HEALTH INFORMATION MANAGEMENT – RESIDENT CLINICAL RECORD CONTENT

Effective Date: March 2014
Policy: To assure that resident clinical records contain sufficient information to plan resident care, substantiate the services and treatment provided, serve as a basis for review for quality assurance purposes, and support legal and quasi-legal obligations for which the facility is accountable.

Policy Specifications:

1. The resident clinical record will include the following:

a. General informational items sufficient to identify the resident;

b. Entries by resident care professionals describing diagnosis, treatment, and results including:

· resident needs assessments, including discharge potential;

· plans of treatment, including a discharge plan;

· care and services provided in accordance with physician orders including medication administration records, treatment administration records, and recreational activity records;
· clinical findings such as lab results, x-ray reports, other diagnostic test results;
· observation and progress notes, including documentation that the resident’s condition and plan of care are reviewed on a regular basis;

· relevant vital signs including weight, taken in accordance with physician orders and standards of professional nursing care;

· all attempts to notify a physician of resident condition, care responsibilities, documentation responsibilities, and incidents and other unusual circumstances;

· disposition of a resident case;
c. Administrative reports required by statute or administrative regulations such as an inventory of personal effects, drug disposition record, authorizations and consents and advance directives.

2. The resident clinical record is readily accessible and systematically organized to provide a medium for coordinating care among health care professionals involved in resident care and to facilitate retrieval and compilation of information.
3. Entries are documented by physicians, nursing staff and other health care professionals involved in resident care and are recorded to maintain a logical flow of data.

4. Uniform data and abbreviations, definitions, codes, classifications and terms are standardized, whenever possible, and used for capturing data and by all facility staff in documentation.

5. The facility uses standardized methods for disseminating data and information.

6. The information management process enables the combination and comparison of the data from various sources.

7. The facility contributes to and uses external reference databases when required by law, regulation, or when appropriate.
