
Scenario SPD-001.  Physician with Perform Documentation Privileges

Mr. Patient was placed in a clinic examination room for a Diabetic Consultation.  The Physician greeted Mr. Patient and accessed Mr. Patient’s medical records from within the facility’s Electronic Health Record (EHR).  After briefly reviewing Mr. Patient’s medical records, the Physician next reviewed Mr. Patient’s vital signs, patient measurements (e.g., height and weight), and the chief complaint(s) that were entered for this encounter.

The Physician asked Mr. Patient about any problems or concerns.  The Physician also asked Mr. Patient about compliance with diet, exercise and medication regime for diabetes.  Mr. Patient admitted that although he was fairly diligent with his exercise program, he had some problems maintaining his dietary regime.  The Physician entered this information into the EHR in a Progress Note <<PPD-001 New Progress Notes>> for this encounter.

The Physician also noted from reviewing today’s encounter in the EHR that Mr. Patient had already visited the lab to draw blood specimens for random blood glucose and a hemoglobin A1C for this appointment based on the Physician’s pre-visit planning test orders.  The orders were placed during the previous visit.  The Physician also noted that the results from today’s lab tests were not available yet.

The Physician did an examination of Mr. Patient, and entered the results of the examination into the EHR including updates to the progress notes <<PPD-002 Edit/Addend/Sign Progress Notes>>, reviewed the recent consultation findings, history and physical, and medical and diagnostic problem list.  Mr. Patient mentioned that he thought he was allergic to a certain type of clothes detergent, and the Physician recorded this new allergy <<PPD-018 New Patient Allergy or Adverse Reaction>> in the EHR.

The Physician reviewed Mr. Patient’s previous lab results and discussed these results with Mr. Patient explaining that the blood tests indicated that his diabetes was not currently under tight enough control.  They both agreed to a trial at better compliance with a diabetic dietary and exercise program before a change in medication.  The Physician presented Mr. Patient with an informative pamphlet about recommended low fat and low glycemic-indexed foods and recorded this patient education activity <<PPD-006 New Patient Education>> in the EHR.  The Physician also entered an order for a dietary consult for Mr. Patient in the EHR, requested for the following week.

He then requested a follow-up appointment to see Mr. Patient in 6 weeks.  At this point, the Physician used the EHR to assist him in assigning the appropriate Evaluation and Management code <<PPD-040 New Encounter Data>> for this encounter and finalized the progress notes, orders, history and physical, patient education, and consultation findings in the encounter by applying his electronic signature <<PPD-010 Edit/Addend/Sign History and Physical>>, <<PPD-007 Edit/Addend/Sign Patient Education>>, <<PPD-041 Edit/Addend/Sign Encounter Data>> to all.

Mr. Patient was then sent to the Medical Clerk to receive printed appointment slips for the dietary consult and follow-up appointment with the Physician.

The following week, the Physician received an alert from the EHR that the dietary consult for Mr. Patient was complete.  The Physician accessed Mr. Patient’s dietary consult and reviewed the findings.
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