Birmingham VA Medical Center
Medical Record Documentation Requirements for Surgery Residents
Please contact Janice Meyer at ext. 6231or Tonya Smith at ext. 5092.

Documentation Tip & Guidelines

· The medical record should be complete & timely.
· Paint a picture with words.
· Documentation should only include information or data specific and pertinent to the care provided that specific date of service.
· The Birmingham VA medical center has a fully electronic medical record called Computerized Patient Record System (CPRS). We no longer have paper medical records or a File Room. All paper documents are being scanned into VistA Imaging. Be sure that during your CPRS training that you fully understand how access scanned documents.
· As the author of a note, you are accountable for the content of copied items within the notes you authenticate.
· If you copy data from one part of the record to another part, the copied data needs to be specific and pertinent to the care provided during the current visit.
· Never copy a signature block from one note to another.
· Do not copy entire lab findings, radiology reports and other information in the record verbatim into a note.
· Do not continually document mirror images of previous notes.



History and Physical (H&P) 
The H&P must be manually entered into CPRS within 24 hours of admission and prior to surgery. An H&P whether for admission or surgery, that is over 30 calendar days old is not acceptable and a new one must be documented. If the H&P is within 30 days an addendum (interval note) to the H&P must be entered within 24 hrs indicating any changes. The resident should use the “Surgery History & Physical” template for this note.

The attending physician is required to review the resident’s H&P and concur or make changes. On inpatients, the attending must examine the patient and document this concurrence within 24 hours using the “Surgery Attending Admit Note” template in CPRS.

Progress Notes
Inpatient progress notes must be manually entered into CPRS and signed at the time of observation, at the frequency appropriated to the patient’s condition. Residents should use their appropriate specialty note titles in CPRS when entering a note and identify the attending physician for the patient in this note.  

Pre-Operative Note  (AKA the “Staff Note”)
The resident can document a pre-operative note but the attending will still be required by VHA guidelines to complete one. The pre-operative note must be entered into CPRS by the Attending and can be done up to 30 days prior to surgery.  The Attending must evaluate the patient and describe the findings, diagnosis, plan for treatment and/or choice for specific procedure to be performed; discussion with the patient and family of risks, benefits, potential complications; and alternatives to planned surgery. 
The Attending should use the “Surgery Attending Pre-operative Note” template for this note.

Post-operative progress note (Immediate)
The immediate post-operative note must be manually entered into CPRS by either the Attending or the Resident following surgery before the patient is transferred to the next level of care. Joint Commission requires this note in addition to the dictated operative report. The reason for this is in the event that there is a transcription delay. This note must include: pre and post diagnosis, technical procedures used, name of surgeons, findings, specimens removed, and any complications, anesthesia, blood loss, drains, and plan. The resident should use the “Surgery Post Operative Note” template for this note.

Operative Report   
The operative report must be dictated by the resident immediately following surgery. Joint Commission defines immediately “upon completion of the surgery”. This report is transcribed and uploaded into our system. The Attending will be responsible for signing this report electronically. The system is not set up to allow the resident to sign. The op report must include at a minimum the: indications;  operative findings; technical procedure used; specimens removed; post-op diagnosis; names of the attending surgeon, primary surgeon, and assistants; and the presence and/or involvement of the attending surgeon.

Informed Consent
Residents must document the informed consent discussion in the medical record. The VA uses the iMedConsent by Dialog Medical. This program is used nationally at all the VA and is interfaced with CPRS. It meets all Joint Commission and VHA informed consent requirements. Paper consent forms are only allowed when the program is down. Please see the step by step instructions for completing the iMedConsent.

Consults (Inpatient & Outpatient) & Resident Supervision
When residents are involved in consultative services, the supervising practitioner is responsible for the supervision of these residents. Any of the four types of documentation is acceptable:
Types of allowable documentation:
· A progress note entered by the Attending
· Addendum to the resident’s note by the Attending
· A progress note entered by the resident documenting the name of the Attending
Example:  “I have discussed the patient with my attending physician, Dr. “X” and Dr. “X” agrees with my assessment and plan”.
· The Attending physician countersigning the resident’s note.
Clinic Consults Only:
On any new patient’s first visit, the resident should choose the appropriate “consult result” note title for the clinic visit if note is typed.  If dictated, must state “Please tie to consult”.

Orders
Orders are entered into CPRS computer package and should be signed immediately.


Discharge Summary (applies to inpatient only and should be dictated)
Discharge summaries should be dictated by the residents the day of discharge or within 24 hours of a death or irregular. The treating specialty from which the patient is discharged is responsible for dictating the summary. The system is set up to allow the Attending to sign electronically and not the resident. The summary should include: 

1) Principal diagnosis- The condition established after study to be chiefly responsible for the admission. 
2) List all other diagnoses in the order of clinical importance. Do not use symbols or abbreviations.
3) Operations and surgical procedures must be stated in full without using symbols and/or abbreviations. 
4) Pertinent past medical history
5) Pertinent points in the review of system.
6) Pertinent findings of laboratory and radiology.
7) Pertinent findings of physical examination
8) Brief hospital course to include treatment received and condition on discharge.
9) Place of disposition 
10) Discharge instructions to the patient
11) Medications at discharge
12) Medical follow up
13) Diet and activity/limitations
14) On all deaths there must be a statement that an autopsy was or was not performed.
 
A delinquent summary and op dictation list is prepared daily by the Health Information Department and sent to the Service Chiefs notifying them of delinquencies.



















Residency Supervision Requirements
Outpatient Clinic

The medical record must clearly demonstrate the involvement of the supervising practitioner in each type of resident-patient encounter. The Attending physician must be physically present in the clinic area during clinic hours.
Documentation of supervision must be entered into the medical record by the Attending physician or reflected within the resident notes.

Types of allowable documentation:
· A progress note entered by the Attending
· Addendum to the resident’s note by the Attending
· A progress note entered by the resident documenting the name of the Attending
NOTE:  “I have discussed the patient with my attending physician, Dr. “X” and Dr. “X” agrees with my assessment and plan”.
· The Attending physician countersigning the resident’s note is sufficient for return patient but is not sufficient for a new patient.

Outpatient Visit progress notes should include: Presenting problems(s) (reason for visit); History and objective data relevant to the presenting problems(s); Assessment of the problems(s); Treatment plan; Diagnosis(es) treated; Reason for ordering tests, consults, or changes in medication (medical necessity); and Follow up treatment and patient instructions.

There are two types of Outpatient Visits:  New and Return 

New Outpatient Visit - New patients require a higher level of Attending supervision than return. Each new patient to the facility either needs to be seen by or discussed with the Attending physician.
When a patient is in outpatient care status for a year, an annual physical is required. 

For residents that dictate New Outpatient Visits there is only 1 choice: 
The resident must dictate clearly at the beginning of the dictation this statement “I have discussed the patient with my Attending, Dr. “X” and Dr. “X” agrees with my assessment and plan. If the resident fails to dictate this information, he/she will be required to enter this in the note before it is electronically signed.

For residents that manually enter notes into CPRS on New Outpatient Visits there are 2 choices:

1. The resident can enter this statement “I have discussed the patient with my Attending, Dr. “X” and Dr. “X” agrees with my assessment and plan. 
OR
2. At the beginning of your note you will need to click on the Attending drop box and begin to enter the last name of your attending. Select the correct name and hit enter. The resident should check one of the radio buttons to indicate the level of involvement by the Attending.


Established Outpatient visits (Continuing Care) - These will be the majority of the patients. The resident must document the name of their Attending in every return outpatient note. Return patients must be seen by, or discussed with, attending physician at such a frequency as to ensure that the course of treatment is effective.
       
For residents that dictate Established Outpatient Visits: 
The resident must dictate clearly at the beginning of the dictation the name of their Attending physician. If the resident fails to dictate this information, he/she will be required to enter this in the note before it is electronically signed.

For residents that Type notes into CPRS on Established Outpatient Visits:

1. The resident must manually enter the name of their Attending Physician at the beginning of the note. 
OR
2. At the beginning of your note you will need to click on the Attending drop box and begin to enter the last name of your attending. Select the correct name and hit enter. The resident should check one of the radio buttons to indicate the level of involvement by the Attending.
