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Chapter 15: Health Information Management

Instructor’s Resource Manual

National Accreditation Competencies and Content

	CAAHEP COMPETENCIES
	ABHES COMPETENCIES

	General

3.c.(2)(a). Identify and respond to issues of confidentiality

3.c.(2)(b). Perform within legal and ethical boundaries

3.c.(2)(d). Document appropriately

3.c.(2)(e). Demonstrate knowledge of federal and state health care legislation and regulations
	Professionalism

1.b. Maintain confidentiality at all times

1.d. Be cognizant of ethical boundaries

Legal Concepts

5.a. Determine needs for documentation and reporting

5.b. Document accurately

5.c. Use appropriate guidelines when releasing records or information

5.g. Monitor legislation related to current healthcare issues and practices

5.h. Perform risk management procedures


LEARNING OBJECTIVES

1. Define, spell, and pronounce the terms listed in the vocabulary.

2. Describe several ways that health information is used.

3. Contrast the nine characteristics of quality health data.

4. Explain the four concerns of quality assurance.

5. Discuss the importance of the Health Insurance Portability and Accountability Act (HIPAA).

6. Explain the functions of the National Center for Health Statistics (NCHS).

7. Discuss the types of statistics kept by the NCHS.

8. Define total quality management.

9. Explain the function of the Joint Commission on Accreditation of Healthcare Organizations (JCAHO).

10. Discuss the importance of healthcare standards in medical facilities.

PREPARING TO TEACH

Prepare to teach the material to the students by completing the following tasks.

· Review the chapter.

· Review the lecture outline in the PowerPoint slides on the enclosed CD-ROM. Print a copy to use as lecture notes. Use the PowerPoint slides during your lecture.

· Determine which activities will be assigned to students.

· Compile the chapter test and key from the test bank.

PREPARING TO LEARN

Assign the following tasks to the students when beginning this chapter.

· Read the material. Prepare three to five questions based on the reading material that should be brought to class for discussion.

· Complete the Study Guide for this chapter.

· Find the vocabulary terms in the text, highlight them, and be able to define them.

· Study the figures included in the text.

· Complete the corresponding chapter on the Evolve website.

SCENARIO 

Have a student read the scenario. Present the questions offered at the end of the scenario to the students for consideration as they progress through the chapter.

Summary of Scenario

Laura is learning more about health information management each day that she goes to work. She has earned the respect of her supervisors, who often give her a lengthy, complicated document concerning regulations and ask her to read and summarize it for the staff. She has a knack for weeding out the actual requirements amid the excess of legalese.


Laura has developed good relationships with many of the staff physicians at the hospital. She has approached several of them about record authentication, and her bright personality helps to foster a sense of cooperation between the medical staff and the hospital staff. She has even begun to give coupons good for one lunch in the cafeteria when physicians form the habit of authenticating their records in a timely manner. The physicians appreciate the recognition for completing their duties on schedule.


Laura has given thought to continuing her education in the health management field and possibly gaining certification in this area. She knows that this will lend credibility to the knowledge that she has gained on the job. Her supervisors are pleased with her performance, and know they can count on Laura to complete any task she is assigned on time with accurate results. Laura looks forward to a long career at the hospital and being of service to the patients and staff alike in the years to come.

POINTS TO REINFORCE
· Patient records are the most common source of health information used by healthcare professionals.

· High-quality healthcare services are mandatory in today’s litigious society.

· Patients are more knowledgeable today and often research conditions on the Internet.

· Computers are invaluable tools for storing and accessing personal health information.

SUMMARY OF LEARNING OBJECTIVES

1.
Define, spell, and pronounce the terms listed in the vocabulary.

· Spelling and pronouncing medical terms correctly adds credibility to the medical assistant. Knowing the definition of these terms promotes confidence in communication with patients and co-workers.

2.
Describe several ways that health information is used.

· Both physicians and employees of medical facilities use health information in many ways. The information helps to ensure continuity of care from provider to provider. It assists manufacturers in determining side effects of drugs. It provides statistical information regarding primary and secondary diagnoses. Health information also helps the medical facility plan for future needs and capital equipment.

3.
Contrast the nine characteristics of high-quality health data.

· High-quality health data have nine characteristics. Validity refers to the accuracy of the information, and reliability means that the information can be counted on to be accurate and that medical decisions can be made based on the information. Completeness simply means that the information is available in its entirety, and recognizability refers to the data being understood by the users. Timely information allows the provider to make decisions based on the latest data about a patient or a treatment. Relevance refers to the usefulness of the health information, and accessibility means that the information is easily available to the provider when it is needed. Security encompasses the effort to keep unauthorized people from accessing health information. Legality refers to the correctness of the information and its authentication by the healthcare provider.

4.
Explain the four concerns of quality assurance.

· Four concerns that surround quality assurance include the overuse, underuse, misuse, and variations in use of healthcare services. Overused services are excessive and cause cost increases. An example includes using the emergency room for non-emergencies. Underuse means that patients do not take advantage of many services they should be using, especially if they are at-risk patients. Misuse of services often reflects errors, such as laboratory errors or misdiagnoses. Variations in services simply means that in various parts of the country, individuals use services in different ways, which can influence the quality of care overall in the United States.

5.
Discuss the importance of the Health Insurance Portability and Accountability Act (HIPAA).

· HIPAA is a milestone in support of patient privacy issues. The act has several facets, but the most widely publicized sections deal with the right to patient privacy. The act will give a degree of control to patients and allow them information about who accesses their records. Patients must also give specific authorization for the use and dissemination of the information contained in the medical record.

6.
Explain the functions of the National Center for Health Statistics (NCHS).

· The NCHS is a part of the Centers for Disease Control and Prevention. Health statistics are important, because they enable providers to better treat their patients. For instance, if a certain area has a high number of outbreaks of a particular disease, the physician may be better prepared to cope with patients with the symptoms of that disease, treating them faster and promoting a full recovery. Health statistics provide information about these types of issues. The NCHS helps to compile information such as the number of HIV infections, the number of teen pregnancies, and other vital health data that are useful to medical professionals.

7.
Discuss the types of statistics kept by the NCHS.

· Some of the statistics kept by the NCHS include alcohol and drug use information, births, deaths, communicable diseases, infant health and mortality, and life expectancy.

8.
Define total quality management.

· Total quality management is management and control activities based on the leadership of top-level management, supported by the involvement of all employees and departments in an effort to provide quality assurance.

9.
Explain the function of the Joint Commission on Accreditation of Healthcare Organizations (JCAHO).

· JCAHO is a nonprofit organization that offers accreditation services to healthcare facilities that wish to excel in healthcare services. Accreditation is voluntary; however, more than 17,000 healthcare facilities in the United States are accredited by this agency.

10.
Discuss the importance of healthcare standards in medical facilities.

· Without strong healthcare standards, quality cannot exist. The focus of quality assurance has shifted in recent years from just meeting the minimum standards to providing optimal quality. People expect high-quality healthcare when they get treatment. Today’s organizations that seek accreditation or focus their efforts on quality will exceed standards, not just meet them.

STUDENT ACTIVITIES

1. Peruse the AHIMA website, and discuss the advantages of membership in the organization.

2. Write a report on the evolution of the Health Information Management profession. Present the report to the class.

3. Tour a local hospital, emphasizing the medical records or health information department.

4. Gather various statistics from the National Center for Health Statistics. Prepare a report on those statistics for the class.

5. Explore the HIPAA website, and prepare a short report on the information available on the site.

6. Prepare a report on each of Deming’s Points on Total Quality Management.

7. Explore the JCAHO website, and prepare a short report on the information available on the site. 

8. Provide several examples of sentinel events. Discuss in class how these events can be avoided.

CHAPTER 15 STUDY GUIDE ANSWER KEY
VOCABULARY REVIEW

Fill in the blanks with the correct vocabulary terms from this chapter.

1. Dr. Charles received a memo from Smith-Park Hospital that reminded him to authenticate several of the medical records.

2. Janie records any sentinel event that happens to a patient while he or she is in the hospital.

3. Chris asked if there was a way to encrypt outgoing email messages so that they could not be altered before reaching their destination.

4. Anne knows that medical facilities must meet certain standards to maintain accreditation.

5. After reviewing several hundred files, Alex was concerned about the erroneous information in several patient records.

6. Bette reminded Joan to be careful not to transpose numbers or letters when entering information into the computer.

7. The quality-assurance office in a healthcare facility is concerned with providing the best and most efficient care possible to the patients.

8. Dr. Hughes knew that penicillin was a contraindication for Kathleen Schultz, so he ordered a different antibiotic.

9. Several disparities exist in the new user manual, and they must be corrected.

10. The medical assistant should never attempt to circumvent the regulations that apply to medical records.

SKILLS AND CONCEPTS

Part I: Short Answer Questions

Answer the following questions briefly.

11. Define health information management in lay terms.

Answer: Health information management is the profession that focuses on healthcare data and the management of healthcare information resources. The profession addresses the nature, structure, and translation of data into usable forms of information for the advancement of health and healthcare of individuals and populations. Health information professionals collect, integrate, and analyze primary and secondary healthcare data; disseminate information; and manage information resources related to research, planning, provision, and evaluation of healthcare services.

12. List five ways in which healthcare data are used.

a. planning care for patients and ensuring that they receive continuity of care from one healthcare provider to another
b. providing statistical information
c. planning what types of services and equipment will be needed to meet the needs of the patient population
d. determining whether claims should be paid
e.
determining whether high-quality healthcare is being provided to patients.
13. Explain what is meant by the underuse of medical services.

Answer: Underuse of medical services refers to not using healthcare services that might diagnose disorders that can then be treated by physicians. Catching such disorders early may lead to reduced costs, as opposed to waiting until a disease has fully progressed, which can be extremely expensive. 
14. Explain what is meant by the overuse of medical services.

Answer: Overuse of medical services includes trends such as taking out tonsils or performing hysterectomies without enough medical necessity to warrant such surgeries. 
15. List five of the statistics that are collected by NCHS.

Answer: Statistics include the following:

· Teenage pregnancy

· Incidence of human immunodeficiency virus (HIV) infection

· Alcohol and drug use

· Births

· Deaths

· Communicable diseases

· Infant health and mortality

· Leading causes of death

· Life expectancy

· Sexually transmitted diseases

· Suicide

Part II: Characteristics of High-Quality Health Data

Determine which of the nine characteristics of high-quality health data is involved in the following scenarios. Use each quality only one time, and choose the one that best represents the facts contained in the scenario.

16. Janeen is concerned because the computer system did not upload the entries made during the previous day. 

Answer: Completeness

17. Suzanne found a notation inside the medical record that a patient was allergic to sulfa drugs, but she noticed that the sticker on the outside of the record was marked NKA.

Answer: Reliability

18. Sabrina brought a chart to the physician’s attention in which he had written to prescribe 200 mg of Imitrex to a patient. Sabrina had heard the physician tell the patient that he was prescribing 100 mg. The physician corrected the error before writing the prescription.

Answer: Validity

19. Steven was unfamiliar with an abbreviation used in the medical record. He asked the office manager about the abbreviation, and she explained its use in the physician’s office. In previous facilities, Steve had seen the same abbreviation used a different way.

Answer: Recognizability

20. After an employee was terminated, Chris changed applicable passwords so that the individual could no longer access the system.

Answer: Security

21. Patricia researched the HIPAA website to make certain she understood a portion of the privacy law.

Answer: Legality

22. The new patient database allows several staff members to access data at one time.

Answer: Accessibility

23. Joshua was reprimanded for not filing laboratory reports on a daily basis and allowing the documents to stack up over several days.

Answer: Timeliness

24. Dr. Adams realized that some information entered into the patient database was not being used for treatment purposes, so he sent a memo to the staff and confirmed that the information no longer needed to be collected.

Answer: Relevance

Part III: Incident Reports

A medical assistant gives an injection of penicillin to a patient who reported an allergy to amoxicillin. The patient complains of itching and experiences shortness of breath and wheezing while sitting in the treatment room. The patient collapses to the floor and stops breathing. Cardiopulmonary resuscitation (CPR) is initiated, and an ambulance is called. The patient is transported on life support to the local emergency department. The patient dies 12 hours later. Complete an incident report for this sentinel event.

Form provided. Discuss student responses as a class.

Part IV: Confidentiality Statement

Evaluate the confidentiality statement for Diamonte Hospital. Reword the statement to make it appropriate for a medical practice setting. Indicate your proposed changes on the confidentiality statement. Answers will vary.

CASE STUDY

Read the case study and answer the questions that follow.

Alberto discovered that three people accessed the medical records of one of the local professional football team’s players, who had been brought to the physician’s office to follow up on injuries sustained in a car accident. He realizes that the information accessed was the results of the player’s blood alcohol level. What should Alberto do? What type of penalty is appropriate for those who accessed the information, if any?

Answers will vary.

WORKPLACE APPLICATIONS

Determine how total quality management ideas can be worked into a physician’s office mission statement. Write a mission statement that stresses quality management. How does quality management affect patients in a medical office?

INTERNET ACTIVITIES

1. Explore the NCHS website. Investigate one of the issues in the Vital Statistics area. Use information found there to write a report about any area of interest, and present it to the class.

2. Explore the JCAHO website. Peruse the sections of the site that refer to standards, patient safety, and sentinel events. Choose a fact, and write a brief report.

3. Research total quality management on the Internet, and write a two-page report on how quality management can improve efficiency in a physician’s office.

CHAPTER 15 QUIZ

1. The organization that promotes the field of health information management is AHIMA.
2. TQM stands for total quality management.

3. What is JCAHO?

Answer: The Joint Commission on Accreditation of Healthcare Organizations (JCAHO) is a nonprofit organization that assists healthcare facilities by providing accreditation services.
4.
What is the NCHS?

Answer: The National Center for Health Statistics (NCHS) is a division of the Centers for Disease Control and Prevention. The agency is the primary provider of health information statistics used to guide the actions and policies that relate to the health of the American public.
5.
What is a sentinel event?

Answer: A sentinel event is an unexpected occurrence involving death or serious physical or psychologic injury, or the risk thereof.

6.
What does HIPAA stand for?

Answer: Health Information Portability and Accountability Act
7. Define risk management.

Answer: A risk is any occurrence that could result in patient injury or any type of financial loss to the healthcare facility. The policies and procedures that facilities develop are designed to manage risk and prevent situations that can cause harm to persons or property for which the healthcare facility could be held liable. Risk management programs in healthcare facilities should focus on financial loss prevention and reduce the possibility of negative publicity resulting from sentinel events.
8. If information is available in a medical record when it is needed, it is said to be accessible.
9. Why are third-party payors interested in the information contained in the medical record?

Answer: The information in the medical record helps the third party payor determine if the claim should be paid, based on the stipulations of the policy.
10. The signature of the maker that indicates a medical record is accurate is called authentication.
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