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SUBJECT:  
Medical Records
POLICY STATEMENT:
The following Medical Staff Policy shall direct the maintenance and content of all medical records.

Definitions

For the purposes of this policy, PHYSICIAN will mean admitting, attending, consulting, or covering Medical Staff member.

RULES:


A.
Preadmitting Procedures.  

Patients may be sent to the Hospital laboratory, blood bank or radiology departments within seventy-two (72) hours prior to admission for preadmission procedures on written order from the PHYSICIAN. The results of these procedures along with the orders shall be attached to the patient’s hospital record upon admission.

B.
H & P Examination.  

1.
A complete history and findings of the physical examination will be written or dictated by the PHYSICIAN or AHP of such PHYSICIAN no sooner than twenty-four (24) hours prior and no later than twenty-four (24) hours following the admission of each patient. An H & P created within thirty (30) days prior to the admission/readmission may be utilized provided an update to the patient's condition since the assessment is recorded at the time of or within twenty-four (24) hours of the admission/readmission. In the case of a surgical procedure or procedure for which an H & P is required, prior to but on the same day as the procedure, an update is required except for a patient who has been an inpatient greater than twenty-four (24) hours. If the AHP writes or dictates these records, they must be countersigned by the PHYSICIAN. If the complete H & P cannot be written or dictated within twenty-four (24) hours after admission, an admitting note will be placed in the patient’s medical record by the PHYSICIAN. The note will be sufficiently comprehensive to describe the clinical problem, pertinent history, and physical findings to enable continuity of care by others who may be involved in the patient’s care. Dictation of an H & P will be noted in the progress notes by the dictating PHYSICIAN and/or AHP designee at the time the dictation is done.   Exceptions to B.1 are as follows:

(a)
All H & Ps must be completed and recorded in the patient’s medical record before surgery except when the surgeon states in writing that the delay entailed by writing or dictating of a complete H & P statement would constitute a hazard to the patient.  The provisional diagnosis and a general statement indicating the imperative risk may be substituted.  However, a complete history and record of a physical examination will be completed immediately after operating under these circumstances.

(b)
Elective surgery by a consultant and still within twenty-four (24) hours of admission will require only a consultation note including history, pertinent physical examination, diagnosis and reason for surgery.  The complete H & P will be the responsibility of the admitting, attending or covering Medical Staff member.

2.
The content of a complete H & P examination will be periodically reviewed and approved by the Medical Executive Committee.

(a) 
H & P for Inpatient Care should include the following:

(1)
History: (i) chief complaint and/or description of present illness; (ii) significant medical/surgical history (existing co-morbid conditions, current medications, allergies); (iii) review of symptoms; (iv) substantiation for admission (versus outpatient observation); (iv) relation between current and previous recent admissions as appropriate.
(2)
Physical Assessment should include as appropriate: (i) vital signs and/or physical findings (comment on abnormal); (ii) patient distress, acuteness/severity of illness; (iii) patient frailty/dependency/mental status as applicable.

(3)
Treatment Plan should include as appropriate: (i) provisional diagnosis; (ii) treatment plan and treatment limitations, if applicable.

(b)
H & P for Ambulatory, Day Surgery, Observation and Emergency Services should include a relevant history of the illness or injury and the physical findings which provides the information necessary to diagnose and/or treat the patient's immediate needs, as determined by the practitioner's clinical judgment.
C.
Operations.  

1.
All operations performed shall be immediately and fully described and recorded by the operating PHYSICIAN or AHP designee upon completion of surgery before the patient is transferred to the next level of care. An operative progress note shall be entered in the medical record immediately after surgery.  This operative progress note shall contain at minimum the following operative report information: name of primary surgeon(s) and assistant(s), findings, technical procedures used, specimens removed, and post operative diagnosis as well as estimated blood loss.  In lieu of writing or dictating an operative progress note, an acceptable alternative to be completed within the same timeframe is for the primary surgeon to sign the peri-operative record. 

2. All tissue removed at surgery shall be sent to the Hospital pathology laboratory for gross and/or microscopic examination and reports made a part of the patient’s hospital record with the exception of such tissues as may be designated by the Physician Liaison for the Surgical Review function and approved by the Medical Executive Committee (please refer to Medical Staff policy MS3-3, "Pathological Examinations of Surgical Specimens." 

3. For all invasive procedures, the Medical Staff member, who will be performing the invasive procedure, will personally perform a pre-procedure evaluation and obtain informed consent for such invasive procedure.
4. For all invasive procedures, a post-procedure note will be written in the patient’s medical record, by the Medical Staff member performing the invasive procedure. An invasive procedure will be defined as any procedure that requires a consent form to be signed by the patient.
D.
Orders.  

1.
Orders for the following drug categories shall be automatically discontinued according to the schedule indicated below:

(a)
Antibiotics and Anti-infectives - ten (10) days;

(b)
Controlled Drugs (Schedule I, II, III, IV, V) - ten (10); and,

(c)
All other medication orders - sixty (60) days; unless:

(1)
The order indicates an exact number of doses to be administered;

(2)
An exact period of time for the medication is specified; or,

(3)
The PHYSICIAN reorders the medication.

2.
No orders will be discontinued without notifying the PHYSICIAN as soon as practical.

3.
Preprinted orders for individual Medical Staff members may be used provided they are signed and dated by the PHYSICIAN and/or designee for that particular patient. If executed as a telephone order each choice within the set of preprinted orders must be selected by the PHYSICIAN and/or designee. 
4. All orders for treatment shall be in writing and signed by the PHYSICIAN responsible for such orders.  Telephone orders will be accepted and carried out by qualified personnel to include AHPs, a registered nurse, graduate nurse, a graduate licensed vocational nurse, or a licensed vocational nurse. Designated technical personnel may receive, record and relay to the charge nurse only those telephone orders which they are themselves to implement or supervise. Telephone orders for pharmaceuticals may also be accepted by a registered pharmacist. Designated technical personnel includes:

(a) Respiratory Therapists
(b) Registered Dietitians
(c) Pharmacists
(d) Physical Therapists
(e) Physical Therapy Assistants
(f) Occupational Therapists
(g) Speech/Language Pathologists
(h) Director of Performance Improvement
(i) Infection Control Practitioner
(j) Performance Improvement Technician
(k) Radiology Nursing Staff (RN, LVN)
(l) Radiology Technical Staff (Radiation Technician, Nuclear Medicine, CT, MRI, Ultrasound, Radiation Therapy Technician, Mammography Technician)
(m) Registered Nurses

(n) Licensed Vocational Nurses.
Telephone orders will be dated, timed and signed by the person receiving the order and/or providing the service. The orders will be authenticated by the physician who placed the order or another PHYSICIAN who is responsible for the care of the patient even if the order did not originate with him or her on their next visit but no later than within forty-eight (48) hours. 
5.
A physician’s employee may relay orders to an approved hospital employee via telephone. 
6.
To ensure the order is received correctly, the person receiving the order will read back the order to the ordering PHYSICIAN. If any clarification is necessary, the hospital employee is obligated to contact the PHYSICIAN prior to implementation.

7.
When transferring a patient to a lower level of care, the nurse may provide the transferring PHYSICIAN a current set of orders that may be continued after the transfer. The transferring PHYSICIAN is responsible for reviewing and approving the orders prior to transfer. 

For those patients moving to a higher level of care, the PHYSICIAN will review the previous orders and give new orders as soon after the transfer as possible. The patient's transfer to a higher level of care will not be delayed pending review and approval of the orders by the PHYSICIAN. 

For patients being admitted to an affiliate facility (i.e., Hendrick Long Term Acute Care [HLTAC], Hendrick Skilled Nursing Facility [SNF] or Hendrick HouseCalls), the admitting PHYSICIAN must provide Admission Orders prior to admission to the facility. To facilitate writing of the admission orders, the nurse may provide the admitting PHYSICIAN a current set of orders that may be continued after admission to the affiliate facility.
8.
Patients bringing personal medications, including over the counter drugs and herbals, to the hospital are asked to: (1) have them returned home by friends or family; or (2) give them to nursing personnel for appropriate processing. After processing by Pharmacy for correct identification and labeling, medications will either be (1) returned by nursing to the patient at discharge; or (2) upon written order by the patient's PHYSICIAN, these medications will be kept at the nursing station and administered by nursing personnel. Upon written order by the patient's PHYSICIAN, personal medications including over the counter drugs and herbals, may be self- administered following correct identification and labeling by the Hendrick Pharmacy. Nursing must observe all self-administered drugs and will document in the usual manner in the patient's medical record. 
9. It is the expectation that patients will be seen daily by a physician, not necessarily the attending, and documentation to that effect will be made in the medical record.

E.
Complete Medical Record.  

1. All patient medical record entries must be legible, complete, dated and authenticated in written or electronic form by the person responsible for providing or evaluating the service provided, consistent with hospital policies and procedures. 
2. A properly documented medical record of each patient admitted, evaluated, or treated will contain sufficient information to identify the patient, support the diagnosis, justify the treatment, document the course and results, and promote continuity of care among health care providers.  No medical record may be considered complete until signed by the attending PHYSICIAN in all appropriate places, and no medical record shall be filed until it is complete, except upon order of the Medical Executive Committee.  Each PHYSICIAN is responsible for those parts of the medical record pertinent to that PHYSICIAN'S care.  Each patient's record will be complete as required by the routine chart completion process.

3. A discharge summary will be written or dictated by the PHYSICIAN or designee who is primarily responsible for the patient at the time of discharge for every patient admitted to the hospital.  This clinical discharge summary should concisely recapitulate the reason for hospitalization, the significant findings, the procedures performed and treatment rendered, the condition of the patient at discharge, and any specific instructions given to the patient and/or family, as pertinent.   The record of patients who are discharged within forty-eight (48) hours of admission may contain instead an extended note which includes a medical H & P exam, discharge summary, and disposition of the patient at discharge.
F.
Authentication.  

The following medical records shall require authentication by the PHYSICIAN. All must be counter-signed if prepared by the PHYSICIAN'S AHP:

1.
Medical history;
2.
Physical examination report;
3.
Diagnostic and therapeutic orders; and,
4.
Preprinted orders.
5.
Clinical observations, such as progress notes and consultation reports;
6.
Appropriate diagnostic and therapeutic test reports, interpretations, and results;
7.
Pre-operative, operative and post-operative diagnoses and evaluations; and
8.
Discharge summaries.

G.
Delinquency.  
1.
All medical records shall include a final written diagnosis at the time of discharge. All dictation/documentation in the medical record must be completed within seven (7) days of discharge.  Final diagnoses which cannot be determined at the time of discharge due to incomplete or pending diagnostic tests must be completed within seven (7) days of discharge or completion of such tests.  All authentications must be completed within twenty-one (21) days of discharge.  

2.
A PHYSICIAN whose medical records lack dictation/documentation after seven (7) days from discharge will receive written notification from the Chief of Staff, or his/her designee. This notification will also inform the PHYSICIAN that the incomplete records must be completed within the next seven (7) days to prevent automatic suspension of all staff privileges. The Health Information Services department will send notification that includes the number of the incomplete medical records, items incomplete and the patient name.

3.
A PHYSICIAN whose medical records lack signatures/authentications after fourteen (14) days from discharge will receive written notification from the Chief of Staff, or his/her designee.  This notification will inform the PHYSICIAN that the incomplete records must be completed within seven (7) days to prevent automatic suspension of all staff privileges.
4.
Upon automatic suspension, the PHYSICIAN will be notified by a certified, or hand-delivered, letter from the Chief of Staff.  The name of the affected PHYSICIAN shall be placed on the "Suspended Physician List".  The Chief of Staff shall have the authority and responsibility to provide alternative medical coverage for patients of the suspended PHYSICIAN.
5.
PHYSICIANS not completing all dictation/documentation on the medical record within seven (7) days of automatic suspension will be removed from the Medical Staff and must complete an initial application if he/she wishes to return to the Hendrick Medical Staff.  

6.
Information pertinent to a PHYSICIAN’S delinquency patterns in completion of records shall be forwarded to the Credentials Committee for review as part of such Committee’s examination of qualifications of said PHYSICIAN for reappointment to the Medical Staff. A PHYSICIAN who resigns and fails to complete all his/her medical records will be reported to anyone who makes an inquiry as having "resigned - not in good standing."

H.
Ownership and Availability of Medical Records.  

1.
All medical records of each and every patient are the property of Hendrick Medical Center and may be removed only in accordance with a court order, subpoena or statute.

2.
In case of readmission of a patient, copies of pertinent records will be available for use by PHYSICIAN(S) and/or consultant(s).

3.
Free access to all medical records will be afforded PHYSICIANS and/or consultants in good standing for bona fide study and research consistent with preserving the confidence of the personal information contained with the records, subject to the approval of the President of Hendrick Medical Center, or designee.

I.
Electronic Signatures.  

1. Electronic signatures for medical record entries may be used only by the PHYSICIAN whose signature is represented.  There shall be no delegation of electronic signatures or signature passwords to another individual.  
2. The electronic signature shall be the same as a signature for the purposes of authentication.
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