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THE PATIENT HEALTH RECORD

It is acknowledged that the quality of health information documentation influences the quality of care.  The Department of Veterans Affairs holds the same standards for health information documentation seen in all other health care systems.

Because the health record is the only document that reflects the ongoing story of care in a patient, it is often used as a proxy to judge the quality of care.  The record is most significant to accrediting organizations.  It serves also as critical legal evidence in professional liability actions.  It is the responsibility of all caregivers to be certain that the content of the record reflects exactly what happened to the patient.  It is essential to describe the status of the patient at the time of the admission and the progress made during the course of hospitalization.  The record must document the provider’s involvement in care.  This includes specialized procedures, operations, endoscopies, nuclear medicine tests, and similar diagnostic or therapeutic measures.  A useful method for complete documentation is the SOAP (Subjective, Objective, Assessment, and Plan) format. 

To best fulfill their purpose, patient health records need to be up to date.  Entries need to be made immediately after the care is provided.  Lack of timeliness in completion of medical records may adversely affect patient care; therefore it may result in disciplinary action.  In most programs, timely record keeping is used in performance evaluations.

 The electronic record:  CPRS

As electronic systems have improved, a logical step forward involved the creation of a system to support health care.  For several decades, VA has engaged in the development of an electronic system that assists in the documentation of care, as well as manage the large size of databases that need to be shared.  This system is called VISTA:  Veterans Health Information Systems and Technology Architecture.

The development of this electronic infrastructure led to the creation of an electronic patient health record, known as the Computerized Patient Record System (CPRS).  CPRS is an application of VISTA.  CPRS enables the provider to enter, review and continuously update all the information associated with any patient.  With CPRS the provider can order lab tests, medications, diets, radiology tests and procedures, record a patient’s allergies or adverse reactions to medications request and track consults, and enter progress notes and discharge summaries.  CPRS supports clinical decision-making and enables the provider to review and analyze patient data.

Computer Skills Required for Optimal Utilization of CPRS

1. Microsoft Applications:  WORD, Excel, Power Point and Access

2. Windows NT Operating System – 

· What Windows NT is and what it does

· Using the Start menu to access programs and to turn the computer off and on  

· Navigating around the desktop using the shortcuts, the recycle bin 

· What each shortcut does

· Using Windows Explorer for file management

· Using Taskbars to start and switch to other programs 

· Managing several program sessions at once  

3. Internet Explorer 
4. Using CPRS Documentation 

5. Related Manuals 

6. VISTA Intranet 

7. CPRS Graphical User Interface (GUI) 

Health Record Abbreviations and Common Terms & Acronyms utilized in the health record

Symbols and abbreviations will be used in the health record only when the Medical Record Committee has approved them.  See your Chief Health Information Management (HIM) to obtain copies of the annual listing of approved and unapproved symbols and abbreviations if one is not attached to the local resident orientation handbook.  Symbols and abbreviations may not be used when documenting final diagnoses and procedures on patients released from inpatient and/or outpatient care.  Some common terms and acronyms are included in the addendum to this section. 

Electronic Signature

When utilizing CPRS, most orders or documents (such as progress notes, reports, health summaries, discharge summaries) require an electronic signature.  Generally, orders that require a signature are not released to services or activated until they are signed.  To electronically sign an order or document the provider must have an electronic signature code.  Each service or health care group will have a Clinical Application Coordinator (CAC), who can assist trainees in obtaining an electronic signature code. 

The properly affixed electronic signature carries the same legal weight and authority as the provider’s written signature.  The provider must not share the electronic signature code with others and is responsible to keep the electronic signature code secret.

Copy and Paste Documentation

Copying and Pasting documentation is highly discouraged due to increased risk of inserting duplicate, wrong patient information, electronic signatures, unnecessary information, etc. into the legal health record.

Dictation 

Unless the clinician enters information directly in the CPRS record, summaries of hospitalization must be dictated at the time of discharge of all patients.  A complete discharge note may be entered for patients discharged from observation status.  The summary should be brief and precise.  Operative and procedure reports must be dictated immediately after the operation is performed.  The supervising attending staff physician must review and add an addendum to the initial History and Physical within 24 hours and countersign the discharge summary done by the trainee.

Coding

While the assignment of ICD-9-CM, CPT and other clinical code-set should be accomplished by qualified coding specialists, clinicians should be familiar with the process and importance of coding.   Nowadays, health care is reimbursed based on the type and severity of illness rather than as a response to whatever amount the providers bill.  VHA is not different from the private sector, in that funding of each VAMC is based on the number of patients and severity of illness treated at the facility.  To ensure the facility obtains the reimbursement it is due, each episode of care must be properly coded, so billing is appropriate to the care provided.

Tumor Registry

An active Tumor Registry is maintained at most facilities; however organizational alignment may vary.  Data requests from the registry are encouraged.  In the event that a patient has been newly diagnosed with cancer, the medical Resident must define and enter the tumor size, node status, metastasis classification (TNM) staging.  Staging forms are available in the Tumor Registry or in the Pathology Lab.  All providers are encouraged to participate in this program by providing information or supporting the resident in this task.
File Room, Release of Information & the Privacy Act

In most facilities, the File Unit or File Room controls all veteran medical and administrative records, referred to as the consolidated health record.  Records may be tracked using a Medical Record Tracking (MRT) Software Package in VISTA.  The computer re-charging of records is required to prevent records from being misplaced.

VA health records are maintained in VA health care facilities for three years ensuing the last episode of care.  After this time, the records are shipped to the VA Records Center for storage.  According to local facility policy, administrative volumes may or may not travel with the medical volume to clinic visits or inpatient episodes.

Trainees need to be aware that 1-2 weeks may be required to retrieve an archived paper record.  It may also be difficult to immediately retrieve certain portions of health record within VISTA.  Trainees should contact their service’s ADPAC or Health Information Management Department to learn more about the paper and electronic patient record.

Privacy Act, Release of Information and Security of Information

For many years, an attempt has been made to balance the need to make important information available to the public and the need to maintain the privacy of individual medical care.  The Freedom of Information Act (FOIA) was passed to ensure that important information maintained in government records is available to the public whenever an inquiry is presented.

In 1974, the limitations of this broad law were defined under the Privacy Act.  At present, FOIA supports public access to general public information, such as information about how the government works:  manuals, instructions, reports, etc.  The Privacy Act modulates this freedom by providing a safeguard against the invasion of INDIVIDUAL PRIVACY.

The Privacy Act (PA) applies to all information created and maintained at a VA health care facility that personally identifies an individual.  This includes patient related information, as well as employee related information: personnel folders, health records, employee health records, etc.  Since information is protected, staff no longer need, nor are they allowed, to keep separate files that contain information about individuals.  There may be a few exceptions designated in the Federal Register as a VA Privacy Act System of Records.  It is important to remember that the confidentiality afforded through the PA is not limited to written disclosure, but also to verbal disclosure made in elevators, through discussions with other staff or supervisors, or in social settings.

Patients (and other individuals acting on their behalf) may request, in writing, to have access to, to correct or amend, or to obtain a copy of the PA records.  The bulk of releases made in many facilities involve patient health records.  Usually, a specific individual at each facility manages requests for release of patient-specific information related to veterans, insurance companies, Social Security, private physicians and hospitals.  This person is usually known as the “Privacy Officer”, or “Release of Information (ROI) Officer”.  Trainees should become familiar with the name and access to this individual, as many patients or families may contact them directly.  The Privacy Officer will be the most knowledgeable person to support trainees with questions concerning patient confidentiality, protection of privileged and confidential medical information, misuse of medical information, and legal issues concerning the medical record.

Trainees who are served with a subpoena, or for legal inquiries from attorneys for statements, depositions or completion of court ordered forms, should contact the Privacy Officer for direction on how to proceed.

Trainees may be involved in the care of facility employees.  Most often, requests from employees to review and/or obtain copies of their employee health records and personnel folders are managed by Employee Health or by Human Resources.  Trainees should contact their Human Resources department to obtain guidance on how to proceed.

Trainees share in the responsibility to protect the patient’s confidentiality.  Everybody needs to be aware that breaking confidentiality is considered a misdemeanor and may result in a fine, which may be set at $5,000 in the case of a first offense, and up to $20,000 in the case of a subsequent offense.  In addition to breaking the law (a criminal offense), the VA and the provider or trainee can also be subject to additional civil suits as this unwanted release of information violates individual rights and may result in damage to the patient.  Finally, trainees may be subject to disciplinary action initiated by their training program.  
There are some areas that are afforded special protection by statute.  Certain patient medical record information related to drug and alcohol abuse, HIV infection, and sickle cell anemia have additional restriction, and may be disclosed only under specific circumstances.  (38 United States Code 7332, implemented by 38 Code of Federal Regulations §1.460-1.496).    Trainees are encouraged to contact the Privacy Officer, or HIM staff for assistance in these situations.

The government has tried to help people who change from one job, or health coverage program, to another.  For this purpose, the Health Insurance Portability and Accountability Act (HIPAA) was promulgated (Public Law 104-191).  This Law encourages efficiency and effectiveness of health care systems through the development of electronic health information systems.  As these systems encourage the sharing of information, new standards were created to regulate electronic transmission, privacy, and security of certain health information. Trainees need to be aware of these regulations, and must comply with the Privacy rules when creating, maintaining, using, and disclosing individually identifiable health information.  Most VA programs and affiliates will provide HIPPA training.  In case of questions, trainees are encouraged to contact their Privacy or Compliance Officer.
PATIENT CARE ADMINISTRATIVE CONSIDERATIONS

Each Medical Center has developed general procedures to manage patients.  Some general principles are listed in this section; trainees are encouraged to become familiar with the manner these are applied in their department at each facility.

Beds 

Each facility has a defined number of beds available.  These are usually distributed among services or health care groups according to demand and type of service provided.  When trainees are providing care to patients, it is important that they keep track of the daily availability of beds in relevant areas.

Orders 

Trainees may be entering orders electronically, or taking orders from the electronic record.  Most facilities have developed procedures to standardize orders and facilitate communication among providers.  Trainees are encouraged to become familiar with the manner these are applied in their department at each facility.

Use of Restraints
Health care facilities scrutinize the use of restraints and seclusion closely.  Usually, facilities will have policies and procedures that clearly define the role of the Attending physician or resident, the supervisory resident, and nursing staff or trainees.  Trainees are encouraged to become familiar with these policies and procedures at each facility.

Discharge Procedures 

Upon completion of necessary inpatient care, patients may be discharged to VA outpatient care, to their personal physicians or to non-VA clinics of their choice. Trainees need to become familiar with the local policies.

Discharge procedures may be complicated by administrative factors.  Such factors include:

· Entitlement of care surrounding service-connection status.   A patient may need referral to a private practitioner.  Specific rules may apply to this situation.

· How the patient chose to leave the hospital.  

· Patients who refuse to cooperate or who wish to leave before the physician deems treatment has been completed, may be discharged against medical advice (AMA).  

· Patients may leave the Medical Center without a pass, or may fail to return from pass at a scheduled time; in this situation, they are deemed to be absent without leave (AWOL) and may be so discharged.  

Whenever possible, providers should ask patients to sign a document that shows they chose to leave the facility before their treatment was completed.  Most facilities have a pre-printed form for this purpose. By signing this form, the patient acknowledges that they are leaving despite having been advised it would be against their best interest to do so.  Trainees are encouraged to become familiar with appropriate policies and procedures at the facility.

The following is a list of discharge types used in dismissing patients at most Medical Centers:

· Outpatient treatment / non-service connected  (OPT-NSC)

· Outpatient treatment / service-connected  (OPT-SC)

· Regular

· Irregular (AMA, AWOL, etc.)

Autopsies 

VHA has adopted a policy to request that an autopsy be performed on all patients who die at a VA facility.  This request should be made of the next-of-kin.  The treating physician (and most often, the treating resident physician) is responsible to secure the consent for autopsy at the time of death of a patient for whom he/she was responsible.  Most facilities have a stated policy and procedure for this action, which may include requirements to record the request and response.   Trainees should contact their attending physician, senior resident or other providers to obtain direction and supervision on the best way to manage this interaction.   

There are forms to be filled, which are usually maintained by ward clerical personnel or the Administrative Officer of the Day (AOD).   In most facilities, there is a person in charge of Decedent Affairs, who will assist the family with funeral arrangements, forms needed for burial, obtaining necessary signatures and other administrative requirements set by state or federal regulations.  

Taking care of a patient and family after their death is a difficult event for all physicians, and often particularly so for trainees.  This is especially true when the trainee has developed rapport with the patient during the terminal episode of care.  Feeling sadness when losing a patient is part of good care, and trainees should feel free to access experienced staff for support and direction.

Advanced Directives, Durable Power of Attorney, "No-Code" Status 

Rather extensive and elaborate policies dictate the means of institution of "no-code" status, limitations of, or withdrawal of care.  Trainees are encouraged to become familiar with appropriate policies and procedures at each facility.

Additional Policies and Procedures.

A number of clinical interventions may require strict procedures, and it is suggested that trainees ask their supervisors about them.  These include:

Invasive procedure case reporting

· Placement of central venous lines, pulmonary artery catheters and arterial access lines

· Endoscopic procedures

· Percutaneous biopsies

· Cardiac catheterizations

· Conscious Sedation

· Urgent x-ray reading

GENERAL GUIDELINES FOR OFFICER OF THE DAY
The following are basic guidelines for those serving as Officer of the Day (O.D.).  More extensive information may be available in facility handbooks.  While these are suggestions, trainees are reminded that no set of rules can substitute for common sense and sound clinical judgment.

1. Duty tours are defined in each facility and for each clinical discipline.

2. It is suggested that trainees on call duty plan visit their sleeping area early in the day to ensure that the accommodations have been cleaned and prepared for their use.  If these are not suitable or clean, they should contact their program coordinator or program director, and the Associate Chief of Staff for Education. Trainees on duty after hours should have proper sleeping quarters and sufficient nutritious meals.

3. A designated Nursing Officer of the Day and an Administrative Officer of the Day (AOD) in the Admitting Office will provide administrative support after regular hours.  These people can be of great assistance to the trainee on call.  They are familiar with VA policies and procedures, and can solve most administrative problems, especially if they involve VA expenditure.   The AOD cannot make medical decisions, but will assist the trainee on call by properly screening calls and patients.   These staff members are a significant resource to the trainee on call, and we encourage you to get to know them well. 

4. Residents and Fellows on duty are in charge of clinical care when no other providers may be available, and are responsible for decisions to be made.  Trainees must remember that they have the right to receive supervision any time they need it, and should be comfortable calling a more experienced provider whenever necessary.

5. Residents and Fellows on call should act responsibly, and respond promptly to calls and pages.  Often, there will be simultaneous calls to different sites; it is recommended that the calls be answered, and staff be told what length of delay they should expect.

6. Some calls will involve the transfer of patients from other facilities.  Trainees should always, always try to speak with the referring physician.  A set of Policies and Procedures will assist you in making decisions, and often there will be a transfer coordinator to help with the process.

7. There will usually be a Pharmacist or a Nursing Supervisor to assist with access to drugs and other pharmacy supplies.  It is suggested that the trainees learn the procedures and meet the people who fulfill these roles.

8. Sometimes, Residents and Fellows on call will have to take care of patients on units of a different specialty.  Anytime a trainee must do something that stretches outside of their specialty, they should feel free to ask for support or supervision by a provider in that specialty.

9. There is a chain of command for every site in every situation.  If the senior resident or fellow cannot solve questions or problems that arise while on duty, there will be someone else to call.  Trainees are encouraged to ask for the proper order and the phone numbers to call.  This chain of command usually includes the attending physician, the Service or Health Care Group Chief and the Chief of Staff.

10. Anytime trainees experience system problems, they should let their supervisors know about them.  The Associate Chief of Staff for Education should be another source of problem resolution.  Problems cannot be solved if nobody knows about them.

OTHER AREAS OF SUPPORT IN CLINICAL CARE

Chaplain Service/Department 

Chaplains are available on a 24-hour basis.  Most facilities will have access to spiritual guides of various faiths.  Chaplains will try to accommodate to the patient’s beliefs as they provide spiritual support. 

Education Service/Department 

Most facilities will have an Education Service and an Education Officer.  This person will provide guidance and support in a number of educational activities required of all employees.  A number of resources are available, including Library, Satellite conferences, and videotaping of specific training activities.  

Nutrition and Food Service/Department

While in charge of their own trainees, Nutrition and Food Department is available to assist all trainees by providing orientation on nutritional needs of patients, through dietitian's ward rounds and/or by consulting with the dietetic staff concerning any patient requiring nutritional management.  

Diagnostics, Pathology & Laboratory Service/Department
Every facility will have a system to cover patient needs for testing and phlebotomy services.  Trainees are encouraged to learn about the facility’s procedures to support this function.
Pharmacy Service/Department 

The pharmacy provides prescription services for all hospitalized and clinic patients, and also will operate the inventory of intravenous additives for parenteral fluids.  Most medical centers maintain a formulary of medications stocked for most frequent use.  In the event that a non-formulary drug is required and no comparable drug is available on formulary, facilities have designed arrangements to procure such items.

Any item or drug not available at the Medical Center, which is needed for patient care, must be secured through the manner defined at the facility.  This includes prosthetic devices (i.e. pacemakers, hip prosthesis, respirators, etc.).  Trainees should not make arrangements with other hospital, clinic, laboratory, or similar facility for services to a patient of the Medical Center without prior authorization from the supervisor.

Information Resource Management (IRM)
Most facilities have an IRM service or department or an IRM Officer responsible for their computer and communication needs.  The IRM office will provide Access and Verify codes needed to access VISTA, CPRS and the hospital’s e-mail and computerized records system.   CPRS permits retrieval of laboratory, radiology and similar reports, notification of admissions, physician "alerts", inpatient rosters, etc. 

Computer problems, forgotten or lost codes, and other issues of automation should be reported to the IRM help desk or designated person (like the HCG ADPAC).   IRM or the Education Office will provide a variety of computer classes, all available to trainees.  

Use of the Medical Center’s computer systems is authorized for official government purposes only.  VISTA, CPRS and Internet use is only authorized for conducting VA business, medical research and education purposes.  Recreational usage is not authorized.  Use of the Internet is monitored and can be tracked.  Misuse of any computerized system can lead to disciplinary action.

Personnel Actions 

A system has been set up a most facilities for orientation and beginning of duty for trainees.  Certain papers must be completed so that the position becomes official and salary may begin.  Trainees should learn about salary, benefits and malpractice insurance.  For medical trainees, the facility will most likely be under a Disbursement Agreement, and these actions will be managed through the affiliate.  Other trainees are paid by the facility, and need to undergo the same process that regular employees do.

Additional Services to Support Patient Care 

· There is a section and an officer responsible for Admissions, to support management of admissions, eligibility, Compensation and Pension examinations and scheduled/unscheduled admissions.

· Staff person will be available to assist in obtaining:

·  telephone recordings for operative consents for veterans who are incapable of making decisions (Family Support Clerk, Details Clerk); 

· telephone recordings of consents for autopsies when the next of kin is unavailable or handle details of veteran deaths including funeral arrangements and state required forms (Decedent Affairs Officer); patient transfers (transfer coordinator).   

· The Business Office or Fee Basis Section will help veterans who, due to service connection, location and/or diagnosis are able to receive care at VA expense for their service-connected disabilities thru private health care providers.  There are inpatient services, outpatient services, home health care, outpatient pharmacy and dental care available thru the Fee Basis Program.  

· The Travel Officer will help with travel and transportation payments for veterans receiving care at the facility.

Addendum:  Some common terms and acronyms in electronic records include:

· CAC – Clinical Application Coordinator

· ADPAC – Automated Data Processing Application Coordinator

· Remote Data – 

· CWAD Postings – 

· C – Crisis Notes

· W – Warnings

· A – Adverse Reactions, Allergies

· D – Directives

· PRF  (Patient Record Flag)

· CPRS (Computerized Patient Record System)

· AICS (Automated Information Capture System)

· ASU (Authorizing Subscription Utility)

· Chart Contents

· Consults

· Cover Sheet

· DC Summary

· Discharge Summary

· GAF  (Global Assessment Function )

· GUI  (Graphic Use Interface)

· Health Summary

· Imaging

· Notifications

· OE/RR Order Entry/ Results Reporting

· Order Checking

· Order Sets

· PCE  (Patient Care Encounter)

· PCMM (Primary Care Management Module)

· Patient Postings

· Progress Notes

· Quick Orders

· Reports

· TIU (Text Integration Utility)

· VISN (Veteran Integrated Service Network)

· VISTA (Veterans Health Information System & Technology Architecture)

· Copy and Paste

