



Scenario SPD-005.  Physician Assistant with Perform Documentation Privileges

The Physician Assistant (PA) is on duty at the General Medicine Clinic and is conducting complete physical examinations today.  Mrs. Patient, a 49-year-old business executive, is a new patient and arrives at the clinic for her initial exam.

The Health Technician greets Mrs. Patient, measures and records her height, weight, and blood pressure in the Electronic Health Record (EHR), then escorts her to the exam room.

The PA first obtains a medical history from Mrs. Patient and enters that information <<PPD-009 New History and Physical>> into the EHR.  In addition, the PA questions Mrs. Patient about her personal habits, including cigarette smoking, amount of exercise, alcohol use, etc., as well as her religious preferences, and how she prefers to receive medical instructions.  The PA records that information <<PPD-053 New Health Status Data >> into the EHR.

Next, the PA performs a physical examination and records the findings into the EHR.  Mrs. Patient informs the PA that she occasionally gets dizzy when first rising out of bed in the morning.  The PA reviews Mrs. Patient’s blood pressure values and re-checks Mrs. Patient’s blood pressure in standing, sitting, and lying positions, then updates the results <<PPD-052 Edit/Addend Vital Signs/Patient Measurements>> that were previously entered by the Health Technician.  The PA also enters “Postural Hypotension” on the patient’s Problem List <<PPD-025 New Problem List>>, and instructs Mrs. Patient to dangle her legs over the side of the bed prior to standing to avoid falling.

It has been more than 10 years since Mrs. Patient has had a tetanus shot, so the PA administers this immunization, observing for a possible adverse reaction (none noted), and records this information and his/her signature <<PPD-047 New Immunization>>, <<PPD-048 Edit/Addend/Sign Immunization>> in the EHR.

Mrs. Patient has never had a test for tuberculosis (TB), so the PA administers a TB skin test, records <<PPD-049 New Skin Test>> the administration in the EHR, and instructs Mrs. Patient to return in two days to have the skin test read.  The patient is also started on a Hepatitis B immunization series.

Additionally, the PA orders routine laboratory tests, including a Complete Blood Count (CBC), Chemistry Panel, and Urinalysis, all to be collected after an 8-hour fast; a Chest X-ray; and an ECG.  Mrs. Patient is instructed to make an appointment to return to the clinic in three weeks for the next Hepatitis B immunization, as well as to review the physical exam, laboratory, and radiologic test results.

The PA reviews the information entered into the EHR to complete the visit.  The PA revises <<PPD-037 Edit/Addend Patient/Family Preferences>> Mrs. Patient’s preferences to receive written instructions.  The PA saw bilateral corneal lipid arcus on the eye exam and adds “Bilateral Corneal Lipid Arcus, R/O Hypercholesterolemia” to the problem list <<PPD-026 Edit/Addend Problem List>>, signs the history and physical and the personal habits <<PPD-054 Edit/Addend/Sign Health Status Data>>, and sends a note <<PPD-038 New Inter-Practitioner Communication>> to the supervising physician that Mrs. Patient’s orders are available for review.

Two days later, Mrs. Patient returns to the General Medicine Clinic to have the results of the TB skin test read.  The PA inspects the administration site and records the negative result in Mrs. Patient’s EHR <<PPD-050 Edit/Addend/Sign Skin Test>>.  The PA addends <<PPD-039 Edit/Addend Inter-Practitioner Communication>> the prior note to the supervising physician, indicating the skin test result is available for review.
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