Department of Corrections
Staff Training
HEALTH SERVI CES DIVISION

MEDICAL RECORD DOCUMENTATION

For Correctional

Health Care Professionals

September 1991

JOMN HAYWARD, M S. RRA
rogr am Desi gner



Ref: NAC TA 91-A-1036

This technical assistance activity was funded by the National
Acadeny of Corrections of the National Institute of Corrections.
The Institute is a Federal Agency established to provide assistance
to strengthen state and | ocal correctional agencies by creating
nore effective, humane, safe and just correctional services.

The resource person who provided the technical assistance did so on
a contractual basis, at the request of the Oregon Departnent of
Corrections, and through the coordination of the National Institute
of Corrections. This [esson plan is intended to assist the Oregon
Departnment of Corrections in addressing issues outlined in the
original request and in efforts to enhance the effectiveness of the
agency.

The contents of this docunent reflect the views of M. Joan
Haywar d. The contents do not necessarily reflect the official
views or policies of the National Institute of Corrections.

* k Kk kkk ok kkkkkkkkkkk Kk k kK

Note : This training nodule is fairly general in nature. However
ot her correctional agencies using it as a resource shoul d nmake
t hose changes necessary to ensure that it reflects the philosophy,
policy and procedures of their system
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MEDICAL RECORD DOCUMENTATION FOR
CORRECTIONAL HEALTH CARE
PROFESSIONALS
PRE-INSTRUCTIONS
1. Four hours (4) of in-classroominstruction have been

allotted for this nodel training curriculumfor Medical
Record Docunentation for Correctional Health Care
Professionals. This curriculumnodule wi 11 be used to

orient new enployees and to provide ongoing annual inservice
training

2. Review materials to insert jurisdiction specific information
in appropriate areas and determne facility specific forns
that will become handouts.

3. Distribute We-class Exercise formto trainees tw weeks
prior to training.

4, Arrange for the preﬁaratipn of copies of "Lecture Cuides:*
for each unit for the trainees.

5. Quarantee that an overhead projector is ordered and

delivered to the training site the day of the class.

PURPOSE:

As the nedical record serves as a neans of conmuni cation anong
the health care providers contributing to the care of the _
patient/inmate it is inperative that all appropriate information

documented is a conplete record for all providers to reference.
The record provides for the continuity of care during the current
illness as well as during followup or subsequent illness or
injury.

The nedical record systemis essential to all the medical staff
and health care providers to understand a patient's history,

di agnosis and node of treatment. The adaptation of the systemto
the needs of the facility is a neasure of its effectiveness.

Probl em ori ented nedi cal record docunmentation provides a | ogical
way of docunenting a prisoner's health care.

The mai ntenance of patient confidentiality has both an ethica
and |egal basis. Information provided by an inmate to health
care professionals or information obtained by exam nation or test
results nust be regarded as confidential and the innate nust be
assured that the information is confidential.



AUDI ENCE: Al new enployees in the health care division of
the correctional facilitY upon arrival in the departnment and
subsequently on an annual or sem -annual basis as needed for in-
service purposes.

TRAI NI NG FORMAT:

The training format will include: pre-class exercise, |ecture,
di scussion, role playing, application activities and a fina
test.

"Lecture Notes” and Overheads are provided for the Trainer for
each the of following units. "Lecture Cuides" are provided for
the trainee for each of the followng units.

| nt roduction

Overvi ew

Techni cal docunentation
Confidentiality
Transfer of Information

PERFORMANCE OBJECTI VES:
At the end of the training session, the trainee will be able to:
1. Gve a definition of a nedical/health record.

2. Discuss purposes and uses of nmnedical records.

3. Briefly describe the source oriented format for medica
records

4. Descri be the conmponents of the problem oriented medica
record.

5. Document health information using problem oriented medica
record, fornats.

6. Denmonstrate proper charting techniques.

7. Descri be nethods used in the naintenance of nedical records

for correctional facilities.

8. Delineate and apply principals of confidentiality to the
I nnate's nedical record.

9. Di scuss procedural methods of transferring nedica
information for the inmate/patient in a variety of
situations.



INTRODUCTION
LECTURE NOTES

The task of docunenting and naintaining nedical information
becones i nmense when one considers the roughly one-quarter of a

mllion adults housed in state and federal prisons.

As prisons offer a pre-paid type of health care with a variety of
types of records kept and vari ous ﬁractices enpl oyed in handl 1 ng
and nmanagi ng records in prisons, this inportant task of
dﬁcunenting and maintaining the health information can becone
chaoti c.

THE RECORD

Defined as the "who, what, when, where, why and how of pati ent
care", the nedical or health record is a conpilation of inportant
facts of a patient's life and health history:

*past and present illnesses and treatments as witten by the
health professionals that contribute to the patient's care,

*data conpiled in a tinmely manner
*containing sufficient data to identify the patient,

*support the diagnosis orthe reason the patient is being
seen, and

*justify the treatnent
*and accurately docunent the results.
HEALTH RECORD VS. MEDI CAL RECORD

The term "health record" serves a broader concept of health care
and is often used interchangeably. There are differences in the
terns, just like there are differences between the concept of
“medi cal care" and "health care".

Health record: is, ideally, the single archive of all data on an
I ndi vi dual .
*begin with birth records
*I muni zation records
*reports of all physical exam nations
*records of illnesses and treatnents regardl ess of where the
patient has been seen and treated.
*efforts are being made to define standards for such a
| ongi tudinal record, but records today in nost health
care facilities are not as conprehensive as the ideal



Medi cal Record: In nost facilities, the records include only
data gathered at that particular facility about episodes of care
when the patient has been seen.
*the term nmedical record accurately describes the content of
present records
*the term health record is used nore in facilities that
provi de health care services other than short term acute
medi cal care. (anbul atory care)
*the terns are used interchangeably at this point in time

PRI MARY PURPOSE

The primary purpose of the nedical record is to serve as a neans
of conmuni cation anong the professional health care providers
contributing to the care of the patient.

The record nust accurately and adequately docunment a patient's
life and health history, including past and present illnesses and
treatments with enphasis on events affecting the patient during
the current episode of care.

Many nedi cal and ancillary personnel are utilized in providing

health care for an illness or injury.
*It is inperative that all appropriate information
docurmented is a conplete record for all providers to
reference.
*the record provides for continuity of care during the
current illness or injury as well as during foll owup or.
subsequent illness or injury.

PERSONAL/ I MPERSONAL USES

The data assenbl ed as the nmedical record contains a wealth of
information and has a variety of uses. These uses can be
personal or inpersonal

Personal Use: refers to usage in which the identity of the
patient is retained and is necessary. EXAWLE: Requests for
copies of a patient's medical record

| npersonal use: refers to usage in which the identify of the
patient is not retained and is not necessary. EXAVPLE Dat a
abstracted form 1,000 nedical records for a research study



USES OF THE MEDI CAL RECORD

PATI ENT CARE MANAGEMENT:

*to docunent the course of the patient's illness and
treatment during each episodes of care

*to comuni cate between the physician and other health
professionals providing care to the patient

*to inform health professionals providing subsequent
care

QUALITY REVIEW - to evaluate the adequacy and
appropri ateness of care

FI NANCI AL REI MBURSEMENT - to substantiate insurance claimnms
of the health care facility and patient

LEGAL AFFAIRS - to provide data to assist in protectin% the
legal interests of the patient, the physician and the health
care facility

EDUCATION - to provide actual case studies for the education
of health professionals

RESEARCH - to provide data to expand the body of nedica
know edge

PUBLI C HEALTH - to identifﬁ di sease incidence so plans can
be fornulated to inprove the overall health of the nation
and the world

PLANNI NG AND MARKETING - to identify data necessary for
selecting and pronoting facility services



MEDI CAL RECORD FORMAT

There are a varietr of types of records kept, various practices
and procedures enployed I n handling and managi ng the records i
prisons

EXAVPLE:  some prisons maintain records on prisoners when
one is noved to another prison.

*others keep all medical records on one prisoner in one
folder (a unit record)

*others wll keep several separate nedical records on the
same prisoners. (dental, nental, nedical care separate)

Furthernore there are differences fromthe outside medical
comunity--the way data are arranged in the charts and the basic

format of the record. There are two conmon formats for nedica
records:

Source oriented where the records are arranged by the patient
care departments which provide the care and the data.
;mnthin each section the forns are arranged according to
ate
*usual ly arranged in reverse chronol ogical order (with the
nost current information at the top) at the nurses' station
In acute care situations
*rearranged upon discharge.

Advantages: the reports of each source are organi zed together
making 1t easy to determne the assessnent, treatnents and
observations a particular departnent has provided.

D sadvantages: critics, though, say it is not possible to
quickly determne all of the patient's problens and treatnent
being provided for the patient at a given tine since the data
from the various departnents are organized in sections and not
according to the patient's problens nor integrated in tine
sequence.

Problem Oiented Medical Records: POWR provides a systematic
met hod of docunentation to reflect [ogical thinking on the part
of the provider directing the care of the patient.

Each clinical problemis defined and followed individually and
organi zed for solution.

There are four basic parts:
1) data base
2) problemlist
3) Initial plans _ _
4) progress notes. (These will be |ooked at thoroughly in
this training session.



Advantages: the physician is required to consider all the
patient's problenms in total context.
*the record clearly indicates the goals and nethods of the
physician in treating the patient
*medi cal education is facilitated by the docunmentation of
| ogi cal thought processes

*the quality assurance process is easier because the data
are organized

Di sadvantages:  The mmjor disadvantage is that the fornmat
requires additional training and commtnent from the nedical and
prof essional staffs. That explains why we are here today!!

Nhnﬁ standard setting agenci es and organi zati ons consider the
problemoriented record to be the nost suitable for prison health
care for the follow ng reasons:

*the problem oriented medical record displays a patient's
treatment in a clear, l|ogical fornat

*the POVR is a dynam c communi cation tool for the entire
health team

*the abstracting of data for auditing the quality of care
given and the utilization of services is easier for non-
clinical personnel

*the POWR serves as an efficient basic information and data
source for continuing education and research

*the record serves to assist in protecting the |ega

interest of the patient, the hospital and the responsible
practitioner



MANAGI NG THE RECORD SYSTEM

To al l ow the nedical record to become a useful and hel pful tool
for both clinical and nmanagerial purposes, a few sinple
ErlnC|pIes must be adhered to. This will nmake the work of the
ealth care team nore responsible and effective:

1

The record should be separate fromthe confinenent file and
shoul d be stored near the center of clinical services.

2. If at all possible, all medical records for one patient
shoul d be kept in one file folder--that is, the 1n-patient
record, the sick call or out patient record, and the nental
health record should be kept together.

3. Medi cal records shoul d be safeguarded so that
confidentiality is protected and only authorized personnel
will have access to them (Note: in prison health care it

Is inportant to assure confidentiality which neans denying
access to records by other prisoners as well as other
unaut hori zed persons.)

4, There shoul d be docunentation ofevery patient-practitioner
encounter, regardless of the locale or time of service.
That is, even if sick call is held in the cell blocks, there

should be a structure record of each contact.

5. The nedi cal record should be pulled and reviewed every tine
a patient is seen.




HEA H E C RD SYSTEM OVERVIEW
L

LT R o
ECTURE NOTES

The nedical record systemis essential to all the nedical staff
to understand a patient's history, diagnosis and node of
treat nent.

The system shoul d be designed and i nplenented to

*first identify the patient _ _ _
*to then gather, store and retrieve the information about
t hat speC|f|c pat i ent

The degree to which the record systemis adapted to the needs of
%he facility is a neasure of how effectively the system
uncti ons.

The Person respon5|ble for the health care services of the
facility should review and approve the form and format of the
record system

SYSTEM COMPONENTS

The Introduction presented six principles that must be adhered to
manage the record system These again becone evident as we take
an overview of the conponents of the health record system (quick
review of overhead)

UNI'T RECORDS

*a single health record where all data gathered on a patient
I's accunul at ed

*it therefore reflects the health status of the patient

*the record should be separate from the confinement file

(DI SCUSS PRE- EXERCI SE- QUESTI ON #1)

| NMATE NUMBERI NG SYSTEM

Inmates are routinely assi?ned an identifying nunber.
*I'n state correctional health facilities this nunber is more
often referred to as an |.D. nunber
*In the federal system the nunber is a register nunber

In nost states, a central office controls the assignnment of the
|.D. number. The assignnent may be controlled by a conputer
registry, ledgers, files or |log systens.
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T%picaLIy, the inmate keeps the sane nunber as long as s/he is in
the prison System
*if a prisoner is discharged or paroled, conmts a crinme and
Is returned to prison, they may be reassigned their
previ ous nunber or a new nunber is assigned dependi ng
on the system

*in the federal system the register nunber is assigned by a
conputer and the inmate keeps the register nunber
t hroughout the confinement. The inmate will naintain
t he same nunber when transferred to a federal facility
I n anot her state.

(DI SCUSS PRE- EXERCI SE- QUESTI ON #2)

SYSTEM FOR FILING RECORDS

The identification or register nunber should be used to identify
and file the inmate's health record, but records should be
identified by both the innmate nunber and nane.

*handwitten or typed on an adhesive |abel and attached to
the folder. EXAMPLE: #123-45-6789 SM TH, Robert J.
*Inmate patient records may then be filed by the identifying
nunber, wth the patient nane available to verify

accuracy

*the records may also be filed al phabetically, with the |ast
nane witten first followed by the first or given nanme
and the identifying nunber. EXAMPLE: SM TH, Robert J.
#123-45-6789

(DI SCUSS PRE- EXERCI SE- QUESTI ON #3)

MASTER | NDEX

The cross-reference froma patient's nane to his/her health
record identification or registration nunber is the naster index
or master patient index.
*of particular inportance if records are filed by nunber
*this cross reference may occur by conputer
*if health care enployees have access to the conputer and
identification nunbers, no nanual naster index is
necessary



Facilities without the conputerized system to access numbers,

shoul d establish and maintain amaster patient index. _
*as sinPIe as a card file for 3 x 5 index cards including
the follow ng information

*Inmate's nane

*date of birth (can becone inportant to identify
patients with the sanme nane)

*identification nunber

* health record nunber if it differs fromthe
identification nunber

*the anount of basic information maintained in the master
index is dictated by what is needed and what wll be used

(DI SCUSS PRE- EXERCI SE- QUESTI ON #4)

FILING
NUMERICAL EITING

The identification nunber is used for filing in nost health care
setting.
§%unerical filing results in fewer errors
*the progression of growh of files in nore natural than
al phabetical filing
*the filing by number can be faster and nore efficient
*nininunltrajninP is required for the health care
prof essi onal s

Furthernore, an individuals health care record is nore
confidential if access to the master index is necessary to |ocate
the identification nunber to access the nedical record.

ALPHABETI CAL FI LI NG

Filing al phabetically has nmany inconsistencies including
*hyphenat ed surnamnes
*names with prefixes (D, Von, Mic, Le) _
*names of cultures that use nmultiple names (Ng Ling Song)
where it is difficult to know which is the surnane
*religious titles (Sister Marie, Father Smth)

An addi tional problemin the correctional health setting is the
use of one or nore aliases by an inmate. It can be difficult to
| ocate records filed al phabetically under several aliases, but if

the master index uses cards for each alias, the record may be
filed under one identification number.

(DI SCUSS PRE- EXERCl SE- QUESTI ON #3)



FILING SUPPLIES AND EQUIPMENT

All forms created for an inmate should be filed in a folder.

*press board jackets are used in all federal correctiona
facilities and nost states

*others wll use manila folders

*often if both inpatient and outpatient care are provided by
the facility, the jacket will have inpatient on one
side of the folder and outpatient on the other

*other facilities may use a press board folder with inner
dividers to separate forms into dental, nental health,
Inpatient, outpatient, admnistrative, nmnedication, etc.
records

Bracket s naY be used to secure the forns in the records.
*usually two hole at the top of the formor two or three

~ hole on the side _
*I't is not recommended to have | oose forns in the record

because of potential |oss

Each fol der should have a | abel with the patient nane and

i dentification nunber.
*| ocation of the |abel depends on the type of filing
equi pnent
*across the top of the folder for drawer files
*along the side for open shelf files

Filing equi pment may be 4 or five drawer filing cabinets or open
shelf files.
*many prefer drawer files, however, the open shelf equipnent
Is | ess expensive than cabinets
*It is nore efficient to file and retrieve records from open
shel ves
*less floor space is required as an open shelf file can hold
more records
*cabinets nust allot space for the opening of the drawers
*open shelves may be |ess secure than cabinets

(DI SCUSS PRE- EXERCI SE- QUESTION  #3)

STANDARDIZED FORMAT

The format of the record nmust be standardized to facilitate
comuni cati on between nenbers of the health staff according to
the Standards for Health Services in Correctional Institutions.
Fornmat refers to how the various forns of the nedical record are

or gani zed.




Format is based on the needs and requirenents of the patients
being treated. The Person responsible for the health care
services of the facility should review and approve the nedica
record form and fornat.

(DI SCUSS PRE- EXERCI SE- QUESTI ON #5)

RECORD ORDER OF ASSEMBLY

A prescribed order of filing should be used to allow all users to
quickly locate information filed in any record.
*pres?rib?d order is dictated by the requirements of the
acilit
*somne facili¥ies w || have designated dividers with the
printed order of assenbly on each to facilitate the
filing of forms behind each divider

(DI SCUSS PRE- EXERCI SE- QUESTI ON #5)

LOCATION OF RECORDS

Records should be maintained in an areas closest to those who use
them-the health care providers in the clinic or dispensary.

OUTGUIDES

An outguide or chart |ocator system allows all providers of care
to know where the nedical records are at all tines,.
*heavy weight forns can be used to give

*date

*i nmate nane

*identification nunber

*| ocation where the record is being taken

*the person taking the record

The outgui de takes the place of the record when it is renoved
fron1t§e files. Wien the record is returned, the outguide is
renoved.

(DI SCUSS PRE- EXERCI SE- QUESTI ON #6)



RETENTION AND DESTRUCTION

NCCHC standards require witten policy and defined procedures so
inactive medical record files are retained according to |ega
requi rements of the jurisdiction and are re-activated if an
inmate returns to the system Inactive files should be marked in
such a way that inmates can be identified as |long-termcare
patients if they re-enter the system

*when an inmate is discharged, paroled, or transferred (if
the original nedical record does not transfer with the
patient)

*the I nactive nedical record is retained as pernmanent
records for the tine provided by law and jurisdictiona

_ policy :
*this can vary from state to state fromfive years to
indefinitely

*the record may be maintained in its original formor it may
be on mcrofilm _
*the record nay be sent to a central archive area

In the federal prison system "The nedical records are retained
in their original form after release of the inmate fromthe
Federal Prison System After one year, the inactive records are
sent to the Regional Federal Record Storage Center along with the
central record. Records will be retained for 30 years, then
destroyed".

(SHARE FACILITY SPECI FI C RETENTI ON PROCEDURE)

ABBREVIATIONS

Heal th care providers use abbreviations as a cormon practice-when
docunenting in the medical record. _
*Abbreviations that may have several mneanings becone
confusing and can lead to problens
*a |list of acceptable abbreviations should be devel oped and
approved by the Director of Health Services _
*the only abbreviations that should be used in docunentation
are those included in the official Iist

Records that utilize abbreviations (nedication records) can have
a legend printed on the formto facilitate docunentation and use.

(DI STRI BUTE ACCEPTABLE ABBREVI ATI ON LI ST)



IENTED MEDICAL RECORD
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REVIEW OF BASICS

The Problemoriented nedical record, comonly referred to as POWR
was introduced by Lawence L. Wed, MD in the late 1960's.

The POWR provides a system c nethod of docunentation to reflect

| ogi cal thinking on the part of the physician or other health
care provider directing the care of the patient. The health care
provi der defines and follows each clinical problemindividually
and organi zes them for solution.

The POWR has four basic parts:

DATA BASE: a mninmum set of data to be obtained on every patient

chi ef conpl ai nt

present illnesses

patient profile (the patient's typical day) and related
soci al data

past history and review of systens

. Bhy3|cal exam nations of defined content

. Dbaseline laboratory data

oo whp

PROBLEM LIST: a formplaced in the front of the record.
Probl ens are anything that require nmanagenent or diagnostic

wor kup _
1. medica
2. social

3. economcC
4. denographi c problens, past or present

Problems are recorded at the level of the recorder's
understanding of a particular problem Problem lists may contain
a statenent of a synptom

an abnornal finding,

a physiolg?[c finding,

or a specific diagnosis.

*Condi tions suspected or to be ruled out are not listed as
problens but are noted in the initial plan

*Addi tions or phanges are made in the [ist as new probl ens
are identified and active problens resol ved.

*Problens are not erased; they are nmarked dropped or
resolved and the date of the change recorded.

*Problens are titled and nunbered and serve as the table of
contents to the record.



INITIAL PLANS:  describe what will be done to |earn nore about
the patient's condition, treat the condition, and educate the
patient about the condition.

Sﬁecific pl ans for each problemare delineated and fall into
three categories:
1. nore information for diagnosis (i.e. rule/out) and
managemnent
2. therapy (statenents of drugs, procedures, goals and
cont i ngency pl ans)
3. patient education

Pl ans are nunbered corresponding to the probl em which they
address.

PROGRESS NOTES: The followup for each problem

*Each note is preceded by the nunber and title of the
aﬁpropriate probl em and nmay consist of any or all of
the follow ng el ements:

1. subjective (synptomatic)

2. objective (neasurable, observable)

3. assessnment (interpretation or inpression of current
condi tion)

4 plan statenents

*This becones the acronym SOAP and witing progress notes in
the POVR format is often called "soaping".

*The enphasis is on unresol ved problemns.

FLOW SHEETS may be used in situations in which there 'are severa
factors being nonitored or when the patient's condition is
changing rapidly. (These are in addition to the narrative notes
to describe the patient's progress.)

DI SCHARGE SUMVARY and TRANSFER NOTE are included in the progress
note category. These should address all the problem nunbers on a
patient's |ist.

Dr. Weed recommended that other fornms: physician's orders,
consultants reports, nurses' notes, be in the problem oriented
style with reference to titled and nunbered problens.
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COMMANDMENTS OF HEALTH RECORD
ENT

T
Al entries, including dates and signatures, should be
legibly witten

Al'l entries should be signed with name and title. Do not
sign the entry of another unless it is a countersignature

Al'l entries should be dated and tinmed with conplete dates:
mont h/ day/year with tine specified as a.m or p.m or in 24-
hour notations (0900, 1115, 2300)

Al entries should be nade in ink (never in pencil) or
typed. Black ink photocopies nost |egibly.

Do not |eave blank space for another to fill in,
particularly above a signature.

Never obliterate an entry by inking it out or by using a
liquid erasure or correction fluid. To make a correction in
a record, draw a single line through the error, wite
"ERROR' in the margin, date and sign.

Avoi d using abbreviations unless they appear on an approved
abbreviation |ist.

Docurment pronptly, conpletely and accurately.
Avoi d inconsistent and contradictory entries.

Refrain from including personal comments about the patient.



WHAT TO PUT IN THE CHART--AND WHAT TO
LEAVE OUT

The following "Do's and Don'ts" wll help nake the patient's
nmedi cal record a better legal docunent.

1. Do document patient behavior, especially non-conpliant
behavi or . (The chart then reflects the patient's care as
wel | as problens the patient bring on himor herself.)

2. Don't get personal. (Renember that the patient nmay be seeing
a copy of this record--describe situations objectively.)

3. Do use quotes. (A patient's own words can be the nost
revealing information available.)

4, Don't advertise incident reports in the chart. (Incident
reports left out of the nedical record are protected by
attorney-client privilege.)

5. Don't use the chart to settle disputes or assign blane.
(Fi nger p0|nt|ng and accusations have no place in the
patient's record. Use other avenues for problem solving,.)

6. Do make neat, legible entries. (Your charting reflects your
proficiency, conpetency, philosophy and values. Sl oppy
charting can also lead to poor conmmunication and
m sunder st andi ngs anong staff nenbers.)

7. Don't try to keep secrets. (Don't cover up enbarrassing
facts or soft-pedal the truth.)



CONTENT OF' THE OUTPATIENT RECORD
Three Basic Parts:

1) information obtained on reception into the prison system
and/or at adm ssion to a specific correctional facility

2) information documented during confinenent

3) information collected for discharge or transfer

PART 1 (ON ADMISSION TO A SYSTEM OR
FACILITY)

| DENTI FYI NG | NFORMVATI ON
*inmate nane
*identification nunber
*date of birth
*sex
O hers
*soci al security nunber
*marital status
*race
*name and address of next of kin
*name and address of who to notify in case of energency

VEDI CAL HI STORY: used to evaluate the health status of the

inmate on arrival and prior to housing himher within the genera
prison popul ation.

*determne if the inmate has a communicabl e disease
*Injuries or conditions that may require inmediate nedica
attention.

It routinely includes:
*personal history of past and current nedical, nental and
dental conditions
*hospi talizations
*allergies
*current nmedications
*substance abuse history

The form must be signed and dated by the health care provider who
conpletes the initial screening and nedical history forns.

VEDI CAL/ PHYSI CAL  EXAM NATI ON:  to docunent the findings of the
medi cal or physical exam nation

It routinely includes:
*hei ght, wei ght _ _
*tenperature, pulse, respiration



*bl ood pressure

*gener al aPpearance of inmate

*results of tests for conmuni cabl e di seases
*disabilities/work ‘limtations

*identifying marks (scars, tatoos, deformties)
*assessnents (nedical, social, nutritional)

The physical exam nation form should be designed to nmeet the
needs of the facility. The form nust be signed and dated by the
health care provider who perforns the exam nation

The identifying information, Medical Hi story and Physica

Exam nation along with any |aboratory tests becone the Lnitial
Data Base. The objective of the initial data base is to build a
foundation from which problems can be identified.

The data to be gathered is defined in advance and it becones
possible to obtain the sane data on every resident entering your
prison system Data precisely defined by printed fornms and
gui del i nes can be collected by a variety of personnel. exanpl e
Initial medical history and physical exam nation overhead

Wien the Initial Data Base has been gathered and if any problenms
are identified, the ﬁhysician wll decide to take a specific
course of action. These |nitial Plans may include gathering nore
i nformation, diagnostic workups, treatnent, follow care and
patient education. Each problemrequires a seParate pl an except
If the nanagenent is the sane for several problens.

After the initial nedical evaluations of a resident, nore often

there will be no need for an Initial Plan unless problens have
been identified.

PHOTOGRAPH: While not routine, it 1Is recommended.
*assures that the inmate who presents for treatnent or
medication is who s/he says s/he is.
*useful to escorting correctional officer or health care
provider on transporting inmates to off-site treatnent
*docunents physical condition on arrival (mark on print
inmate name, 1dentification nunber, date)

There should be a witten policy and procedures concerning
phot ogr aphi ng of i nmates.

PART 2 (DURI NG CONF

| NEMENT I N THE
CORRECTI ONAL FACILITY)
PROBLEM LI ST: a form containing nunbered problens, diagnoses, or
conditions affecting the patient’s health status. Includes :
*past conditions that have been treated and date resol ved
*chronic conditions

*new problens are added to the list as they devel op



Format may vary fromone facility to another, but basic
conponents include

*probl em nunber

*date problem or diagnosis was identified

*name of the problem or diagnosis

*date resol ved

There may be acute or tenporary Problen1sections as well as
chroni c probl ens. (overhead: blank form working form

It should be the top nost formin the record to be accessible to
all health care providers and printed on heavy paper to w thstand

frequent handling. The problem list serves as an index to the
medi cal record.

Problens are identified by nmenbers of the health care team and
listed at the level of his/her understanding. Recognizing a
nmedi cal problem may be on one of four |evels:
1.  synmptom or physical finding (back pain, wheezing,
shortness of breath o o
SbHJabnornal | aboratory findings (abnormal CBC, positive
3. physiologic findings (congestive heart failure)
4, diagnosis (diabetes nellitus)

"Rul e outs" or questionable diagnoses do not belong on the
problemlist. They belong in the Initial Plan or in the Plan in
the "P" of the progress note.

Psychiatric and social problenms of the inmate should be entered
on the list in a clearly stated nanner (exanple: paranoid

schi zophrenia, triple bunked in house". [f the nmental health
program of the prison is separate from the nedical services, both
the nedical and nental health record should have the sane Probl em
Li st attached to each.

Wien problens are further diagnosed or resolved, the problem |ist
Is anended with a dated arrow.

(Exanple:  overhead Even though the problemis resol ved,
problem #1 is always congestive heart failure and the nunber

I's never used again. |f a tenporary problem becones a major
problem the sane technique is used, as shown in second
exanpl e)

The problem list must be reviewed by the health care professiona
each tine the nedical record is opened.

PROGRESS NOTES/ TREATMENT RECORD: a form designed to be used with
the program list providing space for recording the date, tineg,
prolgllem nunber, problemtitle, and the SSOAP. of the inmate's
probl em



Conti nui ng probl ems use an existing nunmber fromthe problemlist
while new conditions are assigned a new nunber on the problem
list before the new condition is "soaped".

Soapi ng i ncl udes: _
Subjective: the patient's synptons and conplaints are
recorded as the information Is provided by the patient,
custody, friends and fanmily

Qojective: information gathered by the health care provider
by exam ning the patient, recording vital signs and
docunenting physical findings, |aboratory and x-ray results.

Assessment: after evaluation of the subjective and
objective information, a diagnosis or medical inpression is
recorded. This explains the significance of the subjective
and objective data and what the health professional thinks
about probl em managenent. It should lead to the fornulation
of the plan.

Plan: recordings of treatnent, patient education and
instructions for recommended followup. In this area
information is docunented as to when the patient is to
return and what synptons to be aware of that require follow
up visits. (Example: return in three days for change of
dressing, sooner if bleeding occurs) A further progress
note can be nade if the inmate does not return for

treat nent.

(Exanpl es on Over head)

Medi cal prescriptions nmust be carefully docunented as to
name of drug, dose or strength, time schedule, route of
admnistration and anount prescribed. |If medication will be
adm ni stered one dose at a time in the "pill line" or

equi valent, the record nust indicate.

The plan indicates the need for nore information such as
additional |ab tests.

A problem |ist and "soaped" progress notes allow the tracking of
probl ens through the docunentati on. (Exanmple: a di abetic inmate
whose di abetes is assigned problem nunber "3" can have al

di abetic docunentation referenced by review ng the progress notes
| abeled with a "3".

It is essential that all SOAP notes be legibly witten, dated,
timed and signed.

MEDI CATI ON RECORD:  Medi cations can be provided by one of two
met hods:
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*medi cations are prescribed and a supply provided the inmate

pat i ent | - o

*controlled or restricted medications are distributed one
dose at a tine. Inmate patients may also be placed on
the "pill line" to ensure nedications are taken and at

the appropriate tine.

The medication entry on the progress note/treatment record should
indicate that the inmate was provided with the medication or that
it isa "pill line** nedication.

Pill line nedication records can vary, but all contain space for
recording nonth and year
-name of nedication
- dosage
-frequency
-time to be given
-nane of health care provider who prescribed the nedication
-31 pre-nﬁnbered colums to correspond with days of the
mont
-space initials of those who dispense nedication and
space for signatures to correspond with the initials
-other: space for allergies; legend as required for absence
of inmate (A) or refusal of medication (R), or
nmedi cation withheld (W

LABORATORY/ X- RAY/ DI AGNOSTI C  STUDI ES: Fornms used for orderin
tests and studi es should be dated with the date ordered and ?hen
dated and signed by the person who performed the test or
interpreted the x-ray and reported the results. Half size or
snmal l er order forns can be affixed to a standard size sheet.

Studi es done outside the correctional facility should be reviewed
and countersigned by the correction& health staff prior to
filing the reports to assure that the result have been reviewed.

FLOW SHEET: Data on a particular diagnosis, treatnent or
| aboratory test results can be tracked on a flow sheet. It
al |l ows easier conparison of data and save time in searching a
medical record to find itens recorded on separate forns.
§Exanp|e: An inmate being followed for hypertension can have a
| ow sheet in the record to nonitor daily, weekly or nonthly
bl ood pressures. Flow sheets can be used for diabetic patients
to nonitor weight and fasting blood sugars.) Intervals of
observation can be docunented using a flow sheet. Flow sheets
can track dental exans, chest x-rays, pre-natal care etc.
(Exanpl es:  Over heads)

Any significant information in the flow chart should be indicated
in the objective part of the Progress Notes nor any problem they
effect either by copying the finding in the note or sinply by



"see flow chart".

Fl ow sheets require a legend if abbreviations are used. Entries
shoul d be dated, legible and if initials are used, a place for
signatures provided.

| MVUNI ZATI ON RECORD: This may be a separate form or conbined
wth the initial treatment. Some facilities print the

I mruni zation form on heavier weight paper and it serves as a
divider in the record.

It is easier to track a long terminmate on a separate form

Dates of immunization nust be witten legibly and the staff

menber who inmmunized the inmate must sign or initial the entry.

If initials are used, there nust be a signature to correlate with
the initials on the form

CONSULTATI ONS/ OFF SITE REFERRALS: a formis needed to advise off
site health care providers of the reason an inmate is referred.
The form shoul d provide space at the top for the on-site health
care provider to docunment the inmate's current synEtonB, current
medi cations, treatnent, reason for referral. The bottom half of
the form should allow for docunmentation such as the physica
findings, results of l|aboratory tests/x-rays if done and
treatment made by the off-site consultant and recommendations for
further treatment. The information is needed to provide
continued care when the inmate returns to confinenent.

The referral form can also be used for non-acute needs such as
eye, hearing or dental exam nations.

The consul tation form should be conpleted, dated and signed by
the correctional health care provider and conpleted and signed by
the off site consultant provider as well. A copy of the form
?hou,d be filed in the inmate's health record at the correctiona
acility.

DENTAL RECORDS: Dental records should be filed as part of the
unit health record. Each entry should be legibly witten, dated
and signed. Dental records routinely include a chart of the
teeth and may also include an envelope for filing all denta
document at i on.

EYE/ HEARI NG EXAM NATI ONS:  Special fornms are routinely used for
eye exam nations, prescriptions for eyeglasses and for hearing
tests. Entries should be legible, dated and signed by the health
Brofessional exam ning the eyes or hearing. These forns shoul d

e filed as part of the unit record. If these exam nations are
done off site, pertinent information should be available to
include inthe inmate's health record.

SURGA CAL AND PATHOLOGY REPORTS: when outpatient surgery is done,
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docunent : _

type of local anesthesia used

description of the procedure

required follow up
Ti ssue renoved shoul d be referred for pathol ogi cal exam nation
and the report should be filed in with the unit record.

All entries nmust be legibly witten, dated and signed.

M SCELLANEQUS:  addi tional forms may be included in the health
record (Exanple: mental health, restriction, special treatnent,
speci al diet)

PART 3 (DI SCHARGE OR TRANSFER SUMMARY)

Several forns can be used to docunent an inmate's health
condition on |eaving confinenent after serving a sentence or on
transfer to another correctional facility. Basic information
I ncl ude:

chronic illness or handicap

al lergies

restrictions

current medications

need and reason for on-going treatnent

Further information will be given when we discuss transfer of the
I nmat e/ patient.
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A SUMMARY OF THE TECHNICAL PROCESS

As an offender enters a prison, a paper trail is created which
attenpts to record the inportant, and sonetines, not so
inportant, events which occur during his incarceration. There
are elements in that trail which can be identified with the four
basi ¢ conponents of the POWR as shown:

CORRECTI ONAL DATA BASE

Adm ssi on _and | nt ake

-gathers information to assess
the offender's background,
education, enploynent history
and attitudes

-na¥ be collected by general
starf under supervision of
trained correctional staff
-includes a nental assessnent

Placenent and Wrk
C assification

- devel opi ng additiona
information by extending
testing and screening

-deci sion maki ng process for
devel opnent of correctiona
program for of fender

Assignment to Prison Program

-devel oping a program for each
of f ender

-shared witten and oral
presentations by staff teans
for educational, vocational
and work assignnents

- devel oped by correctiona

pr of essi onal s

VEDI CAL DATA BASE
Initial Data Base

-col l ects standardi zed health
i nformation on each prisoner

-includes history, physica
exam nation, |aboratory tests,
et c.

-col lected by nmenbers of the
health care team

Probl em Li st

-lists of prisoner's health
probl ens

-indexes the nedical record by
titling, nunbering, and dating
identified problens

-provi des perspective on past,
present, and possible future
probl ens

-devel oped by all health care
t eam nmenbers

-clarifies comunication anong
the health care team

Initial Plan

-devel oping a plan for
resolving identified problens

-includes probl em nunber, and
course of action for the
pr obl em



CORRECTI ONAL

Revi ew _and Assessnent for
Rel ease

-continuous eval uation of

of fender's progress in program
-devel oping liaison wth
community resources to devise
rel ease program

-assessnent of the capability
of the offender and the
comunity to accept his return
to society

VEDI CAL
Progress Notes

-details the followup of the
pr obl em

-always identified by the
nunber or letter originally
assi gned

-includes four parts:

Subj ective--data obtained from
the patient, friends, custody
(bj ective-- clinical and

| aboratory findings
Assessnent - - appral sal based on
subj ective and objective data
Pl an of Managenent--treatnment,
patient education, and if

i ndi cated, further devel oprment
of infornmation

This shows how the POVR is nmuch nore structured than record

devel oped for the correctiona

program



FROM:

Correctional Health Care Program; Resource Manual
PROBLEM ORIENTED MEDICAL RECORD IN CORRECTIONAL HEALTH CARE

Michigan Department of Corrections
Office of Health Care

PRACTICE EXAMPLES

l. Problem List and Initial Plan.

Using the following case history, develop a Problem List and Initial
Plan from your own level of understanding. After completing all practice

examples, see suggested solutions.

Case History:

A newly arrived resident is a 24-year old black male complaining of

"skin problems” for 4 - 5 years and not feeling well for three weeks.

He had the usual childhood diseases with no complications, but had
always been a "different" boy. He was hospitalized for six months when
he was 18 for a "nervous breakdown". There have been no emotional
problems since then, but he has often felt people "bugged" him and he
preferred his own company. Three weeks ago he spent 5 days in bed because
of an attack of weakness, muscle pains, Tfever, and discomfort in the upper
abdomen. He had no appetite and ate practically nothing during that
period. At present he does not feel entirely well, but his appetite is

better.

He is one of five siblings. His father disappeared when he was
three and his mother works sporadically as a domestic. He speaks of
her only as a large woman with white hair. Two brothers are in prison,

one sister is in a mental hospital, and one sister is reported as well

and happily married.

On physical examination he appeared withdrawn and smiled briefly
several times for no apparent reason. There was no evidence of recent
weight loss. Temperature was 98.8, pulse was 74, regular, BP 165/94,
respirations 12. He is 170 inches tall and weighs 155 pounds. Sclerae
were slightly yellow. Many teeth had cavities and the gums were spongy
and friable. Tonsils were enlarged but did not appear infected. Skin
examination revealed irregular, rounded areas, elevated, red and covered
with white scales which easily flaked. These areas were on extensor
surfaces of forearms and across the upper abdomen. Examination of the
abdomen revealed a tender liver edge extending 1 1/2 finger breadths below

the costal margin. The rest of the physical exam revealed no abnormalities.
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Mental Status Assessment: Resident was moderately withdrawn, oriented

as to person, time, and place. Smiled inappropriately several times and

did not speak spontaneously.

Positive Lab Findings: Serum bilirubin 6 mg/dl
SGPT 70 units

2. S.O0.A_P. and the Problem List

Using the following case histories, construct a Problem List for
each case. Since both of these-patients were originally seen on sick
call, you must S.0.A.P. the encounters, identify problems, and list

them. (Remember, there is more than one encounter in each case.)

Case A:
June 1, 1977. A 25-year old white male appearing well nourished

and in generally good health complains of a sudden onset of severe frontal
headache of four hours duration. The headache is described as "bursting”
and "intolerable.” There is no history of previous headaches. At the
onset of the headache, his side vision became impaired. It was as

though "horse-blinders™ had been put on him.

Positive finding on physical examination: loss of bi-temporal

vision on confrontation by moving fingers.

Initial Impression:
1. Ruptured cerebral aneurysm, near optic chiasm. Plan: Emergency

consult with neurosurgeon. Spinal tap.

Progress Notes: 6/2/78

Spinal tap yielded moderately bloody fluid at 250 mn H,0 pressure.

Spinal tap repeated four hours later by a neurosurgeon showed grossly
bloody fluid. A cerebral angiogram revealed several 'berry aneurysms"
with evidence of leakage in area of optic chiasm. Initial diagnostic

impression was confirmed.

Emergency craniotomy discovered a ruptured aneurysm of the anterior
communicating cerebral artery. This vessel was tied off, and the

operative wound closed. Patient recovered uneventfully.
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Case B:
June 1, 1977. A 40-year old male complains of chills, fever,

muscle aches, general weakness, and shortness of breath for four days

duration. Significant findings on physical examination: ill-appearing

male, profusely perspiring, with no evidence of recent weight loss.

Temperature 102.8, pulse 124, regular. There is a blowing grade |V

diastolic murmur which extends throughout diastole. There are slightly increased
crepitations throughout lung fields and splinter hemorrhages in several

fingernail beds. Several recent needle marks are seen in the skin in

the antecubital fossa.

Initial Impression:
1. Bacteremia, caused by self-administered intravenous intro-

duction of an unknown substance.
2. Mycotic involvement of pulmonary valves

3. Bacterial pneumonitis, diffuse.

1. Blood culture with sensitivities to antibiotics.
2. Chest film.
3. ECG.

Initial Lab Reparts:
1. Blood culture: many colonies of short chain gram positive

cocci, sensitive to Ampicillen.
2. Chest film: fullness of right cardiac border, diffuse areas

of infiltration of lung fields.
3. ECG: right heart strain.

Diagnosis:
1. Bacteremia, caused by contamination, self-administered injection

of unknown substance.
2. Mycotic involvement of pulmonary valves.
3. Pneumonitis, patchy, bacterial.
4. Mild/moderate rightsided congestive failure.

Treatment:
1. Admit to infirmary, close observation (possible rupture of a

pulmonary valve).
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2. Ampicillen, 500 mg, q-i.d.
3. Thiazide diuretics.

Excerpts of Progress Notes:

July 1, 1977. Shortness of breath on exertion. Bacteremia and

pneumonitis definitely cleared. Heart murmur unchanged. Cardiac

silhouette by x-ray shows prominence of right heart border. Hilar
congestion.

Venous pressure 80 mn H,0.

ECG shows definite right ventricular hypertrophy.

Treatment: Digitalize. Change thiazide to mercurial diuretics.
Low salt diet.

January 2, 1978. Shortness of breath climbing flight of stairs.
Evaluation by cardiac function study group at University of Washington

Medical Center yields recommendation for open heart surgery and

transplant of porcine heterograph.

March 1. 1978 Open heart surgery as recommended by Cardiac Study
Group.
May 25, 1978. Clinically well. ECG continues to show evidence of

right ventricular hypertrophy.

Plan: See prison physician once a month. No medication. No

restrictive activities. Check back in six months.
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MAJOR PROBLEMS:

CASE SOLUTION:

SAMPLE PROBLEM LI ST

(require follow-up as may significantly affect health.)

6. 7. 8. 9. PROVIDER TU. proeLEM [V InaCTIVE
L[S TED NO. PROBLEM (NAME AND CODE) CooE DATE
TM / A%@Mm amrbenale D0 Yeppo M0,
. . V4 7 7
(el 122! 2 \Provare ‘ mh«;ﬁm«,;/».o
/ . . ~ . . . 'ﬂ'. '
Vs ff i _ufenlibg 2.6 Myttt Pl

e/ /94]
/

g

Oted lats, Bl . >77Q>07M26§4z/.

Problem #I

Problem #2

Problem #3

Problem #4

Problem

INITIAL PLAN
Hypertension
Check blood pressure weekly

Psoriasis

5% coal tar ointment with ultra violet radiation

Hepatitis

Admit to infirmary for observation
Dental caries, chronic gingivitis
Refer to Dr. Brown (dentist)
Schizophrenia, latent?

Mental status assessment

M_A.

Negretti, M.D.
6/1/78




ADULT CORRECTIONS
DIVISION

3. FACILITY

SAMPLE

2. CASE A SCLUTI ON:

6/1/78 C.C "headache"
S. Intolerable, bursting, frontal headache for four hours.
Vision inpaired as if horse blinders had been put on.
O "Loss of bitenporal vision on confrontation by noving fingers.
El evated spinal fluid pressure. Bl oody spinal fluid.
A Ruptured cerebral aneurysm near optic chiasm
P. Admt to hospital. Spi nal tap. Energency consult wth

neur osur geon.
L. P. JONES, MD.
6/2/78 Problem #1, ruptured cerebral aneurysm

S. Intolerable, bursting frontal headache for four hours.
Vision inpaired as if horse blinders had been put on.

0. Spinal tap yielded noderately bloody fluid. Spinal fluid
pressure 250 mm H,0. Neur osurgeon confirmed diagnostic im
pression on repeat spinal tap four hours follow ng adm ssion
whi ch showed grossly bloody fluid. Cerebral angi ogram
reveal ed several "berry aneurysns" with evidence of |eakage
in area of optic chiasm

A Ruptured aneurysm of the anterior communicating artery.
P. Ener gency crani ot ony.

L. P. JONES, MD.

In the first Progress Note, the patient is being seen on a referral
from sick call. He is still an outpatient. The second Progress Note by
the sane physician, L. P. Jones, is witten after admssion to the hospital
and consultation with the neurosurgeon. The operative report of a neuro-
surgeon would be nmuch | onger and nore conplete.

PROBLEM LI ST:

The "headache" could have been placed on the Tenporary Problem List
if there had been a history of previous headaches. It is placed on the
Maj or Problem Listbecause it is an initial severe headache associated wth
bl oody spinal fluid.

SAVPLE PROBLEM LI ST

MAJOR PROBLEMS: (require follow-up as significantly affect health)— ——

DATE 7. 8.

blp)ap | | | faplined artaryoms (AL Qant 2D




PROGRESS NOTES

SAMPLE

DIVISION

3. FACILITY

2. CASE B SOLUTI ON:

6/1/78

(patient seen on sick call)
c.c. "feels like |I have the flu"

Chills, fever, nuscle aches, general weakness and shortness
of breath for four days, no recent weight | oss

Profusely perspiring, T 102.8°, P 124 regular. Blowing grade

IV diastolic murmur throughout diastole. Slightly increased
crepitations throughout lung fields and splinter henorrhages
in several fingernail beds. Recent needle marks in skin of
anticubital fossa.

Bacterem a caused by self-admnistered |.V. introduction

of unknown substance. Mycotic involvenent of pulnonary

val ves. Bacterial pneunonitis, diffuse.

Admit to hospital, close observation. Blood culture wth
sensitivities to antibiotics.

Chest film

ECG

Ampicillen 500 ng qid.
Thi azide diuretics.

L. P. JONES, MD.

The Problem List is as foll ows:

SAMPLE PROBLEM LI ST

MAJOR PROBLEMS: (require followup as may significantly affect health) ] X
10. ppoeLem - INACTIVE
6. DATE 7. 8. 9 PROVI DER oItE CATE
PROBLEM " (NME AN ODB) ca

LI STED

_b/b/ 74

L[>/ F

(Gaeliresreca Z’_._%MM ) Jneia
_\/54:(_754,014 {(')I:LQ./?’C/I/LQ{_(/ZLL Z YU M /7

b/3/27

Pritecrriorie i Y P et /112

0/2/2]

.

/
Y
)
_71- &%jga/_(ub‘é /&.M/’ ‘>a(,la,u’ p y(/m 12 7771)
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DEPARTMENT OF

SOCI AL & HEALTH
SERVI CES PROGRESS NOTES
ADULT CORRECTI ONS 1. RESIDENT NAME T RESTOENT NUWVBER
DIVISION
SAMPLE 3. FACILiTvy
2. (CASE B continued)

Excerpts OF Progress Notes:

711177 Probl em #2 Bacterial Endocarditis

Probl em #4 Congestive Heart Failure

S. Shortness of breath on exertion.

0. Diastolic murmur, essentially unchanged.
Venous pressure 80 mm H,0. ECG. right wventricular
hypertrophy.

A. CHF, insufficiency of pulnonary valves.

P. Digitalize on D goxin. Start necurial diuretics. I nstruct

patient in low salt diet.

R SMTH P.A

1/2/78 Probl em #2 Bacterial Endocarditis
Probl em #4 Congestive Heart Failure
S. Shortness of breath on clinbing one flight of stairs.
0. See extensive report of findings and reconmendations of
cardi ac study group.
A G adually increasing tricuspid insufficiency.
P. Open heart surgery and transplant tricuspid prosthesis..

P. S. GRAL, MD.
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PROGRESS NOTES

1. RESIDENT NAME 2. RESI DENT  NUMBER

3. FACILITY

SAVPLE
2. (CASE B conti nued)
3/1/78 Probl em #2 Bacterial Endocarditis
Probl em #4 Congestive Heart Failure
P. Transfer to U of Wfor open heart surgery.
M GREEN, M D.
Medi cal Director
5/ 25/ 78 Probl em #2 Bacterial Endocarditis
Probl em #4 Congestive Heart Failure
S. Feeling well. No conplaint. No shortness of breath.

0. P 74 regular, BP 125/ 86. No nurnurs.
ECG shows evidence of right wventricular preponderance.
Cardiac silhouette snaller.

A. Satisfactory post-surgical course. No conplications.

P. No medi cation. No restrictive activities. Return visit
in 2 weeks. Reeval uate at U of W August 8, 1978.

P. s. GRAL, MD.



NTI ALI'TY OF MEDI CAL RECORDS
NOTES

The nai ntenance of patient confidentiality has both an ethica

and |legal basis. Information provided by an inmate to health
care professionals or information obtained by exam nation ortest
results nust be regarded as confidential and the inmate nust be
assured that the information is confidential.

The courts acknow edge that there are sone exceptions to
confidentiality
*the disclosure is required by |law or
*i't becones necessar% to protect the welfare of the
I ndi vidual or the comunity.

The patient may waive their right to confidentiality by filing a
claim for insurance benefits, etc.

NCCHC Standards require that nedical records be stored in the
prison o
*under secure conditions
*separate from confinenent records
*and that access to medical records is controlled by the
health authority

Patients shoul d be protected fromdisclosure of certain
confidences entrusted to a practitioner during a course of
treatment. The confidential relationship that exists between
d?ptpr_and patient extends to inmate-patient and their
clinicians.

A current file on the rules and regulations covering the _
confidentiality of medical records and the types of information
that may and nmay not be shared should be maintai ned.

In addition, information gathered and recorded about alcohol and
drug abuse and psychiatric conditions may have speci al _
restrictions on disclosure under state or federal regulations.

(DI%CUSS FACI LI TY SPECI FI C PCLICY AND PROCEDURES THROUGHOUT THI S
UNI'T

CONFI DENTI AL VERSUS NON- CONFI DENTI AL,
HEALTH INFORMATION

CONFI DENTIAL:  when the patient is identified. Asigned
authori zation from the patient is required to release the
information outside the health care delivery system

NON- CONFI DENTI AL: patient information nmay, however, be used

w thout identification of the individual patient wthout any
aut horization. Nunmbers may be used to identify patients in
conmttee mnutes, reports and the documents nay be distributed.



OWNERSHI P

Medi cal records developed in the hospital or clinic are
considered to bethe physical property of that facility.
Original nedical records should not be renoved froma facility
except in accordance with institutional or jurisdictiona
pol i cies.

Wiile the forms that nake up the health record belong to the
facility, the confidential 1nformation docunented on these forns
belong to the patient and the inmate/patient has the right to
aut horize the release of information

AUTHORI ZATI ON FOR RELEASE OF
CONFI DENTI AL | NFORMATI ON

The request for copies of health records include health care
providers, other health care facilities, third party payers,
attorneys and the courts.

The inmate/patient shall authorized in witing the release of
medi cal records and information for the transter outside the
correctional system unless otherw se provided by |aw or

adm ni strative regulation.

*have the innate patient sign a specific authorization for
the release of confidential nedical information at the
time the information is being requested by an off-site
person or agency

*general authorizations generated at the time of inmate
arrival that cover iInformation not yet generated are
di scouraged (Qbtaining authorization prior to the
collection of information does not allow for
intelligent decision making on the part of the
patient.

EXCEPTI ONS FOR AUTHORI ZATI ONS

There are exceptions to the requirement for a signed
aut hori zati on.
*a health care provider may release confidential information
w thout a signed authorization if s/he is required to
do so by law or in order to protect the welfare of the
i ndividual or of the comunity
*court orders, subpoenas or statutes may require that the
original or a photocopy be provided for |ega
procedures upon receipt of an appropriate request
(court order or subpoena).

When a patient is referred to another health care facility or
health care provider for continued health care, confidentia
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information may be forwarded without the signed authorization of
the patient.

*It Is understood that confidentiality will be maintained
and that the nedical information is needed to provide
continued treatnent for the patient

*the original health record should not be renoved from the
correctional health setting

Specific release of information is not required fromthe
inmate/patient if the information in his health record is used
collectively in research, education or quality assurance
activities that do not identify the patient.

PATI ENT ACCESS TO HEALTH RECORDS

Procedures vary fromstate to state on how and when a patient can
see or obtain copies of the health record.
*some state procedures require that the inmate review the
health record in the presence of a nedical staff
menber. *some state departnents of corrections have a
policy to not provide inmate/patient accesswhile
statutes in those states provide for the genera
comunity to have access to their nedical records, to
obtain copies or to inspect

TO THE RECORD BY
I O

HE
NAL PER

WIlliam Paul Isele, J.D., author of Health Care In Jails:..
wites that it should nake no difference that the patient is
confined. The principles of open and honest communication with
one’ s physician apﬁly equally to all patients and it is

concei vabl e that the physician may have to protect his patient’s
confidentiality fromdisclosure to confinenent personnel if they
have no legitimte reason to see the patient’s records.

Exceptions to the above include
*situations of communicable disease that could endanger the
wel fare of the comunity
*a medical condition or conditions that could endanger the
wel fare of the inmate
*statutory directive to report medical conditions of innmates
to correctional authorities

Regul ar reports could be nade to responsible authorities

i ndi cating which inmates need hospitalization, which should be
i solated due to infections disease and which need special diets
or cannot participate in heavy work details. These reports do
not include the entire medical record.



INMATE AS EMPLOYEE

Only carefully selected inmates shall be utilized to work in the
hospital and then only in assignments of mninmal responsibility
subject to close supervision according to Health Services Mnua
of the Federal Bureau of Prisons.
*this is to preclude the innmate from gaining access to
sensitive infornation
*or from being subjected to the threat of violence or
simlar pressures from other inmates to achieve their
own ends

Inmates may not be assigned where they will have access to
medi cal records, including copies of mnedical records and
docunents which will becones part of the nedical record.

NCCHC standards state the use of inmates in health care delivery
*frequently violates state |aws
*invites litigation
*brings discredit to the correctional health care field
*gives the inmates unwarranted power over their peers

I nmat es shoul d not be enployed in areas where they may have
access to confidential health information

(IF TIMNE PERM TS, USE THE CONFI DENTI ALI TY EXERCI SES FOR
DI SCUSSI ON OR ROLE PLAYI NG APPLI CATI ON ACTIVITIES. EXERCI SES MAY
Sk%g)BE USED AS POST- TRAI NI NG PROBLEMS TO BE HANDED I N AT ALATER



CONFIDENTIALITY EXERCISES

1. Your institution's Hearings Oficer contacts you stating
that during a drug urinalysis, Inmate Jones could not
urinate within the two hour tine limt. According to the
Hearings O ficer, Inmate Jones reported to the Correctional
Oficer that "I have a urinary tract problem and just can't
go on command." The Hearings O ficer wants to know if this
Is true, and if so would you please provide the
docunentation. The Hearings O ficer would Iike this by the
end of the day. How do you proceed?

2. A wonan tel ephone called identified herself as Ms. A J.
Smth, she goes on to say that he daughter was dating a
current prisoner. Yesterday her daughter received a letter
fromthis man stating he had just received his AIDS test
results and it was positive. Ms. Smith would like to
confirmthe test results. How would you proceed?

3. [nmate Brown's nother tel ephones stating her son is getting
out of prison next week and he has an a,opoi ntnment to go to
his regular doctor the day following release. Ms. Brown
would like a full copy of her son's nedical record
transferred to Dr. Johnson's, officer before his appointnent.
How woul d you proceed?



POLI CI ES AND PROCEDURES

CONFI DENTI ALI TY OF PATIENT HEALTH | NFORVATION: A PCSI TI ON
STATEMENT OF THE AMERI CAN MEDI CAL RECORD ASSOCI ATION, published
1985.

MODEL PQOLI CY OF THE AMERI CAN MEDI CAL RECORD ASSCCI ATI ON

_ *All requests for health records of health information
including requests for information on Pat|ents currently under
treatment shall be directed to the health record departnent.

*Rel ease of information fromthe health record shall be
carried out in accordance with all applicable legal, accrediting,
and regul atory agency requirenments, and in accordance wth
witten institutional policy.

* All information contained in the health record is
confidential and the release of information will be closely
controlled. A properly conpleted and signed authorization is
required for release of all health information except:

-as required by | aw

-rel ease to another health care provider currently involved

in the care of the patient'

-nmedi cal care evaluation; or

-research and education in accordance with conditions

specified bel ow

* In keeping with the tenet of informed consent, a properly
conpleted and signed authorization to release patient information
shall include at |east the follow ng data:

-nane of institution that is to release the information

-nane of individual or institution that is to receive the

i nf ornmati on

-patient's full name, address and date of birth

- purpose or need for information;

-extent or nature of information to be release, with

i nclusive dates of treatnent

(NOTE:  An aut horization specifying "any and all
information...." shall not be honored);

-specific date, event or condition upon which the

aut horization will expire unless revoked earlier

-statenent that authorization can be revoked but not

;etrﬁactive to the release of information made in good

aith;

-date that consent is signed;

(NOTE: Date of signature must be later than the date
of information to be rel eased)

-signature of patient or |legal representative

(NOTE:  in the case of treatnent given a mnor without
parental know edge, the institution shall refrain from
rel easing the portion of the record relevant to this



epi sode of care when responding to a request for
information for which the signed authorizations i that
of the ﬁarent or guardian. an authorization by the
mnor shall be required in this instance.)

*Information released to authorized individual s/agencies
shall be strictly limted to that information required to fulfil
the purpose stated on the authorization. Authorizations
specifying *any and all information..." or other such broadly
inclusive statenments shall not be honored. Release of
information that is not essential to the stated purpose of the
request is specifically prohibited.

*Fol | owi ng authorized release of patient information, the
signed authorization wll be retained in the health record with
notation of the specific information released, the date of the
rel ease and the signature of the individual who released the
i nformation.

- *Health records shall be available for use within the
facility for direct patient care byfall aut hori zed personnel as
|

specified by the chief executive officer and docunented in a
policy manual .

*Direct access to health records for routine admnistrative
functions, including billing, shall not be permtted except where
the enployees are instructed in policies on confidentiality and
subject to penalties arising from violations.

*Health records shall be available, in the health record
departnent, to authorized students enrolled in educationa
prograns affiliated with the institution. Students nust present
proper identification and witten permssion of the instructor
with their request. Data conpiled in educational studies may not
include patient identity or other information which could
identify the patient.

*Heal th records shall be nade available for research to
i ndi vidual s who have obtained approval for their research
projects from an institutional review board, or other appropriate
nmedical staff commttee, admnistrator, or other designated
authority. Research projects which involve use of health records
shall be conducted in accordance with institutional policies on
the use of health records for research. Any research project
whi ch involves contact of the patient by the researcher nust have
witten permssion of the patient's attending physician, and/or
by the chief executive officer of the facility or his designee,
prior to contact. An institutional policy on use of nedica
records in research should guide these activities.

_ *If facsimles of health records are provided to authorized
internal users, the sanme controls will be applied for return of



these facsimles as for the return of the original health record.
Wherever possible, internal users will be encouraged to use the
original health record rather than to obtain a facsimle

~ *The names, addresses, dates of adm ssion or discharge of
patients shall not be released to the new nedia or commercia

organi zations without the express witten consent of the patient
or his authorized agent.

*Requests for health information received via tel ephone wll
require proper identification and verification to assure that the
requesting party is entitled to receive such information. A
record a the request and information released wll be kept.



THE® INMATE/PATIENT

TRANSFER OF
LECTURE NOTES
(FACILITY SPECIFIC FORMS AND PCLICIES MAY BE USED THROUGHOUT THI S

UNIT.)
TRANSFER FOR ACUTE HOSPITAL CARE

I NTRODUCTION: As nost correctional facilities provide only
infirmary care, inmate patients with a serious illness
requiring nedical or surgical treatment may have to be
transferred out of the correctional facility for treatnent.

NCCHC STANDARDS: “require that summaries or copies of the health
record be routinely sent to the receiving agency either
before or at the same tine as the inmate".

"Witten authorization by the inmate is required for the
transfer outside the correctional system of nedical records
and information, unless otherw se provided by |aw or
admnistrative regulation.”

VWHAT TO SEND:  Portions of the nmedical record that relate to the
needed off-site treatment should be copied and transferred with
the inmate patient.

*hi story,

*the nost recent physical exam nation
*pertinent lab and x-ray test results,
*a list of current medications,

*any relevant consultation reports.

METHODS:  copies shoul d be:

*placed in a seal ed envel ope

*addressed to the appropriate health care facility or
provider to assure confidentiality

*correctional officer acconpanying the inmate should
NOT have access to these records

*signed authorization fromthe inmate for rel ease of
this confidential medical information may not be
required since the records are being provided for
continued nedical care

IN RETURN.  The off-site hospital where the inmate patient
receives nedical or surgical care nust be held responsible for
providing information concerning its health care services.

*Information nmust be forwarded to the correctional facility
health care team so that appropriate followup care can
be given

*copies of relevant portions of the hospital nedica
records, including a discharge sumrary should be
returned to the correctional facility with the innate.



*I'f this does not occur, the correctional health officer
shoul d contact the medical record departnent at the
off-site facility and request that treatnent
i nformation be forwarded.

TRANSFER FOR OTHER OFF-SITE CARE

| NTRODUCTI O\ @t her exam nations such as hearing tests, eye
exam nations, dental care, physical therapy, etc. nay not be
provided on site at the correctional facility or the
correctional health care providers wll need consultation
with an off-site nedical specialist.

VWHAT TO SEND: when inmates are transported off site

*copy of RELEVANT portions of the health record should be
sent to the off-site provider

*the copy should be Placed in a sealed envel ope

*addressed to the off-site provider to assure
confidentiality

*the correctional officer acconmpanying the inmate patient
shoul d not have access to the health record

*signed authorization fromthe inmate for release of this
confidential nedical information is usually not
required as the records will be used for providing
continued health care

CONSULTATION FORM  The use of a consultation form for off-site
care is recomended.

*providing such a formusually assures that sone type of
docunent ation concerning the off site treatment will be
available to the correctional health care staff on the
return of the inmate patients

*the top of the consultation formcan be used to briefly
outline the current health problem requiring off site
t r eat nent

*the bottom portion can be used by the consultant to
docunent treatnent and recommendation for follow up

TRANSF TO ANOTHER CORRECTI ONAL
LI

ER
FACI TY
Feder al

Wthin the federal prison system the entire original nedica
record is transferred wwth the inmate when s/he is sent to
anot her federal institution



*the original medical record along with other pertinent
dggunEntatlon is transported by a federal correctional
of ficer.

*a signed authorization formthe inmate is not required as
the record is being sent fromone federal health care
jurisdiction to another.

State

In virtually all state departments of correction, the policies
and procedures provide for the entire original health record to
be sent with the inmate when s/he is transferred to another
facility within the state's system

*t he O{gginal health record is transported by a correctiona
of ficer.

*a signed authorization is not required as the record is
belng sent from one state health care jurisdiction to
anot her .

i t nt

The entire health record is NOT copied nor is the original record
transferred with the inmate on transfer froma city or county
jail to a federal or state prison.

*a summary of relevant portions of the record should be nade
or relevant portions of the record copied and forwarded
to the prison receiving the innate.

*the summary shoul d incl ude:

*medi cal history

*date of and pertinent findings fromthe |atest
physi cal exam nation

*date of and copies of pertinent |aboratory and x-ray
results

*i muni zation record

*current health status

*current level of activity

*list of medical problens

*current medications

*anticipated future health care needs

*phot ocopi es of relevant portions of the record should be
sent rather than a sunmary

*authorization by the inmate is dependent of jurisdictiona
rules and regul ations.



NEED FOR IMMEDIATE CARE

An inmate may be in need of imediate followup care upon arrival
at a receiving facility.

*long standing, chronic problems (exanple: hypertension
i nsulin dependent diabetes)

*acute, short term problens (exanple: cast renoval
sutures, prescription refill)

FORM attached to the nedical record saves tine and guess work on
the part of the receiving personnel

*mar ked: | NVATE REQUI RES | MVEDI ATE HEALTH CARE
*I ncl udes:

*patient name

*date of birth

*date of transfer

*medi cal condition requiring inmmediate attention

*summary information on the nedical condition

*time frame within which inmrediate attention nust be
iven

*signgture of health care provider

CONFIDENTIALITY DURING TRANSPORT

The record MJST be transported in a confidential nmanner. |t does
not matter if transfer of the health record occurs at the tine
of, or before, or after inmate transfer.

*transported in a sealed envel ope or container

*addressed to the health services unit

*transporting officer should not have access to the record

*transporting officer may need to be aware of an existing
health condition of the patient by infornation
contained on a sinple form

FAX MACHI NES AND THE TRANSFER OF
I NFORMATI ON

The FAX machine is one of the nost dramatic innovations in office
technol ogy and has rapidly changed our way of doing business.

FAX machines have developed a regular role in the nedical record
departnent. The main concern in sending nedical information by
FAX machine is security. There are three security problens:

*interception over the tel ephones |lines and nade to appear
on a separate FAX machine (unlikely and nuch nedical
information is shared by tel ephone today with no concern
that a third party mght intercept)



*information may be msdirected to a wong tel ephone nunber
disclosing it inappropriately to third parties (this could
occur when information is sent through the nail and
verification of the phone nunber prior to FAXing the
information will provide “due care”. )

*problems with confidentiality once it is received on the

FAX machine of the recipient. (It is reconmended that one

tel ephone prior to sending the FAX to assure an authorized
individual will retrieve the information.)

A cover sheet should be developed by the facility for the faxing
of docunents to include:

-date and tine of fax transm ssion

-sending facility' s name and address

-sending facility's telephone and facsimle nunber

-sender’ s nane

-receiving facility's name and address

-receiving facility's telephone and facsimle nunber

-authorized receiver’'s nane

-nunber of copies sent

-statenent regarding redisclosure

-statenent regarding destruction

-instructions for authorized receiver to verify receipt of
i nformation

-instructions for unintended receiver (call collect, please
don't read, destroy or return record)

POLI CI ES AND PROCEDURES

Witten policies and procedures governing the release of records
and information at the tine of Inmate transfer or discharge IS
essential .

*policies should indicate when an authorization for release
of information is required

*policies and procedures should be reviewed by |egal counse
prior to inplementation

(DI SCUSSI ON PRE- CLASS EXERCI SES)



MEDICAL RECOR
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Cl RCLE THE APPRCPRI ATE WORD:

1.

Records shoul d be (SEPARATED FROM MERGED W TH) the
confinenent file.

Al'l medical records on one patient should be filed
( SEPARATELY/ TOGETHER) .

Access to records by authorized personnel is allowed but
access by other inmates is (DEN ED/ ENCOURAGED) .

Docunent ati on shoul d be made of (MOST/ EVERY) encounters by
health care practitioners.

The medical record should be reviewed _
(EVERY TI ME/ AS NECESSARY) when a patient is seen.

MULTI PLE CHO DE/ BEST ANSWER

6.

When you nmust correct an entry, you should

1. obliterate the entry and wite the new entry in its
pl ace

2. bliterate the entry and wite the new entry near by

3. Draw a single straight line through the entry so it
remains legible and wite "disregard" nearby.

4, Make a wavy |ine across the entire entry and wite
(']'lerro_r: in large capital letters next toit. Sign and
ate it.

SAMPLE PROGRESS NOTE: "Hgb of 10; x-ray showed osteoporosis;
cel lul ose acetate electrophoretic analysis of serunproteins
_ShOV\Aﬁd 7dysprot einema." \Wat part of a SOAP progress note
is this”

Subj ective

(bj ective

Assessnent

Pl ans
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SAVPLE PROGRESS NOTE:  "The patient has possible rheunmatoid
arthritis." Wat part of a SOAP progress note is this?

1.  Subjective

2. (pjective

3. Assessnent

4 Pl ans

The primary purpose of the nedical record:

1. communi cation between health care professionals
2. education of student nurses

3. quality review of patient follow up

4. research on a treatnent

An exanpl e of personal use of the nedical record
1. audit to review conpliance of charting POWR
quality review study for signature conpletion

records sent to inmate's personal physician

> w ™

study by nedical school of abstracted records
Not one of the four basic conponents of POWR

1. data base

2. operative report

3. problem|ist

4 initial plan

SAVMPLE PROGRESS NOTE: "The patient conplains of pain in his
joints and his color is ashen." Wat part of a SOAP
progress not is this?

1. Subjective

2. (bjective

3. Assessnent

4, Pl ans



13.

14,

15.

16.

17.

Recomrended file order for problem |ist

after initial plan

after history and physica

first sheet in the record

prior to progress notes

a NCCHC standard for nedical record storage
controlled access to records

| ocked drawer files

separate from confinenent records

stored under secure conditions

Exception to maintenance of confidentiality occurs when

1

2
3.
4

disclosure is required by |aw
inmate is discharged from prison
inmate's request is by next of kin

transfer to another facility

During transfer for off-site care, the record nust be

1.

carried by the inmate
copied inits entirety
faxed earlier to the off-site facility

transported in a confidential manner

by data base
by patient care departnents

by problem |ist

2
3
4
A description of source oriented nedical records:
1
2
3
4

by treatnent



18.

19.

20.

21,

The definition for medical records:

1. collection of progress notes

2. immunization records

3. patient's past history and physical exam nation
4, who, what, when, where, why, how of patient care
Which of the follow ng does not belong a problem|ist
CHF

Di abet es

El evated bl ood pressure

R O ast hna

~ w N

Application of a flow sheet

1. discharge note

2. identification information

3. rapid changes in patient's condition

4. surgical note

SAVPLE PROGRESS NOTE:  "Repeat fasting blood sugar.
g%g;i%g?g Pglthggin patient education." \Wat part of
1. Subjective

2. (pjective

3. Assessnent
4

Pl ans
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22. through 25. Wite a problem oriented progress note on this
test sheet based on the follow ng information

The nurse sees a patient in the infirmary who reports he has
been spitting up blood and bl ood has been going down his
throat for two days. The patient has been using ice bags on
the back of the head and nose at all tines prior to
reporting to the infirmary.

Review of the nedical record shows the patient to have
t hr onbocyt openia noted as Problem #4 (the fina

problen) on the problemlist. Further review shows the
patient is on heparin. On examnation, the nurse notes
that there is bright red blood oozing continuously and
notes vital signs. Blood pressure: 142/116

Pul se: 88

The nurse decides to inform the physician about the
bl eeding and question the next heparin dosage. She
recommends the patient to continue the ice bags and
ives enotional support to the patient. She also
ecides to continue to follow the blood pressure and
pul se of the patient.

ANSVER:
PROBLEM #5 EPI STAXI S
SUBJECTIVE: "I have been spitting up blood and bl ood has been

going down ny throat for two days now'.

CBJECTIVE: Patient is swallow ng blood that is oozing
continuously; blood is brlqht_red in color; keeps ice bags to
back of head and nose at all time. BP: 142/116 Pul se: 88

ASSESSMENT: Bl eeding may be due to heparin therapy or problem
No. 4 thronbocytopenia

PLANS:  Keep physician informed about bleeding. Question next
dose of heparin; continue to apply ice bags; continue to nonitor
vital signs; give the patient continued enotional support.
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PRE-CLASS EXERCISE

IN A FEW WEEKS YOQU WLL BE ATTENDI NG A TRAI NI NG SESSI ON ON

MEDI CAL RECORD DOCUMENTATION IN CORRECTI ONAL FACILITIES. TO HELP
YOU APPLY THE KNOALEDGES AND TECHNI QUES YOU W LL GAIN FROM THE
CLASS, RESEARCH THE FOLLOWN NG | NFORVATI ON THAT WLL BE UNIQUE TO
YOUR CORRECTI ONAL FACI LI TY.

OVERVIEW

1. IS THE MEDI CAL | NFORVATI ON ON AN | NDI VI DUAL | N\VATE/ PATI ENT
KEPT IN ASINGLE FILE OR I N MULTI PLE FILES? |F THERE ARE
II\E/APIGIII PLE FILES, LIST THE TYPES OF | NFORVATI ON CONTAI NED I'N

2. VHAT KIND OF NUMBER |'S ASSI GNED THE | NVATE? WHAT IS IT
CALLED IN YOUR FACI LI TY? WHEN THE | NVATE/ PATI ENT WHO | S
DI SCHARGED OR PAROLED COM TS ACRIME AND IS RETURNED TO THE
CORRECTI ONAL FACI LI'TY, WHAT HAPPENS TO THE NUMVBER?

3. ARE | NVATE' S HEALTH OR MEDI CAL RECORDS FI LED BY NAME OR
NUMBER? WHAT KIND OF FILING EQU PMENT IS USED FOR STORAGE
OF THE RECORDS? DESCRI BE THE FOLDER THAT CONTAINS AN
I NPATI ENT RECCORD.

4. LOCATE THE MASTER | NDEX OR THE MASTER PATIENT INDEX. HOW IS
| T KEPT (COWUTER, CARD FILE, ETC.)? WHAT | NFORVATION IS
CONTAI NED ON EACH | NVATE/ PATI ENT?

5. DETERM NE THE FORMAT (HOW THE VARIQUS FORMS |N THE RECORD
ARE ORGANI ZED) FOR MEDI CAL RECORDS | N YOUR FACILITY. FIND
THE PROCEDURE THAT LISTS THE REQU RED ORDER FOR THE VARI QUS
FORVES.



6. LOCATE A SAMPLE OF THE QUTGUI DES USED | N YOUR CORRECTI ONAL
FACI LI TY. NOTE WHAT | NFORVATI ON MUST BE COVPLETED BEFORE A
RECORD | S REMOVED FROM THE FI LES.

ENTED MEDICAL RECORDS

1. OBTAIN SAMPLE COPIES OF THE VAR QUS FORMS USED IN THE
DOCUMENTATI ON OF HEALTH CARE I N YOUR FACI LI TY.

CONFIDENTIALITY

8. OBTAIN ACOPY OF YOUR FACILITY POLI CY AND PROCEDURE
CONCERNI NG CONFI DENTI ALI TY AND TRANSFER OF | NFORMATI ON.

TRANSFER OF INFORMATION

9. OBTAIN COPIES OF FORVMS USED IN TRANSFERRI NG MEDI CAL
| NFORVATI ON ON | NVATES.



LECTURE GUIDE: INTRODUCTION

INTRODUCTION

THE RECORD

"who, what, when, where, why and how of patient care"

HEALTH RECORD VS. MEDICAL, RECORD

Heal th record:

Medi cal Record:

PRIMARY PURPOSE

Primary Purpose:



USES

Per sonal Use:

| npersonal use:

HOW RECORDS ARE USED

PATI ENT CARE MANAGEMENT:

*

QUALITY REVIEW

FI NANCI AL REI MBURSEMENT

LEGAL AFFAI RS

EDUCATI ON

RESEARCH

PUBLI C HEALTH

PLANNI NG AND MARKETI NG



MEDICAL RECORD FORMAT

Source oriented

Advant ages:

D sadvant ages:

Probl em ien i cal Recor

Advant ages:

D sadvant ages:

More suitable for prison health care for the follow ng reasons
*clear, |ogical fornmat
*conmmuni cation too
*easi er abstracting of data
*continuing education and research

*protecting the legal interest



MANAGI NG THE RECORD SYSTEM
Sinple principles:



LECTURE GUIDE: HEALTH RECORD
SYSTEM OVERVI EW

INTRODUCTION

The nedical record systemis essential to all the nedical staff
to understand a patient's history, diagnosis and node of
treat nent.

The system should be designed and inplenented to

*

*

UNIT RECORDS
*a single health record
*reflects health status

*separate from confinenent file

| NMATE NUMBERI NG SYSTEM
Inmates are routinely assigned an identifying number.
*in state correctional health facilities:

*in the federal system

Nurmber assi gnnent/reassi gnnent:



SYSTEM FOR FI LI NG RECORDS

MASTER | NDEX

cross-reference:
*Inportant if records filed by nunber
*may be conputerized

*depends on access to conputer

Card file:
*Inmate' s nane
*date of birth
*identification nunber

*health record nunber

FI LI NG
NUMERI CAL FI LI NG

The identification nunber is used for filing in nost health care
setting.

*fewer errors

*growt h of files

*filing faster, nore efficient

*mnimal training for staff



ALPHABETI CAL FI LI NG

Filing al phabetically has many inconsistencies including
*hyphenat ed surnanes
*prefixes
*cultures wth nultiple nanmes
*religious titles

Al i ases:

FILI NG SUPPLIES AND EQUI PMENT

All forms created for an inmate should be filed in a folder.
*pressboard or nanila
*inpatient/outpatient

*inner dividers to separate forns

Bracket s:
*| ocation of brackets

*| oose forns not recommended

Label s:
*| ocation depends on equi pnent
*across top oron side
Filing equipnent:
*drawers vs. shel ves
*shel ves nore efficient
*shel ves take |ess space
*cabi nets nust allow space for drawers

*open shelves may be |ess secure



STANDARDI ZED FORMAT

The format of the record nmust be standardized to facilitate
communi cation between nenbers of the health staff according to
the Standards for Health Services in Correctional |nstitutlons.
Format refers to how the various forns of the nedical record are
or gani zed.

Based on the needs and requirenents

RECORD ORDER OF ASSEMBLY

LOCATI ON OF RECORDS

OUTGUI DES

An outguide or chart locator system allows all providers of care
to know where the nedical records are at all tinmnes.

*date

*I nmate nanme

*identification nunber

*| ocation where the record is being taken
*the person taking the record

Use :

RETENTI ON AND DESTRUCTI ON
*when an inmate is discharged, paroled, or transferred
*the inactive nmedical record is retained
*this can vary from state to State
*original formor mcrofilm

*central archive area



ABBREVIATIONS

Heal th care providers use abbreviations as a common practice when
docunenting in the nedical record.

*can becone confusing

*list of acceptable abbreviation for facility



O

CT I DE: LEM ORIENTED
D I CORD T H IQUES

REVIEW OF BASICS

The Problemoriented nedical record, comonly referred to as POWR
was introduced by Lawence L. Wed, MD in the late 1960's.

*ﬁrovjdes a systemc nethod of docunentation to reflect |ogica
thinking on the part of the physician or other health care
provider directing the care of the patient

*the physician/provider defines and follows each clinical problem
i ndividually and organi zes them for sol ution.

The POWR has four basic parts:

DATA BASE: a mninum set of data to be obtained on every patient

chi ef conpl ai nt

present illnesses _ _

patient profile (the patient's typical day) and rel ated
soci al data

past history and review of systens

Bhy3|cal exam nations of defined content

aseline |aboratory data

ook whE

PROBLEM LI ST: a formplaced in the front of the record.
Probl ems are anything that require managenent or diagnostic
wor kup
. medi ca
2. soci al
3. econom ¢
4. denographic problens, past or present

Problens are recorded at the level of the recorder's _
understanding of a particular problem Problem lists may contain
a statement of a synptom
an abnormal finding,
a phy5|olo?|c flndlng,
a specific diagnosis.

*Condi tions suspected orto be ruled out are not listed as
problens but are noted in the initial plan.

*Additions or changes are made in the [ist as new problens
are identified and active problenms resolved.

*Problens are not erased; they are nmarked dropped or
resolved and the date of the change recorded.

*Problens are titled and nunbered and serve as the table of
contents to the record.



INITIAL PLANS: describe what will be done to |learn nore about
the patient's condition, treat the condition, and educate the
patient about the condition.

Sﬁecific plans for each problem are delineated and fall into
three categories:
1. nore information for diagnosis (i.e. rule/out) and
managemnent
2. therapy (statenents of drugs, procedures, goals and
contingency plans)
3. patient education

Pl ans are nunbered corresponding to the problem which they
address.

PROGRESS NOTES:  The followup for each problem

*Each note is preceded by the nunmber and title of the
apProprlate probl em and may consist of any or all of the
followi ng el enents:

1. subjective (synptonatic)

2. objective (measurable, observable)

3. assessnent (interpretation or inpression of current
condi tion)

4. plan statenents

*This becones the acronym SOAP and witing progress notes in
the POVR format is often called "soaping".

*The enphasis is on unresol ved problens.

FLOW SHEETS nay be used in situations in which there are severa
factors being nonitored or when the patient's condition is
changing rapidly. (These are in addition to the narrative notes
to describe the patient's progress.)

DI SCHARGE SUMVARY and TRANSFER NOTE are included in the progress
note category. These should address all the problem numbers on a
patient's list.

Dr. \Weed recommended that other forms: physician's orders,
consultants reports, nurses' notes, be in the problem oriented
style with reference to titled and nunbered problens.



TEN COMMANDMENTS OF HEALTH RECORD

CONTENT

1. Al entries, including dates and signatures, should be
legibly witten.

2. Al'l entries should be signed with name and title. Do not
sign the entry of another unless it is a countersignature.

3. Al'l entries should be dated and tined with conplete dates:
mont h/ day/year with tinme specified as a.m or p.m or in 24-
hour notations (0900, 1115, 2300)

4, Al entries should be made in ink (never in pencil) or
typed. Black ink photocopies nost |egibly.

5. Do not |eave blank space for another to fill in,
particularly above a signature.

6. Never obliterate an entry by inking it out or by using a
liquid erasure or correction fluid. To make a correction in
a record, draw a single line through the error, wite
"ERROR' in the margin, date and sign.

7. Avoi d using abbreviations unless they appear on an approved
abbreviation |ist.

8. Document pronptly, conpletely and accurately.

9. Avoi d inconsistent and contradictory entries.

10. Refrain from including personal comrents about the patient.

WHAT TO PUT I N THE CHART--AND WHAT TO
LEAVE OUT

The follow ng "Do"and Don'ts" will help make the patient's
medi cal record a better |egal docunent.

Do document patient behavior, especially non-conpliant
behavi or.

Don't get personal.

Do use quotes.

Don't advertise incident reports in the chart.

Don't use the chart to settle disputes orassign blane.
Do make neat, legible entries.

Don't try to keep secrets.



CONTENT OF THE OUTPATIENT RECORD
Three Basic Parts:

1) information obtained on reception into the prison system
and/or at admssion to a specific correctional facility

2) information docunented during confinenment

3) information collected for discharge or transfer

PART 1 (ON ADMISSION TO A SYSTEM OR
FACILITY)

| DENTI FYI NG | NFORVATI ON
*I nnmat e nane
*Identification nunber
*date of birth
*sex
Q hers
*soci al security nunber
*marital status
*race
*nane and address of next of kin
*name and address of who to notify in case of energency

MEDI CAL HI STCRY: used to evaluate the health status of the
inmate on arrival and prior to housing himher within the genera
prison popul ati on.

*determne if the inmate has a conmuni cabl e disease
*injuries or conditions that may require inmediate medica
attention.

It routinely includes:
*personal history of past and current nedical, mental and
dental conditions
*hospitalizations
*al lergies
*current nedications
*substance abuse history

The form nust be signed and dated by the health care provider who
conpletes the initial screening and nedical history forns.

MEDI CAL/ PHYSI CAL  EXAM NATION: to docunent the findings of the
medi cal or physical exam nation.

It routinely includes:
*hei ght, wei ght _ _
*tenperature, pulse, respiration



*bl ood pressure

*general appearance of inmate

*results oftests for communi cabl e di seases
*disabilities/work limtations

*identifying marks (scars, tatoos, deformties)
*assessnents (nmedical, social, nutritional)

The physical exam nation form should be designed to neet the
needs of the facility. The form nust be signed and dated by the
health care provider who perforns the exam nation

The identifying information, Medical H story and Physical

Exam nation along with any laboratory tests beconme the |nitial
Data Base  The objective of the initial data base is to build a
foundation from which problens can be identified.

The data to be gathered is defined in advance and it becones
possible to obtain the same data on every resident entering your
prison system Data precisely defined by printed forns and
gui del ines can be collected by a variety of personnel

Initial Plans may include gathering nore information, diagnostic
wor kups, treatnent, follow care and patient education. Each

problem requires a seParate plan except if the management is the
same for several problens.

PHOTOGRAPH: While not routine, it is recomended.
*assures that the inmate who presents for treatnent or
medi cation is who s/he says s/he is.
*useful to escorting correctional officer or health care
provider on transporting inmates to off-site treatnent
*docunments physical condition on arrival (mark on print
inmate name, 1dentification nunber, date)

There should be a witten policy and procedures concerning

phot ogr aphi ng of inmates.

PART 2 (DURING CONFINEMENT IN THE
CORRECTIONAL FACILIT

PROBLEM LI ST: a form containing nunbered problens, diagnoses, or
conditions affecting the patient's health status. Includes

*past conditions that have been treated and date resol ved

*chronic conditions

*new problens are added to the list as they devel op
Format may varY fromone facility to another, but basic
conponent s include

*probl em nunber

*date problem ordiagnosis was identified

*name of the problem or diagnosis

*date resol ved



There may be acute or tenporary problem sections as well as
chronic problens.

It should be the top nost formin the record to be accessible to
all health care providers and printed on heavy paper to wthstand
frequent handling. The problemlist serves as an index to the
medi cal record.

Problems are identified by members of the health care team and
listed at the level of his/her understanding. Recognizing a
nmedi cal problem may be on one of four |evels:

1. synmptom or physical finding (back pain, wheezing,

shortness of breath

2. aegg[?al | aboratory findings (abnornal CBC, positive

3. physiologic findings (congestive heart failure)

4, diagnosis (diabetes nellitus)

"Rule outs" or questionable diagnoses do not belong on the
problem list. They belong in the Initial Plan or In the Plan in
the "P" of the progress note.

Psychiatric and social problens of the inmate should be entered
on the list in a clearly stated manner. |f the nmental health
program of the prison is separate from the mnedi cal services, both
the medical and nental health record should have the sane Probl em
List attached to each.

Wien problens are further diagnosed or resolved, the problem |ist
is amended with a dated arrow

The problem list nust be reviewed by the health care professiona
each tinme the nedical record is opened.

PROGRESS NOTES/ TREATMENT RECCRD: a form designed to be used with
the problem |ist providing space for recording the date, tineg,
progllem nunber, problemtitle, and the SSOAP. of the inmate's
probl em

Continuing problens use an existing number from the problem Iist
while new conditions are assigned a new nunber on the problem
list before the new condition is "soaped".

Soapi ng i ncl udes: _
Subjective: the patient's synptons and conplaints are
recorded as the infornmation is provided by the patient,
custody, friends and famly

Objective: information gathered by the health care provider
by exam ning the patient, recording vital signs and
docunenting physical findings, l|aboratory and x-ray results.



Assessment: after evaluation of the subjective and
objective information, a diagnosis or nedical inpression is
recorded. This explains the significance of the subjective
and objective data and what the health professional thinks
about probl em nanagenent . It should lead to the formulation
of the plan.

Pl an: recordings of treatnment, patient education and
instructions for recommended followup. In this area
information is docunented as to when the patient is to
return and what synptons to be aware of that require foll ow
up visits. A further progress note can be nmade if the

i nmate does not return for treatnent.

Medi cal prescriptions nust be carefully docunented as to
nane of drug, dose or strength, time schedule, route of

adm ni stration and anmount prescribed. |f nedication wll be
adm ni stered one dose at a time in the "pill line" or

equi valent, the record nust indicate.

The plan indicates the need for nore information such as
additional lab tests.

A problem |ist and "soaped" progress notes allow the tracking of
probl ens through the docunentation

It is essential that all SOAP notes be legibly witten, dated,
timed and signed.

NERL%?TION RECORD:  Medi cations can be provided by one of two

met hods:
*medi cations are prescribed and a supply provided the inmate
pat i ent | o o
*controlled or restricted nedications are distributed one
dose at a tine.

The nedication entry on the progress note/treatnment record shoul d
indicate that the inmate was provided with the medication or that
it isa "pill line" nedication

Pill line medication records can vary, but all contain space for
recording nonth and year
name of medication
dosage
frequency
tine to be ?iven
nane of health care provider who prescribed the nedication
31 pre-nunbered colums to correspond with days of the nonth
space initials of those who dispense nedication and
space for signatures to correspond with the initials
other: space for allergies, legend as required



LABORATCRY/ X- RAY/ DI AGNOSTI C STUDIES:  Forns used for ordering
tests and studies should be dated wth the date ordered and then
dated and signed by the person who performed the test or
interpreted the x-ray and reported the results. Half size or
smal ler order fornms can be affixed to a standard size sheet.

Studi es done outside the correctional facility should be reviewed
and countersigned by the correctional health staff prior to
filing the reports to assure that the results have been reviewed.

FLOW SHEET: Data on a particular diagnosis, treatnent or

| aboratory test results can be tracked on a flow sheet. It
al l ows easier conparison of data and save time in searching a
medical record to find itens recorded on separate forms.
Intervals of observation can be docunented using a flow sheet.

Fl ow sheets can track dental exans, chest x-rays, pre-natal care
etc.

Any significant information in the flow chart should be indicated
in the objective part of the Progress Notes nor any problem they
effect either by copying the finding in the note or sinply by
"see flow chart".

Fl ow sheets require a legend if abbreviations are used. Entries
shoul d be dated, legible and if initials are used, a place for
signatures provided.

| MMUNI ZATI ON RECORD:  This may be a separate form or conbi ned
with the initial treatment. Sone facilities print the

I mmuni zation form on heavier weight paper and it serves as a
divider in the record.

It is easier to track a long terminmate on a separate form

Dates of immunization nmust be witten legibly and the staff

menber who immunized the inmate nust sign or initial the entry.

If initials are used, there nust be a signature to correlate wth
the initials on the form

CONSULTATI ONS/ OFF SI TE REFERRALS: a formis needed to advise off
site health care providers of the reason an innmate is referred.
The form should provide space at the top for the on-site health
care provider to docunment the inmate's current synptoms, current
nedi cations, treatnent, reason for referral. The bottom hal f of
the form should allow for docunentation such as the [physica
findings, results of l|aboratory tests/x-rays if done and
treatment made by the off-site consultant and recommendations for
further treatnent. The information is needed to provide
continued care when the inmate returns to confinenent.

The referral form can also be used for non-acute needs such as
eye, hearing or dental exam nations.



The consul tation formshould be conpleted, dated and signed by

the correctional health care provider and conpl eted and si gned by

the off site consultant provider as well. A copy of the form

?hou,d be filed in the inmate's health record at the correctiona
acility.

DENTAL RECORDS:  Dental records should be filed as part of the
unit health record. Each entry should be legibly witten, ‘dated
and signed. Dental records routinely include a chart of the
teeth and may al so include an envelope for filing all dental
docunent ati on.

EYE/ HEARI NG EXAM NATI ONS:  Special forms are routinely used for
eye exam nations, prescriptions for eyeglasses and for hearing
tests. Entries should be legible, dated and signed by the health
Brofe55|onal examning the eyes or hearing. These forns shoul d

e filed as part of the unit record. If these exam nations are
done off site, pertinent information should be available to
include in the inmate's health record.

SURG CAL AND PATHOLOGY REPORTS: when outpatient surgery is done,
docurment : _

type of |ocal anesthesia used

description of the procedure

required follow up _ _ _
Ti ssue renoved should be referred for pathol ogical exam nation
and the report should be filed in with the unit record.

All entries must be legibly witten, dated and signed.

M SCELLANEQUS:.  additional forms may be included in the health-
record (Exanple: nmental health, restriction, special treatnent,
speci al diet

PART 3 (DISCHARGE OR TRANSFER SUMMARY)

Several forns can be used to document an innate's health
condition on leaving confinenent after serving a sentence or on
transfer to another correctional facility. Basic information
i ncl ude:

chronic illness or handicap

al l ergies

restrictions

current medications

need and reason for on-going treatnent

Further information will be given when we discuss transfer of the
I nmat e/ patient.



A SUMMARY OF THE TECHNICAL PROCESS

As an offender enters a prison,
attenpts to record the inportant,

i mportant, events which occur

a paper trail is created which
~and sonetimes, not so
during his incarceration. There

are elenents in that trail which can be identified with the four
basi ¢ conponents of the POWVR as shown:

CORRECT| ONAL DATA BASE

Adm ssi on_and | nt ake

-gathers information to assess
the offender's background,
education, enploynent history
and attitudes

-nax be collected by general
starf under supervision of
trained correctional staff
-includes a nmental assessnent

Pl acenent and Wrk
C assification

- devel opi ng additiona

i nformation by extending
testing and screening

-deci sion maki ng process for
devel opnent of correctiona
program for offender

Assionnent to Prison Program

-devel oping a program for each
of f ender

-shared witten and oral
presentations by staff teams
for educati onal, vocationa

and work assignnents

-devel oped by correctiona

prof essi onal s

VEDI CAL DATA BASE
Initial Data Base

-col l ects standardi zed health
i nformation on each prisoner

-includes history, physica
exam nation, |aboratory tests,
etc.

-col l ected by nmenbers of the
health care team

Probl em

-lists of prisoner's health
probl ens

-indexes the medical record by
titlin%, nunbering, and dating
identified problens

-provi des perspective on past,
present, and possible future
probl ens

-devel oped by all health care
t eam nmenbers

-clarifies communication anong
the health care team

[nitial Plan

-devel oping a plan for
resolving 1dentified problens

-includes probl em number, and
course of action for the
probl em



CORRECTI ONAL

Revi ew and Assessnent for
Rel ease

-continuous eval uation of

of fender's progress in program
-devel oping liaison wth
community resources to devise
rel ease program

-assessnent of the capability
of the offender and the
comunity to accept his return
to society

11

MEDICAL

Progress Notes

-details the followup of the
probl em

-always identified by the
nunber or letter originally
assi gned

-includes four parts:

Subj ective--data obtained from
the patient, friends, custody'
(bj ective--clinical and

| aboratory findings
Assessnent - - appral sal based on
subj ective and objective data
Plan of Managenent--treatment,
patient eduction, and if

i ndi cated, further devel opnent
of information



FROM

Correctional Health Care Program Resource Manual
PROBLEM ORI ENTED MEDI CAL RECORD | N CORRECTI ONAL HEALTH CARE

M chi gan Departnent of Corrections
Ofice of Health Care

PRACTICE EXAMPLES

Problem List_and Initial Plan.

Using the following case history, develop a Problem List and Initial
Plan from your own level of understanding. After completing all practice

examples, see suggested solutions.

Case History:
A newly arrived resident is a 24-year old black male complaining of
"skin problems™ for 4 - 5 years and not feeling well for three weeks.

He had the usual childhood diseases with no complications, but had
always been a""different” boy. He was hospitalized for six months when
he was 18 for a "nervous breakdown™. There have been no emotional
problems since then, but he has often felt people "bugged" him and he
preferred his own company. Three weeks ago he spent 5 days in bed because
of an attack of weakness, muscle pains, fever, and discomfort in the upper
abdomen. He had no appetite and ate practically nothing during that
period. At present he does not feel entirely well, but his appetite is
better.

He is one of five siblings. His father disappeared-when he was
three and his mother works sporadically as a domestic. He speaks of
her only as a large woman with white hair. Two brothers are in prison,
one sister is in a mental hospital, and one sister is reported as well

and happily married.

On physical examination he appeared withdrawn and smiled briefly
several times for no apparent reason. There was no evidence of recent
weight loss. Temperature was 98.8, pulse was 74, regular, BP 165/94,
respirations 12. He is 170 inches tall and weighs 155 pounds. Sclerae
were slightly yellow. Many teeth had cavities and the gums were spongy
and friable. Tonsils were enlarged but did not appear infected. Skin
examination revealed irregular, rounded areas, elevated, red and covered
with white scales which easily flaked. These areas were on extensor
surfaces of forearms and across the upper abdomen. Examination of the
abdomen revealed a tender liver edge extending 1 1/2 finger breadths below

the costal margin. The rest of the physical exam revealed no abnormalities.



Mental Status Assessment: Resident was moderately withdrawn, oriented

as to person, time, and place. Smiled inappropriately several times and

did not speak spontaneously.

Positive Lab Findings: Serum bilirubin 6 mg/dl
SGPT 70 units

2. S.0.A.P. and the Problem List

Using the following case histories, construct a Problem List for
each case. Since both of these patients were originally seen on sick
call, you must S.0.A.P. the encounters, identify problems, and list

them. (Remember, there is more than one encounter in each case.)

Case A:

June 1, 1977. A 25-year old white male appearing well nourished
and in generally good health complains of a sudden onset of severe frontal
headache of four hours duration. The headache is described as "bursting"
and "intolerable.” There is no history of previous headaches. At the
onset of the headache, his side vision became impaired. It was as

though "horse-blinders'" had been put on him.

Positive finding on physical examination: loss of bi-temporal

vision on confrontation by moving fingers.

Initial Impression:

1. Ruptured cerebral aneurysm, near optic chiasm. Plan: Emergency

consult with neurosurgeon. Spinal tap.

Progress Notes: 6/2/78

Spinal tap yielded moderately bloody fluid at 250 mm H,0 pressure.

Spinal tap repeated four hours later by a neurosurgeon showed grossly
bloody fluid. A cerebral angiogram revealed several '"berry aneurysms"
with evidence of leakage in area of optic chiasm. Initial diagnostic

impression was confirmed.

Emergency craniotomy discovered a ruptured aneurysm of the anterior
communicating cerebral artery. This vessel was tied off, and the

operative wound closed. Patient recovered uneventfully.



Case B:
June 1, 1977. A 40-year old male complains of chills, fever,
muscle aches, general weakness, and shortness of breath for four days
duration. Significant findings on physical examination: ill-appearing
male, profusely perspiring, with no evidence of recent weight loss.
Temperature 102.8, pulse 124, regular. There is a blowing grade 1V
diastolic murmur which extends throughout diastole. There are slightly increase
crepitations throughout lung fields and splinter hemorrhages in several
fingernail beds. Several recent needle marks are seen in the skin in

the antecubital fossa.

Initial Impression:

Bacteremia, caused by self-administered intravenous intro-
duction of an unknown substance.
2. Mycotic involvement of pulmonary valves

3. Bacterial pneumonitis, diffuse.

1. Blood culture with sensitivities to antibiotics.
2. Chest film.
3. ECG.

Initial Lab Reports:

1. Blood culture: many colonies of short chain gram positive
cocci, sensitive to Ampicillen.

2. Chest film: fullness of right cardiac border, diffuse areas
of infiltration of lung fields.

3. ECG: right heart strain.

Diagnosis:
1. Bacteremia, caused by contamination, self-administered injection
of unknown substance.
2. Mycotic involvement of pulmonary valves.
3. Pneumonitis, patchy, bacterial.

4. Mild/moderate rightsided congestive failure.

Treatment:
1. Admit to infirmary, close observation (possible rupture of a

pulmonary valve).



2. Ampicillen, 500 mg, q.i.d.

3. Thiazide diuretics.

Excerpts of Progress Notes:

July 1, 1977. Shortness of breath on exertion. Bacteremia and

pneumonitis definitely cleared. Heart murmur unchanged. Cardiac
silhouette by x-ray shows prominence of right heart border. Hilar

congestion.
Venous pressure 80 mm H,0.
ECG shows definite right ventricular hypertrophy.

Treatment: Digitalize. Change thiazide to mercurial diuretics.

Low salt diet.

January 2, 1978. Shortness of breath climbing flight of stairs.

Evaluation by cardiac function study group at University of Washington
Medical Center yields recommendation for open heart surgery and

transplant of porcine heterograph.

March 1. 1978 Open heart surgery as recommended by Cardiac Study

Group.

May 25, 1978. Clinically well. ECG continues to show evidence of

right ventricular hypertrophy.

Plan: See prison physician once a month. No medication. No

restrictive activities. Check back in six months.



LECTURE GUI DE: CONFIDENTIALITY OF
MEDICAL RECORDS

| NTRODUCTI ON

The mai ntenance of patient confidentiality has both an ethica
and |l egal basis. Information provided by an inmate to health
care professionals or information obtained by exam nation or test
results must be regarded as confidential and the inmate nust be
assured that the information is confidential

The courts acknow edge that there are some exceptions to
confidentiality

*required by Iaw

*necessary to protect welfare

NCCHC Standards require that medical records be stored in 'the
prison

*under secure conditions
*separate from confinement records
*controlled access

Patients should be protected from disclosure of certain
confidences entrusted to a practitioner during a course of
treatment. The confidential relationship that exists between
d?ptpr_and patient extends to inmate-patient and their
clinicians.

V ER

CONFIDENTIAL SUS NON-CONFIDENTIAL,
HEALTH INFORMATION

CONFI DENTI AL:

NON- CONFI DENTI AL:



OWNERSHI P
Physi cal property of the facility

Medi cal records should not be renoved froma facility except in
accordance with institutional or jurisdictional policies.

Confidential information belongs to the patient.
A ATl ON FOR
C Tl AL

RELEASE OF
A | NFORMATI

ut
ON ON

The inmate/patient shall authorize in witing the rel ease of
medi cal records and information for the transfer outside the
correctional system unless otherw se provided by |aw or

adm ni strative regulation.

*aut horization for release of information when information
is being requested by an off site person oragency

*general authorizations are discouraged

EXCEPTI ONS FOR AUTHORI ZATI ONS

*required by law or to protect welfare of individual or
comuni ty

*court orders, subpoenas, statutes

Wen a patient is referred to another health care facility or
health care provider for continued health care.

*understood that confidentiality will be maintained
*continuity of patient care and treatnent

*original records should not be renoved

Specific release of information is not required for research
egucat%ondand qual ity assurance activities when patient is not
identifie

PATI ENT ACCESS TO HEALTH RECORDS

Procedures vary from state to state on how and when a patient can
see or obtain copies of the health record.



Wlliam Paul Isele, J.D., author of Health Care In Jails:..
wites that it should make no difference that the patient is
confined. The principles of open and honest communication with
one's_phg5|0|an apﬁly equally to all patients and it is _
concei vabl e that the physician may have to protect his patient's
confidentiality fromdisclosure to confinenent personnel if they
have no legitimate reason to see the patient's records.
Exceptions to the above include

*conmmuni cabl e di sease

*condition could endanger the welfare of inmate

*statutory directive to report

| NMATE AS EMPLOYEE
Only carefully selected inmates shall be utilized to work in the
hospital and then only in assignments of mninmal responsibility
subject to close supervision
*preclude inmate from gaining access to information
*protect inmate from being subjected to threat
Inmates may not be assigned where they will have access to
medi cal records, including copies of mnedical records and
docunents which wll becomes part of the nedical record.
NCCHC standards state the use of inmates in health care delivery
*frequently violates state |aws
*Iinvites litigation
*brings discredit to the correctional health care field
*gives the innates unwarranted power over their peers

I nmat es shoul d not be enployed in areas where they may have
access to confidential health information



(OPTIONAL HANDOUT CONFIDENTIALITY) 4
POLI CI ES AND PROCEDURES

CONFI DENTI ALI TY OF PATI ENT HEALTH | NFORVATION: A POSI Tl ON
STATEMENT OF THE AMERI CAN MEDI CAL RECORD ASSOCI ATI ON, publlshed
1985.

MODEL POLI CY OF THE AMVERI CAN MEDI CAL RECORD ASSCOCI ATI ON

_ *All requests for health records of health information
i ncluding requests for information on Patlents currently under
treatment shall be directed to the health record departnent.

*Rel ease of information from the health record shall be
carried out in accordance with all applicable Ilegal, accrediting,
and regul atory agency requirenents, and in accordance wWth
witten institutional policy.

* All information contained in the health record is
confidential and the release of information will be closely
controlled. A properly conpleted and signed authorization is
required for release of all health information except:

-as required by |aw

-rel ease to another health care provider currently involved

in the care of the patient’

-medi cal care evaluation; or

-research and education in accordance with conditions

specified bel ow

*In keeping with the tenet of infornmed consent, a properly
| eted and signed authorization to rel ease pat|ent i nfornmation
sh | include at |east the follow ng data:
-nane of institution that is to release the information
-name of individual or institution that is to receive the
i nformation
-patient's full nane, address and date of birth
- purpose or need for information;
-extent or nature of information to be release, wth
i nclusive dates of treatnent
(NOTE:  An authorization specifying "any and all
information...." shall not be honored);
-speci fic date, event or condition upon which the
authorization will expire unless revoked earlier;
-statenment that authorization can be revoked but not
;etrﬁactive to the release of information nmade in good
aith;
-date that consent is signed;
(NOTE:  Dpate of signature nmust be later than the date
of information to be rel eased)
-signature of patient or |legal representative
(NOTE:  in the case of treatnent given a mnor without
parental know edge, the institution shall refrain from
rel easing the portion of the record relevant to this



epi sode of carewhen responding to a request for
information for which the signed authorizations ithat
of the parent or guardian. an authorization by the
mnor shall be required in this instance.)

*Information released to authorized individual s/agencies
shall be strictly limted to that information required to fulfil
the purpose stated on the authorization. Authorizations
specifying "any and all information..." or other such broadly
inclusive statements shall not be honored. Release of
information that is not essential to the stated purpose of the
request is specifically prohibited.

*Foll owi ng authorized release of patient information, the
signed aut horization wll be retained in the health record with
notation of the specific information released, the date of the
rel ease and the signature of the individual who released the
I nformati on.

*Health records shall be available for use within the
facility for direct patient care bX all authorized personnel as
specified by the chief executive officer and documented in a
policy manual .

*Direct access to health records for routine admnistrative
functions, including billing, shall not be permtted except where
the enployees are instructed in policies on confidentiality and
subject to penalties arisin% from viol ati ons.

*Health records shall be available, in the health record
department, to authorized students enrolled in educationa
prograns affiliated with the institution. Students nust present
proper identification and witten permssion of the instructor
with their request. Data conpiled in educational studies maynot
i nclude patient identity or other information which could
identify the patient.

*Heal th records shall be nade available for research to
i ndi vidual s who have obtained approval for their research _
projects from an institutional review board, or other appropriate
medi cal staff conmttee, admnistrator, or other designated
authority. Research projects which involve use of health records
shall be conducted in accordance with institutional policies on
the use of health records for research. Any research project
which involves contact of the patient by the researcher nust have
witten Eernission of the patient’s attending physician, and/or
by the chief executive officer of the facility or his designee,
prior to contact. An institutional policy on use of medica
records in research should guide these activities.
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*If facsimles of health records are provided to authorized
internal users, the same controls wll be-applied for return of
these facsimles as for the return of the original health record.
Wherever possible, internal users wi 11 be encouraged to use the
original health record rather than to obtain a facsimle

*The names, addresses, dates of adm ssion or discharge of
patients shall not be released to the new nmedia or commercia
organi zations w thout the express witten consent of the patient
or his authorized agent.

*Requests for health information received via tel ephone wll
require proper identification and verification to assure that the
requesting party is entitled to receive such information. A
record a the request and information released wll be kept.



GUIDE: TRANSFER OF’® THE
/PATIENT

TRANSFER FOR ACUTE HOSPI TAL CARE

NCCHC STANDARDS: “"require that summaries or copies of the health
record be routinely sent to the receiving agency either
before or at the sane time as the inmate".

"Witten authorization by the inmate is required for the
transfer outside the correctional system of medical records
and information, unless othervise provided by |aw or
admnistrative regulation.”

WHAT TO SEND:  Portions of the medical record that relate to the

needed off site treatnment should be copied and transferred wth

the inmate patient.
*history
*physi ca
*lab and x-ray
*current medications
*consul tation reports
METHCDS.  copi es shoul d be:
*seal ed envel ope
*addressed to facility
*acconpanying officer not to have access
*Inmate's authorization nay or may not be required

IN RETURN:  The off-site hospital where the inmate patient

receives nedical or surgical care nust be held responsible for

providing information concerning its health care services.
*Information forwarded to correctional facility
*rel evant copies of hospital record

*if copies not provided, correctional health officer
contacts nedical record departnment off-site



TRANSFER FOR OTHER OFF--SITE CARE

INTRO O her exam nations such as hearing tests, eye
exam nations, dental care, physical therapy, etc. my not
provided on site at the correctional facility or the
correctional health care providers will need consultation
with an off-site medical specialist.

VHAT TO SEND: when inmates are transported off site
*relevant portions of health record

*seal ed envel ope

*addressed to off-site provider

*acconpanying officer not to have access

*Inmate's authorization nay or may not be required

CONSULTATION FORM  The use of a consultation form for off-site
care 1Is recomended.

*form assures docunentation available on return of innate
*top of form can outline current problem

*pbottom can be used by consultant for docunentation

TO ANOTHER CORRECTI ONAL

m T
>

Wthin the federal prison system the entire original nedica
record is transferred with the inmate when s/he is sent to
another federal institution

*ngginal record is transported by a federal correctiona
of ficer

*signed authorization is not required

State

In virtually all state departnents of correction, the policies
and procedures provide for the entire original health record to
be sent with the inmate when s/he is transferred to another
facility within the state's system

*original record is transported by a correctional officer
*signed authorization is not required



City/ County

The entire health record is NOT copied nor-is the origina

record

transferred with the inmate on transfer froma city or county

jail

to a federal or state prison.
*sunmary of relevant portions

*the summary shoul d incl ude:

*medi cal history

*| atest physical exam findings
*pertinent |aboratory and x-ray results
*i muni zation record

*current health status

*current level of activity

*list of medical problens

*current medications

*anticipated future health care needs

*phot ocopi es

*aut hori zati on



NEED FOR | MMEDI ATE CARE

An inmate may be in need of imediate followup care upon arriva
at a receiving facility.

*l ong standing, chronic problens
*acute, short term problens

FORM | NVATE REQUI RES | MVEDI ATE HEALTH CARE
*I ncl udes:

*patient nane

*date of birth

*date of transfer

*medi cal condition requiring inmrediate attention
*sunmmary i nfornation

*time frane

*signature of health care provider

CONFI DENTI ALI TY DURI NG TRANSPORT
The record MJST be transported in a confidential nmanner. |t does
not matter if transfer of the health record occurs at the tine
of, or before, or after inmate transfer

*seal ed envel ope

*addressed to health services unit

*transporting officer should not have access

*transporting officer may need t be aware of existing health
condition by information on a sinple form



FAX MACHI NES AND THE TRANSFER OF’
I NFORMATI ON

Security Probl ens:
*Interception over phone l|ines
*Information may be misdirected to a wong tel ephone nunber
*confidentiality after FAX is received

Cover Sheet provides protection of information

POLI CIES AND PROCEDURES
Witten policies and procedures governing the release of records
and information at the tinme of inmate transfer or discharge is
essential .

*authorization for release of information

*reviewed by |egal counse



TEST N

Cl RCLE THE APPROPRI ATE WORD:

1.

Records should be (SEPARATED FROM MERGED W TH) the
confinement file.

Al'l nedical records on one patient should be filed
( SEPARATELY/ TOGETHER) .

Access to records by authorized personnel is allowed but
access by other inmates is (DEN EDY ENCOURAGED) .

Docunent ati on shoul d be made of (MOST/ EVERY) encounters by
health care practitioners.

The nedical record should be reviewed _
(EVERY TI ME/ AS NECESSARY) when a patient is seen.

MULTI PLE CHO CE/ BEST ANSVER

6.

When you nust correct an entry, you shoul d

1. Qoliterate the entry and wite the new entry in its
pl ace

2. bliterate the entry and wite the new entry near by

3. Draw a single straight line through the entry so it
remains |legible and wite "disregard" nearby.

4, Hake a wavy line across the entire entry and wite
(']'lerror: in large capital letters next to it. Sign and
ate 1t.

SAMPLE PROGRESS NOTE: "Hgb of 10; x-ray shoved osteoporosis;
cellul ose acetate electrophoretic analysis of serunproteins

_shovcra]d ,)dysprot einema." \Wiat part of a SOAP progress note
IS this?

1. Subjective

2. (bjective

3. Assessnent

4.  Plans



SAMPLE PROGRESS NOTE:  "The patient has possible rheumatoid
arthritis." Wat part of a SOAP progress note is this?

1.  Subjective
(bj ective

Assessnent

Pl ans

The primary purpose of the nedical record:

communi cation between health care professionals
education of student nurses

quality review of patient follow up

B~ o N

research on a treatnent

exanpl e of personal use of the medical record

An

1. audit to review conpliance of charting POWR

2. quality review study for signature conpletion

3. records sent to innate's personal physician

4. study by medical school of abstracted records

Not one of the four basic conmponents of POWR

1. data base

2. operative report

3. problem |ist

4. initial plan

SAMPLE PROGRESS NOTE: "The patient conplains of pain in his
joints and his color is ashen." Wat part of a SOAP
progress not is this?

1. Subjective

2. (bjective

3. Assessnent
4

Pl ans



13.

14.

15.

16.

17.

Recommended file order for problemli st

1. after initial plan

2. after history and physica

3. first sheet in the record

4. prior to progress notes

Not a NCCHC standard for nedical record storage
controlled access to records

| ocked drawer files

separate from confinenment records

> L =

stored under secure conditions

Exception to maintenance of confidentiality occurs when
1. disclosure is required by |aw

2 inmate is discharged from prison

3. inmate’'s request is by next of kin

4, transfer to another facility

During transfer for off-site care, the record nust be

1. carried by the inmate

N

copied inits entirety

3. faxedearlier to the off-site facility

4, transported in a confidential nanner
Adescription of source oriented nedical records:
1. by data base

2. by patient care departments

3. by problem|ist

4. Dby treatnent



18.

19.

20.

21,

The definition for nedical records:

1.

2
3.
4

collection of progress notes
I mruni zation records
patient's past history and physical exam nation

who, what, when, where, why, how of patient care

Which of the follow ng does not belong a problem|ist

1
2
3.
4

CHF
D abet es

El evated bl ood pressure
R/ O ast hma

Application of a flow sheet

1
2
3.
4

di scharge note
identification information
rapid changes in patient's condition

surgical note

SAMPLE PROGRESS NOTE:  "Repeat fasting blood sugar.
Detician wll begi n patient education." What part of
SOAP note is this

1.

2
3.
4

Subj ective
(bj ective
Assessnent

Pl ans



22. through 25. Wite a problemoriented progress note on this
test sheet based on the follow ng infornation

The nurse sees a patient in the infirmary who reports he has
been spitting up blood and bl ood has been going down his
throat for two days. The patient has been using ice bags on
the back of the head and nose at all tines prior to
reporting to the infirmry.

Review of the medical record shows the patient to have
t hronbocyt openi a noted-as Problem #4 (the fina

problem on the problemlist. Further review shows the
patient is on heparin. On exam nation, the nurse notes
that there is bright red blood oozing continuously and
notes vital signs. Blood pressure: 142/116

Pul se: 88

The nurse decides to inform the physician about the
bl eeding and question the next heparin dosage. She
recommends the patient to continue the ice bags and
gives enotional support to the patient. She also
decides to continue to follow the blood pressure and
pul se of the patient.



