards and Discussion Forums (Listservs) NOTE: Go to https://list.nih.gov,

click on the Browse link to view a list of federal government listservs (e.g., HIPAA-REGS), and join those that

interest you.

Type of List Listserv Name Web Site

AAOC Members Forums Go to http:/ /www.aapc.com, click on the Account Login link,
and click on the Forums link.

Coders Discussion Groups Go to http://coding911.com, and click on the "Discussion—
Join" link.

AHIMA Members Communities of Practice  Go to http://www.ahima.org, and log in.

Health Information Advance Forum Go to http:/ /community.advanceweb.com, and click on the HIM

Professionals Insider: Forums link, located below the "ADVANCE for Health

Information Professionals" heading.

Medicare Part B Claims PartB-L

Go to http:/ /www.partbnews.com, scroll down and click on the

"JOIN Part B-L" listserv link to join.

Attending professional conferences and meetings
is one way to network with professionals. Another is
to join a listserv, which is an Internet-based or email
discussion forum that covers a variety of topics and
issues (Table 2-4).

Exercise 2-3 Join Your Professional Association

1. Review Table 2-3 to identify the professional asso-
ciation for your health-related careers.

2. Contact your professional association and re-
quest a student membership application. (Most
application forms are available at the professional
association’s Web site. Refer to the Internet Links
section of this chapter.)

3. Complete the application form and, if required, ob-
tain your program director’s signature.

4. Submit the application to the professional associa-
tion with payment.

NOTE: Student membership fees are usually less
than for active members, but you receive many of the
same benefits.

INTERNET LINKS

American Association
of Medical Assistants
(AAMA)

American Academy
of Professional Coders
(AAPC) http:/ /www.aapc.com

http:/ /www.aama-ntl.org

American College of Medical
Coding Specialists
(ACMCS)
American Health
Information Management

Association
(AHIMA)

Association for
Healthcare
Documentation
Integrity (AHDI)

American Medical
Billing Association

http://www.acmcs.org

http:/ /www.ahima.org

http:/ /www.ahdionline.org

(AMBA) http:/ /www.ambanet.net/amba.htm
American Medical

Technologists

(AMT) http:/ /www.amtl.com

Bureau of Labor

Statistics http:/ /www.bls.gov

Healthcare IT Yellow

Pages http:/ /www.health-infosys-dir.com

National Cancer Registrars

Association (NCRA) http://www.ncra-usa.org
Professional Association

of Health Care Office

Management

(PAHCOM) http:/ /www.pahcom.com

SUMMARY

Health information management combines a profes-
sion in health care with information technology, and


http://www.aama-ntl.org
http://www.aapc.com
http://www.acmcs.org
http://www.ahima.org
http://www.ahdionline.org
http://www.ambanet.net/amba.htm
http://www.amt1.com
http://www.bls.gov
http://www.health-infosys-dir.com
http://www.ncra-usa.org
http://www.pahcom.com
https://list.nih.gov
http://www.aapc.com
http://coding911.com
http://www.ahima.org
http://community.advanceweb.com
http://www.partbnews.com

employment opportunities are available in many types
of health care settings. The professional practice expe-
rience provides students with on-the-job experience
prior to graduation and assists students in obtaining
permanent employment. Students are usually able to
join their professional association for a reduced mem-
bership fee and receive most of the same benefits as ac-
tive members. The benefits of joining a professional
association include receiving publications, logging in
to Web sites reserved for members only, networking
with members, paying reduced certification exam fees,
and becoming eligible for scholarships and grants.

STUDY CHECKLIST

* Read the textbook chapter, and highlight key con-
cepts. (Use colored highlighter sparingly through-
out the chapter.)

¢ Create an index card for each key term. (Write the
key term on one side of the index card and the con-
cept on the other. Learn the definition of each key
term, and match the term to the concept.)

* Access chapter Internet links to learn more about
concepts.

e Answer the chapter Exercises and Review ques-
tions, verifying answers with your instructor.

* Complete the chapter StudyWare activities.

* Complete WebTutor assignments and take online
quizzes.

¢ Complete lab manual assignments, verifying an-
swers with your instructor.

e Form a study group with classmates to discuss
chapter concepts in preparation for an exam.

CHAPTER REVIEW

True/False: Indicate whether each statement is True
(T) or False (F).

1. Once certified, a certified tumor registrar pays an
annual fee to the NCRA and, therefore, does not
have to participate in continuing education.

2. Coding and Reimbursement Specialists can obtain
employment in a variety of health care settings.

3. A health information manager has a wider range
of skills than a certified coder.

4. Registered Health Information Technician job ti-
tles include data quality manager, information se-
curity officer, educator, and consultant.
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5. Medical assistants examine, diagnose, and treat pa-
tients under the direct supervision of a physician.

Multiple Choice: Select the most appropriate
response.

6. A health care professional who has the primary
responsibility of ensuring the timely, accurate,
and complete collection and maintenance of can-
cer data is known as a(n)

a. cancer registrar.

b. coder.

c. health information manager.
d. medical staff coordinator.

7. Two professional associations that offer certifica-
tion in coding are
a. AAPC, AHIMA.
b. AHIMA, CDC.
c. ICA, CDC.
d. NCRA, AAPC.

8. Which is a benefit of joining a professional associ-
ation?
a. guarantee of a grant or scholarship
b. joint membership with other associations
c. membership fee that is reduced for all
d. networking with professional members

9. Which professional is required to pass a licensing
examination in all states and the District of
Columbia?

a. chief executive officer

b. health information manager
c. information systems manager
d. nursing home administrator

10. Medical transcriptionists have unique skills that
enable them to
a. code diagnostic and procedural information.
b. enter information into computerized data banks.

keyboard prerecorded medical dictation.

d. stage tumors according to SEER and TNM.

]

Fill-In-The-Blank: Enter the appropriate term(s) to
complete each statement.

11. The assignment of numbers to diagnoses, ser-
vices, and procedures based on patient record
documentation is known as

12. The Bureau of Labor Statistics states that employ-
ment for the health information management
profession is expected to grow for all
occupations through 2010.
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13.

14.

15.

The insurance claims organization that offers cer-
tification as a Certified Medical Billing Specialist
is the

The American Association of Medical Assistants
credentials medical assistants as and
the American Medical Technologists credentials
medical assistants as

Each professional association has a(n) ,
which are judgments about what is right or
wrong.

Short Answer: Briefly respond to each question.

16.

Sally Smith is interested in pursuing a career as a
physician office coder. What is the most appropri-
ate coding certification for her to obtain?

17.

18.

19.

20.

How has Internet-based technology allowed cod-
ing specialists to work at home?

According to the American Health Information
Management Association, health information
managers have specific areas of expertise. State
the areas of expertise of health information
managers.

What is the purpose of a professional practice
experience?

Professional associations often allow students to
join the association as student members. List
the student benefits of joining a professional
association.
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Objectives
At the end of this chapter, the student should
be able to:

* Define key terms

* List and define hospital categories and identify types
of hospital patients

« Differentiate among freestanding, hospital-based, and
hospital-owned ambulatory care settings

* Distinguish among various types of behavioral
health care facilities

INTRODUCTION

Prior to 1983 when the inpatient prospective payment
system (IPPS) was implemented as part of the Tax
Equity and Fiscal Responsibility Act of 1982 (TEFRA),
patients typically received health care services as
hospital inpatients where they stayed until they were
well enough to be discharged home. The IPPS uses
diagnosis-related groups (DRGs) to classify inpatient
hospital cases into groups that are expected to con-
sume similar hospital resources. Medicare originally
introduced this classification system to pay for inpa-
tient hospital care, with other payers adopting this
PPS in subsequent years. Under DRGs, inpatients are
discharged once the acute phase of illness has passed,
and they are often transferred to other types of health
care, such as outpatient care, skilled care facilities,
rehabilitation hospitals, home health care, and so on.
The transfer facilities provide an appropriate level of
health care in a safe and cost-effective manner after the
patient’s attending physician (with the assistance of
discharge planners, case managers, social workers,
nurses, and others) has determined which facility is
best by evaluating the patient’s medical condition,
special needs, and treatment goals.

ACUTE CARE FACILITIES (HOSPITALS)

An acute care facility (ACF) is a hospital that provides
health care services to patients who have serious, sud-
den, or acute illnesses or injuries and/or who need
certain surgeries. ACFs provide a full range of health
care services, including ancillary services, emergency
and critical care, surgery, obstetrics (labor and deliv-
ery), and so on. Ancillary services are diagnostic and
therapeutic services provided to inpatients and outpa-
tients (e.g., laboratory, physical therapy, and so on).
Most hospital inpatient stays are short (less than
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* Detail services provided by home care and hospice
agencies
* Explain the various types of long-term care

* Differentiate among the various managed care
models

* Describe federal, state, and local health care facilities

30 days), although some patients may stay for longer
periods of time if it is medically necessary. Because
each inpatient day is very expensive, a utilization or
case manager closely monitors patient care to deter-
mine whether acute health care services are required.

Hospitals have an organized medical and profes-
sional staff, and inpatient beds are available 24 hours
a day. The primary function of hospitals is to provide
inpatient medical, nursing, and other health-related
services to patients with surgical and nonsurgical
conditions; they usually also provide some outpatient
services. Hospitals are categorized as (1) single
hospitals (hospital is self-contained and not part of a
larger organization) and (2) multi-hospital systems
(two or more hospitals owned, managed, or leased by
a single organization; these may include acute, long-
term, pediatric, rehabilitation, and /or psychiatric care
facilities).

Another consideration when discussing hospital
organization is to identify the population served by a
health care facility, which means that health care is pro-
vided to specific groups of people. Some hospitals spe-
cialize in the treatment of children (e.g., pediatric
hospitals) while others have special units (e.g., burn
unit). The hospital bed size (or bed count) is the total
number of inpatient beds for which the facility is
licensed by the state; the hospital must be equipped
and staffed to care for these patient admissions. The
hospital’s average length of stay (LOS) determines
whether the hospital stay is classified as short-term or
acute, with an average LOS of 4 to 5 days and a total
LOS of less than 25 days, or long-term, with an aver-
age LOS of greater than 25 days.

EXAMPLE

Patient was admitted April 5 and discharged on April 10.
To calculate the LOS, count the day of admission but not
the day of discharge. This patient’s LOS is 5 days.
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Hospitals are also categorized by the following
types:

 Critical access hospitals (CAHs) are those located
more than 35 miles from any other hospital or
another CAH, or they are state certified as being a
necessary provider of health care to area residents.
Mileage criteria is reduced to 15 miles in areas
where only secondary roads are available or in
mountainous terrain. CAHs must provide emer-
gency services 24 hours a day and maintain no more
than 15 inpatient beds (except for swing-bed facili-
ties, which can have up to 25 inpatient beds if no
more than 15 are used at any one time for acute
care). Inpatients are restricted to 96-hour stays, un-
less a longer period is required due to inclement
weather or the development of another emergency
condition. (Swing-bed criteria allow a rural hospi-
tal to admit a nonacute care patient.)

General hospitals provide emergency care, per-
form general surgery, and admit patients for a range
of problems from fractures to heart disease, based
on licensing by the state.

Specialty hospitals concentrate on a particular
population of patients (e.g., children) or disease cat-
egory (e.g., cancer).

Rehabilitation hospitals admit patients who are
diagnosed with trauma (e.g., car accident) or
disease (e.g., stroke) and need to learn how to
function.

Behavioral health care hospitals specialize in treat-
ing individuals with mental health diagnoses.

NOTE: Hospitalists are physicians who spend
most of their time in a hospital setting admitting
patients to their inpatient services from local primary
care providers. Long-term care hospitals (LTCHs) are
categorized as long-term care.

Hospital patients are categorized as ambulatory
patients (outpatients), ambulatory surgery patients
(e.g., day surgery), emergency care patients, inpa-
tients, newborn patients, observation care patients,
and subacute care patients.

* Ambulatory patients (or outpatients) are treated
and released the same day and do not stay over-
night in the hospital. Their length of stay is a max-
imum of 23 hours, 59 minutes, and 59 seconds.

* Ambulatory surgery patients undergo certain pro-
cedures that can be performed on an outpatient
basis, with the patient treated and released the same

day. Their length of stay is a maximum of 23 hours,
59 minutes, and 59 seconds. If they require a longer
stay, they must be admitted to the facility as an
inpatient.

* Emergency care patients are treated for urgent
problems (e.g., trauma) and are either released the
same day or admitted to the hospital as inpatients.

* Inpatients stay overnight in the facility for 24 or
more hours, and are provided with room and board
and nursing services.

* Newborn patients receive infant care upon birth,
and if necessary they receive neonatal intensive care
either within the hospital or as the result of transfer
to another hospital.

* According to the Medicare Hospital Manual,
observation patients receive services furnished
on a hospital’s premises that are ordered by a
physician or other authorized individual, includ-
ing use of a bed and periodic monitoring by nurs-
ing or other staff, which are reasonable and
necessary to evaluate an outpatient’s condition or
determine the need for a possible admission as an
inpatient.

* Subacute care is provided in hospitals that pro-
vide specialized long-term acute care such as
chemotherapy, injury rehabilitation, ventilator
(breathing machine) support, wound care, and
other types of health care services provided to seri-
ously ill patients. These facilities can look like
mini-intensive care units, and they usually do not
offer the full range of health care services available
in acute care facilities (e.g., emergency depart-
ments, obstetrics, and surgery). Subacute care
costs much less than acute care, and patients are
often transferred directly from an intensive care
unit. Medicare will reimburse subacute care facili-
ties if care provided is appropriate and medically
necessary.

Exercise 3-1 Acute Care Facilities (Hospitals)

Fill-In-The-Blank: Enter the appropriate term(s) to
complete each statement.

1. Hospitals are categorized as single or
systems.

2. The hospital bed count or is the total
number of inpatient beds for which the facility is
licensed by the

3. The hospital’s average length of stay is classified as
(or acute) or



AMBULATORY AND
OUTPATIENT CARE

Ambulatory care (or outpatient care) allows patients
to receive care in one day without the need for inpa-
tient hospitalization. Care is provided in either a free-
standing or hospital-based facility and includes the
following (Table 3-1):

* Ambulatory surgical centers (freestanding)

* Hospital-based outpatient department (e.g., dialy-
sis, physical therapy)

* Hospital-based emergency department, including
observation services
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Hospital-based ambulatory surgery program
Hospital-based partial hospitalization program
Hospital-owned physician practice
Hospital-owned satellite clinics

Industrial health clinic

Neighborhood health centers

Physician offices

Public health departments

Satellite clinics

Staff model health maintenance organizations
Urgent care centers

Table 3-1 Freestanding, Hospital-Based, and Hospital-Owned Ambulatory Facilities

Type of Facility Name of Facility Definition
Freestanding Ambulatory Surgical Surgery is performed on an outpatient basis at a freestanding ambula-
Centers and Center (ASC) tory surgical center. Patients arrive on the day of procedure, undergo
Facilities surgery in an operating room, and recover under the care of nursing
staff.
Clinical laboratory Stand-alone clinical laboratory performs testing in microbiology, clinical

chemistry, and toxicology. The laboratory is directed by a pathologist,
and testing is performed by certified, professional technologists and

technicians.

Heart and vascular center ~ Provides ambulatory cardiovascular services to include diagnosis and
treatment, disease prevention, research, education, and cardiac rehabil-
itation. Diagnostic and treatment services include cardiac catheteriza-
tion, Coumadin care, echocardiography, enhanced external counterpul-
sation (EECP), heart scans, pacemaker care, and percutaneous
transluminal coronary angioplasty (PTCA).

Staff model health Similar to large, multi-specialty group practices, it may be partially
maintenance owned by the physician employees, with the physicians typically
organization (HMO) functioning as employees of either the physician group owning the

practice or the insurer. Most physicians in this type of HMO are paid a
salary.

Imaging center Freestanding facility that provides radiographic and other imaging

services (e.g., MRI, PET, and so on) to ambulatory patients. Some cen-
ters also provide training and participate in national research projects.

Industrial health clinic Located in a business setting (e.g., factory), the emphasis is on employee

health and safety.

Infusion center (or Freestanding center that dispenses and administers prescribed medica-
Ambulatory Infusion tions by continuous or intermittent infusion to ambulatory patients.
Center, AIC) Infusion is supervised by a licensed health care professional (e.g., reg-

istered nurse).

Neighborhood health Health care is provided to the economically disadvantaged, and
center treatment is family-centered because illnesses may result indirectly

from crowded living conditions, unsanitary facilities, and other socioe-
conomic factors. Family care team consisting of a physician, nurse, and
social worker provides continuity of care to families.

(Continues)
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Table 3-1

Freestanding, Hospital-Based, and Hospital-Owned Ambulatory Facilities (Continued)

Type of Facility

Name of Facility

Definition

Hospital-Based
Departments
and Programs

Hospital-Owned
Facilities

Pain management center

Physician office

Primary care center

Public health department

Rehabilitation facility

Student health center

Urgent care center (or
emergency care center)

Ambulatory surgery

Outpatient department

Emergency department

Partial hospitalization
program

Hospital-owned
physician practice

Satellite clinics

Specializes in treatment of acute and chronic pain syndromes using
proven medications and procedures. Usually a multi-disciplinary
approach is used, involving participating specialists such as
physiatrists, psychiatrists, neurologists, neurosurgeons, internists,
and physical and occupational therapists.

Solo physician practices do not have physician partners or employment
affiliations with other practice organizations. Single-specialty group
physician practices consist of two or more physicians who provide
patients with one specific type of care (e.g., primary care).

Multi-specialty group physician practices offer various types of med-
ical specialty care in one organization, and they may be located in
more than one location.

Offers adult and family care medicine in internal medicine, pediatrics,
and family practice. Internal medicine physicians specialize in the
care of adults; pediatricians provide comprehensive services for in-
fants, children, and adolescents; and family practitioners provide care
for the entire family and focus on general medicine, obstetrics, pedi-
atrics, and geriatrics.

Provides preventive medicine services such as well baby clinics, which
include immunizations and routine checkups.

Provides occupational, physical, and speech therapy to patients with
orthopedic injuries, work-related injuries, sports-related injuries, and
various neurological and neuromuscular conditions.

Provides health care to full- and part-time students who become ill or
injured. Services usually include allergy injections, contraception and
counseling, health education, immunizations, HIV testing, laboratory
services, routine medications, primary care and preventive medicine,
screening for sexually transmitted diseases (STDs), smoking cessation,
and women'’s health care.

Immediate care is provided by an on-duty physician (usually salaried).
Usually owned by private corporations in states where permitted
(e.g., Humana) or nonprofit facilities (e.g., hospitals).

Elective surgery is performed on patients who are admitted and dis-
charged the same day (e.g., biopsy); both general and local anesthesia
are administered; also called short-stay or one-day surgery.

Clinic outpatient receives scheduled diagnostic and therapeutic care
(e.g., chemotherapy following an inpatient stay). Referred outpatient
receives diagnostic (e.g., lab tests) or therapeutic care (e.g., physical
therapy) because such care is unavailable in the primary care provider’s
office. Follow-up is done at the primary care provider’s office.

Immediate care is provided by an on-duty physician to patients who
have sustained trauma or have urgent problems (e.g., heart attack).

Program for hospital patients who regularly use the hospital facilities for
a substantial number of either daytime or nighttime hours (e.g., behav-
ioral health, geriatric, rehabilitative care).

Hospital-owned practices are at least partially owned by the hospital,
and the physicians participate in a compensation plan provided by the
hospital.

Ambulatory care centers that are established remotely from the hospital.
Primary care is provided by an on-duty physician (usually salaried).

EXAMPLE: The Veterans Administration Palo Alto Health Care Sys-
tem located in the western United States is a 961-bed tertiary care
facility with seven outpatient satellite clinics that serve patients
scattered over hundreds of miles.




Exercise 3-2 Ambulatory/Outpatient
Care Facilities

True/False: Indicate whether each statement is True
(T) or False (F).

1. Ambulatory infusion centers are freestanding cen-
ters that dispense and administer prescribed med-
ications by continuous or intermittent infusion to
ambulatory patients.

2. A freestanding facility that provides only radi-
ographic and imaging services is called a partial
hospitalization program.

3. A health care center that provides treatment to the
economically disadvantaged in a family-centered
atmosphere is known as a neighborhood health
center.

Table 3-2 Behavioral Health Care
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4. Clinical laboratories are stand-alone laboratories
that perform testing in microbiology, clinical chem-
istry, and toxicology.

5. Single-specialty group physician practices consist
of three or more physicians who provide patients
with one specific kind of care.

BEHAVIORAL HEALTH CARE
FACILITIES

The behavioral health continuum of care, under spe-
cial licensing (e.g., mental health or psychiatric serv-
ices), ranges from health care settings that are least
restrictive (e.g., outpatient weekly psychotherapy) to
most restrictive (e.g., year-round residential treat-
ment) and includes a variety of types of health care
settings (Table 3-2).

Type of Health Care

Definition

Chemical Dependency Program

Provides 24-hour medically directed evaluation and withdrawal management

in an acute care inpatient setting. Treatment services usually include detoxifi-
cation (detox), withdrawal management, methadone detox, alcohol detox,
opiate detox, oxycontin detox, chemical dependency, substance abuse, and
individual needs and medical assessment.

Crisis Service

Provides short-term (usually fewer than 15 days) crisis intervention and treat-

ment. Patients receive 24-hour-a-day supervision.

Day Treatment Program

Intensive treatment program provided to patients who live in the community

but come to the facility up to five days per week.

Developmentally Disabled/Mentally
Retarded Facilities

Sometimes categorized as an intermediate care facility (ICF), these facilities
provide residential care and day programming, including academic training,

clinical and technical assistance, health care services, and diagnosis and evalu-
ation of individuals with developmental disabilities.

Emergency Care Facilities
Family Support Services

groups).
Home Health Care

24-hour-a-day services for emergencies (e.g., hospital emergency department).
Services are provided to assist families in caring for the patient (e.g., support

A team of specially trained staff visit the patient in the home to develop a treat-

ment program, and care is provided in the home.

Hospital Treatment

Patients receive comprehensive psychiatric treatment on an inpatient basis in a

hospital. Length of treatment varies.

Intensive Case Management

Specially trained individuals coordinate and/or provide mental health, finan-

cial, legal, and medical services to help the patient live successfully at home
and in the community.

Outpatient Clinic

Patients receive follow-up mental health care, and visits are usually under one

hour. The number of visits per week depends on the patient’s needs.

Partial Hospitalization Program
time hours.
Residential Treatment Facility

Patients use the facility for a substantial number of either day-time or night-

Seriously disturbed patients receive intensive and comprehensive psychiatric

Respite Care

Therapeutic Group Home

treatment on a long-term basis.

Care is provided by specially trained individuals at a setting other than the
patient’s home to offer relief and rest to primary caregivers.

Six to 10 individuals are provided with supervised housing (may be linked with
a day treatment program).
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Exercise 3-3 Behavioral Health Care Facilities

Fill-In-The-Blank: Enter the appropriate term(s) to
complete each statement.

1. An intensive treatment program, known as a

, is provided to patients who live in the

community but come to the facility up to five days
per week.

2. Treatment services for a program can in-
clude detoxification, withdrawal management, and
medical assessment.

3. Ina setting 6 to 10 individuals are pro-
vided supervised housing and supportive services.

4. Crisis services provide for crisis inter-

vention and treatment.

5. Patients that need intensive and comprehensive
psychiatric treatment on a long-term basis are
treated in a facility.

HOME CARE AND HOSPICE

Home care allows people who are seriously ill or
dying to remain at home and receive treatment from
nurses, social workers, therapists, and other licensed
health care professionals who provide skilled care in
the home. Skilled care includes services that are
ordered by a physician and provided under the
supervision of a registered nurse, or physical, occu-
pational, or speech therapist. Skilled care services
include:

* Assessment/monitoring of illnesses

e Intravenous (IV) and medication administration
e Insertion of catheters

* Tube feedings

* Wound care

Home health care also covers the use of durable
medical equipment (DME), which includes the
following:

e Canes

* Crutches

* IV supplies

* Hospital beds

* Ostomy supplies
* Oxygen

* Prostheses

* Walkers

* Wheelchairs

Another aspect of home care provided to individu-
als involves personal care and support services,
which provide assistance in performing daily living
activities, such as bathing, dressing, grooming, going
to the toilet, mealtime assistance, travel training, and
accessing recreation services. Home infusion care is
also provided by home health care agencies when
intravenous administration of medication is med-
ically appropriate for the patient’s condition, and
treatment is administered in the home instead of on
an inpatient hospital basis. Examples of infusion
therapy include:

* Chemotherapy: intravenous administration of
chemical agents that have specific and toxic effects
upon a disease-causing cell or organism

* Drug therapy: intravenous administration of other
drugs including antibiotics, antivirals, and so on

* Hydration therapy: intravenous administration of
fluids, electrolytes, and other additives

* Pain management: intravenous administration of
narcotics and other drugs designed to relieve pain

e Total parenteral nutrition (TPN): administration
of nutritional substances by peripheral or central
intravenous infusion to patients who are either
already malnourished or have the potential for
developing malnutrition

Hospice care provides comprehensive medical and
supportive social, emotional, and spiritual care to ter-
minally ill patients and their families. The goal of hos-
pice is palliative care (comfort management) rather
than curative care (therapeutic). Most hospice care is
provided in the home, but patients sometimes receive
respite care, which offers relief and rest to primary
caregivers. A trained worker or a trained volunteer
comes into the home to provide care, community
agencies host centers for respite care, or longer-term
respite care is provided by hospitals and nursing facil-
ities that offer short-term stays. Most hospice patients
have cancer, although a growing number of hospice
patients have end-stage heart, lung, kidney, neurolog-
ical, or liver disease, HIV /AIDS, stroke, Alzheimer’s
disease, and other conditions. The hospice team con-
sists of doctors, nurses, social workers, clergy, and vol-
unteers who coordinate an individualized plan of care
for each patient and family. Hospice care allows every
person and family to participate fully in the final
stages of life.

NOTE: Medicare will reimburse both home health
care and hospice services.



Exercise 3-4 Home Care and Hospice

Short Answer: List two examples for each type of care.
1. Durable Medical Equipment

2. Personal Care and Support Services

3. Infusion Therapy

LONG-TERM CARE

Long-term care includes a range of nursing, social,
and rehabilitative services for people who need on-
going assistance. Lengths of stay typically average
greater than 30 days. While most residents of long-
term care facilities are elderly, young people also need
long-term care during an extended illness or after an
accident. Long-term care facilities provide a range of
services including custodial, intermediate, rehabilita-
tive, and skilled nursing care.

Adult day care provides care and supervision in a
structured environment to seniors with physical or
mental limitations. Most are located in assisted-living
facilities, churches, freestanding facilities, hospitals, or
nursing facilities. Some centers specialize in caring for
those with certain diseases, such as Alzheimer’s dis-
ease. Adult day care staff members usually include an
activity director, nurse, and social worker and also
depend on volunteers to run many activities.

An assisted-living facility (ALF) is a combination
of housing and supportive services including personal
care (e.g., bathing) and household management (e.g.,
meals) for seniors. Assisted-living residents pay
monthly rent and additional fees for services they
require. An ALF is not a nursing facility, and it is not
designed for people who need serious medical care.
An ALF is intended for adults who need some help
with activities such as housecleaning, meals, bathing,
dressing, or medication reminders, and would like the
security of having assistance available on a
24-hour basis in a residential environment. While
dementia care facilities and Alzheimer’s treatment
facilities have many of the same characteristics as
assisted-living facilities, there is more extensive moni-
toring of residents and day-to-day care. Often, these
facilities are associated with assisted-living facilities,
usually as a separate building or unit; and cost is
higher than for assisted living (but lower than for
nursing facility care).

Continuing Care Retirement Communities
(CCRCQ) provide different levels of care based on the
residents’ needs from independent living apartments
to skilled nursing care in an affiliated nursing facility.
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Residents move from one setting to another based on
their needs, but they continue to remain a part of their
CCRC community. Many CCRCs require a large down
payment prior to admission, and they bill on a
monthly basis.

An intermediate care facility (ICF) provides devel-
opmentally disabled people with medical care and
supervision, nursing services, occupational and phys-
ical therapies, activity programs, educational and
recreational services, and psychological services. They
also provide assistance with activities of daily living,
including meals, housekeeping, and assistance with
personal care and taking medications. ICFs are state
licensed and federally certified, which allows them to
receive reimbursement from Medicare and Medicaid.
Licensure confirms that health care facilities meet min-
imum standards of services and quality in compliance
with state law and regulations. Federal certification
measures the ability of health care facilities to deliver
care that is safe and adequate, in accordance with fed-
eral law and regulations.

A long-term care hospital (LTCH) is defined in
Medicare law as a hospital that has an average
inpatient length of stay greater than 25 days. These
hospitals typically provide extended medical and
rehabilitative care for patients who are clinically com-
plex and may suffer from multiple acute or chronic
conditions (e.g., comprehensive rehabilitation, cancer
treatment, and so on).

A residential care facility (RCF) provides non-
medical custodial care, which can be provided in a sin-
gle family residence, a retirement residence, or in any
appropriate care facility including a nursing home.
RCFs are not allowed to provide skilled services (e.g.,
injections, colostomy care, and so on), but they can
provide assistance with activities of daily living
(ADL), which include bathing, dressing, eating,
toileting, walking, and so on. This type of care is called
custodial care because there is no health care compo-
nent, and the care may be provided by those without
medical skills or training. (NOTE: Medicare does not
pay for this level of care.)

A skilled nursing facility (SNF) (or nursing
facility, NF) provides medically necessary care to
inpatients on a daily basis that is performed by, or
under the supervision of, skilled medical personnel.
SNFs provide IV therapy, rehabilitation (e.g., physical
therapy, speech therapy, and so on), and wound care
services. Patients are often transferred from acute care
facilities to the SNF if they need continuing medical
care and are not well enough to return home or if they
cannot tolerate the requirements of a rehabilitation
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facility. After receiving care in the SNF, a patient may
be transferred to a rehabilitation facility or home.
Medicare pays for up to 100 days of skilled nursing
care in an SNF during a benefit period, but there are
special eligibility requirements.

A rehabilitation facility provides services to patients
who have experienced a recent decline in function,
often due to a stroke or a head or spinal cord injury.
Intensive medical rehabilitation is provided by spe-
cially trained health care professionals, and these facil-
ities can be located in an acute care facility, nursing
facility, or they can be freestanding. Patients must be
willing and able to tolerate their rehabilitation treat-
ment plan, and they must make progress to remain in
this type of facility. Patients are transferred to rehabil-
itation care from acute care, post-acute care, skilled
care, or from home.

Exercise 3-5 Long-Term Care
Short Answer: State the meaning of each abbreviation.
1. ALF

2. CCRC
3. ICF

Table 3-3 Managed Care Models

4. RCF
5. SNF

MANAGED CARE

NOTE: Managed care is a concept, not a type of
health care facility. However, closed-panel health
maintenance organizations (HMOs), which is a man-
aged care mode, are classified as a type of facility.

Managed care originally referred to the prepaid
health care sector (e.g., HMOs), which combined
health care delivery with the financing of health care
services. The term is increasingly being used to refer
to preferred provider organizations (PPOs) and some
forms of indemnity coverage that incorporate utiliza-
tion management activities. Utilization manage-
ment controls health care costs and the quality of
health care by reviewing cases for appropriateness
and medical necessity. Preadmission certification
(PAC) is a form of utilization management that
involves the review for medical necessity of inpatient
care prior to inpatient admission. (Refer to Table 3-3
for a comprehensive list of managed care models and
definitions.)

Managed Care Model

Definition

Exclusive Provider Organization (EPO)

Provides benefits to subscribers (individuals who pay premiums) who receive

health care services from network providers, which are physicians and health
care facilities under contract to the managed care plan.

Integrated Delivery System (IDS) (or
Integrated Service Network, Delivery
System, Vertically Integrated Plan,
Vertically Integrated System,
Horizontally Integrated System,
Health Delivery Network, and
Accountable Health Plan)

IDS Models
Group Practice

Medical Foundation
Integrated Provider
Organization (IPO)

Management Service
Organization (MSO)

Physician-Hospital
Organization (PHO)

Without Walls (GPWW)

An organization of affiliated provider sites that offer joint health care services
to subscribers. Sites include ambulatory surgical centers, hospitals, physician
groups, and so on.

Definition

Managed care contract in which physicians
maintain their own offices and share services
with plan members.

Nonprofit organization that contracts
with and acquires the clinical and business
assets of physician practices.

Manages health care services provided by
hospitals, physicians, and other health care
organizations.

Provides practice management services,
including administrative and support
services, to individual physician practices.

Managed care contracts are negotiated by
hospital(s) and physician groups. Physicians
maintain their own practices and provide serv-
ices to plan members.

(Continues)
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Managed Care Model

Definition

Health Maintenance

An alternative to traditional health insurance coverage, HMOs provide

Organization (HMO) comprehensive health care services to members on a prepaid basis. A closed-
panel HMO includes group and staff models that provide services at HMO-
owned health centers or satellite clinics, or by physicians who belong to a
specially formed medical group that serves the HMO. An open-panel HMO
includes direct contract, individual practice association, and network models;
physicians are not employees of the HMO, and they do not belong to a
specially formed medical group that serves the HMO.

HMO Models Definition

Group Model HMO Participating physicians who are members of an
independent multi-specialty group provide
health care services. Physician groups either
contract with the HMO or they are owned or
managed by the HMO.

Staff Model HMO Physicians are employed by the HMO, premiums
are paid to the HMO, and usually all ambula-
tory care services are provided within HMO
corporate buildings.

Direct Contract Model Individual physicians in the community deliver

HMO contracted health care services to subscribers.

Individual Practice Physicians who remain in their independent

Association (IPA) office settings provide contracted health care

(or Independent Practice services to subscribers. The IPA negotiates the

Association, IPA) HMO contract and manages the capitation pay-
ment (lump sum paid by the HMO to care for a
group of subscribers).

Network Model HMO Two or more physician multi-specialty group
practices provide contracted health care serv-
ices to subscribers.

Managed Care Model Definition

Point-of-Service Plan (POS)

Patients have the freedom to use an HMO panel of providers (for which a

copayment is paid) or to self-refer to non-HMO providers (for which greater
out-of-pocket expenses apply). A copayment is a fixed amount a subscriber
must pay when seeking health care services.

Preferred Provider Organization (PPO)

A network of physicians and hospitals join together to contract with third-party

payers (e.g., insurance companies), employers, and other organizations to
provide health care to subscribers for a discounted fee.

Triple Option Plan (or Cafeteria Plan
or Flexible Benefit Plan)

Provides subscribers and employees with a choice of HMO, PPO, or traditional
health insurance plan.

NOTE: Medical necessity requires the documenta-
tion of services or supplies that are proper and needed
for the diagnosis or treatment of a medical condition;
are provided for the diagnosis, direct care, and treat-
ment of a medical condition; meet the standards of
good medical practice in the local area; and are not
mainly for the convenience of the physician or health
care facility.

NOTE: Consumer-directed health plans are dis-
cussed in Chapter 10.

Exercise 3-6 Managed Care

Short Answer: State the meaning of each abbreviation.
1. EPO

. HMO

. IPO

. POS

2
3
4
5. PPO
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FEDERAL, STATE, AND LOCAL
HEALTH CARE

Federal, state, and local correctional facilities provide
inmates with a secure housing environment that also
offers vocational and educational advancement. Med-
ical, dental, and mental health care services are pro-
vided to inmates according to a standard of care
imposed by court decisions, legislation, accepted cor-
rectional and health care standards, and departmental
policies and procedures. Care is provided by qualified
health care professionals who are licensed by the state,
as follows:

* Primary health care is provided by nurses, physi-
cians, dentists, and other staff at clinics located in
each prison.

* Chronic disease management, dental care, vision
care, health screening specialty care clinics, and
emergency care are provided on-site within the
correctional facility.

* Inpatient acute care is provided at local hospitals,
with medical, surgical, long-term, and psychiatric
care provided by specialists at outpatient clinics
located within a secure area of the hospital.

The federal Bureau of Prisons (BOP) provides nec-
essary medical, dental, and mental health services to
inmates by a professional staff and consistent with
acceptable community standards. BOP institutions
provide inmate ambulatory care, and federal medical
centers (FMCs) provide major medical care.

NOTE: Go to http://www.usphs.gov, click on the
Video Tours link, and click on each “View the video
tour” link to preview services provided by federal
medical centers.

In each institution, inmate sick call is conducted at
least four days per week with urgent care services
available at all times. A physician is either on-site or
available for 24-hour continuous duty to handle med-
ical problems that may occur after normal working
hours. If an inmate requires medical services that the
health care staff cannot provide, the inmate is trans-
ferred to an outside community care provider or to
one of the BOP’s federal medical centers.

The BOP established a quality assessment and
improvement (QA&I) program that includes the eval-
uation and assessment of significant medical events,
trends, and patterns. The Health Services Division
coordinates the BOP’s Safety Program (Occupational
Safety, Environmental Health, and Life Safety and Fire
Protection), which ensures a safe, healthy environment

for staff and inmates. Two methods for evaluating the
quality of health care provided to inmates are assess-
ments by the federal Health Services Division’s (HSD)
Office of Quality Management and by The Joint
Commission.

NOTE: The mission of The Joint Commission is to
improve the quality of health care provided to the
public. The Joint Commission develops standards of
quality in collaboration with health professionals and
others and encourages health care organizations to
meet or exceed the standards through accreditation
and the teaching of quality improvement concepts.
Joint Commission inspections certify that BOP facili-
ties meet national health care standards.

The National Commission on Correctional Health
Care (NCCHC) was established in the 1970s to pro-
vide an external peer review process for correctional
institutions that wish to meet its nationally accepted
Standards for Health Services. The areas covered by the
Standards include:

Facility governance and administration
Health care services support

Health promotion and disease prevention
Health records

Inmate care and treatment

Maintaining a safe and healthy environment
Medical-legal issues

Personnel and training

Special inmate needs and services

The Military Health System (MHS) administers
health care for active members of the uniformed serv-
ices (and their dependents) as provided by military
treatment facilities (Figure 3-1) and networks of civil-
ian health care professionals. A military treatment
facility (MTF) is a clinic and/or hospital located on a
United States military base, and the Military Medical
Support Office (MMSO) coordinates civilian health
care services when MTF services are unavailable.

The Veterans Health Administration (VHA), an
agency in the Department of Veterans Affairs, pro-
vides medical, surgical, and rehabilitative care to vet-
erans of the armed services.

The VHA created regional Veterans Integrated Ser-
vice Networks (VISN), which administer and provide
health care services at VA medical centers (VAMCs)
and community-based outpatient clinics.

The Public Health Service (PHS) Commissioned
Corps is one of seven Uniformed Services of the
United States and provides highly trained and mobile
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Figure 3-1 Map of TRICARE regions (Reprinted according to www.tricare.mil Content Reuse Policy.)

health professionals who carry out programs to pro-
mote the nation’s health, understand and prevent dis-
ease and injury, assure safe and effective drugs and
medical devices, deliver health services to federal ben-
eficiaries, and furnish health expertise in time of war
or other national or international emergencies. The
PHS Commissioned Corps is led by the Surgeon Gen-
eral (who reports to the Assistant Secretary of Health),
and it coordinates the activities of the following
DHHS agencies, operating divisions, and programs:

* Administration for Children and Families (ACF)
is responsible for programs that provide services
and assistance to needy children and families, in-
cluding Temporary Assistance to Needy Families
(TANF), which is the new state-federal welfare
program.

* Administration on Aging (AoA) supports a nation-
wide aging network, providing services to the eld-
erly to enable them to remain independent.

* Agency for Healthcare Research and Quality
(AHRQ) supports research designed to improve the
outcomes and quality of health care, reduce its
costs, address patient safety and medical errors, and
broaden access to effective services.

* Agency for Toxic Substances and Disease
Registry (ATSDR) works with states and other

federal agencies to prevent exposure to hazardous
substances from waste sites.

Centers for Disease Control and Prevention
(CDCQ) provides a system of health surveillance to
monitor and prevent outbreak of diseases.

Centers for Medicare & Medicaid Services (CMS)
administers Medicare, Medicaid, and the
Children’s Health Insurance Program (CHIP) and
was formerly called the Health Care Financing
Administration, or HCFA.

Food and Drug Administration (FDA) assures the
safety of foods and cosmetics, and the safety and ef-
ficacy of pharmaceuticals, biological products, and
medical devices.

Health Resources and Services Administration
(HRSA) provides health resources for medically
underserved populations, works to build the health
care workforce, maintains the National Health
Service Corps, oversees the nation’s organ trans-
plantation system, works to decrease infant mortal-
ity and improve child health, and provides services
to people with AIDS through the Ryan White CARE
Act programs.

Indian Health Service (IHS) supports a network of
37 hospitals, 60 health centers, 3 school health cen-
ters, 46 health stations, and 34 urban Indian health
centers to provide services to nearly 1.5 million
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American Indians and Alaska Natives of 557 feder-
ally recognized tribes.

e National Institutes of Health (NIH), with 17
separate institutes, is the world’s premier medical
research organization, supporting some 35,000 re-
search projects nationwide in diseases like cancer,
Alzheimer’s disease, diabetes, arthritis, heart ail-
ments, and AIDS.

* Substance Abuse and Mental Health Services
Administration (SAMHSA) works to improve
the quality and availability of substance abuse
prevention, addiction treatment, and mental health
services.

State departments of health protect and promote
health care through prevention, science, and the assur-
ance of quality health care delivery. State departments
of mental health operate mental health care facilities (or
psychiatric centers) and regulate, certify, and oversee
programs that are operated by local governments and
nonprofit agencies. These programs include inpatient
and outpatient programs, emergency, community sup-
port, residential, and family care programs.

INTERNET LINKS

Assisted Living

INFO http:/ /www.assistedlivinginfo.com
Nursing Home

INFO http:/ /www.nursinghomeinfo.com
State Health

Agencies http:/ /www.statepublichealth.org

U.S. Government
Official Web Portal http://www.usa.gov
U.S. Department of

Veterans Affairs  http://www.va.gov

SUMMARY

An acute care facility (ACF) provides health care
services to patients who have serious, sudden, or
acute illnesses or injuries and/or who need certain
surgeries. They are categorized as single hospitals or
multi-hospital systems as well as by type, such as gen-
eral hospitals, specialty hospitals, rehabilitation hospi-
tals, and behavioral health care hospitals. Hospital
patients are categorized as outpatients, ambulatory
surgery patients, emergency care patients, inpatients,
newborn patients, observation care patients, and sub-
acute care patients. Some hospitals establish satellite
clinics.

Ambulatory care allows patients to receive care in
one day without the need for inpatient hospitalization.

Care is provided in either a freestanding or hospital-
based facility. Behavioral health care ranges from set-
tings that are least restrictive (e.g., outpatient weekly
psychotherapy) to most restrictive (e.g., year-round
residential treatment) and includes a variety of types
of health care settings. Home care allows people who
are seriously ill or dying to remain at home and receive
treatment, and it includes the use of durable medical
equipment (DME), personal care and support services,
and home infusion care. Hospice care provides com-
prehensive medical and supportive social, emotional,
and spiritual care to terminally ill patients and their
families. Long-term care facilities provide a range of
services including custodial, intermediate, rehabilita-
tive, and skilled nursing care. Managed care refers to
the prepaid health care sector (e.g.,, HMOs), which
combines health care delivery with the financing of
health care services as well as to preferred provider
organizations (PPOs), and some forms of indemnity
coverage that incorporate utilization management
activities.

Federal, state, and local correctional facilities pro-
vide secure housing for inmates in an environment that
also provides vocational and educational advance-
ment. The Military Health System (MHS) administers
health care for active members of the uniformed
services provided by military treatment facilities and
networks of civilian health care professionals. The
Veterans Health Administration (VHA) provides med-
ical, surgical, and rehabilitative care to veterans of
the armed services. The Public Health Service (PHS)
Commissioned Corps provides highly trained and
mobile health professionals who carry out programs to
promote the nation’s health, understand and prevent
disease and injury, assure safe and effective drugs and
medical devices, deliver health services to federal
beneficiaries, and furnish health expertise in time of
war or other national or international emergencies.

State departments of health protect and promote
health care through prevention, science, and the assur-
ance of quality health care delivery. State departments
of mental health operate mental health care facilities
(or psychiatric centers) and regulate, certify, and over-
see programs that are operated by local governments
and nonprofit agencies.

STUDY CHECKLIST

* Read the textbook chapter, and highlight key con-
cepts. (Use colored highlighter sparingly through-
out the chapter.)
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¢ Create an index card for each key term. (Write the
key term on one side of the index card and the con-
cept on the other. Learn the definition of each key
term, and match the term to the concept.)

* Access chapter Internet links to learn more about
concepts.

* Answer the chapter Exercises and Review ques-
tions, verifying answers with your instructor.

¢ Complete the chapter StudyWare activities.

* Complete WebTutor assignments and take online
quizzes.

¢ Complete lab manual assignments, verifying answers
with your instructor.

e Form a study group with classmates to discuss
chapter concepts in preparation for an exam.

CHAPTER REVIEW

True/False: Indicate whether each statement is True (T)
or False (F).

1. Clinic outpatients receive scheduled diagnostic
and therapeutic services.

2. Diagnosis-related groups classify inpatient and
outpatient hospital cases into groups that are ex-
pected to consume similar hospital resources.

3. General hospitals admit patients for a range of
problems from fractures to heart disease and
provide emergency care and general surgery
services.

4. Outpatient psychotherapy is considered a restric-
tive type of behavioral health care service.

5. Subscribers are individuals who pay premiums to
receive health care services.

6. Critical access hospitals provide emergency serv-
ices and maintain no more than 30 inpatient beds.

7. Swing beds allow rural hospitals to admit emer-
gency patients.

Multiple Choice: Select the most appropriate
response.

8. A patient who has a serious, sudden, or acute ill-
ness or injury would be treated in a(n)
a. acute care facility.
b. intermediate care facility.
c. long-term care facility.
d. skilled nursing facility.

10.

11.

12.
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. Hospitals that provide specialized long-term

acute care such as chemotherapy, wound care,
or injury rehabilitation are known as
hospitals.

a. general

b. rehabilitation

c. specialty

d. subacute

The type of care that provides comprehensive
medical and supportive social, emotional, and
spiritual care to terminally ill patients and their
families is known as care.

a. home

b. hospice

c. personal

d. support

A type of HMO that includes group and staff mod-
els, which provide services at HMO-owned health
centers or by physicians who belong to a specialty-
formed medical group, is a(n) HMO.

a. closed-panel

b. group model

c. individual practice
d. staff model
A_

is either on-site or available for 24-hour
continuous duty to handle an inmate's medical
problems that may occur after normal working
hours.
a. certified medical assistant
b. physician
c. prison guard
d. warden

Fill-In-The-Blank: Enter the appropriate term(s) to
complete each statement.

13.

14.

15.

16.

Ahospital that admits patients who are diagnosed
with trauma or disease and need to learn how to
function again is a(n)

Services that are ordered by a physician and are
provided under the supervision of a registered
nurse, or physical, occupational, or speech thera-
pist, are known as

The goal of hospice is rather than

Individuals with mental health diagnoses that re-
quire inpatient intervention are treated in
hospitals.



68 e Chapter3

17. Internal medicine physicians specialize in the care

of adults while provide services to
infants, children, and adolescents.

Short Answer: Briefly respond to each question.

18.

19.

20.

Explain the goal of hospice care, and list the types
of services provided in hospice programs.

The federal Bureau of Prisons (BOP) provides
health care to inmates. Describe the two methods
for evaluating the quality of health care provided
to inmates.

List and discuss the four types of hospitals cov-
ered in your textbook.

21.

22.

Sally Smith has an 80-year-old mother, Mary, who
lives with her. Sally works full-time in the day and
also attends to Mary’s needs. Sally still wants her
mother to remain in her home with her; however,
Mary can no longer be left alone while Sally is at
work. Discuss the type of facility that would be
able to offer assistance in this situation.

Define ancillary services and give three examples
of this type of service.
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The Patient Record:
Hospital, Physician

Office, and Alternate
Care Settings

Chapter Outline
* Key Terms

* Objectives

* Introduction

* Patient Record Formats
* Archived Records
* Patient Record Completion Responsibilities

* Definition and Purpose of the Patient * Internet Links
Record * Summary
* Provider Documentation Responsibilities * Study Checklist
* Development of the Patient Record * Chapter Review
Key Terms
abbreviation list ASTM E 1762-Standard Guide for database
addendum Authentication of Healthcare deficiency slip
administrative data Information delinquent record
age of consent audit trail delinquent record rate

age of majority

alternate care facilities
alternative storage method
amending the patient record
archived records
assessment (A)

authentication
auto-authentication
chart deficiencies
chronological date order
clinical data
countersignature
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demographic data
diagnostic/management plans
digital archive

digital signature

electronic health record (EHR)
electronic signature
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hospital ambulatory care record
hospital inpatient record
hospital outpatient record
inactive records

incident report
independent database
information capture

initial plan

integrated record
magnetic degaussing
manual record

medical transcription
medical transcriptionist
mHealth

microfilm

nursing assessment
objective (O)

off-site storage

patient education plans

patient record

patient’s representative

physician office record

plan (P)

potentially compensable event
(PCE)

preadmission testing (PAT)

primary sources

problem list

problem oriented medical record
(POMR)

problem oriented record (POR)

provisional diagnosis

public key cryptography

purge

record destruction methods

record retention schedule

remote storage

report generation

retention period

reverse chronological date order
secondary sources
sectionalized record

shadow record

signature legend

signature stamp

solo practitioner

source oriented record (SOR)
statute of limitations
subjective (S)

telephone order (T.O.)
therapeutic plans

transfer note

voice order (V.0.)

Objectives
At the end of this chapter, the student should
be able to:

¢ ldentify significant events in medicine for the prehis-
toric, ancient, medieval, and renaissance time periods

« Differentiate among various types of patient records
* Summarize the purpose of the patient record

* Provide examples of administrative and clinical data
* Delineate provider documentation responsibilities

INTRODUCTION

The paper and electronic patient record has many
purposes but only one goal—documentation of
patient care. Hospital inpatient records have tradi-
tionally served as the documentation source and
business record for patient care information; how-
ever, alternate care facilities that provide behavioral
health, home health, hospice, outpatient, skilled
nursing, and other forms of care also serve as a doc-
umentation source for patient care information. As
an increased number of health care services continue
to be provided on an outpatient and primary care
basis, the importance and volume of this information
are increasing. Regardless of the type of care pro-
vided, a health care facility’s patient records contain
similar content (e.g., consent forms) and format

* Summarize the development of the patient record

* Explain the correct method for correcting
documentation

¢ Distinguish between manual and automated record
formats

* Discuss the importance of authentication of records
* Compare alternative storage methods
* Summarize patient record completion responsibilities

features (e.g., all records contain patient identifica-
tion information).

DEFINITION AND PURPOSE
OF THE PATIENT RECORD

A patient record serves as the business record for a
patient encounter, contains documentation of all health
care services provided to a patient, and is a repository
of information that includes demographic data, as well
as documentation to support diagnoses, justify treat-
ment, and record treatment results. Demographic data
is patient identification information collected accord-
ing to facility policy and includes the patient’s name
and other information, such as date of birth, place of
birth, mother’s maiden name, social security number,
and so on. In addition, the facility includes its name,
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mailing address, and telephone number on each page
of the patient record since providers who receive
copies of records may need to contact the facility for
clarification about record content.

NOTE: Each page of the patient record should in-
clude the following identification information: name
of the attending or primary care provider, patient’s
name, patient number, date of admission/visit, and
name/address/telephone number of the facility.

The Medical Record Institute (MRI) categorizes
health care documentation as information capture and
report generation.

Information capture is the process of recording rep-
resentations of human thought, perceptions, or
actions in documenting patient care, as well as
device-generated information that is gathered
and/or computed about a patient as part of health
care. Typical means for information capture are
handwriting, speaking, typing, touching a screen, or
pointing and clicking on words, phrases, etc. Other
means include videotaping, audio recordings, and
image generation through X-rays, etc. Report
generation, i.e., the construction of a healthcare doc-
ument (paper or digital), consists of the formatting
and/or structuring of captured information. It is the
process of analyzing, organizing, and presenting
recorded patient information for authentication and
inclusion in the patient’s healthcare record.

The MRI developed the following Essential Principles of
Healthcare Documentation:

* Unique patient identification must be assured within
and across healthcare documentation systems.

e Healthcare documentation must be accurate and
consistent, complete, timely, interoperable across
types of documentation systems, accessible at any
time and at any place where patient care is needed,
and auditable.

e Confidential and secure authentication and ac-
countability must be provided.

Patient record reports are often generated through
the process of medical transcription, which involves
keyboarding medical information dictated by a
provider (into a dictation system that stores dictation
on tape or using computer media, such as a hard
drive or a disc). A medical transcriptionist listens
to dictated information and keyboards the report.
(Medical transcriptionists can be certified through the
Association for Healthcare Documentation Integrity

[AHDI], formerly the AAMT.) The provider reviews
the report for accuracy, and it is (1) filed in the pa-
tient’s paper-based medical record or (2) scanned or
electronically inserted in the electronic health record.
The following reports are typically generated as a re-
sult of medical transcription:

* Admission history and physical examinations
¢ Operative reports

e Consultation reports

* Biopsychosocial reports

e Laboratory reports

* Radiology reports

* Nuclear and imaging studies

* Progress notes

* Autopsy reports

e Discharge summaries

Continuity of care includes documentation of pa-
tient care services so that others who treat the patient
have a source of information from which to base addi-
tional care and treatment. According to The Joint
Commission, the purpose of the record is to identify
the patient; support and justify the patient’s diagnosis,
care, treatment, and services provided; document the
course of treatment and results; and facilitate continu-
ity of care among health care providers. The record
also serves as a communication tool for physicians and
other patient care professionals and assists in planning
individual patient care and documenting a patient’s
illness and treatment.

Secondary purposes of the patient record do not re-
late directly to patient care and include:

e Evaluating quality of patient care

e Providing information to third-party payers (e.g.,
insurance company) for reimbursement

* Serving the medicolegal interests of the patient,
facility, and providers of care

* Providing data for use in clinical research, epidemi-
ology studies, education, public policy making, fa-
cilities planning, and health care statistics

The patient record is also used as a personal or an
impersonal source of information, depending on the
user. When the user requests access to a specific patient
record, this is considered a personal use of the patient
record (e.g., third-party payer). When a user requests
access to randomly selected patient records, this is
considered an impersonal use of the patient record
(e.g., quality management coordinator).
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Ownership of the Patient Record

The medical record is the property of the provider,
and as governed by federal and state laws, the patient
has the right to access its contents for review (e.g.,
third-party payer reimbursement) and to request that
inaccurate information be amended. (If the provider
chooses not to amend the record, the patient can write
a letter clarifying the information, which is then filed
in the record.) What this means is that the provider
owns the documents and maintains possession of
original records according to federal regulations (e.g.,
Medicare Conditions of Participation) and state laws
(e.g., New York State retention law). In addition, the
provider has the option to maintain the record on its
premises or at an appropriate off-site storage facility.
Electronic health records (EHRs) or computer-based
patient records (CPRs) include electronic and/or dig-
ital characters and signatures that are permanently
stored on a disk; the records are viewed on a monitor
or as a printout. The provider is responsible for retain-
ing minimum data elements of authoritative original
EHRs (or CPRs) in the same manner as original paper
records. Each facility designates their legal medical
record as either electronic or paper-based.

EXAMPLE

Upon review of her patient record, Patty Patient notes
that her physician documented multiple episodes of
upper respiratory tract infections over the past five years.
Patty recalls telling the physician that she had just two
episodes in the last five years. Patty has the option of
writing a letter to the facility to clarify the documentation
and having the letter filed in her record.

Hospital Inpatient Record

The hospital inpatient record documents the care
and treatment received by a patient admitted to the
hospital. While the patient is in the hospital, the
record is typically located at the nursing station.
Some facilities locate the inpatient record in a locking-
wall desk (Figure 4-1), and providers enter documen-
tation at the patient’s bedside. With the increased use
of electronic health records, some facilities now have
bedside terminals or a single computer on wheels.
Typically, inpatient admissions average 6 to 8 days,
which means that a typical record contains approxi-
mately 60 to 100 pages. While the content and size
of the hospital inpatient record will vary according
to the patient’s diagnosis and treatment, all hospital
inpatient records include similar content, includ-
ing administrative and clinical data (Table 4-1).

Figure 4-1

Locking-Wall Desk Used at a Nursing
Station (Permission to reprint granted by Ames
Color-File.)

Administrative data includes demographic, socioe-
conomic, and financial information. Clinical data
includes all patient health information obtained
throughout the treatment and care of the patient.

EXAMPLE

Table 4-1 contains examples of administrative and clini-
cal data.

Hospital Outpatient Record

The hospital outpatient record (or hospital ambula-
tory care record) documents services received by a
patient who has not been admitted to the hospital
overnight and includes ancillary services (e.g., lab tests,
X-rays, and so on), emergency department services,
and outpatient (or ambulatory) surgery. Since the early
1980s, outpatient services have steadily increased due
to cost savings associated with providing health care on
an ambulatory instead of an inpatient basis. This shift
from inpatient to outpatient care has also resulted in
hospital health information departments managing an
increasing volume of outpatient information.

EXAMPLE

Between 1996 and 2006, the number of ambulatory care
visits in the United States has increased (Figure 4-2).
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Table 4-1 Examples of Administrative

and Clinical Data
______________________________________________________________________________________|]

Administrative Data Demographic
e Patient name
e Patient address
* Gender
* Date of birth
* Social security number
¢ Telephone number

Socioeconomic

* Marital status

* Race and ethnicity

* Occupation

* Place of employment

Financial

e Third-party payer

* Insurance number

* Secondary insurance

NOTE: Federal regulations and The Joint Commis-
sion documentation standards for outpatient records
are discussed in Chapter 6.

Physician Office Record

Patient health care services received in a physician’s
office are documented in the physician office record.
While the content and format of physician office
records vary greatly from office to office, they include
both administrative and clinical data (Figure 4-3). Gen-
erally, physicians who practice independently use a less
structured office record while those associated with a
group practice use a more structured office record.

Alternate Care Settings

The content of alternate care records depends on the
types of services delivered, accreditation standards,
and state and federal regulations. There are similari-
ties and differences among the various types of
records, but all contain administrative and clinical
data. The types of services delivered in the various
alternate care settings determine the unique clinical
data content of the patient record (Table 4-2).

A home care record generated for a Medicare patient
contains a Home Health Certification and Plan of Care
(CMS-485) form (Figure 4-4), which certifies the patient’s
need for home health services. This form is unique to

Clinical Data Consultation Report
Discharge summary
History
Laboratory results
Medication administration
records
Operative record
Pathology report EXAMPLE
Physical examination
Progress notes
Radiology report
home care documentation (Figure 4-4).
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Figure 4-2 Ambulatory Care Visits from 1996 to 2006 in the United States (Permission to reprint per CDC/NCHS

use policy.)
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College Clinic
4567 !Bload Avenue
e RSO oy
Account # .m— Today's Dme:%
v Rl __Oarey S ses_908-75-6752
Address 2164 Pantiole Drive Home Prone (O13) @88 - 8201
City WMW 7"&6’84 State % Zip ’23¢5
Single _¥ Married — Widowed___ Separated___ Divorced__  Sex M__F_% Age___  Binthdate ﬂ
Patient Employed uy_MMSm&@— Occupation Oravel agenl

Business Address 20016 Bard Stweet Ste. 4. Weodland Hille Business Phone(0l3) HTR-AVEL
By whom were you referred? .

In case of emergency who should be notified? ;D¢=T59¢ WM wmother phone (618) 964-2987
lama

Relation 1o Patienl

Insured/Subscriver PWolford Carey S.

Relation to Pauent_éd! - NMmE!mhdate— Soc. Sec # -
Address (if different from patient’s) daere Phone

City State Zip

Person Responsible Employed by Occupation

Business Address Business Phone

S S— Blue Sticld Plysiccan Sernuices
Insurance Address p 0- &# 74’8’¢ ?@ Aaée zz ’25¢5
Insurance Identification Number — (2 OFOF 78 6732 _ Gips 749504 Plan O6

ADDITIONAL INSURANCE

Is patient covered by additional insurance? ___Yes _%¥ No

Subscriber Name 72[/4 Relation to Patient Birthdate
Address (if different from patient's) Phone
City State Zip
Subscriber Employed by Business Phone
Insurance Company Soc. Sec.#

Insurance Address

Insurance Identification Number Group#

ASSIGNMENT AND RELEASE

I, the undersigned, cerlily that | (or my dependent) have insurance coverage with g&ce SM
2 Nama of Insurance Company{les)

and assign directly to Dr _mi insurance benefits, if any, otherwise payable to me for services rendered. |
understand that | am financially responsible for all charges whether or not paid by insurance. | hereby authonze the doctor to release
all information necessary 1o secure the payment of benefits. | authorize the use of this signature on all insurance submissions.

A sible Pafty Signat R%ﬂl 9/2 :nllnyr

ORDEA ¢ 58-8428 + © 1595 BIBBEAD SYSTEMS, INC « PETALUMA CALFORNIA « TORECADER CALL TOLL FREE [B00) 242-2376 OR FAX (BOC) 242.8330

Figure 4-3 Patient Registration Form (Reprinted with permission of Bibbero Systems, Inc., Petaluma, CA. (800)
242-2376. www.bibbero.com.)
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Table 4-2 Alternate Care Clinical Data

I
Alternate Care Setting Clinical Data

Ambulatory Care Patient history
Problem/diagnostic list
Medication list
Physical examination
Progress notes
Flow sheets (e.g., growth chart)
Behavioral Health Behavioral health diagnoses
Psychiatric and medical history
Patient assessment
Biopsychosocial assessments
Patient treatment plan
Medication administration record
Documentation of therapy and treatment
Progress notes
Behavioral documentation
Team/ case conference notes
Consultation notes
Discharge summary
Follow-up care report
Aftercare plan

Clinical Laboratory (stand-alone) Physician orders
Testing results
Home Care Certification

Plan of care
Case conference notes
Physician orders
Treatment documentation
Progress notes
Discharge summary

Long-Term Care History (patient, social, and medical)
Physical examination
Nursing assessment
Care plan
Physician treatment orders
Medication administration record
Progress notes
Interdisciplinary notes (e.g., medical, therapeutic, nursing)
Ancillary reports (e.g., lab, X-ray)
Consultation reports
Psychological assessments
Nutritional services
Activities
Social service notes
Occupational therapy notes
Physical therapy notes
Speech therapy notes
Discharge plan of care

Surgical Center (stand-alone) Patient history
Problem list
Medication list
Physical examination
Progress notes

(Continues)
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Table 4-2 Alternate Care Clinical Data (Continued)

Alternate Care Setting

Clinical Data

Anesthesia record

Pre- and post-anesthesia evaluation

Operative record

Pathology report

Recovery room record

Flow sheets (e.g., anesthesia flow sheet, pain scale)

Exercise 4-1
Patient Record

Definition and Purpose of the

Matching: Enter an “A” if the item is administrative
data and a “C” if it is clinical data.

. Laboratory report

. Patient name

. Patient’s insurer

. Vital signs

. Progress note

. Patient number

. Hospital name and address

. Problem list

O 0 N O O &~ W ODN

. Attending or primary care physician

—_
o

. Care plan

—_
—_

. Allergies

—_
N

. Medications

. Date of birth

_
= W

. Occupation

—_
Q1

. Anesthesia record

PROVIDER DOCUMENTATION
RESPONSIBILITIES

The Joint Commission standard RC.01.02.01 states that
“only authorized individuals may make entries in the
medical record.” AHIMA recommends that “anyone
documenting in the health record should be creden-
tialed or have the authority and right to document as
defined by the organization’s policy. Individuals must
be trained and competent in the fundamental docu-
mentation practices of the organization and legal

documentation standards. All writers should be
trained in and follow their organization’s standards
and policies for documentation.”

Health care providers are responsible for docu-
menting care, treatment, and services rendered to pa-
tients in a manner that complies with federal and state
regulations as well as accreditation, professional
practice, and legal standards. It is important to re-
member that services rendered must be documented
to prove that care was provided and that good med-
ical care is supported by patient record documenta-
tion. Thus, inadequate patient record documentation
may indicate poor health care delivery; if services
provided are not documented, continuity of care is
compromised.

NOTE: Providers must remember the familiar
phrase, “if it wasn’t documented, it wasn’t done.”
Because the patient record serves as a medicolegal
document and the facility’s business record, if a
provider performs a service but doesn’t document it
the patient (or third-party payer) can refuse to pay for
the service. In addition, because the patient record
serves as an excellent defense of the quality of care ad-
ministered to a patient, missing documentation can re-
sult in problems if the record needs to be admitted as
evidence in a court of law.

EXAMPLE

A third-party payer routinely reviews inpatient claims to
ensure that all services billed are documented in patient
records. If reconciliation of the claim with the patient
record results in the determination that documentation is
missing, the payer can reduce payment of the amount
billed on the claim. Sunny Valley Hospital submitted a
claim that reported radiology and laboratory services for
Pamela Wright. The total charges were $3,400, including
a $120 charge for a cholesterol screening. The payer
reviewed copies of patient records, determined that cho-
lesterol screening documentation was missing, and disal-
lowed the charge due to an unsubstantiated charge.
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Department of Health and Human Services Form Approved

Centers for Medicare & Medicaid Services OMB No. 0938-0357
HOME HEALTH CERTIFICATION AND PLAN OF CARE
1. Patient's HI Claim No. 2. Start of Care Date (3. Certification Period 4. Medical Record No. 5. Provider No.
From: To:
6. Patient's Name and Address 7. Provider's Name, Address, and Telephone Number
8. Date of Birth 9.8ex [ M []JF 10. Medications: Dose/Frequency/Route (N)ew (C)hanged
11.1CD-9-CM | Principal Diagnosis Date
12.1CD-9-CM | Surgical Procedure Date
13.1CD-9-CM | Other Pertinent Diagnoses Date
14. DME and Supplies 15. Safety Measures:
16. Nutritional Req. 17. Allergies:
18.A. Functional Limitations 18.B. Activities Permitted
1 D Amputation 5 D Paralysis 9 D Legally Blind | 1 D Complete Bedrest 6 D Partial Weight Bearing A D Wheelchair
i i Walk
2 D Bowel/Bladder (Incontinence) 6 D Endurance A D II\J/I}iInSi‘r];‘:IaEV:Ietnion | 2 D Bedrest BRP 7 D Independent at Home B D alker
3 D Contracture 7 D Ambulation B D Other (Specify) | 3 D Up As Tolerated 8 D Crutches C No Restrictions
4 D Hearing 8 D Speech | 4 D Transfer Bed/Chair 9 D Cane D D Other (Specify)
| 5 D Exercises Prescribed
19. Mental Status: 1 D Oriented 3 D Forgetful 5 D Disoriented 7 D Agitated
2 [ Comatose 4 D Depressed 6 [ | Lethargic 8 [ Other
20. Prognosis: 1 [ ] Poor 2 [] Guarded 3 [] Fair 4 [] Good 5 [ ] Excellent
21. Orders for Discipline and Treatments (Specify Amount/Frequency/Duration)
22. Goals/Rehabilitation Potential/Discharge Plans
23. Nurse's Signature and Date of Verbal SOC Where Applicable: 25. Date HHA Received Signed POT
24. Physician's Name and Address 26. | certify/recertify that this patient is confined to his or her home and needs

intermittent skilled nursing care, physical therapy and/or speech therapy, or
continues to need occupational therapy. The patient is under my care, and | have
authorized the services on this plan of care and will periodically review the plan.

27. Attending Physician's Signature and Date Signed 28. Anyone who misrepresents, falsifies, or conceals essential information
required for payment of Federal funds may be subject to fine, imprisonment,
or civil penalty under applicable Federal laws.

Form CMS-485 (C-3) (02-94) (Formerly HCFA-485) (Print Aligned)

Figure 4-4 Home Health Certification and Plan of Care (Permission to reprint per CMS Use Policy.)
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Authentication of Patient
Record Entries

All patient record entries require authentication, which
means an entry is signed by the author (e.g., provider).
The Federal Regulations/Interpretive Guidelines for Hospi-
tals (482.24(c)(1)(i)), published by the Centers for
Medicare & Medicaid Services, specifies that only the
author of an entry can authenticate that entry, thus
establishing that the entry is accurate and has been ver-
ified by the author. Guidelines further state that “failure
to disapprove an entry within a specific time period is
not acceptable as authentication.” The Guidelines also
allow for authentication of patient record entries
through an author-entered computer code.

NOTE: Auto-authentication involves a provider
authenticating a dictated report prior to its transcription.
This practice is not consistent with proper authentication
procedures because providers must authenticate the
document after it was transcribed. Each health care
facility must select acceptable authentication methody(s),
which comply with federal, state, and/or third-party
payer requirements. Methods include:

e Written signatures

¢ Countersignatures

¢ Initials

¢ Fax signatures

¢ Electronic signatures or computer key signatures
* Signature stamps

The Joint Commission standard RC.01.02.01 states
that entries in the medical record are to be authenti-
cated by the author, and only authorized individuals
can make entries in the medical records.

Signature Requirements for Patient Records

As a minimum, the facility must require that providers
sign with their first initial, last name, and title/credential
or discipline. Stricter minimums can be adopted (e.g.,
provider’s full name and title/credential), and if two
providers have the same first initial and last name, both
must use their full signatures. (Note: Medicare requires a
legible identity for services provided and ordered but
does not specify the method to be used, such as elec-
tronic, handwritten, or signature stamp.)

Countersignatures

As required by state law, the provider countersigning
an entry must be qualified. A countersignature is a
form of authentication by an individual in addition to

the signature by the original author of an entry. The
Federal Regulations/Interpretive Guidelines for Hospitals
(482.24(c)(1)(i)) require medical staff rules and regula-
tions to identify types of documents nonphysicians may
complete as well as entries that require countersigna-
tures by a supervisory or attending medical staff
member. The Joint Commission standard RC.01.02.01
also addresses countersignatures and states that a hos-
pital must “define the types of entries in the medical
record made by nonindependent practitioners that
require countersigning.”

EXAMPLE

Dr. Jones is an unlicensed resident who performs and dic-
tates a history and physical examination on Patty Patient,
whose attending physician is Dr. Smith. Once Dr. Jones
has signed the transcribed report, Dr. Smith must coun-
tersign it. Dr. Smith’s countersignature indicates that he is
supervising the care delivered to the patient by Dr. Jones.

Countersignatures are also required when nurses
and other authorized personnel (e.g., pharmacists)
document a telephone order taken from a physician. A
telephone order (T.O.) is a verbal order taken over the
telephone by a qualified professional (e.g., registered
nurse) from a physician. Documenting telephone or-
ders should be reserved for emergency situations
when the physician is not available in the facility (e.g.,
patient becomes unstable at midnight). The qualified
professional documents the order so that it can be car-
ried out, and the responsible physician countersigns
the order within the time period specified by the facil-
ity’s medical staff bylaws in accordance with state reg-
ulations. A voice order (V.0.), also known as a verbal
order, is an order where the physician dictates an order
in the presence of a responsible person. A V.O. is docu-
mented in emergencies only. The Joint Commission
standards specify that hospitals must have a written
policy to identify the staff members authorized to re-
ceive and record verbal orders. The standards further
specify that the verbal order must include the “date
and the names of individuals who gave, received,
recorded and implemented the orders.”

NOTE: Facilities usually require telephone orders to
be authenticated by the responsible physician within
24 hours of documentation. The countersignature of
telephone orders has become a somewhat controversial
issue for health information departments because,
upon review of discharged patient records, many tele-
phone orders have not yet been countersigned by the
responsible physician. As a result, some departments
have discontinued their review of physician orders for
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countersignatures. If the responsible physician did not
countersign the telephone order within the period of
time specified by medical staff bylaws, countersigning
after discharge of the patient from the facility appears
improper.

Initials

A complete signature that matches initials used must
be included on the same form or on a separate
signature legend, which is a document maintained by
the health information department to identify the
author by full signature when initials are used to
authenticate entries. Initials are typically used to
authenticate entries on flow sheets (e.g., intake/
outpatient record) and medication records.

Fax Signatures

Fax signatures can be accepted by facilities, as allowed
by federal and state regulations. Fax signatures are gen-
erally acceptable unless expressly prohibited by state
law. However, the Uniform Business Records as Evi-
dence Act, which addresses admissibility of copies of
records in court, states that when a document with a fax
signature is included in the patient record, the document
containing the original signature should be retrievable.

Electronic Signatures

Electronic signatures can be accepted by facilities,
as allowed by federal and state regulations. An
electronic signature is a generic term that refers to the
various methods by which an electronic document can
be authenticated. They include:

* Name typed at the end of an email message by the
sender

* Digitized image of a handwritten signature that is
inserted (or attached) to an electronic document

* Secret code or PIN (personal identification number)
to identify the sender to the recipient

* Unique biometrics-based identifier (e.g., finger-
print, retinal scan)

* Digital signature, which is created using public key
cryptography to authenticate a document or mes-
sage. Public key cryptography uses an algorithm of
two keys, one for creating the digital signature by
transforming data into a seemingly unintelligible
form and the other to verify a digital signature and
return the message to its original form (Figure 4-5).

The American Society for Testing and Materials
(ASTM) developed ASTM E 1762-Standard Guide for
Authentication of Healthcare Information, which is
intended to complement standards developed by other
organizations (e.g., Health Level 7, or HL7) and define:

* A document structure for use by electronic signa-
ture mechanisms

* The characteristics of an electronic signature
process

* Minimum requirements for different electronic sig-
nature mechanisms

* Signature attributes for use with electronic signa-
ture mechanisms

* Acceptable electronic signature mechanisms and
technologies

* Minimum requirements for user identification,
access control, and other security requirements for
electronic signatures

* Technical details for all electronic signature mecha-
nisms in sufficient detail to allow interoperability
between systems supporting the same signature
mechanism

Encryption

Public Key

Original Email

—ﬁ@,—@ﬁ

Scrambled Data

Decryption

Private Key Original Email

Figure 4-5 Depiction of Public Key Cryptography (Courtesy Delmar/Cengage Learning.)
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EXAMPLE

Highland Hospital of Rochester, NY, uses an electronic sig-
nature application (ESA) that assists providers in the
timely completion of records. Some providers can avoid
trips to the health information department entirely if all
that is required to complete records is electronic signa-
tures. A provider goes to the health information depart-
ment to obtain an assigned identification number (also
their dictation number) and a generic four-letter password,
and to sign a confidentiality statement. A health informa-
tion staff member shows the provider how to log in to the
ESA software, at which time the provider changes his or
her generic password to something of his or her own
choice (alphabetic or numeric). Once a report has been
transcribed, it appears in the provider’s queue to review
and “sign.” The provider can edit the document online and
electronically sign it by entering the ESA password. Then,
the report prints in the transcription area and is placed on
the patient’s record. ESA saves the provider a trip to the
department because he or she can “sign” reports from his
or her home or office by accessing the hospital’s Web site.

Signature Stamps

Signature stamps (Figure 4-6) can be accepted by facil-
ities if allowed by state and federal law. When
signature stamps are authorized for use in a facility,
the provider whose signature the stamp represents
must sign a statement that she or he alone will use the
stamp to authenticate documents. The statement
is maintained on file in the facility’s administrative
offices. The use of signature stamps should also be spec-
ified in the the Hospital Bylaws.

Providers who use a signature stamp should recog-
nize that there is a potential for misuse or abuse because
it is a much less secure method than other modes of sig-
nature identification (e.g.,, handwritten signature).
Providers should check with their attorneys and mal-
practice insurers regarding the use of signature stamps.

Note: Medicare does not allow the use of signature
stamps (or date stamps) on Certificates of Medical
Necessity (CMN) for durable medical equipment.

Figure 4-6 Signature Stamp (Permission to reprint
granted by eRubberStamp.com.)

Abbreviations Used
in the Patient Record

Every health care facility should establish a policy as
to which abbreviations, acronyms, and symbols can be
documented in the patient record. The facility should
maintain an official abbreviation list, which includes
medical staff-approved abbreviations, acronyms, and
symbols (and their meanings) that can be documented
in patient records. Figure 4-7 provides an example of
an excerpt from an abbreviation list. When more than
one meaning exists for an abbreviation, acronym, or
symbol, the facility should prohibit its use.

NOTE: The Joint Commission standards have not
explicitly required an approved list of abbreviations
since 1991. In 2004, it established National Patient
Safety Goals, which prohibit the use of “dangerous”
abbreviations, acronyms, and symbols in patient
records because they could be misinterpreted.

EXAMPLE 1:

BMI means body mass index.

EXAMPLE 2:

D/C could mean discontinue or discharge (Figure 4-7).

Legibility of Patient Record Entries

All entries in the patient record must be legible, and if
an entry is illegible it should be rewritten by its author.
The rewritten entry should state “Clarified entry of
(date)” and contain exactly the same information as
the original entry; it should be documented on the
next available line in the record (e.g., progress notes).

NOTE: Legibility of entries impacts patient care—if
a nurse cannot read a physician’s order, the order may
be interpreted and carried out improperly. In addition,
third-party payers may deny payment for services if
documentation is illegible.

Timeliness of Patient Record Entries

Patient record entries should be documented as soon
as possible after care is provided so as to increase accu-
racy of information recorded. Accrediting and licens-
ing agencies require the timely completion of
documentation, such as the Medicare Conditions of
Participation (CoP) for Hospitals that require a com-
plete physical examination to be performed no more
than seven days prior to admission or within 24 hours
after admission.



Sunny Valley Hospital Abbreviation List
NOTE: Go to http://www.joinfcommission.org to obtain The Joint Commission’s official “Do Not Use”
list
Abbreviation Meaning
abd abdomen
Abd abduction
ABR Auditory Brain Response
a.d. before meals
ADL Activities of Daily Living
AM Morning
AP anteroposterior
AROM active range of motion
B/K below knee
bid twice a day
bili bilirubin
BLE Bilateral Lower Extremities
BM bowel movement
BP blood pressure
BUE bilateral upper extremities
BW birth weight
bx biopsy
Cal calorie
Caps: cap. capsule
CT computerized axial fomography
cath catheter
CBC complete blood count
CHD congenital heart disease
CHF congestive heart failure
c/o complained of
CPR cardio-pulmonary resuscitation
CV Cardiovascular
CVA cardiovascular accident (sfroke)
CXR chest x-ray
D distal
D&C dilation & curettage
Ddx differential diagnosis
DSD dry sterile dressing
Dsg dressing
DTP Diptheria-Tetanus-Pertussis
DTR deep tendon reflexes
Dx diagnosis
EEG for example
e.g. Electroencephalogram
EK Electrocardiogram
ENT ear, nose, and throat
EOM exfraocular movement
ER emergency room
F facial
FH family history
freq frequency
FUO fever undetermined origin
Fx. Fracture
Gm gram

Figure 4-7 Abbreviation List (Continues)
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Abbreviation Meaning

g/m grand mal seizure

GT gastrostomy tube

GU genitourinary

GYN Gynecological

Hb hemoglobin

H/O history of

H&P History and Physicall
h.s. at bedtfime

Ht height

Hx history

IC Infracutaneous

ICU infensive care unit

1&D incision and drainage
Impress impression

1&O intake and output

IPJ Interphalangeal joint
[\ infravenous

it joint

L left

LA local anesthetic

lab laboratory

lat lateral

L/S lumbo-sacral

mand mandible or mandibular
max maxillary

mcg microgram

MD doctor of medicine
mg. milligram

Ml myocardial infarction (heart attack)
ml. milliliter

N20O nitrous oxide

NAD nothing abnormal detected
NKA no known allergies
NPEX new patient exam
NPO nothing by mouth

NT nasotfracheal

NWB non weight bearing
OB obsteftrics

OR operating room

oT1 Occupational Therapy
P pulse

PE Physical Exam

PH past history

p.m. afternoon

PMH past medical history
p.o. orally; by mouth

PO post operative

Post-op postoperative

PRN as heeded

pt patient

PT Physical therapy/therapist
PTA Physical therapy/assistant

Figure 4-7 Abbreviation List (Continues)
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Abbreviation Meaning

q every

qg.h. every hour

qid four times per day (every 6 hours)
R right

Rad radiation absorbed dose
RBC red blood cell count

RDS respiratory distress syndrome
RN Registered Nurse

R/O rule out

ROM range of motion

Rx prescription

N supervision

SC subcutaneous

SH social history

Sl Sensory Integrafion

SR sufure removal

ST Speech Therapy

STAT Immediately

T temperature

T&A tonsillectomy and adenoidectomy
TBI Traumatic Brain Injury
Temp temporary

™ tympanic membrane
T™MD temporomandibular joint dysfunction
™J temporomandibular joint
ti.d. three times a day

TLR tonic labyrinthine reflex

X tfreatment

u/a urinalysis

URI upper respiratory infection
uTl urinary fract infection

VA Veteran's Administration
V.0. verbal order

D vital signs

WB weight bearing

WBC white blood count

WD well developed

WEFL within functional limits

WN well nourished

WNL within normal limits

w/o without

X fimes

Y/O years old

Yr year

1 Increase

l Decrease

2 secondary

) Greater than

¢ Less than

Figure 4-7 Abbreviation List (Continued) (Courtesy Delmar/Cengage Learning.)
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EXAMPLE

The CoP states that the report of physical examination
must be placed in the patient record within 48 hours after
admission. The Joint Commission requires the history
and physical examination to be documented in the
patient record within 24 hours of inpatient admission.

EXAMPLE

The primary counselor documents notes about the
patient’s therapy session immediately following therapy
(instead of at the end of the day) to avoid the possibility
of confusing similar patient therapy sessions.

The Joint Commission requires patient records to
be completed 30 days after the patient is discharged,
at which time they become delinquent records. To
calculate the delinquent record rate, divide the total
number of delinquent records by the number of dis-
charges in the period.

EXAMPLE

As of September 30, 175 total delinquent records were on
file. The facility discharged 510 patients during June. The
delinquent record rate for September is 34 percent.

175

0" 0.343 X 100 = 34 percent

Amending the Patient Record

It is occasionally necessary to correct documentation
in the patient record (Figure 4-8), which is called
amending the patient record. The only person author-
ized to correct an entry is the author of the original
entry. To amend an entry in a manual patient record
system, the provider should:

* Draw a single line through the incorrect informa-
tion, making sure that the original entry remains
legible.

* Date, specify time, and sign the corrected entry.

* Document a reason for the error in a location as
close to the original documentation as possible (e.g.,
“entry made in error” or “entry made in wrong
chart”).

* Enter the correct information as close to the original
information as possible. If the length of information
to be newly entered prohibits this, enter the correct
information in the next available space in the
record, and reference the original entry.

NOTE: Providers who edit transcribed reports prior
to authentication must also follow a version of the
previous procedure. If the provider re-dictates a re-
port after the original report has been filed in the

11/17  Patiewt tolevated diet well. VSS. 11/17  Patient tolevated Alet well. VSS.
Afew. Pt. vemains improved since Afev. Pt. vemains improved since
awm. No purulent Arainage. K Lee MD awm. No purulent Arainage. K Lee MD

11/18 Pt essentially no chamges. VSS. 11/18 Pt essentially no chamges. VSS.

Afeb. Pt tolevated Aiet well. Continue

Afeb. Pt tolevated Aiet well. Continue

cuvvent meds. K Lee MD

cuvvent meds. K Lee MD

i? l& i t Si v‘b‘e & ‘es?o"&i"s We“ io v‘"k‘tbiot“cs-

—Wontk keeponcleoctttwontd sk gyn

———toconsultREroveviowreysts | /19 §:00 Evvov.

Written in wrong patient's chavt. E. Lamg, MD

Correct Method

Incorrect Method

Figure 4-8 Amending the Patient Record (Courtesy Delmar/Cengage Learning.)



The Patient Record: Hospital, Physician Office, and Alternate Care Settings ® 85

record, the original report must be maintained along
with the re-dictated report. The provider should draw
a single line across each page of the original report,
write “re-dictated,” document a reason for re-dicta-
tion, and date, specify time, and sign the “re-dictated”
notation. When the re-dictated original report is
placed on the record, the provider should review and
sign it.

For electronic health record systems, errors will be
corrected in a number of different ways, depending
on the type of information that needs to be corrected.
The basic principles for correcting documentation er-
rors should be followed, and the electronic health
record system should store both the original and cor-
rected entry as well as a record of who documented
each entry. The date, time, and authentication of the
person making the correction should be maintained
as well as the reason for the change. Most electronic
health record systems will create a list of all changes
made to patient documentation in the form of an au-
dit trail, which is a technical control created by an
electronic health record system and consists of a list-
ing of all transactions and activities that occurred. The
listing also contains the date, time, and user who per-
formed the transaction.

Effective April 14, 2003, the Health Insurance
Portability and Accountability Act (HIPAA) Privacy
Rule gives an individual the right to “have a covered
entity that is a health care provider amend (or correct)
protected health information (PHI) about him or her in
designated record sets . .. for as long as the covered
entity maintains the information.” The covered entity
can deny the request for amendment or correction if
the entry was not created by the covered entity, is not
part of the designated record set, or is accurate and
complete.

NOTE: If the covered entity denies the request to
amend or correct the record, the individual can submit
a written statement disagreeing with the denial. In
addition, an individual can submit a written statement
clarifying information that is believed to be inaccurate
and request that the statement be made an unofficial
part of the patient’s record.

NOTE: The Health Insurance Portability and
Accountability Act (HIPAA) was passed in 1996 and
mandated administrative simplification regulations
that govern privacy, security, and electronic trans-
actions standards for health care information.
HIPAA also protects health insurance coverage for
workers and their families when they change or lose
their jobs.

It may be necessary for a provider to amend an en-
try by adding an addendum to the record to clarify
(avoid incorrect interpretation of information) or add
additional information about previous documentation
or enter a late entry (out of sequence). The purpose of
the addendum is to provide additional information,
not to change documentation, and the addendum should
be documented as soon after the original entry as pos-
sible. When it is necessary to amend a record, the
provider should:

* Document the word “addendum” or “clarification”
or “late entry,” depending on circumstances, at the
beginning of the new entry

* Document the current date and time as well as the
date and time of the original entry as a reference

* Authenticate the addendum (or late entry)

e State the reason for documenting the addendum,
and provide any supporting information that pro-
vides clarification

* Enter the current date and time. Do not try to give
the appearance that the entry was made on a previ-
ous date or time.

NOTE: If routine review of patient records (e.g.,
random monthly review, or audit) reveals missing
information on ancillary and nursing records (e.g., lab
reports, graphic charts, medication records, and so on)
and hospital staff fill in missing information as the re-
sult of audit, this is considered “falsification of the
record” or “tampering with the record” and is illegal.
Policies and procedures for amending patient records
and documenting late entries are established by facili-
ties to allow for total recall of the patient care situation
(e.g., no later than by the end of a nursing shift). It is
acceptable for health information departments to rou-
tinely review records upon discharge of the patient
from the facility to identify documentation deficien-
cies and arrange for providers and hospital staff to
complete records within a timely fashion (e.g., within
15 days after discharge of the patient).

Exercise 4-2 Provider Documentation
Responsibilities

Fill-In-The-Blank: Enter the appropriate term(s) to
complete each statement.

1. The Federal Regulations/Interpretive Guidelines for
Hospitals specifies that only the of an
entry can authenticate the entry, which indicates
that the entry is and has been verified
by the author.
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is inserted (or attached) to an electronic document
is a type of that allows for authentica-
tion of a document.

3. A form of authentication by an individual, in ad-
dition to the signature by the original author of an
entry, is known as a(n)

4. Health care facilities select various acceptable au-
thentication method(s), which comply with fed-
eral, state, and/or third-party payer requirements

including , countersignatures, ,
fax signatures, electronic signatures, and signature
stamps.

5. Since the patient record serves as a medicolegal
document, providers must always remember the
familiar phrase, “if it wasn’t it wasn't

7

6. The following progress note contains an error.
Instead of right abdominal pain, the note should
state “left upper abdominal pain.” Correct the en-
try using proper procedures.

Date/Time Progress Note
1/02/YYYY Patient complains of right abdominal
3:00 p.m. pain. The patient has requested that

her physician be called for pain

medication.

7. The Joint Commission standards specify that only
individuals can make entries in the med-
ical record.

8. The Joint Commission has established a list of
abbreviations, acronyms, and symbols
that are prohibited for use in patients records.

9. A technical control created by an electronic health
record system that lists all transactions and activi-
ties that occurred is known as a(n)

10. A verbal order is also called a(n)

DEVELOPMENT OF THE
PATIENT RECORD

Patient records are developed from many sources—
inpatient record creation might actually begin prior to
admission because preadmission testing was per-
formed. Preadmission testing (PAT) incorporates
patient registration, testing, and other services into
one visit prior to inpatient admission (or scheduled
outpatient surgery), and the results are incorporated

into the patient’s record. PAT is ordered by the
patient’s physician to provide timely medical data,
which facilitates treatment and reduces inpatient
lengths of stay. Preadmission testing usually includes
the following:

¢ Chest X-ray
¢ Electrocardiogram (EKG)
e Laboratory testing (e.g., blood typing, urinalysis)

Other services may include:

* Anesthesia screening and pre-anesthesia evaluation
e Coordination of ancillary services

* Discharge planning

* Health history screening

 Patient teaching by a registered nurse

Ancillary services are diagnostic and therapeutic
services provided by a health care facility and include
dental care, diagnostic and pathological laboratory
services, discharge planning, infection control, mul-
tilingual services, nutrition, patient education,
pharmacy, physical therapy, radiology, respiratory
therapy, social services, and so on.

Inpatient Record: Admission
to Discharge

The inpatient record is generated in the facility’s
admissions office unless the patient is admitted
through the emergency department (ED). Preadmis-
sion testing (PAT) information is incorporated into the
patient record to combine it with demographic data.

Remember! Demographic data is patient informa-
tion that includes the patient’s name, address, home
telephone number, place of employment, and social
security number.

Demographic data is typically documented on the
face sheet (or admission/discharge record) of a man-
ual patient record or on the admission screen of an
electronic health record. (The face sheet is discussed in
detail in Chapter 6.) The admissions office also enters
the patient’s provisional diagnosis (or working, ten-
tative, admission, preliminary diagnosis), which is
obtained from the attending physician and is the
diagnosis upon which patient care is based.

At the time of admission, the patient or patient’s
representative, the person who has legal responsibil-
ity for the patient, signs an admission consent form to
document consent to treatment. This general consent
to treatment is usually located on the reverse of the
face sheet (or admission/discharge record). While
HIPAA no longer requires covered entities such as
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health care facilities to obtain admission consent, most
facilities continue to obtain it. Specific consents for
surgery and/or diagnostic and therapeutic proce-
dures are obtained by the facility during inpatient
hospitalization using special consent forms (discussed
in Chapter 6). If a patient is unable to sign and no one
else is designated to sign on behalf of the patient, the
procedure for obtaining a signature to consent should
follow state laws (e.g., one MD and two witnesses).

Upon completion of the admission process, the
patient is transported to the nursing unit where
admission information is reviewed with the patient
and a nursing assessment is completed. A nursing
assessment documents the patient’s history, current
medications, and vital signs on a variety of nursing
forms, including nurses’ notes, graphic charts, and so
on. Nursing staff are also responsible for carrying out
admission physician orders that contain instructions
(e.g., diet, medications) documented by the physician
or medical staff approved provider, such as a nurse
practitioner or physician assistant.

The attending physician is responsible for perform-
ing an admission history and physical examination
on the patient, which is either handwritten or dictated /
transcribed depending on medical staff rules and reg-
ulations. All providers involved in patient care record
progress notes to document a narrative account of a
plan of care and the patient’s response to treatment. If
diagnostic or surgical procedures are completed, the
provider who performs the procedure is responsible
for documenting an operative record of the procedure
performed and operative findings. As the patient un-
dergoes testing and therapy provided by ancillary ser-
vice departments, reports and notes are documented
in the patient record. Reports generated throughout
the patient’s stay are discussed in detail in Chapter 6.

EXAMPLE

The attending physician orders a chest X-ray on an inpa-
tient, who undergoes the test in the radiology depart-
ment. The radiologist interprets the X-ray and dictates a
report, which is transcribed and placed in the patient
record. The attending physician reviews the report and
bases treatment decisions on its findings. His review of
the chest X-ray report and treatment decisions are docu-
mented in the progress notes.

When a patient is discharged from the facility, the
attending physician dictates a discharge summary to
document the care provided to the patient during the
inpatient hospitalization and includes the reason for
hospitalization, the course of treatment, and the

patient’s condition at discharge. (The discharge sum-
mary is discussed in detail in Chapter 6.) Other
departments, such as nursing, social services, and
physical therapy, also document notes and summaries
of care provided to patients. In addition, upon dis-
charge from the facility, discharge instructions are dis-
cussed with and provided to the patient and provide
directions about post-discharge care (e.g., diet) and
follow-up (e.g., recheck in provider’s office).

Date Order of Patient Record Reports

All reports documented in the patient record must be
organized during inpatient hospitalization and upon
discharge. Each facility determines the organization of
reports in the record and establishes policy to define
the proper order of the record. While most facilities
organize the record according to reverse chronological
date order during inpatient hospitalization, they
reverse the order to chronological date order upon dis-
charge of the patient. Organizing inpatient records
according to reverse chronological date order means
that the most current document is filed first in a sec-
tion of the record.

EXAMPLE

Progress notes dated 7/3 are filed on top of notes for 7/2,
allowing the most current information to be viewed first
as you read from the front to the back of the record.

Discharged patient records are typically organized in
chronological date order, with the oldest information
filed first in a section. The order of reports is in strict
date order, allowing the record to read like a diary.

NOTE: Some facilities organize reports in the same
order for both inpatient and discharged patient
records; this is called the universal chart order. The
universal chart order saves time in processing dis-
charged patient records because reorganizing reports is
unnecessary—the record remains in the same reverse
chronological date order at discharge as during inpa-
tient hospitalization.

Outpatient Record: Handling
Repeat Visits

In the outpatient setting, records are more frequently
retrieved because of the frequency of patient visits.
Each time an outpatient receives a service, such as an
X-ray, the record must be retrieved and sent to the out-
patient department. Because patients usually receive
more frequent outpatient care, these records are
retrieved more frequently than inpatient records.
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Physician Office Record: Continuity
of Care

The main purpose of the physician office record is to
provide documentation to assist in the continuity of
patient care, and the development of the office record
varies. Office records for a solo practitioner, a physician
who practices alone, are typically not as structured as
records created for group practices. A group practice
contains more than one provider who uses the record;
therefore, the record must be maintained in a consistent
fashion to facilitate use by all providers. As with the
outpatient record, office records are accessed frequently
due to patients undergoing annual physicals, acute
treatment, visits for prescription refills, and so on.

NOTE: As the size of a group practice increases, the
need for record management also increases; and large
group practices may even contain health information
departments that function in a manner similar to those
in hospitals.

Exercise 4-3 Development of the Patient Record
Short Answer: Briefly respond to each question.

1. What are the benefits of using universal chart
order?

2. What is the impact of preadmission testing on
inpatient length of stay?

3. List three examples of preadmission tests.

4. Discuss nursing admission documentation

requirements.

5. Explain the purpose of a discharge summary.

PATIENT RECORD FORMATS

Many facilities and physician offices maintain patient
records in a paper format known as a manual record. A
variety of formats are used to maintain manual records,
including the source oriented record (SOR), problem ori-
ented record (POR), and integrated record. As the use of
computers increases, automated record systems are
developed, including the electronic health record (EHR)
or computer-based patient record (CPR), electronic
medical record (EMR), and optical disk imaging.
(mHealth refers to the use of wireless technology to
enable health care professionals to make better-quality
decisions while reducing the cost of care and improving
convenience to caregivers. For example, a patient’s
telemetry results can be conveniently viewed on a wire-
less personal computer, allowing the provider to quickly
update physician orders.)

Primary and Secondary Sources
of Information

Records that document patient care provided by health
care professionals are considered primary sources of
patient information (e.g., original patient record, X-rays,
scans, EKGs, and other documents of clinical findings).
Secondary sources of patient information contain data
abstracted (selected) from primary sources of patient
information (e.g., indexes and registers, committee
minutes, incident reports, and so on). (Indexes and
registers are discussed in Chapter 8.) An incident report
(Figure 4-9) collects information about a potentially
compensable event (PCE), which is an accident or
medical error that results in personal injury or loss of
property. Incident reports are generated on patients
and visitors, and they provide a summary of the PCE
in the event that the patient (or visitor) files a lawsuit.
Because court dates for lawsuits are routinely sched-
uled months and years after the PCE, the incident
report allows those involved in the lawsuit to refresh
their memory about the PCE.

INCIDENT REPORTS ARE NEVER
FILED IN THE PATIENT RECORD.

NOTE: When an incident occurs (e.g., a patient falls
out of bed and breaks her hip), document the facts in
the progress notes. Do not enter a note in the patient
record that an incident report has been completed. Do
not refer to the incident report when charting in the pa-
tient record. Do not file the incident report in the patient
record. Incident reports are filed with the facility’s risk
management office, and they are considered a second-
ary source of patient information. Thus, they are not
subject to disclosure (release) when patient records are
subpoenaed or requested (e.g., by an attorney) upon
patient authorization. Incident reports are never filed in
the patient’s record, which would result in their release
upon subpoena or patient authorized request.
Attorneys for the health care facility are allowed access
to incident reports to properly prepare a defense.

EXAMPLE 1:

A nurse administered the wrong medication to a patient.
The nurse documents an incident report of this PCE and
files it with the facility’s risk manager.

EXAMPLE 2:

Avisitor slips and falls on a wet floor, even though the wet
floor was well marked. A health care provider documents
an incident of this PCE and files it with the facility’s risk
manager.
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Figure 4-9

NOTE: The easiest way to remember the difference
between primary and secondary sources of patient in-
formation is to consider the original patient record
(and X-ray films and scans) a primary source of infor-
mation and everything else a secondary source.

Source Oriented Record (SOR)

A traditional patient record format known as the
source oriented record (SOR) maintains reports
according to source of documentation. This means that
all documents generated by the nursing staff are
located in a nursing section of the record, radiol-
ogy reports in a radiology section, and physician-
generated documents (e.g., physician orders, progress
notes, and so on) in the medical section. Each source of
data in the inpatient record has a section that is labeled,
and this format is also known as the sectionalized
record because it is subdivided into sections.

Many facilities use this format since it is easy to lo-
cate documents. For example, if a physician needs to
reference a recent lab report, it can easily be found in

Incident Report (Permission to reprint in accordance with IHS.gov Web reuse policy.)

the laboratory section of the record. However, if a
physician wanted to reference all information about a
particular diagnosis being treated or treatment given
on a particular day, many different sections of the
record would have to be referenced.

Problem Oriented Record (POR)

Lawrence Weed developed the problem oriented
medical record (POMR), now called the problem
oriented record (POR), in the 1960s to improve organi-
zation of the patient record. The problem oriented
record (POR) or problem oriented medical record
(POMR) shown in Figure 4-10 is a more systematic
method of documentation, which consists of four
components:

e Database

* Problem list

¢ Initial plan

¢ Progress notes
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DATABASE

Medium-sized black-and-white spotted dog admitted y. App: anxious. Vital signs include BP 120/80 left foreleg; pulse
100 per minute left front paw; respirations 36 per minute; nose is warm and dry.

CHIEF COMPLAINT: Can't eat.

HISTORY: No previous hospitalizations; born at home.
ALLERGIES: Cats, smoke.

VACCINATIONS: Rabies.

OCCUPATION: Mascot, Engine Co. #6 (delusions of grandeur).
EDUCATION: Obedience school drop-out.

HOBBIES: Baseball, collecting bones.

HOME: One room, unheated.

FAMILY: Wh bouts of siblings unk ; number of children unknown.
TYPICAL DAY: Very busy; spends day playing with firemen, sleeping, going for walks, and riding in fire truck.
PERSONAL HABITS: Sparky eats one meal per day, likes canned foods and cereals, dislikes vegetables.

FOOD ALLERGIES: Fish.

Sleeping habits include fi naps; sleeps ly. Hygiene: bathes once per month. Elimination: occasionally eats grass as a
! ive (st i needs for worms); voids fi ly in small ia, | broken.
PROBLEM LIST

DATE PROBLEM # PROBLEM DESCRIPTION DATE RESOLVED
TANYYY 1 Anorexia

TIrYYyY 2 Missing teeth

TANYYY 3 Unheated house

TANYYY 4 Delusions

TANYYY 5 Allergy (cats)

TANYYY 6 Allergy (smoke)

TANYYY 7 Pruritus (fleas)

SOAP PROGRESS NOTE

TANYYY

#2 Missing Teeth

5: Lost three teeth last week while playing baseball; doesn't remember where teeth went.
O: One incisor and one canine missing from upper jaw; one canine missing from lower jaw, sockets healing well.
A: Teeth could have been swallowed, accounting for opague objects on X-ray film.

P: Diagnostic: discuss missing teeth with attending physician. Therapeutic: continue saline rinse. Educational: explain importance
of dental hygiene and use of glove to catch baseball.

INITIAL PLAN
DATE PROBLEM # MEDICAL PLANS NURSING PLANS
TR2YYYY 7 DX: check for fleas DX: observe for fleas; observe frequency of itching and areas
of scratching
RX: calamine lotion RX: apply calamine lotion to affected areas of skin
ED: pruritus ED: communicate importance of not scratching

Figure 4-10 Problem Oriented Record (POR) (Courtesy Delmar/Cengage Learning.)
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The database contains a minimum set of data to be
collected on every patient, such as chief complaint;
present conditions and diagnoses; social data; past,
personal, medical, and social history; review of systems;
physical examination; and baseline laboratory data.
The database serves as an overview of patient infor-
mation. The problem list acts as a table of contents for
the patient record because it is filed at the beginning of
the record and contains a list of the patient’s problems.
Each problem is numbered, which helps to index doc-
umentation throughout the record. Problems include
anything that requires diagnostic review or health
care intervention and management, such as past and
present social, medical, psychiatric, economic, finan-
cial, and demographic issues. Symptoms, specific
diagnoses, abnormal findings, and physiologic find-
ings are all considered problems and would be
included on a problem list. Once a problem has been
placed on the problem list, it remains on the list even
if resolved (date of resolution is documented on the
problem list). As new problems are identified, the list
is updated by adding the new problem and assigning
it a number. The strategy for management of the
patient’s care is outlined in the initial plan, which
describes actions that will be taken to learn more
about the patient’s condition and to treat and educate
the patient, according to three categories:

* Diagnostic/management plans—plans to learn
more about the patient’s condition and the manage-
ment of the conditions

* Therapeutic plans—specific medications, goals,
procedures, therapies, and treatments used to treat
the patient

* Patient education plans—plans to educate the pa-
tient about conditions for which the patient is being
treated

In a POR, each patient is assigned one or more prob-
lems and notes are documented for each problem
using the SOAP structure:

* Subjective (S)—patient’s statement about how she
feels, including symptomatic information (e.g.,
headache)

* Objective (O)—observations about the patient,
such as physical findings or lab or X-ray results
(e.g., chest X-ray negative)

* Assessment (A)—judgment, opinion, or evaluation
made by the health care provider (e.g., acute
migraine)

e Plan (P)—diagnostic, therapeutic, and educational
plans to resolve the problems (e.g., patient to take
Tylenol as needed for pain)

The discharge summary is documented in the
progress note section of the POR to summarize the
patient’s care, treatment, response to care, and condi-
tion on discharge—documentation of all problems is
included. A transfer note is documented when a
patient is being transferred to another facility, and it
summarizes the reason for admission, current diag-
noses and medical information, and reason for transfer.

Integrated Record

The integrated record format usually arranges reports
in strict chronological date order (record could also be
arranged in reverse date order). This format allows for
observation of how the patient is progressing accord-
ing to test results and how the patient responds to
treatment based on test results. Most hospitals inte-
grate physician and ancillary (e.g., physical therapy)
progress notes only, requiring progress note entries to
be clearly identified by discipline. The discipline
should be identified (e.g., dietary) at the beginning of
each progress note.

Advantages and Disadvantages of Record Formats

Format

Advantage

Disadvantage

Source Oriented Record (SOR) ¢ Files same source documents together
* Easy to locate information from

same source

Problem Oriented Record (POR) e Links all documentation to a specific

problem

e Facilitates patient treatment and education

* Provides high degree of organization

Integrated Record ¢ Easy to use

¢ All information on an episode
of care is filed together
* Less time-consuming to file reports

Difficult to follow one diagnosis

Create many sections in record

Filing reports is time-consuming

Requires training

Filing of reports is time-consuming

Data associated with more than

one problem must be

documented several times

¢ Difficult to compare informa-
tion from same discipline

e Difficult to retrieve information

from same discipline
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EXAMPLE

Documentation on the same patient according to inte-

grated, POR, and SOR formats.

Integrated Record

Progress Notes

4/15/YYYY
8 a.m.

CC: Chest pain. Anxious.

Exam: BP 130/80. Pulse 85.
Respirations 20. Temperature
98.6°. Lungs clear. Heart regular.
Abdomen nontender.

Current medications: Paxil 40
mg qd.

Possible severe panic attack.
Rule out myocardial infarction.
Plan: Chest x-ray. EKG. Total
CPK. Total LDH. Consult with Dr.
Miller, Psychiatrist.

415/YYYY
noon.

No chest pain. Patient is calmer.
Feels slightly anxious.

Exam: BP 130/75. Pulse 80.
Respirations 20. Temperature
98.6°.

Chest x-ray: negative.

EKG: negative.

Total CPK 45.

Total LDH 100.

Patient resting comfortably. No
chest pain.

Exam: BP 130/75. Pulse 80.
Respirations 20. Temperature
98.6°.

Patient slept well. No chest pain.
Less anxiety today.

Exam: BP 120/70. Pulse 75.
Respirations 20. Temperature
98.6°.

4/15/YYYY
7 p.m.

4/16/YYYY
6:30 a.m.

Discharge home. Follow-up in Dr.

Miller’s office in one week.

Problem Oriented Record

Problem 1: Acute bronchitis

4/15/YYYY S:
8 a.m. O:

Chest pain.

BP 130/80. Pulse 85.

Respirations 20. Temperature

98.6°. Lungs clear. Heart

regular. Abdomen nontender.

A: Rule out myocardial
infarction.

P: Chest x-ray. EKG. Total CPK.

Total LDH.

No chest pain.

BP 130/75. Pulse 80.

Respirations 20. Temperature

98.6°.

A: Chest x-ray: negative. EKG:
negative. Total CPK 45. Total
LDH 100.

A: Not applicable.

P: Keep overnight for

observation.

4/15/YYYY S:
noon O:

4/16/YYYY S:
6:30 a.m.

Patient slept well. No chest

pain.

O: Exam: BP 120/70. Pulse 75.
Respirations 20. Temperature
98.6°.

A: Panic attack.

P: Discharge home. Follow-up at

office in one week.

Problem 2: Anxiety

4/15/YYYY S:
8 a.m. O:

Anxious

BP 130/80. Pulse 85.
Respirations 20. Temperature
98.6°. Lungs clear. Heart
regular. Abdomen nontender.
A: Possible severe panic attack.
P: Alprazolam 0.25 mg t.i.d.
Consult with Dr. Miller,
Psychiatrist.

415/YYYY
noon

Patient calmer. Still anxious
Exam: BP 130/75. Pulse 80.
Respirations 20. Temperature
98.6°. EKG: negative.
Possible severe panic attack.
Continue monitoring.

Patient resting comfortably.
Exam: BP 130/75. Pulse 80.
Respirations 20. Temperature
98.6°.

Possible severe panic attack.
Continue monitoring.

o®

4/15/YYYY
7 p.m.

[CRVIN P2

AP+

4/16/YYYY S:
6:30 a.m.

Patient slept well. Less

anxiety today.

O: BP 120/70. Pulse 75.
Respirations 20. Temperature
98.6°.

A: Panic attack.

P: Discharge home. Follow-up in

Dr. Miller’s office in one week.

Xanax 0.25 mg t.i.d.

Source Oriented Record

Progress Notes

4/15/YYYY
8 a.m.

CC: Chest pain. Anxious.

Exam: BP 130/80. Pulse 85.
Respirations 20. Temperature
98.6°. Lungs clear. Heart regular.
Abdomen nontender.

Current medications: None.
Possible severe panic attack.
Rule out myocardial infarction.
Plan: Chest x-ray. EKG. Total
CPK. Total LDH. Consult with Dr.
Miller, Psychiatrist.

415/YYYY
noon.

No chest pain. Patient is calmer.
Feels slightly anxious.

Exam: BP 130/75. Pulse 80.
Respirations 20. Temperature
98.6°.

EKG: negative.

4/15/YYYY
7 p.m.

Patient resting comfortably. No
chest pain.

Exam: BP 130/75. Pulse 80.
Respirations 20. Temperature
98.6°.

Patient slept well. No chest pain.
Less anxiety today.

Exam: BP 120/70. Pulse 75.
Respirations 20. Temperature
98.6°.

Discharge home. Follow-up in Dr.
Miller’s office in one week. Xanax
0.25 mg t.i.d.

Laboratory tests
4/15/YYYY Total CPK 45.
4/15/YYYY Total LDH 100.

X-rays
4/15/YYYY

EKGs
415/YYYY

4/16/YYYY
6:30 a.m.

Chest x-ray: negative.

EKG: negative.
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Exercise 4-4 Patient Record Formats

Fill-In-The-Blank: Enter the appropriate term(s) to
complete each statement below.

1. The consists for four components: a data-
base, problem list, initial plan, and progress note.

2. The table of contents of a problem oriented record
is known as the

3. Indexes and registers are considered
sources of patient information.

4. A record format that divides the record into sec-
tions is known as

5. In the POR system, the
for progress notes.

format is used

ARCHIVED RECORDS

Records placed in storage and rarely accessed are called
archived records (or inactive records). Those stored in
paper format create the need for a large filing area;
therefore, each facility should develop policies that
indicate the length of time a facility will maintain an
archived record. This time period is called a
retention period and is based on federal and state laws.

A digital archive is a storage solution that consoli-
dates electronic records (e.g., audio, emails, scanned
documents and images, video, and so on) on a
computer server for management and retrieval. The
digital archive can be created and managed on the
facility’s internal computer system, or it can be out-
sourced to a company that creates and manages access
to digital archives on computer servers using an
Internet-based interface.

Shadow Records and
Independent Databases

A shadow record is a paper record that contains copies
of original records and is maintained separately from
the primary record. An independent database contains
clinical information created by researchers, typically in
academic medical centers. Facilities that use shadow
records and independent databases must establish poli-
cies to identify reasons for use, secure maintenance, and
for HIPAA purposes, exclusion/inclusion in the facil-
ity’s designated record set.

EXAMPLE 1:

A patient is treated by the physical therapy department
on an outpatient basis, and for each treatment an original
record is generated. The original record is forwarded to

the health information department, and a copy of the
record (shadow record) is maintained for the convenience
of physical therapists who provide continuous outpatient
treatment. Documentation about current treatment is
filed in the original record, not the shadow record.

EXAMPLE 2:

According to SecurityFocus.com, a sophisticated hacker
downloaded 4,000 computerized admissions records of a
university medical center’s heart patients. It was only
after a reporter sent the university medical center a copy
of one of the downloaded records that the university real-
ized their security system had been breached.

NOTE: An electronic health record system that
makes information available to health professionals at
any time would be an alternative to creating shadow
records. To control access to independent databases, fa-
cilities should develop a security evaluation program
(e.g., National Institute of Standards and Technology
Special Publication 800-37, “Guide for the Security
Certification and Accreditation of Federal Information
Technology Systems”).

Record Retention Laws

Depending on where the health care provider offers
health care services, federal and state laws may
prescribe minimum periods that records must be
retained. While providers and facilities often retain
records longer than required (e.g., for educational and
research purposes), they must consider the impact of
record storage costs. As a result, many providers opt to
purge (remove inactive records from the file system)
and convert paper-based records to microfilm or opti-
cal disk. Others adopt electronic health record systems
that allow them to retain records indefinitely. (Keep-
ing records indefinitely presents a different problem: it
is possible that records not used for patient care could
be used improperly for other purposes.)

The Medicare Conditions of Participation (CoP) re-
quires hospitals, long-term care facilities, specialized
providers, and home health agencies to retain medical
records for a period of no less than five (5) years.
(Medicare does not specify a retention period for
ambulatory surgical services, health maintenance
organizations or other capitated/prepaid plans, or
hospices.) The Occupational Safety and Health
Administration (OSHA) requires records of employees
who have worked for longer than one year to be retained
30 years. The Public Health Services Act Immunization
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Program and National Childhood Vaccine Injury Act
specifies a 10-year retention period. State record reten-
tion laws vary, and some establish time frames based
on a statute of limitations, which is the time period
during which a person may bring forth a lawsuit.
Record retention is also impacted by state laws that
govern the age of consent (or age of majority), which
means facilities must retain records for a time period
(e.g., 18 years) in addition to the retention law.
Accreditation organizations (e.g., The Joint Commission)
do not mandate record retention schedules, but the
American Hospital Association (AHA) recommends a
five-year retention period and AHIMA recommends
that operative indices be retained for a minimum of
10 years and the operating room register permanently.

EXAMPLE

New York State requires that hospital records be retained
for a period of six years from the date of discharge or
three years after the patient’s age of majority (18 years).
North Carolina requires hospitals to maintain medical
records for a minimum of 11 years following the dis-
charge of an adult; for a minor, the record must be
retained until the patient’s 30th birthday.

Facility Retention Policy
Considerations

Each health care facility must establish a record
retention schedule for patient information. This
schedule outlines the information that will be main-
tained, the time period for retention, and the manner
in which information will be stored. Records can be
stored on paper, microfilm, magnetic tape, optical
disk, or as part of an electronic (or computer) system.

When developing a record retention schedule, con-
sider the following:

* Accreditation agency recommendations
Federal retention laws

Legal requirements

Need for continuing patient care
Research/educational uses

State retention laws

Alternative Storage Methods

Many facilities are faced with having to store more
records than they physically have the ability to store at
the facility. The HIM department must then decide
how to store the records using an alternative storage

method, such as off-site storage, microfilm, or optical
imaging.

Off-Site or Remote Storage

Off-site storage (or remote storage) is used to store
records at a location separate from the facility. It is
common for the off-site storage area to be part of a
company that stores various types of records in addi-
tion to patient records (e.g., banking records).

EXAMPLE

Military patient records accessibility became a huge
problem due to “misplacing” of records. The manage-
ment of medical records during Desert Storm resulted in
those records being viewed as “just more sand covered
items that had to be cleaned before they could be packed
and brought back to the United States.” Military person-
nel deployed to create and maintain medical records
were not always trained in record-keeping practices.
Although they knew how to admit and discharge a
patient and file reports in a folder, they didn’t know how
to properly “retire” a military medical record, which
involved removing records that were 3 to 5 years old
from active shelves and sending them to a St. Louis mili-
tary storage facility. Prior to sending the records to the St.
Louis facility, the records must be reviewed to determine
compliance with The Joint Commission documentation
standards. If the records were deficient upon review by
the St. Louis facility, they were returned for correction.
NOTE: All “retired” medical records were assigned an ac-
cession number by the St. Louis storage facility to facili-
tate access to medical records; however, when returned to
the unit for correction some records were lost.

When off-site storage is selected, be sure to negoti-
ate a contract that considers accessibility of records at
the storage facility as well as policies and procedures
for safeguarding patient records. Other considerations
include:

* Cost: Cost of services should be stated in the con-
tract; determine cost according to number of
records stored, amount of storage space required, or
type of record stored; be sure to specify the cost of
retrieving records if needed, including any addi-
tional charges for immediate delivery of a record.

e Storage: Records must be stored in a locked, secure
area that is accessible by authorized personnel only;
the contract should specify whether records are to
be stored in boxes (Figure 4-11) or in open or closed
shelving units.

* Transportation of records: Records should be trans-
ported by trained personnel in a fashion that ensures
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Records Stored in Boxes (Permission to
reprint granted by Ames Color-File.)

Figure 4-11

Table 4-3 Microfilm Storage Methods

timely delivery; the contract should specify whether
records will be transported in a vehicle owned by the
company, by courier, or by another method.

e Security: The vendor should outline training proce-
dures for employees as well as policies and proce-
dures for safeguarding the security of records in
storage.

e Access to records: The contract should state how fre-
quently records will be delivered to the facility and
outline procedures for requesting records; the hours
that records can be requested should also be stated.

An important issue to remember is that the records
will no longer be under the direct control of the facil-
ity; however, the facility must ensure that records are
secure and accessible.

Microfilm

Microfilm is a photographic process that records the
original paper record on film, with the film image
appearing similar to a photograph negative. (The paper
record is prepared according to the same method used
for scanning, discussed in Chapter 5.) Once micro-
filmed, film media is organized for storage (Table 4-3)
(Figure 4-12).

After the film is assembled according to one of these
methods, its quality is reviewed by comparing the orig-
inal record to the microfilm (to ensure that all pages of
the record have been microfilmed properly). After the
comparison determines that the microfilm quality is
acceptable, the original paper record can be destroyed.

NOTE: To view and/or print microfilmed records, a
microfilm reader/printer is used (Figure 4-13).

Film Storage Method

Description

Aperture card
Cartridge film
Jacket film

Punched card onto which frames of a microfilmed document are mounted.
Roll film that is stored in a plastic cartridge for protection and holds multiple patient records.
Individual images stored in 4 X 6 inch plastic sleeves, which contain multiple rows per page.

Each jacket typically stores one patient record. Sometimes, more than one sleeve is needed

per record.
Microfiche film

A 4 X 6 Mylar film sheet that stores microfilm images directly onto the sheet. Each sheet

typically stores the record of one patient.

Reel film
records.
Roll film

Plastic reel of continuous film strip that holds thousands of images of multiple patient

Continuous strip of film that holds thousands of images of multiple patient records. (Roll

film is often stored on a plastic reel.)
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16 mm Reel Film

Microfiche/Jacket Film 35 mm Reel Film

Cartridge Film

Aperture Card

Figure 4-12 Types of Microfilm Products (Permission to reprint granted by elmageData Corp.)

Figure 4-13 Microfilm Reader/Printer (Permission to reprint granted by elmageData Corp.)

Optical Disk Imaging

Optical disk imaging systems (discussed in Chapter 5)
are capable of scanning a paper-based record, convert-
ing it to images stored in an electronic format, storing
the images on optical disk, and rapidly retrieving the
image.

Record Destruction Methods

Paper-based records should be destroyed in a manner
consistent with established policies and procedures,
after the legal retention period (e.g., federal, state, and

so on), and after microfilming or using optical imaging
to store records. Each facility establishes a record
destruction policy that outlines the process for record
destruction. When records are destroyed, a certificate
of record destruction (Figure 4-14) is maintained by
the facility, which documents the date of destruction,
method of destruction, signature of the person
supervising the destruction process, listing of
destroyed records, dates records were disposed of,
and a statement that records were destroyed in the
normal course of business. The certificate of record
destruction should be permanently maintained by the
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Alfred State Medical Center
100 Main Street
Alfred, NY 12345-0000

Certificate of Record Destruction

——

Record Serles Dates of Records ”;;t-;od of Destruction ]r Retention ]

Inpatient records 1/1/YYYY to 12/31/YYYY Shredding 7 years |
Emergency department records 1/1/YYYY to 12/31/YYYY J Shredding 7 years I

’ Outpatient records 1/1/YYYY to 12/31/YYYY Shredding 7 years ]
' Date of Destruction: 12/31/YYYY l

This destruction was authorized by:

Meligsa A. Manager

Melissa Manager
Records Management Officer
Date 12/31/YYYY

Sa/n/cbtay Socvwm
Health Information Manager
Date 12/31/YYYY

The above records were destroyed in the normal course of business.

This destruction was certified by:

FMM"M/O‘”%’OTI/

Peter Thomson
Health Information File Area Supervisor
Date 12/31/YYYY

Figure 4-14 Certificate of Record Destruction (Courtesy Delmar/Cengage Learning.)

facility as it may need to be referenced for court
actions and legal proceedings.

Records must be destroyed so that they cannot be
re-created. Record destruction methods for paper
records usually include dissolving records in acid,
incineration (burning), pulping or pulverizing (crush-
ing into powder), or shredding. AHIMA recommends
that automated records be destroyed using magnetic
degaussing, which alters magnetic fields on a com-
puter medium. Electronic records can also be de-
stroyed by overwriting data, a process during which
original data is covered with multiple patterns of data.
Microfilm is usually destroyed using chemical recy-
cling processes.

NOTE: When destroying computerized data, it is
also necessary to destroy backup information main-
tained by the facility.

Disposition of Patient Records
Following Facility Closure

The integrity and confidentiality of patient records
must be maintained when a facility or medical practice
closes. It is the responsibility of the closing entity to
ensure that records are handled according to federal
and state statutes and professional organization
guidelines. Facility or practice closure is addressed in
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In some states, records from the closed entity are
stored in a state archive or by the state department of
health. This would most likely happen when the clo-
sure occurs without a sale of the facility or medical
practice.

EXAMPLE

Hospital Licensure Rules of Indiana State Board of Health
require a facility to transfer medical records to a local
public health department or public hospital in the same
geographic area. The statute further requires that if
records cannot be transferred to a public hospital or local
health department, the records should be sent to the Indi-
ana Board of Health.

When a facility or medical practice is sold to
another health care entity, the patient records are con-
sidered part of the sale. The new owner becomes
responsible for maintaining the patient records. When
a facility is closed, patients must be notified (e.g.,
newspaper announcement and/or letters mailed to
former patients) of the following:

* Date of closure

* New location of records

* How to access records following closure

* Proper procedure for accessing records (e.g., writ-
ten request for information required)

EXAMPLE

In Maryland, state statute requires patient notification
using the United States Postal Service (USPS) and publi-
cation of a notice in the local newspaper. This affords
patients an opportunity to obtain a copy of their record.
This is a common practice even if there is not a specific state
statute that addresses this issue.

Exercise 4-5 Archived Records

True/False: Indicate whether each statment is True (T)
or False (F).

1. Individual providers and facilities determine mini-
mum periods that records must be retained.

2. Off-site storage is used to house records at a loca-
tion separate from the facility.

3. The time period during which a person may initiate
a lawsuit is called the retention period.

4. Patient record retention is impacted by state laws
that govern the age of majority in addition to state
record retention laws.

5. A shadow record is maintained according to the
same record retention guidelines established for
original records.

PATIENT RECORD COMPLETION
RESPONSIBILITIES

Responsibility for completing the patient record
resides with the governing body, facility administra-
tion, attending physician, other health care profes-
sionals, and the health information department. Each
has specific responsibilities that are outlined in the
facility’s policies and procedures.

Governing Body and Facility
Administration

The governing body is responsible for ensuring that
each patient receives high quality medical care and that
the care is documented as part of a complete and accu-
rate patient record. The facility administration is
responsible for ensuring that the medical staff adopts
rules and regulations that provide for the maintenance
of complete patient records in a timely fashion. Admin-
istration is also responsible for enforcing these policies.

Attending Physician and Other Health
Care Professionals

The major responsibility for an adequate patient
record rests with the attending physician. The Joint
Commission accreditation standards and Medicare
conditions of participation (CoP) address issues of
patient record keeping by the physician.

EXAMPLE 1:

The Joint Commission standards state that the physician
must complete a discharge summary that contains the rea-
son for hospitalization, significant findings, procedures
performed and treatment rendered, the patient’s condition
at discharge, and instructions to the patient and family.

EXAMPLE 2:

Medicare CoP require that a physician complete a physi-
cal examination of the patient within 48 hours after
admission or no more than 7 days before admission, and
that the report shall be on the chart within 48 hours after
admission.

Role of the Health Information
Department
The health information manager is responsible for

educating physicians and other health care providers
regarding proper documentation policies. Health
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information department staff members assist in the
design of patient record systems to facilitate sound
medical record documentation practices and perform
record completion tasks to ensure compliance with
facility policies and state and federal regulations
(Table 4-4).

Following the completion of record assembly and
analysis, providers are notified of documentation
deficiencies that need to be completed. The health in-
formation department notifies providers about incom-
plete and delinquent charts using a variety of formats,
including:

* Mailing a letter or postcard to the provider offices

* Inserting a letter or postcard into the provider mail-
boxes at the facility

* Calling and/or emailing providers about record
deficiencies

When providers receive notification, they come to the
health information department to complete deficient
records.

To facilitate completion of record deficiencies, a
deficiency slip is completed by the analysis clerk and
attached to the patient record. Incomplete records
are then filed in the incomplete record file area ac-
cording to:

* Name of provider (commonly called doctors” boxes)
* Patient record number

Filing incomplete records by patient number allows
more than one provider to access the same record to
complete deficiencies. When incomplete records are
filed according to provider names, more than one

Table 4-4 Record Completion Tasks

provider cannot work on the same incomplete record.
This means that if other providers need to complete
deficiencies in the same record, the record cannot be
easily retrieved for that purpose. In fact, filing incom-
plete records according to provider name delays the
completion process.

After incomplete records that contain deficiencies
have been completed by health care providers, records
are reanalyzed to ensure that all deficiencies have been
corrected. (Some facilities call this process “check-for-
perm” or “record recheck.”) Once all deficiencies have
been completed, the record is stored in the permanent
file area.

NOTE: The Joint Commission and Medicare require
that records be completed within 30 days after dis-
charge of a patient from the facility. After 30 days, in-
complete records are considered delinquent, and
facilities establish policies that serve to motivate
providers to complete records on a timely basis. For
example, providers with delinquent records have
admitting and surgical privileges suspended until
records are completed. (What can prove frustrating for
health information departments, however, is that
although such a policy is in place it is rarely enforced
because of the impact on reimbursement to the facility.)

Automated chart completion management soft-
ware can assist health information departments in
managing retrospective analysis of discharged patient
records by generating:

* Deficiency reports (lists of physicians who have in-
complete records to complete, along with patient
record numbers and deficiencies associated with
each record)

Task Description

Record Assembly Process of organizing discharged patient record according to accepted chart order and
preparing it for storage.

Quantitative Analysis Review of patient record for completeness (e.g., presence of dictated reports, written progress
notes, authentications, and so on), including identification of chart deficiencies, which
include missing reports and other documentation and missing signatures. A deficiency
slip (Figure 4-15) is used to record chart deficiencies that are flagged in the record
(Figure 4-16).

Qualitative Analysis Review of patient record for inconsistencies that may identify incomplete or inaccurate docu-
mentation, including review of final diagnoses or procedures on the face sheet.

Concurrent Analysis Review of patient record during inpatient hospitalization to ensure quality of care through
quality patient documentation.

Statistical Analysis Abstracting data from the patient record for clinical or administrative decision making.
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* Suspension letters (mailed to physicians who have

EXAMPLE

delinquent records to be completed; delinquent sta-
tus is established by the facility)

Customized reports (used to satisfy accreditation
self-study requirements) (Figure 4-17). To review
the 2009 Hospital Medical Record Statistics Form
designed by The Joint Commission visit: http://
www.jointcommission.org/NR/rdonlyres/
35DEEOCF-395B-4355-A6DF-248FBB457251 /
0/2009HospitalMRStatFormRev010809.doc

Software also allows file clerks to retrieve incomplete
chart data using computer screens and to print lists used
to retrieve incomplete records for physician completion.

Dr. Damrad entered the health information depart-
ment and asked that his incomplete records be
retrieved so he could work on them. The file clerk
accessed the list of Dr. Damrad’s incomplete records
using the automated chart completion management
software, printed a list of records to be completed, and
retrieved them from the incomplete file system. Once
completed, the clerk reanalyzed the records to ensure
they were complete and cleared each record in the
automated chart completion management software. If
other physicians needed to complete deficiencies, the
records were refiled in the incomplete record system. If
complete, the records were filed in the permanent file
system.

DEFICIENCY SLIP

PATIENT NAME MR # ADMISSION DATE
INSTRUCTIONS: Review the patient record, and circle the deficiency identified.
Name of Report Attending Physician: Other Physician: Other Physician:
Discharge Summary Dictate Sign
History & Physical Exam Dictate Sign
Consultation Report Dictate Sign Dictate Sign
Admission Progress Note Document Date  Sign
Daily Progress Notes Document Date  Sign Document Date Sign Document Date Sign
Discharge Progress Note Document Date  Sign
Doctors Orders Document Date  Sign Document Date Sign Document Date Sign
Discharge Order Document Date  Sign
Operative Report Dictate Sign Dictate Sign Dictate Sign
Other: Document Dictate Document Dictate Document Dictate

Date Sign Date Sign Date Sign
Other: Document Dictate Document Dictate Document Dictate

Date Sign Date Sign Date Sign

Figure 4-15 Deficiency Slip (Courtesy Delmar/Cengage Learning.)
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Figure 4-16 Flags Used to Mark Deficient Pages in
Records (Permission to reprint granted by Ames
Color-File.)

Exercise 4-6 Patient Record Completion
Responsibilities

Fill-In-The-Blank: Enter the appropriate term(s) to
complete each statement.

1. The review of patient records during inpatient hos-
pitalization to ensure quality of care through qual-
ity patient documentation is known as

2. The health information manager is responsible for
educating and other health care pro-
viders regarding proper policies.

3. The identification of or missing reports
occurs through the process known as or
the review of patient records for completeness.

4. Record assembly is the process of organizing
according to accepted chart order and
preparing it for

5. Medicare CoP require that a physician complete a
physical examination of the patient within
hours after admission or no more than

days before admission, and that the

report shall be on the chart within hours

after admission.

INTERNET LINKS

Go to http:/ /www.ahima.org, and click on HIM
RESOURCES, PRACTICE BRIEFS/TOOLS to locate the following:

* Authentication of Health Record Entries

* Best Practices in Medical Record Documentation and
Completion

Definition of the Health Record for Legal Purposes
Destruction of Patient Health Information

Electronic Signatures

Managing Health Information in Facility Mergers and
Acquisitions

Protecting Patient Information after a Facility Closure
Retention of Health Information

Storage Media for Health Information
Verbal/Telephone Order Authentication and Time
Frames

Go to http://www.medrecinst.com for information on
the Medical Record Institute.

Review medical documentation issues from the
American Academy of Family Physicians at
http:/ /www.aafp.org by clicking on the PRACTICE
MANAGEMENT link.

The Code of Federal Regulations can be found at
http:/ /www.gpoaccess.gov/cfr, and the Federal Register at
http:/ /www.gpoaccess.gov/fr.

NOTE: Scroll down to OTHER SERVICES, and click to sign up
to receive the daily Federal Register Table of Contents
via email. This is a convenient way to remain current on new
regulations issued by the Centers for Medicare and Medicaid.

Go to http:/ /www.ironmountain.com to check out a
record storage and management company that provides
records storage, off-site data protection, secure shredding,
and digital services.

The Joint Commission publishes information about the
official “Do Not Use List” at http:/ /www.jointcommission.
org/PatientSafety /DoNotUseList/facts_dnu.htm.

Safesite, Inc. explains their off-site records management
services at http:/ /www.safesite.cc.

Go to www.bibbero.com to view samples of patient
record forms.

SUMMARY

A patient record contains administrative and clinical
data. Administrative data includes demographics and
socioeconomic and financial information. Clinical
data includes all patient health information.

Records are defined as hospital inpatient records,
hospital outpatient records, physician office records,


http://www.ahima.org
http://www.medrecinst.com
http://www.aafp.org
http://www.gpoaccess.gov/cfr
http://www.gpoaccess.gov/fr
http://www.ironmountain.com
http://www.jointcommission
http://www.safesite.cc
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Name of Facility | Alfred State Medical Center

1 Average Monthly Patient Discharge Rate

Identification
Number

(Total inpatient discharges in the 12 months prior to JCAHO survey divided by 12)

2 Patient Record Delinquency Timeframe 30 days
(Specified in Medical Staff Rules and Regulations
3 Total Patient Record Delinquency Rate
1% Quarter 2™ Quarter 3" Quarter 4" Quarter Annual Average
14% 18% 13% 22% 17%

Completed by:

Debbie Director, RHIA

Health Information Director

January 3, YYYY

Name Job Title

Date

Figure 4-17 The Joint Commission Hospital Patient Records Statistics Form (Courtesy Delmar/

Cengage Learning.)

and alternate care records. The primary purpose of a
pati