
 

FUNDAMENTALS OF MEDICAL RECORD KEEPING  

 

 DefiniƟon of Medical Records  

Medical records are the formal documentaƟon of a person’s health history and care. In simple 
terms, a medical record is the wriƩen or electronic account of everything that happens with a 
paƟent’s health. It includes details like paƟent visits, diagnoses, treatments, test results, and 
more.  

Medical records can be paper charts in a doctor’s office or electronic files (EHRs) in a hospital. 
They track all “events and transacƟons between paƟents and health care providers,” such as 
doctor visits, tests, and procedures. In modern healthcare, these records form the foundaƟon 
for understanding a paƟent’s medical history and for coordinaƟng care. 

 Purpose of Medical Records  

Medical records serve many important purposes in healthcare. Primarily, they ensure safe, 
conƟnuous care by allowing different providers to share informaƟon. For example, a primary 
doctor, a specialist, and nurses can all read the same record to understand a paƟent’s history 
and current needs.  

Records also help make informed decisions: providers use past notes and data (like lab results) 
to choose the best treatment. In addiƟon, medical records have legal and administraƟve roles.  

They protect paƟents and providers by documenƟng what care was given, which can be 
important if there is any disagreement or legal concern. Records also support insurance and 
billing by showing services performed, and they supply data for research and quality 
improvement (for instance, tracking trends in paƟent outcomes). 



 

 Key purposes of medical records: ConƟnuity of care (sharing info among providers), clinical 
decision support (using past history), legal documentaƟon (evidence of care), and health data 
tracking.  

As one guide explains, medical records “serve as the foundaƟon of modern healthcare,” helping 
doctors make informed decisions and protecƟng both paƟents and providers in disputes or 
emergencies. 

 Example: If you go to a new doctor, they can read your past records to quickly learn about any 
chronic illnesses or allergies you have. This makes it easier to pick up your care where it leŌ off, 
rather than starƟng from scratch. Likewise, if a doctor treated you for an injury, your record of 
that treatment can be “evidence” of what happened, if needed later. 

 

 

Kindly click on the link below to watch this video.  

hƩps://youtu.be/Au0qvbONS3M 

 

 

 

 

 



 

Components of Medical Records  

Medical records are made up of several key parts, each capturing different informaƟon about 
the paƟent and their care. Together, these components give a full picture of a paƟent’s health. 
The main components include: 

 PaƟent IdenƟficaƟon: This secƟon contains basic idenƟfying details about the paƟent. It 
usually includes full name, date of birth, address, phone number, and insurance informaƟon. 
These details ensure the record is matched to the correct person (so that doctors don’t mix up 
paƟents). 

 Medical History: A detailed history of the paƟent’s health is recorded here. It covers past and 
current medical condiƟons (like diabetes or asthma), surgeries, hospitalizaƟons, and allergies or 
reacƟons to medicines.  

It may also include a family medical history (health issues in relaƟves) if relevant. For example, if 
a paƟent’s mother had high blood pressure and heart disease, that would be noted because it 
might affect the paƟent’s risk.  

DocumenƟng medical history helps providers understand what pre-exisƟng issues a paƟent has, 
which guides future care. 

 Visit or Progress Notes: Each Ɵme the paƟent is seen by a doctor or nurse, a note is wriƩen to 
record the details of that visit. These notes typically include the reason for the visit (chief 
complaint), observaƟons (what the doctor found on exam), vital signs (like blood pressure and 
heart rate), and diagnoses and treatment plans.  



 

For example, a note might say: “PaƟent complains of cough (c/o cough), blood pressure 120/80 
mmHg, heart rate 75 bpm. Exam: lungs clear. Diagnosis (Dx): viral bronchiƟs. Plan: increase 
fluids, Rx (prescribe) cough syrup as needed.” These notes oŌen follow a format (someƟmes 
called SOAP: SubjecƟve, ObjecƟve, Assessment, Plan), but in any case, they record what is 
happening during each encounter.  

Progress notes may also update previous plans (e.g. “medicaƟon X was started last visit; paƟent 
is toleraƟng it”). 

 Lab and Test Results: Medical records include results from any tests or studies done on the 
paƟent. This can be laboratory tests (like blood or urine tests), imaging studies (X-rays, MRIs, CT 
scans), and other diagnosƟcs (EKG, endoscopy, etc.).  

Each report shows the findings (for example, an X-ray image with a radiologist’s comments, or a 
lab report with blood cell counts). These results help confirm diagnoses or guide treatment. For 
instance, if a blood test shows high blood sugar, that result would be filed in the record next to 
notes about managing diabetes. 

 

 

PaƟent Medical Record – United States 

PaƟent Name: Chidinma Eze 

Date of Birth: June 10, 1990 

Sex: Female 

NaƟonality: Nigerian 

OccupaƟon: Caregiver 

Facility: Maple Grove Senior Living, Minnesota, USA 



PaƟent ID: US-MGSL-2025-0094 

Date of Visit: June 16, 2025 

Phone Number: +1 (612) 555-2045 

Emergency Contact: Mr. Samuel Eze (Brother) – +1 (651) 555-7710 

PresenƟng Complaint 

* Lower back pain for the past 4 days 

* Mild faƟgue aŌer long shiŌs 

* Reports occasional dizziness aŌer standing for long periods 

Past Medical History 

* No known chronic illnesses 

* No history of surgery 

* No known allergies 

* Up-to-date on immunizaƟons, including HepaƟƟs B and COVID-19 

MedicaƟon History 

* Occasional Ibuprofen for menstrual cramps 

* Not currently on any prescribed medicaƟon 

Vital Signs 

* Temperature: 98.6°F 

* Blood Pressure: 118/74 mmHg 

* Heart Rate: 76 bpm 

* Respiratory Rate: 16 bpm 

* BMI: 24.5 

Physical ExaminaƟon 

* General: Well-nourished, in no acute distress 

* Musculoskeletal: Mild tenderness in lower lumbar region, no swelling 

* Neurological: Reflexes normal, no signs of nerve compression 



* Cardiovascular & Respiratory: Normal limits 

Assessment / Diagnosis 

* OccupaƟonal muscle strain (lower back) 

* Rule out anemia (pending labs) 

* Risk of caregiver faƟgue/burnout 

Plan 

* Recommend physical therapy session 1x/week 

* Prescribe acetaminophen 500mg PRN for pain 

* Encourage ergonomic liŌing techniques 

* Advise on work-rest balance and hydraƟon 

* Order CBC to check for anemia 

* Follow-up in 1 week or earlier if symptoms worsen 

Provider: 

Dr. Lisa Thompson, MD 

Minnesota Primary Care Associates 

Signature: \\\\\\\\\\\\\\\\\\\\\\\\ 

Date: June 16, 2025 

 



 

Components of Medical Records Cont.  

 Treatment Plans/Orders: The record will include the planned treatments for the paƟent’s 
condiƟon. This may be combined with progress notes or listed separately. It oŌen shows 
prescribed medicaƟons (including doses), referrals to specialists, surgeries, or lifestyle 
recommendaƟons.  

For example, aŌer noƟng a diagnosis of hypertension, the record would list an Rx (prescripƟon) 
for a blood pressure medicaƟon. Treatment plans ensure everyone knows what steps are being 
taken to care for the paƟent. 

 Vital Signs and Measurements: OŌen part of visit notes, records include basic measurements 
like blood pressure (BP), heart rate (HR), temperature, respiratory rate, height, weight, etc. 
These numbers give a quick snapshot of the paƟent’s condiƟon at each visit. 

Medical records include many types of informaƟon. For instance, a stethoscope and clipboard 
(shown above) suggest a doctor examining a paƟent and wriƟng down exam findings and plans 
in a chart. Each record holds both paƟent data (IDs, history) and ongoing care details (notes, 
test results). 

Each of these components helps medical staff provide safe care. For example, if a paƟent is 
admiƩed to the hospital, the idenƟficaƟon page (face sheet) is placed on top of the chart with 
name, medical record number, and important info. Then progress notes are added each day of 
the hospital stay.  

 



Later, when the paƟent follows up in an outpaƟent clinic, the doctor will review the history, 
previous diagnoses, lab results, and discharge summary from the hospital record. In short, the 
combined parts ensure that everyone from triage nurses to specialists has the informaƟon they 
need. 

 Summary of Components: PaƟent ID, detailed medical history (past and present), records of 
each doctor/nurse visit (with symptoms, exam, and plan), lab and imaging reports, medicaƟons 
and allergies, and treatment orders. These pieces together form the “story” of the paƟent’s 
health.  

For example, John’s record might start with his name and DOB, list that he had appendix surgery 
last year (history), then show today’s visit where he complained of cough (c/o cough) with vitals 
BP 130/85, HR 80, and the doctor wrote “Dx: bronchiƟs, Rx: anƟbioƟc” in the notes. 

 

 

 

Types of Health Records  

Medical records come in different types based on the care seƫng and services. The three main 
categories are: 

 InpaƟent Records: These are records for paƟents who are admiƩed to a hospital. An inpaƟent 
record covers the enƟre hospital stay from admission to discharge. It usually begins with an 
admission form or face sheet lisƟng the paƟent’s ID and admission details, followed by a nursing 
admission assessment, daily progress notes by doctors, medicaƟon orders, lab/radiology results, 
consent forms for procedures, and finally a discharge summary when the paƟent goes home.  

 



The discharge summary at the end recaps the hospital stay: the reason for admission, major 
findings, treatments given, and instrucƟons for follow-up. InpaƟent records are oŌen very 
detailed because many tests and treatments happen in a hospital. 

 OutpaƟent Records: These are records for paƟents who visit a clinic or doctor’s office but are 
not admiƩed. Each Ɵme a paƟent comes for an outpaƟent visit, a note is added to their 
outpaƟent chart. This note includes the date, reason for the visit (e.g. check-up, new 
complaint), examinaƟon findings, any tests ordered, and treatment given or prescribed.  

For example, if Jane goes to her family doctor for a yearly exam, a nurse may record her vital 
signs, and the doctor writes in the chart that “annual physical exam” was done with normal 
findings, and that a flu shot was given. If the paƟent comes back later, that conƟnuaƟon note is 
added under the same visit record. Importantly, outpaƟent records should sƟll follow the 
paƟent’s whole care story.  

If an outpaƟent is eventually admiƩed as an inpaƟent, their outpaƟent notes are aƩached to 
the inpaƟent record for conƟnuity. As one guideline explains, “If the paƟent is admiƩed to the 
hospital, his outpaƟent record should be filed with the inpaƟent record as a unit, reflecƟng 
conƟnuous medical care’’. 

 Ancillary Records: These are separate records generated by ancillary (support) services. 
Examples include radiology reports, laboratory test reports, rehabilitaƟon notes (physiotherapy, 
occupaƟonal therapy), pharmacy records, and others. Each of these services may keep its own 
log or report.  

For instance, when a paƟent has an X-ray or MRI, the radiology department creates a report 
that goes into the radiology file (oŌen digital). Laboratory tests generate lab reports (printed or 
electronic) which detail the results (e.g. blood counts, chemistry values).  

These ancillary records are then added or linked to the paƟent’s main chart. Although kept by 
different departments, they are considered part of the paƟent’s overall record. They 
complement the clinical notes by providing specialist informaƟon (e.g. an image of a broken 
bone on an X-ray report, or a blood culture result). 

For example, radiology is an ancillary service. An X-ray image (as shown on the laptop above) 
produces a report that becomes part of a paƟent’s medical record. Even though this image file 
may be stored in the radiology system, the key findings (such as “no fracture seen” or 
“pneumonia visible in right lung”) are recorded in the paƟent’s charts. 

 

 Case Example: Imagine a paƟent, Maria, is first seen in the emergency room (outpaƟent 
seƫng) for chest pain. Her outpaƟent chart notes “chest pain” with ECG and blood tests done. 



Two days later, she is admiƩed to the hospital (now inpaƟent). All her ER notes and test results 
are added to her inpaƟent chart.  

In the hospital, new daily notes are wriƩen and addiƟonal tests done.  

AŌer discharge, she follows up in her cardiologist’s clinic. The cardiologist reviews both her 
outpaƟent (ER) records and inpaƟent records to see all relevant info. In each case, the correct 
record type was used (ER notes as outpaƟent, hospital chart as inpaƟent), and all ancillary data 
(like lab and imaging reports) were linked into her chart. 

 

 

Basic Medical Terminology and AbbreviaƟons  

Medical records oŌen use abbreviaƟons and jargon. Learning some common terms helps in 
reading records. Below are a few basic terms and abbreviaƟons you might encounter: 

 BP – Blood Pressure. The force of blood against artery walls (e.g. “BP 120/80”). Listed as two 
numbers (systolic/diastolic). 

 HR – Heart Rate. The number of heartbeats per minute. OŌen recorded with vital signs (e.g. 
“HR 72 bpm” meaning 72 beats per minute). 

 



 Dx – Diagnosis. The idenƟfied condiƟon or illness (the “assessment” by the doctor). For 
example, “Dx: asthma” means asthma is the diagnosis. 

 Rx – PrescripƟon (or someƟmes treatment). Indicates a medicaƟon or treatment ordered. For 
example, “Rx: amoxicillin 500mg” means a prescripƟon for that anƟbioƟc. 

 Hx – History. Usually refers to past health problems. For example, “Hx of hypertension” means 
the paƟent has a history of high blood pressure. 

 c/o – Complains of. Used to note the paƟent’s own descripƟon of symptoms (e.g. “c/o 
headache” means the paƟent complained of a headache). 

 H&P – History and Physical. The full history and physical exam of a paƟent on a visit. 

 DOB – Date of Birth. The paƟent’s birth date, a standard idenƟfier in records. 

 O/E or o/e – On ExaminaƟon. Findings from the physical exam (e.g. “o/e: lungs clear”). 

 NKA – No Known Allergies. Indicates the paƟent has no known drug/food allergies. 

 

Each of these abbreviaƟons will oŌen appear in records. For instance, a chart note might read: 
“BP 118/76, HR 78, c/o chest pain, Dx: GERD, Rx: antacid”. In context, that means the paƟent’s 
blood pressure was 118/76, heart rate 78, complained of chest pain, diagnosed with 
gastroesophageal reflux disease, and given an antacid prescripƟon. 

 Key Terms Recap: BP = blood pressure, HR = heart rate, Rx = prescripƟon/treatment, Dx = 
diagnosis, etc. These shorthand terms save Ɵme but always make sure you understand them. If 
unsure, you can refer to a medical abbreviaƟon glossary or simply ask a provider what a note 
means. 

Medical records document every aspect of a paƟent’s care. They include idenƟfying details, a 
person’s medical history, progress notes from every visit, test results, and plans for treatment. 
Records are divided by seƫng: inpaƟent records for hospital stays, outpaƟent records for clinic 
visits, and ancillary records for specialized services like lab tests or X-rays.  

 

The purpose of keeping such records is to ensure safe, conƟnuous care and accurate 
communicaƟon. In pracƟce, that means every doctor and nurse involved in your care will add 
informaƟon (in clear language or standard abbreviaƟons) so that the next provider knows 
exactly what has happened and what to do next. 



 

DATA COLLECTION & DOCUMENTATION STANDARDS  

Accurate and clear record-keeping is the foundaƟon of good healthcare. In this module, we 
explain how to gather paƟent data carefully, use standard forms, and follow simple rules for 
clear, complete notes. We break down each idea into plain language, use everyday examples, 
and even show what good versus poor documentaƟon looks like. At the end of each secƟon is a 
quick summary of the main points. 

 Guidelines for Accurate Data Gathering  

CollecƟng paƟent informaƟon is like puƫng together a puzzle: each piece must fit exactly. 
When talking with a paƟent or recording events, it’s important to be careful and double-check 
everything. Some key Ɵps for gathering data accurately: 

 IdenƟfy the paƟent correctly: Always match the paƟent to their record by asking two idenƟfiers 
(for example, full name and date of birth) before you start talking or recording. Mixing up two 
people can be dangerous.  

For example, two paƟents might share a first name but have different birthdays. Double-
checking avoids giving the wrong treatment to the wrong person. A risk report noted that 
paƟent misidenƟficaƟon errors can lead to serious harm or even death. 

 



 Confirm personal details: Repeat key facts back to the paƟent. For example, “Your name is John 
Smith and you were born on April 3, 1980, correct?” This makes sure spelling and numbers (like 
birthdate or medicaƟon doses) are correct. An error in a number (say wriƟng 20 mg instead of 
2.0 mg) could cause a bad outcome, so taking a moment to verify details is vital. 

 Use clear quesƟons and listen: Ask open-ended quesƟons (“Tell me about your problem 
today.”) rather than yes/no quesƟons. Let the paƟent describe symptoms in their own words. 
Write down their exact words for important complaints (“I have a sharp pain in my side”) 
because it gives a clear picture of their situaƟon. 

 Record what you observe (objecƟve facts): Along with what the paƟent says, note your own 
observaƟons – like vital signs or exam findings. For example, “Blood pressure 120/80, pulse 72, 
paƟent seems alert.” These objecƟve facts should be measured or observed and entered into 
the record. 

 Check medicaƟon and allergies carefully: Always list every medicaƟon the paƟent is taking 
(name, dose, how oŌen) and any allergies. Even if the paƟent only took “a pill” without knowing 
details, ask them to clarify (or check their medicaƟon boƩles). WriƟng “ Ibuprofen 200 mg twice 
daily” is much clearer than “takes pain medicine.” 

 Ask about the story in full: Don’t skip over small details. For example, if a paƟent has 
“headache,” ask how long it’s lasted, what made it beƩer or worse, etc. Missing those details 
can lead to incomplete understanding of the problem. 

 Avoid assumpƟons: Never guess or assume something. If a paƟent is talking about a symptom 
you don’t understand, ask them to explain further instead of filling in the blanks yourself. 

 Verify with other sources if needed: SomeƟmes paƟents may forget or be confused (for 
example, if they were very sick or elderly). When possible, check exisƟng records, ask family 
members, or use previous charts to confirm history. This helps ensure accuracy when the 
paƟent’s memory isn’t clear. 

 Document immediately: Write down the informaƟon during or right aŌer the paƟent 
interacƟon. Delay can lead to forgeƫng details. Good pracƟce is to document 
“contemporaneously” (at the Ɵme of the encounter). This makes your notes more accurate. 

 Everyday example: Imagine you’re in a store asking someone for direcƟons. If you ask “Which 
street do I turn on?” and the person just says “First street,” without specifying which “First,” you 
might get lost.  

 



In healthcare, a missing detail like that can be life-threatening. So you’d ask back, “First Street 
near the bakery or near the school?”Similarly, in medicine, we ask clarifying quesƟons to make 
sure we understand exactly. 

 Importance: Gathering data accurately means doctors and nurses can make the right decisions. 
If data is wrong or incomplete (for example, the wrong allergy is listed or a symptom is 
forgoƩen), a paƟent might get an incorrect medicaƟon or treatment.  

Studies and safety reports warn that even simple mistakes, like mixing up two paƟents with 
similar names, can cause severe outcomes. Accuracy in data collecƟon keeps paƟents safe and 
care on track.  

 

Always check the paƟent’s idenƟty, confirm details by repeaƟng them, use clear quesƟons, and 
record informaƟon right away. Double-check spellings and numbers. In short, treat each fact like 
an important puzzle piece – if one piece is wrong, the whole picture of care can be wrong. 

 

Chinwe, a Nigerian caregiver working at a care home in Manchester, was responsible for 
assisƟng a new resident during their intake assessment. In a rush to complete paperwork and 
move on to her next task, she skipped the step of confirming personal details with the paƟent. 
She quickly wrote down the name as Jon Smyth instead of John Smith, and mistakenly recorded 
the birthdate as 04/03/1970 instead of 04/03/1980. 

 

When asked about medicaƟons, the elderly resident said, “I take a liƩle white pill for my heart, 
but I don’t know the name.” Chinwe simply wrote “heart medicaƟon – unknown” without 
making further effort to clarify or check the resident’s prescripƟon boƩles. Worse sƟll, she 
forgot to ask about allergies and leŌ that secƟon blank. 

 



Later that evening, the nurse on shiŌ, unaware of the paƟent’s allergy to penicillin (which had 
been documented at their previous facility), prescribed an anƟbioƟc that triggered a severe 
allergic reacƟon. The resident was rushed to the hospital with breathing difficulƟes and hives. 
Upon invesƟgaƟon, Chinwe was found to have made mulƟple documentaƟon errors, violaƟng 
the facility’s protocols for paƟent safety and accurate recordkeeping. 

 

As a result, Chinwe received a formal warning, and her work visa sponsorship came under 
review. The situaƟon highlighted the criƟcal importance of aƩenƟon to detail, acƟve listening, 
and verifying paƟent informaƟon—especially in a healthcare seƫng abroad where standards 
and accountability are high. 

 

Kindly click on the link below to watch this video. 

hƩps://youtu.be/rLcJQKog93w 

 



 

Standardized Forms and Templates  

 

Using standard forms is like following a recipe: it ensures you include all the right ingredients 
every Ɵme. In healthcare, forms and templates guide us to write down all necessary informaƟon 
consistently. This makes it easier for anyone reading the records to find what they need.  

 

 What are standardized forms?  

These are pre-made documents or digital templates that have labeled secƟons for specific 
informaƟon. For example, a paƟent intake form might have fields for name, date of birth, 
current complaints, medicaƟons, and allergies. A medicaƟon list form would have space for drug 



names, doses, and schedules. Using these forms means you’re less likely to forget something 
important. 

 Electronic Health Records (EHRs): Many clinics and hospitals use computer systems (EHRs) with 
built-in templates. For example, a soŌware screen might have boxes to check off and areas to 
type in. As one expert guide notes, “Using standardized forms and templates can help to 
streamline the documentaƟon process and reduce errors”. In pracƟce, this could be selecƟng 
“headache” from a dropdown menu or filling in a text box for “medicaƟons”. 

 

 Common templates:  

 SOAP Note (SubjecƟve, ObjecƟve, Assessment, Plan): A very common way for clinicians to 
organize a visit note. Each leƩer stands for a secƟon: 

 SubjecƟve: What the paƟent says (their symptoms). 

 ObjecƟve: What the provider observes or measures (vitals, exam findings). 

 Assessment: The clinician’s thought about what might be wrong (the diagnosis). 

 Plan: What will be done about it (tests, treatment, follow-up). 

Using SOAP notes ensures nothing is skipped. (Even if you’re not a doctor, think of it as a 
checklist so the note doesn’t miss a step.) 

 Checklists: These are especially important for safety. For instance, before surgery, a surgical 
safety checklist ensures items like “paƟent idenƟty confirmed,” “allergies listed,” and “informed 
consent done” are all checked off. 

 Screening tools: Standard forms like pain scales (0-10 charts), fall risk checklists, or nutriƟon 
screening forms ensure these important factors are always asked in the same way. 

 Why use them: Imagine if every nurse or doctor made up their own format. It would be 
confusing: one chart might have vitals in one place, another in a different spot, and some could 
be missing fields enƟrely. Standard forms fix this by giving everyone the same outline. The 
community health nursing guide explains that forms “reduce errors” by reminding clinicians of 
what to include. 

 AdapƟng forms: SomeƟmes clinics tweak standard templates to fit their needs. For example, a 
family doctor’s office might add a checkbox for “smoking status” on their intake form, since it’s a 
rouƟne quesƟon. The key is consistency: once a form is set, everyone uses the same one. 

 



 

IllustraƟon – Examples of forms:  

 

 A blank form might have printed lines and labels like: 

 Name: ____ DOB: ____ 

 Reason for Visit: _________ 

 Allergies: ___________ 

 MedicaƟons: ___________ 

 Primary Diagnosis: _________ 

[ Then a signature line and date].  

 A SOAP note template in a notebook might have headings already wriƩen as: SubjecƟve:, 
ObjecƟve:, Assessment:, Plan: with space under each for wriƟng. 

 Good vs Poor Use of Forms:  

 Good: Using a form, a nurse systemaƟcally goes down each secƟon, so nothing is skipped. If a 
paƟent has no allergies, the nurse writes “No known allergies.” This way, it’s clear that allergies 
were checked. 

 



 Poor: Without a form, a busy pracƟƟoner might forget to ask about allergies or vaccinaƟon 
history. The note could end up saying “PaƟent visited for cough,” with no other details or fields 
filled in. This missing informaƟon could cause problems later (e.g., giving a drug the paƟent is 
allergic to). 

 Why this maƩers: Standard templates make it quick and easy to record complete informaƟon. 
They also make it easy for someone else (another doctor, nurse, or even the paƟent) to find the 
needed details. Think of it like a form you fill out at a DMV: if everyone’s form looks the same, 
the clerk immediately knows where to check your photo, signature, and address.  

In healthcare, a standard format means a referring doctor or a quality reviewer can quickly 
verify that all key pieces (like the chief complaint or medicaƟon list) are present. Inconsistent or 
made-up formats can lead to missing pieces, which might delay care or cause oversights. 

 Summary: Always use the approved forms or templates provided (paper or electronic). They 
help you not miss anything important and keep records uniform. For example, most clinicians 
use a “SOAP note” format to cover all bases. Think of forms as a helpful checklist – when used 
properly, they make documentaƟon easier and safer. 

 

 

Principles of Good DocumentaƟon: 

Legibility, Completeness, and Timeliness  

 



Once you have the data and forms, the way you write it down follows three key principles: 
legibility (wriƟng it so others can read it), completeness (not missing anything important), and 
Ɵmeliness (doing it promptly).  

 Legibility (Clear WriƟng) 

Legibility is about clear wriƟng. Whether you hand-write notes or type them, anyone else 
reading your entry should have no trouble understanding it. In other words, your notes should 
be easy to read. 

 Print or type clearly: If wriƟng by hand, use neat, block leƩers if possible. Avoid fancy or sloppy 
cursive. Some people are tempted to use abbreviaƟons, but if an abbreviaƟon isn’t standard or 
could be misread, it’s safer to write the full word (e.g., write “daily” instead of “qd”, or “every 
day” to avoid confusion with “qod” which is every other day). Kaiser’s documentaƟon guidelines 
emphasize that entries must be legible and wriƩen in dark ink. 

 Avoid white-out or erasures: If you make a mistake, do not scribble it out. Instead, cross it out 
with one line, iniƟal next to it, and write the correcƟon nearby. Completely obliteraƟng text (like 
using white-out) is not allowed. It can look like you’re hiding something and makes the chart 
illegible in that area. 

 Use computers if needed: Most modern clinics use EHRs where you click and type. Typed text is 
always legible (unless there’s a computer error!), so using electronic documentaƟon helps 
ensure clarity. Even on paper, some faciliƟes use carbon copy forms or stamps for vital signs, 
which can improve readability. 

Examples: 

 Good: WriƟng “The paƟent is alert and oriented” clearly. 

Poor: WriƟng “Pt is alt an orntd” where sloppy script makes “oriented” unreadable. 

 Importance: Illegible notes can cause real harm. If a nurse or another doctor can’t read a vital 
sign or a medicaƟon dose, they might guess wrong. The Kaiser policy states that illegible entries 
are not acceptable because they prevent meaningful review.  

In real life, unreadable handwriƟng on a prescripƟon is a common medical joke – but in reality, 
it can lead to giving the wrong drug dose to a paƟent. The saying “if you didn’t document it, it 
didn’t happen” even applies to legibility – an unreadable entry might as well not be there.  

Clear wriƟng means safer care and fewer mistakes. 

 



Always write or type notes so they can be easily read by others. If it’s on paper, use clear print 
and dark ink (Kaiser insists on black/blue ink). If on a computer, double-check that each field is 
filled. Remember: no one can help the paƟent if they cannot read your note! 

 Completeness (Thorough InformaƟon)  

Completeness is about not leaving out important details. A complete record contains all 
relevant pieces of informaƟon about the paƟent’s visit. It answers the quesƟons: who, what, 
when, where, and why. 

 Include all required fields: On a form or note, make sure every secƟon is filled. For instance, 
always put a date and Ɵme on each entry, so it’s clear when events happened. If a quesƟon 
doesn’t apply (e.g. “past surgeries” and the paƟent never had any), write “None” or “N/A” 
instead of leaving it blank. 

 Capture the whole story: Describe the paƟent’s reason for visit with enough context. For 
example, wriƟng “Headache, no fever, took Tylenol” is beƩer than just “Headache.” The good 
example tells us when it started (“two days”), what exactly was done (took Tylenol), and any 
other symptoms (“no fever”). This thoroughness prevents misunderstandings later. 

 Document acƟons and follow-up: If you gave any treatment (like medicine or advice), write that 
down. Also note the plan (for example, “Follow-up in 3 days” or “Recheck blood pressure next 
visit”). This shows conƟnuity of care. If someone else reads the note later, they’ll know exactly 
what was done and what should happen next. 

 Use the paƟent’s own words when useful: Especially for subjecƟve symptoms (“It feels like a 
band around my chest” versus “chest pain”). QuoƟng the paƟent’s descripƟon can be more 
precise than translaƟng into medical terms. 

 Check off rouƟne items: Ensure that standard parts of a health record are present: paƟent ID 
(name/DOB), vitals (temperature, blood pressure, etc.), allergies, current medicaƟons list, 
diagnoses, and provider’s signature. Many problems happen when a note is missing even one of 
these. 

 



 

Cont.  

Examples:  

Good: 

pgsql 

CopyEdit 

 10/1/2025 09:00 – Jane Doe (DOB 4/3/80) presents with 2-day history of headache aŌer 
starƟng new medicaƟon. Reports headache as “throbbing front of head,” 4/10 severity. No fever 
or vomiƟng. BP 118/76, pulse 70. Reviewed medicaƟon list: no changes except started 
medicaƟon X. No known drug allergies. Plan: Advised rest, hydraƟon, conƟnue Tylenol. Follow-
up in 1 week or sooner if worse.  

Poor: 

CopyEdit 

10/1 – Pt headache. Tylenol.  

In the poor example, important details are missing: which paƟent (“Pt” is vague), when exactly, 
the nature of the headache, vital signs, or next steps. Incomplete records cause confusion and 
errors.  

 



If a later provider looks at an incomplete note, they might have to guess or ask quesƟons that 
waste Ɵme. More dangerously, if criƟcal facts are leŌ out (e.g. forgeƫng to note that a paƟent 
has a pacemaker), the paƟent may get treatment that’s contraindicated.  

As Simbo’s guide says, incomplete records can lead to misunderstandings and affect paƟent 
care. In administraƟve terms, incomplete documentaƟon might even be considered “not 
documented” and could affect insurance billing or legal maƩers. 

 Don’t skip details. Write down every relevant piece of the paƟent’s story and your acƟons. A 
complete note has no blanks: who the paƟent is, what happened, what was found, what was 
done, and what will happen next.  

If something isn’t applicable, explicitly note that (e.g. “no allergies”). That way anyone reading 
the record knows you didn’t forget – there simply was nothing to record. 

 Timeliness (Promptness)  

Timeliness means recording informaƟon as soon as possible, ideally during or immediately aŌer 
the paƟent interacƟon. A Ɵmely note is one that’s contemporaneous with the event. 

 Document at the Ɵme of care: Make it a habit to write or type notes right aŌer seeing the 
paƟent (or even during an exam, if appropriate). Kaiser’s standards say documentaƟon should 
be made “at the Ɵme service is provided”. 

 Don’t wait unƟl end of day or week: If you leave notes unƟl later, you might forget details. 
Memories fade quickly, especially under a busy schedule. For example, if a nurse waits unƟl 
later in the day to chart all morning visits, they might mix up Ɵmes or miss a small detail. 

 Use quick tools if needed: If computer access is far away, jot a quick note (paper or phone 
reminder) immediately, then fill in the details in the chart as soon as you can. The key is not 
leƫng too much Ɵme pass. 

 Include date and Ɵme: Always put the date (and if possible Ɵme) on each entry. This helps 
track what happened when. Many problems arise in care simply because someone didn’t know 
exactly when something was done. 

 

 Examples:  

 

Timely: A doctor sees a paƟent at 2 PM and writes the note by 2:10 PM. The note clearly states 
“2:00 PM – PaƟent reports…” so the Ɵming is clear. 



 

Late: A nurse writes today’s chart notes the next morning. They write “10/2/2025 – PaƟent had 
headache yesterday.” Because it’s wriƩen a day late, the date on the note might not match the 
event.  

This can be confusing or look like the care was not given. 

 Importance: Timely documentaƟon helps ensure accuracy. Details are freshest right aŌer they 
happen. If documentaƟon is delayed, someone might forget to add an exam finding or get a 
paƟent’s complaint slightly wrong. Also, from a legal or quality standpoint, only Ɵmely records 
can prove what care was given when.  

Kaiser’s policy clearly states records should be made at the Ɵme of service to support paƟent 
care and billing. In emergencies or busy shiŌs, making notes quickly can be challenging, but it’s 
one of the most important pracƟces for safe care. 

Write notes immediately aŌer each paƟent encounter, never days later. Always date (and Ɵme, 
if possible) each entry. Prompt documentaƟon means your notes are more reliable and useful. 
Remember: “Prompt entries into medical records enhance their reliability’’. 

 

 



 

Good vs Poor DocumentaƟon Examples  

 

Here’s an everyday example of good versus poor documentaƟon in a simple scenario: 

 

A paƟent named Jane Doe (DOB 04/03/1980) visits for a rouƟne check-up. She menƟons a mild 
headache that started two days ago. Vital signs are taken. 

 

 Good DocumentaƟon:  

 Entry: “10/1/2025 09:00 AM – Jane Doe (DOB 04/03/1980) presented with 2-day history of 
mild headache. Headache described as a pressure behind the eyes, 4/10 severity, no vision 
changes.  

 



No fever, no nausea. BP 118/76, HR 72, temp 98.6°F. No known drug allergies. Current 
medicaƟons: Tylenol 500 mg as needed. Plan: Advised increased water intake and 
acetaminophen 500 mg every 6 hours for pain. Follow-up prn. Signature: [Doctor Name], MD.” 

 

 Why it’s good: Every piece of informaƟon is clear. It has the paƟent’s idenƟty, date/Ɵme, 
descripƟon of symptoms, vital signs, allergies/meds, and the care plan. It’s wriƩen in full 
sentences that anyone can read. No secƟons are missing. 

 

 Poor DocumentaƟon:  

 Entry: “10/1 – Pt c/o HA x 2d. BP 118/76. OK.” 

 Why it’s poor: This note is too short and vague. It doesn’t say which paƟent or verify idenƟty 
(just “Pt”). It uses abbreviaƟons (“HA” for headache, “c/o” for complains of). It gives only one 
vital sign (BP) and misses others (no pulse or temp).  

There are no details on what the headache feels like or what was done about it (“OK” is not a 
clear plan). If another clinician read this, they wouldn’t have enough info to know what 
happened 

This contrast shows why clear, complete entries are so important. Good documentaƟon tells a 
full story; poor documentaƟon leaves a reader guessing. In real-world care, good notes can be 
lifesaving, while poor notes can lead to repeat tests, delayed care, or even paƟent harm. 

Accurate data gathering, standard forms, legible wriƟng, complete details, and prompt entry. All 
these pracƟces work together to keep paƟents safe and care effecƟve.  

Always treat the medical record as if someone’s life depends on it (because it just might). By 
following these guidelines, even beginners with no medical background can help ensure high-
quality, error-free paƟent records. 

 



 

A long-term care facility in the UK where two Nigerian caregivers, Amaka and Tunde, are on the 
morning shiŌ. They both aƩend to different paƟents and are expected to document any 
symptoms or care given in the medical record system. 

Caregiver 1 – Amaka (Good DocumentaƟon): 

At 09:00 AM, Amaka assesses Mrs. Jane Doe, a 45-year-old resident, who says she has had a 
mild headache for the past two days. Amaka carefully listens, asks quesƟons, checks vital signs, 
and records the following entry: 

“10/1/2025 09:00 AM – Jane Doe (DOB 04/03/1980) reports a 2-day history of mild headache, 
described as pressure behind the eyes, 4/10 severity. No vision changes, nausea, or fever. BP 
118/76, HR 72, Temp 98.6°F. No known drug allergies. Currently taking Tylenol 500 mg PRN. 
Plan: Encouraged increased fluid intake and to conƟnue acetaminophen 500 mg every 6 hours 
as needed. Will monitor. – A. Okonkwo, Caregiver.” 

Her supervisor later compliments her for the clear, complete, and paƟent-focused 
documentaƟon, which helps the doctor follow up effecƟvely. 

Caregiver 2 – Tunde (Poor DocumentaƟon): 

At the same Ɵme, Tunde checks on another paƟent, Mr. Olu. The paƟent briefly menƟons a 
headache and requests paracetamol. Tunde is in a rush and jots 

“10/1 – Pt c/o HA x 2d. BP 118/76. OK.” 

There’s no name, no full date, no detailed symptoms, no medicaƟon history, and no plan. When 
a nurse tries to review the note later, she’s confused about who “Pt” is, what the real complaint 
was, and what was done about it. Due to the lack of clarity, the paƟent ends up receiving an 
incorrect dosage of medicaƟon from the evening team, prompƟng an internal review. 

 

 



Lesson: 

While both caregivers were present and available, only one followed proper documentaƟon 
standards. Amaka’s detailed, professional record promoted safe and conƟnuous care. Tunde’s 
vague note caused confusion, risking paƟent safety and his own credibility. 

 

 

INTRODUCTION TO MEDICAL CODING & CLASSIFICATION  

 

Medical coding is like a standard language for healthcare. When a doctor writes “high blood 
pressure” or “knee surgery,” medical coders translate those notes into special codes that 
computers, insurers, and public health officials can understand. Coding is needed so that billing, 
records, and health staƟsƟcs use one common “language.”  

 

For example, “essenƟal hypertension” (high blood pressure) is coded as I10 in ICD-10. Doctors 
and nurses describe condiƟons and treatments, and coders look up those terms in official books 
or databases to find the correct codes.  

 

This process is similar to looking up a word in a dicƟonary: the coder finds the term (like 
“hypertension”) in the AlphabeƟc Index of the ICD-10 manual, then confirms the exact code in 
the Tabular List.  

Coding ensures that every medical problem and procedure has a unique label. 

 



Medical coders and billers act as translators between clinical care and billing. In this infographic, 
the blue arrow shows a coder converƟng a paƟent’s treatment into standard codes, and the red 
arrow shows a biller using those codes to work with insurance companies. 

  

Doctors, nurses and other healthcare staff write notes in a paƟent’s chart, but insurers and 
public health agencies need numeric codes. Medical coders convert clinical informaƟon into 
codes (like I10 for hypertension or J02.9 for a sore throat), while medical billers use those codes 
to create insurance claims and make sure doctors get paid.  

 

Together, they turn a paƟent’s visit into standardized data. This coding system links a diagnosis 
code (for the health problem) with a procedure code (for the service provided) to jusƟfy 
medical care. 

 

Kindly click on the link below to watch this video.  

hƩps://youtu.be/vQiMxoOit10 

 



 

Medical Coding Infographic 



 

 

Overview of Coding Systems  

 

 ICD-10 (Diagnosis Codes)  

 

 The InternaƟonal ClassificaƟon of Diseases, 10th Revision (ICD-10) is a system of codes for 
medical diagnoses, maintained by the World Health OrganizaƟon (WHO). Think of it like a huge 
menu of illnesses, injuries and health condiƟons, each with a code. For example, ICD-10 groups 
all diseases of the circulatory system under codes starƟng with “I.” “EssenƟal (primary) 
hypertension” (high blood pressure) is coded I10. Each code usually starts with a leƩer and is 
followed by numbers.  

 

In ICD-10-CM (the US clinical modificaƟon), codes are 3 to 7 characters long: the first character 
is always a leƩer (for example, “I” for circulatory diseases, “J” for respiratory) and there is a 
decimal point aŌer the third character. For example, C50.512 means “malignant neoplasm of 
lower-outer quadrant of leŌ female breast”.  

 

The first three characters (e.g. C50) define the general condiƟon and body part; further 
characters give more detail (e.g. leŌ vs. right, type of disease). 

 



ICD-10 codes are organized into chapters by body system or condiƟon type (e.g. Chapter 9 
covers circulatory system, Chapter 10 covers respiratory diseases). Each chapter has a range of 
codes. Within a chapter, related diseases are grouped together. For instance, all diabetes codes 
start with “E08–E13.” Coders use an AlphabeƟc Index (a word index) to find the right code and 
then verify it in the Tabular List, which arranges codes in order. The Tabular List also shows 
notes like “Includes:” or “Excludes:” that tell you what exactly belongs to that code or what 
must be coded elsewhere. 

 

Example: A doctor notes “Type 1 diabetes mellitus with diabeƟc nephropathy.” The coder 
searches “diabetes, type 1, with nephropathy” in the index, which leads to code E10.21. The 
coder then confirms in the Tabular List that E10.21 is correct and assigns it. (This step-by-step 
lookup process helps avoid mistakes.) 

 

 Key points about ICD-10:  

 

ICD-10-CM is used for diagnoses (what’s wrong with the paƟent) in all healthcare seƫngs. 

 

Codes are alphanumeric (leƩer + numbers) and up to 7 characters long. The first character is a 
leƩer (except “U”), followed by 2 or more characters (numbers or leƩers). 

 

A decimal point comes aŌer the third character (e.g. C50.5, J02.9). The decimal is not counted in 
the code’s length. 

 

The first three characters indicate the general category; fourth–seventh characters add detail 
(like site, severity, laterality). 

 

ICD-10-PCS is a related system for inpaƟent procedures (in U.S. hospitals only), but general 
coders usually use ICD-10-CM for diagnoses. 

 



ICD-10 is a global standard for coding diagnoses. It uses chapters by body system and codes 
made of leƩers and numbers. Coders find terms in an index, confirm the code in the tabular list, 
and record the full code (e.g. I10 for hypertension, E10.21 for diabeƟc nephropathy) in paƟent 
records and claims. 

 

 

CPT (Procedure Codes)  

 

 Current Procedural Terminology (CPT) is a separate code system for medical services and 
procedures, maintained by the American Medical AssociaƟon (AMA). CPT codes give a uniform 
language to describe exactly what was done to or for the paƟent.  

 

For example, an office visit, a surgical procedure, a lab test, and a vaccinaƟon each have a CPT 
code. Think of CPT as the “inventory list” of healthcare services. 

 

All CPT codes are five characters long and are usually numeric (some may include a leƩer). For 
example, 99213 is a common CPT code for an “Established paƟent office visit (20–29 minutes)”. 
CPT codes are grouped into categories: 

 



 Category I: Main codes for procedures and services that are billable (range 00100–99499). 
These cover surgeries, doctor visits, therapies, radiology tests, etc. For instance, codes in the 
70000s are for imaging (like X-rays), 80000s for laboratory tests, 90000s for psychiatry. 

 

 Category II: OpƟonal tracking codes (oŌen with leƩers) used for quality measures and 
performance (not used for billing). 

 

 Category III: Temporary codes for new or experimental procedures (to be converted into 
Category I if widely adopted). 

 

CPT is the main code set used for billing physician and outpaƟent services in the U.S. It works 
alongside ICD-10: ICD-10 codes explain why a service was done (the diagnosis), and CPT codes 
explain what service was done. For example, if a doctor performs an X-ray for chest pain, the 
coder might assign ICD-10 code R07.9 (chest pain) and CPT code 71010 (chest X-ray, one view). 

 

 Key points about CPT:  

 

CPT codes describe procedures and services (e.g. office visits, surgeries, tests). 

 

All CPT codes are exactly 5 characters and mostly numeric (some have leƩers). 

 

They are organized by specialty secƟons (e.g. evaluaƟon/management, surgery, radiology). For 
example, E/M office visit codes start with 99201–99499. 

 

Category I codes are what you submit to get reimbursed (Category II and III have special uses). 

 

 Example: CPT 99213 is an “established paƟent office visit, 20–29 minutes”. If a paƟent had this 
visit, the biller will use code 99213 on the claim. The AMA keeps the CPT code set updated 
yearly to reflect new services. 



 

CPT is a numerical coding system for medical services. Each service (office visit, procedure, test) 
has a five-digit CPT code. Providers use CPT codes on claims to show what was done for the 
paƟent.  

 

Combined with ICD-10 diagnosis codes, this pair of codes explains a paƟent’s visit completely: 
why they came (diagnosis code) and what was done (procedure code). 

 

 

Name: Chidera Okafor 

LocaƟon: Long-Term Care Facility, Ontario, Canada 

Role: CerƟfied Nursing Assistant (CNA) / Caregiver 

 

 

Chidera, a Nigerian caregiver working in a reputable long-term care facility in Canada, had 
always been diligent and observant in her daily tasks. One day, while shadowing the facility's 
registered nurse during documentaƟon rounds, she noƟced that a recurring set of paƟent visits 
and minor procedures—such as wound dressing, injecƟons, and assisted mobility therapy—
were being lumped together under a generic CPT code. The issue? This coding pracƟce failed to 
capture the full scope of care provided and resulted in lower reimbursement claims from 
insurance providers. 

 

Thanks to a medical records training course she had aƩended online, Chidera had learned how 
CPT codes worked and the significance of using specific Category I codes accurately. During her 
break, she approached her supervisor and politely shared an example: 



 

> “For Mrs. Lopez's twice-weekly wound care, the CPT code used was too general. Based on the 
steps I assisted with, I believe CPT 97597 (debridement of wound) and 99211 (nurse-level office 
visit) may be more appropriate for billing.” 

 

Surprised by her knowledge and iniƟaƟve, the supervisor reviewed the codes with the billing 
department. They confirmed that Chidera's suggesƟons aligned with proper AMA guidelines 
and reflected a more accurate—and billable—level of care. Within a month, the facility noƟced 
an increase in successful claims and higher insurance reimbursements. 

 

As a result of her contribuƟon: 

 

* Chidera was offered an official role in the documentaƟon quality team. 

* She received a \$3/hour raise for her skill in clinical translaƟon and coding support. 

* She was sponsored for further training in medical coding and documentaƟon. 

 

 

 

Lesson: 

Chidera's understanding of CPT codes, especially Category I billing codes, not only boosted her 
credibility but also led to financial rewards. Her ability to bridge caregiving and administraƟve 
insight made her an invaluable asset—proof that knowledge of medical terminology and 
documentaƟon systems can significantly advance a caregiver’s career abroad. 

 

 



 

Assigning Correct Codes for Diagnoses and Procedures 

 

Coding accurately means reading the paƟent’s medical record and picking the codes that exactly 
match the doctor’s notes.  

 

 Read the documentaƟon carefully. Look at the doctor’s diagnosis and all details (age, locaƟon, 
cause, chronic vs. acute). 

 

 Find the main terms in the code books or soŌware. For a diagnosis, use the ICD-10 AlphabeƟc 
Index: look up the main term (e.g. “diabetes, type 1”) and any modifiers (like “with 
nephropathy”). For a procedure, use the CPT code book or a code-search tool. CPT books have 
headings (like “InjecƟon,” “Physical Therapy,” etc.) to guide you. 

 

 Follow coding rules. Always use the most specific code available. If the note says “leŌ ankle” or 
“chronic condiƟon,” pick the code that includes those details. Don’t pick a general code if a 
more detailed one exists. For example, if “acute bronchiƟs” is specified, choose that code, not a 
vague “acute lower respiratory infecƟon.” 



 

 Check the code in the Tabular List. Once you have a candidate code (from the index), verify it in 
the tabular list. Make sure no “Excludes” note forbids it, and that any required addiƟonal codes 
are added (someƟmes two codes are needed together, like a disease code plus an external 
cause code). Confirm the full code (with correct characters). 

 

 Assign one code per diagnosis or procedure. If the paƟent has mulƟple problems, list each 
code. Usually, the primary diagnosis (main reason for visit) goes first. Each procedure done 
should also be coded. 

 

 Use all available informaƟon. If a wound or fracture is “open” or has specific details, include 
that. If a procedure was “bilateral” (both sides), some codes indicate that (or you may code it 
twice, depending on rules). 

 

 Example: Suppose a paƟent’s record says “Type 1 diabetes mellitus with kidney complicaƟons 
(diabeƟc nephropathy).” A coder would: 

 

Look up “diabetes” in the ICD-10 index. 

 

Under “diabetes, type 1,” find an entry for “with nephropathy” poinƟng to code E10.21.  

 

Then go to the Tabular List and locate E10.21 to confirm it matches “Type 1 diabetes with 
diabeƟc nephropathy”. 

 

Assign ICD-10-CM E10.21 as the diagnosis code. 

 

For a procedure: if a surgeon documents “appendectomy performed,” the coder finds the CPT 
code for an appendectomy. They might look under “Appendectomy” in the CPT Index or use a 
search tool, then verify the code in the CPT book. 



 

 Tips:  

 

Use coding soŌware or manuals that include the latest updates (codes change each year). 

 

Follow the official coding guidelines (e.g. WHO and CMS rules for ICD, AMA rules for CPT). For 
instance, never use a symptom code like “cough” if the definiƟve diagnosis is given (code the 
diagnosis instead). 

 

If documentaƟon is unclear, in pracƟce a coder should query the provider. For learning, we just 
note that clear, precise documentaƟon makes coding easier and more accurate. 

 

Accurate coding means translaƟng each documented diagnosis or procedure into its specific 
code by using coding manuals or tools. The process involves an index lookup, verifying in the 
tabular list, and selecƟng the most detailed code. Always code to the highest specificity (include 
side, type, severity, etc. if given) and follow any coding notes in the manuals. 

 

hƩps://www.youtube.com/shorts/Coh0VzflQQQ 

Medical coding demonstraƟon 

 

 



 

he Role of Coding in Billing  

 

Medical coding is essenƟal for billing insurance companies and paƟents. AŌer a doctor provides 
care, the healthcare provider submits a claim for payment. This claim must list ICD codes for the 
paƟent’s diagnoses and CPT codes for the procedures performed. Insurance companies use 
these codes to decide how much to pay. In fact, no insurance payment is made unless the 
correct codes are included on the claim. 

 

The ICD-10 diagnosis codes explain why the paƟent needed care (medical necessity). For 
example, having code I10 (hypertension) on the claim tells the insurer the paƟent has high 
blood pressure. 

 

The CPT procedure codes list what services were done. For instance, code 99213 (office visit, 
established paƟent, 20–29 min) shows a rouƟne check-up was performed. 

 



The claim goes like a sentence: “PaƟent has [ICD code for illness], and received [CPT code for 
service]. Please reimburse.” Payers check that the diagnosis jusƟfies the procedures. For 
example, performing a chest X-ray for chest pain (ICD code R07.9) is valid, but doing an 
expensive brain MRI without a related diagnosis might be quesƟoned. 

 

Accurate coding speeds up payments and avoids problems. If codes are missing or wrong, 
insurance companies delay payment or deny the claim altogether. For example, using the 
incorrect code for a surgery or omiƫng a code can trigger a denial. Each denied claim means 
extra paperwork and appeals, slowing down the provider’s revenue. In short: proper coding = 
correct billing = geƫng paid. 

 

Coding lets providers communicate services to payers. ICD codes jusƟfy the need for care and 
CPT codes describe the care given. Together they form the basis of every insurance claim. 
Accurate codes mean insurance companies will pay correctly and on Ɵme, while coding errors 
lead to payment delays or denials. 

 

hƩps://www.youtube.com/shorts/8nWssqwMZw4 

 

Coding for Public Health and Epidemiology  

 

Beyond billing, medical codes are invaluable for public health. Because every clinic and hospital 
uses the same coding systems, health data from millions of paƟents can be combined and 
analyzed.  

 

Epidemiologists and researchers use ICD-10 codes from paƟent records to track disease trends, 
measure public health threats, and guide policy. 

 



For example, public health agencies count how many paƟents were coded with influenza (ICD-
10 J10 or J11) this season, so they know flu incidence. Similarly, codes help monitor chronic 
diseases like diabetes or heart failure.  

 

Having standardized codes means researchers can quickly tally cases of a condiƟon across the 
country or world. These staƟsƟcs influence decisions like vaccine distribuƟon or funding for 
health programs. 

 

Coded healthcare data have many uses: 

 

 Disease surveillance: Tracking outbreaks or trends (e.g. rising numbers of Lyme disease cases). 

 

 Quality measurement: Comparing infecƟon rates, readmission rates, or complicaƟon rates 
between hospitals. 

 

 Research and policy: Analyzing large datasets to see how common a disease is (prevalence) or 
how oŌen it occurs in a year (incidence). Codes also help study outcomes (for example, do 
paƟents with code X have beƩer survival than those with code Y?). 

 

Using codes greatly speeds up analyƟcs. It is like having a giant database where every diagnosis 
is a tagged data point. According to the AMA Ethics Journal, coded data from paƟent records are 
used for “incidence or prevalence of disease; for drug safety monitoring or long-term cohort 
tracking; and to inform policymaking”. In short, coding turns individual paƟent notes into 
collecƟve health knowledge. 

 

When every paƟent’s condiƟon is coded in the same way, health officials can count and 
compare diseases in a populaƟon. For example, they might find that 5% of the populaƟon has 
diabetes (ICD-10 E11 codes) or that cancer cases increased by 2% last year. This informaƟon is 
crucial for public health planning, research, and prevenƟng disease spread. 

 



 

Good vs Poor Coding PracƟces  

 

Good coding is detailed and accurate. Poor coding is vague or incorrect. Here are examples 
illustraƟng the difference: 

 

 Good: The note says “acute oƟƟs media, right ear.” The coder selects H66.001 (“acute 
suppuraƟve oƟƟs media without spontaneous rupture of eardrum, right ear”) because it 
matches exactly. They include “right ear” and “acute” instead of just coding a general ear 
infecƟon. 

 

 Poor: The coder ignores “right ear” and picks H66.90 (“oƟƟs media, unspecified, unspecified 
ear”), a broad, unspecified code. This lacks detail and could lead to underpayment or 
misinterpretaƟon. 

 



 Good: A paƟent is seen for “suture removal from leŌ leg wound.” The coder assigns the CPT 
code for suture removal and includes the ICD code for “open wound of leŌ lower leg.” 

 

 Poor: The coder only codes for the clinic visit (e.g. a general office visit code) and misses the 
suture removal procedure enƟrely. This results in lost revenue and an incomplete record. 

 

 Good: When a paƟent has two issues (e.g. diabetes and hypertension), the coder lists both 
codes, so neither condiƟon is ignored. 

 

 Poor: The coder only codes one issue (e.g. hypertension) and leaves out the diabetes. This 
underreports the paƟent’s health problems. 

 

 Good: The coder follows official notes and guidelines. If the doctor lists a confirmed diagnosis, 
it is coded as a “G” (confirmed). If it’s a suspected diagnosis that was later ruled out, it is not 
coded as final. This follows proper ICD convenƟons. 

 

 Poor: The coder records every menƟon of a condiƟon as if it’s true, even when the doctor 
meant “rule out” (suspected). This overstates condiƟons in the record. 

 

 Good: Coders avoid upcoding (coding for a more expensive service than was done) and 
undercoding (coding for a less comprehensive service). They match the documentaƟon exactly. 

 

 Poor (Example from upcoding): A doctor spends 10 minutes on a rouƟne check-up but the biller 
uses code 99203 (new paƟent, 30–44 min) to get more payment. This is fraudulent upcoding. 

 

 Good: DocumentaƟon is clear and complete, making coding straighƞorward. Coders double-
check with providers if something is unclear. 

 



 Poor: DocumentaƟon is sloppy or incomplete (e.g. poor handwriƟng, missing details). Coders 
guess or use nonspecific codes, leading to errors and denials. 

 

 Key best pracƟces for coders:  

 

Always pick the code that most closely matches the documented condiƟon, including locaƟon 
(leŌ vs right), type (acute vs chronic), and any other detail. 

 

Use combined codes when available (e.g. many diabetes complicaƟons are combined into one 
code like E11.65 for type 2 diabetes with hyperglycemia). 

 

Never code “rule-out” or hypotheƟcal diagnoses as final. Code only confirmed condiƟons. 

 

Keep up with yearly updates (new codes and guidelines). 

 

Good coding follows the documentaƟon precisely and completely, using the most specific 
codes. Poor coding shortcuts or ignores details, leading to vague or wrong codes.  

 

For example, using an unspecified code when a specific one exists is bad pracƟce, as is billing for 
a higher-level service than provided (upcoding). Proper coding pracƟces ensure accurate 
records, correct billing, and reliable data. 



 

Impact of Coding Errors  

 

Mistakes in coding can have serious consequences: 

 

 Billing consequences: Errors oŌen lead to denied or delayed claims. For instance, if a wrong 
procedure code is submiƩed, the insurance might refuse payment. This disrupts a clinic’s cash 
flow. Each denied claim must be fixed and resubmiƩed, wasƟng Ɵme and money. Persistent 
coding errors can even trigger audits or penalƟes for non-compliance. 

 

 PaƟent care and treatment: If a paƟent’s record is coded incorrectly, new doctors might be 
misinformed. For example, if a paƟent is wrongly coded as having “diabetes” when they don’t, 
future doctors could order unnecessary tests or medicaƟons.  

 

Inaccurate records can also affect paƟent safety and decision-making (and in some systems, 
once coded it’s hard to remove). In the UK, for example, coders cannot simply erase a wrong 
code, which can permanently mark a paƟent’s record. 

 

 Health staƟsƟcs: On a larger scale, coding errors skew public health data. If many charts 
miscoded condiƟons, the numbers used for research and planning become biased. For example, 



using different code sets or wrong codes can make a disease look more or less common than it 
is.  

 

Public health resources (like vaccine distribuƟon or funding) might be misallocated due to faulty 
data. The AMA Ethics Journal notes that inaccurate coding can lead to “biased outcomes” and 
harm epidemiological studies. 

 

 Policy and public trust: Inaccurate coded data can mislead policymakers. For example, if 
hospital codes suggest a disease is rare when it’s actually common (or vice versa), laws and 
budgets may not address the real need. Companies and insurers using this data could exploit 
coding errors for financial gain. UlƟmately, bad coding reduces trust in health staƟsƟcs. 

 

Coding errors hurt everyone. In billing they cause claim denials and lost revenue. For paƟents, 
they mean unreliable medical records. At the populaƟon level, they distort disease staƟsƟcs and 
research findings. That’s why accuracy is criƟcal: small mistakes in code entry can snowball into 
big financial and health problems. 

 



 

LEGAL, ETHICAL & CONFIDENTIALITY CONSIDERATIONS  

 

Healthcare is built on trust: paƟents share their most inƟmate details with providers in the 
expectaƟon that their informaƟon will remain secure, accurate, and used only for its intended 
purpose.  

 

Central to maintaining that trust are laws such as the U.S. Health Insurance Portability and 
Accountability Act (HIPAA), professional ethical standards that guide every interacƟon with 
paƟent data, and clear policies surrounding consent, release of informaƟon, and the long-term 
storage of records.  

 

 PaƟent Privacy Laws and HIPAA Principles  

 

Healthcare informaƟon is deeply personal, and safeguarding it is not merely a courtesy, it is a 
legal requirement. In the United States, the cornerstone of paƟent privacy protecƟon is the 



Health Insurance Portability and Accountability Act of 1996 (HIPAA). HIPAA establishes clear 
rules for how protected health informaƟon (PHI) may be used, shared, and secured.  

 

Under the Privacy Rule, healthcare professionals may access a paƟent’s medical record only 
when it is necessary to provide treatment, to bill for services, or to conduct approved 
healthcare operaƟons.  

 

For example, a nurse caring for a paƟent in a hospital room must review that paƟent’s chart to 
administer medicaƟons correctly, but a hospital recepƟonist scheduling an appointment has no 
legiƟmate reason to view that same chart in full.  

 

Closely Ɵed to the Privacy Rule is the Security Rule, which requires all electronic medical records 
(EHRs) to be protected by technical and administraƟve safeguards.  

 

These include strong passwords, periodic password changes, encrypted data storage, and 
automaƟc log-off features that prevent unauthorized viewing of open screens.  

 

Finally, HIPAA’s Breach NoƟficaƟon Rule mandates rapid acƟon when PHI is impermissibly 
disclosed: covered enƟƟes must invesƟgate any potenƟal breach, noƟfy their compliance 
officers, and as required inform each individual whose informaƟon was compromised, typically 
within sixty days.  

 

Together, these rules create a mulƟ-layered shield around paƟent data, ensuring that sensiƟve 
informaƟon is divulged only in controlled, secure circumstances and that any accidental or 
malicious disclosure is swiŌly recƟfied and reported. 

 

Kindly click on the link below to watch this video.  

hƩps://youtu.be/red-YR7pi6M 



 

Professional Ethics in Handling SensiƟve Data  

 

Legal compliance alone does not guarantee that paƟent informaƟon will be treated with respect 
and care; professional ethics provide the moral framework that guides everyday behavior. At the 
heart of medical ethics lies the principle of confidenƟality, which demands that all members of 
the healthcare team treat paƟent details; physical, mental, and social with absolute discreƟon.  

 

ConfidenƟal conversaƟons about diagnoses, test results, or treatment plans should never occur 
in public spaces or be overheard in hallways, cafeterias, or elevators. Instead, sensiƟve 
discussions belong behind closed doors or within private electronic messaging systems. Equally 
important is the principle of integrity, which entails documenƟng paƟent encounters truthfully 
and accurately.  

 



If a clinician records vital signs incorrectly or knowingly alters notes to cover a mistake, the 
integrity of the enƟre medical record is compromised, potenƟally leading to adverse paƟent 
outcomes or legal repercussions.  

 

The ethical requirement of accountability further ensures that each healthcare worker uses a 
unique login for EHR systems and never shares credenƟals; this way, every access, entry, or 
modificaƟon can be traced back to the responsible individual.  

 

 Respect for autonomy extends beyond treatment decisions to include how and with whom a 
paƟent’s informaƟon is shared: a paƟent’s consent must be obtained before their details are 
released to researchers, employers, or family members.  

 

Finally, the doctrine of no maleficence, or “do no harm,” applies equally to data stewardship: 
healthcare professionals must consider whether sharing or mishandling informaƟon could 
damage a paƟent’s reputaƟon, impede their future access to care, or result in emoƟonal or 
financial harm.  

 

By embracing these ethical pillars, medical staff go beyond mere legal compliance to honor the 
human dignity and privacy of each person they serve. 

 

Adeola Adebayo, a Yoruba caregiver from Nigeria, had been working in a reputable long-term 
care facility in Zurich, Switzerland. Known for her dedicaƟon and warm bedside manner, she had 
gained the trust of many paƟents and colleagues. However, during a parƟcularly hecƟc weekend 
shiŌ, Adeola made a criƟcal mistake that would unravel her professional standing. 

 



An elderly paƟent, Herr Klaus Meier, had a history of heart disease and was on close 
monitoring. During the rouƟne hourly checks, Adeola was swamped with tasks—three paƟents 
needed reposiƟoning, one required assistance with feeding, and the nurse on duty was 
aƩending to an emergency upstairs. Rather than using the digital BP monitor to take fresh vital 
signs, Adeola copied the previous shiŌ’s values into the paƟent’s electronic health record (EHR): 
BP 130/85, HR 78, Temp 36.8°C. She did not want to "waste Ɵme" on what she thought would 
be an unchanged status. 

 

Unbeknownst to her, Herr Meier had started experiencing a drop in blood pressure and 
irregular heart rhythm. A trainee nurse later came in and, noƟcing his pale appearance and 
shallow breathing, immediately called the lead nurse. He was transferred to the emergency unit 
just in Ɵme—but the doctors confirmed he had gone into early cardiac shock, which could have 
been prevented with Ɵmely intervenƟon. 

 

During the review, discrepancies in Adeola’s documentaƟon were flagged. When quesƟoned, 
she admiƩed she hadn't rechecked the vitals. Making maƩers worse, invesƟgators discovered 
that earlier in the week, Adeola had shared her EHR login credenƟals with a fellow caregiver, 
Aisha, to help her catch up with documentaƟon. Both thought it was harmless, but this violated 
strict Swiss healthcare data protecƟon laws and the facility's zero-tolerance policy on data 
access security. 

 

To complicate the situaƟon further, Adeola had also discussed some of Herr Meier’s health 
concerns casually with his visiƟng niece—who was not his legal next-of-kin—without obtaining 
wriƩen or verbal consent from the paƟent. This breach of confidenƟality upset the family 
deeply. They filed a complaint with the cantonal health authority, ciƟng data privacy violaƟons 
and poor paƟent care. 

 

Outcomes: 

 

 ࿨࿩࿪ Adeola’s employment was terminated for falsifying medical records, sharing credenƟals, and 
breaching confidenƟality. 

 



 ࿨࿩࿪ She was reported to the Swiss Red Cross regulatory board and flagged in the naƟonal care 
registry, severely limiƟng her chances of future employment in the country. 

 

 ࿨࿩࿪ The facility issued an apology to Herr Meier’s family and was subjected to a compliance 
audit by cantonal health inspectors. 

 

 ࿨࿩࿪ Herr Meier was transferred to another hospital and recovered—but refused to return to the 
original facility. 

 

Key Takeaway: 

Even one lapse in judgment—like failing to verify vital signs or casually sharing sensiƟve 
informaƟon—can jeopardize a paƟent’s life, violate ethical and legal standards, and end a 
promising career abroad. For caregivers like Adeola, training is not just about skills—it’s about 
upholding trust, responsibility, and professionalism in every acƟon. 

 

 



 

Informed Consent and Release of Health InformaƟon  

 

No discussion of confidenƟality is complete without addressing informed consent for the 
release of paƟent records. Consent is not a signature-only formality; it represents a paƟent’s 
right to understand and control how their personal health informaƟon is disclosed.  

 

A well-craŌed consent form clearly states the exact records to be shared (for example, “EnƟre 
medical record from January 2022 through June 2024”), idenƟfies the recipient (such as “Dr. 
Sandra Lee, Cardiology Associates”), arƟculates the purpose of the disclosure (e.g., “conƟnuity 
of care” or “insurance claim processing”), and specifies the duraƟon of the authorizaƟon (oŌen 
limited to a set number of days, such as 30 or 90 days).  

 

Under HIPAA, certain categories of notes, most notably psychotherapy notes require separate, 
specially worded consent, reflecƟng their parƟcularly sensiƟve nature. Whenever a paƟent 
revokes consent in wriƟng, the healthcare provider must promptly cease further disclosures, 



except where law requires conƟnued sharing (for instance, mandatory reporƟng of certain 
communicable diseases to public health authoriƟes).  

 

Failure to obtain valid, informed consent can expose the provider to legal liabiliƟes, regulatory 
fines, and a breach of paƟent trust that may damage the therapeuƟc relaƟonship permanently. 

 

 Record RetenƟon and Secure Disposal Policies  

 

Once records are created, healthcare organizaƟons must follow precise retenƟon policies to 
determine how long documents must be kept, how they must be stored, and when and how 
they should be destroyed.  

 

These policies balance compeƟng interests: paƟents’ needs for conƟnuity of care, legal and 
regulatory requirements for evidenƟary documentaƟon, and pracƟcal consideraƟons of storage 
capacity and security. In many jurisdicƟons, adult medical records must be retained for a 
minimum of seven to ten years from the date of the last paƟent encounter.  

 

Pediatric records oŌen carry a longer retenƟon period, extending unƟl the paƟent reaches 
adulthood plus several addiƟonal years, acknowledging that parents may need access to 
childhood health informaƟon when the child becomes an adult.  

 

Records pertaining to controlled substances may require even longer retenƟon and are subject 
to addiƟonal regulatory oversight.  

 

During the retenƟon period, physical charts must reside in locked cabinets within secure areas 
accessible only to authorized personnel; electronic records must be stored on encrypted 
servers, with audit trails meƟculously logging every access, modificaƟon, and deleƟon.  

 

When the retenƟon period expires, records must be securely destroyed in a manner that 
renders them irretrievable; shredding paper, degaussing or securely wiping electronic media. In 



the event of a pracƟce closure or merger, paƟent records must remain accessible for the 
duraƟon of their retenƟon period, requiring clear policies for transfer or long-term archival.  

 

Adherence to these policies ensures that healthcare enƟƟes remain compliant with the law, 
maintain the integrity of paƟent care, and safeguard sensiƟve informaƟon even aŌer it is no 
longer acƟvely used. 

 

The Interplay of Law, Ethics, and Policy  

 

PaƟent privacy laws like HIPAA, professional ethical standards, informed consent requirements, 
and retenƟon policies form a robust framework for protecƟng health informaƟon.  

Legal mandates establish the minimum standards for confidenƟality and security. Ethical 
principles elevate pracƟƟoners’ conduct, urging them to treat paƟent data with individual 
respect and moral responsibility.  

 

Consent and release processes grant paƟents agency over their own informaƟon, turning 
passive privacy safeguards into acƟve choices. RetenƟon and disposal rules maintain the 
lifecycle of health records, ensuring availability for appropriate clinical use and legal protecƟon, 
while prevenƟng unnecessary risk posed by outdated or unsecured data. 



 

In pracƟcal terms, this means healthcare workers must remain vigilant at every step: logging out 
of EHRs when leaving the workstaƟon, conducƟng sensiƟve conversaƟons in private spaces, 
verifying that each consent form is correctly completed before releasing records, and following 
strict protocols for storing and destroying files.  

 

By internalizing these pracƟces, privacy and confidenƟality become second nature.  

 

Healthcare professionals must not only comply with the law, but also honor the trust that 
paƟents place in them. In an era where digital systems increase both access and vulnerability, 
this combined commitment to legal, ethical, and policy standards is indispensable for delivering 
safe, respecƞul, and high-quality care. 

 

ELECTRONIC HEALTH RECORDS (EHR) & FUTURE TRENDS  

 

The transiƟon from tradiƟonal paper-based medical records to electronic systems has 
transformed the landscape of healthcare documentaƟon. Electronic Health Records (EHRs) are 
now the cornerstone of modern health informaƟon management.  



 

They allow healthcare providers to efficiently document, store, retrieve, and analyze paƟent 
data in real-Ɵme. This module introduces students to the basic funcƟonaliƟes of EHRs, explores 
how data is entered, retrieved, and reported, and examines emerging trends such as telehealth 
documentaƟon and health informaƟon interoperability. 

 

 Basic EHR Interface and Workflow  

 

The EHR interface is the visual and funcƟonal layout that healthcare providers interact with 
when using the system. Much like a smartphone app or a website dashboard, the EHR interface 
is designed to be user-friendly, efficient, and secure.  

 

It typically includes secƟons for paƟent demographics, medical history, medicaƟon lists, 
progress notes, lab results, imaging reports, appointment scheduling, billing, and more. 

 

Understanding the workflow within an EHR system is criƟcal. A typical workflow begins when a 
paƟent registers for an appointment. Their details (e.g., name, date of birth, insurance 
informaƟon) are entered into the system. During the clinical encounter, the provider logs in to 
the EHR, reviews the paƟent’s previous notes, and documents the current visit.  

 

The physician might update medicaƟon lists, order lab tests, or generate a referral. AŌer the 
visit, the informaƟon becomes part of the paƟent's permanent electronic health record. Billing 
codes and documentaƟon are submiƩed electronically for reimbursement. 

 

A good EHR system must support this workflow seamlessly while adhering to security standards. 
The interface must be intuiƟve enough for both medical and non-medical staff to use effecƟvely. 

 



 

Rabi Yusuf, a healthcare assistant from Katsina, Nigeria, had been living and working in Virginia, 
USA, for three years. She was employed at a busy internal medicine pracƟce, assisƟng with 
paƟent intake, file updates, and clerical support. Well-liked for her politeness and work ethic, 
Rabi was trusted by many colleagues to handle administraƟve duƟes related to paƟent care. 

 

One aŌernoon, a paƟent, Mr. Robert Henderson—a 62-year-old man being treated for high 
blood pressure and anxiety—was scheduled for a referral to a cardiologist. His primary care 
doctor instructed Rabi to prepare the transfer documents for the visit. In her eagerness to be 
helpful, Rabi printed out the enƟre medical file, including progress notes, lab reports, and 
psychotherapy session summaries—then emailed them directly to the cardiologist's office using 
her work email. 

 

She didn’t noƟce that the psychotherapy notes included sensiƟve informaƟon Mr. Henderson 
had shared privately with his behavioral health provider: personal trauma history and details 
about a strained relaƟonship with his adult son. These notes required a separate, specific 
consent under HIPAA (the Health Insurance Portability and Accountability Act). The paƟent had 
only signed a general consent for referral—not one that authorized the release of mental health 
records. 

 

Mr. Henderson found out during his cardiologist appointment when the doctor casually 
referenced something from the therapy notes. He was shocked and embarrassed, especially 
knowing that those records had been shared without his knowledge or permission. 

 

Fallout: 

 



 ࿨࿩࿪  Mr. Henderson filed a formal complaint with the clinic and hired a lawyer. 

 

 ࿨࿩࿪ An internal audit revealed that Rabi had skipped the standard release form verificaƟon step 
and failed to consult the compliance officer before sending sensiƟve records. 

 

 ࿨࿩࿪ The clinic’s legal counsel deemed the disclosure a HIPAA violaƟon. 

 

 ࿨࿩࿪ Rabi was terminated immediately for violaƟng confidenƟality policies. 

 

 ࿨࿩࿪ The clinic was fined under HIPAA regulaƟons and faced reputaƟonal damage. 

 

 ࿨࿩࿪ Mr. Henderson sued both the clinic and Rabi personally for emoƟonal distress and breach of 
privacy. The maƩer later seƩled out of court. 

 

Lessons: 

This scenario highlights that even seemingly small administraƟve shortcuts—like skipping 
consent verificaƟon—can lead to serious legal and professional consequences. For Rabi, her lack 
of understanding of U.S. confidenƟality laws cost her not just her job, but her ability to conƟnue 
working in healthcare. 

 

Key Takeaway for Caregivers Abroad: 

Informed consent isn’t just a form—it’s a legal agreement and a human right. Whether you're 
Hausa, Yoruba, Igbo, or from any background, working in another country requires strict 
adherence to their ethical, legal, and professional standards—especially when it comes to 
private paƟent data. 

 

 

 



Kindly click on the link below to watch this video.  

hƩps://youtu.be/YiRijcWLmts 

 

Performing Data Entry, Retrieval, and ReporƟng Tasks  

 

Data entry is the act of inpuƫng medical informaƟon into the EHR system. This can include 
paƟent complaints, diagnosis codes, lab test results, prescripƟon informaƟon, and even lifestyle 
factors such as smoking status or alcohol use.  

 

Providers can use drop-down menus, templates, or free-text entry fields depending on the EHR 
design. Nurses might input vital signs, while doctors enter clinical impressions, and lab 
technicians upload test results. 

 

Retrieving data from the EHR is equally important. Healthcare workers oŌen need to view a 
paƟent’s full medical history or review specific data like recent blood work or imaging results.  

 

EHR systems use search tools and filters to allow users to quickly locate relevant informaƟon. 
For example, a doctor may search for “HbA1c results in the past year” to monitor a diabeƟc 
paƟent’s progress. 



 

ReporƟng refers to the ability to generate structured documents or data summaries for clinical, 
administraƟve, or legal purposes. EHRs can produce visit summaries for paƟents, discharge 
summaries for other providers, and analyƟcs dashboards for healthcare managers.  

 

These reports help in tracking performance metrics, idenƟfying trends in disease paƩerns, and 
fulfilling public health reporƟng obligaƟons. 

 

 Emerging Technologies: Telehealth DocumentaƟon  

 

Telehealth refers to the delivery of healthcare services using telecommunicaƟons technology. It 
allows paƟents to consult with providers remotely using video calls, messaging apps, or phone 
conversaƟons.  

 

Telehealth became especially prominent during the COVID-19 pandemic, but its benefits have 
made it a lasƟng part of the healthcare landscape. 

 

EHRs must now support telehealth documentaƟon in a structured and secure way. This includes 
logging the type of telehealth service provided (e.g., video consultaƟon, phone check-in), 
capturing consent for virtual care, documenƟng the paƟent’s locaƟon, and noƟng any 
technological issues that may have affected the session.  

 

AddiƟonally, providers must be able to input diagnoses, prescribe medicaƟons, and make 
referrals just as they would during an in-person visit. Accurate documentaƟon is essenƟal for 
legal compliance, quality assurance, and billing purposes. 

 



 

Emerging Technologies: Interoperability  

 

Interoperability refers to the ability of different health informaƟon systems to communicate, 
exchange, and interpret shared data. It ensures that a paƟent’s medical informaƟon is 
accessible across different healthcare providers and faciliƟes, regardless of the specific EHR 
soŌware in use. 

 

For example, if a paƟent sees a specialist at a different hospital, their primary care provider 
should sƟll be able to view the lab results and recommendaƟons from that visit. This eliminates 
the need for repeated tests, reduces medical errors, and improves care coordinaƟon. 

 



Interoperability is being promoted globally through standardized formats and data-sharing 
protocols such as HL7 (Health Level 7), FHIR (Fast Healthcare Interoperability Resources), and 
naƟonal health informaƟon exchanges. Governments and private sectors are invesƟng heavily in 
improving interoperability to create a more connected and efficient healthcare ecosystem. 

 

 Challenges and Future DirecƟons  

 

Despite their advantages, EHR systems come with challenges. Data privacy and security are 
ongoing concerns, especially with rising cyber threats.  

 

Poorly designed interfaces can contribute to clinician burnout due to excessive documentaƟon 
requirements. Interoperability is sƟll a work in progress, with many systems struggling to 
exchange data effecƟvely. 

 

Looking ahead, future EHR systems will likely incorporate arƟficial intelligence (AI) to assist with 
clinical decision-making, automate rouƟne documentaƟon, and analyze large datasets for 
trends.  

 

Wearable health devices and mobile apps will feed real-Ɵme health data into EHRs, giving 
providers a fuller picture of paƟents’ daily health status. Cloud-based systems and mobile-
friendly interfaces will make EHRs more accessible and scalable. 

 

The role of EHRs in healthcare is vast and evolving. From facilitaƟng daily clinical operaƟons to 
supporƟng naƟonwide public health efforts, EHR systems are central to modern medicine. 
Understanding the basic interface and workflow, mastering data entry and retrieval, and 
keeping abreast of emerging technologies like telehealth and interoperability are essenƟal skills 
for any healthcare professional.  

 

As we move into a more digital and connected future, the demand for EHR-literate professionals 
will conƟnue to grow, opening new opportuniƟes for innovaƟon, quality improvement, and 
beƩer paƟent outcomes. 



 

 

HE END  

 

 We have come to the end of today’s session.  

 

How did you find the lecture? 

 

Please remember to go over the materials and refresh your knowledge on all we have learnt so 
far.  

 

We anƟcipate your aƩendance in tomorrow’s session. 

 

Thank you. 


