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1. Define the following KEY TERMS:

Accreditation​- Voluntary process of institutional or organizational review in which a quasi-independent body created for this purpose periodically evaluates the quality of the entity’s work against pre-established written criteria
Acknowledgements- Documents that the patient or the patient’s authorized personal representative sign, confirming the receipt of important and applicable information.
Ambulatory-  This means that treatment is provided on an outpatient basis.
Ambulatory surgery center (ASC)- This is an outpatient surgical facility. This is where patients who have surgical procedures that do not need hospitalization.
AAAASF- An organization that provides an accreditation program to ensure the quality and safety of medical and surgical care provided in ambulatory surgery facilities
Ancillary services- test and procedures ordered by a physician to provide information for use in patient diagnosis or treatment.
Authentication- The process of identifying the source of health record entries by attaching a hand-written signature, the author’s initials, or an electronic signature.
Authorization- A document that is required under the Privacy Rule of the Health Insurance Portability and Accountability Act for the use and disclosure of protected health Information.
Autopsy report​- the description of the examination of a patient’s body after he or she has died, is complete.
CAAs- (Care area assessments)- When the patient is assessed and reassessed at defined times as well as whenever there is a significant change in his or her condition
Care plan- This is a summary of the patient’s problems from the nurse or other professional’s perspective with a detailed plan for interventions-may follow the assessment.
CMS- this is the federal agency within the US Department of Health and Human Services. It is known for its operational oversight of the Medicare program and in collaboration with state government.
CARF- An international, independent, nonprofit accreditor of health and human services that develops customer-focused standards.
Conditions for Coverage- ensure patient care quality, safety, and improvement of clinical outcomes.
Consent to treatment- This is when the patient gives the physician r other healthcare provider permission to touch them
Consultation report- This documents  the clinical opinion of a physician other than the primary or attending physician.
Documentation standards- The principles, codes, beliefs, guidelines and regulations that guide health record documentation
Documents imaging- This is when paper-based documents are captured and scanned into an electronic system for use later.
Expressed consent- Spoken or written permission granted by a patient to a healthcare provider that allows the provider to perform medical or surgical services.
EMTALA- A law that was enacted in 1986 to combat patient dumping.  This is was the transferring, discharging, or refusal to treat indigent emergency department patients because of their inability to pay.
Hybrid record- This is when part of the records are paper-based and some of the health record is electronic. 
Joint Commission- This is an independent, non-profit organization that accredits and certifies more than 20,000 healthcare organizations and programs in the United States.
Legal health record- Documents and data elements that a healthcare provider may include in response to legally permissible requests for patient information.
MDS- A federally mandated standard assessment form that Medicare- and Medicaid- certified nursing facilities must use to collect demographics and clinical data on nursing home residents. 
PAI- A standardized tool used to evaluate the patient’s condition after admission to, and at discharge from, the healthcare facility.
RAI- This is the care plan in skilled nursing facilities that is based on a format required by federal agencies
SOAP- This is a documentation method that refers to how each progress note contains documentation relative to subjective observations, objective observations, assessments, and plans.
Standing orders- Orders the medical staff or an individual physician has established as a routine care for a specific diagnosis or procedure.
Statute- A piece of legislation written and approved by a state or federal legislature and then signed into law by the state’s governor, or President of the United States.
Transfer record- A review of the patient’s acute stay along with current status, discharge and transfer orders, and any additional instructions that accompanies the patient when he or she is transferred to another facility.
Universal chart order- A system in which the health record is maintained in the same format while the patient is in the facility and after discharge.
 

2. Internet activity: obtain state and federal regulatory documentation mandates as they relate to electronic health records. 

     a.  Compare and contrast the mandates.

Both state and federal mandates state that physicians need to participate in EHR by 2015 or they will lose a small portion of their Medicare reimbursement.  Financial incentives are given for participation and penalties are given for nonparticipation.  Some states provide funds for physicians to obtain a EHR system while others do not.  Which electronic record software used is left up to the provider  state nor the federal government mandates who supplies the software for this.

      b. Identify state and federal level mandates the contradict and are in harmony with one another.

The government’s incentive to providers to have electronic medical records could be preventing some physicians from participating in medical records due to the Anti-Kick Back Stature which may limit the ability of hospitals to help physicians achieve this goal by prohibiting hospitals from donating electronic health record technology to physicians. Both Mandates agree that physicians and hospital who participate and meet the Meaningful use will be entitled to a financial incentive.  There are 3 different stages to Meaningful use and each stage is within a set period.
 

 3. a.  What influence do state and federal law and accrediting and licensing bodies have on the type of electronic health record system technology that is adopted by a healthcare provider organization?
Influences are that some providers are given incentives to switch to electronic health records where as some providers are not given that opportunity.  Some providers where not given a choice originally they were mandated right from the start.  If they did not participate they were told that they could not practice.  
The State of Minnesota is one of the most aggressive in promoting the adoption of standards based electronic health records to support state wide electronic health information.  They were able to do this through a combination of legislative mandates, grants and loan programs.
     
b.  What should healthcare providers consider putting into place to protect health record data to ensure that the health record integrity remains intact as well as the health record data is available so that he patient can be treated?

 Healthcare providers need to get patients to agree to have their health records to be seen by other providers. When other providers are not able to get access through shared records it makes treatment very difficult.  
 

 
