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What is a health record?

It contains information relating to the physical or mental health or condition of an individual, as made by or on behalf of a health professional in connection with the care ascribed that individual.  It contains the who, what, where, why and how of patient care and is used for different reasons by many people
Who are the different users of the health record and how do they use it?

Healthcare providers are but others use the healthcare record as well.  Nurses use the orders that the physician gives in order to know how to treat the patient. 

Individual users depend on the information that is in the healthcare record in order to do their job.

Patient care providers use the information in the record to determine what course of action they need to take in order to treat their patients’. 

Coding and billing staff use the information in the health record to assign diagnoses and procedure codes.

Patient care managers and support staff use the documentation in the chart as a resource to evaluate the quality of care that is provided.

Patients use the health record to understand the treatment that they receive.

Employers will use the information in the event that there may be a work place injury and they need documentation when their employee may return to work.
Lawyers use the information in the healthcare record in order to represent clients who may be trying to get disability or were involved in an auto accident and have a lawsuit against another individual.

Law enforcement officials use the information in order to investigate crimes or in order to protect the security of the country.

Healthcare researchers and clinical investigators use the information to study the safety and efficacy of drugs or the value of care provided. They obtain information in the chart to approve new treatments or to stop unsafe treatments.

Government policy makers use the healthcare record to develop new laws and policies and also evaluate current laws to see if changes need to be made.

Institutional Users are users that need to have access to healthcare records in order to accomplish their mission.

Healthcare delivery organizations include hospitals, physician offices, home health agencies use the health record to provide care, submit claims for reimbursement, and evaluate the quality of care provided.

Third-party payers who are responsible for reimbursement of healthcare services use the information to justify if the care provided is what should be reimbursed.

Medical review organizations evaluate the quality  and appropriateness of the care provided. 

Explain the health record processes.  

The health record process is how the health record starts and where it ends.  It starts with the patient and follows the patient through being cared for.  When the visit is first initiated information is gathered regarding the patient.  As the patient goes along in their visit more information is gathered and placed in the patient record.  A lot of who, what, where and why is indicated in the chart.  Some of the patient record could be placed in paper charts depending on the office that they go to or if the physician is on Electronic Medical Records.
Explain the health information management information systems.

It is how information regarding a patient is provided and kept.  Paper chart vs Electronic charts
What quality controls can be put into place to manage health information management functions ?   

Making sure that only individuals who have permission to access a patients record can.  Having steps in place such as a ROI to ensure that policies and procedures are in place regarding information within a patients chart.  If not corrective action should be taken.
 

 

 

2. Please define the following:
Abstracting

Can be either the process of extracting information from a document to create a brief summary of a patient’s illness, treatment, and outcome, or the process of extracting elements of data from a source document or database and entering them into an automated system
Addendum

When additional information is provided in the health record
Aggregate data

Data that has been extracted from individual health records and combined to form deidentified information about groups of patients that can be compared and analyzed
Amendment

A clarification made to healthcare documentation after the original document has been signed
Audit trail

A chronological set of computerized records that provides evidence of information system activity logins and logouts used to determine security violations
Computer assisted coding

Uses EHR data to assign the codes
Concurrent review

Screening for medical necessity and the appropriateness and timeliness of the delivery of medical care from the time of admission until discharge
Correction

This is when a single line is drawn through erroneous information and writing the word “error” above the mistake in health records. The practitioner should sign, date and time the correction.
Data

Raw facts and figures
Data mining

The process of extracting and analyzing large volumes of data from a database for the purpose of identifying hidden and sometimes subtle relationships. Could be used to determine why one physicians’ outcomes are better.
Deficiency slip

Notification when a document or signature is missing that identifies the pertinent document and what needs to de done (dictated, completed, and signed)
Delinquent record

An incomplete record not finished or made complete within the time frame determined by the medical staff of the facility
Demographics

Basic information about the patient such as their name, address, date of birth, and insurance information

 
Deterministic algorithm

Requires exact matches in data elements such as the patient name, date of birth, and social security number
Encoder

Specialty software used to facilitate the assignment of diagnostic and procedural codes according to the rules of the coding system
Grouper

Computer program that uses specific data elements to assign patients, clients or residents to groups, categories, or classses
Meaningful Use

The use of certified electronic health record technology to improve quality, safety, efficiency and reduce health disparities, maintain privacy and security of patient health information
Outguide

Identifies where the health record is located and when it was removed. Generally made of colored vinyl with two plastic pockets and placed where the health records should be
Overlap

This is when a patient has more than on health record number at different locations in an enterprise
Overlay

This is where a patient is erroneously assigned another person’s health record number
Probabilistic algorithm

The use of mathematical probabilities to determine the possibility that two patients are the same
Qualitative analysis

Monitoring the quality of the documentation. 
Quantitative analysis

Review of the health record to determine if there are any missing reports, forms, or signatures.
ROI

The process of disclosing patient-identifiable information from the health record to another party
Serial numbering system

It is when a patient is issued a unique numerical identifier for every encounter at the healthcare facility. This system is inefficient and cost more because of extra costs to manage the folders as well as to purchase the folders
Requisition

Request for the health record
Terminal digit filing system

A system of health record identification and filing in which the last digit or group of digits determines file placement
Unit number system

This is commonly used in large healthcare facilities as it does not have many of the inefficiencies of the serial numbering systems
Voice recognition technology

Method of encoding speech signals that do not require speaker pauses
 

 

3.   Check your Understanding answers.
 

 4.  Answer the following:
 What is the purpose of the Health Record.

It is used for patient care, it includes the direct care provided.  It is one of the most important uses of the health record

· Who are the users of the health record and why?

Healthcare providers, Individual and Institutional users.  They all use it for different but similar reasons.  Access to patient care making sure that patients are treated correctly.
· Name those functions of HIM that support patient care.

Record processing, monitoring of record completion, transcription, release of patient information, clinical coding, abstracting, and clinical data analysis.
· Describe the  Master patient index and it many core data elements.
It is the permanent record of all patients treated at a healthcare facility.  Core data elements are patients name, date of birth, gender, race, ethnicity, address, telephone number, Internal patient identification, Alias, previous or maiden names, social security numbers, facility identification, universal patient identifier, account or visit number, admission, encounter, or visit data, discharge or departure date, encounter service type, encounter primary physician, patient disposition.  These were all maintained on index cards before computerization.

· Describe  duplicate, overlay and overlap health record numbers.

Duplicate results when a patient has two or more health record numbers issued. This could be caused by an individual who may have gotten married and when they were registered a proper search was not performed.
Overlay is when a patient is assigned another person’s health record number in error. Both patients information becomes mixed up with each persons’ chart.

Overlap happens when a patient has more than one health record number at different locations.

· Describe  Identification systems for paper records (4)
Paper based health records have the four different systems. Serial numbering system is when a patient is issued a unique numerical identifier for each and every encounter at a healthcare facility. Multiple visits the patient will have multiple encounters.  This system is more costly and is inefficient.
Unit numbering systems are commonly used in larger healthcare facilities.  The system is not has as many inefficiencies as the serial numbering system.  Once the patient is given a health record number it is used in a subsequent encounters.

Serial- unit numbering system uses a combination of the serial and unit numbering system.  A new encounter number is issued after each encounter but documentation is moved from the last number used to the new number.

Alphabetic filing system is used by smaller facilities and physicians’ offices.  Folders are filed alphabetically using the patients’ last name.  When there are two patients with the same last name, the use of first name and middle initial are used.
·  ; Electronic health records

This uses the unit numbering system.  An advantage of the EHR indentifiers other than the health record number such as patients name and account number can be used to retrieve information.  

· Describe numeric filing systems and Alphanumeric filing systems.

Numeric filing system health records are filed by the health record number.   This system is easier to use than the alphanumeric system

Alphanumeric filing system uses both alphabetic and numeric characters to sort health records.  It uses the first two letters of the patients’ last name followed by a unique numeric identifier.  This is used in smaller offices.

· How are records located and retrieved?

The outguide identifies where health records are located and when they are removed.  When someone is in need of a particular chart a requisition or request for that chart needs to be made.
 

Electronic Environment:

· What are the advantages??

With EHR there is no longer a need for paper or the storage of paper based records.  There is a better audit trail in the EHR where as in the paper charts records could be easily misplaced or lost.

· What is Indexing?

It is the linking of patient name, health record number, document type, and any other identifying information to the scanned document.

· Describe the management of free text in the EHR.

This is where a person can type data into an information system.  The person can type anything they want into this area it is undefined and unlimited.
· Name several quality control functions of the EHR. 

Having drop down boxes that gives the user a choice of answers to pick from regarding the patient.  A check box for yes or no, male or female questions. 

· Describe the HYBRID record. 

This is when a practice has paper records and is moving towards an electronic record system and during this period the practice is having to use both until all records become electronic.

· Describe ROI  and what is the responsibility of the HIM  department and staff?

ROI is the process of disclosing  patient identifiable information from the health record to another party.  ROI supervisor is responsible for ensuring that policies and procedures related to the health record are maintained. That request for information are done in a timely manner.  Staff is responsible for documenting whom the release of information is released to, what was released and when it was released.  A copy of the formal request must be kept by the HIM department.

· Describe the  function of the ROI  software system.  

 The software keeps track of requests for information, staff enters basic information. The system is able to bill requesters for the copies of records, when appropriate.  It can monitor productivity and turn around time.
 
