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Chapter 6: Documentation

Chapter 6
Documentation
Unit Summary
Upon completion of this chapter and related course assignments, students will be able to discuss the purpose of thorough documentation of all aspects of the patient care report, including those applicable to the documentation of a patient’s refusal of care. Students will be able to explain legal implications associated with the patient care report. Students will be able to compare and contrast the handwritten report and the electronic report including composition of the narrative, standard data element collection, and other considerations specific to the type such as legibility, correction of errors, and professional presentation regarding spelling and use of medical terminology.  Students will be able to recognize elements and reporting requirements for documentation of transfer of care, multiple-casualty incidents, exposure situations, multiple-agency incidents, work-related injuries, interfacility transfers, and potential abuse or neglect cases.

National EMS Education Standard Competencies

Preparatory

Integrates comprehensive knowledge of the EMS system, safety/well-being of the paramedic, and medical/legal and ethical issues, which is intended to improve the health of EMS personnel, patients, and the community.

Documentation
• Recording patient findings (p 149)

• Principles of medical documentation and report writing (p 149)

Medical Terminology
Integrates comprehensive anatomic and medical terminology and abbreviations into written and oral communication with colleagues and other health care professionals.

Knowledge Objectives

1. Describe the purpose of documentation. (pp 151-152)

2. Identify the information required in a patient care report (PCR). (pp 153-154, 158-159, 163)

3. Explain the legal implications of the patient care report. (pp 149-150)

4. Discuss the implications of the Health Insurance Portability and Accountability Act of 1996 as they relate to documentation. (pp 150-151)

5. List standard items that must be documented for every emergency call. (pp 153, 163)

6. Discuss the process for documenting transfer of care, and special considerations surrounding documentation. (pp 154-158)

7. Discuss state and/or local special reporting requirements, including multiple-casualty incidents, exposure situations, involvement of other agencies, workplace injuries, interfacility transfers, and potential abuse or neglect. (pp 156-158)

8. Understand how to document refusal of care, including the legal implications. (pp 154-156)

9. Compare handwritten reporting with electronic reporting, and discuss the pros and cons of each. (pp 152-153, 154)

10. Discuss various types of formats for the narrative portion of the patient care report. (pp 158-160)

11. Discuss why it is important that documentation be accurate, legible, and professional. (pp 159-161)

12. Explain the procedure to follow should an error occur during or after creating a patient care report. (pp 161-162)

13. Discuss the consequences of intentional falsification of documentation. (pp 161-162)

14. Discuss the importance of being familiar with medical terminology. (pp 163-164)
Skills Objectives

1. Demonstrate completion of a patient care report. (pp 158-161)
Readings and Preparation

• Review all instructional materials including Chapter 6 of Nancy Caroline’s Emergency Care in the Streets, Seventh Edition, and all related presentation support materials.
• Remind students that some medical abbreviations are no longer recommended for use due to increased risk of misinterpretation and medical errors. Check with all local clinical sites for any guidelines they may have regarding use of abbreviations.
• Review the most current Joint Commission requirements for meeting the National Patient Safety Goal at http://www.jointcommission.org/assets/1/18/Official_Do_Not_Use_List_6_111.PDF.
• Remind students that in some special circumstances, especially ones in which the incident command system (ICS for mass-casualty incidents [MCIs], etc.) is in place, common terminology must be used. For a brief reading on common terminology in the ICS, visit the FEMA website at http://www.fema.gov/emergency/nims/ICSpopup.htm#item1.
• Direct students to the following web links:
· “Five Good Reasons for Better Documentation” by D.M. Wolfberg & S.R. Wirth: http://www.emsworld.com/article/10323583/five-good-reasons-for-better-ems-documentation

· “EMS Documentation: The Truth about Sticks and Stones” by D. Girot: http://www.ems1.com/ems-products/billing-administration/articles/312863-EMS-Documentation-The-Truth-About-Sticks-Stones/

· “Medical Report Writing Quality Improvement: Developing a Documentation Peer Review Program for the Seminole County Fire Department” by I. A. Mustafa (n.d.): http://www.usfa.fema.gov/pdf/efop/efo45391.pdf 

• Consider reading these articles ahead of time and summarizing for students or using for further discussion the issues surrounding additional reporting requirements and considerations for documentation.
· “Geriatric Abuse” by G. Friese & K. Collopy: http://www.emsworld.com/article/10319448/geriatric-abuse?page=5

· “EMS Providers Can Identify Child Abuse” by E. Clauss, L. Blair, & M. Meridith: http://www.jems.com/article/patient-care/ems-providers-can-identify-child-abuse

· “Domestic Violence: The Role of EMS Personnel” Guidelines by ACEP: http://www.acep.org/content.aspx?id=30152
Support Materials

• Lecture PowerPoint presentation

• Case Study PowerPoint presentation
• Copies of locally approved prehospital care report forms and refusal-of-treatment forms (minimum of one per student)

• Obtain a copy of your state’s EMS Information System Uniform Reporting Data Set for student review or be prepared to provide the website if it is available online.
• Obtain a copy of your state’s reporting requirements for EMS responses.
• Check with your state’s EMS regulatory agency to determine if they have a student use access for online reporting (eg South Carolina has student access for entering calls in the online reporting system).
• Be familiar with and able to provide the website address for the National EMS Information System: http://www.nemsis.org/
Enhancements

• Direct students to visit the companion website to Nancy Caroline’s Emergency Care in the Streets, Seventh Edition, at http://www.paramedic.emszone.com for online activities.
• If available, consider using the supplemental text, Patient Assessment Practice Scenarios, as material for generating calls for documentation. This will allow students to practice patient assessment in conjunction with documentation. Available from http://www.jblearning.com, the ISBN for this product is 978-0-7637-7820-0.

• Create your own scenario cards with pertinent information necessary for students to construct a patient care narrative.

• Refer students to the website for the National Emergency Medical Services for Children Data Analysis Resource Center for additional information on data collection to benefit research for pediatrics at http://www.nedarc.org/.
Content connections:  Remind students that all patient care interactions and EMS responses require documentation.  Students should be able to relate the information found in this chapter with every chapter in the text. Each chapter in the text will have documentation essentials that should be incorporated into their patient care report.  

Students should also be reminded that proper medical terminology is necessary to reflect compentency of the paramedic. For documentation of handwritten reports, legibility and spelling are also skills that should be practiced to ensure adequate interpretation of information.
Remind students that later chapters on geriatrics, pediatrics, and violence may have additional documentation requirements that may require further reporting needs. These should be noted as encountered throughout this chapter.
Cultural considerations:  Discuss cultural attitudes and behaviors that may be construed as child abuse and how this affects the need to document any situations that may present as potential abuse concerns.  

Various cultural and religious beliefs also may be reflected with issues such as medication compliance, alternative treatments, medical care for chronic illnesses, and receptivity for acute medical treatment. Any findings associated with the patient care encounter should be documented in the patient care report. Patient care refusals should be documented thoroughly according to local protocols and prudent documentation guidelines. 

Teaching Tips

• Emphasize that written documents become a part of the incident record and the patient’s medical records. Students must understand the importance of legible, thorough, and accurate reporting. This can be illustrated through the use of locally approved forms during simulations conducted throughout the remainder of the course.

• Local medical guidelines and protocols should be reviewed with the students to include procedures for reporting equipment failure, reporting of errors, and methods for processing written reports.

Unit Activities

Writing activities:  Using local forms, have students practice writing narratives based on the scenario cards you have previously prepared or the “You are the Provider” exercises provided in the text. 

Alternate: Have students research potential legal issues associated with patient encounter documentation and prepare a paper outlining their findings.
Student presentations:  Assign students the specific areas of documentation that require additional elements such as medical proecedures, MCIs, medication administration, abuse/neglect, domestic violence, and refusals, etc. Have students prepare a presentation that highlights specific needs relevant to documentation of these situations.
Group activities:  For groups of three to four students, assign each group to formulate a patient care encounter for different types of calls.  Have them perform their simulated call for the class using role-play for the patient, bystanders/family members, the EMT, and the paramedic. While groups are performing have remaining groups use local forms to complete a patient care report of the encounter. Allow time for groups to review their efforts based on individual observations and discuss their reports.
Visual thinking:  Select a few photos of various scenes for emergency responses.  Have students develop documentation of scene findings for those presented.  Alternate: Identify various video clips that show emergency scenes.  Have students document scene assessment findings and discuss in class.
Pre-Lecture
You are the Provider
 “You are the Provider” is a progressive case study that encourages critical-thinking skills.
Instructor Directions

Direct students to read the “You Are the Provider” scenario found throughout Chapter 6.

• You may wish to assign students to a partner or a group. Direct them to review the discussion questions at the end of the scenario and prepare a response to each question. Facilitate a class dialogue centered on the discussion questions and the Patient Care Report.

• You may also use this as an individual activity and ask students to turn in their comments on a separate piece of paper.

Lecture
I. Introduction

A.
EMS documentation is an important part of the patient care process.
1.
Patient care report (PCR) 
a.
May be called the prehospital care report 
b.
Only written record of the events that occurred during the call for service 
c.
Legal record for the call
d.
Becomes part of the:

i.
Patient's medical record

ii.
Emergency department chart

e.
Allows other health care providers to obtain information about what has occurred from start to finish

f. 
Helps guide future patient care and quality assurance
g.
An EMS professional needs to know:
i.
What constitutes an EMS documentation report
ii. 
What information must be included
iii.
Who might read the report

iv.
When must the report be completed

v.
What terminology may be used

2.
Information can be objective or subjective.

a.
Objective information: Measurable signs that are observed and recorded, such as blood pressure.

b.
Subjective information: Information given but that cannot be seen, such as symptoms patients describe (like degree of pain).

3.
For every call, the PCR should include:

a.
Objective information

b.
Subjective information

c.
Details of patient care

4.
PCR may be written, computerized, or both.

5.
PCR must be complete, accurate, and legible.
a. Can be the basis of defense in legal proceedings

b. Facilitates quality and continuity of care
c. Used to bill insurance
II. Legal Issues of a Patient Care Report
A.
Reports may include subjective statements from the patient, but they cannot include any bias or personal opinions an EMS professional may have regarding the patient.
1.
Example: “The patient was drunk and out of control” versus “The patient had an altered mental status and stated he had eight beers today.”

B. 
PCRs that are poorly written or inappropriately documented could have adverse implications for patient care and for an EMS professional's career.
1.
Omissions and errors could lead to further errors in care of the patient.
2.
Improper and inadequate reports could result in:

a.
Litigation 

b.
Job loss or demotion
c. 
Poor reputation of EMS provider
C.
Reports should be complete, well written, legible, professional, and the sole source of information about the call. 
1.
May be used in legal proceedings years after the call
2.
Use proper spelling, grammar, and accurate terminology.

3.
Only use medical terms and abbreviations that you, and others reading the report, will fully understand.
4.
Sloppy documentation implies sloppy care!
D.
Confidentiality and HIPAA
1.
Health Insurance Portability and Accountability Act (HIPAA)
a.
Passed in 1996

b.
An attempt to protect a patient's privacy while permitting disclosure of patient care information and other processes for the purposes of treatment, payment, or operations. 
2.
The Privacy Rule is the most relevant part of HIPAA.

a.
Enforced by the Office for Civil Rights

b.
Protects a person's identifiable health information

3.
HIPAA Security Rule

a.
Portion of HIPPA that pertains to protecting electronic health information

4.
HIPAA was created to control the distribution of information and ensure a person’s privacy is kept.

5.
HIPAA mandates that patient information shall not be shared with entities or persons not involved in the care of the patient.
6.
Know your agency’s policies related to sharing patient care information over Internet media.

a.
EMS providers should not post any patient information on any social media network.

7.
Each agency has a HIPAA officer to help EMS providers better understand the rules and regulations associated with HIPAA.

E.
Special HIPAA Circumstances

1.
There are times that the HIPAA Privacy Rule acknowledges that patient information must be shared for the betterment of society.

2.
The Privacy Rule permits covered entities to disclose protected health information, without authorization, to public health authorities who are legally authorized to receive such reports for the purpose of preventing or controlling disease, injury, or disability.

3.
Areas for such information release include:

a.
Births

b.
Death

c.
Disease

d.
Injury being investigated or are at risk of causing a public epidemic
e. 
Abuse cases 

4.
Exchange of health information for a medical need is allowed.

a.
Hospitals may share information with EMS providers about patient outcome for quality assurance, quality improvement, and education.

5.
Information may be exchanged for insurance and billing purposes.

a.
Usually, the billing agency must sign an agreement indicating the information will be used appropriately.

III. Purposes of Documentation

A.
Continuity of care

1. 
The PCR serves as a record of:

a. The patient's condition upon arrival at the scene
b. The care that was provided
c. Any changes in the patient's condition en route
d. Condition on arrival at the hospital 
2.
The PCR should be accurate and clear to ensure better patient care at the hospital. 

B.
Minimum requirements and billing

1.
PCR writing must be accurate and complete for billing and administration purposes. 

2.
For complete and accurate revenue recovery, you must ensure:

a.
Procedures performed are documented.
b.
Insurance codes are obtained.
c.
Medical necessity signatures are obtained (where required).
d.
The reason the patient needed emergency care is documented.
3.
Inaccurate or incomplete documentation delays billing processing.

4.
Your agency may require additional billing paperwork.

5.
Medical necessity

a.
Medicare sets the standard for medical necessity.

b.
Significant findings that indicate medical necessity for ambulance transport:

i.
Patient is transported in an emergency fashion (Code 3).

ii.
Patient is in shock.

iii.
Patient needs to be restrained.

iv.
Patient requires emergency treatment while being transported (eg, oxygen therapy, IV therapy).

v.
Patient must be immobilized for transport or fracture management.

vi.
Patient is experiencing an acute myocardial infarction (AMI) or stroke.

vii.
Patient has uncontrollable hemorrhage.

viii.
Patient is only able to be moved by a stretcher because of a condition.

C.
EMS research

1.
Researchers use the information collected by EMS providers to justify innovative, lifesaving techniques.
2.
Many states now require EMS agencies to submit data to their state EMS office to verify call volumes and skills used, including: 

a. 
Number of calls an agency responds to
b.
Types of calls

c.
Care provided

d. 
Patient outcomes

3.
Patient care data collection can improve the EMS system as a whole.

4.
The National Emergency Medical Services Information System (NEMSIS) stores standardized EMS data from each individual state. 

a.
This central storage system provides research nationwide to assist in future curriculum development.

b.
The goal of NEMSIS is to define EMS care by:

i.
Collecting data to improve patient care
ii.
Indicating equipment needs
iii.
Defining a standard of care across the nation 

D.
Incident review and quality assurance

1.
Occasionally, EMS reports may be requested for medical audits and other educational activities.
2.
Run reviews may occur.

3.
Run reviews are sessions where peers or other medical professionals review care reports to be sure local protocols, quality assurance, and quality monitoring are adhered to. 

4.
Reports may be used to calculate the number of times you performed a specific skill, such as oral intubation.

5.
Always accurately document skills attempted and performed with patient care.

IV. Types of Patient Care Reports
A.
Most EMS reporting is done electronically. 
B.
Electronic documentation has many benefits. 
1.
It can be shared easily between the facilities and personnel involved in a patient’s care.

a.
Improved continuity and efficiency of care

b.
It can be shared among state and national databases.
i.
Improves national data collection 

ii.
Further advances evidence-based practice

C.
There are many different types of EMS report designs ranging from half-page notes to complete and thorough reports. 

1.
"It didn't happen unless it was written down."

a.
This adage led to check boxes and drop-down menus instead of narrative sections.
2.
The narrative section is the part of the PCR that allows for free-form writing.

3.
The proper information must be obtained and documented regardless of the form of PCR used. 

D.
Agencies are shifting away from paper reporting. 

1.
Paper reporting is a duplication of work. 

a.
Information on paper must be entered into an electronic system.

2.
Paper requires storage.

3.
Reporting on paper may result in errors. 
a.
Penmanship and spelling errors can lead to medical mistakes.
E.
Many different companies have created electronic patient care reports. 
1. PCRs range from scanning paper forms to computer-based programs.
F.
Modern data systems incorporate data from various sources, such as multiple facilities, to improve patient care. 

1.
The result is one comprehensive record of patient care.

G.
Computer-based PCRs should be NEMSIS compliant so data can be shared on a national level to assess and improve EMS care throughout the country. 

H. 
There are many benefits to using an electronic reporting system.

1.
Ease of data collecting

2.
Merging data into hospital systems

3.
Decrease in patient medication errors

4.
Eliminates many spelling and legibility issues

I.
There are some obstacles standing between switching from paper to electronic reporting systems.

1.
Cost of purchasing computers and software, as well as yearly maintenance 
2.
Technology not always reliable

3.
Systems need to be interchangeable.
V. Documentation for Every EMS Call
A.
Every EMS call requires documentation. 
1.
The minimum data set is the mandatory clinical assessment standard information that must be documented on every call. 
a.
Set by Medicare and Medicaid

b.
Per the National Highway Traffic Safety Administration (NTSA)

c.
For the purpose of the national data system

2.
The minimum data set is divided into run data and patient data. 

a. 
Run data consist of:


i.
Incident times

ii.
Locations

iii.
Responding units

iv.
Crew members working at the incident

b.
Patient data includes basic patient information collected on the PCR, such as:
i.
Chief complaint

ii.
Level of consciousness (according to the AVPU scale) or mental status

iii.
Vital signs

iv.
Assessment

v.
Patient demographics (age, gender, ethnic background)

3.
The PCR should contain the following:
a.
Objective observations of the scene
b.
Treatments provided

c.
Effects of treatments

d.
Changes in patient's condition during the emergency call
4.
Depending on the type of transport, service treatments may need to be differentiated between scheduled and unexpected. 

a.
An example of a scheduled treatment is a transfer transport.

b.
Unexpected treatments result from changes in a patient's condition.

B.
Transfer of care

1.
It is important to document in whose care the patient was left to avoid allegations of abandonment. 
a.
Some agencies may require nurse or physician signatures to verify that the patient was transferred properly.

b.
You may need to document transfer of care when you hand over the patient to another agency, such as an air medical team. 

C.
Care prior to arrival

1.
More emergency dispatch centers are going to a system called emergency medical dispatch (EMD). 
a.
EMD allows the dispatcher to provide directions to the caller for medical care and medication administration over the phone. 

b.
When you encounter an EMD it is important to:

i.
Obtain information from the patient or caller as to what care has been provided prior to your arrival. 

ii.
Document your findings.
c.
An example of what an EMD center might do is to prescribe aspirin to a caller experiencing chest pain. 

i.
Correct documentation will ensure the patient does not receive the same medication again. 

2.
Off-duty health care providers and lay personnel may provide emergency care prior to EMS arrival. 

a.
Include the following information in your report:

i.
Bystander's procedures with specific notations that care was provided prior to your arrival

ii.
Who administered care

VI. Situations Requiring Additional Documentation
A.
There are special situations that require additional or different reporting procedures. 
B. 
Refusal of care reporting

1.
The growth of malpractice lawsuits makes documentation of refusal of care very important. 

2.
Competent adult patients have the right to refuse medical care or to consent to treatment. 

3.
Know and understand patient rights. 

a.
Learn applicable state laws about patient care and who has the right to refuse care. 

4.
A person can decide to refuse care based on the patient's knowledge of his or her situation. 
5.
Your most important job is to ensure the patient is fully informed about:

a.
His or her current situation

b.
The right to receive and refuse care

c.
The consequences of refusal of care

6.
The patient must be told in great detail and understand the potential consequences of refusing necessary medical care, including the possibility of death.
7.
The information given to the patient must be:

a.
Conveyed in a language the person understands

b.
Documented on the PCR

c.
Witnessed by an observer

d.
Initialed by the patient

e.
Signed by the patient

8.
The refusal documentation should clearly show:

a.
The process you went through 

b.
How the process is documented

c.
Who witnessed the process
9.
Unresponsive patients may be treated under implied consent. 

10.
Paramedics should be familiar with the following individual state laws:

a.
Age of consent

b.
Care of minors

c.
Emancipated minors

d.
Emancipated people with mental and cognitive impairments, including:
i.
Mental illness

ii.
Effects of drugs or alcohol use

11.
Confirm that every reasonable effort has been made to ensure the patient's welfare and best interests. 

12.
If an obvious injury or medical condition exists that requires immediate medical attention and the patient is refusing care, involve online medical control for further guidance and assistance. 

13. 
If you disagree with the refusal, a protocol or policy should be in place of what the next steps should be. 

a.
Additional steps may include:

i.
Contacting a supervisor

ii.
Involving law enforcement

iii. 
Involving medical control

b.
Document all contacted parties on the PCR and the events that transpired. 

14.
It is vital to have a witness present during the process to:

a.
Ensure that your patient has sufficient knowledge of the situation to make an informed decision. 
b.
Witness the patient's refusal of care
15.
Record all of the following information on the PCR:

a.
Observations of the witness

b.
Name and contact information of the witness

16.
Attempt to obtain a complete patient history and assessment whenever possible and practical, including a full set of baseline vital signs.

17.
If patient refuses assessment, document this on the PCR.

18.
Evaluate the patient's mental status.  
a.
Mental status may be considered impaired if the person is not oriented to person, time, or place or makes nonsensical statements. 

b.
Impairment may be a result of:
i.
Injury

ii.
A medical condition, such as electrolyte imbalance or hypoglycemia
iii.
Mental illness
iv.
Drugs or alcohol

19.
Politely explain a patient's right to change his or her mind and call EMS again later.

a.
Have a witness observe the exchange of information and provide the following:

i.
Signature
ii.
Identifying information, such as phone numbers
20.
Document the care you intended to provide if the patient had not refused.

21.
Propose all potential methods of care, including alternative options that may not be your first choice. 

a.
Example: A patient is going to be driven to the hospital by a family member rather than being transported via ambulance. 
b.
Always encourage transport by ambulance because patient condition can change at any time.

22.
The PCR should be thoroughly completed and well documented for all patient refusals of care. 

23.
Patients may agree to transport but refuse a particular procedure. 

a.
Refusal of specific procedures should be handled as if it is a refusal of care and should include the following:

i.
Explanation of associated risks and complications of refusal

ii.
Signature by the patient acknowledging refusal of a portion of care

iii.
A witness

iv.
Complete and accurate documentation

24.
Refer to Table 2 for a list of items that should be included within the PCR of a patient refusal. 

C.
Workplace Injury and Illness Documentation

1.
OSHA guidelines require that workplace injuries must be logged. 
a.
Institutions may have their own forms and requirements for documenting workplace injuries. 

b.
Minor injuries requiring basic first aid do not require an OSHA record, but documentation may be required by the company. 

2.
Document what precautions were taken and what protective equipment was being worn by the person involved.
a.
Fines may occur if incidents are not reported correctly.

3.
Reporting regulations vary from state to state.
a.
Be familiar with your state’s requirements.

4.
Paramedics may also:

a.
Perform medical monitoring for hazardous materials (HazMat) teams.
b.
Respond to other public employee workplace injuries.
c. 
Experience on-the-job injuries or illnesses.  

5.
Every situation needs to be appropriately documented and reported to supervisors for workers' compensation follow-up. 

D.
Special Circumstances

1.
Documentation requirements may vary based on the situation and may include the following:
a.
Multiple-casualty incident (MCI)

b.
Occupational exposure reports

c.
Abuse and neglect cases

d.
A physician's arrival on the scene of a call

2.
Special situations may require specialized forms per your state or local agency. 
3.
In an MCI, documentation often occurs initially on triage tags. 
a.
Become familiar with the following regarding triage tags:

i.
Where they are stored

ii.
 Information needed on the tags
iii.
Situations that may warrant their use in an agency or department
b.
It is important for each emergency responder completing the tags to supply as much information as possible on them. 

c.
Even if the information is limited, a PCR for each patient should be completed to the best of your ability. 

4.
Occupational exposure reports should be completed if a barrier device fails or fails to offer enough protection from body fluids. 

a.
Each agency or state creates their own forms for these exposures.
i.
Become familiar with state requirements. 

b.
If a coworker is treated and/or transported for an occupational exposure, complete a full PCR in addition to the occupational exposure form. 
5.
Additional specialized documentation may be needed for alleged neglect or abuse calls. 

a.
Supply as much detail as possible about the circumstances.
i.
Findings may be the focus of an investigation later.
b.
Do not be fearful of slander when documenting findings.

i.
Document your findings objectively.

ii.
Allow the legal system to investigate and make the ultimate determination whether abuse or neglect are present. 

6.
A physician of any specialty may have the authority under local protocol to interject with patient care and give directives when he or she arrives on the scene. 

a.
Most protocols require the physician to accompany the patient to the hospital once the physician begins care that is beyond the paramedic's scope. 
b.
Document all orders and actions given by the physician once he or she arrives on the scene. 

7.
Document the use of all mutual aid services such as:
a.
Helicopters

b.
Specialized rescue teams

c.
Other agencies called to assist
8.
Document all unusual occurrences including:
a.
Securing the patient with restraining devices for safe transport

b.
Having to summon additional crew or specialty vehicle to lift a heavy patient
c.
Extended scene time for a prolonged extrication

d.
Severe weather conditions delaying response time

e.
Drawing a blood sample as evidence for law enforcement personnel who have a driver suspected of being under the influence

9.
Follow the policy of your medical director in special circumstances.
10. Paramedics are held responsible for the security and accountability of controlled substances. 
a.
Double signatures are often required when a controlled substance is:

i.
Checked

ii.
Used

iii.
Discarded

iv.
Replaced

b.
Documentation of controlled substances in the PCR includes:

i.
Amount used versus wasted

ii.
The patient to whom it was given

iii.
Date and time it was administered
iv.
By whom it was given

c.
Include any specialized accountability forms your agency uses as documentation. 

VII. Completing a Patient Care Report
A.
Paramedics must know and understand that EMS documentation is a required and necessary element of patient care. 

1.
Just as much pride should be taken in documentation skills as is taken in patient care skills. 
B. 
The PCR narrative
1.
The PCR contains check boxes as well as a narrative portion. 

2.
The narrative portion of the PCR should be:
a.
A detailed segment indicating the element of the call

b.
Written in a format accepted by your agency

c.
Accurate and complete

d.
Specific

i.
Example: The patient was intubated with a 7.5 ET tube and ventilator assistance provided with supplementary oxygen at 15 L/min. ET tube placement was confirmed by breath sounds, chest rise, and a tube check, before securing the ET tube at the mark of 26 at the teeth. The end-tidal CO² detector and pulse oximeter were placed immediately and their readings were: SpO² 94% and SQECO² 35 mm Hg (always clarify which is which).
3. 
Some services attach a copy of the reading to their documentation. 
4.
See Table 3 for guidelines on how to write the narrative portion of a PCR. 

5.
Include any medical control orders received and medical advice given in the narrative section.
6.
In some services, each of the following should be documented in the narrative section:

a.
Consultations

b.
Orders requested or received from medical control

c.
Refusal situations in which medical control was consulted
7.
Do not just write "see refusal on back."

8. Many methods for narrative documentation exist.
a.
EMS agencies and medical directors may prefer a specific method. 

b.
Be familiar with the approved methods and all required elements for your agency's report writing. 

9.
Examples of narrative writing styles for reports include:

a.
Chronological order
i.
Telling the narrative in a story format from initial dispatch until the call was completed 

ii.
The call can be explained from start to finish.

b.
SOAP method
i.
Stands for Subjective, Objective, Assessment, and Plan for treatment.

ii.
Simple and logical 

iii.
Used to document various aspects of the patient care encounter

c.
CHARTE method
i.
Chief complaint, History, Assessment, Treatment (Rx), Transport, and Exceptions.

ii.
Similar to SOAP
iii.
Breaks narrative into logical sections similar to your assessment. 

d.
Body systems/parts approach
i.
Assessment of each body system is documented from head to toe. 

ii.
May be difficult to apply in EMS

iii.
May be too time-consuming for paramedics

10.
Regardless of the style of narrative report, use the same reporting method consistently. 

a.
Switching from one format to another may cause certain elements of a call to be forgotten and essential details to be omitted. 

11.
Proper grammar and spelling are essential when writing reports. 

a.
It may be helpful to carry one of the following reference items to avoid spelling errors:

i.
Pocket guide

ii.
Reference terminology book

iii.
Medical terminology book

12.
Pertinent negatives should be documented when writing an EMS report. 

a.
Pertinent negatives: A record of negative findings that warrant no care or intervention but indicate that a thorough and complete examination and history were performed. 

i.
Example: The patient denies any shortness of breath with his chest pain.
13.
The use of pertinent spoken accounts made by a patient and others on scene may be essential to the continuum of patient care. 

a.
Indicate:

i.
The name of the person who made the statement 
ii.
Quotation marks around the exact statement

14.
Spoken accounts may include statements about:
a.
Patient's behavior

b.
Mechanism of injury (MOI)

c.
Safety-related information, such as the use of weapons
d.
The following may also be useful to list in the narrative section:

i.
Information that may be useful to criminal investigators including:
(a).
Disposition of valuables

(b).
Admissions of suicidal intentions made by a patient

(c).
Any first aid interventions provided by bystanders before the arrival of EMS

C.
Elements of a properly written report

1. 
Documentation accuracy depends on all information being provided comprehensively and concisely, including:

a.
Times

b.
Narrative information

c.
Check boxes

2.
All sections of the PCR should show that you completed them, even if a section was not applicable to the call.

a.
Example: If a PCR has a section of check boxes for specific information on cardiac arrest calls but the call was not a cardiac arrest call, note that on the report in a manner approved by your agency. 

b.
Leaving the boxes blank may raise questions about the completeness of the report. 
3.
Handwritten reports should be:

a.
Legible

b.
Written in ink

i.
The color of ink used may be determined by your EMS agency.

ii.
Black and blue inks are the most common. 

c.
Neat and easy to read

4.
Reports should not be contaminated with any liquids found in the field.

5.
Place all completed reports in a secure location agreed on by you and your partner that protects the patient's privacy.  

6.
A PCR needs to be timely, even in EMS systems where call volume is high.

a.
If multiple calls are responded to without accurately completing PCRs before proceeding to the next call, then the following may result:

i.
Details may be forgotten.

ii.
Important information may be left out.

iii.
Inaccurate information may be written.
7.
EMS agencies should allow time for the following before you return to service:

a.
Complete reports

b.
Replenish supplies

c.
Clean and disinfect vehicles

8.
Many paramedics:

a.
Use assessment cards during calls to take notes
b.
Use the ECG monitor to note times and vital signs

c.
Complete the PCR after the call rather than on the way to the hospital

9.
Time should be set aside at the hospital to neatly complete all documentation.


10.
Some type of written record must always be left with the patient.

a.
A "drop report" or "transfer report" is a single-page, abbreviated form used as a memory aid during an EMS call. 
b.
Leave a copy of a drop report or transfer report with a nurse or physician at the hospital if a PCR report cannot be completed. 

c.
Some states require that copies of written reports be supplied to the receiving facility or hospital within a specific time frame. 
i.
Learn the applicable laws and requirement of your state and EMS system. 

ii.
Some EMS providers are able to fax the completed form to a secure fax line at the emergency department. 

11.
A call is considered incomplete until the documentation has been processed. 

12. 
All PCRs should be free of the following:

a.
Jargon
b.
Slang
c.
Personal opinions 

13.
Be certain that your documentation is not libelous. 

a.
Libel: Writing a false statement that could be harmful to a person's current or future reputation.

b.
Only true and accurate statements should be documented. 

c.
If quotes by bystanders or statement made by the patient are used, be sure to:

i.
Indicate who made them.
ii.
Place the exact words in quotation marks on the report.

14.
All reports should be reviewed by the paramedic who authored them before submitting them to the receiving medical facility and EMS agency. 

a.
Review all PCRs for the following:

i.
Completeness
ii.
Accuracy
iii.
Grammar
iv.
Spelling
v.
Proper use of medical terminology and abbreviations 

15.
Written reports reflect on the paramedic. 

D.
The effects of poor documentation

1.
Inappropriate, inaccurate, and poor documentation can adversely affect the quality of care received by patients after arrival at the hospital. 

a.
Example: A breathing treatment was administered to a patient en route to the hospital but the medication, procedure, and administration times were not documented. 

i.
The hospital would not be aware of this.

ii.
The patient could be treated inappropriately. 

2.
Remember to document the specific time a suspected stroke patient was last seen "normal" by family members.

a.
Important to the window of time for treatment using fibrinolytics in a stroke center

b.
Documenting what the patient or family members tell you and your findings from examining the patient enhances the quality of care.

3.
There are legal implications of documentation.

a.
Poorly written, inaccurate, or illegible reports might lead a judge or jury to decide in favor of the plaintiff. 

b.
A lawyer may decide not to pursue a case when the documentation reveals a correctly written and well-documented report. 

4.
Poor documentation skills can affect a paramedic's reputation.

a.
Poorly written, inappropriate, or inaccurate reports might make others question the care provided.

b.
Well-written reports indicate the following:

i.
Organization skills

ii.
Knowledge of patient conditions and needs

iii.
Respect for organizational policies and procedures

5.
Part of being a good paramedic is completing the paperwork and reports as required. 

6.
If writing reports is difficult:

a.
Seek additional classes.
b.
Study report-writing skills to enhance your abilities.

c.
Ask your agency if they have an educational program to assist you. 
VIII. Errors and Falsification
A.
At times it is necessary to revise or correct a PCR. 

1.
Although every attempt should be made to create an accurate report, if a revision or correction must be made to a PCR:

a.
Note the date and time of the revised report.
b.
Include the purpose for writing the revision or making the correction.
c.
Never discard or destroy the original PCR.
2.
Only the person who wrote the original report can revise it.  

a.
Additions or notations added by others after the completion of the report may raise questions about:

i.
The authenticity of the report

ii.
The confidentiality practices of your agency

3.
Routine administrative report handling and reviews are necessary for:

a.
Entering information into computer databases

b.
Billing for services

c.
Quality assurance monitoring

4.
Administrative activities should never involve altering or rewriting the report or portions of it. 
5.
If a correction needs to be made while writing the report, place a single line through the error, initial and date the line (preferably in a different color ink), and write the corrected information next to the line.

6.
Do not:

a.
Erase information

b.
Scribble through errors

c.
Use correction fluid

d.
Use correction tape
7.
Remember, the PCR is a legal document.

8.
Most electronic reporting systems will allow for amendments but will prevent erasure in a completed document. 

a.
Refer to the system's directions as to how to make an amendment to the original document.
b.
If there is no way to electronically change the report, follow the same procedures for a written document after printing the report.
c.
Most electronic PCR systems keep good records of who made an alteration to the report and when it was made.  

9.
Addendums may be needed to:

a.
Add forgotten important information to a report.
b.
Write statements of events for matters related to quality assurance or risk management.
c.
Answer complaints.
10.
Addendums should include: 

a.
A note that the addendum was added to the original report
b.
Reason for the late entry

c.
Date of entry

d.
Time of entry

e.
Signature of the author

11.
Supplemental narratives may be needed for additional information if additional information becomes available after the original report has been written.

a.
Supplemental narratives should be documented with the following:
i.
Date 

ii.
Time

iii.
Reason for added information

iv. 
Signature of the author

12.
Some EMS services use a supplemental report to write lengthy information when space on the original report is limited.  

a.
Follow your service’s policies.

b.
Supplemental reports should be attached to the original report for record-keeping purposes. 

13.
Billing information may be needed for the EMS service provided.

a.
This information is confidential.

b.
Know the laws and regulations pertaining to billing and documentation security under HIPAA.

c.
EMS agencies should not add additional information to the information provided after the report has been submitted. 

i.
Violations of local, state, or federal laws may result.
ii.
Follow the policy of your agency regarding the use of a supplementary form.

14.
Always be honest and thorough in the documentation process. 

B. 
Lost reports pose huge legal implications.

1.
All paramedics are responsible for ensuring their reports are completed and turned in as required by policy or procedure.

a.
Do not keep copies of reports.
i.
If you need to document anything for your paramedic internship, follow the policy of your training center.
b.
Trying to recreate PCRs is irresponsible and possibly illegal. 

c.
Record keeping may be a legal requirement in your state.
d.
There may be a specified time requirement for submission of reports. 

IX. Documenting Incident Times

A. 
Keeping good records of time is essential to all EMS operations.

1.
The role of timekeeper falls to dispatchers. 

a.
Paramedics must also keep track of time during documentation of an incident. 

b.
Compare times with the dispatchers to ensure:

i.
Accuracy and proper timekeeping

ii.
That yours and your dispatcher's clocks are synchronized 

c.
Discrepancies could lead to controversy in the courtroom. 

d.
Reported times of all events must be accurate. 

2.
The following vital incident times are important to track:
a.
Time of call: The time when the call for help is placed or requested

b.
Time of dispatch: The time when call is toned or alerted for a response 

c.
Time of arrival at the scene: The time when EMS unit arrives on scene

d.
Time with patient: The time recorded when patient contact is made

i.
This may not be the same as time of arrival.

ii.
Example: Responding to a patient on the 17th floor of a high-rise building

e.
Time of medication administration: The time when medications are administered for adherence to protocols.

i.
Example: (1 x 0.4 mg of nitroglycerin was given SL at 1804 without relief [medic 785] 

f.
Time of medical procedure: The time when a procedure is conducted on the patient such as:

i.
When vital signs are taken
ii.
When a patient is intubated
iii.
When a child is delivered
iv.
Example: Patient was intubated with a 7.5 fr endotracheal tube with confirmation of negative epigastric sounds, clear bilateral lung sounds in all fields, and a wave-form capnography reading of 35 mm Hg at 1807 [medic 785].
g.
Time of departure from scene: The time recorded when EMS unit leaves the scene 

h.
Time of arrival at medical facility: The time when EMS arrives at the medical facility if the patient is transported 

i.
Time of transfer of care: The time when care was transferred to another health care professional at the receiving facility if the patient was transported 

j.
Time back in service: The time when EMS unit and crew are ready for return to service 

3.
Times are kept in military units to avoid confusion. 

a.
Midnight through 11:00 a.m. are written as 0000 through 1100.

b.
Noon through 11:00 p.m. are written 1200 through 2300.

X. Medical Terminology

A. 
Using medical terminology correctly is essential to EMS communications. 

1.
Learn established and accepted medical terms and abbreviations for your EMS operations.
a.
Some EMS systems have approved lists of medical abbreviations and terms that must be used.
2.
Most medical terminology comes from the ancient Roman language, Latin.

3.
Slang terms are sometimes used in EMS.

a.
Example: Packaging a patient for transport

b.
Example: Bagging the patient during airway management 
c.
Know acceptable terms and words used in your agency.
4.
A wide vocabulary base demonstrates competency and improves your ability to provide patient care.
5.
Components of a word include:

a.
Prefix

b.
Suffix

c.
Root

B.
Prefixes
1.
A prefix appears at the beginning of a word.

a.
Generally describes location or intensity 

b.
Found in general language, medical, and scientific terminology.

i.
Example: hyper + ventilation = hyperventilation

2.
Not all medical terms have prefixes.

3.
Learn to recognize a few of the more commonly used medical prefixes.

4.
Refer to Table 5 for a list of common prefixes.
C. 
Suffixes
1.
Suffixes are placed at the end of words to change the original meaning. 

a.
In medical terminology, a suffix usually indicates one of the following:

i.
Procedure

ii.
Condition

iii.
Disease

iv.
Part of speech

v.
Example: –itis means "inflammation." The root word arthro- means "joint." Arthritis is an inflammation of the joints. 

2.
Sometimes it is necessary to change the last letter or letters of the root word or prefix when a suffix is added to make pronunciation easier. 

3.
Refer to Table 6 for a list of common suffixes. 

D. 
Root Words

1.
A root word is the main part or stem of a word. 

2.
A root word conveys the essential meaning of the word and frequently indicates a body part.
3.
With a combining form, a root word can also describe a particular structure or condition.

a.
Example: CPR stands for cardiopulmonary resuscitation. Cardio means "heart," and pulmonary means "lungs."  When CPR is performed, air is introduced into the lungs and blood is circulated by compressing the heart to resuscitate the patient. 
4.
Some root words may be used as prefixes or suffixes.
5.
Refer to Table 7 for a list of common root words. 
E. 
Medical Abbreviations

1.
Medical abbreviations can be very useful.

a.
Must be consistent and approved by your EMS system 
2.
Incorrect or inappropriate medical abbreviations can lead to:

a.
Confusion
b.
Medication errors

c.
Treatment errors

3.
Learn the approved medical abbreviations before using them in a report.

a.
Example: Some agencies do not use "SOB" to mean shortness of breath.

b.
Each EMS system should have a list of approved medical abbreviations.
4.
Remember: accuracy, neatness, and completeness reflect professional writing style.

5.
Many abbreviations have more than one meaning, so use extreme care.

a.
Hospitals are required by the Joint Commission to have a list of approved abbreviations. 

b. 
Certain abbreviations are prohibited by the commission.

6.
Refer to Table 8 for a list of commonly used medical abbreviations. 

7.
Some abbreviations have a significant potential to be misunderstood. 

a.
In 2004, the Joint Commission identified abbreviations that lead to errors and should not be used. 
b.
Refer to Table 9 for a list of abbreviations that should not be used.

c.
Many terms should be written out in full. 

i.
Example: @ should be "at."
XI. Summary

A.
Each emergency call must be accompanied by a complete formal written report as a vital component of emergency medical care and continuity of patient care. The report aids in properly transferring responsibility, meeting the requirements of health departments and law enforcement agencies, and fulfilling administrative needs. 
B.
A written report should be complete, well-written, legible, and professional since it is the only record of the events that transpire during a call and may serve as a legal record. 
C.
Reports may be used in legal proceedings. 
D.
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) was designed to protect a person's health information to ensure that it is only disclosed when necessary. 
E.
The patient care report (PCR) may be handwritten or electronically written. It must include a checklist and narrative portion and be objective, accurate, and neat. It reflects good patient care.
F.
If a patient refuses care, you must obtain vital signs and a complete history, fully inform the patient of the situation, involve medical control if needed, and thoroughly document the situation. 

G.
There are special situations that may require filling out different or additional forms. These include injuries that occur in the workplace, multiple-casualty incidents, exposure to potentially infectious diseases, cases that involve potential abuse or neglect, transfer of care to an on-scene physician, interfacility transports, calls involving controlled substances, cancelled emergency calls, and calls involving other agencies. Be familiar with your state’s requirements.
H.
There are many methods for writing the narrative in your patient care report, including chronological order, the SOAP method, the CHARTE method, and the body systems approach. Learn the method used by your system.
I.
Complete the patient care report directly after the call. 

J.
Any correction to a patient care report must include the date, time, and purpose of the correction and have a single line placed through the error with the correct information written next to it. Write down what did or did not happen and the steps that were taken to correct the situation.
K.
Falsifying information on the patient care report may result in suspension and/or revocation of certification or license. 

L.
Inaccurate or poor documentation might lead to inappropriate patient care and may be detrimental to you legally and professionally. 

M.
Use proper terminology and medical abbreviations in all reports. Learn common medical abbreviations.
Post-Lecture 
This section contains various student-centered end-of-chapter activities designed as enhancements to the instructor’s presentation. As time permits, these activities may be presented in class. They are also designed to be used as homework activities.

Assessment in Action

This activity is designed to assist the student in gaining a further understanding of issues surrounding the provision of prehospital care. The activity incorporates both critical thinking and application of paramedic knowledge.

Instructor Directions

1.
Direct students to read the “Assessment in Action” scenario located in the Prep Kit at the end of Chapter 6.

2.
Direct students to read and individually answer the quiz questions at the end of the scenario. Allow approximately 10 minutes for this part of the activity. Facilitate a class review and dialogue of the answers, allowing students to correct responses as may be needed. Use the quiz question answers noted below to assist in building this review. Allow approximately 10 minutes for this part of the activity.

3.
You may wish to ask students to complete the activity on their own and turn in their answers on a separate piece of paper.

Answers to Assessment in Action Questions

1.
Answer: C.
your partner 

Rationale: Working as a team with your partner is essential to provide the highest-quality patient care. If only one radio is issued to your crew, line of sight is very important. If you or your partner need an additional item from your unit or either of you need help with an immediate task, lack of communication will slow your actions, which may have a negative impact on patient care.
2.
Answer: D.
Libel

Rationale: In the given scenario, if you were to document something in writing that is false concerning the patient that would be harmful to his current or future reputation, it is referred to as liable. Slander refers to a verbal statement that would be harmful to current or future reputation. It is always imperative that documentation reflects true statements. 

3.
Answer: A.
Ensuring that patient privacy is protected


Rationale: HIPAA mandates that patient information shall not be shared with entities or individuals not involved in the care of the patient. HIPAA was not created to stop the continuity of health care but to ensure that an individual’s privacy is kept.
4.
Answer: D.
Patient care required after the patient was in the care of the facility 


Rationale: HIPAA was not created to stop the continuity of health care but to ensure that an individual’s privacy is kept. A good example of a misunderstanding that many EMS providers have with HIPAA is patient follow-up. When you treat and transport a patient to the receiving facility, under the Privacy Rule of Health Care Operations, it is your right to know what further care the patient required once you transferred care.
5.
Answer: A.
Minimum data set

Rationale: These are standard items that you will document on every call. It is considered the minimum amount of information necessary for a patient care report. It is by no means the maximum amount of information.
6.
Answer: D.
All of the above

Rationale: The Privacy Rule permits covered entities to disclose protected health information, without authorization, to public health authorities who are legally authorized to receive such reports for the purpose of preventing or controlling disease, injury, or disability. Some of the areas that are included for such informational release are births, deaths, disease, or injury that are being investigated or are at risk of causing a public epidemic, and abuse cases. 

Additional Questions
7.
Rationale: If you provide patient care information to someone other than a health care provider directly involved in this patient’s care, you very well may be in violation of HIPAA. If you were providing only speculation, it may be a HIPAA violation also. Most importantly, it may not be ethical to divulge information to reporters. If your agency or the patient’s team has a public information officer, contact that person to handle the press.  
8.
Rationale: The press has a constitutional right to obtain information that relates to the public’s right to information. HIPAA still requires patient confidentiality for everyone not directly involved in the patient’s medical care, including the press. The press still has the right to information, but items specific to patient care cannot be released unless authorized by the patient. When in doubt, say nothing and let a public information officer handle the request.
Assignments

A.
Review all materials from this lesson and be prepared for a lesson quiz to be administered (date to be determined by instructor).

B.
Read Chapter 7, Anatomy and Physiology, for the next class session.

Unit Assessment Keyed for Instructors
1.
Define the two categories of information included on a patient care report, and give an example of each.

Answer: Information on a patient care report may be objective or subjective. Objective information includes measurable signs that are observed and recorded, such as blood pressure. Subjective information includes information that is told to you but is unable to be seen, such as symptoms patients describe (for example, the degree of pain).

(p 149)
2. Explain the Health Insurance Portability and Accountability Act (HIPAA) as it relates to EMS providers. 

Answer: HIPAA was created to protect a patient’s privacy by controlling the distribution of information. The HIPAA Privacy Rule is the most relevant part of of HIPAA for health care providers. It protects a person’s identifiable health information, but it also acknowledges that in some situations patient information must be shared for the betterment of society. The Privacy Rule permits covered entities to disclose protected health information, without authorization, to public health authorities who are legally authorized to receive such reports for the purpose of preventing or controlling disease, injury, or disability.

(pp 150-151)
3. Identify two of the purposes of documentation, and explain how proper documentation supports those purposes.


Answer: Any two of the following:


Continuity of care: The PCR will help health care providers at the hospital understand the particular emergency and assessments and treatments performed thus far. Accurate reporting helps paint a picture of the environment the patient was taken out of, the mechanism of injury or nature of illness, and ultimately leads to better patient care.


Minimum requirements and billing: Most EMS agencies need to bill for services to cover the cost of providing care. Documenting why a patient needed care or transport ensures your service’s billing information will result in payment. Additionally, Medicare sets the standard for medical necessity. You are required to show that the patient needed to be transported by an ambulance rather than by other means of transportation for the patient to receive Medicare benefits.


EMS Research: Researchers review compiled data to justify innovative, lifesaving techniques. Many states require agencies to submit data to verify call volumes and skills used in an effort to improve the EMS system. NEMSIS collects data from each state to improve patient care, indicate equipment needs, and define a standard of care across the nation.

Incident review and quality assurance: Reports may be requested for medical audits or educational activities, or they can be used to calculate the number of times a skill is performed. Run reviews may also occur.
(p 151-152)
4. List two potential consequences of improper and inadequate reports.


Answer: Inappropriate, inaccurate, and poor documentation can adversely affect the quality of care the patient receives at the hospital and result in errors in care. It can lead to litigation or cause a judge/jury to rule in favor of the plantiff. Poor documentation skills can damage a paramedic’s reputation and possibly result in demotion or job loss.

(p 150, 162)
5.
What is the minimum data set? As part of your definition, identify the two sections of the minimum data set and provide an example of each.


Answer: The minimum data set is the mandatory clinical assessment standard information that must be documented on every call. It is divided into two sections: run data and  patient data. 


Examples of run data include incident times, locations, responding units, and crew members working at the incident. Patient data is basic patient information collected on a PCR, such as chief complaint, level of consciousness (according to the AVPU scale) or mental status, vital signs, assessment, and patient demographics (age, gender, etc).

(p 153)
6. What three things must the patient be fully informed about in order to refuse care?


Answer: You should have explained and the patient must understand, in great detail, his or her current situation, the right to receive and refuse care, and the consequences of refusal of medical care when it may be warranted, including the possibility of death.
(p 154-155)
7. In addition to refusal of care, identify four situations that require additional documentation.


Answer: Workplace injury or illness, multiple-casualty incidents, occupational exposures, cases of abuse or neglect, when a physician arrives on scene, mutual aid service use, drawing a blood sample as evidence for law enforcement personnel, and use of controlled substances


(pp 156-158)
8. What are pertinent negatives, and why should they be included in your patient care report?

Answer: 

Pertinent negatives are findings that warrant no care or intervention. They should be included in your PCR because they indicate that a thorough and complete examination and history were performed.

(p 158-159)
9. List at least five elements of a properly written report.

Answer: Any five of the following: A comprehensive report provides all information related to the call; is comprehensive; is precise, does not have any blank sections (all sections are completed and if a particular section is not applicable to a call, it is indicated appopriately); is delivered in a timely fashion; is free of jargon, slang, and opinions; is reviewed by the paramedic who authored it; is accurate; uses correct grammar and spelling; and medical terminology and abbreviations appropriately. 


If handwritten, the report should be legible (neat, easily read by others), written in ink, and clean (free from contamination with liquids).

(p 159-161)
10. Identify who is allowed to make revisions to a PCR, and explain what you should do in the following situation (select one):

Your PCR needs to be revised or corrected.


You make an error when writing a handwritten report.


You notice an error in an electronic report after it is submitted.


You forget to include important information in a PCR.


Answer: Only the person who wrote the original report can revise it.

If a report has to be revised or corrected, you must note the date and time of the revised report and the purpose for writing the revision or making the correction. 


When writing your report, if you make an error, place a single line through the error and initial and date the line, preferably in a different color ink. 


If an error is discovered after an electronic report has been submitted, most systems will allow for amendments but will prevent erasure in a completed document. In the event that there is no way to electronically change the report, follow the correction method used for a handwritten report on a printout of the electronic report. 


If you forgot to include important information or are required to make an addendum, note that the content was added to the original and the reason for the late entry. Include the date of entry, the time of entry, and signature of the author. 

(p 161-162)
Unit Assessment 
1.
Define the two categories of information included on a patient care report, and give an example of each.

2.
Explain the Health Insurance Portability and Accountability Act (HIPAA) as it relates to EMS providers. 

3.
Identify two of the purposes of documentation, and explain how proper documentation supports those purposes.

4.
List two potential consequences of improper and inadequate reports.

5.
What is the minimum data set? As part of your definition, identify the two sections of the minimum data set and provide an example of each.

6.
What three things must the patient be fully informed about in order to refuse care?

7.
In addition to refusal of care, identify four situations that require additional documentation.
8.
What are pertinent negatives, and why should they be included in your patient care report?

9.
List at least five elements of a properly written report.
10.
Identify who is allowed to make revisions to a PCR, and explain what you should do in the following situation (select one):

Your PCR needs to be revised or corrected.


You make an error when writing a handwritten report.


You notice an error in an electronic report after it is submitted.


You forget to include important information in a PCR.
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