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For example, do all orders for medications contain who gave the order, who received and record-

ed the order, the type of medication, the dosage, and the time period in which to administer 

the medication?

• Accuracy—Are entries free from error and in accord with documentation guidelines?

For example, are all transcribed reports free of blanks?

• Completeness—Does the medical record contain all the reports and documentation to support 

the treatment provided? 

For example, is the medical record complete according to policy and the care that was given?

• Authentication—Has the medical record been validated for correctness, both for the information

itself and for the person who is the author or user of the information?

For example, at the time of discharge, has the record been analyzed for appropriate reports 

and signatures?

Perhaps you think the 19 items formerly mandated by The Joint Commission for records review were

easier to handle, as was that long tool used by surveyors for open and closed records review. There’s

no doubt you will need some time to get comfortable with the new EPs. However, the EPs will provide

a pathway to more accurate, timely, and complete medical records in a simplified process for reviews

that will result in better patient care and safety for patients.

Even though the EPs don’t mention who should participate and report in the ongoing records review, 

it is important to involve in the process the people who document in the record. In fact, they still need

to be the reviewers, but you can simplify the process to focus on areas that most need improvement. 

Sample size
The standard and EPs do not identify a sample size, but The Joint Commission has defined sample

sizes when monitoring compliance with category C EPs. They are

• all cases for a population size of fewer than 30
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• 30 cases for a population size of 30–100

• 50 cases for a population size of 101–500

• 70 cases for a population size of more than 500

You can use these guides for ongoing records review as well. 

Records completion statistics
There are EPs under IM.6.10 that require organizations to define a complete record and measure 

medical record delinquency at regular intervals. Many facilities monitor records completion through 

a process separate from their ongoing records review. See Chapter 5 for a discussion of how to 

monitor records completion and delinquency. 

Important decisions and activities of ongoing records review

Although the previous section summarizes the contents of The Joint Commission’s standard and EPs

for ongoing records review, it will take more than just an understanding of the standard to comply

with The Joint Commission’s requirements and establish an effective ongoing records review program.

Successful ongoing records review continues to require well-planned, well-executed activities. Now,

however, organizations can select what works best for them. 

In planning your ongoing records review program, your facility must make the following decisions:

• What indicators will we use to measure compliance with IM.6.10, EPs 12 and 13?

• How often will we carry out ongoing records review (e.g., weekly, monthly, as issues arise)?

• Who will review the records?

• How will we identify PI opportunities?

• How and by whom will ongoing records review data be aggregated and summarized into 

meaningful information?
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• How will we gather representative samples of records?

• How, how often, and to whom will ongoing records review findings be presented?

• How will we document ongoing records review activities, actions, and improvements for 

Joint Commission PPRs and on-site surveys?

The following chapters will answer these questions and provide examples to assist you with your 

own review process. Organizations also must coordinate the above decisions with the planning 

and execution of the following activities:

• Training individuals responsible for records review

• Gathering representative samples (if appropriate) of medical records for review

• Analyzing items in medical records against the established records review indicators

• Presenting data to the group responsible for oversight of ongoing records review

• Reporting ongoing records review–related findings to appropriate individuals, committees,

departments, and other groups

• Planning and carrying out PI activities to improve medical records documentation, based upon

ongoing records review findings

• Documenting actions and improvements related to ongoing records review

Because The Joint Commission provides little guidance in the EPs on how to plan and execute the

ongoing records review, facilities must develop programs that meet their particular organizational

needs—they must make the above decisions and plan the above activities themselves. 
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Introduction

As discussed in Chapter 1, The Joint Commission’s ongoing records review standard and elements of

performance (EPs) outline specific requirements for records review, but they are far less detailed than

the accreditor’s previous records review standards. 

The Joint Commission’s intent is to provide organizations with flexibility in developing a process that

best suits their needs. Thus, each organization has broad discretion in deciding the who, what, when,

and how of ongoing records review. The danger posed by this flexibility, however, is that it could result

in a less effective process. 

This chapter will provide guidance on redesigning your process to achieve accurate, timely, and 

complete medical records.

To change or not to change 
Just because the requirements have changed does not mean you have to totally redo your process.

Conducting a simple assessment will help your organization identify ways to improve and simplify 

its process in view of the flexibility now afforded by the standard and the EPs. Figure 2.1 provides 

a few questions your organization should ask before you decide how to change your process.

Establishing an ongoing 
records review process

CHAPTER

2
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Figure 2.1

Ongoing records review process assessment

Components of a records review process

A good records review process still consists of the following five major steps:

1. Decide what to review, who will conduct the reviews, and how often to conduct reviews

2. Review the records

3. Collect and organize the data

4. Analyze the data and take action

5. Assemble an oversight team specifically for ongoing records review

Question Examples Comments/actions

1. What works?

2. What does not work?

3. Is the structure right for the
current requirements and
the organization?

4. Is there an easier way to
collect information from
existing processes/systems?

5. What, if any, meaningful
changes have occurred 
as a result of the ongoing
records review process?

6. Should we automate the
process? What is available?
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This review process usually involves the following three groups of professionals:

• The individuals actually reviewing the records

• The support staff who organize the data

• The group (or individual) who oversees the overall ongoing records review program

An existing team or committee provides all or a portion of the five major components of the process.

Whatever the structure is, someone needs to take the lead, become the expert in the requirements,

and begin the process of revitalizing the organization’s ongoing records review program. 

1. Decide what to review, who will conduct the reviews, and how often 
to conduct reviews

Because many healthcare facility activities require interdisciplinary review teams, an organization 

may find that an existing group, team, or committee is well-suited to oversee ongoing records review.

The medical records committee, if one exists in the organization, is already familiar with medical

records and performs activities similar to ongoing records review, such as analyzing medical records

for completeness and timeliness. Figure 2.2 illustrates a protocol for a medical record committee 

with ongoing records review oversight, but you should modify the example for whatever group is

charged with this responsibility.

In smaller organizations, the PI or medical executive committee can serve as the oversight group.

Such a group generally does not review records but rather coordinates the process by helping to

establish indicators, deciding how often reviews will occur, receiving and analyzing reports, and 

deciding what focused reviews the organization should carry out. 

The organization’s leadership must decide who selects the topics and indicators for review (i.e., the

oversight group or the departments), who will collect the information, and how often departments 

will report to the oversight group. The most successful approach would be to have the oversight

group and the departments agree on review topics and indicators or focused reviews based on 

previous data related to ongoing records review. See Chapter 3 for more about selecting topics 

and indicators.



CHAPTER TWO

14 ONGOING RECORDS REVIEW, FIFTH EDITION© 2007 HCPro, Inc.

Figure 2.2

Ongoing records review oversight protocol

Purpose
The medical records committee will have oversight for the organization’s ongoing records 
review program and the review and approval of forms and format for the medical record.

Scope
All types of medical records and related functions, including paper-based and electronic 
will be encompassed.

Responsibilities
Coordination and oversight of the organization’s ongoing records review program, including

• establishing the calendar for reviews
• assisting with topic and indicator selection
• establishing focused reviews
• analyzing data from reviews, and taking actions as appropriate
• conducting point-of-care reviews using the tracer methodology
• reporting to appropriate organization and medical staff committees
• reviewing and approving of forms and format for the medical record, including 

electronic applications
• reviewing of the monthly delinquent record statistics and taking action as needed
• performing other duties as they relate to the documentation, use, and storage of 

medical records

Membership
Membership will include physicians, nurses, other clinical care providers, HIM managers, and 
others as identified by the committee. A physician in good standing on the medical staff will 
chair the committee.

Meetings
Meetings will occur monthly on the first Tuesday of each month at 7:00 a.m.

Reporting
Departments and nursing units will report bimonthly (based upon a schedule published in
January of each year). The committee will report quarterly to the PI council and the medical 
executive committee. 

Statement of confidentiality
Members of the committee will honor patients’ rights to privacy with respect to information in 
the medical records. All reports will be free of patient identifiers.
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2. Review the records
Actual reviews of the medical records should occur at the point of care by the individuals who 

either document in the records or enter data into the electronic record. Note that health information 

management (HIM) department staff (i.e., coders, record analysts, and managers) can assist with 

any retrospective reviews that may be necessary and, ideally, will review records for completeness,

authentication, and quality of discharge summaries. They also can serve as backup reviewers for

unapproved abbreviations and legibility. See Chapter 9 for more information of reviews related to

unapproved abbreviations and other National Patient Safety Goals issues. See Chapter 11 for a 

case study about a successful legibility review. 

Because most Joint Commission standards and EPs are time-sensitive (i.e., they apply while the

patient is being treated), reviews of closed records are less productive than point-of-care reviews.

3. Collect and organize data
This function is ideally suited to the HIM or performance improvement (PI) director, both of whom 

are skilled at aggregating, displaying, and analyzing data and information. Ideally the record reviewers

enter their findings into a computer software program that is networked throughout the organization.

Then collecting and organizing data become a simple matter of running reports for the oversight

group and the departments conducting the reviews. There are software applications on the market, 

as well as “home grown” systems, that can make data collection and report generation much easier.

See Chapter 11 for case studies of various hospitals’ successes with these types of tools.

If your organization still uses paper for this process, have the reviews come to a centralized location

so they can be organized and reports can be generated. 

4. Analyze the data and take action
The oversight group generally analyzes data and takes appropriate action, but because each department

that conducts reviews can receive task assignments, be sure to establish and adhere to a schedule for

reporting to the oversight group. Such a well-structured process will help emphasize the importance 

of ongoing records review and stress to all involved that they should not take this process lightly. 

5. Assemble an oversight team specifically for ongoing records review
Although some organizations use established committees or combine the ongoing records review

oversight function with other reviews, other organizations choose to create an interdisciplinary team

ESTABLISHING AN ONGOING RECORDS REVIEW PROCESS

© 2007 HCPro, Inc.
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dedicated to ongoing records review. The latter approach may help draw attention to the importance

of ongoing records review and may help a facility assemble a group of professionals who are interest-

ed in and committed to the process. See Chapter 7 for a team approach to ongoing records review

using the tracer methodology.

Note that, to be successful, the interdisciplinary team should have the authority to make improve-

ments. In addition, team members must understand the review process and motivate the organization

to effect change. 

Select the facilitator
Regardless of how an organization chooses to structure its actual review process, make sure that the

facilitator for the ongoing records review process is not also the chair of the oversight team. The HIM

director or someone from the HIM department is a good candidate for this position. Such candidates

will be familiar with the content of medical records and the resources for topics and indicators—and,

more important, are experts in database management and data display. Another good candidate for 

the facilitator position is the PI director, who is also familiar with the use of data and PI methodologies.

Select physicians to be team members
Include on the team physicians who are willing and able to champion the cause of good documenta-

tion. Such physicians should have the respect of their peers and be interested in and understand 

the importance of good documentation.

Try selecting candidates from former members of the medical record and PI committees. The vice

president of medical affairs and past medical staff presidents are also good choices for leaders or

team members. 

Select nurses and other clinical professionals to be team members
The selection of nurses and other clinical professionals is equally important. Choose individuals who

are interested in the ongoing records review process and, ideally, have been involved in developing

either forms for their particular specialties or computer applications for electronic charting. Staff who

have served on a clinical pathway team, as utilization reviewers, or as PI coordinators make excellent

candidates; they are familiar with reviewing records based upon set indicators, regardless of whether

the oversight team conducts actual records reviews. 
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The chief nurse executive (CNE) is essential to a successful ongoing records review program. Because

nurses are usually the ones who perform point-of-care reviews, the CNE’s support is vital, so he or she

should always be a member of the oversight team. To make that happen, “sell” the CNE on the impor-

tance of timely, accurate, and complete documentation to the new survey process and on the fact that

nursing staff will be on the frontlines at the time of survey. See Chapter 7 for an example of an ongoing

records review approach using the tracer methodology that CNEs have applied successfully.

Select other team members 
Although The Joint Commission’s new EPs don’t address how the ongoing records review team should be

organized, be sure that it includes other caregivers who document in the medical record. Support staff,

such as admitting office staff, coders, and information technology managers, can round out the team.

Orientation and training

Once you’ve selected the process, team configuration, and participants, provide adequate orientation

and training of all those involved in ongoing records review. Establish orientation and periodic

refresher courses in records review methodology, the selection of indicators, and the analysis and

reporting of data. See Chapter 11 for an explanation of how one organization used technology to 

orient and train its staff about ongoing records review.

Efficient ongoing records review practices
When planning the ongoing records review process, an organization has to consider the schedules of

many people—most of whom have limited time and multiple commitments—especially if the team

members conduct the actual review. If they do, then select a time each month to conduct reviews.

Choose a meeting place either in the units/departments or in a central location where records can 

be brought to the team. 

The latter approach, however, often is not practical, because staff need records for patient care.

Therefore, an alternative would be to assign team members to units/departments and allow them to

review records at the points of care at their convenience. The simplest and best approach to conduct-

ing the actual reviews is to have designated staff on each unit/department conduct their own reviews

and report their findings to the oversight team. Figure 2.3 illustrates an example of an ongoing

records review organization chart.
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Note that you can incorporate records review into existing activities, such as utilization review, clinical

pathway processes, and PI. Because these functions are already in place, they are good sources for

gathering information for focused reviews.

Reporting the findings

Regardless of the organization’s process, periodically (e.g., quarterly or semiannually) report the

results of the ongoing records review to the leadership of the organization and the medical staff.

Figure 2.3

Ongoing records review organization chart

Ongoing records review

Oversight committee receives 
and acts on reports

Facilitator receives reports, 
collates data, and prepares reports

Ancillary departments
perform reviews

Nursing units
perform reviews

Other sources of data: 
PI, UR, HIM
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Because The Joint Commission has modified its standards related to ongoing records review, select-

ing the topics and indicators may seem like the most difficult task in revising the process. 

Samples

Although a sample size is not mentioned in IM.6.10, elements of performance (EPs) 12 and 13, be 

sure to review enough records that you can establish trends over time. Such review will allow you to

aggregate data and identify where you need to focus future studies to ensure continuous compliance

(which is important for patient care and safety) and help you complete the annual periodic perfor-

mance review (PPR) and prepare for unannounced surveys. Additionally, if you are not in compliance

with an EP, you must develop a corrective action plan. Because so many EPs throughout the

Comprehensive Accreditation Manual for Hospitals are still based upon documentation in the medical

records, an effective ongoing records review program is essential. 

When selecting samples (e.g., the number or type of records to review), do what works best for your

organization. For example, if the hospital has 25 obstetrical patients a year and decides to include these

types of patients in its ongoing records review, then it should review all 25 cases. Conduct these reviews

as the patients are admitted and develop specific indicators based upon hospital-defined criteria. 

Another approach might be to consider your annual admissions. Basing the number of records to

review in your sample upon that number and spreading the reviews throughout the year reduces 

the number of records that are being reviewed at any one time. Just remember to include all the 

services you provide at some (or several) points in your program—don’t forget the ambulatory areas,

especially physician office practices owned by the organization. See Chapter 1 for information on

sample sizes.

Selecting review topics 
and indicators

CHAPTER

3
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Topics and indicators

The primary goal of the review process is to ensure the quality of medical records for all patients.

Therefore, your organization must select topics and indicators for ongoing reviews that are appropri-

ate for the organization. Although review teams or committees are ultimately responsible for selecting

sample records and indicators, this chapter suggests how to involve other groups in these processes.

Because the sample size, indicators, and responsibilities of ongoing reviews can vary widely among 

organizations, and because there are many ways of complying with The Joint Commission standards,

this chapter will discuss only the main issues that organizations need to consider when structuring 

their own programs.

Getting started: Using available data to focus reviews

A good way to start is to consider what data you already have. Organizations have been performing

record reviews for a long time, so use your past data to determine how to focus your reviews. Prior 

to The Joint Commission’s 2004 revisions, organizations spent so much time collecting data on so

many indicators that they did not have time to focus on problems. Now, however, the opportunity

exists to reduce the number of items reviewed and focus on the documentation issues that continue

to be problematic. 

Data is available from many sources, such as incomplete-record analysis systems, performance

improvement (PI), and utilization review. Figure 3.1 illustrates how the organization could conduct 

a focused review of history and physical (H&P) examinations at the point of care using retrospective

data from the medical record analysis system. For example, the past three months’ incomplete-record

analysis indicates that the departments of surgery, obstetrics, and orthopedics have the greatest 

numbers of records deficient for H&Ps after discharge. To conduct a review focused on that issue at

the point of care, use the tool from Figure 3.1, which includes some of the requirements from EP 13.

Targeted areas of the organization would participate, and some of the indicators required in the 

new EP 13 would be used to review the records.
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Figure 3.1

Admission history and physical examination

Items 1–4 are reviewed concurrently; Item 5 is reviewed by HIM staff checking the H&P in the
transcription system because the medical staff rules and regulations allow this time frame for
the authentication of H&Ps.

1. H&P charted or available
electronically within 24 hrs.
of admission

2. Handwritten H&P is legible

3. Transcribed H&P is 
accurate, no blanks

4. The H&P includes, at mini-
mum, assessment of the
heart, lungs, and condition
for which the patient is
being admitted

5. Within 30 days after 
discharge, the H&P is
authenticated by the 
appropriate MD

Presence; 
timeliness

Readability

Accuracy

Quality

Authentication

Indicator Addresses Met Not
met Comments

Another example of using a focused-review approach that measures the presence, timeliness, and

quality of H&Ps prior to surgery is illustrated in Figure 3.2. Past records review data indicates that

H&P reports were not on the medical record before surgery and that the records did not contain 

the minimum information for H&Ps required by the medical staff rules and regulations. 

Thus, the organization decided to conduct a focused review of records prior to surgery in the same-

day surgery department. In this review, the nursing staff use a simple check-off form for one month 
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Figure 3.2

History and physical reports before surgery is performed

to review all surgery patients (see Figure 3.2). The form remains in the medical record, and at 

discharge, the health information management (HIM) staff enter the findings in a database. The 

organization then presents aggregate findings from the focused review to the surgery department 

for analysis, action, and reporting to the coordinating committee. 

Postoperative progress notes and telephone orders are other medical staff focused-review topics

because these often remain challenges for a timely and complete medical record. You can extract 

the baseline data from the record analysis system.

Although these two examples have focused on the medical staff, previous ongoing records review data,

PI, and other clinical benchmarking data can provide topics for focused reviews for other caregivers.

Is the H&P on the chart

prior to surgery? If yes,

continue (presence and

timeliness)

Content includes:

Heart exam (quality)

Lung exam (quality)

Mental status (quality)

Exam of body system 

relative to procedure

(quality)

Are the following critical elements present?

Indicator Yes No Comments
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Starting over

If you want to simply start over, this is the time to do it. Conduct the assessment outlined in Chapter

2, and determine what has and hasn’t worked in the past. Your organization can use this information

to decide how to refocus its ongoing records review process, and because The Joint Commission

offers organizations flexibility in which review topics they select, the sky is the limit. Start by catego-

rizing records by potential topics, such as 

• diagnostic-related groups (DRGs)

• diagnosis

• department (e.g., obstetrics, surgical, emergency, ambulatory surgery)

• sections of the medical record (e.g., assessments, plans of care, orders, operative and 

anesthesia, restraints)

• categories defined in The Joint Commission’s EPs (e.g., presence, timeliness, readability, etc.)

• care providers

Also ask departments to select their own topics and indicators. The HIM and PI departments can help

with data analysis to determine where you should focus the ongoing process. Figure 3.3 provides an

example of how an organization might select topics for review based upon care providers and using

baseline data from available sources to identify focused reviews.

You could develop this provider review further to include dietitians, respiratory therapists, and other

caregivers within the organization. Chapter 11 provides a case study on one hospital’s decision to

“start over” with its ongoing record review process. 

Review at the point of care (open records)
Caregivers who document in the record should perform ongoing reviews at the point of care. If 

possible, use simple check forms or, better yet, handheld devices or intranet applications to enter

findings. The CD-ROM provides a case study example of how one hospital developed its own intranet

application for collecting data for the ongoing records review process.

SELECTING REVIEW TOPICS AND INDICATORS

© 2007 HCPro, Inc.
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Other sources of data
As mentioned previously, use as much data and information from other sources of chart reviews as

possible. Do not reinvent the wheel if someone else is already gathering data.

For example, you can use clinical paths as review tools, either to identify documentation problems or

to monitor documentation. You could add indicators, such as those noted in Figures 3.2 and 3.3, to

the path form, and a nurse could check them off as part of the daily path review. Because documenta-

tion is a key component of a critical path, the path is often a great tool to identify documentation

Figure 3.3

Ongoing review by provider

• Present before surgery

• Contains past history; exam
of heart, lungs; review of sys-
tems pertinent to procedure

• Present within 24 hrs. of 
admission or one hour in ED

• No blanks on form

• Pain assessed with a numeri-
cal score

• Authenticated

• Responded to referral within 
48 hrs.

• Care plan includes PT goals
based upon assessment

H&P prior to surgery
(include inpatient and
outpatient records)

Initial assessment 
(all inpatient units and ED)

Assessments 
(inpatients)

Medical staff

Nursing

Physical therapy (PT)

Provider Topic(s) Indicator
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Figure 3.4

CABG clinical pathway

Process to improve

Team

Problem statement

Sources of variations

Timing of daily weights and lab specimen collection for
postop CABG patients

CABG clinical path team

Department director had 10 patient complaints last month
stating that they could not get any rest while in the hospital
and were awakened before daylight to be weighed and
have lab work done.

• Surgeons must make rounds between 6 a.m. and 7 a.m.,
as surgical cases start at 7 a.m. The lab results need to 
be on the chart consistently by 7 a.m.

• The lab reports that 40% of its workload occurs between
5 a.m. and 8 a.m. Many a.m. labs are ordered as “STAT”
on a routine basis, which backlogs orders of truly STAT
orders.

• Patients say that they cannot get back to sleep after 
the 5 a.m. wake-up.

Literature review suggests that timing of weights and rou-
tine labs for CABG patients need to be consistent from one
24-hour period to the next for trending; however, there is
no clinical significance regarding what time of the day the
measurements should be obtained.

opportunities. Figure 3.4 illustrates a PI opportunity identified using a coronary artery bypass graft

(CABG) path. 

Figure 3.4 illustrates data that the organization was already monitoring and that addressed timeliness

in regard to a DRG. Other good sources of data, either to incorporate as part of your reviews or to use

to determine where you should focus, include the following:
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Figure 3.4 (cont.)

CABG clinical pathway

Plan improvement

Do

Check

Act

• Physicians order daily weights and routine lab work 
for 9 p.m.

• Protocol for routine weights and routine lab collection 
to be changed from 5 a.m. to 9 p.m.

• Monitor patient and physician complaints for a 60-day
trial period. Monitor incidence of lab results on chart 
by 6 a.m.

January 1

Analysis on March 15 revealed no patient complaints
regarding sleep disturbance for weight and labs. No physi-
cian complaints regarding absence of lab work on charts 
for a.m. rounds. Monitoring revealed that 100% of routine
labs ordered were on the charts at 6 a.m.

Continue with 9 p.m. weights and routine lab collection
time for CABG patients.

• Core measure data

• State or national databases to which you submit data (e.g., the National Perinatal Database)

• PI teams

Note that trying to document Medicare’s core measure data has been challenging for some hospitals.

One hospital decided to make this documentation part of its ongoing records review and, in doing 

so, has been successful in raising its compliance rates and awareness of the need to document 

these important aspects of patient care.

As this chapter illustrates, many sources can generate ongoing records review topic ideas. As 

stated before, you can select topics based on findings from generic criteria on a random sample 

of records, recommendations of other committees or teams, known documentation problems, 
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frequent diagnoses and procedures, and hospital statistical reports. The organization must identify

what is useful to its programs and services while continuing to meet The Joint Commission standards

and EPs for documentation in the medical record and ongoing medical records review.

Documentation requirements for the medical record

This book does not encourage reverting to the multiple-page tool organizations used in the past, 

but it does include a line-by-line description of the standards and EPs related to documentation

requirements in the medical record (see the 2006 medical records documentation guide on the

accompanying CD-ROM). Although you can use this guide to select topics for record reviews, 

don’t fall into the trap of looking at everything all the time.

A planned approach
Whatever your methodology for selecting topics for review and developing indicators to meet the EPs,

a planned approach is essential to a useful process. Just checking off the items on tools used in the

past is not the most effective way to perform ongoing records review. Rather, the best approach is to

get the people who document in the medical record (whether paper or electronic) to decide what is

important to measure to ensure timely, accurate, and complete medical records. Nevertheless, for

best results, always keep it simple. Figure 3.5 illustrates how the emergency department might set 

up its review of records for a 12-month period.

Good planning and direction for participants in the ongoing records review process is essential. When

departments know what is expected of them, they will get the job done in an efficient and effective

manner. Therefore, the oversight committee should develop a reporting calendar and distribute it at

the beginning of each year to all departments participating in the process. Departments can select

their own reviews and establish their own indicators, but the oversight committee also can request

focused reviews at various times throughout the year. Figure 3.6 illustrates an organization’s 12-month

plan for reporting ongoing review activities.

The calendar in Figure 3.6 is an example of a planned approach to ongoing records review. In it, each

department identifies its own indicators, either by analysis of previous data or at the direction of the

facilitator or oversight committee. The departments review the records and enter data into an elec-

tronic system or onto worksheets. Then the HIM or PI department collects data for the medical staff
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and provides focused topics to be incorporated into the point-of-care reviews performed by nursing/

other appropriate departments. The oversight committee conducts two reviews per year using the

tracer methodology, and the coordinating committee receives the resulting reports. If they have indi-

cators that are not compliant for two reporting periods, departments attend the committee meeting.

One organization’s process for conducting review may not work for another. That’s the beauty of the

revised EP—one size does not fit all. So even though you must ensure that your records review pro-

gram includes certain basic elements, experiment to create the most efficient and effective program.

And don’t forget to make it simple for everyone involved.

Figure 3.5

Emergency department ongoing records review calendar

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov DecTopic

x

x x x x

x x x x

x x x x

x x x x

x x x x

x x x x

Nursing:

Initial assessment

Pain management

Authentication and 
readability

Medical staff:

H&P

Transfers

Discharge instructions

Nursing/medical staff:

Use of restraints

Use of moderate sedation
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Figure 3.6

Sample ongoing records review reporting calendar
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Medical staff depts.

Nursing units

Emergency depts.
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surgery
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delinquent rates

Tracer methodology 
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Other

x x x
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x x x
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x x

x x
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Regardless of who does the initial review of medical records in an ongoing review program, the 

oversight committee/departments are responsible for reviewing the data and either acting on the

findings or recommending actions for others to take. As mentioned in Chapter 2, it’s useful to desig-

nate an individual as the facilitator for the overall program so he or she can act as the contact for

the following tasks:

• Developing review tools

• Carrying out education and training

• Providing a repository for the collected data

• Aggregating and displaying the findings

• Preparing reports for the oversight group and for the departments that perform the reviews

Control charts, graphs, and other performance improvement (PI) tools will enhance the review of 

the information and enable departments to come to quick conclusions about what actions to take.

This chapter considers how review teams and others report information, implement improvements,

and document results. See Chapter 6 for a discussion of the importance of this documentation in 

The Joint Commission’s survey process.

Reporting initial findings and identifying problem records

Those responsible for reviewing records and gathering data should submit reports that include, 

at a minimum, the following information:

• The types of records reviewed

• The time period during which the information was gathered

• The total number of records reviewed

• The number of records found in compliance (or not in compliance) with the criteria

• Descriptions of problems uncovered, if applicable

Using ongoing records review data to
improve medical records documentation

CHAPTER

4
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If you use a computer application, reviewers must evaluate the records and data entry. The facilitator

then collects the data and prepares reports that include the above information. To make the data

more meaningful, staff who collect the data and prepare the reports should note the percentages 

of records reviewed and found in compliance with criteria. For example, learning that 85% of records

were in compliance with an indicator is more useful than learning that 121 of 142 records were 

in compliance.

By the same reasoning, prepare reports in simple, easy-to-read formats—graphs or control charts 

are much more meaningful for staff than written reports. Simple checklists like those used to review

records also are more useful than running text. Be sure to include brief notes describing identified

problems. If you will present the reports to an oversight committee, also include actions already 

taken by the department. 

However the reporting structure is set up for ongoing reviews, make sure you follow up with reports 

to ensure resolution to all identified noncompliance issues. This information will be helpful at the

time of the periodic performance review and at the time of surveys. For example, if your ongoing

records review shows that you are in compliance with elements of performance but findings are 

negative at the time of your on-site survey, the surveyors will be willing to look at your data. This

might make or break your survey outcome, or at least give you ammunition when you respond to 

survey findings. And, of course, with any successful PI project, sustained improvement is the goal. 

See Chapters 6 and 12 for examples of reporting ongoing records review findings. 

Documentation problems that relate to processes

Documentation problems will usually relate to processes rather than to individuals. For example, 

concurrent record review has identified that, in general, outpatient surgery records do not always 

have the history and physical reports documented prior to surgery. In addition, the reports that are

documented do not include an examination of the heart, lungs, mental status, and body system 

related to the procedure. Because these problems are process-related, the oversight committee, 

after review of the graphical report, refers them to the surgery department chair and the Health

Information Management director so they can develop a corrective action plan. 



33ONGOING RECORDS REVIEW, FIFTH EDITION

USING ONGOING RECORDS REVIEW DATA TO IMPROVE MEDICAL RECORDS DOCUMENTATION

© 2007 HCPro, Inc.

Documentation problems that relate to individuals

Although resolution for most records review findings will relate to a process, there may be situations

in which an individual physician or hospital employee is identified as the source of a problem. To

address such an issue, the committee or team can have direct contact with the person or can refer 

the findings to the appropriate department director.

Some findings may require action by the medical staff executive committee (or even by the board). 

If you have identified timely completion of records as a major issue, for example, it may take medical

executive committee (MEC) action to impose a stricter policy for records completion.

It will also be the MEC’s responsibility to decide whether findings from ongoing reviews, as well as

those related to timely completion of records, become part of the physician’s credentials file. Because

records completion is so important to patient care (and to a successful Joint Commission survey), 

this information should become a part of the credentials file and be considered at the time of reap-

pointment. Some departments may use individual findings at the time of the annual evaluation. See

Chapter 11 for a case study about a hospital that uses its ongoing records review results as part of

annual evaluation and its PPR.

Centralize your files

Regardless of who solves the problems, the results should flow back to the facilitator and the 

oversight group for safekeeping. At the time of the on-site survey, it will be much easier to have 

documentation of the organization’s ongoing records review activities filed in one place. The records

will also speak for themselves during the on-site survey. Although surveyors probably will not ask to

review documentation of the ongoing records review program if the organization’s medical records 

are in order, it is better to be safe than sorry.
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Timely and complete documentation

The Joint Commission standards continue to emphasize the timeliness of records completion. In fact,

the overview of the Comprehensive Accreditation Manual for Hospitals’ (CAMH’s) Management of Information

(IM) chapter states that “ensuring timely and easy access to complete information throughout the

organization”1 is necessary to effectively and continuously improve information management. 

As mentioned in Chapter 1, reviewing records for timeliness and completion is part of the ongoing

records review process. Element of performance (EP) 8 under IM.6.10 requires the organization to

have a policy and procedure on the timely entry of all significant information into patients’ medical

records. EP 9 also requires the organization to define a complete record and the time frame within

which the record must be completed (not to exceed 30 days after discharge). These familiar require-

ments are no less important in the new accreditation process and, in fact, will be even more 

important now. See Figure 5.1 for EPs that address timeliness and completion of records.

Other standards, particularly in the “Provision of Care, Treatment, and Services” chapter of the 

CAMH, continue to specify time requirements for entries such as nursing assessments, history

and physical (H&P) reports, and restraints. Although this list does not include all of The Joint

Commission standards related to timeliness of medical record entries, it does imply that reviewing

timeliness is an important aspect of medical record management. This chapter describes The Joint

Commission’s emphasis on the completion of records and offers guidance and ideas for tackling 

this ongoing challenge. 

Is timely documentation still a problem?
Medical record completion was a problem well before The Joint Commission existed. In 1919, when

the American College of Surgeons first set minimum standards for hospitals, the standards included 

a mandate for accurate and complete records for all patients—and defined “complete” much as The

Monitoring timeliness of 
records completion

CHAPTER

5
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Figure 5.1

EPs related to timeliness and completion

Standard IM.6.10
The hospital has a complete and accurate medical record for patients assessed, cared for, 
treated, or served.
__________________________________________________________________

EP 8. The hospital has a policy and procedures on the timely entry of all significant information
into the patient’s medical record.

EP 9. The organization defines a complete record and time frame within which the record must
be completed after discharge, not to exceed 30 days after discharge.

EP 10. The hospital measures medical record delinquency at regular intervals, at least every
three months.

EP 11. The medical record delinquency rate averaged from the past four quarterly measure-
ments is not greater than 50% of the average monthly discharge (AMD) rate, and no
quarterly measurement is greater than 50% of the AMD rate. 

Note: The score for EP 11 will result from the following condition described below.

The medical record delinquency rate averaged from the past four quarterly measurements 
is the following:

• Not greater than 50% of the AMD rate, and no single quarterly measurement is 
greater than 50% of the AMD rate. The score will be 2—compliance.

• Not greater than 50% of the AMD rate, but one or more quarterly measurements 
are greater than 50% of the AMD rate. The score will be 1—partial compliance.

• Greater than 50% of the AMD rate, but less than twice (200%) of the AMD rate. 
The score will be 0—insufficient compliance.

• Equal to or greater than twice (200%) of the AMD rate. The score will be 0—insufficient
compliance and a decision of conditional accreditation.

Note: See www.jointcommission.org for a delinquent record statistical form to be completed 
at the time of on-site surveys.

Source: www.jointcommission.org; 2006 Comprehensive Accreditation Manual for Hospitals, “Management of

Information” chapter, Oakbrook Terrace, IL: The Joint Commission.
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Joint Commission does today. By 1929, however, records completion was a known problem: Indeed,

the Association of Record Librarians of North America, the precursor to the American Health

Information Management Association (AHIMA), devoted part of its first annual meeting to the issue.

Today, hospitals continue to receive low scores related to timely documentation of operative reports,

documentation of postoperative progress notes, and delinquent medical records after discharge.

Numerous other requirements for timely documentation are also problematic. For example, The Joint

Commission frequently cites documentation of time-limited orders for restraints in its hospital surveys. 

Why is timely record completion so important?
The Joint Commission is serious about records timeliness and completion. Surveyors frequently cite

hospitals for failing to meet basic records completion requirements related to delinquent records. 

Surveyors look to medical records documentation in the open records more and more frequently as

evidence that the hospital carries out its policies and procedures in many clinical and administrative

areas, including patient rights, patient education, leadership, and the medical staff. In addition to 

the fact that The Joint Commission takes timely documentation seriously, it is critically important 

to patient care, both during and after treatment.

What’s changed?
Nothing much has changed in The Joint Commission standards related to delinquent records. 

Even though the delinquent rates continue to be calculated based upon “overall” delinquent rates, 

it is a good idea to keep track of the types of delinquencies. For example, are most of your records

delinquent because reports are not dictated or because documents are unsigned? Because timeliness

and completeness are parts of ongoing records review requirements (IM.6.10, EP 11), the organization

can use this data to good advantage in helping to identify both targeted document types and depart-

ments or individuals for focused reviews. 

If it wishes to do so, the organization still can include in its records review calculations any outpatient

record that is analyzed in the delinquent records calculations. Some organizations may continue to

include other caregivers besides physicians in their incomplete record analysis, although doing so can

be very time-consuming and is usually a manual process, as most computer systems do not accom-

modate other caregivers. Therefore, focus on physician record completion for the incomplete record
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analysis and delinquent process after discharge. Leave identification of timely completion problems

for other disciplines to address as part of their records review process. If you have problems with

incomplete or late entries (e.g., by nurses, dietitians, therapists, etc.), a good open records review

process will identify such issues quickly.

Administrative support 

At the heart of timely records completion is a straightforward medical staff policy that is enforced 

fairly and without exception. The problem with an unclear policy is that it allows physicians to inter-

pret it however they please. However, even the clearest policy set by well-meaning medical staff will

be undermined if no one enforces it or if it allows for exceptions. Thus, along with the policy, hospital

administration and medical staff leaders must have the fortitude to defend the policy to medical staff

members and enforce it even when such enforcement is unpleasant.

HIM department support

For records completion activities to be successful, the records-processing cycle (i.e., the time from

patient discharge through records completion) must be as short as possible. This ensures that incom-

plete records are available for physicians to complete for as long as possible. Some organizations 

use the date of availability as their starting point to measure how long it takes to complete records.

Because regulatory agencies and The Joint Commission use date of discharge, however, facilities

should use the discharge date and revamp their records-analysis process to support it.

The delay in getting the records of discharged patients to physicians for completion often stems 

from the difficulty of retrieving applicable records from nursing units. Hospitals have instituted vari-

ous methods of quickly collecting discharged patients’ records, including having health information 

management (HIM) staff make rounds several times a day to pick up records on units. Some HIM

departments have added records-analysis staff to evening shifts to help make records available to

physicians the day after patients are discharged. Other departments have set up a concurrent process

to analyze the record by the time of discharge.
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Even if technology, such as document imaging and electronic signature, is available in the organiza-

tion, good ways to track completion of medical records must continue to be part of the process.

Availability of technology will speed up records completion and allow for timely authentication at 

the point of care. When physicians have electronic access to their medical records via the computer,

they tend to improve the timeliness of their documentation. Here are some words of advice for those

organizations that are planning to set up electronic access for records completion, however: Don’t

give physicians a choice. Once you establish electronic charting, document imaging, and electronic

signature, everyone must participate. Make it clear that the paper record is going away.

Most HIM departments have computerized systems that allow staff to enter missing information into

each record and to track the number and status of incomplete records. As stated in previous chapters,

such systems also allow the HIM manager to present regular statistics to an oversight committee

assigned to track compliance with record requirements.

Physician motivation and support

Although it is in physicians’ best interests to complete records quickly and fully, records completion, 

if not electronic, can still be a paperwork chore that takes busy doctors away from their patients.

Therefore, make the process as easy as possible for doctors. Set up a process for timely charting of

transcribed reports and easy access to medical records, regardless of whether the access is electronic

or in the HIM department. 

Some hospitals use disincentives to motivate physicians, such as limiting admission or surgical 

privileges of physicians with delinquent records. Others use a more positive approach by offering

incentives such as food, assistance, and friendly reminders. Figure 5.2 presents 64 ideas that 

hospitals use to cajole physicians into completing records.

Perhaps the strongest support you can have in this effort is a physician champion. This person may 

be the chair of the medical record committee, the chair of the performance improvement committee,

or the chair of the medical executive committee. He or she should be someone who completes

records on time and who has the respect of the entire medical staff. A physician champion who 

sets a good example and is not afraid to take a stand and to confront his or her peers can go a 

long way toward solving the delinquent record dilemma.

MONITORING TIMELINESS OF RECORDS COMPLETION
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Figure 5.2

64 tips for improving timeliness of records completion 

Management support

1. As part of the medical records-tracking system, produce regular reports showing the 
number of days after discharge that records are completed.

2. Keep basic records completion data in a database. Present that information to the 
committee/team in charge of medical records timeliness so it has an ongoing look 
at completion cycles. Implement a computerized tracking system.

3. Present such information graphically. It’s generally more meaningful to the committee 
in that form.

4. Compare delinquency percentages to patient volume so offenders stand out.

5. Provide pleasant, clean, and neat areas in which physicians can complete records. 
Paint. Try not to have stacks of records lying around.

6. Send records needing to be signed to physicians via courier service or fax.If physicians 
don’t sign the reports in two days, discontinue the service. 

7. Use physician extenders to dictate history and physicals, with the attending physician 
countersigning them within 24 hours.

8. If physicians don’t complete their discharge summaries on time, have a resident complete 
the documentation and send the physician a bill for the time.

9. Find out what physicians prefer—the specific days and times most convenient to them for
record completion. Then tell each physician that the department can have the incomplete
records ready at his or her preferred time. All physicians are not equal—determine what 
works for each one and use it.

10. Ask physicians to call the health information management (HIM) department a few minutes
or hours before they plan to complete records. That way, staff can have records ready for 
the physician.
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Figure 5.2 (cont.)

64 tips for improving timeliness of records completion

11. Establish a rule that all incomplete records must remain in the department (with the excep-
tion of those for patient care). If incomplete records are needed for other reasons, such as
quality review, staff must come to the department to review them.

12. During concurrent review, before flagging a record for a missing report, check the dictation
system to determine whether it’s been dictated.

13. Assign different colored stickers to each physician. Then, as staff review records for comple-
tion, they signal missing items by the color unique to the physician responsible.

14. Use color-coding—red is especially noticeable—to indicate documents that need immediate
signing, such as operative reports.

15. On admission, put a records completion checklist on the front of the chart and have every-
one who puts any documentation in the record indicate when that’s accomplished. Doing so
eliminates work for the HIM department after the patient is discharged and makes missing
elements obvious to the attending physician.

16. Make sure that every physician has equal access to records after discharge. The system of
putting records in one physician’s file until he or she completes them, then moving them 
to the next physician’s file, and the next, simply doesn’t work. It’s better to file records by 
terminal digit or in numerical order so that all physicians have equal access.

17. Go to the nursing unit to retrieve records of discharged patients when necessary. 

18. Create satellite areas on nursing units where records staff consolidate incomplete records.

19. Rotate staff who perform deficiency analysis with those who help the physicians with record
completion. Doing so gives both groups a better appreciation of the physicians’ problems.

20. Have unit staff assemble the record as much as possible at patient discharge. The HIM 
staff can simply add transcribed or late documents, thus more quickly getting records 
to the physician for completion. Better yet, institute a “universal” chart order, and don’t
reassemble after discharge.
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Figure 5.2 (cont.)

64 tips for improving timeliness of records completion

21. Have evening clerks on the units or in the HIM department assemble, analyze, and file 
the day’s discharges so the records are ready for physicians the next morning.

22. Make sure someone who is cross-trained in record completion policies is available to 
physicians at all times.

Administrative support

23. Make sure records completion statistics are part of the consideration for recredentialing 
each physician.

24. Create and enforce a time frame shorter than 30 days for record completion. A requirement
of 15 days, for example, gives 15 extra days for the hospital to make sure that all items are
completed.

25. It’s basic, but hospital administration as well as medical staff leaders must uphold the 
requirements for medical record completion. And these requirements must apply to every
physician, because making exceptions sends the message that the hospital is not serious
about the matter.

26. Make sure the president of the medical staff, or another person whom physicians respect,
stresses—at every opportunity—the value of timely records completion, what is required 
of physicians for records completion, and the process for completion.

27. Reduce the number of unsigned verbal orders by restricting them to emergencies only.
Define “emergency.”

28. Work with other hospitals in the system or in the city to make records completion require-
ments—including disincentives—consistent across all hospitals. That way physicians cannot
use the threat of taking their business elsewhere. 

29. Have the HIM department call any physicians with delinquent records.

30. Add a part-time position of physician liaison to the staff, and make follow-up on delinquent
records his or her responsibility.
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Figure 5.2 (cont.)

64 tips for improving timeliness of records completion

31. Have the vice president of medical affairs call the department chairs of delinquent 
surgeons to tell them to cancel their surgeries until records are complete.

32. Don’t allow delinquent physicians to preregister patients for admissions or schedule 
surgeries. Apply the policy to both inpatients and outpatients.

Physician motivation 

33. Hold “dine and sign” lunches.

34. Make speakerphones available to physicians dictating in the HIM department. When 
using them, physicians have their hands free to shuffle pages in the medical records.

35. Help physicians make the most of their time in the HIM department by separating the
records that need signing from the ones that need dictation.

36. Notify the medical executive committee about any physicians who are on the suspension 
list for three consecutive incomplete records. Require the physician to come before the 
executive committee to explain his or her reasons for delinquent records. Put a copy in 
the credentials file.

37. Keep several hand-held dictation units available for physicians to borrow for dictation in 
their cars or when they are away from a phone.

38. Help surgeons and anesthesiologists by taking all their incomplete records to the physicians’
area in the recovery room. Even better, monitor the surgery schedules, and if a physician 
with incomplete records is scheduled to do surgery, take his or her records to the operating
room lounge.

39. Establish a “mini” chart room in the obstetrical lounge so the obstetricians can complete
records while waiting for mothers to deliver.

40. Take incomplete records to physicians when they gather for medical staff committee, 
continuing education, and staff meetings.
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Figure 5.2 (cont.)

64 tips for improving timeliness of records completion

41. Take records to the physicians’ lounge or surgery records to the surgery lounge for comple-
tion between operations.

42. Use food as an enticement. Managers use all sorts of goodies to encourage physicians 
to come to the HIM department—from cookies, candy, popcorn, and coffee to continental
breakfasts and even weekly lunches.

43. Remember that some physicians are colorblind; for those physicians, use striped tags to
ensure they can readily locate their required documentation.

44. Identify medical staff members who miss signing documents and offer to have staff review
their records as they are being completed.

45. Hold a contest for residents to see who dictates the most discharge summaries on the day 
of discharge.

46. Rather than suspending the admitting privileges for one physician, suspend them for the
physician’s entire group.

47. If there are several hospitals in a system, suspend the physician at all of the hospitals.

48. Keep up with record delinquencies by clinical department and increase or decrease the 
budget yearly based on record performance.

49. Publicize, through bulletin boards or medical staff newsletters, the names of physicians 
who complete their records on time or the names of the worst offenders.

50. Fine residents who fail to complete records on time or withhold their paychecks until they
complete records. Tougher still: Make each resident complete all of his or her records before
allowing him or her to graduate. 

51. Use physician pressure on residents. Assign the job of policing medical records completion
to the chief of service rather than to residents. Or suspend the admitting physician along
with the resident when a record is delinquent. Or institute a policy that if the resident has 
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Figure 5.2 (cont.)

64 tips for improving timeliness of records completion

not signed a record within so many days, the record becomes the responsibility of the
attending physician.

52. Suspend other needed services when physicians have delinquent records, such as providing
copies of dictated reports that physicians need for billing.

53. Give physicians who have incomplete records personal treatment by calling their offices 
to alert them and by offering staff help as they complete records.

54. Many disincentives and incentives work, but a survey that Medical Records Briefing, an
HCPro newsletter, conducted several years ago showed that rapport with physicians was 
second only to suspension of privileges in its effectiveness.

55. Use interdepartmental mail or couriers to hand-deliver notices of incomplete records or
delinquent records.

56. Put notices of incomplete or delinquent records on brightly colored stationery and envelopes
so they stand out from the physicians’ regular mail. 

57. When the physician signs on to any hospital computer, program the screen to flash if any
records are incomplete. Or give a list of physicians with delinquent records to the front office
of the hospital and ask staff to notify the HIM department when these physicians come in.

58. Use humor. A cartoon or poem sent with the notices of incomplete or delinquent records
may get attention when a severe warning does not.

59. After records are incomplete for several days, send a reminder to the physicians every week.
And send a weekly list of physicians with delinquent records to their department chairs.

60. Use quality improvement tools to determine why records aren’t complete. Don’t assume 
that records are incomplete simply because physicians hate to do them. Instead, look more
deeply at the problem to determine whether forms need redesigning, physicians need 
reeducating, or equipment causes more obstacles than it corrects. Make sure the HIM
department’s processes are efficient and timely.
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Figure 5.2 (cont.)

64 tips for improving timeliness of records completion

61. Many hospitals find that the number of forms has grown out of control. A review of the forms
in use will likely find many that are unwieldy, redundant, or confusing. Fewer, better-designed
forms may facilitate record completion. Ask for physician input in the process of reviewing,
reducing, and redesigning forms.

62. Use electronic signature software for signing reports.

63. Reduce the number of items you require for record completion, if state and federal 
laws allow.

64. Implement electronic records that provide access to physicians from any location, inside 
and outside the organization, for viewing and completing medical records.

Electronic health records support

Many of these tips have proven successful; however, they also tend to put the burden on the HIM depart-

ment, which must get the physicians to do a better job at documentation and records completion.

Therefore, the best solution in this day and age of electronic health records is to use technology 

to improve documentation, ensure timely completion of records, and assist with holding physicians

and other caregivers responsible for their documentation. Voice recognition dictation, electronic 

signature, computerized physician order entry, and other electronic medical record (EMR) solutions 

to improve nursing staff, emergency department, and operating room documentation are the answers

to improving documentation and timely completion of medical records.

If you don’t have an EMR but are considering one, use a Request for Proposal process. This is a

process whereby vendors come in to demonstrate their products at your hospital, which gives all 

your staff a chance to see and discuss the products. Because legible, accurate, and complete medical

records are the goal of every HIM department, consider products that computerize physician and

nursing documentation first. Products that include document imaging (which allow staff to scan 

paper forms and records into the medical record) are also a big plus.
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Choosing the right vendor is a major decision for your hospital. HIM plays a vital role in the decision,

but other parties that must be involved in the selection process include the information technology

department, nursing leadership, representatives from clinical departments (e.g., laboratory, radiolo-

gy), and physicians. Include people who will actually be using the product.

Even though EMR and scanning systems cost a lot of money, in the long run they will pay for 

themselves in time, staffing, and improved patient care.

Endnote

1. Joint Commission on Accreditation of Healthcare Organizations, 2007 Comprehensive Accreditation Manual

for Hospitals, “Management of Information” chapter, Oakbrook Terrace, IL: The Joint Commission.
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Introduction

Although The Joint Commission has eliminated the closed medical record review session, it is still 

a good idea to have documented proof of your ongoing records review process. As stated earlier, 

if findings during survey indicate noncompliance for timely history and physical (H&P) reports, having 

such proof would allow you to show surveyors that ongoing reviews indicate a different story. It is 

also important to validate compliance when completing the annual periodic performance review. 

A well-planned program will ensure continuous compliance. 

Ongoing record review policies, procedures, and written plans

Every organization should ensure that its policies and procedures cover the functions of its ongoing

medical records review program. Policies should state the responsibilities of medical staff physicians

as well as the authority of the review committee, departments, or team(s). The policies and proce-

dures should clearly indicate the time limits for records completion so physicians are fully aware of

how quickly they must complete their medical records. Generally, time limits for records completion

are found in the medical staff rules and regulations. Examples of how you might word this appear 

in Figures 6.1 and 6.2.

Organizations should draft written plans that contain the following sections for ongoing records

review programs (also see Figure 2.2 for a medical records committee protocol):

• Purpose: A brief, written statement that the organization is committed to assessing medical

record documentation.

Demonstrating compliance 
to The Joint Commission surveyors

CHAPTER

6
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• Responsibilities: A statement identifying the group or groups responsible for ongoing review

and the functions for which the group(s) are responsible. For example, this section could state

that the health information management (HIM) department collects the data from reviews and

that it prepares and distributes reports from them.

• Scope: A section stating that ongoing records review includes both inpatients and outpatients

and all services provided.

• Topics: A section outlining how to select topics and any specific ongoing topics. You could base

topics upon types of documents, documenters, or clinical service groups. For example, H&Ps

Figure 6.2

Delinquent records

Medical records will be considered delinquent thirty (30) days after discharge. At the time of
discharge, records incomplete due to failure to complete and sign the history and physical
report, operative report(s), consultation(s), verbal/telephone orders, or discharge summary
will be available in the HIM department for physicians to complete.

Figure 6.1

A complete record

Medical record entries are to be made in a timely manner, and the record is complete when

• its content reflects the patient’s condition on arrival, diagnosis, test results, therapy, 
condition and in-hospital progress, and condition at discharge

• its contents, including any required clinical resume or final progress notes, are assembled
and authenticated as required

• all final diagnoses and complications are recorded without the use of symbols or abbreviations
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and operative reports; pain management; diagnoses; nurses, doctors, physical therapists; 

or cardiology, surgery, and obstetrics, to name a few.

• Indicators: If indicators for the items under review are available, include them in the plan. 

At a minimum, the plan should state that the organization will use the indicators addressed 

in IM.6.10, element of performance (EP) 11, as appropriate to the topics under review. In most

cases, organizations should expect 100% compliance with the EPs. Compliance requirements

should dictate how you determine when the findings from ongoing record reviews warrant

focused studies.

• Process: A section describing how data is collected and reported.

• Action and reporting: A statement identifying the committees, departments, or teams that will

take action in response to problems identified through ongoing records review, what actions

they may take, and to whom they report. 

• Statement of confidentiality: A statement that all those participating in ongoing records review

honor patients’ rights to privacy, protect medical information, and report only information that 

is stripped of patient identifiers.

Note: Organizations may modify or add to the above sections when drafting their plans. They also may

refer to the above sections by different names.

Forms, minutes, and reports

In addition to its policies, procedures, and plan, the organization should assemble documentation

that shows that the program actually works. As stated before, use easy-to-read, graphical formats to

illustrate the results of reviews and actions taken to improve processes. 

For example, organizations should continue to assemble the minutes of involved committees and

teams, which reflect ongoing review activities and actions taken to resolve problems. They also should

report ongoing records review activities to appropriate leadership. Figures 6.3 and 6.4 are examples that

you can use to report ongoing review activities to the oversight group and the appropriate leadership. 



Compile the report in Microsoft Word or Excel. Graphs, pie charts, or other types of visual displays

can accompany the report. Attach an action plan to any indicator that has been noncompliant for two

reporting periods. Organizations may choose to continue using the summary report that The Joint

Commission required prior to 2004, although it is no longer required—it is nonetheless an example

of one way to report the ongoing activities of records review. Chapter 11 provides other examples of

such reports.
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Compliant Noncompliant

Department: Surgery department

Indicator Target YTD actual

1.   H&P on chart 
prior to surgery

100% 95%

2.  Postoperative 
progress note 
written immediately 
after surgery

100% 100%

Actions taken to address noncompliant indicators:

Figure 6.3

Ongoing records review report
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Figure 6.4

Quarterly summary report
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Accurate, complete, legible, and timely medical records will continue to be essential elements for 

periodic performance reviews and on-site surveys, particularly as The Joint Commission rolls out its

new tracer methodology during surveys. 

How tracers work

Tracer methodology uses actual patients to assess how hospitals care for patients and comply with

relevant standards. Medical records play an important role in this new process. Surveyors will ran-

domly select patients—and subsequently, their medical records—at the beginning of the survey. The

surveyors will visit the units, sites, or departments in the exact sequence, when possible, experienced

by the patients selected. 

For example, a patient is admitted through the emergency department (ED) and admitted to the car-

diology unit, where he has a cardiac catheterization. He receives x-rays, lab work, and medications; is

put on a special diet; and is transferred to the cardiac rehabilitation unit after discharge. The surveyor

would follow—or trace—the patient’s path and talk to the direct caregivers who provided care and

treatment to the patient. Thus, The Joint Commission has given this process the name “tracer.”

Surveyors will generally select open records for this review; however, it’s possible for a surveyor to

request closed records if a patient was a recent readmission. Other closed records requests could

result from the inability to locate enough patients hospitalized at the time of survey—if surveyors

wish to trace patients in restraints, for example, and none are available. Open or closed, quality 

medical records have never been more important.

The Joint Commission can better assess compliance with standards related to operational systems

and processes based upon the actual experience of the patient. Surveyors do so by looking at the

entire sequence of care provided to the patient rather than reviewing a few records in each depart-

ment against a checklist, as was the format in previous surveys.

Incorporating the tracer methodology 
into ongoing records review

CHAPTER

7
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How documentation fits in

Because The Joint Commission uses the medical record as the road map to identify what treatments

the patient received and who the caregivers were, documentation must be as timely and complete as

possible. The medical record should accurately reflect the patient’s care and treatment from start to

finish. Late or illegible entries and otherwise poor documentation do not contribute to the quality

and safety of patient care and will not contribute to a successful survey under the new process.

Joint Commission surveyors perform system tracers, such as medication management, information/

data flow, and infection control, at the time of survey, and use the medical record to assess the 

effectiveness of the processes and systems the hospital has in place. For example, the attending

physician places a telephone order for medication to the ED when her patient presents for treatment.

The medication is given without review by the pharmacist or the ED doctor. The patient has an

adverse reaction, and it is not properly reported. When the surveyor reviews the medical record, 

the documentation reveals that the telephone order was not verified and the patient received the

wrong medication. The record documents the medication reaction, but when the surveyor talks to 

the caregiver, it is revealed that the reaction was not reported according to policy. In this scenario,

there is definitely a problem with the management of medication, and the review of the record has

validated a broken process identified in a system tracer.

This example also illustrates how important it is for organizations to conduct mock patient and 

system tracers. If it had done so, the organization in the example would have found the problem

before the surveyor did. It also would have familiarized staff with the new methodology, helped

improve documentation, trained staff to speak up, identified opportunities for improvement, 

and helped develop well-functioning clinical and treatment teams.

How to work tracer methodology into ongoing records review

But how do you use tracers for ongoing records review? This book outlines traditional methods for

review, which are still useful and should be included in your ongoing review processes, but using the

tracer methodology as part of your regular ongoing records review will prove valuable as well. It will

alert reviewers to the importance of timely and accurate documentation in the medical record and will

help your staff know what to expect during the actual survey. More important, it will help to identify
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inconsistencies in care and documentation, as well as demonstrate the importance of communication

and teamwork among caregivers. 

Identify PFAs and CSGs
To get started in using tracers as part of your ongoing records review, first put yourself in the place 

of the surveyors. What will they do? They will know the standards and elements of performance (EPs),

the National Patient Safety Goals (NPSGs), the organization’s priority focus areas (PFAs), and clinical

service groups (CSGs). (Note: You should be able to access your own PFAs and CSGs on your organi-

zation’s secured Joint Commission Web site, The Joint Commission Connect™). 

Examples of PFAs are assessment and care, communication, information management, and infection

control. CSGs include cardiac surgery, oncology, orthopedics, and psychiatry, to name a few. Both are

based upon the organization’s specific data and services that it provides, and this information helps

surveyors determine which patients they should trace. Therefore, your first steps toward incorporating

tracers into ongoing records review will be to

• identify 

- the organization’s CSGs

- the organization’s PFAs

- the patients

• select the CSGs and PFAs that will be the focus of the reviews

As mentioned in previous chapters, the organization can determine who will participate in ongoing

records review. However, when using the tracer methodology for reviews, it becomes even more

important to use currently active patients in the hospital for your reviews and caregivers as your

reviewers. The health information management (HIM) staff, as usual, can help facilitate the process. 

Decide how to conduct the review
Try conducting the reviews either at the department level, which helps get the appropriate staff involved,

or through a team approach of reviewing recently discharged records. One hospital started its tracer

approach to ongoing reviews by introducing the concept during the monthly nursing team leader meet-

ing. The HIM director brought recently discharged records to the monthly meetings and asked teams of

two nurses to review one record. After the reviews were completed, the teams presented their findings.

It was an eye-opener for the reviewers, who have replicated the process on their units.



Basically, getting started requires the following steps:

1. Identify the reviewers

2. Identify the process (at the units or after discharge)

3. Select the records

4. Review the records and chart the path of the patient

5. Review the records and record issues related to documentation

There are numerous benefits to using this methodology for chart reviews, but the primary one is

that the process immediately identifies issues and validates the importance of accurate and timely

medical records.

Tips for taking a tracer approach to records review

Because the requirements for ongoing records review are basically left up to the organization, this

approach can work when others have failed. Here are a few tips to consider if you decide to take 

the tracer approach to records reviews: 

1. Focus on the quality of documentation. Here are some sample questions 
to ask:

• Does the record clearly reflect that the care and treatment provided to the patient are 

appropriate and given in the most beneficial and necessary time? For example, are the 

assessments and treatments for pain meaningful to the patient’s condition? 

• Is the plan of care based upon documented communication between the physician and 

the other caregivers, or does it look fragmented? Is it truly interdisciplinary?

• Does the treatment appear to be appropriate for the diagnosis? 
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2. Focus on timely entries. Examine the following entries for timely
documentation as you conduct a tracer review:

• History and physicals (H&Ps)

• Nursing assessments

• Response to referrals

• Informed consents

• Operative reports

3. Focus on legibility. Are all entries legible and free from abbreviations 
not approved for use?

Summary

The bottom line is that the record should reflect that care is consistent with policies and procedures,

that the appropriate coordination and communication takes place among the healthcare team mem-

bers caring for the patient (e.g., staff, departments, and physicians), and that handoffs of information

occur appropriately and in a timely manner.

Figure 7.1 provides an example of a tracer case study that illustrates documentation issues. Figure 

7.2 is a tool to use when conducting a patient tracer to identify documentation issues. Figure 7.3 is

another example of a tool that you could use for chart reviews during tracers. Figure 7.4 offers an

example of a tool you can use when conducting a system tracer for information management.

Using patient and system tracers for ongoing records review will take the mundane out of the 

process, teach staff what to expect at the time of survey, and improve your medical records—all 

at the same time.

Use a generic tracer tool to train other departments

When all is said and done, the use of a generic patient tracer tool that covers requirements for all

departments, as well as ongoing record review items, is the best method to ensure compliance and

readiness for an unannounced survey. Nursing units and other departments can use this tool to deter-

mine their own compliance and readiness for a survey by conducting internal tracers, focusing on
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their department instead of chasing a patient around a hospital (like a true tracer review). Figure 7.5

provides an example of a comprehensive tracer tool.

Another good strategy for departmental training is to create a “tracer team.” This team conducts 

tracers on a regular basis by following patients throughout the organization, much like The Joint

Commission surveyors will do at the time of a real unannounced survey. And like real unannounced

surveys, the tracer team should not let departments know in advance that it is coming.

For example, if you conduct a mock tracer review of your radiology department, here’s a typical

process to consider: 

• Talk to the radiology techs. Go through the National Patient Safety Goals—ask whether 

they use two patient identifiers, for example. 

• Look in the medical record for documentation of invasive procedures. Make sure there 

is documentation of consent, an H&P, etc. 

• Conduct environment rounding to make sure staff have tested their equipment and fire 

extinguishers on a monthly basis, have clean refrigerators, and keep a refrigerator log. 

• Check for proper security of medications and contrast media. 

• Determine whether pharmacists are reviewing orders for medications.

• If your hospital uses an electronic health records system, have a staff member operate the 

computer to make sure he or she is properly entering information into the record and can 

find the right pieces of information in the patient’s chart.

If you use the tracer team approach as part of ongoing record reviews or as a supplement to other

reviews, remember to report your findings and establish accountability. Senior leadership from the

HIM department is a good candidate for holding these departments accountable. And remember 

to maintain a regular schedule for tracer team practice runs.

To have success during an actual survey, it’s crucial to perform regular tracers. Include leadership as

part of the team, include a comprehensive tool, and provide immediate feedback to departmental

managers to assure success. It’s better to be prepared ahead of time than not be ready when the 

surveyor visits the department or nursing unit.
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Figure 7.1

Tracer case study

Priority focus areas: Assessment, care, communication, staffing, infection
control, medication use, information management based upon clinical/ 
service groups

The patient is a 28-year-old male diabetic who was admitted three days ago because of persis-
tent fever. Several days before admission, he developed low-grade fever, headache, cough, 
and abdominal pain. Tylenol did not reduce the temperature. Two days prior to admission, his
temperature rose to 103°F, and he took acetaminophen and ibuprofen without relief of the fever.
Two days before admission (Friday), he came to the emergency room (ER). Physical exam and
chest x-ray were normal. A blood specimen and sputum cultures were drawn. The next day
(Saturday), the blood culture yielded gram-negative rods, and the sputum culture was negative.
The patient was admitted on Sunday. The admission assessment data revealed that the patient
appeared tired and thin but not acutely ill. Hematologic tests, blood chemistry, and CT scan 
with contrast of abdomen and pelvis were performed.

Tracer findings:

ER visit
• Review of medical record did not indicate patient was called back on Saturday about

the positive blood culture, nor were the lab results on the medical record.

3 Surveyor began the tracer by visiting the ER. She questioned staff about their policy on
calling back patients with positive lab results. Was the policy the same for weekends as
weekdays? She asked about the turnaround time for charting lab reports and whether
reports were available on the computer. 

Inpatient visit
• Review of the medical record showed no evidence that that pain had been assessed.

• There was no documentation regarding allergies. 

• Several abbreviations from the prohibited list were found in the medical record.

• Nutritional screening on admission revealed a referral to the clinical dietitian, 
but no documented evidence that he had visited the patient.
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Figure 7.1 (cont.)

Tracer case study

• No history and physical (H&P) on the medical record.

3 Surveyor asked to speak with nurse in charge of patient. Questioned policy related to
pain assessment and how often pain was assessed. Asked for policy related to docu-
menting allergies. Made note to discuss informed consent at time of radiology visit.
Made note to review prohibited abbreviations list and check for use in other medical
records. Made note to discuss response to referrals when talking with dietitian. Made
note to review medical staff rule/regulations related to H&Ps.

Staffing and infection control
• At the time of the inpatient visit, surveyor talked with nurse manager about staffing,

control of medications, and handwashing techniques used by staff. Nurse manager 
stated that unit was staffed with 25% traveling nurses. 

3 Surveyor made note of two travelers for review of their personnel files.

Patient interview
• Patient could not remember if anyone had asked him about an advance directive 

or his level of pain; was not aware of risk related to contrast media.

3 Surveyor requested policy for advance directives. 

Lab visit
• Determined that lab maintained quality control of glucose-monitoring devices.

Radiology visit
• No informed consent was signed for contrast studies, and the department did not 

have a process to inform patients about reactions to contrast media.
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Figure 7.2

Patient tracer data collection form

MR#__________________________ Admit date ______________

Clinical service group (CSG): ____________________________________________
(This is the service the patient was admitted to; for example, OB, cardiac, surgical)  

Priority focus areas (PFAs):
Processes, systems, or structures in a healthcare organization that significantly affect the 
quality and safety of care. For today’s chart review, look for supportive documentation in 
the following PFAs:

1. Assessment (H&P, nursing assessment)
2. Communication (handoffs, verbal/telephone order RB/V, “time out” before procedure,

unapproved abbreviations, other issues related to communication)
3. Medication management (legible, signed, appropriate to the patient’s condition)
4. Rights and ethics (advance directives, informed consent)
5. Other documentation issues

Path of the patient
1. _________________________________
2. _________________________________
3. _________________________________
4. _________________________________
5. _________________________________ 

Unit/Dept. Caregivers Issues PFA(s)
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Figure 7.3

Open/active chart review form

This is not inclusive of all elements in a full medical record review, but focuses on high-risk processes.

Note:  Entries must be complete, legible, dated, authenticated, and timely.

Key: P= Present  A= Absent    N/A= Not applicable

Chart 1 2 3 4 5 6 7 8 9 10 

Demographics 

H&P timely

Orders

Verbal/telephone orders

Consents for treatment 

Consents for blood

Advance directives

Progress notes 

Consults

Nursing notes 

Medication/effects

Allergies 

Lab values

Imaging studies

Surgical/procedure postop
note immediately after 
surgery/procedure 

Licensed Independent 
practitioners’ assessment 
immediately prior to
moderate
sedation/anesthesia 

Compliance with do-not-use
abbreviations list 

Pain assessment 

Nutritional screen

Functional screen

Barriers to learning assessed

Psychosocial needs assessed

End-of-life needs

Reassessment after change
in status

Education provided to
patient/family

Evidence of interdisciplinary
care planning

Source: Tracer Methodology: Frontline Strategies to Prepare your Organization for JCAHO Survey. 
Copyright 2004, HCPro, Inc. Reprinted with permission.
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Figure 7.4

Priority focus audit form: Information management tracer

Tracer patient: ___________________________________________________

Information management Met/2 Partial/1 Not met/0 N/A Comments

Chart audit, interview with staff,
competencies, and observation

Confidentiality and security of
medical record maintained

Medical record is complete
and accurate; contains patient-
specific information as
appropriate for care,  
treatment, and services

Abbreviations, acronyms, and 
symbols used are standardized

Do-not-use abbreviation list is
evident and meets compliance
requirements 

Evidence of process for verbal/ 
telephone order readback

Data and information is timely

Current knowledge-based 
information is readily available
to staff and practitioners 
(including after hours)

Medical record entries are dated
and authenticated according to
law and regulation

Discharge summary present
when applicable and contains:

Reason for hospitalization 

Significant findings

Procedures/services provided

Patient’s condition upon
discharge

Instructions to patient & family

Closed medical record
completed within 30 days 

Medical record delinquency 
rate below 50% 

Allergies to foods and 
medications documented
in medical record

List of all medications evident

H&P within 24 hours 

Current H&P prior to
operative procedures
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Figure 7.4 (cont.)

Priority focus audit form: Information management tracer

Operative note entered
immediately after surgery
and contains the following: 

Primary surgeon’s name

Assistant’s name

Findings

Description of procedure 
performed 

Estimated blood loss

Specimens removed 

Postoperative diagnosis

Assessment by LIP immediately
prior to moderate or deep
sedation

For ambulatory patients, a list is 
generated by the third visit and 
maintained thereafter with the 
following information:

Diagnoses 

Operative/invasive procedures

Allergies 

Medications (including over-the-
counter drugs and herbal
preparations)

Continuity of care is evident  
in medical record

Care and treatment is justified  
in documentation 

Progress notes authenticated 
and dated 

Orders authenticated and dated 

Orders for restraints per
law/regulation

Restraint monitoring logs 
evident and complete

Informed consents signed

Advance directives indicated, 
copy on medical record? 

Identification data sheet
evident in medical record

Blood slips complete

Laboratory data timely 

Source: Tracer Methodology: Frontline Strategies to Prepare your Organization for JCAHO Survey.
Copyright 2004, HCPro, Inc. Reprinted with permission.

Information management Met/2 Partial/1 Not met/0 N/A Comments
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The Joint Commission changed its scoring guidelines in 2004. The changes make it easier for hospi-

tals to score themselves both on an ongoing basis and at the time of the periodic performance review. 

Scoring for standards

Elements of performance (EPs) for each standard are scored as follows:

• 2: Satisfactory compliance

• 1: Partial compliance 

• 0: Insufficient compliance 

• N/A: Not applicable 

Track records and scoring guidelines
Track records (how long you’ve had a policy or practice in place) are still required and are important

criteria for scoring standards. During the triennial survey, surveyors will score based upon the 

following track records:

• 0 for fewer than six months 

• 1 for six to 11 months 

• 2 for 12 consecutive months or more

During the initial survey, The Joint Commission will score standards based on track records in the 

following manner:

• 0 for fewer than two months 

• 1 for two to three months 

• 2 for four months or more

Scoring and decision rules
CHAPTER

8
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Scoring for elements of performance

Scoring guidelines also involve the specific requirements or EPs listed under each standard. The Joint

Commission will score each EP based on three categories: A, B, and C. Each EP is assigned a category,

which you can find to the right of each EP in the Comprehensive Accreditation Manual for Hospitals (CAMH). It

might be tricky at first, but the accreditation manual is very clear, and after a few scoring sessions, orga-

nizations should be able to score themselves without any trouble. Here are examples of the categories:

Category A
This category is related to structural requirements, such as policies or plans. They either exist or they

do not. This is a “yes” or “no” compliance question. 

Example: IM.6.10, EP 1: Only authorized individuals make entries in the medical record. 

Category B
This category may have structural or process requirements. There is also a qualitative component. 

The quality, adequacy, or comprehensiveness of your compliance must be self-evident. Follow good

process design, which considers the following:

• The hospital’s mission, values, and goals

• Patients’ needs

• The use of currently accepted practices

• Current safety information and knowledge (e.g., sentinel event data, National Patient Safety Goals)

• Performance improvement results

• All components of the EP 

Example: IM.6.10, EP 8: The hospital has a policy on the timely entry of information into the patient’s

medical record.
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Category C
This category is based upon the number of times the hospital does not meet the EP. Measures of 

success (MOSs)—numerical or quantifiable measures related to an audit that determine whether 

an action was effective and sustained, or whether you are in compliance with the EP—are always

required for Category C EPs. The (M) icon in the CAMH next to an EP indicates that an MOS is

required along with a corrective action plan for any EP not in compliance. 

Example: IM.6.30, EP 1 (M): The licensed independent practitioner (responsible for the patient)

records the provisional diagnosis before the operation or other high-risk procedures.

Accreditation decisions

Accreditation decisions fall into six categories:

• Accredited

• Provisional accreditation

• Conditional accreditation

• Preliminary denial of accreditation

• Denial of accreditation

• Preliminary accreditation

See Figure 8.1 for a definition of each Joint Commission level of accreditation.

The accreditation decision becomes official once the organization submits the evidence of standards

compliance (ESC) report after the on-site survey. This report details the actions the organization has

taken to bring itself into compliance with standards or clarifies why it believes that it was already in

compliance with the recommended findings. For any EP that requires a MOS, make sure to include

the measure in your response. 
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Figure 8.1

The Joint Commission’s levels of accreditation

Accredited
The Joint Commission awards this level to hospitals that demonstrate compliance with all 
standards during the on-site survey or those that address all requirements for improvement 
in an evidence of standards compliance submitted to The Joint Commission within 90 days of
the survey. (Note: Effective January 1, 2006, the time frame to submit evidence of standards 
compliance will be reduced to 45 days.) 

Provisional accreditation
The Joint Commission awards this designation to hospitals that show an acceptable level of overall
standards compliance. However, the hospital hasn’t successfully addressed all survey requirements
for improvement (evidence of standards compliance) within specified time frames or hasn’t
achieved the appropriate level of sustained compliance based on a measure-of-success result. 

Conditional accreditation 
The Joint Commission awards this level of accreditation to hospitals that don’t demonstrate 
substantial compliance with the standards (between two and three standard deviations from 
the mean number of requirements for improvement) or has met another decision rule for 
conditional accreditation. Organizations that receive this designation must undergo an on-site
follow-up survey.

Preliminary denial of accreditation
The Joint Commission awards this level of accreditation to hospitals that have a high count of
“not compliant” standards at the time of survey (more than three standard deviations above 
the mean number of requirements for improvement) or has met another decision rule for 
preliminary denial of accreditation. Hospitals can appeal the decision before The Joint
Commission makes a formal determination to deny accreditation. It’s worth appealing the 
decision, because The Joint Commission notes in its explanation of this accreditation level 
that the appeal process may also result in a decision other than denial of accreditation.

Denial of accreditation 
The Joint Commission officially denies the hospital accreditation status. The hospital has no
more opportunities to have its case reviewed or appealed.

Preliminary accreditation 
The Joint Commission awards this level of accreditation to hospitals that demonstrate compli-
ance with selected standards in the first of two surveys under Option 1 of the Early Survey Policy.

Source: The JCAHO Survey Coordinator’s Handbook, Sixth Edition. Copyright 2004, HCPro, Inc.
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At the end of the on-site survey

At the conclusion of the on-site survey, the facility will know exactly what the accreditation decision 

is and which standards (if any) require an ESC report. There are no longer any surprises: The ESC will

be due 45 calendar days after the survey.

After the ESC is completed and any measures of success audited for four months, the process begins

again—in fact, it should never stop. Remember that an aim of the new accreditation process is 100%

compliance all the time and that processes and systems are continuously in place to provide quality

patient care and safety.
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Figure 9.1

Unapproved abbreviations audit day flier

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • M • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

QOD • MS • AU • AS • U • IU • MS04• SS • OU • OS• OD • AD • BT •

UG • X3D • TID • QD • MGS04 • QOD • MS • AU • AS • U • IU • SS •

UUNAPPRONAPPROVEDVED

AABBREVIABBREVIATIONS
TIONS




UUNAPPRONAPPROVEDVED

AABBREVIABBREVIATIONS
TIONS




 AAudit Daudit DayyAAudit Daudit Dayy
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• Keep the list in front of everyone. Use the list as the image on mouse pads (a staff favorite),

cups, pencils, or screen savers or attach it to hospital badges. 

• Replace physicians’ order tabs in open records on the units and outpatient areas with a red 

laminated tab that has the list on the back. When physicians write orders, they immediately 

see the list in front of them.

• Get the pharmacy involved. Take a hard line. Tell them not to fill orders containing unapproved

abbreviations, acronyms, and symbols.

© 2007 HCPro, Inc.

Figure 9.2

Patient safety goals/documentation audit tool

Goal/EP Indictor Indicator tool Target YTD 1st Q 2nd Q 3rd Q 4th Q
Improve accuracy 

of communication 
among caregivers

Unapproved abbreviations, 

acronyms, and symbols 
IM.3.10, EP 2

Chart audit 90% compliance/ 

paper records 
100% compliance/ 

preprinted forms

Improve accuracy 
of communication 

among caregivers

Verbal order “readback”
IM.6.50, EP 4

Direct observation  
and chart audit

100% compliance

Improve the 

accuracy of patient
identification

Universal Protocol “time out”

correct patient; correct site
and side; correct procedure; 

correct patient position; 
correct x-rays displayed;

verification of available 
implants, equipment,  

or special requirements

Direct observation  

and chart audit

100% compliance

Timely reporting  of

critical test results 
and values

Reported to responsible 

provider within time frame set
up by department

Department tracking 

log and chart audit

100% compliance

Accurately and

completely econcile
medications across

the continuum
of care

2005: Develop process and 

documentation tools 
2006: Medications reconciled

at transfers and referrals

Chart audit 100% compliance

Presurgical H&P, 
tests results,

provisional 
diagnosis recorded

before operation or
procedure

H&P, tests results,
provisional diagnosis on 

chart prior to operation or
procedure 

IM.6.30, EP 1

Chart audit 100% compliance

Operative reports 
dictated or written 

immediately after
operation or

procedure

Operative report dictated or
written upon completion of 

the operation or procedure, 
before patient is transferred 

to the next level of care 
IM.6.30, EP 2

Operative/procedure 
report 

100% compliance

Postoperative 

progress note 
entered in medical 

record immediately
after procedure

Postoperative progress note 

entered in record before
patient is transferred  

to next level of care
IM.6.30, EP 3

Chart audit 100% compliance

Medication orders are
written clearly and

transcribed correctly

Orders for medications are 
legible and transcribed 

correctly MM.3.20

Medication orders
received  

in the pharmacy

100% compliance
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Figure 9.4

Sample unapproved abbreviations ongoing review tool

Source: Chester (SC) County Hospital. Reprinted in Medical Records Briefing, August 2004, with permission.
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• Make findings from ongoing records review of unapproved abbreviations, acronyms, and symbols

a part of the organization’s quality report card. See Figure 9.2 for an example of a monitoring/

reporting tool. You can include other troublesome documentation topics, as well.

Figures 9.3 and 9.4 provide review tools specifically used to monitor unapproved abbreviations,

acronyms, and symbols. Your organization must determine what works. It may have to use several 

different approaches, but compliance must be the result of this ongoing records review activity.

Verbal/telephone order readback and verification
When verbal/telephone orders are not clearly understood and documented in the medical record 

or computer, mistakes can and do occur. For that reason, IM.6.50, EP 4 requires a process for taking

verbal or telephone orders or for receiving critical test results that require a verification “readback” of

the complete order or test result by the person receiving the order or test result. Although you can

monitor this EP by observing the process, nothing works better than documenting it in the medical

record. The hard part is making sure you are in compliance, which will require ongoing records review. 

A clear understanding of this EP will go a long way toward compliance. The person taking the order 

(or receiving critical test results) must write it down and read it back to the person giving the order, 

and the person providing the information must verify that the order or test results are correct. The 

person receiving the information documents in the record that the information is verified and correct.

To document, enter “RB/V”—for “read back/verified”—in the record beside the order or test results.

Although documentation in the record is not required, it is best practice. 

Steps to compliance
These steps are not much different from steps to compliance used for unapproved abbreviations:

• Provide a clear definition of the EP and place it and the process in an organizationwide policy.

• Continually educate, monitor, and trend both good and bad compliance. 

• Provide feedback and expect correction where noncompliance exists.

• Take a no-tolerance stand on this NPSG. If the medical staff balk at verifying the order,

refuse to take it.


