HEALTH INFORMATION MANAGEMENT – THE HEALTH INFORMATION MANAGEMENT FUNCTION

Effective Date: March 2014
Policy:
To assure that the Health Information Management Services Department has sufficient staff, facilities, and equipment to efficiently process and maintain resident clinical records.

Policy Specifications:

1. Responsibility for the Health Information Management Services Department is assigned to the Health Information Management Coordinator.
2. If the Health Information Management Coordinator (HIMC) is not a qualified health information management professional, regular consultation from a person so qualified will be provided.  The frequency and extent of such consultation will be defined in the consultant’s agreement with the facility.  The consultant will spend sufficient time with the facility designee to ensure an effective functioning Health Information Management Services Department.  At minimum, consultation will be provided quarterly and will include monitoring of both current and discharge resident clinical records.

3. The duties of the Health Information Management Coordinator (HIMC) will be defined by the qualified health information management professional, as evidenced by a written position description, to ensure that sufficient time is allotted to clinical record management duties.

4. If other Health Information Management Services Department support personnel are required to carry out the functions of the Health Information Management Services Department, these employees should spend sufficient time with the qualified health information management professional to ensure competency in carrying out assigned clinical record duties.
5. Sufficient personnel will be employed to assure that resident clinical records are completed in a timely fashion and are kept up-to-date in accordance with established facility policies.

6. Resident protected health information being processed by the HIM Services Department shall be stored in a manner to provide protection from loss, destruction or unauthorized use under the direct supervision of the HIMC and which has a locking door.  Removal of resident protected health information from the supervised file area will only be permitted upon completion of appropriate sign-out procedures as established by the qualified health information management professional.
7. All resident protected health information will be centralized in the resident’s clinical record.

8. Various forms may be maintained separate from the resident clinical record, if such maintenance procedures facilitate internal administrative operations in the interest of resident care.

9. Current resident clinical records will be monitored for technical completeness at regular intervals using criteria developed by the qualified health information management practitioner in accordance with applicable statutes and administrative regulations to which the facility is subject.

10. The clinical records of discharged residents will be promptly completed consistent with accepted professional practice standards and in accordance with applicable statutes and administrative regulations to which the facility is subject.
