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WHAT’'S
WRONG
WITH
THIS
EHR NOTE?

——

Answer:

rtial statusiM  Last menses was 06/18/2008.
> Abortion O, Living 2

Patient is 54 years old. Pre-Term 0,

Gravida: 2, Para: Term 2,
og Injection

still is indented.
omplaints today.

Chief Complaint: 1. Kg_nal
complaints of LLQ Incision
Patient does not have any compiaii=>
Additional complaints: Kenalog injection.

o BP Diastollo_HeightIn__ Weight Lb
TempF__ Pulse _ Resp Rate il;’; stollo = 66.00 158.00

76

Physical Exam:
General:

Tanner Stage: V.
The skin was normal, no acne, rashes, or masses.

The eyes are normal, nonicteric or no conjunctivitis. »
The ear, nose and throat were normal, no nasal congestion or pharyngitis.

The thyroid was normal and palpable, not enlarged, no masses were found.

The chest was normal, no pectus, scholiosis/kyphosis, or tenderness.

The lungs were normal, no decreased breath sounds, rales, rhonchi, or wheezing.

The heart was normal, no arrhythmia, murmur, or abnormal sounds heard.

The back was normal, no CVA tenderness, scars, scollosis, or tenderness.

The abdomen examination found scar(s) and LUQ Indented scar and injected with 3 cc of Kenalog and local mixed.

The extremities were normal, no edema, varicosities, arthritic deformity, or tenderness.

The neurologic assessment was normal, no disorientation, memory deficit, motor deficit, sensory deficit.

The right/left breast inspection was normal, no edema, dimpling, scar(s) or skin lesion.

The right/left breast palpaltion exam was normal, no fibrocyctic changes, mass(es), pitting, tenderness or thickening.

The right/left nipple was normal, no discharge, or erythema

The right/left lymph nodes are normal, no tenderness and not enlarged

Assessment:

1. KELOID SCAR

Time spent with patient was 5 minutes
Plan: Scar injected with steroid and loc:
Follow up;

Follow up for new complaints today: 1 month

al; will reck in one mo. Consider Restylane if continued indented scar.

The note says “time spent with patient was 5 minutes,” and yet during this brief time, a complete
examination—including Tanner staging (of a 54-year-old), breast examination, node examination and

neurologic examination—was done and documented.

Learning points:

This is a poster child for a
templated EHR note and COPIC
sees many degrees of this issue.
Similarly, “copy and paste”
functions can lead to voluminous
documentation of evaluations/
examinations that were never done.
Additional observations include:

1. Billing and coding can be based
on the documentation of an
encounter. Payers may be quick
to deny payment when it is
apparent that the documentation
is untrue. Furthermore, systems
may be subject to extrapolation
of such denials of payments

from CMS, which can result
in enormous reductions in
payments.

. When adverse outcomes do
arise, one’s credibility may be
seriously undermined with such
notes.

. The true cost of inaccurate and
“word salad” documentation is
that the signal gets lost in the
noise. How does one determine
what the important finding is
or the important differential
diagnosis, when that information
is buried in lines of text?

What to do?

Despite the concerns that this issue
is “everywhere, or everyone does
it,” clinicians and the organizations
they work in would be wise to
develop policies of appropriate use
of copy and paste and templates
as time-saving functions. This may
include consequences

for noncompliance

if we want to move

toward more accurate

and useful clinical

records.
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