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Together We’re Stronger 

Purpose:  Communicate & Record 

• Condition 
– Signs, Symptoms, Diagnostic Results 

• Interventions 
• Responses 
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Wellness 
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Other Uses of Documentation 

• Billing 
• Medical Legal 

 



“There is no more difficult art to 
acquire than the art of observations, 

and for  some men it is quite as 
difficult to record an observation in 

brief and plain language.” 
…. Sir William Osler 
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Factors affecting note quality 

• Timeliness 
• Clarity 

– Telling the story  
• Synthesis of information  
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Timeliness 
• EMR permits delays 

– Notes started during rounds 
– Completed at night 

• Transcription takes time 
• Availability of preliminary notes 

– Erroneous or incomplete information & plans 
– Incorrect transcriptions 

 



Together We’re Stronger 

Story Telling: Narrative 

• Advantages 
– Descriptive 
– Synthesize especially assessment and plan 

• Large unbroken blocks of text 
– Must read all parts 
– Extraneous information 

• Transcription often required 
– Providers > 50 years old 
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Story Telling: Structured Documentation 
• Small & standardized doses facilitates communication 

– Airline pilot weather report or FHRT assessment 
• Quick to document 
• Quick to review 

• Check Boxes 
– HPI:  Great for billing, hard to read 
– ROS & PE:  “+” “-” 

• Large quantities difficult to synthesize 
• 13 point PE with multiple items per area 
• 20 item problem list 
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Scroll 
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Codex 
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Scroll 
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Synthesis of information 
• Is NOT 5 pages of labs/rads or all meds 
• Typically requires prose  

– Why is this the diagnosis? 
– Where others considered? 
– Current plans and alternatives 
– Counseling 

• HCC & Preventive Care 
– May make synthesis difficult 
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Communication Efficiencies 
• Encounter Summaries vs Notes 

– Document histories as reviewed, no need to 
populate into notes 

– Useful if on same EMR 
– Notes focused on Assessment and Plan 

• APSO 
– Allows supporting evidence to be at end of note 

• Double Column 
• Pictures 
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Copy & Paste; Copy Forward 
• Modify to reflect current condition and plans 
• Advantages 

– Easier to identify changes 
– Saves Time 
– Minimizes risk of forgetting important issues 

• Disadvantages 
– Propagation of erroneous information 
– Failure to update destroys the story 
– Note bloat 

• Considerations 
– Attribution to original author 
– Color coding when not changed 
– How much change is needed before it is considered original 
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Note Correction vs Addendum 
• Correction:  within body of note 

– Ideal for fixing erroneous information 
• Addendum:  at end of note 

– Ideal for updating course 
• Considerations 

– Restrict to note author? 
• Meta data changes, i.e. author, filing date 

– Display in active note 
– Audit trails 
– Forensic ROI 
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Maximal Tracking 
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Forensic ROI issues 
• Patient vs Encounter specific information 

– Information at time of visit 
• Full audit of all changes with attribution printed on 

notes 
• Sequencing knowledge acquisition 

– Faxed records 
• Printed vs computer formats 

– Orders 
– Nursing documentation 
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Note Quality Feedback 
• Typically lacking until trouble arises 

– Peer feedback rare 
– Native EMR tools lacking 

• Coders often discover issues 
• Possible Benefits 

– Refresher training in EMR tools 
– Mentoring 
– Requires a CMO willing to act 
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Progress Note Evaluation 
YES NO  NO:  Partially Copied NO Fully Copied. 

 • Vitals: non-cluttered, only ranges or pertinent values   
• Newly Written 

– Subjective 
– Physical 
– Assessment & Plan 

• New findings and plans are clearly evident  
• Internal discrepancies present/absent 
• Lab and imaging section non-cluttered, only pertinent 

results and interpretation 
• Synthesis of information into appropriate diff diagnosis 
• Comments 

 



“The value of experience is not in 
seeing much but in seeing wisely.” 

…. Sir William Osler 
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