Health Record and Documentation
Out lines  
· Key word .

· Ethical and legal consideration .

· Ensuring confidentiality of computer record

· Purposes of client record.

· Documentation system .

· Documenting Nursing activities .

· General guidelines for recording .

· Reporting .

Objectives 
· List the measures used to maintain the confidentiality of the client record .

· Discuss the reasons for keeping the client record .

· Compare and contrast different documentation method .

· Explain how various form in the client record .

· Identify and discuss guidelines for effective recording that meets legal and ethical standards .

· List and discuss the type of reporting .

· Appling reporting and documentations

Key words
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“Medical review of treatment
“Research & publication
-Assist in legal proceedings

“Documentation of clinical history
~Continuity of treatment
~Claiming Insurances

-Issue of Med. Certificate

“Legal Evidence

“For claiming insurance and tax benefit  -Education & Training Quality, quantity and
“Malpractices and negligence ~Clinical, Epidemiological adequacy of treatment
“Evidence in Court of Law Research “Medical Audit
Certification of Birth & Death “Health System Rescarch “Future Planning & decision
Certification of Mental Status ‘making
Certification of Invalid Pension -Administration &
Management
“Medico legal Protection

Disease Surveillance
Epidemiological Studies




Medical record 

Consist of information kept by doctors, health care centers, community health clinics or local hospitals detailing what the doctors or other bodies know about the medical condition and history of the patients.

The information is usually about medical examinations, treatment or operations and should be recorded at the time of the consultation or immediately afterwards 

Ethical and Legal Consideration 
· Access to the record is restricted to health professionals involved in giving care to the client.

· The institution or the agency is the rightful owner of the client record .

· For the purpose of education and research , most of the agency allow student and graduate health professionals to access to client record .

Ensuring confidentiality of computer record 
· 1- personal password .

· 2- never leave the computer terminal unintended .

· 3- do not leave client information displayed on the monitor 

· 4- shred all unneeded computer worksheet.

· 5- Know the facility’s policy and procedure for correcting an entry error .

· 6- follow agency procedure for documenting any sensitive materials .

Purposes of client record 
· 1- communication :

· Client record prevent :

· Fragmentation .

· Repetition 

· Delays in client care. 

A means of communication for attending health professionals
· 2- information for planning client care.

To serve as a basis for planning and treatment

· 3- Auditing health agencies.

· An audit is a review of client records for quality assurance purposes.

· 4- Research .

· 5- Education.

· 6- Reimbursement :

Documentation helps a facility receive reimbursement from the federal government .

· 7- Legal documentation.

· 8- Health care analysis .

Primary and Secondary Purposes
Another division of purposes of documentation

Primary : directly relate to patient care.

Secondary: indirectly relate to patient care
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1. Administrative purpose of clinical records• Legal documents: poisoning, assault, rape, LAMA, burn etc.• Research or statistics: rates• Audit and nursing audit• Quality of care• Continuity of care• Informative purposes: • Teaching purpose of students• Diagnostic purposes: test reports

2. Importance of Records in Hospital

1. For the individual and family:- Serve the history of the client- Assist in continuity of care- Evidence to support if legal issues arise- Assess health needs, research and teaching. 
2.For the Doctor:- Serve the guide for diagnosis, treatment, follow-up and evaluation.- Indicate progress and continuity of care.- Self-evaluation of medical practice- Protect doctor in legal issues- Used for teaching and research 

3. For the nurses:- Document nursing service rendered- Shows progress- Planning and evaluation of service for future improvement- Judge the quality and quantity of work done- Communication tool between nurse and other staff involved in the care.- Indicate plan for future R S MEHTA, MSND 8

4. For authorities:- Statistical information- Administrative control- Future reference- Evaluation of care in terms of quality, quantity and adequacy.- Help supervisor to evaluate service- Guide staff and students- Legal evidence of service render by each employee-.

General guideline for recording 
· 1- Date and time .

· 2- Timing .

· 3- Legibility.

· 4- Permanence .

· 5- Accepted terminology.
· 6- Correct spelling.
· 7- Signature.

· 8- Accuracy .

· 9- Sequence .

· 10- Appropriateness.

· 11- Completeness.

· 12- Conciseness.

· 13- Legal prudence.
· 14- Preferable abbreviations.

1. DATE & TIME

1. Document date and time of each recording.

2. Record time in conventional manner(Eg. 9am, 6pm etc) or according to the 24 hour clock(military clock)

3. Avoid recording in advance.

2.LEGIBILITY

4. Entries must be legible and easy to read.

5. Writing must be clear.

6. Very important in recording numbers and medical terms.

3.CORRECT SPELLING

7. Correct spelling is essential for accuracy.

8. If unsure about the spelling use a dictionary or other resource book.

4.PERMANANCE

9. Entries should be done in dark ink.

10. It helps to identify changes and allows duplication (Xerox).

5.ACCEPTED TERMINOLOGY

11. Use commonly accepted abbreviations, symbols and terms that are specified by the agency

12. Use universally accepted abbreviations.

6. FACTUAL
13. Descriptive objective information about what nurse sees, hears, feels and smells.

14. Use of inference without supporting data is not acceptable.

15. Vague terms like appear, seem or apparently is not accepted.

16. Include objective signs of problems.

17. Subjective data is documented in client’s exact words within quotation marks.

7. ACCURATE

-Use of exact measurement establishes accuracy.

Eg. Intake 450ml of water than writing adequate amount of water.

-Clients name and identifying information is written on each page.

-Before making any entry in the chart make sure that it is correct.

-Chart only your observations and actions to be accountable.

-If any mistakes occur while recording, draw a line through it and write above or next to original entry with your initials or name.

-Do not erase, blot or use correction fluids.

-Follow agencies policy while making computerized charting.

-Write on every line but not in between the lines.

-Draw a line through the blank spaces so that no additional information can be added.

8.SEQUENCE

18. Document events in order of occurrence.

19. Eg. Record assessments, then nsg interventions and then the client responses.

20. Update or delete problems as needed.

9. APPROPRIATENESS

21. Record informations pertaining to the client health problems& care only.

22. Avoid personal informations that are in appropriate.

10. COMPLETENESS

23. Document all necessary informations

24. It should give a clear picture of what took place.

25. Complete pertinent assessment data such as vital signs, wound drainage, client complaints, who was notified and what interventions are carrid out etc are recorded.

26. The following informations should be included in the chart:

27. A new or changed information

28. Signs and symptoms

29. Client behavior

30. Nursing interventions

31. Medications

32. Physician’s orders carried out

33. Client teaching

34. Client response

11.CURRENT (timing)
-Timely entries are must

-Keeping record at bed side may facilitate immediate documentation

-Activities/findings recorded at the time of occurrence include the following

Vital signs

Administration of drugs or Rx

Preparations for diagnostic tests or surgery

Change in the clients health status & who was notified.

Admission, transfer, discharge or death of a client.

Treatement for a sudden change in client’s status.

12. CONCISENESS (BRIEVITY)

-Recording need to be brief as well as complete to save time in communication.

-Client’s name and the word client can be omitted

-Eg. “perspiring profusely. Respiration shallow. 28/mt”

-Use accepted abbreviations

13. ORGANIZED

-Information should have logical manner

Eg. description of pain, nurses assessment and interventions and the client response.

- This helps in preventing any omission of information.

-Easy to read.

14. SIGNATURE

-Each recording is signed by the nurse.
-Signature includes the name and the title

-In computerized charting nurse will have his or her own code.

15.CONFIDENTIALITY

-All the client’s record are confidential files

-The information in the chart is personal as well as legal.

-Record shouldn't be copied without the permission of the client.

-Nurse should not allow any outsiders to verify the client record.
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